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Patient Protection and Affordable Care Act 

Detailed Summary of Provisions that Impact AUCD Network Programs 

Overall Approach to expanding access and Coverage 

Require most U.S. citizens and legal residents to have health insurance. Create state-based American Health 
Benefit Exchanges through which individuals can purchase coverage, with premium and cost-sharing credits 
available to individuals/families with income between 133-400% of the federal poverty level (the poverty level is 
$18,310 for a family of three in 2009) and create separate Exchanges through which small businesses can purchase 
coverage. Require employers to pay penalties for employees who receive tax credits for health insurance through 
an Exchange, with exceptions for small employers. Impose new regulations on health plans in the Exchanges and in 
the individual and small group markets. Expand Medicaid to 133% of the federal poverty level.  

Medicaid and CHIP Expansion 

 Expand Medicaid to all individuals under age 65 (children, pregnant women, parents, and adults without 

dependent children) with incomes up to 133% FPL based on modified adjusted gross income (as under 

current law and in the House and Senate-passed bills undocumented immigrants are not eligible for 

Medicaid). All newly eligible adults will be guaranteed a benchmark benefit package that at least provides 

the essential health benefits. To finance the coverage for the newly eligible (those who were not 

previously eligible for a full benchmark benefit package or who were eligible for a capped program but 

were not enrolled), states will receive 100% federal funding for 2014 through 2016, 95% federal financing 

in 2017, 94% federal financing in 2018, 93% federal financing in 2019, and 90% federal financing for 2020 

and subsequent years. States that have already expanded eligibility to adults with incomes up to 100% 

FPL will receive a phased-in increase in the federal medical assistance percentage (FMAP) for non-

pregnant childless adults so that by 2020 they receive the same federal financing (90%) as other states. In 

addition, increase Medicaid payments in fee-for-service and managed care for primary care services 

provided by primary care doctors (family medicine, general internal medicine or pediatric medicine) to 

100% of the Medicare payment rates for 2013 and 2014. States will receive 100% federal financing for the 

increased payment rates. (Effective January 1, 2014)  

 Require states to maintain current income eligibility levels for children in Medicaid and the Children’s 

Health Insurance Program (CHIP) until 2019 and extend funding for CHIP through 2015. CHIP benefit 

package and cost-sharing rules will continue as under current law. Beginning in 2015, states will receive a 

23 percentage point increase in the CHIP match rate up to a cap of 100%. CHIP-eligible children who are 

unable to enroll in the program due to enrollment caps will be eligible for tax credits in the state 

Exchanges.  

 Create an Innovation Center within the Centers for Medicare and Medicaid Services to test, evaluate, and 

expand in Medicare, Medicaid, and CHIP different payment structures and methodologies to reduce 

program expenditures while maintaining or improving quality of care. Payment reform models that 

improve quality and reduce the rate of cost growth could be expanded throughout the Medicare, 

Medicaid, and CHIP programs. (Effective January 1, 2011)  

Private Insurance Reforms 

 Establish a temporary national high-risk pool to provide health coverage to individuals with pre-existing 
medical conditions. U.S. citizens and legal immigrants who have a pre-existing medical condition and who 
have been uninsured for at least six months will be eligible to enroll in the high-risk pool and receive 
subsidized premiums. Premiums for the pool will be established for a standard population and may vary 
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by no more than 4 to 1 due to age; maximum cost-sharing will be limited to the current law HSA limit 
($5,950/individual and $11,900/family in 2010). Appropriate $5 billion to finance the program. (Effective 
within 90 days of enactment until January 1, 2014)  

 Require health plans to report the proportion of premium dollars spent on clinical services, quality, and 
other costs and provide rebates to consumers for the amount of the premium spent on clinical services 
and quality that is less than 85% for plans in the large group market and 80% for plans in the individual 
and small group markets. (Requirement to report medical loss ratio effective plan year 2010; requirement 
to provide rebates effective January 1, 2011)  

 Prohibit individual and group health plans from placing lifetime limits on the dollar value of coverage and 
prohibit insurers from rescinding coverage except in cases of fraud. Prohibit pre-existing condition 
exclusions for children. (Effective six months following enactment) Beginning in January 2014, prohibit 
individual and group health plans from placing annual limits on the dollar value of coverage. Prior to 
January 2014, plans may only impose annual limits on coverage as determined by the Secretary.  

 Grandfather existing individual and group plans with respect to new benefit standards, but require these 
grandfathered plans to extend dependent coverage to adult children to age 26, prohibit rescissions of 
coverage, and eliminate waiting periods for coverage of greater than 90 days. Require grandfathered 
group plans to eliminate lifetime limits on coverage and beginning in 2014, eliminate annual limits on 
coverage. Prior to 2014, grandfathered group plans may only impose annual limits as determined by the 
Secretary. Require grandfathered group plans to eliminate pre-existing condition exclusions for children 
within six months of enactment and by 2014 for adults. (Effective six months following enactment, except 
where otherwise specified)  

State Role and Exchange 

 Create an American Health Benefit Exchange and a Small Business Health Options Program (SHOP) 
Exchange for individuals and small businesses and provide oversight of health plans with regard to the 
new insurance market regulations, consumer protections, rate reviews, solvency, reserve fund 
requirements, premium taxes, and to define rating areas.  

 Enroll newly eligible Medicaid beneficiaries into the Medicaid program no later than January 2014 (states 
have the option to expand enrollment beginning in 2011), coordinate enrollment with the new Exchanges, 
and implement other specified changes to the Medicaid program. Maintain current Medicaid and CHIP 
eligibility levels for children until 2019 and maintain current Medicaid eligibility levels for adults until the 
Exchange is fully operational. A state will be exempt from the maintenance of effort requirement for non-
disabled adults with incomes above 133% FPL for any year from January 2011 through December 31, 2013 
if the state certifies that it is experiencing a budget deficit or will experience a deficit in the following year.  

 Establish an office of health insurance consumer assistance or an ombudsman program to serve as an 
advocate for people with private coverage in the individual and small group markets. (Federal grants 
available beginning fiscal year 2010)  

 Permit states to create a Basic Health Plan for uninsured individuals with incomes between 133% and 
200% FPL in lieu of these individuals receiving premium subsidies to purchase coverage in the Exchanges. 
(Effective January 1, 2014) Permit states to obtain a five-year waiver of certain new health insurance 
requirements if the state can demonstrate that it provides health coverage to all residents that is at least 
as comprehensive as the coverage required under an Exchange plan and that the state plan does not 
increase the federal budget deficit. (Effective January 1, 2017)  

Prevention/Wellness 

 Establish the National Prevention, Health Promotion and Public Health Council to coordinate federal 
prevention, wellness, and public health activities. Develop a national strategy to improve the nation’s 
health. (Strategy due one year following enactment) Create a Prevention and Public Health Fund to 
expand and sustain funding for prevention and public health programs. (Initial appropriation in fiscal year 
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2010) Create task forces on Preventive Services and Community Preventive Services to develop, update, 
and disseminate evidenced-based recommendations on the use of clinical and community prevention 
services. (Effective upon enactment)  

 Establish a grant program to support the delivery of evidence-based and community-based prevention 
and wellness services aimed at strengthening prevention activities, reducing chronic disease rates and 
addressing health disparities, especially in rural and frontier areas. (Funds appropriated for five years 
beginning in FY 2010)  

 Improve prevention by covering only proven preventive services and eliminating cost-sharing for 
preventive services in Medicare and Medicaid. (Effective January 1, 2011) For states that provide 
Medicaid coverage for and remove cost-sharing for preventive services recommended by the US 
Preventive Services Task Force and recommended immunizations, provide a one percentage point 
increase in the FMAP for these services. Increase Medicare payments for certain preventive services to 
100% of actual charges or fee schedule rates. (Effective January 1, 2011)  

 Provide Medicare beneficiaries access to a comprehensive health risk assessment and creation of a 
personalized prevention plan. (Health risk assessment model developed within 18 months following 
enactment) Provide incentives to Medicare and Medicaid beneficiaries to complete behavior modification 
programs. (Effective January 1, 2011 or when program criteria is developed, whichever is first) Require 
Medicaid coverage for tobacco cessation services for pregnant women. (Effective October 1, 2010)  

 Require qualified health plans to provide at a minimum coverage without cost-sharing for preventive 
services rated A or B by the U.S. Preventive Services Task Force, recommended immunizations, preventive 
care for infants, children, and adolescents, and additional preventive care and screenings for women. 
(Effective six months following enactment)  

 Provide grants for up to five years to small employers that establish wellness programs. (Funds 
appropriated for five years beginning in fiscal year 2011) Provide technical assistance and other resources 
to evaluate employer-based wellness programs. Conduct a national worksite health policies and programs 
survey to assess employer-based health policies and programs. (Conduct study within two years following 
enactment)  

 Permit employers to offer employees rewards—in the form of premium discounts, waivers of cost-sharing 
requirements, or benefits that would otherwise not be provided—of up to 30% of the cost of coverage for 
participating in a wellness program and meeting certain health-related standards. Employers must offer 
an alternative standard for individuals for whom it is unreasonably difficult or inadvisable to meet the 
standard. The reward limit may be increased to 50% of the cost of coverage if deemed appropriate. 
(Effective January 1, 2014) Establish 10-state pilot programs by July 2014 to permit participating states to 
apply similar rewards for participating in wellness programs in the individual market and expand 
demonstrations in 2017 if effective. Require a report on the effectiveness and impact of wellness 
programs. (Report due three years following enactment)  

Long Term Care 

 Establish CLASS Act program, a national, voluntary insurance program for purchasing community living 
assistance services and supports. Following a five-year vesting period, the program will provide individuals 
with functional limitations a cash benefit of not less than an average of $50 per day to purchase non-
medical services and supports necessary to maintain community residence. The program is financed 
through voluntary payroll deductions: all working adults will be automatically enrolled in the program, 
unless they choose to opt-out. (Effective January 1, 2011)  

 Extend the Medicaid Money Follows the Person Rebalancing Demonstration program through September 
2016 (effective 30 days following enactment) and allocate $10 million per year for five years to continue 
the Aging and Disability Resource Center initiatives (funds appropriated for fiscal years 2010 through 
2014).  

 Provide states with new options for offering home and community-based services through a Medicaid 
state plan rather than through a waiver for individuals with incomes up to 300% of the maximum SSI 
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payment and who have a higher level of need and permit states to extend full Medicaid benefits to 
individual receiving home and community-based services under a state plan. (Effective October 1, 2010)  

 Establish the Community First Choice Option in Medicaid to provide community-based attendant 
supports and services to individuals with disabilities who require an institutional level of care. Provide 
states with an enhanced federal matching rate (FMAP) of an additional six (6) percentage points for 
reimbursable expenses in the program. (Effective October 1, 2011)  

 Create the State Balancing Incentive Program to provide enhanced federal matching payments to eligible 
states to increase the proportion of non-institutionally-based long-term care services. Selected states will 
be eligible for FMAP increases for medical assistance expenditures for non-institutionally-based long-term 
services and supports. (Effective October 1, 2011 through September 30, 2015)  

 Require skilled nursing facilities under Medicare and nursing facilities under Medicaid to disclose 
information regarding ownership, accountability requirements, and expenditures. Publish standardized 
information on nursing facilities to a website so Medicare enrollees can compare the facilities. (Effective 
dates vary)  

Workforce training and development 

 Establish a multi-stakeholder Workforce Advisory Committee to develop a national workforce strategy. 
(Appointments made by September 30, 2010)  

 Increase the number of Graduate Medical Education (GME) training positions by redistributing currently 
unused slots, with priorities given to primary care and general surgery and to states with the lowest 
resident physician-to-population ratios (effective July 1, 2011); increase flexibility in laws and regulations 
that govern GME funding to promote training in outpatient settings (effective July 1, 2010); and ensure 
the availability of residency programs in rural and underserved areas. Establish Teaching Health Centers, 
defined as community-based, ambulatory patient care centers, including federally qualified health centers 
and other federally-funded health centers that are eligible for Medicare payments for the expenses 
associated with operating primary care residency programs. (Initial appropriation in fiscal year 2010)  

 Increase workforce supply and support training of health professionals through scholarships and loans; 
support primary care training and capacity building; provide state grants to providers in medically 
underserved areas; train and recruit providers to serve in rural areas; establish a public health workforce 
loan repayment program; provide medical residents with training in preventive medicine and public 
health; promote training of a diverse workforce; and promote cultural competence training of health care 
professionals. (Effective dates vary) Support the development of interdisciplinary mental and behavioral 
health training programs (effective fiscal year 2010) and establish a training program for oral health 
professionals. (Funds appropriated for six years beginning in fiscal year 2010)  

 Address the projected shortage of nurses and retention of nurses by increasing the capacity for education, 
supporting training programs, providing loan repayment and retention grants, and creating a career 
ladder to nursing. (Initial appropriation in fiscal year 2010) Provide grants for up to three years to employ 
and provide training to family nurse practitioners who provide primary care in federally qualified health 
centers and nurse-managed health clinics. (Funds appropriated for five years beginning in fiscal year 
2011)  

 Support the development of training programs that focus on primary care models such as medical homes, 
team management of chronic disease, and those that integrate physical and mental health services. 
(Funds appropriated for five years beginning in fiscal year 2010)  

Source: Kaiser Family Foundation: www.kff.org.  
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