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Problems, Solutions, Administrative Structure and Cost 

 
ISSUE 1:  (g) REGIONAL OPTIONS.— (1) INTERSTATE COMPACTS.—Two or more States that establish a State 
Exchange may enter into interstate compacts providing for the regulations of health insurance coverage offered within such 
States…..The State Exchange shall ensure that each health insurance issuer that provides health insurance coverage  
through the Exchange disseminate to eligible individuals and employers within the State information concerning health 
insurance coverage options, including the plans offered and premiums and benefits for such plans. 

 
 
Problem 1:    Discrimination against states with high population of  colored people or high risk states;  Special 
Deals like the Louisiana Purchase; Nebraska Deal; Frontiers states’ exclusion;  Divided policy makes this type of 
action to be missed in the overall federal and public oversight.  Thus discrimination not only of group of people 
but states, based on demographics could exist under this legislation. This legislation will neither lower health care 
cost for people nor reduce the number of uninsured in the nation   ---   the two major objectives and concerns of 
the people and reason why we are doing this reform.   
 

“CBO and JCT estimate the number of nonelderly people without health insurance would be reduced by about 3 
million relative to current law," which, however, would still leave "about 52 million nonelderly residents 
uninsured."   CBO, November, 2009http://www.cbo.gov/ftpdocs/107xx/doc10705/hr3962amendmentBoehner.pdf 

 
 
Existence of Regional Health Disparity ----  “ this article we explore systemic barriers to basic health care 
encountered by a sample of HIV-infected women from the U.S. Midwest, the so-called Heartland of America. 
We report findings from a longitudinal, qualitative study examining the health care experiences of 55 HIV-
infected women from urban and rural Wisconsin. In a series of 10 in-depth, story-eliciting interviews over a 
two-year period, each woman explained in detail what it was like for her to obtain health care since becoming 
infected. Conveying women’s subjective experiences of trying to get the care they needed, their stories highlight 
serious institutional impediments to appropriate health care and provide a discomfiting glimpse of the systemic 
forces that limit access to health itself…  Jerry-rigged public financing is loosely wrapped around a non-
uniform, fragmented health care system……   Federal regulations and budget reductions onstates receiving 
Ryan White Care Act funds (as well as SCHIP funds, and even Medicare Part D) dictate that these last-resort 
services must not displace the private market. While these programs constitute the official welfare of the 21st 
century, they function well as the fig leaf for corporate welfare…...” Systemic Barriers to Health Care Access 
for US Women with HIV:  The Role of Cost and Insurance, International Journal of Health Services, Volume 
39, Number 2, Pages 225–243, 2009 
 

Existence of Health Care and Economic Disparity or Segregation Between States/Regions ---  Domino Effect of 
US  Failure:  One state at a time-  one lose, we all lose.  Federal subsidy comes from ALL Americans regardless 
of the states.  Nationwide interstate efficiency and portability will not be achieved by Ryan-Coburn’s Health Care 
policy addressing the people’s goals for this reform  --- cut cost for the currently insured,  and provide quality and 
affordable insurance for the uninsured and underinsured  ------  
 

 “The proposed co-ops had very little effect on the estimates of total enrollment in the exchanges or federal 
costs because, as they are described in the legislation, they seemed unlikely to establish a significant market 
presence in many areas of the country or to noticeably affect federal subsidy payments.” CBO Analysis of 
Similar State-based Health Care Plan (COOP) in HR 3950 , Nov. 18, 2009 
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“States differ in whether and how to regulate hospitals through price controls and certificate-of need (CON) 
controls over investment and the offering of new services. States also differ in the scope of regulations on 
marketing and purchasing of health insurance plans, access to coverage and rating of premiums. Therefore, the 
US health insurance market remains largely segregated. 
 
Health care expenditures in 38 states have converged around 16 different steady states (equal in long run). The 
remaining 12 states did not converge to any other states. In particular, the evidence of divergence in nursing 
home care and prescription drugs may cast doubt on the efficiency of the related goods and service markets, 
suggesting the need for rethinking about the related market regulations imposed at the state level. 
 
More broadly, the accelerated regional integration requires a better understanding of the nature of the 
convergence process in health expenditure, and more cooperation and coordination in health and other 
social, economic and political policies at the federal, state and local government levels.  
 
Our empirical results suggest that convergence has occurred across the states in both total health expenditure 
and some of its major components. Nevertheless, the rate of convergence is relatively slow. The cluster 
analysis indicates that there is no single nation-wide convergence process; instead, states are converging to a 
number of groups with different characteristics.”   The Convergence of Health Care Expenditure in the United 
States,  Z. Wang, Health Economics, 2009, 18: 55-70. 
 
Increase Private Insurance Premium  --   “Overall, these results provide solid evidence that the state-level 
regulations of health insurance are correlated with higher premiums. The regression model estimates that the 
presence of health plan liability laws increases monthly premiums by $21.84. Laws that give subscribers direct 
access to specialists increase monthly premiums by $31.15. Provider due process laws increase premiums by 
$16.62. Finally, each additional mandated benefit increases premiums by $0.75. All of these findings achieve 
statistical significance.”  (http://www.heritage.org/research/healthcare/cda06-04.cfm).��
�

State-based/run Health Care system in Massachusetts ($6,683 per person)  ranks 2nd  in per capita health care 
expenditure, Minnesota ($5,795 per person) ranks 14th, Wisconsin ($5,670 per person) ranks 16th,  Tennessee 
($5,464 per person) ranks 21st, while  New Hampshire ($5,432 per person) ranks 23rd  and Kansas ($5,383 per 
person) ranks 24th , overall in the top half highest health care cost in the nation. Data Source: 
http://www.statehealthfacts.org/comparemaptable.jsp?ind=596&cat=5 

“But despite the fact that a new Badger Poll (Wisconsin State-based Health Care System)  conducted by the 
University of Wisconsin Survey Center found that only 7% of respondents believe that the health care system in 
Wisconsin is in a state of crisis, 99% believe there are either minor problems (44%) or major problems (45%) 
with the system. Seventy-Five percent believe the costs of health care are either quite problematic (25%) or 
extremely problematic (50%). These perceptions are leading respondents to favor a state government takeover 
of the health care system in the state - 61% favor a new system administered from Madison either somewhat 
(36%) or strongly (25%)… The conclusion? Health care reform will be expensive and likely will require more 
taxes… How do we Improve our Health Care System?  A Corporate Report Wisconsin Roundtable Discussion, 
Hune 2008, B. Warde:  http://findarticles.com/p/articles/mi_qa5426/is_200806/ai_n27901444/ 

“Wisconsin family health insurance policy premiums will increase 83 percent and cost more than $24,000 by 
2016 if nothing is done to change the health care system, a new report found…. If nothing is done, family health 
insurance premiums, which already cost over $13,000 per year will increase to $17,937 a year in 2012 and to 
$24,291 in 2016, the report found. …That amount includes the total cost of coverage, typically paid for by the 
employer and employee…” http://milwaukee.bizjournals.com/milwaukee/stories/2009/03/02/daily34.html 
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Solution 1:   
To promote the objective of reduced insurance premium cost  and equity among people -- federal interstate 
insurance exchange with 10% - 30% discount of the current premium cost across states negotiated by the federal 
government for all the American people. 
 
To fairly provide each states their due credit for health and preventive care programs  -    each state will 
participate in the federal- and state-wide preventive care programs through the network.  Savings by the people in 
a particular states will have primary preference in  allocation to the specific state’s need of uninsured and 
underinsured.  Additional and unused savings and interest will be provided to the states for credit and future 
expenses  --  but will be dedicated only to health care expenses for the people through this network.  By uniting 
into one central network we ensure that everyone will win and save depending on their efforts..   
 
However, the Ryan-Coburn’s bill will enable some wealthy states to aggregate (state-based exchange to regional 
wealthy or majority white  states) while leaving poor states isolated and bankrupt  -  as in pre-Abraham Lincoln 
era.  In the end 20-40% of the states will lose -  America divided will lose.    
 
 
ISSUE 2:   SEC. 601. STATE GRANTS TO CREATE HEALTH COURT SOLUTIONS (Page 172) 
 
“  The Secretary may award grants to States for the development, implementation, and evaluation of alternatives to 
current tort litigation that comply  with this section, for the resolution of disputes concerning  injuries allegedly caused by 
health care providers or health care organizations. 
……A State may use amounts received under a grant under this section to develop and implement an expert panel  and 
early offer review system ……. 
……A State may use amounts received under a grant under this section to develop and implement an administrative 
health care tribunal system under which  the parties involved shall have the right to request a hearing to review any 
dispute concerning injuries allegedly caused by health care  providers or health care organizations before an 
administrative health care tribunal established  by the State involved….” 
 
 
Problem 2:  Malpractice lawsuit is just a part of the problem.  The nature of the medical error cases lends 
heavily on noneconomic damages (i.e. disfigurement, losses for physical and emotional pain, suffering, 
inconvenience, physical impairment, mental anguish, loss of enjoyment of life, loss of society and 
companionship)  while focus on most tort reform is highly on economic damages.  Medical Records are 
confidential information so the rule of discovery and statute of limitations, including oversight needs to be fully 
evaluated with respect to this particular condition.  

 
“…A 1990 Harvard University study found that only one out of eight patients who had a valid medical 
malpractice claim actually filed a suit. The study examined the records of more than 30,000 patients in New 
York — one of the nation's most litigious states — and discovered that in 1984 nearly 13,000 cases supported 
by "strong or certain evidence of negligence" were never pursued in court.  
 
The Harvard study found that 3.7% of all patients suffered from complications caused by doctors. Later studies 
have found that number to be as high as 17.7%. Among the complications cited: the surgical removal of the 
wrong leg or kidney, brain damage to newborns and transplant procedures that didn't properly match donor 
and recipient.  

In 2000, the National Academy of Sciences' Institute of Medicine found that between 44,000 and 98,000 patients 
died every year because of mistakes made by doctors and other healthcare personnel….”  
http://articles.latimes.com/2004/oct/05/opinion/oe-etzioni5 
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Another health care tribunal system (requiring lawyer expense)  just adds more expenditure and litigation time for 
physicians -  adding  insult to injury and does not necessarily reduce medical errors, misunderstanding and 
malpractice cases.  The eventual (NET)  savings (NET benefit = Savings[$54 B] --  State Grant Funding for 10 
years) of this type of TORT Reform will not be significant if federal funds and grants will be spent for this 
program.  A more structural and systemic approach needs to be integrated in the nationwide implementation of 
the reform to provide efficiency, certainty and portability of the process.  This system will provide more 
geographical independence of the process  and confidence for the people and  all stakeholders ---  translating to a 
more predictable outcome for future planning of cost reduction. 
 

“Combining the effects on both mandatory spending and revenues, a tort reform package of the sort described 
earlier in this letter would reduce federal budget deficits by roughly $54 billion over the next 10 years…”  CBO 
Updated Analysis of the Effects of Proposals to Limit Costs Related to Medical Malpractice (“tort reform”) to 
Sen. Orrin Hatch, October 9, 2009 

 
Ryan-Coburn bill provides grant funds as a solution to the problems of malpractice, medical errors and 
complication,  but  NO SPECIFIC  SOLUTIONS are  included in the bill to the current problem in the health care 
system.  Thus the result and potential outcome cannot be quantified and is still doubtful after spending all the 
funds whether such solution can be addressed.  TORT Reform models have already been enacted successfully in 
states that can be adapted across the nation.  This proposal is a backward approach to existing problem and 
wasteful spending of tax payer’s funds. 
 

“ …. That figure reflects the fact that many states have already enacted at least some of the proposed 
reforms. For example, about one-third of the states have implemented caps on noneconomic damages, and 
about two-thirds have reformed their rules regarding joint-and-several liability. CBO estimates that the direct 
costs that providers will incur in 2009 for medical malpractice liability—which consist of malpractice 
insurance premiums together with settlements, awards, and administrative costs not covered by insurance—will 
total approximately $35 billion, or about 2 percent of total health care expenditures. Therefore, lowering 
premiums for medical liability insurance by 10 percent would reduce total national health care expenditures by 
about 0.2 percent….”  CBO Updated Analysis of the Effects of Proposals to Limit Costs Related to Medical 
Malpractice (“tort reform”) to Sen. Orrin Hatch, October 9, 2009 

 
 Solution 2:  A health care problem due to medical error law suits needs not just law reform but also medical 
information management or structural reforms  -- For an ounce of prevention is better than a pound of cure. (For 
more information download document part 2:  http://www.emelita-breyer.com/19.html).  The following initiatives 
were proposed to the Administration: 

 
-  Best Practices Database and Experts (individuals, professional associations and panels) across the nation to provide 

resource in reducing errors and malpractice law suits. 
-  Provide standardized laboratory tests across the nation (to eliminate errors in diagnosis) on most common and 

routine tests. Include interactive algorithms that provide physicians an opportunity to evaluate risk but the flexibility 
to personalize treatment. Provide easy access to expert collaborators (across the nation) for support and guidance on 
high risk decisions.  Streamline nationwide access to new innovative technologies and treatments that would not only 
improve patient’s health but also reduce cost. As in the current situation, physicians around the nation evaluates the 
best treatment protocol that fits their patient population by evaluating their own outcome. 

-  Evaluate and promote TORT Reforms that are proven to effectively reduce frivolous law suits. Provide an initial 
panels of experts (physicians, lawyer and patients) who can provide preliminary screening on frivolous law suits from 
valid complaints prior to court room lawsuits. 

-  Reward the best hospitals that provide reduced cost and improve outcome in terms of tax credits. Inspire innovation 
and creativity by rewarding their contribution in the network database and its impact to the nation. 
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-  Reward states with saving funds for integrated and efficient programs through the centralized network.  Savings funds 
are disseminated based on good outcome which can be realized within 10 years.  While Ryan-Coburn’s reform where 
funds/grants are disseminated to selected demonstration programs with still uncertain outcome over 10 years. 

 
ISSUE 3:    Repeal of Employer Tax Exclusion for providing health insurance to their employees;  Limitation 
or capped on the participating individuals’ insurance premium, savings and out-of-pocket expenses beyond which 
will be subject to taxation. 
 
‘……. NO EXCLUSION FOR INDIVIDUALS ELIGIBLE FOR QUALIFIED HEALTH INSURANCE  CREDIT…….) shall not apply with 
respect to any employer provided coverage under an accident or health plan for any individual for any month unless such individual 
…... MODIFICATION OF DEDUCTION FOR MEDICAL EXPENSES…” 
 
‘‘(12) PREMIUMS FOR QUALIFIED HEALTH INSURANCE.—The term ‘medical care’ does not include any amount paid as a 
premium for coverage of an  eligible individual (as defined in section 25 E(e)) under qualified health insurance (as defined in section 
25E(f)) for any month.’’. 
 
(g) RETIRED PUBLIC SAFETY OFFICERS……: ‘‘Such term shall not include any premium for coverage by an accident or health 
insurance plan for any  month unless such individual ……. EFFECTIVE DATE.—The amendments made by this section shall apply to 
taxable years beginning after December 31, 2010…..” 
 
(i) NO INTENT TO ENCOURAGE STATE TAXATION OF HEALTH BENEFITS.—No intent to encourage any State 
to treat health benefits as taxable income for the purpose  of increasing State income taxes may be inferred from the provisions of, and 
amendments made by, this section. 
 
TITLE III—FAIR TAX TREATMENT FOR ALL AMERICANS  TO AFFORD HEALTH CARE  (2) LIMITATION ON 
AGGREGATE AMOUNT.—“ ……  the aggregate monthly limitations for the taxpayer and the tax payer’s spouse and dependents for 
any month shall  not exceed 1�12th of the applicable aggregate amount…. 
The applicable adult amount is $2,290.‘‘(ii) APPLICABLE CHILD AMOUNT.— The applicable child amount is $1,710.‘‘(iii) 
APPLICABLE AGGREGATE AMOUNT.—The applicable aggregate  amount is $5,710…” 
 
SEC. 311. IMPROVEMENTS TO HEALTH SAVINGS ACCOUNTS. .. MONTHLY LIMITATION.— 
“ ….In the case of an eligible individual who has coverage under a high deductible health plan, the monthly limitation  for any month 
of such coverage is 1�12 of the sum of 50 or  the greater of—   (I) the sum of the annual deductible and the other annual out-of pocket 
expenses (other than for premiums) required to be paid under the  plan by the eligible individual for covered benefits, or  self-only 
coverage under a high deductible health plan as of the first day of such month, $3,000, or  family coverage under a high deductible 
health plan as of the first day of such month,  $5,950, and 
 in the case of an eligible individual who has coverage under a qualified long-term care insurance contract,  the annual premium for 
such coverage, or  $1,000. 
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Problem 3:  INCREASE TAX to ALL AMERICANS   ---  REPUBLICANS wi ll increase TAXES to all 
Americans, HOW? Repeal of employer’s tax exclusion for providing health care insurance benefit to their employees who 
are eligible for tax credit.  The Ryan-Coburn’s bill assumes that the current employer’s contribution to their employee’s 
health care insurance premium will be added to the Salary or wages of the employee enabling the employees to purchase 
their own health insurance.  As shown in Figure 1, states with state-based (state mandated to universal coverage) health 
insurance have the highest family insurance coverage cost.  The difference between the highest to the lowest premiums is 
about 25%, but all premiums are above $10,000 per year. 

 
Data Source:  http://www.commonwealthfund.org/~/media/Files/Publications/Data%20Brief/2009/Aug/1313_Schoen_paying_the_price_db_v3_resorted_tables.pdf 
 
INCREASE TAX to ALL AMERICANS   ---  REPUBLICANS wi ll increase tax to all Americans, HOW? 
SEC. 311. IMPROVEMENTS TO HEALTH SAVINGS ACCOUNTS. 
(a) INCREASE IN MONTHLY CONTRIBUTION LIMIT 
 (1) IN GENERAL.—Paragraph (2) of section 223(b) (relating to limitations) is amended to read as follows: 
(2) MONTHLY LIMITATION.— 
Ryan-Coburn’s Bill will provide Health Care premium credit of $2,290 for individuals,  $1,710 for children but will not 
exceed an aggregate amount of  $5,710 for household.   Figure 1 shows that simply establishing a mandated state-based 
insurance exchange is not sufficient to lower the cost of health care cost for all Americans (i.e.  states with existing 
programs  such as MA, WA, MN, WI etc.  are among the highest premium cost).   This household insurance premium 
voucher is about 50% of the current average household premium paid by employer-employee premium.  What are the 
possible consequences? 

�  Without the tax exclusion, employer will lose incentives to offer insurance to their employees.   
�  For employers who will continue to offer insurance premium to their employees,  Ryan-Coburn’s bill will 

enable them to reduce the benefit to 50% at  $5,710 instead of the current $11,000-$13,000.    Same policy 
holds to the limits on savings and out-of-pocket health care cost. 

�  If the employer provides the full amount of current premium to their employees as wages, health insurance 
premium that exceeds and aggregate sum of $5,710 will be taxed by the federal government, including the 
potential for a state tax on the increased Annual Gross Income.    

 
Ryan-Coburn’s Health Care bill is a tax increase for ALL Americans from the tax increase in repealed exclusion of the 
employers to tax increase on health benefits in the higher annual gross income (AGI)  (current net salary + employee-
employer’s contribution to health care premium cost).  The shift of health care insurance premium to the employees 
Annual Gross Income will also increase the Social Security and Medicare tax Contribution from this income.  People will 
be hit with tax increase three times (SSI by 12.4% AGI, Medicare by 2.9% AGI and Income Tax by percent for income 
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MN 
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bracket).  Small Businesses will be mostly hurt by the repeal of the exclusion and mandates to offer health benefits to 
employees.  Unemployment will rise because this is the only possible recourse for businesses to satisfy this mandate. 
 
“…. Over time, the composition of the tax subsidies under the Roadmap’s tax credit and under the current system would 
change because the amount of tax credit would increase more slowly than health insurance cost under CBO’s baseline.  
Because of the declining value of the credit relative to the projected spending under the baseline, the proposal would 
probably affect the nature or comprehensiveness of health insurance plans that were purchased and the number of 
people purchasing insurance; it also could impose significant downward pressure on the rate of development and spread 
of new medical technologies and the growth of overall spending on health care..”  CBO Analysis on Roadmap for 
America’s Future Act of 2010, November 27, 2010. 
 
Solution 3:    An alternative health care reform structure is proposed in detail at this website http://www.emelita-
breyer.com/3.html   where  insurance premium  reduction can be achieved for ALL Americans lowering cost of health 
care delivery to all stakeholders.  An individual lifetime savings account is set up for each participants that can be passed 
to the next generation, providing everyone access to financial and health care cost independence.  The cost savings and 
quality health care is integrated into a more efficient structure that build sustainable programs and pathways to resolve the 
current problems of 50 Million uninsured, and  future insolvency of Social Security and Medicare.  Most especially is 
addressing the increasing cost of Medicaid due to unnecessary emergency expenses, homelessness, etc.  The proposed 
reform build a small non-bureaucratic, people/stakeholders empowerment, patient centered and outcome oriented 
approach.  The difference between this approach and the proposed reforms by Ryan-Coburn and the existing plan in the 
Congress is that solutions to the problem are realized and implemented immediately as a major component of the reform, 
while Ryan-Coburn’s reform builds of providing establishing planning committees (bureaucracies)  and grants  with 
effective outcome date of 2-4 years to find potential solutions to current problem.   
 

Features of the Republican [Ryan-Coburn’s Health Care Proposal] 
Issues Ryan-Coburn Breyer 

Tax Increase INCREASE TAXES  to employees through shift of employer 
health care benefit cost to the taxable annual gross income; Set 
standards are below current average insurance premium credit  
(Household  Employer-employee Premium:  $13,000 (current 
average);  $5970 (Ryan’s reform) 
 
Increase tax to employer through repeal of health insurance 
exclusion. 
 
Outcome:  Reduction in the health benefits of employees for 
employers will not necessarily provide their share of health 
benefits to the employee’s salary.  However, if they do the 
employees will have higher adjusted Gross Income subject to 
taxation of Medicare, SSI and Income  -  increase taxes on 
health benefit shift.  Potential unemployment increase. 
 

No tax Increase because cost of insurance premium will 
be decreased for all Americans through an efficient health 
delivery structure that reduces medical errors, efficient 
information dissemination and medical decision for health 
care providers and patient.   – One Central Inter-State 
Network System (CNS) --  through the federal 
government will negotiate for insurance premium 
discount (20%-30% with credits for prevention) for all 
current Americans  (300 Million) providing an efficient 
system that would help some of the national 
dissemination needs and interstate barriers for  insurance 
companies. 
 
Outcome:  Savings and reduction  (20%-30%) in 
insurance premium for all Americans.   Cost reduction for 
insurance companies in offering  inter-state to national 
services. 
 

Federal Responsibilities Health and Human Service Secretary will work  with 12 
Federal Agency representatives for a year to plan a strategic 
approach of solving the preventive care promotion campaign.  
Funding:   Planning Conference and Campaign $500 Million; 
Education & Program Integrity $1.1 Billion 
 
Information Health Record Trust that will promote use of 
software from multiple certified providers to collect Medical 
Records from patients.  Funding:  Patients/ Participants will 
be charged for fees and collected medical records can be sold 
to a third party within the required guidelines. 
  
Other Source of IHRT Revenues: 
 -  charging IHRT participants account fees for use of the 

trust; 
-   charging authorized EHR data users for accessing 

One Central Inter-State Network System (CNS)  - All 
private insurance but facilitated under one federal 
insurance exchange that will negotiate to all health care 
providers for 20%- 30% cost decrease while increasing 
the risk pool through interstate or nationwide enrollment. 
 
One major  nation-wide Information Health Record 
Database designed for patient-oriented health and access -  
similar to the current nationwide highly secured and 
confidential health electronic database of the VA Medical 
Center.    One standard framework that can integrate with 
new innovative modular software.  Clinical consortia can 
pool records during their study but such records cannot be 
sold to a third party and can only be used for its original 
intent of creation.   De-identified  health information, 
health trends and risk will be available for patients and  
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electronic health records maintained in the trust; 
-   the sale of information contained in the trust (as provided 

for in section  
-   any other activity determined appropriate by the Federal 

Trade Commission. 
 
 
Health Care Service Commission  with 5 Commissioners to 
establish broad base of scientific research through promotion 
of improvements in clinical practice and in the organization, 
financing, and delivery of health care services.   Establish the 
Forum for Quality and Effectiveness in Health Care with  a 
Director and 12 members.  Funding:  Funding will be 
appropriated but the amount for 10 years reform is not stated in 
the proposed bill. 
 
 
Centers for Disease Control and Prevention (CDC), shall 
develop and implement a plan for the dissemination of health 
promotion and disease prevention information consistent 
with national priorities  described in the strategic and 
implementing plans.  Funding:  Grants on Outcome-based 
prevention - $300 Million; Immunization - $50 Million;  
 
 
 
 
 
 
 
Inter Agency Steering Committee  Oversight – 60% 
membership from nongovernmental entities to  encourage, 
track and  oversight on health record trust privacy, policies 
and sales;  Federal Trade Commission, National Committee of 
Vital and Health Statistics, Government Accountability Office, 
etc. 
Funding:  Outreach $550 Million; Certifications $3.3 Billion 
 

providers for access and resource in making empowered 
health decision.   No transaction fees for patients but 
federally negotiated nationwide discount for providers to 
be part of the program. 
 
Innovative payment  and savings system that provides  
30% -40% savings to current  insurance premium for all 
groups,  non-groups, state and federal health programs.  
Additional tax credits for every savings donated to 
support federal programs (i.e., uninsured, low-income, 
homeless)   Integrated decision on best practices 
guidelines, risk assessment,  experts and provider 
resources and health  record collection in one central unit 
provides a real-time evaluation of best policies, practices, 
oversight and rewards. 
 
Through the Secretary of the DHHS, the National 
Institute of  Health and Centers for Disease Control, VA 
Medical Center and Department of Defense, will  
collaboratively work together  with basic, clinical and 
community research to establish baseline population  
reference and risk for initial criteria and guidelines.  
Payment, savings and preventive care criteria  and process 
will be further designed in collaboration with Social 
Security, IRS, EPA, and FDA, CMS and other a federal 
agencies.  Outcome:   A patient –centered and physician 
web-based record and payment system with real-time 
evaluation system.   
 
CNS works through the Secretary with CDC in 
dissemination and promotion campaign of disease 
prevention.  NIH, VA (for veterans) and Department of 
Defense (active military health)  in collaborative  research 
and innovative technology development.    Federal Trade 
Commission, National Committee of Vital and Health 
Statistics, Government Accountability Office  and  
Congressional Budget Office for quarterly and annual 
reviews of data and procedures. 
 
 

State Responsibilities  State- Based Health Care Insurance Exchange 
Two or more states can enter in inter-state coverage.  Two 
years planning and development for states with additional 2 
years for states who fails in the first 2 years (total of 4 years for 
full national implementation.   No mandate for insurance 
coverage; all private insurance.  Funding: 
 
 
Public-State Plan for Acute Care Medical and Long-Term 
Medical Assistance.   Funding:  State contribution of 45% for 
Acute care State Plan; Long Term care allotment depends on 
the ratio of non-institutional spending to the total long term 
spending for a given year.  Funding:   Acute  Care – 55% 
supplement for benefit;  Long Term -  $690.8 Billion for 10 
years. 
 
 
State-based Tort Reform  -  Review of State Court after 
exhaustion of Remedy (Impact to the relative time or statute of 
limitation for State Law Suit  is not addressed).  Remedies are 
Expert Panel and Health Tribunal to review the cases. 
Funding:  Amount of funding  for grants provided to the States 
to establish the program was not  provided in HR2520 while 
CBO reported nationwide savings for Tort Reform was $54 
Billion. 
 

CNS will work with the Secretary and CDC grants in 
providing States support for health care promotion,  
addressing health disparity, community outreach and 
prevention programs. 
 
 
 
 Coordination between Central Network, Federal and 
State programs for Medicaid, Medicare, and SCHIP, for 
eligible individuals  subsidies,  private insurance, acute 
care, long-term care and tort reforms.  States that can 
effectively and efficiently coordinate quality and cost-
effective health prevention and treatment will be able to 
save their current State Medicaid and SCHIP contribution 
(45%-55% of the state program budget) for education  
and other state-based expenses. 
 
Tort-reform is integrated in a standard, nationwide, 
secured, validated technology and health-care delivery.   
Access to expert panels throughout the nation for case 
evaluation and support compound by real-time data 
collection, validation, evaluation and response. 
 
Through State Administration and the Secretary of 
Health, Agriculture  and Commerce collaboration will be 
set up with academic institutions, economic development 
agencies  and business groups  for efficient 
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implementation of the different health programs that 
engages the business community and serves the health 
needs of their workers.  Coordinate these needs so 
innovative technologies and approaches could be 
integrated to CNS, federal and state programs to serve 
these needs. 

Health Savings Account Tax credit which would be allowable if only qualified refund 
eligible health insurance were taken into account under this 
section, exceeds the limitation imposed for the taxable year,  
such excess shall be paid by the Secretary into the designated 
account of the taxpayer.   
 
Health Savings limitations  for high deductible health plan, the 
monthly limitation for Individual $3000 and Household $ 
5970. 
 
Eligible individual who has coverage under a qualified long-
term care insurance contract the lesser of the annual premium 
for such coverage, or $1,000. 
 

Individual Savings Account  (ISA) will be set up to CNS 
participants below retirement age.  Savings will be 
designed similar to a 401K  (earning  interest >4%) with 
tax exempt contribution, no transaction fees and an 
investment supported by the government.  In return, 
percentage  (5-10%) of the interest earned  per dollar will 
go to Social Security and Medicare Trust Funds in order to 
meet the retirement and medical needs of  the individual 
and all enrollees.  A solution that will enable the nation to 
address the insolvency of Medicare and Social Security 
while meeting all the health care and retirement 
commitments to the people (with no tax increase and 
decreased in benefits)  

Impact on 
Unemployment  

BIGGER STATE AND FEDERAL GOVERNMENT.   
Increase in State  and Federal Employees through the State-
based insurance exchange and programs and in the field of 
Information Technology.   
 
Increase Government spending at the expense of increase taxes 
in the private sectors  will lower the %GDP contribution of 
private sectors -  decrease available capitals for businesses.  
 
Potential  increase in unemployment since 
businesses/employers will lose health benefit exclusion.  
Businesses will lay off employees in order to continue to 
provide health care benefits to their best employees.  
 
 

- No tax increase and reduction in health 
insurance premium cost for currently insured 
employees will provide more capital for 
businesses/employers to invest and employ 
people. 

- Promote savings and investment that will be 
made available to the business community. 

- Promote infrastructure for efficient 
development and dissemination of new 
technologies, treatment, therapies and healthy 
activities. 

- Savings to  the States and Federal government 
can be channeled to fund other  educational, and 
economic programs. 

Problems, Fraud, 
Waste and Abuse 

Outreach and health care delivery structure are not sufficient to 
provide  quality care for the Homeless, thus increasing 
emergency cost and premium for privately insured people. 
 
Non-documented Aliens are not allowed to buy private 
insurance but will still default in current program that caters to 
their emergency needs  - higher cost shifted to privately 
insured individual. 
 
Inefficiencies and confusing, if not lack of,  accountability, 
exist in the interagency structure that separates health decision 
policies of Health Care Services; payments from state to 
Health & Human Services, Health Information Trust Fund and 
Social Security Commission; oversight from, GAO and other 
federal agency; and multi-million dollar promotion campaign  
from multiple federal and state agencies.  Serious challenge for 
real-time evaluations and flexibility of  emergency response 
and policy changes. 
 
Sale of confidential patient information database  (raw 
information) to the third party have issues on potential breach  
or questions regarding  ownership of intellectual properties on 
innovative technologies and  algorithms.    Very serious issues 
on patients privacy, security  and potential practices that may 
lead not well-informed patient signing a form while 
unknowingly releasing their rights to all third party purchase of 
their health records.   
 
CDC is one of several federal and state agencies involve in 
health care promotion and effective disease evaluation but such 
programs heavily relies on the data and understanding of the 
inter-individual, inter-racial biological differences, and health 

- Annual health care insurance enrolment of 
low-income and underserved groups are 
integrated to their preventive health program. 

- Provides access to foreigners to purchase 
health insurance premiums eliminating or 
preventing costly unnecessary emergency 
burden that shifts health care cost to the 
privately insured people. 

- Real- time evaluation algorithm can monitor  
the progress and  immediately detect 
problems in the system providing faster 
response time in cases of emergency. 

- Use of secure and validated,  over time and 
states, Health Information Technology 
Database  for nationwide application with 
flexibility for modular integration of new 
health care related software, process and  
systems. 

- Intra and inter- agencies oversight  (i.e., 
monthly, quarterly and annual) 
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disparity  --- most data are still unknown for minority groups.   
This problem  is not address in the reform. 
 
Serious challenges in the oversight of fraud in the  security of 
multiple (if not hundreds)   health information software  across 
50 states. 

       
ISSUE 4:  SEC. 503. REDUCING GOVERNMENT HANDOUTS TO WEALTHIER SENIORS  (Definition of 
Wealthy Seniors =  $80,000 annual income).  REDUCTION IN PREMIUM SUBSIDY BASED ON INCOME….. In the 
case of an individual whose modified adjusted gross income  exceeds the threshold of section 1839 for  the calendar year, 
the monthly amount of the premium subsidy applicable to the premium under this section for a month after December 
2010 shall be reduced (and the monthly beneficiary premium shall be increased) by the monthly adjustment amount 
specified in subparagraph the amount of the income-related reduction in premium subsidy for an individual for a month 
shall be  paid through withholding from benefit payments in the manner provided under section 1840.  

Social Security Insurance Income-Based Reduction on Premium Subsidies ---   “ …Reduction in Premium 
Subsidy Based on Income…..In the case of an individual whose modified adjusted gross income exceeds the threshold 
amount under paragraph (2), the monthly amount of the premium subsidy applicable to the premium under this section for a 
month after December 2006 shall be reduced (and the monthly premium shall be increased) by the monthly adjustment 
amount…. 

(2) Threshold amount.—For purposes of this subsection, the threshold amount of  $80,000, and   in the case of a joint 
return, twice the amount for the calendar year. 

(3) Monthly adjustment amount.— the monthly adjustment amount specified in this paragraph for an individual for a month 
in a year is equal to the product of the following:  
…….Sliding scale percentage.—The applicable percentage specified in the table for the individual minus 25 percentage 
points…..Unsubsidized part b premium amount.—200 percent of the monthly actuarial rate for enrollees age 65 and over 
(as determined under subsection (a)(1) for the year). 

A 3-year phase in.—The monthly adjustment amount specified in this paragraph for an individual for a month in a year 
before 2009 is equal to the following percentage of the monthly adjustment amount specified in subparagraph (A):   For 
2007, 33 percent;  For 2008, 67 percent;  Applicable percentage.—Source:  
http://www.ssa.gov/OP_Home/ssact/title18/1839.htm 

If the modified adjusted gross is: The applicable percentage is: 
(Reduction??) 

More than $80,000 but not more than 
$100,000 

35 percent 

More than $100,000 but not more than 
$150,000 

50 percent 

More than $150,000 but not more than 
$200,000 

65 percent 

More than $200,000 80 percent. 

Data Source:  http://www.ssa.gov/OP_Home/ssact/title18/1839.htm 
 
Medicare Part B Premium Subsidy Reduction:  Elimination of annual Indexing of Income Thresholds for Reduced 
Medicare Part B Premium Subsidies ---Income Related Reduction in Part B Premium Subsidies —Income-Related 
Reduction in Part D Premium Subsidy 
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Medicare Part D Premium Subsidy Reduction:  Income –Related Reduction in the Medicare Part D Premium Subsidies—
The monthly beneficiary premium shall be increased ….. and Internal Revenue Code of 1986 (relating to disclosure of return 
information to carry out Medicare part B premium subsidy adjustment…” 
 
Health Care Provisions in the Roadmap for America’s Future Act of 2010  
(Rep. Paul Ryan – CBO Analysis , January 27, 2010) 
 
“…..The Roadmap (Ryan-Coburn HR2520)  would eliminate the income and payroll tax exclusions for employment-based health 
insurance beginning in 2011. As a result, more earnings would become taxable for Social Security purposes, thus boosting future benefit 
payments, and payroll tax revenues credited to the Social Security trust funds would increase.... 
 
…..Starting in 2021, new Medicare enrollees would no longer receive coverage through the current program but instead would be given 
a voucher with which to purchase private health insurance….In 2021, when enrollees would first receive a voucher, the average voucher 
for 65-year-olds would be $5,900 (in 2010 dollars) to reflect the adjustment for age…. 
 
….The Roadmap specifies income thresholds to determine whether an elderly person would receive 100 percent of the voucher amount, 
50 percent, or 30 percent. As Congressman Ryan’s staff specified for CBO’s analysis, people in the top 2 percent of the income 
distribution would receive 30 percent of the voucher amount, and 
people in the next top 6 percent would receive 50 percent of the voucher amount.  The remaining 92 percent would receive the full 
voucher amount…for low-income Medicare beneficiaries.  Congressman Ryan’s staff specified that, for the purpose of CBO’s analysis, 
the government initially would contribute $6,600 per year to the MSAs of qualifying beneficiaries…..” 
 
 
Problem 4:    “Never let a good crisis go to waste” .  It is true that Medicare and Social Security are currently heading to 
future bankruptcy (SSI by  2016  or 2037 at the latest,  and Medicare by 2017) under the current health care system.  
However,  Ryan-Coburn’s bill is an across the board tax increase for all Americans and definitely not a health care reform (for 
it will not lower insurance premium and address the problem of the uninsured) .  The proposal contains massive spending 
where the proposed solutions to the current problem are two fold:  provide funding or grant money to the problem and set up 
an agency to look at the problem.  Both approaches show that leaders don’t understand the problem and have no solution.  
A real dilemma for the only solution that this proposal has is to increase revenue through taxation of both employers (repeal of 
exclusion), employees (tax on benefits) and reduction of subsidies  (Social Security, Medicare Part B and Part D) of seniors 
who have already paid their dues in the last 30-40 years.    
 
The proposal is a backward approach on already existing data showing failure of state-based insurance programs to control 
cost and provide affordable insurance to  the national problem of  50 Million uninsured. 

- Federal Bureaucracies (Big Federal Government):  the structure is highly fragmented and inefficient not only within 
the Federal level from 5 Commissioners of Health Service Commission,  Forum of Quality and Effectiveness on 
Health Care, Commissioners of Health Record Trust, etc. 

- State Bureaucracies (Big and Segregated State Government)  federal bureaucracies will be compounded with  state 
bureaucracies and limited state-based insurance exchange and plans to be set up in each of the 50 states. Health 
Insurance policies are very diverse among the 50 states that previous studies showed such initiative would more likely 
provide very divergent reforms for each states  -  leading to segregation of some state.   

 
Where is portability, efficiency and increase risk pool  to reduce premium insurance cost across states under Ryan-
Coburn’s HR 2520? 

 
Health Care Provisions in the Roadmap for America’s Future Act of 2010  
(Rep. Paul Ryan – CBO Analysis , January 27, 2010) 
 
Problem With Proposed Medicare Plan:  “ The amount of the Medicare voucher would equal average per capita 
Medicare expenditures in 2010 under current law. …  The average amount of the voucher would then grow with a blend of the 
consumer price index for all urban consumers and the measured rate of price inflation for medical care until the program 
began in 2021. In that year, average per capita Medicare spending under CBO’s baseline would be higher than the 
projected average amount of the voucher. In addition, Medicare payment rates to providers are lower than those paid by 
commercial insurers, and administrative costs are larger for individually purchased insurance than for traditional 
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Medicare.   Consequently,  beneficiaries would face higher premiums in the private market for a package of benefits 
similar to those under Medicare.  In response, beneficiaries would probably purchase less comprehensive health plans or  
plans that were more heavily managed than traditional Medicare.   Additionally, over time, the value of the voucher would 
grow more slowly than baseline spending would, with implications like those discussed for the tax credit…” 
 
Problem With Proposed Individual Accounts: “ allow workers who are age 55 or younger in 2012 to participate in 
voluntary individual accounts (IAs), funded with a portion of their payroll taxes. The contributions would begin in 2012 at 2 
percent of earnings up to an earnings threshold of $10,000 and at 1 percent of earnings between $10,000 and the taxable 
maximum…. Payouts from individual accounts would be paid as a life annuity and would not be taxed… As necessary, the 
government would make payments to account holders upon withdrawal from those accounts in retirement to guarantee that 
their contributions earned a rate of return at least equal to the rate of inflation. That is, the value of a person's individual 
account at the time of annuitization would be guaranteed by the government to be at least equal to the sum of the 
contributions the person had made (adjusted for inflation).”  
 
Solution 4: NO INCREASE in Medicare insurance premium and NO REDUCTION in the benefits in Medicare and 
Social Security Insurance. An innovative payment system for people below retirement age to ensure independence in health 
care and retirement costs while solving the future insolvency of both systems. 
 

  Features of the Republican [Ryan-Coburn’s Health Care Proposal] 
Issues Ryan-Coburn HR 2520 Breyer 

Medicaid and Low 
Income 

Supplemental health care assistance for low income 
families from $5000 (AGI<100% FPL) to $2000 (AGI = 
180% -200% FPL);  $1000 per pregnancy and $500 per 
child 9<1 yr old)  Funding:   State contributes 50% of 
total amount to be paid within 30 days  to the Secretary of 
HHS.  Interest will accrue upon failure to pay in a given 
time. 

Savings of 20 cents for every dollar saved  through the 
CNS program participation will be provided to the 
uninsured and low income  Medicaid, SCHIP, VA or 
Tricare eligible individuals.  Tax credit will be provided 
to this contribution. 

Medicare and Social 
Security 

Medicare Part B  and D Premium Subsidy Reduction 
Reduction in Premium Subsidy Based on Income 
Medicare Fraud and Abuse.  Fund:  $50 Million 
 
Reduction in the Social Security Benefits 

Current Medicare programs will be incorporated  into CNS 
without decrease in benefits nor increase in payment.  For 
CNS participant below the retirement age, an algorithm  of 
payment , savings and reporting system will be set up to be 
able to slowly transition  the Medicare and Social Security 
payment structure to an individual savings  retirement 
account  structure that satisfies the current Medicare and 
Social Security Retirement  Agreement between Federal 
government and the people.  New Savings Account can be 
passed to the next generation without gift or death taxes 
and cumulative over time or generation. 
 

Health Savings Account Tax credit which would be allowable if only qualified 
refund eligible health insurance were taken into account 
under this section, exceeds the limitation imposed for the 
taxable year,  such excess shall be paid by the Secretary 
into the designated account of the taxpayer.   
 
Health Savings limitations  for high deductible health 
plan, the monthly limitation for Individual $3000 and 
Household $ 5970. 
 
Eligible individual who has coverage under a qualified 
long-term care insurance contract the lesser of the annual 
premium for such coverage, or $1,000. 
 
 

Individual Savings Account  (ISA) will be set up to CNS 
participants below retirement age.  Savings will be 
designed similar to a 401K  (earning  interest >4%) with 
tax exempt contribution, no transaction fees and an 
investment supported by the government.  In return, 
percentage  (5-10%) of the interest earned  per dollar will 
go to Social Security and Medicare Trust Funds in order to 
meet the retirement and medical needs of  the individual 
and all enrollees.  A solution that will enable the nation to 
address the insolvency of Medicare and Social Security 
while meeting all the health care and retirement 
commitments to the people (with no tax increase and 
decreased in benefits)  
 

 
ISSUE 5:   Section 844. ESTABLISHMENT, CERTIFICATION, AND MEMBERSHIP OF INDEPENDENT 
HEALTH RECORD TRUSTS.  ESTABLISHMENT.—Not later than one year after the date of the enactment of this Act, the 
Federal Trade Commission, in consultation with the National Committee  on Vital and Health Statistics, shall prescribe 
standards for the establishment, certification, operation, and interoperability of IHRTs to carry out the purposes described in 
section 842 in accordance with the provisions of this  subtitle. 
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“SEC. 702. HEALTH RECORD BANKING. (a) ESTABLISHMENT.—Not later than 1 year after the date of enactment of this Act, the 
Secretary of Health  and Human Services shall promulgate regulations to provide for the certification and auditing of the banking of 
electronic medical records….” 
 
“(3) RULES FOR SECONDARY USES OF RECORDS FOR RESEARCH AND OTHER PURPOSES.— 
 (A) IN GENERAL.—With respect to the electronic health record of an IHRT participant  (or specified parts of such 
electronic health  record) maintained by an IHRT, the IHRT MAY SELL SUCH RECORDS (or specified parts of such 
record) only if— …..” 
 
“….Forming a consortium composed of health care providers, payers, employers, and other interested entities to 
collectively purchase and donate health information technology; or‘‘(ii) offering health care providers a choice of health 
information technology products in order to take into account the varying needs of such providers receiving such 
products..…….conditions the provision of such remuneration on the referral of patients or business to the specified entity;  
such remuneration is arranged for in a written agreement that is signed by the parties involved (or their representatives) 
and that specifies the remuneration made and states that the provision of such remuneration is made for the primary purpose 
of better coordination of care or improvement of health quality, efficiency, or research; and the specified entity has not taken 
any action to disable any basic feature of any hardware or  software component of such remuneration that would permit 
interoperability….” 
 
Problem 5:    Sale to third party of patient medical information database will put certain underserved groups of the 
nation to potential exploitation since there is no oversight for this type of actions.  Government has not been very 
good in oversight that to date discrimination still exist to other minority groups, especially to the people who don’t 
complain (cultural disparity, inequity and exploitation) or others who are not well-informed; 
 
Medical information security risk and portability  – compatibility problems of different information technology products 
between state programs.   
 

Solution 5:   The Central Network System through federal nationwide (all states) support will provide the following 
objectives in line to HR 2520“…offering health care providers a validated and standardized health information 
technology framework  in order to provide secured record collection and dissemination of confidential patient medical 
records and  eliminate the high expense of oversight on the sale of fraudulent  and easily hacked software products to 
health care providers.  This situation will provide health care providers more security, ease in transition,  affordable 
software with nationwide training and  technical support, at the same time protecting the security, privacy and 
technology investment of patients and health care providers.     
 
NO SALE to any third party of any raw data collected from private-patients  and federally funded health care services 
and NO FEES for access of medical records to all patients.  In line with current Policies of Ethical Conduct of Human 
Research any consortia clinical studies requiring patient consent for data collection needs to be collected  and used only 
for the specific studies.  Nationwide  
 

Features of the Republican [Ryan-Coburn’s Health Care Proposal] 
Issues Ryan-Coburn HR 2520 Breyer 

Federal Responsibilities 
 
Information Health 
Record Trust  

Health and Human Service Secretary will work  with 12 
Federal Agency representatives for a year to plan a 
strategic approach of solving the preventive care promotion 
campaign.  Funding:   Planning Conference and Campaign 
$500 Million; Education & Program Integrity $1.1 Billion 
 
Information Health Record Trust that will promote use of 
software from multiple certified providers to collect Medical 
Records from patients.  Funding:  Patients/ Participants will 
be charged for fees and collected medical records can be 
sold to a third party within the required guidelines. 
 
Sale of confidential patient information database  (raw 
information) to the third party have issues on potential 

One Central Inter-State Network System (CNS)  - All 
private insurance but facilitated under one federal insurance 
exchange that will negotiate to all health care providers for 
20%- 30% cost decrease while increasing the risk pool 
through interstate or nationwide enrollment. 
 
One major  nation-wide Information Health Record 
Database designed for patient-oriented health and access -  
similar to the current nationwide highly secured and 
confidential health electronic database of the VA Medical 
Center.     
 
One standard framework that can integrate with new 
innovative modular software.  Clinical consortia can pool 
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breach  or questions regarding  ownership of intellectual 
properties on innovative technologies and  algorithms.    
Very serious issues on patients privacy, security  and 
potential practices that may lead not well-informed patient 
signing a form while unknowingly releasing their rights to 
all third party purchase of their health records.   
 
Other Source of IHRT Revenues: 
 -  charging IHRT participants account fees for use of the 

trust; 
-   charging authorized EHR data users for accessing 

electronic health records maintained in the trust; 
-   the sale of information contained in the trust (as 

provided for in section  
-   any other activity determined appropriate by the 

Federal Trade Commission. 
 
 
Serious challenges in the oversight of fraud in the  security of 
multiple (if not hundreds)   health information software  
across 50 states. 
 
 
 

records during their study but such records cannot be sold 
to a third party  and can only be used for its original intent 
of creation.   De-identified  and processed  health 
information, health trends and risk will be available for 
patients and  providers for access and resource in making 
empowered health decision.   No transaction fees for 
patients but federally negotiated nationwide discount for 
providers to be part of the program. 
 
Innovative payment  and savings system that provides  30% 
-40% savings to current  insurance premium for all groups,  
non-groups, state and federal health programs.  Additional 
tax credits for every savings donated to support federal 
programs (i.e., uninsured, low-income, homeless)   
Integrated decision on best practices guidelines, risk 
assessment,  experts and provider resources and health  
record collection in one central unit provides a real-time 
evaluation of best policies, practices, oversight and rewards. 
 
 

- Real- time evaluation algorithm can monitor  
the progress and  immediately detect problems 
in the system providing faster response time in 
cases of emergency. 

- Use of secure and validated,  over time and 
states, Health Information Technology Database  
for nationwide application with flexibility for 
modular integration of new health care related 
software, process and  systems. 

- Intra and inter- agencies oversight  (i.e., 
monthly, quarterly and annual) 

 
CNS works through the Secretary with CDC in 
dissemination and promotion campaign of disease 
prevention.  NIH, VA (for veterans) and Department of 
Defense (active military health)  in collaborative research 
and innovative technology development.    Federal Trade 
Commission, National Committee of Vital and Health 
Statistics, Government Accountability Office  and  
Congressional Budget Office for quarterly and annual  
review of  data and procedures. 

 

 
 
ISSUE 6:  Rewards and Penalties    
SEC. 504. Rewarding Prevention on States.  (g) WELLNESS BONUSES.— (1) IN GENERAL.—The Secretary shall award 
wellness bonus payments to at least 5, but not more  than 10, States that demonstrate the greatest  progress in reducing 
disease rates and risk factors  and increasing healthy behaviors. 
 
SEC. 504. Rewarding Prevention on Individual Premiums.   
(1) With respect to the monthly premium amount  for months after December 2010, the Secretary may adjust (under 
procedures established by the Secretary) the  amount of such premium for an individual is based on  whether or not the 
individual participates in certain  healthy behaviors, such as weight management, exercise,  nutrition counseling, 
refraining from tobacco use, designating a health home, and other behaviors determined appropriate by the Secretary. 
(2) In making the adjustments under paragraph (1)  for a month, the Secretary shall ensure that the total amount of 
premiums to be paid under this part for the  month is equal to the total amount of premiums that  would have been paid 
under this part for the month if  no such adjustments had been made, as estimated by the  Secretary.’’. 
 
Section. 311. Improvements to Health Savings Account.   Increase in monthly contribution limit  
“coverage under a high deductible health plan, the monthly limitation for any month of such coverage  for self-only coverage under a high 
deductible health plan as of the first day of such month, $3,000, or family coverage under a high deductible health plan as of the first day 



 
Solutions for Health, Education and Economic Reform s 

Contact:  Dr. Emelita D. Breyer, breyer.foundation@ gmail.com 

of such month, $5,950, and in the case of an eligible individual who has coverage under a qualified long-term care insurance contract  the 
annual premium for such coverage, or $1,000.” 
 
ALIENS.—The term ‘eligible individual’ shall not include any alien individual who is not a lawful permanent resident of the 
United States. 
 
SEC. 814. ADOPTION AND ENFORCEMENT OF GUIDELINES AND STANDARDS.  OF FORUM FOR QUALITY 
AND EFFECTIVENESS IN HEALTH CARE.— the Commissioners shall adopt the  recommendations made for such year 
in the final report for guidelines, standards, performance measures, and review criteria: 
 
ENFORCEMENT AUTHORITY.—The Commissioners, in consultation with the Secretary of Health and  Human Services, 
have the authority to enforce compliance of health care  providers with the guidelines, standards, performance  measures, 
and review criteria.  Such recommendations may include the following, with respect to a health care provider who is not 
in compliance with such guidelines, standards, measures, and criteria: 
 
(2) Imposition of a civil money penalty on such  provider. 
 
 
Problem 6:  Only the top 10 states will received a reward.  The structure does not take into account all the problems of 
uninsured, homeless, non-documented aliens that will provide difficult for other states to economically recovered and 
achieve their goals.  Thus the initial funding will not be enough to compensate for the penalties and increase interest on 
payments when states fail to achieve their goals – which history and the fact correlation between the number of 
homelessness and health care cost) showed would be difficult if not all the causes of the problems are addressed in the 
reform. 
 

Hospitals   (Homelessness State/Area Ranking, Homeless 
No. in the County) 

Physician 
Visits 

Medical 
Spending 

Average Days 
in Hospitals 

UCLA Medical Center   (91,000 Homeless capital of US) 101 $93, 842 32 
New York Presbyterian Hospital (2, 728  homeless)  83 $91, 113 39 
John Hopkins Hospital  (2, 904 homeless) 57 $85, 729 29 
Hospital of the Univ. of Pennsylvania  (6, 653 homeless) 72 $80,727 31 
Massachusetts General Hospital (5, 819 homeless) 75 $78,666 29 
UCSF Medical Hospital  (6, 248 homeless)  63 $78,046 22 
Barnes-Jewish Hospital (St. Louis)  (477 homeless) 61 $63, 281 27 
Cleveland Clinic (2, 208 homeless) 63 $55,333 24 
University of Iowa Hospitals & Clinics (1, 257 homeless) 51 $48,427 24 
St. Luke’s Medical Hospital (<500 annual homeless) 59 $37,581 19 
Mercy Hospital (<500 annual homeless) 47 $31, 229 20 
US Average 70 $52, 838 25 

Data Source:  Medicare Payment Disparity  Still Making News,  Scott McIntyre, November 3, 2009, 
http://blog.iowahospital.org/2009/11/03/medicare-payment-disparity-still-making-news/ 
 
Solution 6:   Current Ryan-Coburn  Health Care Reform Bill  does not address the problem of the unnecessary  high 
cost of emergency cost.  Proposed solutions are focus on giving grant funding to states where potential solutions are yet to 
be realize in the future and committee-based planning where accountability and rapid emergency response could pose 
serious problem.  In the end the states administrative burden will grow as well as its financial responsibility to the system. 

Features of the Republican [Ryan-Coburn’s Health Care Proposal] 
Issues Ryan-Coburn HR 2520 Breyer 

State Responsibilities  State- Based Health Care Insurance Exchange 
Two or more states can enter in inter-state coverage.  Two 
years planning and development for states with additional 2 
years for states who fails in the first 2 years (total of 4 years 
for full national implementation.   No mandate for insurance 
coverage; all private insurance.  Funding: 

CNS will work with the Secretary and CDC grants in 
providing States support for health care promotion,  addressing 
health disparity, community outreach and prevention 
programs. 
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Public-State Plan for Acute Care Medical and Long-Term 
Medical Assistance.   Funding:  State contribution of 45% 
for Acute care State Plan; Long Term care allotment 
depends on the ratio of non-institutional spending to the 
total long term spending for a given year.  Funding:   Acute  
Care – 55% supplement for benefit;  Long Term -  $690.8 
Billion for 10 years. 
 
 
 
State-based Tort Reform  -  Review of State Court after 
exhaustion of Remedy (Impact to the relative time or statute 
of limitation for State Law Suit  is not addressed).  
Remedies are Expert Panel and Health Tribunal to review 
the cases. Funding:  Amount of funding  for grants provided 
to the States to establish the program was not  provided in 
HR2520 while CBO reported nationwide savings for Tort 
Reform was $54 Billion. 
 

 
Coordination between Central Network, Federal and State 
programs for Medicaid, Medicare, and SCHIP, for eligible 
individuals  subsidies,  private insurance, acute care, long-term 
care and tort reforms.  States that can effectively and 
efficiently coordinate quality and cost-effective health 
prevention and treatment will be able to save their current 
State Medicaid and SCHIP contribution (45%-55% of the 
state program budget) for education  and other state-based 
expenses. 
 
Tort-reform is integrated in a standard, nationwide, secured, 
validated technology and health-care delivery.   Access to 
expert panels throughout the nation for case evaluation and 
support compound by real-time data collection, validation, 
evaluation and response. 
 
Through State Administration and the Secretary of Health, 
Agriculture  and Commerce collaboration will be set up with 
academic institutions, economic development agencies  and 
business groups  for efficient implementation of the different 
health programs that engages the business community and 
serves the health needs of their workers.  Coordinate these 
needs so innovative technologies and approaches could be 
integrated to CNS, federal and state programs to serve these 
needs. 

Health Savings Account Tax credit which would be allowable if only qualified 
refund eligible health insurance were taken into account 
under this section, exceeds the limitation imposed for the 
taxable year,  such excess shall be paid by the Secretary into 
the designated account of the taxpayer.   
 
Health Savings limitations  for high deductible health plan, 
the monthly limitation for Individual $3000 and Household 
$ 5970. 
 
Eligible individual who has coverage under a qualified long-
term care insurance contract the lesser of the annual premium 
for such coverage, or $1,000. 
 
 

Individual Savings Account  (ISA) will be set up to CNS 
participants below retirement age.  Savings will be designed 
similar to a 401K  (earning  interest >4%) with tax exempt 
contribution, no transaction fees and an investment supported 
by the government.  In return, percentage  (5-10%) of the 
interest earned  per dollar will go to Social Security and 
Medicare Trust Funds in order to meet the retirement and 
medical needs of  the individual and all enrollees.  A solution 
that will enable the nation to address the insolvency of 
Medicare and Social Security while meeting all the health care 
and retirement commitments to the people (with no tax increase 
and decreased in benefits)  
 

 
ISSUE 7:   Inefficiency in Bureaucracy 
 
TITLE VIII—HEALTH CARE  SERVICES COMMISSION    There is hereby established a Health Care Services 
Commission (in this title, referred to as the ‘‘Commission’’) to be composed of 5 commissioners (in this title referred to as 
the ‘‘Commissioners’’)  to be appointed by the President by and with the advice  and consent of the Senate. Not more than 
3 of such Commissioners shall be members of the same political party,  and in making appointments members of different 
political parties shall be appointed  alternately as nearly as may be  practicable. No Commissioner shall engage in any 
other business, vocation, or employment than that of serving as Commissioner. Each Commissioner shall hold office for a  
term of 5 years and until a successor is appointed and  has qualified, except that— 
 
Subtitle B—Forum for Quality and Effectiveness in Health Care  SEC. 811. ESTABLISHMENT OF OFFICE.   There 
is established within the Commission an office  to be known as the Office of the Forum for Quality and  Effectiveness in 
Health Care. The office shall be headed  by a director (referred to in this title as the ‘‘Director’’)  who shall be appointed 
by the Commissioners. (a) IN GENERAL.—The Office of the Forum for Quality and Effectiveness in Health Care shall 
be composed  of 15 individuals nominated by private sector health care organizations and appointed by the 
Commission and shall include representation from at least the following: 

(1) Health insurance industry. 
(2) Health care provider groups. 
(3) Non-profit organizations. 
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(4) Rural health organizations. 
 
 
Section  904. HHS AND GAO JOINT STUDY AND REPORT ON COSTS OF THE 5 MEDICAL CONDITIONS 
THAT HAVE THE GREATEST IMPACT. 
 (a) STUDY.—The Secretary of Health and Human Services (in this section referred to as the ‘‘Secretary’’)  and the 
Comptroller General of the United States (in this  section referred to as the ‘‘Comptroller General’’) shall  jointly 
conduct a study on the costs of the top 5 medical conditions facing the public which have the greatest impact in terms of 
morbidity, mortality, and financial cost.  Such study shall include—  
 
(1) current estimates as well as a ‘‘generational score’’ to capture the financial cost and health toll  certain medical 
conditions will inflict on the baby  boomer generation and on other individuals; and 
 
 (2) a careful review of certain medical conditions, including heart disease, obesity, diabetes, stroke, cancer, Alzheimers, 
and other medical conditions the Secretary and Comptroller General determine appropriate.  (b) REPORT.—Not later 
than 1 year after the date of enactment of this Act, the Secretary and the Comptroller General shall jointly submit to 
Congress a report containing the results of the study conducted under subsection (a), together with recommendations for 
such legislation and administrative action as the Secretary and the Comptroller General determine appropriate. 
 
Problem 7:    A common sense approach to reduce health care cost is to increase efficiency in the delivery of health 
care across the nation.  The administrative structure of the reform is diffuse and fragmented that no one person nor agency 
can be made accountable for the failure of the system.  Five commissioners with very vague separation of power and 50 
states insurance exchanges with very little convergence on policies to enable interstate insurance exchanges, but worst is 
the uncontrolled oversight for cyber security of hundreds of health IT software leaving health care providers and patients 
very vulnerable to exploitation in medical record and financial fraud. 
 
The reform will be similar to the Republican Health Care Reform of 1996  that further increases cost without reducing the 
number of uninsured.  State-based insurance exchange limits nationwide free market competition that would really lower 
health care cost but only can potentially caters to corruption by state-based corporations  -  tremendous oversight needs 
that cannot be properly addressed by the fragmented structure of governance.  
 
Solution 7:  It is important to note that State and Federally funded programs have more overhead cost than privately 
funded programs.  The misunderstanding relies on the discrepancy in the reporting of the Net Operating Cost from the 
Budget Deficit Cost.  Purchase, rentals and depreciation  of  state or federal office buildings and equipments are not 
included in the Net Operating Cost but is a major factor in the Budget deficits.  Thus 50 state administrative offices, staff 
and equipments in addition to the federal components will not be reported in the net operating cost providing a misleading 
low overhead but will continue to increase the nation’s  and state’s budget deficits.  The structure drains the work force 
capital from private sectors and  government created employment will be unsustainable. 
 

Features of the Republican [Ryan-Coburn’s Health Care Proposal] 
Issues Ryan-Coburn HR 2520 Breyer 

Bureaucracies, 
Efficiency & 
 Administrative Cost 

Bureaucracies and inefficiency of this reform is magnified at 
both Federal and State levels.  Administrative cost will sky 
rocket  starting with $500 M  of 15 inter-federal agency 
planning and campaign  to redundant or overlapping  
responsibilities and small fragmented administration of 5 
commissioners in Health Services Commission, a separate 
Health Information Trust,  and coordination with 50 
administration of state-based insurance exchanges, state to 
federal payment system.  
 
Expenses to purchase/rent  buildings and equipment that 
the federal government capitalizes  and depreciates are part 
of the Budget Deficits but not included in the Net 
Operating Cost.   If these are included in the salaries, 
benefits and pensions of State and Federal employees, then 

Efficiency in coordinating the multiplex structure in health 
care planning and decision,  real-time response and process 
evaluation are all integrated in one system algorithm design.  
Multiple intra- interagency oversights  over a period of time  
(i.e., monthly, quarterly, and annually) provides additional 
checks in the system. Convergence of the collaborating 
agencies, academics, business, patients, physicians, experts 
and other stakeholder roles, resource and responsibilities on 
one process and site. 
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public administrative cost will be higher than private 
sectors. Further  increase of expense  by the  multiple 
committees, commissions and delayed response time  due to 
this structure  -  Government Accountability Office Report, 
Sept. 2009. 

   
Impact on 
Unemployment  

BIGGER STATE AND FEDERAL GOVERNMENT.   
Increase in State  and Federal Employees through the State-
based insurance exchange and programs and in the field of 
Information Technology.   
 
Increase Government spending at the expense of increase 
taxes in the private sectors  will lower the %GDP 
contribution of private sectors -  decrease available capitals 
for businesses.  
 
Potential  increase in unemployment since 
businesses/employers will lose health benefit exclusion.  
Businesses will lay off employees in order to continue to 
provide health care benefits to their best employees.  

- No tax increase and reduction in health insurance 
premium cost for currently insured employees will 
provide more capital for businesses/employers to 
invest and employ people. 

- Promote savings and investment that will be made 
available to the business community 

- Promote infrastructure for efficient development 
and dissemination of new technologies, treatment, 
therapies and healthy activities.  Investment in the 
private sectors for innovative technologies will 
have a synergistic effect in the overall economy 
and employment. 

- Savings to  the States and Federal government can 
be channeled to fund other  educational, and 
economic programs.  States will have more funds 
to support education programs strengthening the 
workforce ability to adapt to the economic needs 
of the country. 

 
. 


