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HOUSE OF REPRESENTATIVES " ! 111TH CONGRESS 
2d Session 

REPORT 
111–443 

THE RECONCILIATION ACT OF 2010 

R E P O R T 

OF THE 

COMMITTEE ON THE BUDGET 
HOUSE OF REPRESENTATIVES 

TO ACCOMPANY 

H.R. 4872 

A BILL TO PROVIDE FOR RECONCILIATION PURSUANT TO SEC-
TION 202 OF THE CONCURRENT RESOLUTION ON THE BUDGET 
FOR FISCAL YEAR 2010 

together with 

MINORITY VIEWS 

VOLUME II 
DIVISION II–III 

MARCH 17, 2010.—Committed to the Committee of the Whole House on 
the State of the Union and ordered to be printed 
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5 National Small Business Association, ‘‘2008 NSBA Small & Mid-Sized Business Survey,’’ 
Table at 14, available at: http:www.nsba.biz/docs/2008bizsurvey.pdf. 

6 The Commonwealth Fund Commission on a High Performance Health System, ‘‘The Path to 
a High Performance U.S. Health System: A 2020 Vision and the Policies to Pave the Way,’’ Ex-
hibit ES–2: Trend in the Number of Uninsured, 2009–2020 Under Current Law and Path Pro-
posal, February 2009, available at: http:www.commonwealthfund.org//media/Files/Publica-
tions/Fund%20Report/2009/Feb/ 
The%20Path%20to%20a%20High%20Performance%20US%20Health%20System/ 
1237lCommissionlpathlhighlperformlUSlhltlsyslWEBlrevl03052009.pdf. 

dropped from 61 percent to 38 percent.5 The number of uninsured 
Americans is expected to hit 61 million by 2020.6 In no uncertain 
terms, the U.S. health care system is in crisis and has been for 
some time. Reform is needed. Inaction is not an option. 

H.R. 3200, America’s Affordable Health Choices Act, adopts the 
health care reform principles outlined by President Barack Obama. 
Specifically, the bill preserves and strengthens the employer-based 
health care system, includes protections for small businesses, cre-
ates a health insurance marketplace where individuals can choose 
between private insurance and the public health insurance option, 
ensures low and middle income Americans have access to afford-
ability credits to help offset the costs of insurance and saves over 
$500 billion in future health outlays of Medicare and Medicaid 
through reforms to the system. 

Together, these critical reforms are fundamental to the long-term 
health and security of this country. 

II. COMMITTEE ACTION INCLUDING LEGISLATIVE HISTORY AND 
VOTES IN COMMITTEE 

LEGISLATIVE HISTORY 

For more than 70 years, Congress and Presidents have at-
tempted to reform the nation’s health care system, most recently 
under President Clinton in 1993–94. The election of the Democratic 
majority in Congress in 2006 and President Obama in 2008 have 
led to renewed efforts toward national health care reform. The leg-
islative history described in this report is limited to legislative ac-
tion beginning in the 110th Congress. 

110TH CONGRESS (2007–2008) 

HEARINGS IN THE HOUSE OF REPRESENTATIVES 

Committee on Education and Labor 
On March 15, 2007, the Subcommittee on Health, Employment, 

Labor and Pensions of the Committee of Education and Labor held 
a hearing entitled ‘‘Examining Innovative Approaches to Covering 
the Uninsured Through Employer-Provided Health Benefits.’’ The 
panel included: Joan Alker, Deputy Executive Director, Center for 
Children and Families; Brian England, Owner, British American 
Auto Repair Columbia; Andrew Webber, President and Chief Exec-
utive Officer, National Business Coalition on Health; and Linda 
Blumberg, Ph.D., Economist and Principal Research Associate, 
Urban Institute. 

On May 22, 2007, the Subcommittee on Health, Employment, 
Labor and Pensions of the Committee of Education and Labor held 
a hearing entitled ‘‘Health Care Reform: Recommendations to Im-
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prove Coordination of Federal and State Initiatives.’’ The panel in-
cluded: Congressman John Tierney (D–MA); Congressman Tom 
Price (R–GA); Congresswoman Tammy Baldwin (D–WI); Mila 
Kofman, J.D., Associate Research Professor, Health Policy Insti-
tute, Georgetown University; John Colmers, Secretary, State of 
Maryland Department of Health and Mental Hygiene; Steven Gold-
man, Commissioner, New Jersey Department of Banking and In-
surance; John Morrison, Auditor and Commissioner, Montana In-
surance and Securities; Amy Moore, Partner, Covington & Burling, 
LLP; and Kevin Covert, Board Member, American Benefits Council. 

On September 25, 2008, the Committee on Education and Labor 
held a hearing entitled ‘‘Safeguarding Retiree Health Benefits.’’ 
The panel included: C. William Jones, Chairman, 
ProtectSeniors.org; Bill Kadereit, President, National Retiree Legis-
lative Network; David Lillie, Retiree, Raytheon Missile Systems; 
Scott Macey, Senior Vice President and Director of Government Af-
fairs, Aon Consulting, Inc; Norman Stein, Douglas Arant Professor 
of Law, University of Alabama; and Dale Yamanoto, President and 
Founder, Red Quill Consulting. 

Committee on Energy & Commerce 
On September 18, 2008, the Subcommittee on Health of the Com-

mittee on Energy and Commerce held a hearing entitled ‘‘America’s 
Need for Health Reform.’’ The panel included: Ronald E. Bachman, 
F.S.A., M.A.A.A., Senior Fellow, Center for Health Transformation; 
Governor Jon S. Corzine, State of New Jersey; Karen Davis, Presi-
dent, The Commonwealth Fund; Elizabeth Edwards, Senior Fellow, 
Center for American Progress; William J. Fox, F.S.A., M.A.A.A., 
Principal and Consulting Actuary, Milliman Inc.; E.J. ‘‘Ned’’ Hol-
land, Jr., Senior Vice President, Human Resources and Commu-
nication, EMBARQ; Patricia Owen, President/Founder, FACES 
DaySpa; Stephen T. Parente, Ph.D., Director, Medical Industry 
Leadership Institute, and Associate Professor of Finance, Carlson 
School of Management, University of Minnesota; and Karen Pollitz, 
M.P.P., Research Professor, Health Policy Institute, Georgetown 
University. 

Committee on Ways and Means 
On November 17, 2007, the Subcommittee on Income Security 

and Family Support in the Committee on Ways and Means held a 
hearing entitled ‘‘Impact of Gaps in Health Coverage on Income Se-
curity.’’ The panel included: Sherena Johnson, former foster youth, 
Morrow, GA; Sara R. Collins, Ph.D., Assistant Vice President, Pro-
gram on the Future of Health Insurance, Commonwealth Fund; 
Ron Pollack, Founding Executive Director, Families USA; Bruce 
Lesley, President, First Focus; and Brian J. Gottlob, Senior Fellow, 
Milton and Rose D. Friedman Foundation, Indianapolis, IN. 

On April 15, 2008, the Subcommittee on Health in the Com-
mittee on Ways and Means held a two-panel hearing entitled ‘‘In-
stability of Health Coverage in America.’’ The first panel included 
former Senator Dave Durenberger (R–MN). The second panel in-
cluded: Diane Rowland, Sc.D., Executive Vice President, Kaiser 
Family Foundation; John Z. Ayanian, M.D., Professor of Medicine 
and Health Care Policy, Harvard Medical School; Michael O’Grady, 
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Senior Fellow, National Opinion Research Center, University of 
Chicago; Stan Brock, Founder and Volunteer Director of Oper-
ations, Remote Area Medical, Knoxville, TN; and Stephen Finan, 
Associate Director of Policy, American Cancer Society. 

On May 14, 2008, the Subcommittee on Health in the Committee 
on Ways and Means held a hearing entitled ‘‘Health Savings Ac-
counts and Consumer Driven Health Care: Cost Containment or 
Cost-Shift.’’ The panel included: John F. Dicken, Health Care Di-
rector, U.S. Government Accountability Office (GAO); Michael E. 
Chernew, Ph.D., Professor of Health Care Policy, Harvard Medical 
School; Linda J. Blumberg, Ph.D., Principal Research Associate, 
Urban Institute; Judy Waxman, Vice President and Director of 
Health and Reproductive Rights, National Women’s Law Center; 
and Wayne Sensor, CEO, Alegent Health. 

On June 10, 2008, the Subcommittee on Health in the Com-
mittee on Ways and Means held a two-panel hearing entitled ‘‘Ad-
dressing Disparities in Health and Healthcare: Issues for Reform.’’ 
The first panel included: Delegate Donna M. Christensen (D– 
USVI); former Congresswoman Hilda L. Solis (D–CA); Delegate 
Madeleine Z. Bordallo (D–GU); and Congressman Jerry Moran (R– 
KS). The second panel included: Marsha Little-Blanton, Dr.P.H., 
Senior Advisor on Race, Ethnicity and Healthcare, Kaiser Family 
Foundation; Mohammed Akhter, M.D., M.P.H., Executive Director, 
National Medical Association; Deena Jang, J.D., Policy Director, 
Asian and Pacific Islander American Health Forum; Anthony B. 
Iton, M.D., J.D., M.P.H., Director of Public Health and Health Offi-
cer, Alameda County, CA; Sally Satel, M.D., Resident Scholar, 
American Enterprise Institute; and Michael A. Rodriguez, M.D., 
M.P.H., Associate Professor and Vice Chair of Research, Depart-
ment of Family Medicine, University of California, Los Angeles. 

On September 11, 2008, the Subcommittee on Health in the 
Committee on Ways and Means held a hearing entitled ‘‘Reforming 
Medicare’s Physician Payment System.’’ The panel included: Bruce 
C. Vladeck, Ph.D., Senior Health Policy Advisor and Executive Di-
rector of Health Sciences, Ernst & Young, LLP; Gail Wilensky, 
Ph.D., Senior Fellow, Project Hope; Nancy H. Nielsen, M.D., Ph.D., 
President, American Medical Association; and Donald M. Crane, 
President and Chief Executive Officer, California Association of 
Physician Groups. 

On September 23, 2008, the Subcommittee on Health in the 
Committee on Ways and Means held a hearing entitled the ‘‘Health 
of the Private Health Insurance Market.’’ The panel included: 
Karen Davis, President, Commonwealth Fund; Bruce Bodaken, 
Chairman and Chief Executive Officer, Blue Shield of California; 
Roger Feldman, Ph.D., Blue Cross Professor of Health Insurance, 
University of Minnesota; and Mila Kofman, Superintendent of In-
surance, Maine Bureau of Insurance. 

HEARINGS IN THE SENATE 

Committee on Health, Education, Labor and Pension 
On January 10, 2007, the Senate Health, Education, Labor and 

Pensions (HELP) Committee held a hearing entitled ‘‘Health Care 
Coverage and Access.’’ The panel included: Peter Meade, Executive 
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Vice President, Blue Cross Blue Shield of Massachusetts; John 
McDonough, Executive Director, Health Care for All; Karen Davis, 
President, Commonwealth Fund; Andy Stern, President, SEIU; 
Debra Ness, President, National Partnership for Women and Fami-
lies; Larry Burton, Executive Vice President, Business Roundtable; 
Peter Harbage, New America Foundation; Joseph Antos, Wilson H. 
Taylor Scholar in Health Care and Retirement Policy, American 
Enterprise Institute; John Goodman, President, National Center 
for Policy Analysis; and Pat Vredevoogd Combs, National Associa-
tion of Realtors, and owner, Coldwell-Banker-AJS Realty. 

On February 12, 2008, the Senate HELP Committee held a hear-
ing entitled ‘‘Addressing Healthcare Workforce Issues for the Fu-
ture.’’ The panel included: A. Bruce Steinwald, Director, Healthcare 
GAO; Kevin Grumbach, M.D., Director, Center for California 
Health Workforce Studies, University of California San Francisco, 
and Chair, Department of Family and Community Medicine; Rod-
erick S. Hooker, Ph.D., P.A., Director of Research, Rheumatology 
Section, Medical Service Department of Veterans Affairs, Dallas 
VA Medical Center; Edward S. Salsberg, M.P.A., Director, Center 
for Workforce Studies, Association of American Medical Colleges; 
James Q. Swift, D.D.S., Board President, American Dental Edu-
cation Association; Bruce Auerbach, M.D., President Elect, Massa-
chusetts Medical Society, and Vice President and Chief of Emer-
gency Medicine, Sturdy Memorial Hospital; Beth Landon, M.H.A., 
M.B.A., Director, Alaska Center for Rural Health, University of 
Alaska; Jennifer Laurent, M.S., FNP–BC, President, Vermont 
Nurse Practitioner Association; and John E. Maupin, Jr., D.D.S., 
M.B.A., President, Morehouse School of Medicine. 

Committee on Finance 
On March 14, 2007, the Senate Committee on Finance held a 

hearing entitled ‘‘Course for Health Care Reform: Moving Toward 
Universal Coverage.’’ The panel included: James J. Mongan, M.D., 
President and Chief Executive Officer, Partners HealthCare; Stuart 
H. Altman, Ph.D., Dean, Sol C. Chaikin Professor of National 
Health Policy, The Heller School for Social Policy and Manage-
ment, Brandeis University; John Sheils, Vice President, The Lewin 
Group; and Richard G. Frank, Ph.D., Vice Chair, Citizens’ Health 
Care Working Group. 

On May 6, 2008, the Senate Committee on Finance held a hear-
ing entitled ‘‘Seizing the New Opportunity for Health Reform.’’ The 
panel included the Honorable Tommy Thompson and the Honor-
able Donna Shalala, both former Secretaries of Health and Human 
Services. 

On June 3, 2008, the Senate Committee on Finance held a hear-
ing entitled ‘‘Rising Costs, Low Quality in Health Care: The Neces-
sity for Reform.’’ The panel included: Paul B. Ginsburg, Ph.D., 
President, Center for Studying Health System Change; Elizabeth 
McGlynn, Ph.D., Associate Director, RAND Health, and Distin-
guished Chair in Health Quality; Arlene Holt Baker, Executive 
Vice President, AFL–CIO; and Felicia Fields, Group Vice President, 
Human Resources and Corporate Services, Ford Motor Company. 

On June 10, 2008, the Senate Committee on Finance held a hear-
ing entitled ‘‘47 Million and Counting: Why the Health Care Mar-
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ketplace is Broken.’’ The panel included: Lisa Kelly, cancer patient; 
Raymond Arth, President and CEO, Phoenix Faucets; Ron Wil-
liams, Chairman and Chief Executive Officer, Aetna, Inc.; and 
Mark Hall, Professor of Law and Public Health, Wake Forest Uni-
versity School of Law and School of Medicine. 

On September 9, 2008, the Senate Committee on Finance held a 
hearing entitled ‘‘Improving Health Care Quality: An Integral Step 
Toward Health Reform.’’ The panel included: Peter V. Lee, J.D., 
Executive Director of National Health Policy, Pacific Business 
Group on Health; Samuel Nussbaum, M.D., Executive Vice Presi-
dent for Clinical Health Policy and Chief Medical Officer, 
WellPoint, Inc.; Gregory Schoen, M.D., Regional Medical Director, 
Fairview Northland Health Services; Kevin B. Weiss, M.D., Presi-
dent and CEO, American Board of Medical Specialties; and William 
L. Roper, M.D., M.P.H., Dean, School of Medicine, University of 
North Carolina (UNC), and Vice Chancellor for Medical Affairs and 
CEO, UNC Health Care System. 

On September 23, 2008, the Senate Committee on Finance held 
a hearing entitled ‘‘Covering the Uninsured: Making Health Insur-
ance Markets Work.’’ The panel included: John Bertko, F.S.A., 
M.A.A.A., Adjunct Staff, The RAND Corporation, and Former Chief 
Actuary, Humana, Inc., Flagstaff, AZ; Andrew Dreyfuss, Executive 
Vice President, Health Care Services, Blue Cross Blue Shield of 
Massachusetts; Pam MacEwan, Executive Vice President, Public 
Affairs and Governance, Group Health Cooperative; and Kim Hol-
land, State of Oklahoma Insurance Commissioner. 

On November 19, 2008, the Senate Committee on Finance held 
a hearing entitled ‘‘Health Care Reform: An Economic Perspective.’’ 
The panel included: Ivan G. Seidenberg, Chairman and Chief Exec-
utive Officer, Verizon Communications, Inc.; Andy Stern, Presi-
dent, SEIU; Uwe E. Reinhardt, Ph.D., James Madison Professor of 
Political Economy, Woodrow Wilson School of Public and Inter-
national Affairs, Princeton University; and Amitabh Chandra, 
Ph.D., Assistant Professor of Public Policy, John F. Kennedy School 
of Government, Harvard University. 

111TH CONGRESS (2009–2010) 

HEARINGS IN THE HOUSE OF REPRESENTATIVES 

Committee on Education and Labor 
On March 10, 2009, the Subcommittee on Health, Employment, 

Labor and Pensions of the Committee of Education and Labor held 
a panel entitled ‘‘Strengthening Employer-Based Health Care.’’ The 
panel included: Mark Derbyshire, Small Business Owner; Bruce 
Pyenson, Principal and Consulting Actuary, Milliman, Inc.; John 
Sheridan, CEO, Cooper University Hospital; Kenneth Thorpe, 
Chair of the Health Policy and Management Department, Emory 
University; E. Neil Trautwein, Vice President, Employee Benefits 
Counsel, National Retail Federation; and Jim Winkler, Health 
Management Practice Leader, Hewitt Associates. 

On April 23, 2009, the Subcommittee on Health, Employment, 
Labor and Pensions of the Committee of Education and Labor held 
a panel entitled ‘‘Ways to Reduce the Cost of Health Insurance for 
Employers, Employees and their Families.’’ The panel included: 
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Karen Davenport, Director of Health Policy, Center for American 
Progress; David Himmelstein, Associate Professor of Medicine, 
Harvard University; Michael Langan, Principal, Towers Perrin; 
William Oemichan, President and CEO, Cooperative Network; Ron 
Pollack, Executive Director, FamiliesUSA; Janet Trautwein, Execu-
tive Vice President and CEO, National Association of Health Un-
derwriters; and William Vaughn, Senior Health Policy Analyst, 
Consumers Union. 

On June 10, 2009, the Subcommittee on Health, Employment, 
Labor and Pensions of the Committee of Education and Labor held 
a hearing entitled ‘‘Examining the Single Payer Health Care Op-
tion.’’ The panel included: Congressman John Conyers, Jr. (D–MI); 
Marcia Angell, M.D., Senior Lecturer in Social Medicine, Harvard 
Medical School; David Gratzer, Senior Fellow, Manhattan Institute; 
Geri Jenkins, R.N., Co-President, California Nurses Association/ 
National Nurses Organizing Committee; and Walter Tsou M.D., 
M.P.H., National Board Advisor, Physicians for a National Health 
Program. 

Committee on Energy & Commerce 
On March 10, 2009, the Subcommittee on Health of the Com-

mittee on Energy and Commerce held a hearing entitled ‘‘Making 
Health Care Work for American Families: Designing a High Per-
forming Healthcare System.’’ The panel included: Doug Elmendorf, 
Director, Congressional Budget Office; Glenn Hackbarth, Chair-
man, Medicare Payment Advisory Commission; Jack C. Ebeler, 
Vice Chair, Committee on Health Insurance Status and Its Con-
sequences, Institute of Medicine; Alan Levine, Secretary, Louisiana 
Department of Health and Hospitals; Atul Gawande, M.D., Asso-
ciate Professor of Surgery, Harvard Medical School, and Associate 
Professor, Department of Health Policy and Management, Harvard 
School of Public Health; and M. Todd Williamson, M.D., President, 
Medical Association of Georgia Policy Studies. 

On March 17, 2009, the Subcommittee on Health of the Com-
mittee on Energy and Commerce held a hearing entitled ‘‘Making 
Health Care Work for American Families: Ensuring Affordable 
Coverage.’’ The panel included: Uwe E. Reinhardt, Ph.D., Professor 
of Political Economy, Economics and Public Affairs, Princeton Uni-
versity; Sally C. Pipes, B.A., President and Chief Executive Officer, 
Pacific Research Institute; Judy Feder, Ph.D., Senior Fellow, Cen-
ter for American Progress Action Fund; Mila Kofman, J.D., Super-
intendent of Insurance, State of Maine Bureau of Insurance; Jon 
Kingsdale, Ph.D., Executive Director, Commonwealth Health Insur-
ance Connector Authority, MA; Karen Pollitz, M.P.P., Research 
Professor, Health Policy Institute, Georgetown University; Kath-
erine Baicker, Ph.D., Professor of Health Economics, Harvard 
School of Public Health; and Edmund F. Haislmaier, B.A., Senior 
Research Fellow, Center for Health, Heritage Foundation. 

On March 24, 2009, the Subcommittee on Health of the Com-
mittee on Energy and Commerce held a hearing entitled ‘‘Making 
Health Care Work for American Families: Improving Access to 
Care.’’ The panel included: Brian D. Smedley, Ph.D., Vice President 
and Director, Health Policy Institute, Joint Center for Political and 
Economic Studies; Michael John Kitchell, M.D., President-Elect, 
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Iowa Medical Society, McFarland Clinic PC; Michael A. Sitorius, 
M.D., Professor and Chairman, Department of Family Medicine, 
University of Nebraska Medical Center; Risa Lavizzo-Mourey, 
M.D., M.B.A., President and CEO, Robert Wood Johnson Founda-
tion; Fitzhugh Mullan, M.D., Murdock Head Professor of Medicine 
and Health Policy, Professor of Pediatrics, George Washington Uni-
versity; Jeffrey P. Harris, M.D., F.A.C.P., President, American Col-
lege of Physicians; James R. Bean, M.D., President, American Asso-
ciation of Neurological Surgeons; and Diane Rowland, Sc.D., Execu-
tive Director, Kaiser Commission on Medicaid and the Uninsured. 

On March 27, 2009, the Subcommittee on Health of the Com-
mittee on Energy and Commerce held a hearing entitled ‘‘Making 
Health Care Work for American Families: The Role of Public 
Health.’’ The panel included: E. Besser, M.D., Acting Director, 
CDC, and Acting Administrator, Agency for Toxic Substances and 
Disease Registry; Jonathan E. Fielding, M.D., M.P.H., Chair, Task 
Force on Community Preventive Services, and Director, L.A. Coun-
ty Department of Public Health and County Health Officer; Heath-
er Howard, J.D., Commissioner, New Jersey Department of Health 
and Senior Services; David Satcher, M.D., Ph.D., Former U.S. Sur-
geon General, and Director, Satcher Health Leadership Institute, 
Morehouse School of Medicine; Barbara Spivak, M.D., President, 
Mt. Auburn Cambridge Independent Practice Association, Inc.; 
Devon Herrick, Ph.D., Senior Fellow, National Center for Policy 
Analysis; and Jeffrey Levi, Ph.D., Executive Director, Trust for 
Americas Health. 

On April 2, 2009, the Subcommittee on Health of the Committee 
on Energy and Commerce held a hearing entitled ‘‘Making Health 
Care Work for American Families: Saving Money, Saving Lives.’’ 
The panel included: Jonathan Skinner, Ph.D., Professor of Econom-
ics, Dartmouth Institute for Health Policy and Clinical Practice; 
Christine K. Cassel, M.D., President and CEO, American Board of 
Internal Medicine and ABIM Foundation; John Goodman, Ph.D., 
President and CEO, National Center for Policy Analysis; Bruce 
Sigsbee, M.D., M.S., President Elect, American Academy of Neu-
rology, and Medical Director, Pen Bay Physicians and Associates; 
Dennis Smith, M.P.A., Senior Research Fellow in Health Care Re-
form, Heritage Foundation; Jerry Avorn, M.D., Professor of Medi-
cine, Harvard Medical School; Paul Ginsburg, Ph.D., President, 
Center for Studying Health System Change; Regina Herzlinger, 
Ph.D., Professor of Business Administration, Harvard Business 
School; Ronald Bachman, F.S.A., M.A.A.A., Senior Fellow, Center 
for Health Transformation; and Diane Archer, J.D., Director, 
Health Care Project, Institute for America’s Future. 

On June 16, 2009, the Subcommittee on Oversight and Investiga-
tion of the Committee on Energy and Commerce held a hearing en-
titled ‘‘Termination of Individual Health Policies by Insurance 
Companies.’’ The panel included: Don Hamm, CEO, Assurant 
Health; Richard Collins, CEO, Golden Rule Insurance Company, 
UnitedHealth Group; Brian A. Sassi, President and CEO, Con-
sumer Business, WellPoint, Inc.; Karen Pollitz, M.P.P., Research 
Professor, Health Policy Institute, Georgetown University; Robin 
Beaton, Policyholder; Wittney Horton, Policyholder; and Peggy 
Raddatz, Relative of Policyholder. 
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Committee on Ways & Means 
On March 11, 2009, the Committee on Ways and Means held a 

hearing entitled ‘‘Expanding Coverage, Improving Quality and Con-
trolling Costs.’’ The panel included: John Z. Ayanian, M.D., M.P.P., 
on behalf of the Institute of Medicine Committee on Health Insur-
ance Status and Its Consequences; Karen Davis, President, Com-
monwealth Fund; and John M. Pickering, Principal, Consulting Ac-
tuary, Milliman, Inc. 

On March 17, 2009, the Subcommittee on Health in the Com-
mittee on Ways and Means held a hearing entitled ‘‘MedPAC’s An-
nual March Report to the Congress on Medicare Payment Policy.’’ 
The panel featured Glenn M. Hackbarth, Chairman, Medicare Pay-
ment Advisory Commission. 

On April 1, 2009, the Committee of Ways and Means held a 
hearing entitled ‘‘Reforming the Health Care Delivery System.’’ The 
hearing consisted of two panels. The first panel included: Glenn M. 
Hackbarth, Chairman, Medicare Payment Advisory Commission; 
Elliot S. Fisher, M.D., M.P.H., Director, Population Health and Pol-
icy, Dartmouth Institute for Health Policy and Clinical Practice, 
and Professor of Medicine and Community and Family Medicine, 
Dartmouth Medical School; and Robert A. Berenson, M.D., Senior 
Fellow, Urban Institute. The second panel included: Glenn D. 
Steele, Jr., M.D., Ph.D., President and CMO, Geisinger Health Sys-
tem; L. Allen Dobson, Jr., M.D., F.A.A.F.P., Vice President for Clin-
ical Practice Development, Carolinas Health System; and Brent C. 
James, M.D., M.Stat., Chief Quality Officer and Chief Medical Offi-
cer, Institute for Health Care Delivery Research, Intermountain 
Healthcare. 

On April 22, 2009, the Committee on Ways and Means held a 
hearing entitled ‘‘Insurance Market Reforms.’’ The panel included: 
Uwe E. Reinhardt, Ph.D., James Madison Professor of Political 
Economy and Professor of Economics and Public Affairs, Princeton 
University; William Vaughn, Senior Policy Analyst, Consumers 
Union; William D. Hobson, Jr., M.S., President and CEO, Watts 
Healthcare Corporation; David Borris, Owner, Hel’s Kitchen Cater-
ing, Northbrook, Ill.; Kenneth L. Sperling, Global Health Manage-
ment Leader, Hewitt Associates, on behalf of National Coalition on 
Benefits; and Linda Blumberg, Ph.D., Principal Research Associate, 
Urban Institute. 

On April 29, 2009, the Committee on Ways and Means held a 
hearing entitled ‘‘Employer Sponsored Insurance.’’ The panel in-
cluded: Elise Gould, Ph.D., M.P.Aff., Director of Health Policy Re-
search, Economic Policy Institute; J. Randal MacDonald, Senior 
Vice President for Human Resources, IBM Corporation; Kelly 
Conklin, Owner, Foley-Waite Associates; Denny Dennis, Senior Re-
search Fellow, NFIB Research Foundation; John Shells, Senior 
Vice President, Lewin Group; and Gerald Shea, Special Assistant 
to the President, AFL–CIO. 

On May 6, 2009, the Committee on Ways and Means held a hear-
ing on ‘‘Health Care Reform’’ with Kathleen Sebelius, the Secretary 
for Health and Human Services. 
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HEARINGS IN THE SENATE 

Committee on Health, Education, Labor and Pensions 
On January 29, 2009, the Senate HELP Committee held a hear-

ing entitled ‘‘Crossing the Quality Chasm in Health Reform.’’ The 
panel included: Nancy Davenport-Ennis, CEO, National Patient 
Advocate Foundation; Karen Davis, President, Commonwealth 
Fund; Rhonda Robinson-Beale, M.D., Chief Medical Officer, Optum 
Health Behavioral Solutions, Golden Valley, MN; Elizabeth 
Teisberg, Ph.D., Associate Professor, University of Virginia’s Dar-
den School of Business; and Christine K. Cassel, M.D., President, 
American Board of Internal Medicine. 

On February 23, 2009, the Senate HELP Committee held a hear-
ing entitled ‘‘Principles of Integrative Health: A Path to Health 
Care Reform.’’ The panel included: Cathy Baase, M.D., Global Di-
rector Health Services, Dow Chemical Company; Robert M. 
Duggan, M.A., M.Ac., President, Tai Sophia Institute; James S. 
Gordon, M.D., Founder and Director, Center for Mind-Body Medi-
cine; Wayne B. Jonas, M.D., President, Samueli Institute; Sister 
Charlotte Rose Kerr, R.S.M., R.N., B.S.N., M.P.H., M.Ac., Practi-
tioner and Professor Emeritus, Tai Sophia Institute; Mary Jo 
Kreitzer, Ph.D., R.N., Founder and Director, University of Min-
nesota Center for Spirituality & Healing; Herbert Benson, M.D., 
Director Emeritus, Benson-Henry Institute for Mind Body Medi-
cine, Massachusetts General Hospital; Brian M. Berman, M.D., Di-
rector, Center for Integrative Medicine, University of Maryland 
School of Medicine; Susan Hartnoll Berman, Executive Director, In-
stitute for Integrative Health; Ron Z. Goetzel, Ph.D., Research Pro-
fessor and Director, Institute for Health and Productivity Studies, 
Rollins School of Public Health, Emory University; Kathi J. Kemp-
er, M.D., M.P.H., F.A.A.P., Caryl J. Guth Chair for Complementary 
and Integrative Medicine, Division of Health Sciences, Wake Forest 
University; and Simon Mills, Project Lead, United Kingdom De-
partment of Health project: Integrated Self Care in Family Prac-
tice. 

On February 24, 2009, the Senate HELP Committee held a hear-
ing entitled ‘‘Addressing Underinsurance in National Health Re-
form.’’ The panel included: Cathy Schoen, M.S., Senior Vice Presi-
dent, Commonwealth Fund; Gail Shearer, M.S., Director of Health 
Policy Analysis, Consumers Union; Diane Rowland, D.Sc., Execu-
tive Vice President, Henry J. Kaiser Family Foundation, and Exec-
utive Director, Kaiser Commission on Medicaid and the Uninsured; 
and Grace-Marie Turner, President, Galen Institute. 

On March 24, 2009, the Senate HELP Committee held a hearing 
entitled ‘‘Addressing Insurance Market Reform in National Health 
Reform.’’ The panel included: Janet Trautwein, Executive Vice 
President and CEO, National Association of Health Underwriters; 
Ronald A. Williams, M.S., Chairman and Chief Executive Officer, 
Aetna, Inc.; Karen Pollitz, M.P.P., Research Professor, Health Pol-
icy Institute, Georgetown University; Karen Ignagni, M.B.A., Presi-
dent and CEO, America’s Health Insurance Plans; Len Nichols, 
Ph.D., Director, Health Policy Program, New America Foundation; 
Katherine Baicker, Ph.D., Professor of Health Economics, Depart-
ment of Health Policy and Management, Harvard School of Public 
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Health; and Sandy Praeger, Health Insurance Commissioner, State 
of Kansas. 

On April 28, 2009, the Senate HELP Committee held a hearing 
entitled ‘‘Learning from the States: Individual State Experiences 
with Health Care Reform Coverage Initiatives in the Context of 
National Reform.’’ The panel included: Jon Kingsdale, Ph.D., Exec-
utive Director, Commonwealth Health Insurance Connector Au-
thority, MA; Susan Besio, Director, Office of Vermont Health Ac-
cess, State of Vermont Human Services Agency; Harry Chen, M.D., 
Emergency Room Physician and Board Member, Vermont Program 
for Quality in Health Care; Brent James, Executive Director, IHC 
Institute for Health Care Delivery Research, Intermountain Health 
Care, Inc.; Honorable David Clark (R), Majority Leader, Utah 
House of Representatives; Ruth Liu, Senior Director for Health Pol-
icy, Legal and Government Relations, Kaiser Permanente; and Ei-
leen McAnneny, Senior Vice-President of Government Affairs and 
Associate General Counsel, Associated Industries of Massachusetts. 

On April 30, 2009, the Senate HELP Committee held a hearing 
entitled ‘‘Primary Health Care Access Reform: Community Health 
Centers and the National Health Service Corps.’’ The panel in-
cluded: Cynthia Bascetta, Director of Health Care, GAO; Dan Haw-
kins, Senior Vice President, National Association of Community 
Health Centers; Fitzhugh Mullan, M.D., Murdock Head Professor 
of Medicine and Health Policy, George Washington University 
School of Public Health; Caswell A. Evans, Jr., D.D.S, M.P.H., As-
sociate Dean for Prevention and Public Health Sciences, University 
of Illinois at Chicago College of Dentistry; Yvonne Davis, Board 
Member, Community Health Center; John Matthew, M.D., Health 
Center, Plainfield, VT; and Lisa Nichols, Executive Director, Mid-
town Community Center, Ogden, UT. 

On June 11, 2009, the Senate HELP Committee held a two-panel 
hearing entitled ‘‘Health Care Reform.’’ The first panel included: 
Margaret Flowers, M.D., Maryland Co-Chair, Physicians for a Na-
tional Health Program; Ron Williams, CEO, Aetna, Inc; Randel 
Johnson, Vice President for Labor, Immigration, and Employee 
Benefits, U.S. Chamber of Commerce; William Dennis, Senior Re-
search Fellow, National Federation of Independent Business; Mary 
Andrus, Co-Chair of the Health Care Taskforce, Consortium for 
Citizens with Disabilities; Samantha Rosman, M.D., Board of 
Trustees, American Medical Association; Ray Scheppach, Ph.D., 
Executive Director, National Governors’ Association; Gerald Shea, 
Special Assistant to the President, AFL–CIO; Dennis Rivera, 
Chair, SEIU Healthcare; Katherine Baicker, Ph.D., Professor of 
Health Economics, Harvard School of Public Health; Jonathan 
Gruber, Ph.D., Associate Head, MIT Department of Economics; 
Janet Trautwein, Executive Vice-President and CEO, National As-
sociation of Health Underwriters; Sandy Praeger, Kansas Insur-
ance Commissioner; Scott Gottlieb, M.D., Resident Fellow, Amer-
ican Enterprise Institute; and Steve Burd, President and CEO, 
Safeway, Inc. The second panel included: Gary Raskob, Ph.D., 
Dean, University of Oklahoma College of Public Health; Jeffrey 
Levi, Ph.D., Executive Director, Trust for America’s Health; Fay 
Raines, Ph.D., President, American Association of Colleges of Nurs-
ing; Wayne Jonas, M.D., President and CEO, Samueli Institute; 
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Delos Cosgrove, M.D., CEO, Cleveland Clinic; Brent James, M.D., 
M.Stat., Executive Director, Institute for Health Care Delivery Re-
search, Intermountain Health Care, Inc.; Charles Kahn, M.P.H., 
President, Federation of American Hospitals; John Rother, J.D., 
Executive Vice President for Policy and Strategy, AARP; and Ju-
dith Palfrey, M.D., President-Elect, American Academy of Pedi-
atric. 

Committee on Finance 
On February 25, 2009, the Senate Committee on Finance held a 

hearing entitled ‘‘Scoring Health Care Reform: CBO’s Budget Op-
tions’’ with Douglas Elmendorf, Ph.D., Director of the Congres-
sional Budget Office. 

On March 12, 2009, the Senate Committee on Finance held a 
hearing entitled ‘‘Workforce Issues in Health Care Reform: Assess-
ing the Present and Preparing for the Future.’’ The panel included: 
David C. Goodman, M.D., M.S., Director of the Center for Health 
Policy Research, Dartmouth College; Allan H. Goroll, M.D., 
M.A.C.P., Professor of Medicine, Harvard Medical School; Fitzhugh 
Mullan, M.D., Murdock Head Professor of Medicine and Health 
Policy, George Washington University; and Steven A. Wartman, 
M.D., Ph.D., M.A.C.P., President and CEO, Association of Academic 
Health Centers. 

On March 25, 2009, the Senate Committee on Finance held a 
hearing entitled ‘‘The Role of Long-Term Care in Health Reform.’’ 
The panel included: Judy Feder, Ph.D., Senior Fellow, Center for 
American Progress Action Fund; Raymond C. Scheppach, Ph.D., 
Executive Director, National Governors Association; Dennis G. 
Smith, Senior Research Fellow in Health Care Reform, Heritage 
Foundation; and Joshua M. Wiener, Ph.D., Senior Fellow, RTI 
International. 

On April 21, 2009, the Senate Committee on Finance held a 
hearing entitled ‘‘Reforming America’s Health Care Delivery Sys-
tem.’’ The panel included: Allan M. Korn, M.D., Senior Vice Presi-
dent, Chief Medical Officer, Office of Clinical Affairs, Blue Cross 
Blue Shield Association; Glenn M. Hackbarth, J.D., Chairman, 
Medicare Payment Advisory Commission; Peter V. Lee, J.D., Exec-
utive Director of National Health Policy, Pacific Business Group on 
Health; Mark B. McClellan, M.D., Director, Engelberg Center for 
Health Care Reform, Brookings Institute; Lewis Morris, J.D., Chief 
Counsel to the Inspector General, Office of Counsel to the Inspector 
General; Mary D. Naylor, Ph.D., F.A.A.N., R.N., Marian S. Ware 
Professor in Gerontology, University of Pennsylvania School of 
Nursing; Debra Ness, President, National Partnership for Women 
and Families; Frank G. Opelka, M.D., F.A.C.S., Vice Chancellor for 
Clinical Affairs and Professor of Surgery, Office of the Chancellor, 
Louisiana State University Health Science Center; Glenn Steele, 
Jr., M.D., Ph.D., President, Geisinger Health System; John Tooker, 
M.D., M.B.A., F.A.C.P., Executive Vice President and Chief Execu-
tive Officer, American College of Physicians; Richard J. 
Umbdenstock, F.A.C.H.E., President and CEO, American Hospital 
Association; Ron Williams, Chairman and CEO, Aetna, Inc.; and 
Paul J. Diaz, J.D., President and CEO, Kindred Healthcare, Inc. 
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On May 5, 2009, the Senate Committee on Finance held a hear-
ing entitled ‘‘Expanding Health Care Coverage.’’ The panel in-
cluded: Stuart M. Butler, Ph.D., Vice President, Domestic and Eco-
nomic Policy Studies, Heritage Foundation; John Castellani, Presi-
dent, Business Roundtable; Gary Claxton, Vice President and Di-
rector, Health Care Marketplace Project, Henry J. Kaiser Family 
Foundation; Donald A. Danner, President and CEO, National Fed-
eration of Independent Business; Jennie Chin Hansen, R.N., M.S., 
F.A.A.N., President, AARP; Karen Ignagni, President and CEO, 
America’s Health Insurance Plan; R. Bruce Josten, Executive Vice 
President, Government Affairs, U.S. Chamber of Commerce; Len 
Nichols, Ph.D., Director, Health Policy Program, New America 
Foundation; Ron Pollack, J.D., Executive Director, Families USA; 
Sandy Praeger, Chair, Health Insurance and Managed Care Com-
mittee, National Association of Insurance Commissioners; Sara 
Rosenbaum, J.D., Chair, Department of Health Policy, George 
Washington School of Public Health and Health Services; Diane 
Rowland, Sc.D., Executive Vice President, Henry J. Kaiser Family 
Foundation; Raymond C. Scheppach, Ph.D., Executive Director, Na-
tional Governors Association; Scott Serota, President and Chief Ex-
ecutive Officer, Blue Cross and Blue Shield Association; and Andy 
Stern, President, SEIU. 

On May 12, 2009, the Senate Committee on Finance held a hear-
ing entitled ‘‘Financing Comprehensive Health Care Reform.’’ The 
panel included: Stuart H. Altman, Ph.D., Sol C. Chaikin Professor 
of National Health Policy, Heller School for Social Policy and Man-
agement, Brandeis University; Joseph R. Antos, Ph.D., Wilson H. 
Taylor Scholar in Health Care and Retirement Policy, American 
Enterprise Institute; Katherine Baicker, Ph.D., Professor of Health 
Economics, Harvard School of Public Health; Leonard Burman, 
Ph.D., Director, Tax Policy Center, Urban Institute; Robert Green-
stein, Ph.D., Executive Director, Center on Budget and Policy Pri-
orities; Jonathan Gruber, Ph.D., Professor of Economics, Massachu-
setts Institute of Technology; Michael F. Jacobson, Ph.D., Executive 
Director, Center for Science in the Public Interest; James A. Klein, 
President, American Benefits Council; Edward Kleinbard, Chief of 
Staff, Joint Committee on Taxation; Gerald M. Shea, Special As-
sistant to the President, AFL–CIO; John Sheils, Senior Vice Presi-
dent, Lewin Group; Gail Wilensky, Ph.D., Senior Fellow, Project 
HOPE; and Steven Wojcik, Vice President of Public Policy, Na-
tional Business Group on Health. 

INTRODUCTION AND CONSIDERATION OF AMERICA’S AFFORDABLE 
HEALTH CHOICES ACT, H.R. 3200 

On June 19, 2009, Congressman George Miller (D-CA), along 
with Congressmen Henry Waxman (D–CA), Charles Rangel (D–NY) 
and John Dingell (D–MI) released the Tri-Committee draft pro-
posal for health care reform. 

Committee on Education & Labor Consideration of the Tri-Com-
mittee Draft Proposal for Health Care Reform 

On June 23, 2009, the House Education and Labor Committee 
held a hearing to discuss the draft proposal for health care reform 
that was jointly developed by the House Ways and Means, Energy 
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and Commerce, and Education and Labor Committees. The draft 
was designed to achieve President Obama’s goals of controlling 
health care cost, preserving health care choices, and ensuring qual-
ity, affordable health care for all Americans. The hearing entitled 
‘‘The Tri-Committee Draft Proposal for Health Care Reform’’ con-
sisted of three panels. The first panel included: Christina Romer, 
Ph.D., Chair, Council of Economic Advisers, Office of the President; 
Ron Pollack, Founding Executive Director, Families USA; Gerald 
Shea, Special Assistant to the President, AFL–CIO; Paul J. 
Speranza, Senior Vice President, General Counsel and Secretary, 
Wegmans Food Markets, Inc.; Jacob Hacker, Ph.D., Professor and 
Co-Director, Berkeley Center on Health, Economic, and Family Se-
curity, University of California Berkeley; Michael J. Stapley, Presi-
dent and Chief Executive Officer, Deseret Mutual; John 
Arensmeyer, Chief Executive Officer, Small Business Majority; and 
Fran Visco, President, National Breast Cancer Coalition. The sec-
ond panel included: Karen Pollitz, Research Professor and Project 
Director, Health Policy Institute, Georgetown University; Celia 
Wcislo, Assistant Division Director, SEIU; James A. Klein, Presi-
dent, American Benefits Council; William Vaughan, Senior Health 
Policy Analyst, Consumers Union; Robert E. Moffit, Ph.D., Direc-
tor, Center for Health Policy Studies, Heritage Foundation; 
ReShonda Young, Small Business Owner, Alpha Express, Inc. on 
behalf of the Main Street Alliance; and Fitzhugh Mullan, M.D., 
Murdock Head Professor of Medicine and Health Policy, George 
Washington University. 

Committee on Energy & Commerce Consideration of the Tri-Com-
mittee Draft Proposal for Health Care Reform 

On June 23, 2009, the Subcommittee on Health of the Committee 
on Energy and Commerce held a hearing entitled ‘‘Comprehensive 
Health Reform Discussion, Day 1.’’ The panel included: Richard 
Kirsch, National Campaign Manager, Health Care for America 
Now; Ralph G. Neas, Chief Executive Officer, National Coalition on 
Health Care; Stephen T. Parente, Ph.D., Director, Medical Industry 
Leadership Institute; Marian Wright Edelman, President, Chil-
dren’s Defense Fund; Jennie Chin Hansen, President, AARP; David 
L. Shern, Ph.D., President and Chief Executive Officer, Mental 
Health America; Erik Novak, M.D., Orthopedic Surgeon, Patients 
United Now; Shona Robertson-Holmes, Patient at Mayo Clinic; Jef-
frey Levi, Ph.D., Executive Director, Trust for America’s Health; 
Brian D. Smedley, Ph.D., Vice President and Director, Health Pol-
icy Institute, Joint Center for Political and Economic Studies; and 
Mark Kestner, M.D., Chief Medical Officer, Alegent Health. 

On June 24, 2009, the Subcommittee on Health of the Committee 
on Energy and Commerce held a three-panel hearing entitled 
‘‘Comprehensive Health Reform Discussion, Day 2.’’ The first panel 
on single-payer health care included: Sidney M. Wolfe, M.D., Direc-
tor, Health Research Group at Public Citizen; Steffie Woolhandler, 
M.D., Associate Professor of Medicine, Harvard Medical School, and 
Co-Founder, Physicians for a National Health Program; and John 
C. Goodman, Ph.D., President and CEO, National Center for Policy 
Analysis. The second panel on state, local and tribal views in-
cluded: the Honorable Michael O. Leavitt, Former Secretary, U.S. 
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Department of Health and Human Services; the Honorable Joseph 
Vitale (D), Chairman, Committee on Health, Human Services, and 
Senior Citizens, New Jersey State Senate; W. Ron Allen, Chair-
man, Jamestown S’Klallam Tribe; the Honorable Jay Webber (R), 
New Jersey State Assembly; Raymond C. Scheppach, Ph.D., Execu-
tive Director, National Governors Association; Robert S. Freeman, 
Deputy Executive Director, CenCal Health, California Association 
of Health Insuring Organizations; and Ron Pollack, Executive Di-
rector, Families USA. The third panel on drug and device manufac-
turer views included: Thomas Miller, CEO, Workflow and Solutions 
Division, Siemens Medical Solutions, USA; Kathleen Buto, Vice 
President for Health Policy, Johnson & Johnson; William Vaughan, 
Senior Health Policy Analyst, Consumers Union; Scott Gottlieb, 
M.D., Resident Fellow, American Enterprise Institute; and A. 
Kelly, Senior Vice President, Government Affairs and Public Policy, 
National Association of Chain Drug Stores. 

On June 25, 2009, the Subcommittee on Health of the Committee 
on Energy and Commerce held a four-panel hearing entitled ‘‘Com-
prehensive Health Reform Discussion, Day 3.’’ The first panel on 
Medicare payment included Glenn M. Hackbarth, Chair of the 
Medicare Payment Advisory Commission, and the Honorable Dan-
iel R. Levinson, Inspector General of the U.S. Department of 
Health and Human Services. The second panel on doctor, nurse, 
hospital, and other provider views included: Ted D. Epperly, M.D., 
President, American Academy of Family Physicians; M. Todd 
Williamson, M.D., President, Medical Association of Georgia; Karl 
J. Ulrich, M.D., Clinic President and CEO, Marshfield Clinic; Janet 
Wright, M.D., Vice President, Science and Quality, American Col-
lege of Cardiology; Kathleen M. White, Ph.D., Chair, Congress on 
Nursing Practice and Economics, American Nurses Association; Pa-
tricia Gabow, M.D., Chief Executive Officer, Denver Health and 
Hospital Authority, National Association of Public Hospitals; Dan 
Hawkins, Senior Vice President, Public Policy and Research, Na-
tional Association of Community Health Centers; Bruce T. Roberts, 
R.Ph., Executive Vice President and CEO, National Community 
Pharmacists Association; Bruce Yarwood, President and CEO, 
American Health Care Association; and Alissa Fox, Senior Vice 
President, Office of Policy and Representation, Blue Cross Blue 
Shield Association. The third panel on employer and employee 
views included: Kelly Conklin, Owner, Foley-Waite Custom Wood-
working, Main Street Alliance; John Arensmeyer, Founder and 
CEO, Small Business Majority; Gerald M. Shea, Special Assistant 
to the President, AFL–CIO; Dennis Rivera, Health Care Chair, 
SEIU; John Castellani, President, Business Roundtable Institute 
for Corporate Ethics; John Sheils, Senior Vice President, Lewin 
Group; and Martin Reiser, Manager of Government Policy, Xerox 
Corporation, National Coalition on Benefits. The fourth panel on 
insurers’ views included: Howard A. Kahn, Chief Executive Officer, 
L.A. Care Health Plan; Karen Pollitz, M.P.P., Research Professor, 
Health Policy Institute, Georgetown University; Karen Ignagni, 
President and CEO, America’s Health Insurance Plans; and Janet 
Trautwein, Executive Vice President and CEO, National Associa-
tion of Health Underwriters. 
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Committee on Ways & Means Consideration of the Tri-Committee 
Draft Proposal for Health Care Reform 

On June 24, 2009, the Committee on Ways and Means had a 
hearing entitled ‘‘Health Reform in the 21st Century: Proposals to 
Reform the Health System.’’ The hearing consisted of three panels. 
The first panel included: Karen Pollitz, Policy Director, Health Pol-
icy Institute, Georgetown Public Policy Institute; John F. Holahan, 
Ph.D., Director, Health Policy Research Center, Urban Institute; 
and David Gratzer, M.D., Senior Fellow, Manhattan Institute for 
Policy Research. The second panel included: Richard Kirsch, Na-
tional Campaign Manager, Health Care for America NOW; Mike 
Draper, Owner, SMASH; Peter V. Lee, Executive Director for Na-
tional Health Policy, Pacific Business Group on Health; Gerald 
Shea, Special Assistant to the President, AFL-CIO; Jennie Chin 
Hansen, President, AARP; and Randel K. Johnson, Senior Vice 
President, Labor, Immigration and Employee Benefits, U.S. Cham-
ber of Commerce. The third panel included: Dan Baxter, Medical 
Director, William F. Ryan Community Health Network, NY; Ted 
Epperly, M.D., President, American Academy of Family Physicians; 
Donna Policastro, Executive Director, Rhode Island State Nurses 
Association on behalf of the American Nurses Association; Chip 
Kahn, President, Federation of American Hospitals; Larry Minnix, 
President and CEO, American Association of Homes and Services 
for the Aging; Ronald Williams, Chairman and CEO, Aetna, Inc.; 
and Richard Warner, M.D., Member, Kansas Medical Society 
House of Delegates, AMA Alternate Delegate, and past President, 
Kansas Medical Society. 

Introduction of America’s Affordable Health Choices Act, H.R. 3200 
On July 15, 2009, after taking into consideration comments on 

the discussion draft from a very wide range of voices, Chairmen 
George Miller, Henry Waxman, Charles Rangel, and Congressman 
John Dingell introduced America’s Affordable Health Choices Act, 
H.R. 3200. The bill seeks to control rising health care costs, 
strengthen the employer-based health care system, and ensure that 
all Americans have access to quality and affordable health care 
coverage. 

Committee on Education & Labor Mark-up of H.R. 3200 
The Full Committee met on July 15–17, 2009 to mark up H.R. 

3200. The Committee passed by voice vote an amendment in the 
nature of a substitute offered by Chairman George Miller (D–CA). 
There were 42 other amendments offered and debated. Of the 
amendments offered, 20 passed, 17 failed, 4 were withdrawn, and 
one was ruled not germane. 

America’s Affordable Health Choices Act of 2009 
H.R. 3200 was reported favorably to the House with an amend-

ment in the nature of a substitute. By a vote of 26–22, the Com-
mittee authorized the Chairman to transmit the bill, with an 
amendment in the nature of a substitute, to the Committee on the 
Budget in compliance with section 310 of the Congressional Budget 
Act of 1974 as the first part of the Committee’s recommendations, 
pursuant to the reconciliation instruction in S. Con Res. 13. 
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The amendment offered by Representative McKeon (R–CA) 
would have created a new title at the end of Division A titled Title 
IV—Small Business Health Fairness. This title would include rules 
governing association health plans; clarification of treatment of sin-
gle employer arrangements; enforcement provisions related to asso-
ciation health plans; and other provisions related to association 
health plans. The amendment was defeated by a roll call vote of 
21–27. 

The amendment offered by Representative Castle (R–DE) would 
have allowed variation in cost-sharing and premiums charged by 
the qualified health benefits plans dependent upon participant par-
ticipation in employer prevention and wellness programs. The 
amendment was withdrawn and no further action was taken on it. 

The second amendment offered by Representative Wilson (R–SC) 
would add to H.R. 3200 a Sense of the House of Representatives 
that any members who vote in support of the public health insur-
ance option are urged to forgo their right to participate in the 
FEHBP and enroll under the public option. The amendment was 
passed by voice vote. 

The third amendment offered by Representative Price (R–GA) 
would have established provisions for defined contribution health 
plans. The amendment was defeated by a roll call vote of 19–29. 

The fourth amendment offered by Representative Price (R–GA) 
would have struck the physician billing language in Section 225(c). 
The amendment was defeated by a roll call vote of 19–29. 

The second amendment offered by Representative McMorris Rod-
gers (R–WA) would have exempted plans established and main-
tained by Indian tribal governments. The amendment was defeated 
by voice vote. 

Committee on Ways & Means Mark-up of H.R. 3200 
On July 16, 2009, the Committee on Ways and Means met to 

mark-up H.R. 3200, America’s Affordable Health Choices Act and 
reported the bill as amended by a vote of 23–18. 

Committee on Energy & Commerce Mark-up of H.R. 3200 
Beginning on July 16, 2009, the Committee on Energy and Com-

merce met to mark-up H.R. 3200, America’s Affordable Health 
Choices Act. In addition to July 16, 2009, the Committee consid-
ered H.R. 3200 on July 17, 20, 30 and 31. The Committee reported 
the bill as amended by a vote of 31–28. 

SENATE CONSIDERATION OF THE AFFORDABLE HEALTH CHOICES ACT 

Beginning on June 17, 2009 the HELP Committee met to mark- 
up the Affordable Health Choices Act. The Committee reported the 
bill as amended on July 15, 2009 by a vote of 13–10. 

III. SUMMARY OF THE BILL 

America’s Affordable Health Choices Act makes critical reforms 
to this nation’s broken health care system. It will lower costs, pre-
serve choice, and expand access to quality, affordable care. To pro-
tect families struggling with health care costs and inadequate cov-
erage, the bill ensures that health insurance companies can no 

VerDate Nov 24 2008 03:04 Mar 18, 2010 Jkt 055104 PO 00000 Frm 00079 Fmt 6601 Sfmt 6602 E:\HR\OC\HR443P2.XXX HR443P2dc
ol

on
 o

n 
D

S
K

2B
S

O
Y

B
1P

R
O

D
 w

ith
 R

E
P

O
R

T
S



976 

7 Linda Blumberg and Karen Pollitz, Health Insurance Exchanges: Organizing Health Insur-
ance Marketplaces to Promote Health Reform Goals, the Urban Institute & Robert Wood John-
son Foundation (April 2009). 

longer compete based on risk selection. By prohibiting rate in-
creases based on pre-existing conditions, gender and occupation, 
the bill requires that insurance companies instead compete based 
on quality and efficiency. In addition, H.R. 3200 will lower the cost 
of health care by eliminating co-pays and deductibles for preventive 
care, capping annual out-of-pocket expenses, prohibiting lifetime 
limits, and allowing the uninsured, part-time workers, and employ-
ees of some small businesses to obtain group rates by purchasing 
health care through the HIE. 

H.R. 3200 will expand choice of health insurance, especially in 
many parts of the country where families have very limited choices 
because of the nature of the insurance market. The HIE will serve 
as an organized and transparent ‘‘marketplace for the purchase of 
health insurance’’ 7 where individuals and employees (phased-in 
over time) can shop and compare health insurance options. To par-
ticipate in the HIE, insurers will be required to meet the insurance 
market reforms and consumer protections and offer the essential 
benefits package established by the new independent benefits advi-
sory committee. Individuals and families under 400 percent of pov-
erty who qualify for affordability credits will be able to use that 
money in the HIE to help offset the costs of their health care cov-
erage. 

One health insurance choice within the HIE will be the public 
health insurance option. The public option will be required to oper-
ate on the same level as private insurance companies, adhering to 
the same market reforms and consumer protections, and it will be 
required to be financed from its premiums. Rates will vary geo-
graphically just as private insurers do. The public plan option will 
be able to utilize payment rates similar to Medicare with provider 
rates at Medicare plus 5 percent. However, beginning in Y4 the 
Secretary will have the authority to use an administrative process 
to set rates (at levels that do not increase costs) in order to pro-
mote payment accuracy and the delivery of affordable and efficient 
care. 

The inclusion of a public option in the HIE will help to rein in 
the costs of health insurance while preserving access. At all times, 
the Secretary retains the authority to utilize innovative payment 
mechanisms and policies to improve health outcomes, reduce 
health disparities, and promote quality and integrated care. Fur-
thermore, the public option will represent choice in many commu-
nities where one insurer dominates the market. Consequently, the 
public health insurance option has the ability to increase competi-
tion and control costs. However, no one, including employers who 
put their employees into the HIE, can place or force anyone into 
the public option. The decision to enroll in a private plan or the 
public option is always left to individuals and families to decide for 
themselves. 

H.R. 3200 is built upon the premise of shared responsibility 
among individuals, employers and the government, so that every-
one contributes and has access to affordable, quality health care. 
America’s Affordable Health Choices Act gives employers the choice 
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to either offer health insurance or pay a percentage of payroll for 
their employees to go into the HIE. 

Beginning in 2013, employers ‘‘playing’’ will be required to offer 
health coverage to all of their full-time employees and contribute 
72.5 percent of the premium for an individual and 65 percent for 
a family premium. For part-time workers, employers will have the 
choice to either offer health coverage on a pro rata basis or pay the 
required penalty. There will be no minimum benefit requirement 
for existing employer-sponsored health plans until the end of 2018. 
At that time, employers who ‘‘play’’ will be required to offer cov-
erage that is no less than the minimum benefit level within the Ex-
change and must include the insurance market reforms. 

Employers may also choose to ‘‘pay’’ instead of play. A ‘‘pay’’ em-
ployer would be required to make a contribution equal to 8 percent 
of their payroll to the HIE. However, recognizing the difficulties 
small businesses face, the bill includes a number of provisions to 
help small employers. For example, H.R. 3200 exempts employers 
with payrolls of $250,000 or less from the pay or play require-
ments. For employers with payroll between $250,000 and $400,000 
the contribution amount phases-up from 2 to 8 percent so that only 
employers with payrolls greater than $400,000 will pay the full 8 
percent. 

Whether obtaining coverage through an employer, a spouse or 
the HIE, H.R. 3200 requires that individuals either enroll in health 
care coverage or pay 2.5 percent of their adjusted gross income 
capped at the total cost of the average cost premium offered in the 
HIE. Recognizing that high health care costs prevent many Ameri-
cans from securing health care coverage, H.R. 3200 provides for af-
fordability credits to help eligible low- and middle-income individ-
uals and families purchase coverage in the HIE. In addition, for 
those who can demonstrate that they are unable to afford health 
insurance, the Health Choices Commissioner (Commissioner) re-
tains the authority to develop and grant hardship waivers. 

The affordability credits provided for under the bill will be avail-
able to individuals and families with incomes between 133 to 400 
percent of the federal poverty level. Medicaid will be expanded so 
that anyone below 133 percent of poverty will be Medicaid eligible 
and that expansion will be fully federally financed. Employees who 
are offered health insurance through an employer will be unable to 
go into the HIE and receive affordability credits unless that em-
ployer coverage is deemed unaffordable. An unaffordable employer 
offer is one where the employees’ share of the premium and cost 
sharing are more than 11 percent of family income. 

Finally, as millions of Americans gain coverage, investments in 
the health care workforce are critical to ensuring all Americans 
have access to needed care. H.R. 3200 includes significant invest-
ments to help train more primary care and public health physi-
cians as well as nurses. It puts into place incentives to encourage 
more people to become doctors and nurses (particularly in rural 
areas). Some of the workforce provisions include: (1) increased 
funding for the National Health Service Corp.; (2) expanded schol-
arships and loans for health professionals who work in shortage 
professions and areas; (3) steps to increase physician training out-
side of the hospital and redistribute unfilled graduate medical edu-
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cation residency slots so that more primary care physicians can be 
trained; and (4) grants through the Department of Labor to help 
train and retain nurses. 

IV. COMMITTEE VIEWS 

The Committee on Education and Labor of the 111th Congress 
is committed to containing the cost of health care and ensuring 
that every American has access to affordable, quality health care 
coverage. H.R. 3200 includes critical reforms to the health care sys-
tem that are needed to reduce surging premium and health care 
costs that families, businesses and governments are struggling to 
afford. The bill cuts over a half trillion dollars from the health care 
system, ensures that no one is ever one illness away from bank-
ruptcy and creates a system where 97 percent of Americans will 
have health care coverage by 2015. 

OVERVIEW 

Health care reform is a critical issue in this country. There are 
47 million people in the United States without health care coverage 
and almost nine million of them are children.8 Meanwhile, health 
care costs are rising for nearly everyone. The United States spends 
over $2.4 trillion—more than 18 percent of GDP—on health care 
services and products—far more than other industrialized coun-
tries.9 In addition, health care costs continue to grow faster than 
the economy as a whole, and individuals and families are burdened 
by the weight of these escalating expenses. Yet, for all this spend-
ing, the United States’ scores are average or worse on many key 
indicators of health care quality. Health care reform is critical to 
restoring prosperity for our nation’s families and H.R. 3200 will en-
sure that coverage is truly affordable and dependable for hard- 
working Americans. 

The Uninsured 
The number of uninsured persons in the United States continues 

to grow, from 44.8 million in 2005 to 47.0 million in 2006. The per-
centage of uninsured is also rising, from 15.3 percent of the total 
population in 2005 to 15.8 percent in 2006.10 

More than two-thirds of the uninsured live in a household with 
one full-time worker. These increasing numbers can be attributed 
to the rising cost of health care, a decline in manufacturing jobs 
and an increase in workers employed in the service industries and 
small businesses, which are less likely to provide insurance.11 
Roughly two-thirds of Americans without health insurance have in-
comes 200 percent below the federal poverty level—or approxi-
mately $44,000 for a family of four.12 Not surprisingly, those in 
households with annual incomes below $25,000 are even less likely 
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19 Id. 

to be insured. In 2006, twenty-five percent of these Americans were 
uninsured in comparison to 16 percent of the total population.13 

Approximately 162 million non-elderly workers and their depend-
ents received health coverage through their employment-based 
health plans.14 However, millions of other working Americans are 
unable to participate in an employer-sponsored plan, either because 
the employer does not offer coverage or the employee is not eligible 
under the plan. In 2005, 20 percent of ‘‘wage and salary’’ workers 
had an employer that did not offer any coverage to their workers. 
And 18 percent were not eligible for the health plan that was of-
fered by their employer.15 For example, some firms do not offer cov-
erage to part-time employees and some do not offer coverage to 
workers who have been employed for less than a specific amount 
of time. 

While employer-sponsored plans still remain the dominant source 
of health coverage for most Americans, the percentage of people ob-
taining health coverage through these plans has been steadily 
shrinking. For example, 60 percent of employers offered benefits in 
2007, compared with 69 percent in 2000. Most of this decline can 
be attributed to the decline in small businesses (less than 200 
workers) offering coverage.16 Among firms with less than 10 work-
ers, the offer rate dropped from 57 percent in 2000 to 45 percent 
in 2007.17 For employers who have stopped offering coverage, al-
most three out of four say that premiums are too expensive.18 

Unaffordable Health Care Coverage 
Employers and workers alike are increasingly concerned about 

the rising costs of health care and insurance. Premiums for em-
ployer-sponsored health coverage are rising much faster than work-
ers’ earnings and inflation. Between spring 2006 and spring 2007, 
premiums for coverage offered by employers across the United 
States increased by 6.1 percent—more than twice the growth in the 
Consumer Price Index (CPI). The average annual cost of employer- 
sponsored health insurance was nearing $13,000 in 2008. In re-
sponse to these steady premium hikes, many companies are asking 
their employees to cover some of the new costs. For instance, work-
ers taking single coverage through an employer paid 12 percent 
more for their coverage in 2007 than in 2006. Premiums for a fam-
ily of four paid by workers increased by 10 percent from 2006 to 
2007.19 

These increases are of great concern, and more and more workers 
believe that they may not be able to afford their share of the cost 
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of coverage. In a recent poll by the Pew Research Center,20 forty- 
four percent of workers surveyed say that affording health insur-
ance is difficult or very difficult. In addition, almost three out of 
four uninsured workers who chose not to participate in their em-
ployer’s health plan in 2002 said the plan was too costly. Workers 
also know that if they lose their job, they are likely to lose access 
to affordable health care coverage. 

In addition, among those employers that offer benefits, a large 
percentage of firms report that in the next year not only are they 
very or somewhat likely to increase the amount workers contribute 
to premiums (45 percent), but they will also increase deductible 
amounts (37 percent), office visit cost sharing (42 percent) or the 
amount that employees have to pay for prescription drugs (41 per-
cent).21 

The problem of being ‘‘underinsured’’ has also become increas-
ingly relevant. One recent study estimated that 29 percent of indi-
viduals who have insurance are ‘‘underinsured’’ and have coverage 
that is inadequate to secure them access to needed care or protect 
again catastrophic medical bills.22 

The Commonwealth Fund found that 25 million adults who had 
health coverage in 2007 were underinsured 23—a 60 percent in-
crease from the 16 million Americans who were underinsured in 
2003.24 Another study found that while 16 percent of adults spent 
more than 10 percent of their family income on health care service 
in 1996. By 2003 the proportion of adults bearing these health-re-
lated ‘‘catastrophic financial burdens’’ had increased to 19 percent 
to about 49 million individuals.25 Another study found that finan-
cial burdens had increased to the point that private health insur-
ance coverage no longer provided adequate financial protection for 
low-income families.26 

In addition, many families have little room within their family 
budgets for large or unexpected out-of-pocket health care expenses. 
In 2003, an estimated 77 million Americans—nearly two out of five 
adults—had difficulty paying medical bills.27 Even working age 
adults who were continually insured had problems paying their 
medical bills and carried medical debt as a result. Nearly half of 
all bankruptcies in the United States are related, in part, to health 
care expenses. And of those facing medical bankruptcies, roughly 
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three-quarters had health insurance at the onset of their bank-
rupting illness.28 

The risk of being underinsured or experiencing financial prob-
lems due to health spending varies not only by family income, but 
also by health status. According to Judy Feder, Senior Fellow at 
the Center for American Progress, ‘‘health care affordability is par-
ticularly elusive for individuals with chronic illness and other con-
ditions that require on-going, often costly, medical care.’’ 29 Individ-
uals who are older and have chronic conditions such as diabetes, 
heart disease, or arthritis, or have experienced a stroke, are more 
likely to spend a high proportion of their income on health ex-
penses. If these individuals do not have an employer-sponsored 
health plan, or if they lose this coverage, their ability to purchase 
coverage in the non-group market is limited at best. The non-group 
market systematically denies coverage, limits benefits, and charges 
excessive premiums to individuals with pre-existing conditions or 
those who are perceived to be at high-risk. Ironically, the people 
who are more likely to become sick—the very population that in-
surance is supposed to protect—are also more likely to be under-
insured and face grave financial problems. 

The Consequences of being Uninsured or Underinsured 
Being uninsured makes it more likely that a person will not re-

ceive adequate medical care. Individuals without insurance often go 
without or delay care, and the care they do receive is likely to be 
lower quality than the care received by insured individuals. An es-
timated 18,000 to 22,000 Americans die each year because they do 
not have health coverage.30 The length of time a person goes with-
out health insurance also makes a difference—people who are unin-
sured for at least a year report being in worse health than those 
uninsured for a shorter period of time.31 Finally, lack of coverage 
and coverage stability is particularly burdensome on the seriously 
and chronically ill, whose care is often delayed or denied when they 
cannot pay.32 

HEALTH CARE COSTS AND SPENDING: THE COST OF DOING NOTHING 

H.R. 3200 ensures quality and affordable health care choices for 
all Americans while also controlling costs in a system in which 
costs have spiraled out of control. The United States spends over 
$2.4 trillion on health care each year.33 As noted earlier, health 
care expenditures in the United States constitute approximately 18 
percent of the current Gross Domestic Product (GDP).34 If health 
care costs continue to grow at historical rates, the share of GDP 
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devoted to health care in the United States is projected to reach 
34 percent by 2040.35 

International Comparisons 
The United States devotes a far larger share of GDP to health 

care spending more than two times per person on health care than 
any other OECD (Organization for Economic Co-operation and De-
velopment) country.36 While health care expenditures in the United 
States are about 18 percent of GDP 37 the OECD reports that the 
next highest country was Switzerland—with 11.3 percent—and in 
most other high-income countries, the share was less than 10 per-
cent.38 

Despite outpacing other countries with investments in health 
care, the U.S. fails to produce better health outcomes in funda-
mental ways. OECD data shows that life expectancy in the United 
States is lower than in any other high-income country, as well as 
in many middle-income countries.39 Similarly, the infant mortality 
rate in the United States is substantially higher than that of other 
developed countries. While many factors other than health care ex-
penditures may affect life expectancy and infant mortality rates— 
for example, demographics, lifestyle behaviors, income inequality, 
non-health disparities, and measurement differences across coun-
tries 40—the Council of Economic Advisors (CEA) has concluded 
that ‘‘the fact that the United States lags behind lower spending 
countries is strongly suggestive of substantial inefficiency in our 
current system.’’ 41 Indeed, according to estimates by the CEA 
based on the spending and outcomes in other countries, efficiency 
improvements in the U.S. health care system potentially could free 
up resources equal to 5 percent of U.S. GDP.42 

Analyzing health care spending over time, the CEA also notes 
that while health care spending has increased in other countries as 
well, the spending by the U.S. has not yielded the same outcomes 
as other countries. In 1970, the United States devoted only a mod-
erately higher fraction of GDP to health care than other high-in-
come countries, whereas in 2009 the United States spends dramati-
cally more.43 Yet, during that same period, life expectancy has ac-
tually risen less in the United States than in other countries.44 
This data suggests that much of the increased U.S. spending is in-
efficient.45 
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Cost of the Uninsured 
While the U.S. health care system currently leaves 47 million 

Americans uninsured 46 and approximately 25 million under-
insured,47 the CEA projects that the number of uninsured could in-
crease to 72 million by 2040.48 Such increases in the numbers of 
uninsured people will create additional uncompensated care costs, 
which include costs incurred by hospitals and physicians for the 
charity care they provide to the uninsured as well as bad debt such 
as unpaid bills.49 Both the federal government and state govern-
ments use tax revenues to pay health care providers for a portion 
of these costs through programs such as Disproportionate Share 
Hospital (DSH) payments and grants to Community Health Cen-
ters.50 In 2008, total government spending to reimburse uncompen-
sated care costs incurred by medical providers was approximately 
$42.9 billion.51 The CEA projects that if the U.S. does not slow the 
real growth rate of health spending and a subsequent rise in the 
uninsured, the real annual tax burden of uncompensated care for 
an average family of four will rise from $627 in 2008 to $1,652 (in 
2008 dollars) by 2030.52 

Costs to Individuals and Families 
As the cost of health care skyrockets, families and employers of-

fering health insurance struggle to absorb the increased costs. In 
2008, employer-based premiums increased by 5 percent. That 
growth was even greater for small firms. On average, they incurred 
a premium increase of 5.5 percent, and, for those with 24 or fewer 
workers, their respective increase was 6.8 percent.53 Much of the 
increase in health care costs has been shifted onto workers. In 
2008, the average annual premium for a family of four was 
$12,700, and workers contributed approximately $3,400 of that 
total which was 12 percent more than the year before. Workers are 
now paying $1,600 more for family coverage than they did 10 years 
ago.54 Over the last decade, health care costs have risen on average 
four times faster than workers’ earnings.55 

These dramatic increases in health care costs have serious impli-
cations for American households. Some economists believe that, 
over the long run, workers pay for the rising cost of health insur-
ance through lower wages.56 To illustrate this relationship, the 
CEA has analyzed historical and projected average annual total 
compensation (measured in 2008 dollars), which includes wages as 
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well as non-wage benefits such as health insurance.57 Their anal-
ysis indicates that health insurance premiums are growing more 
rapidly than total compensation in percentage terms, and as a re-
sult, an increasing share of total compensation that a worker re-
ceives goes to cover health insurance premiums.58 Moreover, the 
CEA notes that households with employer-sponsored health insur-
ance could also be affected by rapid cost growth as employers shift 
to less generous plans with higher annual deductibles.59 It is im-
portant to note, however, that the wage stagnation experienced by 
workers over recent decades cannot be attributed solely to rising 
health care costs. For example, low-wage workers have experienced 
real wage declines in recent years despite few such workers having 
access to or participating in employment-based health insurance 
coverage.60 More economic dynamics are at work in the wage 
squeeze on workers, but rising health costs contribute to the down-
ward pressure. 

H.R. 3200 Will Increase Standards of Living and Create New Jobs 
By slowing the growth in health care costs, standards of living 

will improve and resources will be freed to improve and expand the 
health care system. The CEA projects that slowing growth by 1.5 
percentage points per year will save a family $2,600 by 2020.61 By 
2030 that savings would be increased to nearly $10,000.62 

Furthermore, the CEA estimates that the coverage expansions 
that will result from health reform will produce a net benefit of ap-
proximately $100 billion a year, or about two-thirds of a percent of 
GDP.63 According to its analysis, health care reform will lower the 
unemployment rate in the United States and could add as many 
as 500,000 jobs on an annual basis.64 By producing a more healthy 
and productive workforce, health care reform will improve stand-
ards of living and help strengthen the U.S. economy. 

Shared Responsibility & Employment-Based Health Care Insurance 
In order to control costs and expand access to quality affordable 

health care, everyone must be covered and employers, individuals 
and the government must share in this responsibility. Consistent 
with the minimum wage and overtime laws, H.R. 3200 creates a 
fundamental right to a minimum level of health care contribution 
and/or coverage through an employer. As noted earlier, two-thirds 
of Americans receive health coverage through an employer, and 
H.R. 3200 builds upon the current employer-based system by im-
plementing a ‘pay or play’ requirement. 

The employer responsibility to provide and/or contribute to the 
health care of its workers will stabilize the employer-based health 
care system. Because the Employee Retirement Income Security 
Act of 1974 (ERISA) currently contains no requirement that an em-
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65 Ben Furnas and Peter Harbage, ‘‘The Cost Shift from the Uninsured,’’ The Center for Amer-
ican Progress (Mar. 2009). 

66 Paul Ginsburg, ‘‘Employment-Based Health Benefits Under Universal Coverage,’’ Health Af-
fairs (May/June 2008) at 675. 

67 Supra note 10. 
68 Id. 
69 Center for American Progress (Feb. 2009), available at: 

http:www.americanprogressaction.org/issues/2009/03/health—losses.html. 
70 National Coalition on Health Care, ‘‘Health Insurance Costs,’’ (2009), available at: 

www.nchc.org/facts/cost.shtml 
71 Supra note 61. 
72 Hacker at 10. 

ployer offer employee benefits, employers who do not offer health 
insurance to their workers gain an unfair economic advantage rel-
ative to those employers who do provide coverage, and millions of 
hard-working Americans and their families are left without health 
insurance. It is a vicious cycle because these uninsured workers 
turn to emergency rooms for health care which in turn increases 
costs for employers and families with health insurance. It is esti-
mated that in 2008 premiums were about 8 percent or $1,100 high-
er due to this hidden cost shift.65 

Strengthening the Employer-Based System 
Millions of employers voluntarily decide to offer health benefits 

because it is in their economic interest. Employers are not taxed 
on their contributions to employees’ health care, and these costs 
are deductible as a business expense.66 In addition, large employ-
ers can offer health care coverage at a much lower cost because 
they can negotiate with insurers and have a larger pool of employ-
ees to spread the risk. Furthermore, employers recognize that in-
vestments in health care can produce gains in employee health 
which means fewer missed days, higher productivity and better 
overall job satisfaction. 

Despite the incentives to offer health coverage, skyrocketing 
health care costs make it difficult for employers, particularly small 
businesses, to offer comprehensive health insurance. As noted ear-
lier, while approximately 63 percent of the under–65 population 
and their dependents have insurance through employment,67 the 
number of employers offering health care coverage has been declin-
ing over the last decade. The number of people getting health cov-
erage through an employer dropped by 3 million between 2000 and 
2007,68 largely due to increasing costs. In addition, the Center for 
American Progress projects that as a result of layoffs, approxi-
mately 14,000 Americans lose their employer-sponsored coverage 
each day.69 Overall, since 1999 premiums have increased 120 per-
cent and at a rate that is on average four times faster than work-
ers’ earnings.70 

However, even without an employer shared responsibility re-
quirement, 86 percent of employers surveyed report that they will 
continue offering health care despite increasing costs.71 Many of 
these employers are large ones who use health care benefits as a 
means to recruit and retain employees. Health care benefits are 
‘‘highly valued by employees, and risk-averse employers may be re-
luctant to take advantage of the option of dropping coverage’’ even 
though they can currently do so.72 
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2008). 

74 Chris Peterson, ‘‘Setting and Valuing Health Insurance Benefits,’’ Congressional Research 
Service (May 29, 2009) at 3–4. 

75 John Arensmeyer, Testimony before the Committee on Education and Labor Committee, 
‘‘The Tri-Committee Draft for Health Care Reform,’’ (hereinafter Arensmeyer)(Jun. 23, 2009) at 
1. 

76 Taking the Pulse on Main Street, ‘‘Small Businesses, Health Insurance and Priorities for 
Reform (Jan. 2009). 

77 Arensmeyer at 2. 
78 Id. 

H.R. 3200 generally will not change what many employers are al-
ready doing. Beginning in 2013, the bill requires employers already 
offering health insurance to make an offer to all full-time employ-
ees and contribute 72.5 percent of the cost toward an individual 
policy and 65 percent toward a family policy. Today, employers on 
average contribute 83 percent toward the coverage of individual 
premiums and 71 percent toward the coverage of family pre-
miums.73 

The second phase of requirements under H.R. 3200 for existing 
employer health plans does not take effect until the end of 2018. 
At that time, in addition to making the required contribution 
amount, every employer-sponsored health plan will have to, at a 
minimum meet the essential benefit standards defined by the bene-
fits committee, as well as satisfy the insurance reform standards 
specified in the bill. Employer health insurance plans will be re-
quired to be equivalent to no less than 70 percent of the actuarial 
value minus the cost sharing components of the essential benefit 
package. The majority of employers already meet this standard. Ac-
cording to the Congressional Research Service, the typical em-
ployer-sponsored PPO has an estimated actuarial value between 
80–84 percent, while the typical employer-sponsored health savings 
account (HSA) and a qualified high deductible health plan (HDHP) 
has an estimated actuarial value of 76 percent, excluding contribu-
tions by an employer.74 

While many employer plans already meet the bill’s requirements, 
there are some notable omissions. For example, 10 percent of em-
ployer plans do not offer mental health and substance use disorder 
benefits and many include caps on lifetime limits and out of pocket 
expenses. In these cases, employers will have over 8 years to mod-
ify their plans and meet the requirements. Finally, H.R. 3200 ex-
tends the same benefit and insurance reform standards in all new 
employer and HIE plans, so that individuals and families have ac-
cess in either case to affordable quality health coverage. 

Protecting Small Business 
For small business, health reform ‘‘is their number one need.’’ 75 

Forty-percent report that high costs have a ‘‘negative effect on 
other parts of their business, such as high employee turnover or 
preventing business growth.’’ 76 According to the Small Business 
Majority, a non-profit independent group representing 27 million 
small businesses, small businesses spend 18 percent more than 
large employers for health care coverage.77 The result is that in 
2008, the percent of firms offering health insurance with three to 
nine employees dropped from 57 percent to 49 percent.78 
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79 ‘‘The Economic Impact of Healthcare Reform on Small Business,’’ Small Business Majority 
(Jun. 11, 2009) . 

80 LaShonda Young, Testimony before the Committee on Education and Labor Committee, 
‘‘The Tri-Committee Draft for Health Care Reform,’’ (hereinafter Young)(Jun. 23, 2009) at 2. 

81 Young at 2. 
82 Id. 
83 Simona Covel, ‘‘Sick and Getting Sicker,’’ Wall St. Journal (Jul. 23, 2009). 

Small businesses have small purchasing pools and one of the big-
gest obstacles they face in securing affordable health coverage is 
the lack of bargaining power they have against the insurance com-
panies. In addition, the administrative costs paid by small busi-
nesses can be up to 27 percent of premiums to pay for marketing 
and paperwork costs and underwriting.79 

LaShonda Young, a small business owner, testified to the Com-
mittee about the problems she has had in seeking coverage for her 
forty employees. She received eight bids and each was from the 
same insurance company. She testified her experience isn’t unique, 
as there are only one or two health insurers in her area.80 She 
went on to testify that, ‘‘it’s been years since we’ve been able to af-
ford group health insurance . . . we got quotes from a couple of dif-
ferent places, [the] quotes came in at about 13 percent of payroll. 
[We’re] willing to pay our fair share but we just couldn’t afford 13 
percent . . . ’’ 81 Even if she was able to afford the coverage, she 
knew that it wouldn’t cover the pre-existing conditions of her em-
ployees for up to 18 months and there was no guarantee the costs 
would remain stable.82 As a result, small employers like Young are 
looking to other ways to help their employees find coverage on 
their own. Young testified that her company offers small stipends 
to employees to buy insurance on their own. 

High health care costs also present an enormous obstacle for 
those trying to start or maintain a new business. While small busi-
nesses have traditionally played an essential role during prior eco-
nomic recoveries, the high cost of health care is deterring entre-
preneurs from starting a business in the first place. Louise 
Hardaway started her own business near Nashville, Tennessee. 
When attempting to get health care insurance she was quoted 
$12,800 a month to cover herself, her husband, business partner, 
and her business partner’s spouse and child. Due to her inability 
to find affordable health care coverage Ms. Hardaway went out of 
business and went to work for another company where she could 
get health care.83 

Recognizing the economic reality for many small businesses, in 
addition to driving down health care costs overall, H.R. 3200 con-
tains numerous provisions such as tax credits and access to the 
HIE to help these employers provide coverage and alleviate their 
costs. In addition, the bill exempts employers from the pay or play 
requirement if they have payrolls of $250,000 or less. For employ-
ers with payrolls above $250,000 who choose not to offer coverage 
and would rather pay a penalty, that penalty is phased-up so that 
only employers with payrolls over $400,000 must pay the 8 percent 
penalty. 

The Small Business Majority reports that small businesses, 
workers and the economy stand to save billions of dollars with the 
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enactment of health care reform.84 Absent health care reform small 
businesses will spend $2.4 trillion in health care costs over the next 
ten years. With health reform, small businesses will save 36 per-
cent of those costs, as much as $855 billion. Without health reform, 
small businesses stand to lose $52.1 billion in profits due to high 
health care costs over the next ten years. Health reform will de-
crease these losses and save $29.2 billion. Reduced health care 
costs will allow employers to reinvest in their business and their 
workers. Without health reform, individuals working for small 
businesses could lose up to $834 billion in lost wages as employers 
pass increased health care costs onto their employees over the next 
ten years. Health reform could save workers over $300 billion over 
the next ten years.85 Reduced health care costs will allow employ-
ers to reinvest in their business and their workers. 

THE HEALTH INSURANCE EXCHANGE WILL HELP SMALL EMPLOYERS 

H.R. 3200 creates a health insurance exchange (HIE) for the un-
insured and employees of small businesses to purchase health in-
surance in the initial years after enactment. Due to the disadvan-
tages small businesses face when trying to purchase health care 
coverage on their own, both proponents and opponents of the bill 
believe that a health insurance exchange is essential for small 
business: ‘‘a broad, well-functioning marketplace offering consist-
ency, fairness and healthy competition will vastly improve the 
availability and affordability of coverage to small businesses and 
the self-employed.’’ 86 Furthermore, it ‘‘can be a vehicle that facili-
tates and monitors the movement of the system toward achieve-
ments of many national health care reform goals.’’ Eighty-percent 
of small business owners in a recent state survey stated they favor 
a health insurance pool that they can put their employees into to 
buy coverage.87 

A health insurance exchange is an organized marketplace where 
individuals and some employers can go to purchase health insur-
ance. The HIE is advantageous to those looking to purchase insur-
ance because it provides transparency when individuals and fami-
lies shop for their health insurance. Currently, insurers are regu-
lated by a patchwork of state laws. Beyond licensing requirements 
to sell insurance, private health insurance companies and health 
maintenance organizations (HMO) operate with considerable auton-
omy. The result is that policies can vary greatly and many policies 
leave people underinsured. 

The robust HIE will not only organize the marketplace but also 
include insurance reforms and consumer protections, administer af-
fordability credits, and provide people with choice of plans. The 
HIE will require that insurers, both private and public, adhere to 
the same rules. To help consumers make educated decisions the 
Commissioner will conduct outreach and provide assistance to con-
sumers. The Commissioner will ensure that information is readily 
available in plain language and is provided in a culturally and lin-
guistically appropriate manner. Furthermore, qualified health ben-
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efits plans (QHBP) including those participating in the HIE will be 
required to comply with transparency requirements established by 
the Commissioner, including the accurate and timely disclosure of 
plan documents, plan terms and conditions, as well as information 
on cost-sharing and payments with respect to out-of-network cov-
erage, claims denials and other information to help educate con-
sumers. 

In addition to monitoring and streamlining the insurance indus-
try, the HIE will play a significant role in containing health care 
costs. Health care costs are comprised of both the underlying costs 
of providing health care services as well as the administrative costs 
related to the provisions of coverage.88 The HIE will require par-
ticipating plans to offer standardized benefit packages which will 
increase the ability to compare plans and ‘‘reinforce incentives for 
insurers to price premiums as competitively as possible.’’ 89 Lower 
cost plans in the HIE will help those employers who ‘‘play’’ by put-
ting their employees into HIE because they will be responsible for 
a set contribution amount regardless of the plan an employee 
choose. 90 Furthermore, the affordability credits available to indi-
viduals in the HIE who do not enter the exchange with an em-
ployer contribution are tied to the average of the lowest three plans 
which will then incentivize individuals to choose low-cost plans. By 
the same token, insurers will be incentivized to offer low-cost plans 
in order to get more business.91 

Access & Cost Containment Through A Public Health Insurance 
Option 

The inclusion of a strong public health insurance option in the 
HIE will save over one hundred billion dollars and provide choice 
to millions of consumers who currently have little or no choice 
when looking for a health plan. Its inclusion in the HIE will pro-
mote value and innovation in the private health insurance industry 
by increasing competition. The result is that the public option will 
lower costs for consumers across the private market. 

The public health insurance option will provide access to mean-
ingful choice, something many Americans have never had when 
searching for a health plan. Many areas only have one or two domi-
nant insurance options that control the market and thus have no 
downward pressure on costs.92 Furthermore, ‘‘it is often in [these 
insurers’] interest to pay higher rates to key doctors and hospitals 
because they can pass on these costs to individuals and employ-
ers.’’93 For insurers trying to enter a market, this practice makes 
it difficult for them to compete and reduce costs. 

While the public option will be subject to the same standards as 
private plans, the public option can use administrative efficiencies 
to control costs. On average, private insurance overhead was about 
11.7 percent of premiums which is significantly higher when com-
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99 Linda Blumberg, testimony before the Committee on Ways And Means (April 22, 2009). 
100 Mila Kofman, testimony before the Committee on Energy and Commerce, Subcommittee 

on ealth (hereinafter Koffman)(Mar. 17, 2009); Blumberg, supra 94. 
101 See Fran Visco, testimony before the Committee on Education and Labor (June 22, 2009). 

Ms Visco testifying on behalf of the National Breast Coalition, stressed how no insurance or in-
adequate insurance has had a devastating effect on women diagnosed with breast cancer. 

102 A 2008 report by the National Women’s Law Center examined individual insurance policies 
in 47 states and the District of Columbia and found that most of the states engage in a practice 
called ‘‘gender rating’’ where insurance companies arbitrarily charge women and men different 
rates for individual insurance premiums. Specifically, they found that women under 55 are 
charged more for health insurance than men (at age 25, 4% to 45% more; at age 40, 4 to 48% 
more). In addition, the report discovered that the vast majority of individual policies do not 
cover maternity leave, and in 9 states and the District of Columbia, insurers can reject survivors 
of domestic violence and those who have had C-sections. See: Nowhere to Turn: How the Indi-
vidual Insurance Market Fails Women, National Women’s Law Center (2008). 

103 Id, Pollitz, supra 98. 

pared to public insurers (Medicare is estimated at 3.6 percent and 
Medicaid at 6.8 percent).94 In addition, because the public option 
is a health plan available nationwide it will have a broad reach and 
be able to obtain larger volume discounts and will not operate for 
profit.95 Accordingly, the public option in H.R. 3200 will serve as 
a ‘‘benchmark for private plans, a backup to allow consumers ac-
cess to a good plan with broad access to providers in all parts of 
the country, and to serve as a cost-control backstop.’’96 

Ultimately, it will be up to consumers in the HIE to decide 
whether to enroll in the public option or a private plan. H.R. 3200 
intends to create a level playing field for both to compete. Con-
sumers will be able to compare what each plan offers—private 
plans or the public option—and decide which plan serves them and 
their families best.97 

Ensuring Access to Health Care Through Insurance Market Reforms 
Comprehensive insurance reforms are another critical element of 

health reform. Guaranteeing access to health care and protecting 
against medical debt largely depends on implementing comprehen-
sive insurance reforms. About ‘‘20 percent of the population ac-
counts for 80 percent of health spending;’’ the ‘‘sickest one-percent 
accounting for nearly one-quarter of health expenditures.’’98 This 
uneven distribution of medical care creates incentives for insurance 
companies to avoid risk altogether rather than trying to spread it 
among the insured population.99 As a result, health insurers—par-
ticularly in the individual market—have adopted discriminatory, 
but not illegal, practices to cherry-pick healthy people and to weed 
out those who are not as healthy.100 These practices include: deny-
ing health coverage based on pre-existing conditions or medical his-
tory,101 even minor ones; charging higher, and often unaffordable, 
rates based on one’s health; excluding pre-existing medical condi-
tions from coverage; charging different premiums based on gen-
der;102 and rescinding policies after claims are made based on an 
assertion that an insured’s original application was incomplete.103 
In addition, while ‘‘state and federal laws give individuals the right 
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that in 2007, 62.1% of all bankruptcies in the United States were medical, compared with 8 per-
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109 Kofman, supra 100. 
110 Pollitz, supra 98, testified that age is ‘‘a strong proxy for health status.’’ 

to renew their health insurance coverage, guaranteed renewability 
provides no protection against rate increases.’’104 

Discrimination based on health, gender and other factors has se-
vere economic consequences for those who have been unable to find 
affordable health coverage and for those who have coverage, but 
are under-insured.105 As noted earlier, these practices have re-
sulted in about 57 million Americans having debt because of med-
ical bills,106 and over 42 million of that number has some sort of 
medical coverage.107 Medical debt is now the leading cause of per-
sonal bankruptcy.108 

A key element to health reform is to prohibit risk selection prac-
tices and to support those factors based on quality and efficiency. 
Where states have prohibited these discriminatory practices, con-
sumers have benefitted. For example, since 1993, Maine requires 
insurers to provide health insurance to individuals or small busi-
nesses on a ‘‘guarantee issue’’ basis. In addition, it also has an ‘‘ad-
justed community rating’’ so that prices for policies are set based 
on ‘‘the collective claims experience of anyone with a policy’’ and 
not on any one individual’s medical history.109 

H.R. 3200 includes insurance market reforms ending discrimina-
tory practices conducted by insurance companies. These reforms 
will apply both inside and outside the HIE to end the discrimina-
tory practices currently practiced by insurance companies. The bill 
requires that all policies be sold on a guaranteed issue basis; pro-
hibits insurers from excluding coverage based on pre-existing con-
ditions; and prohibits insurers from charging higher rates based on 
health status, gender, or other factors. It would allow premiums to 
vary based only on age (no more than 2:1),110 geography and family 
size. In addition, the bill prohibits lifetime and annual limits on 
benefits so that families no longer face bankruptcy as a result of 
a serious medical illness. 

STRENGTHENING THE HEALTH CARE WORKFORCE 

As millions of new people gain access to health care coverage, 
H.R. 3200 recognizes that significant investments in the health 
care workforce are needed. There is mounting evidence that the na-
tionwide healthcare workforce shortage is accelerating. The Health 
Resources and Services Administration, within the Department of 
Health and Human Services, reported in January of this year that 
twenty states were experiencing scarcities of physicians and 
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nurses.111 In particular, dramatic shortages in the health care 
workforce are seen in primary care and nursing. 

Indeed, demand for primary care physicians outpaces supply 
more than in other specialty group.112 Specifically, the Association 
of American Medical Colleges (AAMC) estimates that primary care 
accounts for 37 percent of the total projected shortage in 2025.113 
Primary care physicians are leaving the practice of medicine sooner 
than other physician specialties at the same time that fewer med-
ical students and residents are choosing to make the practice of 
general internal medicine and primary care their central career 
goal.114 For many students, the costs of medical education are so 
high that they feel compelled to specialize in more lucrative sub-
specialties in order to manage their debt.115 

While registered nurses constitute the largest single healthcare 
profession in the United States, there is a worsening nursing short-
age.116 In 2000, the national supply of full time registered nurses 
was estimated at 1.89 million while the demand was estimated at 
2 million, a shortage of 110,000 nurses.117 Studies published in 
both The New England Journal of Medicine and The Journal of the 
American Medical Association confirms that the shortage of reg-
istered nurses is influencing the delivery of health care in the 
United States and negatively affecting patient outcomes.118 

The current nursing shortage is a product of several trends in-
cluding: a diminishing pipeline of new students to nursing, a de-
cline in RN earnings relative to other career options, an aging 
nursing workforce, low job satisfaction and poor working conditions 
that contribute to high attrition rates.119 Compounding these prob-
lems is the fact that nursing colleges and universities across the 
country are struggling to expand enrollment to meet the rising de-
mand for nursing care. According to an American Association of 
Colleges of Nursing report, nursing schools turned away 49,948 
qualified applicants from baccalaureate and graduate nursing pro-
grams in 2008 due to insufficient number of faculty, clinical sites, 
classroom space, clinical preceptors, and budget constraints.120 

The shortage of health care workers in this country dispropor-
tionately impacts those Americans residing in rural areas. The Na-
tional Health Service Corps (NHSC) was established in the Emer-
gency Health Personnel Act of 1970 (P.L. 91–623) to improve the 
distribution of health workers in underserved rural areas by pro-
viding scholarship support to students in qualified medical profes-
sions in exchange for a period of service in a Health Professional 
Shortage Area (HPSA). 
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Administered by the Health Resources and Services Administra-
tion, in 2008, 14,000 students applied to the program for financial 
assistance. However, the Agency was only budgeted to grant one of 
every seven requests.121 

H.R. 3200 includes significant investments in the health care 
workforce to directly address the shortages outlined. The legisla-
tion provides resources to help train more primary care physicians 
as well as registered nurses. It puts into place incentives to encour-
age more people to become doctors and nurses, particularly in rural 
areas. Specifically, the bill increases funding for the National 
Health Service Corps in order to expand scholarships and loans for 
health professionals that work in shortage professions and areas. 
In addition, it creates an advisory committee on health workforce 
evaluation to assess the adequacy and appropriateness of the 
health workforce, and to make recommendations to the Secretary 
of Health and Human Services on federal workforce policies to en-
sure the health workforce is meeting the nation’s needs. 

V. SECTION-BY-SECTION SUMMARY 122 

Division I 

Title I—Protections and Standards for Qualified Health Benefits 
Plans 

Subtitle A—General Standards 

Sec. 100. Purpose; Table of Contents of Division; General Defini-
tions 

Purpose 
The purpose of this division is to provide affordable, quality 

health care for all Americans and reduce the growth in health care 
spending. In addition, this division achieves this purpose by build-
ing on what works in today’s health care system, while repairing 
the aspects that are broken. Insurance reforms that this division 
encompasses are: 

• Enacting insurance market reforms 
• Creating a new Health Insurance Exchange, with a public 

health insurance option alongside private plans 
• Including sliding scale affordability credits 
• Initiating shared responsibility among workers, employers, 

and the government 
This division institutes health delivery system reforms both to 

increase quality and to reduce growth in health spending so that 
health care becomes more affordable for businesses, families, and 
government. 

General Definitions (Created within this Act) 
• Acceptable Coverage—qualified health benefits plan coverage, 

coverage under a grandfathered health insurance coverage or cur-
rent group health plan, Medicare Part A, Medicaid, Military Health 
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