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Health Care Public Policy Group Health Care Reform Chart

The chart below is intended to provide a broad overview of key issues addressed in the three major health care reform bills currently moving through Congress. These are: the Senate
Finance Committee bill; the Senate Health, Education, Labor, & Pensions (“HELP”) Committee bill; and the House Tri-Committee bill drafted by the House Ways & Means, Energy &
Commerce, and Education & Labor Committees.i The summary of the Senate HELP Committee bill in this chart reflects the version that was introduced prior to the Committee’s markup and
incorporates changes on coverage reforms released during the HELP Committee markup; the House Tri-Committee bill summarized herein is the version that was introduced on July 14, 2009
prior to markup; and the Senate Finance bill is the version released by Chairman Max Baucus (D-MT) on September 16, 2009 prior to markup. The chart will be updated regularly as
Congressional activity on each proposal warrants.

Policy Senate HELP House Tri-Committee Senate Finance
Health Insurance
Exchange/
Pooling
Mechanism

“American Health Benefit Gateways” would be established in
each State by States or HHS. The Gateways would facilitate
enrollment in health insurance by eligible individuals and
employer groups, and other functions would include:
certifying qualified health plans; developing tools to allow
consumers to receive accurate information; entering into
agreements with “navigators”; facilitating the purchase of
long term-services and supports; collecting complaints and
concerns from enrollees; and other functions. The Gateways
would be supported by planning and establishment grants
from HHS, and the Gateways could assess a surcharge on
insurers that would fund administrative and operating
expenses. The surcharge may not exceed 4 percent of the
premiums collected by the qualified health plan. Grants
would also be available to support community-based
enrollment initiatives. (Sec. 142, adding Sec. 3101)

Qualified health insurance plans would be required to offer at
least “essential health care benefits” as defined by the
Secretary and would need to also meet additional criteria to
receive required certification by a Gateway. Requires the
Secretary to request help from the National Association of
Insurance Commissioners in developing such criteria. (Sec.
142, adding Sec. 3101(l); see also Sec. 163, adding Sec.
3116)

Establishes the “Health Choices Administration,” to be led by a Health
Choices Commissioner, which will establish and run a Health
Insurance Exchange. (Sec. 141). Requires consultation with the
National Association of Insurance Commissioners, state agencies, and
other federal agencies. (Sec. 143)

The Health Choices Commissioner would contract with entities
offering qualified health benefit plans to offer plans through the
Exchange. (Sec. 201). All individuals not enrolled in another qualified
health benefits plan or other acceptable coverage would be eligible to
enroll in an Exchange-participating plan. Acceptable coverage also
includes “grandfathered” health insurance coverage. Eligibility for
enrollment through the exchange would be phased in, starting with
individuals and employers with fewer than 10 employees. Individuals
would be eligible to participate in the Exchange if they did not have
coverage as a full-time employee under a group health plan or through
Medicare, Medicaid, DoD/Tricare, or the VA. Non-traditional
Medicaid eligible individuals may be eligible to enroll in a plan
through the Exchange if they were enrolled in a qualified health
benefits plan, grandfathered health insurance coverage, or current
group health plan during the 6 months prior to becoming a non-
traditional Medicaid eligible individual, if they choose not to enroll in
Medicaid. Employees offered insurance through the Exchange would
have the choice of any Exchange participating plan. (Sec. 202)

Establishment of State Exchanges. Requires states to establish an
individual market exchange and a Small Business Health Options
Program (SHOP) exchange (or a combined exchange) in 2010.

Plan Participation. Requires all private insurers in the individual and
small group markets to be available though the exchanges in states where
they are licensed.

Administration. The Secretary of HHS or the states would develop a
standard enrollment application; provide a standardized format for
presenting insurance options in the exchange; develop standardized
marketing requirements; maintain a call center for customer service;
enable enrollment at local hospitals, schools, Department of Motor
Vehicles offices, local Social Security offices, etc.; develop a model
template for a Web portal to provide tools for individuals and small
businesses; conduct eligibility determinations for tax credits and
subsidies; establish procedures for certifying that credible coverage is
deemed unaffordable for individuals for IRS purposed; establish
procedures for appeals of eligibility decisions for subsidies; and establish
a plan for publicizing the existence of the state exchange and annual
open enrollment period.

Other Operators. Permits states to allow other entities to operate an
exchange after 3 years if certain requirements are met.
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Describes strategies for rewarding quality through market-
based incentives including care coordination to improve
health outcomes, prevention of hospital readmissions, use of
best practices, implementation of wellness and health
promotion activities, and other strategies. Requires reporting
on these strategies. (Sec. 142, adding Sec. 3101(m))

Applies mental health parity to qualified health plans. (Sec.
142, adding Sec. 3101(p))

Only U.S. citizens or lawful aliens would be considered
eligible individuals. To be eligible, individuals would also
need to be “qualified individuals,” meaning that they reside in
a State with a Gateway, are not incarcerated, and are not
enrolled in Medicare, Medicaid, or other Federal programs.
Individuals at less than 150% of poverty would not be
considered qualified individuals. (Sec. 163, adding Sec.
3116)

Qualified employers electing to enroll in a plan through a
Gateway would have to employ no more than 10 employees
(or meet a size restriction set by a State), and comply with
other criteria established by the Secretary. (Sec. 163, adding
Sec. 3116)
Gateways would assess a charge on health insurance issuers
of low actuarial risk plans and provide payment to issuers of
high actuarial risk plans. (Sec. 142, adding Sec. 3101(c)(6))

States would have the option to either establish a Gateway or
participate by requesting that HHS establish a Gateway. If a
State has done neither after 4 years, HHS will establish a
Gateway in the State. (Sec. 142, adding Sec. 3104)

Gateways would be eligible to receive grants to contract with
“navigators” that would assist with enrollment. (Sec. 142,
adding Sec. 3105)

Includes provisions to promote the financial integrity of
Gateways and to protect against fraud and abuse. (Sec. 142,
adding Sec. 3102)

Insurers offering plans in the Exchange would be required to offer at
least one “basic plan” (which would offer the essential benefits
package) and would have the option to offer one “enhanced plan”
(lower cost-sharing), one premium plan (even lower cost-sharing), and
one premium plus plan (additional benefits such as adult dental and
vision), if and only if the plan offers each lower level of coverage. The
Health Choices Commissioner would specify benefit levels for plans.
More inclusive state benefits requirements would continue to apply.
(Sec. 203)

The Health Choices Commissioner would certify qualifying health
benefits plan-offering entities, solicit and negotiate bids, and contract
for coverage. Standards for certification would include licensure, data
reporting, affordability credit implementation, acceptance of all
enrollments (and notification of the Commissioner if the plan nears
capacity), participation in risk pooling mechanisms, contractual
relationships for outpatient services with covered entities, culturally
and linguistically appropriate services, etc. The Secretary would have
oversight and enforcement responsibilities over such plans, including
marketing of plans, in coordination with State insurance regulators.
(Sec. 204)

Requires the Health Choices Commission to conduct outreach and
education, make timely eligibility determinations, assist consumers
with choosing a plan, and carry out enrollment processes, including
through an open enrollment period and special enrollment periods.
Provides for automatic enrollment for non-Medicaid eligible
individuals. Provides that enrolled individuals pay premiums directly
to plans, not to the Commissioner. (Sec. 205)

Requires automatic enrollment procedures for certain non-Medicaid
eligible individuals who are eligible for and have applied for the
affordability credits. Requires automatic enrollment in Medicaid for
an exchange-eligible individual who is eligible for Medicaid. (Sec.
205)

Establishes a Health Insurance Exchange Trust Fund that would make
payments to operate the Exchange, including affordability credit
payments. Funds would be derived from taxes on individuals who do
not obtain acceptable coverage, employment taxes on employers not
providing acceptable coverage, and excise taxes on failures to meet

Regional Exchanges. Allows for regional exchanges operated through
interstate compacts.

SHOP Exchanges. States would assist small employers that choose to
use the SHOP exchange; HHS would designate an office to provide
technical assistance.

Employer eligibility. Requires states to develop a phase-in schedule by
2017 for inclusion of employers with 50 or more employees (or 100
more employees in states that allow participation of employers with 51-
100 employees from the outset).

Funding. Exchanges would receive initial federal Funding and later
become self-sustaining.

Abortion. Requires that at least one plan in each exchange cover, and at
least one plan not cover, abortions beyond those for which Federal funds
appropriated for HHS are permitted. Prohibits health benefits plans
participating in the exchanges from discriminating against providers
based on willingness or unwillingness to provide, pay for, cover, or refer
for abortions.

American Indians/Alaska Natives Provisions. Prohibits cost-sharing
(including premiums, deductibles, copayments, co-insurance, etc.) for all
American Indians and Alaska Natives (AI/ANs) with incomes at or
below 300 percent of FPL for state exchange plans and public programs.
Subjects AI/ANs to the responsibility to obtain insurance, but exempt
them from the penalty for failing to do so. AI/ANs would be allowed a
choice of providers, including I/T/Us. Authorizes monthly special
enrollment periods for AI/ANs in state exchanges.
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The bill also includes a sense of the Senate that all Americans
should have access to care in a manner similar to the FEHBP.
(Sec.141)

certain health coverage requirements. (Sec. 207)

State-based Health Insurance Exchanges could be offered by single
states or groups of states as an alternative to the Health Insurance
Exchange in those areas. Such exchanges would have to be
approved by the Health Choices Commissioner and meet certain
requirements, and the Commissioner would retain certain authority.
The State Exchanges would negotiate and contract with qualified
plans, enroll individuals and employers, establish sufficient local
offices, administer affordability credits, and conduct enforcement
activities. Matching grants with a State share of expenditures would
be provided to support operation of State-based exchanges. (Sec.
208)

Requires the Commissioner to conduct an Exchange Access Study
for individuals and employers. State-based operations must not
result in any net increase in expenditures for the Federal
Government. (Sec. 202)

Medicaid Expansion of Medicaid. Deems children born in the U.S., who are
not otherwise covered, to be non-traditional Medicaid eligible
individuals. Allows individuals who are eligible for both Medicaid
and the Exchange to choose the option they prefer. Requires States
to enter into a memorandum of understanding with HHS regarding
coordinating enrollment of individuals in exchange-participating
plans and Medicaid according to the section. Requires cultural and
linguistic appropriateness in carrying out the section. (Sec. 205)

Expands Medicaid to 133 1/3% of poverty, paid for by the Federal
government with no state matching requirement. Requires the
government to pay 100% of the costs to cover certain newborns.
(Sec. 1701)

Requires the States to enter into a Medicaid memorandum of
understanding with the Health Choices Commissioner to ensure the
enrollment of Medicaid-eligible individuals in acceptable coverage.
(Sec. 1702)

Prohibits a state from effecting eligibility standards that are more
restrictive than standards in effect on June 16, 2009. (Sec. 1703)

Requires Medicaid coverage of preventive services that the

Medicaid Program Payments. States would continue to receive Federal
financial assistance as determined by FMAP. Beginning in 2014,
additional Federal financial assistance would be provided to all States to
defray the costs of covering newly eligible beneficiaries. The Federal
government would pay a greater share of the costs for individuals “newly
eligible” for Medicaid based on the proposed eligibility changes. Newly
eligible would be defined as (1) non-elderly, non-pregnant individuals
below 133% of FPL who were not previously eligible for a full or
benchmark benefit package, or (2) individuals who were eligible for such
a package through a capped waiver but were not enrolled as of the date
of enactment.

Those states that currently offer minimal or no coverage of the newly
eligible population would receive more assistance initially than those
states that currently cover at least some non-elderly, non-pregnant
individuals. Expansion states would be defined as states with coverage of
parents and childless adults at or above 100% of FPL that is not based on
employer or employment. Between 2014 and 2018, the additional
assistance to expansion states and other states would be adjusted
downward and upward, respectively, so that, in 2019, all states would
receive the same level of additional assistance for covering newly
eligibles. The additional assistance would be provided through a
percentage point increase in FMAP, according to a set schedule outlined
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Secretary determines are recommended with a grade A or B by the
Task Force for Clinical Preventive Services. Covered preventive
services must also include vaccines recommended by the CDC or
services determined appropriate for individuals eligible for
Medicaid. Effective July 1, 2010. (Sec. 1711)

Extends Medicaid coverage to include tobacco cessation products
approved by the FDA. Effective January 1, 2010. (Sec. 1712)
Allows for optional state coverage of nurse home visitation services
to women who are pregnant for the first time or have a child under 2
years of age (effective January 1, 2010), family planning services
(effective on enactment), freestanding birth center services
(effective on enactment), and HIV-infected individuals (effective on
enactment but sunsets January 1, 2013). (Sections 1713, 1714,
1724, 1731)

Increases Medicaid payments for primary care services to no less
than 80% of Medicare rates applicable to such services and
physicians or professionals in 2010, 90% in 2011, and 100% by
2012. Requires the Federal government to pay for this increase in
payments. (Sec. 1721)

Creates a five year medical home pilot program for high-need
beneficiaries (including medically fragile children and high-risk
pregnant women) to which a State may apply for approval. (Sec.
1722)

Allows children without insurance to receive vaccines at public
health clinics under the Vaccines for Children Program. (Sec. 1725)

Extends Transitional Medicaid Assistance from December 31, 2010
through December 31, 2012. (Sec. 1732)

Expands outstationing for the receipt and initial processing of
applications of individuals for Medicaid. Effective July 1, 2010.
(Sec. 1705)

Amends the term “medical assistance” to include payment for the
costs of graduate medical education whether provided in or outside a
hospital. Effective upon enactment. Directs the Secretary to publish
program goals for the use of the funds no later than December 31,

in the legislation. The FMAP could not exceed 95% in any year as a
result of the schedule.

For any non-elderly, non-pregnant adult between 100 and 133% of FPL
who chooses the state exchange in place of Medicaid, states would be
required to pay an amount equal to the state’s average cost of coverage
for individuals in that same Medicaid eligibility category. For services
provided to existing eligibility groups, and under existing Medicaid
waivers, the Federal and state governments would share in the costs as
established under the FMAP formula.

Medicaid and Employer-Sponsored Insurance. Effective January 1, 2013,
the legislation would require states to offer premium assistance and
wrap-around benefits to Medicaid beneficiaries who are offered
employer-sponsored insurance if it is cost effective to do so, consistent
with current law requirements.

Treatment of the Territories. Increases spending caps for the territories
by 30% and the applicable FMAP by 5 percentage points – to 55% –
beginning on January 1, 2011. The cost of covering newly eligibles
would not count towards the spending caps.

Enrollment Coordination with State Exchange. Requires states to
establish a Medicaid enrollment website to promote seamless enrollment
in Medicaid should a Medicaid eligible individual apply for tax credits
through a state exchange website or vice versa.

Presumptive Eligibility. Effective January 1, 2014, permits all hospitals
that participate in Medicaid to make presumptive eligibility
determinations in addition to providers currently eligible to do so.
Allows hospitals and other providers to make such determinations for all
Medicaid eligible populations, as long as state agency verifies hospital or
provider is capable of doing so. The time period of presumptive
eligibility would be consistent with current law. Current notification
procedures would apply to all presumptive eligibility determinations.
States would decide the benefits covered during presumptive eligibility.

Waiver Transparency. Imposes requirements regarding transparency in
development, implementation, and evaluation of Medicaid and CHIP
section 1115 demonstration programs that impact eligibility, enrollment,
benefits, cost-sharing, or financing. States would be required to: (1)
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2011. (Sec. 1744)

Increases the cap and FMAP for Puerto Rico and the territories by a
percentage specified by the Secretary of HHS that should not total
more than $10.35 billion between the period 2011-2019. Provides
for increases for FY 2020 and subsequent years. (Sec. 1771)

Extends the Qualified Individual (“QI”) Program for two years and
eliminates the funding limitation. (Sec. 1872)

provide notice of intent to develop/renew an 1115 waiver and convene at
least one meeting of the state’s medical advisory board to discuss the
impacts of the proposed changes; (2) publish for written comment a
notice of the proposal including state projections and assumptions
regarding the likely impact of the waiver; (3) post the waiver proposal on
the state‘s Medicaid or CHIP website; and (4) convene open meetings
over the course of the development of the proposal to discuss proposed
changes. States could also be required to include information regarding
the actions taken to meet the notice requirements as a part of their waiver
submission to CMS. The same transparency requirements would apply
for state plan amendments (SPAs).

Secretary would be required to: (1) publish a Federal Register notice
identifying monthly waiver submissions, approvals, denials, and
information about the public comment process; (2) publish a copy of the
proposed waiver to the CMS website; and (3) allow for, respond to, and
make available public comments received about the proposal. Once
approved, the Secretary would post waiver terms and conditions and
approval documents, quarterly state-reported data and three-year
evaluations to the CMS website. Similar transparency requirements
would apply for SPAs.

Free-Standing Birth Centers would be identified as Medicaid providers.

Curative and Palliative Care for Children in Medicaid. Allows children
eligible for Medicaid to receive hospice services without forgoing any
other service to which the child is entitled under Medicaid.

Long Term Services and Supports. Allocates $10 million each fiscal year
beginning in FY2010 for five years to continue funding Aging and
Disability Resource Center initiatives.

Money Follows the Person Rebalancing Demonstration extended
through September 30, 2016.

Standardized Collection of Data. Establishes uniform categories for
collecting data on race and ethnicity, gender and primary language. The
OMB Directive 15 standards and the OMB policy for aggregation and
allocation of subgroups for race and ethnicity data would apply to
Medicaid. CMS would be required to collect primary language data on
CHIP enrollees and their parents. Additionally, requires CMS to collect
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data on individuals with disabilities by surveying providers.

American Indians/Alaska Natives Premiums and Cost-Sharing. Prohibits
cost-sharing (including premiums, deductibles, copayments, co-
insurance, etc.) for all American Indians and Alaska Natives (AI/ANs)
with incomes at or below 300 percent of FPL for state exchange plans
and public programs.

American Indians/Alaska Natives Eligibility Determination. Indian
tribes, tribal organizations, and urban Indian organizations would be
added to the definition of an Express Lane Agency. Tribes would also be
allowed to accept applications for public programs and state exchange
plans.

Expansion of
SCHIP or Other
Children’s
Coverage

Reauthorizes the Emergency Medical Services for Children
Program. (Sec. 176)

Covers newborns not otherwise insured at the time of birth though
Medicaid. Covers certain children through SCHIP. (Sec. 205)

Prohibits a state from effecting eligibility standards that are more
restrictive than standards in effect on June 16, 2009. Maintenance
of effort ends with the opening of the Health Insurance Exchange in
2013, or if a later date, then on the date when the Health Choices
Commissioner has determined the Exchange has the capacity to
support CHIP enrollees and the Secretary determines procedures are
in place to ensure the timely transition of CHIP enrollees without
interruption of coverage. (Sec. 1703)

Extends coverage of translation or interpretation services included in
the CHIP Reauthorization to “other individuals.” (Sec. 1723)

Requires stand-alone CHIP programs to provide a 12-month
continuous eligibility option for low-income children whose family
income is below 200% of the federal poverty level. (Sec. 1733)

Non-Payment for Health Care Acquired Conditions. Provides that
Medicaid payments as of January 1, 2010 will not be made for
health care acquired conditions. Applies to CHIP. Permits the
Secretary to exclude certain conditions or to include additional
conditions. (Sec. 1751)

Minimum Medical Loss Ratio for Medicaid Managed Care
Organizations. Sets the medical loss ratio at least at 85 percent for
contracts entered into or renewed after July 1, 2010. Applies to

Children’s Health Insurance Program. Through the end of current
reauthorization period (September 30, 2013), requires states to maintain
income eligibility levels for currently eligible children. No other Federal
changes to CHIP prior to September 30, 2013 or until the Secretary
determines that the state exchange is fully operational, whichever occurs
later. After such date, establishes a Federal floor for CHIP eligibility,
requiring states to offer CHIP to all children between 134 and 250% of
FPL. CHIP income eligibility would be based on modified adjusted gross
income, the same measurement that would be used in Medicaid and the
state exchanges. No income disregards would be allowed.

The CHIP benefit package would include state exchange coverage and
state wrap-around benefits. CHIP enrollees would receive tax credits in
the state exchanges (described in the Mark’s Coverage section). Wrap-
around benefits would be arranged by states to provide coverage for
health services of an amount, type, and scope that exceeds the limits of
state exchange coverage (to the full extent of EPSDT). This may include
contracting with plans to provide wrap-around benefits to CHIP
beneficiaries or providing wrap-around benefits directly.

The CHIP cost-sharing rules and out-of-pocket limit of 5% of family
income would continue to apply. As in current law, states would be
reimbursed at the enhanced CHIP match for the cost of this coverage.

American Indians/Alaska Natives Premiums and Cost-Sharing. Prohibits
cost-sharing (including premiums, deductibles, copayments, co-
insurance, etc.) for all American Indians and Alaska Natives (AI/ANs)
with incomes at or below 300% of FPL for state exchange plans and
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CHIP. (Sec. 1755) public programs. (Title I, Subtitle G, Part X)

Extension of Family-to-Family Health Information Centers. Extends
funding for family-to-family health information centers at $5 million for
FY 2010 through FY 2012.

Expansion of
Medicare, or
Options for Adult
Ages 55-65

Creates a temporary reinsurance program, in States that do not
have Gateways, to reimburse participating employment based
plans for coverage of retirees ages 55 and older who are not
eligible for Medicare. This program would pull funds from a
“Retiree Reserve Trust Fund,” which would be funded by an
initial appropriation of up to $10 billion. (Sec. 181)

Establishes a temporary reinsurance program for retirees (55 year of
age or older but not eligible for Medicare) to be effective within 90
days of enactment. Eligible plans would apply to the Secretary to
participate. Participating employment-based plans would submit
claims for reimbursement to the Secretary, and the Secretary would
reimburse 80% of claim costs between $15,000 and $90,000
(adjusted based on CPI). Establishes a retiree reserve trust fund and
authorizes an appropriation of up to $10 billion for the fund to carry
out the program. (Sec. 164)

High-risk Pool. Allows enrollment in a high-risk pool for individuals
who have been denied health care coverage due to a pre-existing
condition and who have been uninsured for six months. Premiums
would be 100% of the standard premium rate for a “Bronze plan.”
Provides $5 billion to subsidize premiums for individuals in the high-risk
pool. Expires in 2013.

Long-Term Care The “Community Living Assistance Services and Supports
(“CLASS”) Act” would create a new voluntary insurance
program for purchasing of community living assistance
services and supports. Active enrollees would pay into the
CLASS program through a payroll deduction (with an opt-out
option). Benefits could be collected by enrollees who have
paid premiums for at least 60 months (at least 12 consecutive
months), if the individual develops a functional limitation,
related to his or her ability to perform activities of daily living
or cognitive or psychiatric impairment, that is expected to last
for a continuous period of more than 90 days. Benefits
include a cash benefit; advocacy services; and advice and
assistance counseling. The payroll deductions would fund a
“CLASS Independence Fund,” and the bill also creates a
“CLASS Independence Advisory Council” to make CLASS
program recommendations. (Sec. 191)

Qualified Long Term Care Insurance. Permits a cafeteria plan to offer
contributions to a qualified long-term care insurance contract as a
qualified benefit. Effective December 31, 2010.

Coverage for
Young Adults

Requires insurers providing dependent coverage to cover
children up to age 26. (Sec. 101, amending Sec. 2709)

Public Plan or
Not-for-Profit
Option

Requires the Secretary to establish a community health option
to be offered through each Gateway. Providers and
individuals would not be required to participate in the
program. (Sec. 142, adding Sec.3106)

Requires the community health option to comply with the
same requirements as those set forth for qualified health
plans. Community plans would offer only essential health
benefits, but states could require additional benefits. (Sec.

Requires HHS to establish a public Exchange-participating health
benefits plan that would be available only through the Exchange. The
“public health insurance option” would have to comply with all
requirements of Exchange-participating plans. Basic, enhanced, and
premium plans would be offered, and premium plus plans could also
be made available. The Secretary’s responsibility is to create a low-
cost plan without compromising quality or access to care. (Sec. 221)

Requires HHS to establish geographically-adjusted premium rates for

Does not include a “public plan”

Health Care Cooperatives. Authorizes $6 billion for the Consumer
Operated and Oriented Plan (CO-OP) program to create non-profit,
member-run health insurance companies to compete in the individual
and small group markets. Eligible organizations would receive grants
and start up loans and must meet the following requirements: 1) it must
be organized as a non-profit, member corporation under State law; 2) it
must not be an existing organization that provides insurance as of July
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142, adding Sec.3106)

Individuals enrolled in the community health plan would be
eligible for credits under Sec. 3111, and States are required to
make payments to an individual in order to defray the cost of
any additional benefits offered by a State. (Sec. 142, adding
Sec.3106)

The Secretary would set premium rates at an amount
sufficient to cover expected costs, and modified community
rating provisions would apply to the community health
insurance option. The Secretary would negotiate rates for
reimbursement with providers, but the rates could not be
higher than the average reimbursement rates paid by health
insurance issuers offering qualified health plans through the
Gateway. The Secretary would establish Federal solvency
standards and the community health option would be subject
to the solvency standard of each State. The Secretary would
require a reserve fund with a value equal to the dollar value of
incurred claims of a community health insurance option. The
Secretary may work with the National Association of
Insurance Commissioners to promulgate additional
requirements with which a community health plan must
comply within 90 days of the rule becoming final. (Sec. 142,
adding Sec.3106)

Requires establishment of an ombudsman to assist consumers.
(Sec. 142, adding Sec.3106)

Establishes a Health Benefit Plan Start-Up Fund and
appropriates funds in an amount requested by the Secretary.
This amount could include the start-up costs associated with
the initial operations of the plan, the costs of making
payments on the claims submitted within 90 days of the
option being first offered, and risk corridor payments. Risk
corridor payments may be made to administrators of the
community health plans for premiums during the 2-year
period beginning on the date when the administrator enters
into a contract with HHS. These payments could be extended.
Community health insurance options would be required to
repay the Secretary for payments made for start-up costs,

the public health insurance option at a level sufficient to fully finance
the costs of the health benefits provided and administrative costs. Start
up funding of not more than $2 billion, as well as addition funds to
cover claims prior to the collection of premiums, would be provided.
(Sec. 222)

HHS would establish payment rates for services purchased under the
public option. In the first 3 years, the rates would be based on
Medicare Part A and Part B rates, except for practitioners’ services, for
which rates would apply without regard to the SGR and with an update
of not less than 1 percent. Non-Part B and non-Part A drugs would be
covered at rates negotiated by the Secretary. The public option would
pay 5 percent more to providers that participate in both Medicare and
the public health insurance option. Starting in the 4th year, the
Secretary would continue to use an administrative process to set rates
and promote payment accuracy, beneficiary access, affordability, and
efficient delivery of care. (Sec. 223)

Providers participating in Medicare would become participating
providers for the public option unless they opt out. (Sec. 223)

Allows payment under the public plan option to be made using
innovative payment mechanisms including a medical home or other
care management payments, ACOs, value-based purchasing, bundling
of services, differential payment rates, performance or utilization based
payment, partial capitation, and direct contracting with providers.
Requires HHS to design and implement mechanisms to improve health
outcomes, reduce health disparities, provide efficient and affordable
care, address geographic variation in the provision of services, or
prevent or manage chronic illnesses. Cost-sharing may be modified to
encourage use of services that promote health and value. (Sec. 224)

Requires providers to meet conditions of participation in order to
participate under the public option, including licensure or
certification. The Secretary would provide for annual participation
of physicians and other providers whereby providers would accept
payment as payment in full. Providers may be excluded from
participation. (Sec. 225)

16, 2009, and must not be an affiliate or successor of any such
organization; 3) its governing documents must incorporate ethics and
conflict of interest standards protecting against insurance industry
involvement and interference; 4) it must not be sponsored by a State,
county, or local government, or any government instrumentality; 5)
substantially all of its activities must consist of the issuance of qualified
health benefit plans in the individual and small group markets in each
State in which it is licensed to issue such plans; 6) governance of the
organization must be subject to a majority vote of its members (i.e.,
beneficiaries); 7) as provided in regulations promulgated by HHS, it
must be required to operate with a strong consumer focus, including
timeliness, responsiveness, and accountability to members; and 8) any
profits made would be required to be used to lower premiums, improve
benefits, or for other programs intended to improve the quality of health
care delivered to members.

Administration. Permits CO-OP-participating organizations to enter into
collective purchasing agreements to increase administrative and cost
efficiencies. Grants would be awarded by HHS and an advisory board,
with priority given to statewide proposals, integrated care models, and
applications with significant private support. The program advisory
board is directed to ensure sufficient funding for at least one CO-OP in
all 50 States and the District of Columbia. CO-OPs that fail to comply
with program requirements would have to repay loans and pay a
termination tax.
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payments on the claims, and the risk corridor payments within
10 years. (Sec. 142, adding Sec.3106)

Requires States to establish State Advisory Councils to
provide recommendations to the Secretary on the operations
and policies of the community health insurance option.
Members of the Councils would include representatives from
the public, including health care consumers and providers.
(Sec. 142, adding Sec.3106)

Allows the Secretary to enter into a contract with entities for
the performance of administrative functions. The Secretary
could enter into contracts with qualified entities for the
purpose of offering a community health insurance option, if
the entity is a non-profit, meets the solvency standards, is
eligible to offer health insurance, meets quality standards, has
in place procedures to control fraud and abuse, and other such
requirements as specified by the Secretary. Contracts must be
for at least 5 years but could be for more than 10. Requires a
competitive bidding process at the end of the term for either
renewal or for the purpose of selecting a new entity. Requires
the Secretary to pay a fee to the contracting administrator for
the management, administration, and delivery of benefits.
The Secretary could increase the fee by 10 percent or reduce it
by not more than 50 percent. Secretary may not renew a
contract if the community health option has been assessed
more than one reduction in payment during the contract
period. (Sec. 142, adding Sec.3106)

The Community Health Insurance Option would be
considered a qualified health plan. (Sec. 163, adding Sec.
3116)

Individual
Mandate

Requires individuals and their dependents to be covered under
qualifying coverage at all times. Individuals who do not have
qualifying health care coverage would be required to make
“shared responsibility” payments unless the individual meets
certain exceptions. Custodial parents or guardians would be
required to make such payments for an uninsured child. The
amount of the payment would be the minimum practicable
amount that can accomplish the goal of enhancing
participation in qualifying coverage, but in no case less than

Imposes a tax, not to exceed the average national average premium for
self-only health care coverage, on individuals who do not have
“acceptable coverage,” meaning a qualified health benefits plan,
grandfathered employment-based health insurance coverage, Medicare,
Medicaid, Tricare/DoD coverage, VA care, or other coverage
recognized by the Health Choices Commissioner. Certain exceptions
apply. (Sec. 401, see also Sec. 301)

Personal Responsibility Requirement. Beginning in 2013, requires all
U.S. citizens and legal residents to purchase coverage through: the
individual market, a public program (includes Medicare, Medicaid,
CHIP, VA, or TRICARE), or through an employer (or as a dependent of
a covered employee) in the small group market, meeting at least the
requirements of a bronze plan; or in the large group market, in a plan
with first dollar coverage for recommended prevention-related services
and that does not have a maximum out-of-pocket limit greater than that
provided by the standards established for HSA current law limit.
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50% of the average annual premium for a basic plan. (Sec.
161, amending Sec. 59B)

“Qualifying coverage” includes an existing group health plan
or health insurance as of the time of enactment; a group health
plan or health insurance that meets or exceeds criteria for
qualifying coverage; Medicare; Medicaid; TRICARE; VA
health care; FEHBP insurance; and insurance through a state
high risk pool. (Sec. 163, adding Sec. 3116)

Grandfathered plans would also be deemed to meet the requirement.
Exemptions for religious objections, etc. would be allowed.

Open Enrollment. Provides for a fall open enrollment period for eligible
individuals in the individual market.

Excise Tax. Creates an excise tax penalty for individuals who fail to
maintain health insurance. The amount of the penalty would be $750 per
year for individuals at 100-300% FPL. For individuals at greater than
300% FPL, the penalty is $950/year. The maximum penalty for a family
above 300% FPL is $3,800. No excise tax would be assessed if lack of
coverage lasted less than 3 months. Exemptions would be permitted for
individuals below 100% FPL and for individuals for whom the full
premium of their lowest cost option exceeds 10% of adjusted gross
income.

Employer
Mandate

Play or Pay. Requires employers to make a payment to HHS
for any employee not offered qualifying coverage or for
whom the employer does not pay at least 60% of the monthly
premiums for such coverage. The payment would be $750 per
full time employee, and $375 for part time employees, to be
adjusted each fiscal year based on the Consumer Price Index.
(Sec. 163)

A small business exception is provided for employers that
employ no more than 25 employees. (Sec. 163)

Requires the Secretaries of HHS, Treasury, and Labor to
establish procedures for determining the number of
employees who are not offered qualifying coverage. (Sec.
163)

Play. Requires employers to: offer coverage to employees and their
families under a qualified benefits plan; contribute towards coverage;
and make contributions to the Exchange for employees who obtain
coverage through the Exchange. (Sec 311). To meet the requirements
of this section, employers must offer coverage, make the required
contribution, provide information to the government, and provide for
autoenrollment of employees into the available plan with the lowest
premium (with an opt out and notice requirement). Employer
contribution to full time employee coverage must be at least 72.5% of
the lowest cost plan for individuals; 65% for families. For part-time
employees, the contribution would be a proportion of these amounts, as
set by HHS. Salary reductions would not be counted towards the
required employer contribution. (Sec. 312)

Pay. Allows an employer, in lieu of providing coverage, to pay an
amount equal to 8% of average wages paid by the employer into the
Health Insurance Exchange Trust Fund. Special rules are provided for
small employers. (Sec. 313)

For small employers, the percentage is reduced incrementally
depending on the annual payroll of the employer: employers with an
annual payroll up to $250,000 pay 0 percent; between $250,000 and
$300,000 pay 2 percent; between $300,000 and $350,000 pay 4
percent; and between $350,000 and $400,000 pay 6 percent. (Sec. 412)

Provides authority to the Health Choices Commission to set standards

Does not mandate that employers offer health insurance coverage.

Payments for Employees Receiving Premium Credits. Requires all
employers with more than 50 employees that do not offer coverage to
pay a flat fee for each employee who receives a tax credit for health
insurance through a state exchange. The amount would be equal to the
average tax credit in the state exchanges, capped at $400 per employee.
Effective January 1, 2013.
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to prevent “improper steering” of high-risk individuals into the
Exchange. (Sec. 314)

ERISA plans. Amends ERISA to allow an employer to meet the
national health coverage participation requirements by establishing and
maintaining a group health plan. Provides for regular audits of
compliance with requirements, and provides for civil penalties for
noncompliance with coverage participation requirements. (Sec. 321)
Similar changes are made to the Public Health Service Act. (Sec 323)

Requires satisfaction of health coverage participation requirements
under the Internal Revenue Code and the Public Health Services Act.
Provides for periodic investigations to determine compliance and for
enforcement through civil penalties. (Sections 322, 323)

Tax penalties jointly administered by HHS and the IRS would also
apply. (Sections 323, 411)

Imposes an excise tax of $100 per day (with limitations where failure
is corrected, not discovered or unintentional, or where civil penalties
have been applied under ERISA) for each day an employer fails to
meet the health coverage participation requirements for an employee
under Title III, Subtitle B, Part I of the bill. (Sec. 411)

Other Employer
Requirements

Entities that provide qualifying health insurance coverage
would be required to report information on individuals
covered and nonenrollment to the IRS. (Sec. 161, adding Sec.
6055)

Employers would also be required to provide employees with
notification of the availability of affordable health choices.
(Sec. 162)

Entities that provide acceptable coverage would be required to
report information on individuals they cover and the period of
coverage to the IRS. This information would also be provided in a
statement to employees. (Sec. 401)

Cafeteria Plans for Small Employers. Provides a safe harbor from the
nondiscrimination requirements for cafeteria plans for eligible small
employers. Also applies to coverage under a self insured group health
plan and in other settings. All employees must be eligible for the
employers to meet the eligibility requirements, except that certain
employees may be excluded. Employers must meet minimum
contribution requirements. “Small employer” means an employer that
employs an average of 100 or fewer employees on business days during
either of the two preceding years. Effective December 31, 2010.

Auto Enrollment. Requires employers with 200 or more employees to
automatically enroll employees into health insurance plans offered by the
employer. Allows employees to opt out if they demonstrate coverage
from another source.

Tax Treatment. Provides that tax treatment of employer provided
coverage would be the same whether coverage is offered outside of or
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through a state exchange.

Premium
Subsidies to
Individuals

Cost Sharing Tiers and Credits. Establishes “tiers” of cost
sharing for certain individuals and would provide premium
credits to Gateways on behalf of eligible individuals. The
tiers dictate specific percentages of total allowed costs of the
benefits provided under a plan at each level, as well as out of
pocket limitations. The credits would reduce the amount an
individual with an income not exceeding 150% of poverty
pays to 1% of income, and would provide some level of
assistance to individuals with income up to 400% of the
poverty level. Individuals at 400% of poverty would not be
required to pay more than 12.5% of their annual income.
Calculation of credits would be based on the weighted
average of the 3 lowest cost qualified health plans, not
including the community health insurance option. Credits
would not subsidize benefits beyond the essential benefits
package, but States would have flexibility to make payments
that are greater than the amount required. The Secretary of
HHS would establish rules and procedures for eligibility
determinations, within parameters outlined in the legislative
text. Includes an appropriation of such sums as necessary to
carry out this section. (Sec. 151, amending Sec. 3111)

Voluntary Authorization. Allows taxpayers to authorize the
IRS to disclose their information to HHS for purposes of
determining eligibility for credits. (Sec. 152)

Rebates. Requires an entity offering a qualified health benefits plan to
provide a rebate to enrollees in any year when the medical loss ratio
fails to meet a standard defined by the Health Choices Commissioner.
(Sec. 116)

Requires health issuers offering health insurance coverage in the small
or large group market or the individual market to provide rebates to
enrollees if coverage has a medical loss ratio below a level specified by
the Secretary. (Sec. 161)

Credits. Requires the Health Choices Commissioner to administer
individual affordability credits and determine eligibility. (Sections.
141, 206). Credits would include affordability premium credits and
cost-sharing credits, which the Commissioner would pay from a Health
Insurance Exchange Trust Fund to the entity offering the plan. Either
the Commissioner or State Medicaid agencies would determine
eligibility. At the time they apply for credits, individuals would be
screened for Medicaid eligibility and enrolled if eligible. (Sec. 241)

Credits would be available to individuals with family income below
400% of the poverty line, who are lawfully present in the U.S.,
enrolled in an Exchange-participating plan not through their employer,
and who are not Medicaid eligible. Certain exceptions apply.
Requires the Secretary to study income disregards. (Sec. 142).
Premium credits would be based on a specified premium percentage
limit based on a sliding scale for income tiers, and family income. The
reference premium amount would be based on the average premium
for the 3 lowest-premium basic plans in the area. Premium percentage
limits would be set on a sliding scale (ranging from an initial premium
percentage of 1.5% and a final premium percentage of 3% for families
at 133%-150% of poverty, to an initial premium of 10% and a final
premium percentage of 11% for families at 350% to 400% of poverty.
Percentages for additional “income tiers” are provided). (Sec. 243).
Cost-sharing credits would be based on “income tiers” between 133%
and 400% of poverty, and would based on actuarial value percentages
ranging from 97% for the lowest income tier to 70% for the highest
income tier. (Sec. 244). Provides income determination and
verification procedures. Requires individuals to report significant
changes in income. Directs the Commissioner to study geographic
variation in application of the federal poverty level (Sec. 245)

Premium Credits. Provides refundable tax credits for eligible individuals
and families who purchase health insurance through the state exchanges
to subsidize the purchase of certain health insurance plans. Credits
would be paid directly to insurers. Individuals up to 300% of the FPL
would be eligible. To enroll, individuals would report their modified
adjusted gross income to the exchange. Authorizes the IRS to disclose
information to the exchanges. Sliding scale tax credits would be
available for individuals and families between 134% and 300% FPL
beginning in 2013. In 2014, credits would also be available to those
between 100% and 133% FPL. Credits would be based on the
percentage of income the cost of premiums represents, ranging from 3%
of income for those at 100% FPL to 13% of income for those at 300%
FPL.

Eligibility Verification. Provides for verification of eligibility using
name, SSN, and date of birth; intent is to prevent illegal immigrants from
accessing state exchanges.

Cost-sharing Subsidy. Provides for a cost-sharing subsidy that would
buy out any difference in cost sharing between the insurance purchases
and set actuarial values on a sliding scale based on FPL. For those at
100-150% FPL, the subsidy brings the value of the plan to 90% actuarial
value; for those at 150-200% FPL, the subsidy brings the value of the
plan to 80% actuarial value.

Abortion. Provides for segregation of public funds such that no tax
credit or cost-sharing credits may be used to pay for abortions, beyond
those permitted by the most recent appropriation for HHS. Insurers
participating in any state-based exchange that offer coverage for abortion
beyond those permitted by the most recent appropriation for HHS must
segregate from any premium and cost-sharing credits an amount of each
enrollee’s private premium dollars that is determined to be sufficient to
cover the provision of those services. Also requires HHS to estimate, on
an average actuarial basis, the per enrollee per month cost of including
coverage of abortions.

Effect of Employer Coverage. Provides that employees offered
employer-provided health insurance coverage would be ineligible for a
low income premium tax credit for health insurance purchased through a
state exchange, unless the coverage offered is unaffordable (meaning that
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Disclosure of Tax Return Information. Requires the IRS to disclose
to the Health Choices Administration or state-based health insurance
exchange certain tax return information on taxpayers whose income
is relevant to determining affordability credits. Restricts use of tax
return information to establishing and verifying the appropriate
amount of any affordability credit. (Sec. 431)

Does not allow payment for undocumented aliens. (Sec 246)

it costs 13% or more of the employee’s income).

Health Insurance Consumer Assistance Grants. Authorizes $30 million
to establish a new competitive grant program to support consumer
assistance organizations in each state. Grantee organizations would assist
consumers in solving problems and navigating health insurance coverage
transitions, as well as collect data on consumer encounters, and report to
HHS on types of problems and inquiries.

Health Care
Surcharge on High
Earning
Individuals

Requires households with adjusted gross income in excess of $350,000
(married filing a joint return) and $280,000 (single) to pay a
progressive surcharge: for married households, income in excess of
$350,000 and below $500,000 is charged a surcharge of 1%; income in
excess of $500,000 and below $1 million is charged a surcharge of
1.5%; and income in excess of $1 million is charged a surcharge of
5.4%. For married filing separately the dollar figures above are halved
and for single filers the dollar figures are 80% of the above. If certain
health reform cost savings are not achieved (as determined by the
Office of Management and Budget), the first two surcharge rates
would be increased to 2% and 3%, respectively. Adjusts the surcharge
for inflation. Special rules apply for nonresident aliens,
citizens/residents living abroad and charitable trusts.

Premium
Subsidies to
Employers

Provides for a “small business health options program credit”
that would be calculated using an employer-size factor.
Eligible small employers would have 50 or fewer employees
and an average wage of under $50,000 for full time
employees. Self-employed individuals could also qualify,
subject to income restrictions and the election not to receive a
credit under Sec. 3111, described above. Employers my not
receive a credit for more than three consecutive years. (Sec.
151, adding Sec. 3112)

As part of the general business tax credit, provides “small business
employee health coverage credits” equal to 50% of the qualified
employee health coverage expenses to the employer (small
employers defined to have 25 or fewer employees) for the taxable
year, with phaseouts based on average compensation of an
employer’s employees and on employer size. No credit is allowed
with regard to expenses paid for employees whose aggregate
compensation during the taxable year exceeds $80,000. Provides
special rules for partnerships and the self-employed. (Sec. 421)

Eligibility. Provides a tax credit for contributions to purchase health
insurance for employees for qualified small employers with no more than
25 full-time employees and annual fulltime equivalent wages that
average no more than $40,000. The full amount of the credit would only
be available to employers with 10 or fewer full time employees and
annual wages of $20,000. These credits would not be payable in
advance or be refundable. Phase 1 credits would be available in 2011
and 2012; phase 2 credits, starting in 2013, would only be available for
employers purchasing insurance through the exchanges.

Amount. Credits would be equal to an applicable percentage of the
small employer’s contribution to the health insurance premium for each
covered employee. The credit would be phased out for employers with
more than 10 full time employees by 6% of the base percentage for each
employee. A similar phase-out would be used based on average wages.

Private Insurance
Market Reform

Prohibits preexisting condition exclusions. (Sec 101, adding
Sec. 2705)

Allows premium rates to vary only with respect to family

Grandfathers existing health insurance coverage as long as no new
individuals (other than dependants) are enrolled, terms and conditions
of coverage remain the same, and premium increases are consistent for
all enrollees in the same risk group. Limited benefits plans would not

Rating reforms and benefit options. Requires all plans offered in the
individual and small group market, both in and outside the exchanges, to
comply with rating reforms and benefit options in the bill starting on
January 1, 2013.
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structure, community rating areas, actuarial values of the
benefits, or age (except that the rate may not vary by more
than 2 to 1). Requires the Secretary to establish by regulation
a minimum size for community rating areas. (Sec. 101,
adding Sec. 2701)

Requires guaranteed issue (Sec. 101, adding Sec. 2702), and
guaranteed renewability of coverage (Sec. 101, adding Sec.
2703).Insurers would be required to account for their costs.
(Sec. 101, amending Sec. 2704)

Prohibits discrimination based on health status, medical
condition, claims experience, receipt of health care, medical
history, genetic information, evidence of insurability,
disability, or any other health status-related factor determined
appropriate by the Secretary. (Sec. 101, adding Sec. 2706)

Insurers would be required to develop and implement
reimbursement structures to provide incentives for high
quality care to address: care coordination; hospital
readmissions; use of best clinical practices, evidence-based
medicine and HIT; wellness; child health measures; culturally
and linguistically appropriate care; and other measures. (Sec.
101, amending Sec. 2707)

Insurers would be required to cover preventive health services
with minimal cost sharing. (Sec. 101, amending Sec. 2708)
Prohibits an insurer from establishing lifetime or annual limits
on benefits for any participant or beneficiary. (Sec. 101,
amending Sec. 2710)

Health insurance issuers whose plans do not meet the
minimum qualifying coverage criteria within one year must
notify enrollees, in such manner as required by the Secretary,
prior to enrollment or re-enrollment. Upon modification of
the criteria, plans must provide notice to enrollees within 60
days, if the plans do not meet the modified minimum
qualifying coverage. (Sec. 101, adding Sec. 2711)

In the group market, the bill prohibits discrimination based on
salary. (Sec. 121, amending Sec. 2719)

be grandfathered. (Sec. 102)

Provides a 5 year grace period for current employment-based health
plans before qualified health benefit plan requirements would apply.
(Sec. 102)

Individual health insurance coverage could not be offered except as an
Exchange-participating health benefits plan, as of 2013. (Sec. 102)

Prohibits pre-existing condition exclusions from being used to limit or
condition coverage. (Sec. 111)

Requires guaranteed availability and renewability of health insurance
coverage though the Exchange or an employment-based health plan, or
otherwise. Allows nonrenewal or discontinuation of coverage only
after notice of nonpayment of premiums, and rescission only in the
case of fraud. (Sec. 112)

Prohibits rescission except upon clear evidence of fraud and after
providing a opportunity for independent, external, third party review,
effective October 1, 2010. (Sec. 162)

Prohibits insurance rating other than by age (limited to a 2:1 ratio),
area, or family enrollment (consistent with state law). (Sec. 113)

Requires a study of large group insured and self-insured employer
health care markets, with a report to Congress due 18 months after
enactment. (Sec. 113)

Prohibits discrimination in benefits and compliance with requirements
set by the Health Choices Commissioner (Sec. 114) and regulations
promulgated by the HHS Secretary. (Sec. 152)

Applies parity in mental health and substance abuse disorder benefits
requirements to qualified health benefits plans. (Sec. 114)

For plans using a provider network, the Health Choices Commissioner
could establish requirements to ensure network adequacy. (Sec. 115)

Consumer Protections. Requires fair marketing practices (Sec. 131);
binding fair grievance and appeals mechanisms (Sec. 132);

Individual Market Rating Rules. Would establish Federal rating, issue,
renewability, and pre-existing condition rules for the individual market.
Issuers in the individual market could vary premiums based only on:
tobacco use (1.5:1), age (5:1), and family composition (up to 3:1).
Premiums could vary among but not within State-defined geographic
rating areas. Taking together all permissible risk factors, premiums
within a family category could not vary by more than a 7.5:1 composite
ratio.

Small Group Market Rating Rules. The individual market rating rules
would also apply to the small group market but would be phased in over
a period of up to five years beginning January 1, 2013, as determined by
each state.

Individual Market - Guaranteed Issue. Requires issuers to offer coverage
on a guaranteed issue basis. Plans would be permitted to limit total
number of enrollees in certain circumstances.

Individual Market - Guaranteed Renewability. Requires insurers to offer
coverage on a guaranteed renewability basis, and rate those policies on
the same factors used when initially issuing such policies.

Individual Market - Preexisting Conditions and Rescission. Prohibits
insurers from excluding coverage for pre-existing health conditions and
from rescinding health coverage.

Pooling Requirements for the Individual and Small Group Markets.
Allows states to merge pooling and rating requirements for the individual
and group markets for groups of 1-50 or up to 100 (at the state’s
discretion). All plans in these markets would be subject to the same
system of risk-adjustment, which would be applied within rating areas.

Contribution to Non-Profit. Requires all commercial, major medical
health insurers to contribute in years 2013-2015 to an individual policy
reinsurance program administered by a non-profit reinsurance entity.
The intent is to help stabilize premiums for individual coverage during
start up of state exchanges. Reinsurance payments would be made for
high-risk individuals on a per condition basis. The non-profit would
collect $20 billion in 2013-2015. Administration costs would be funded
by separate contributions from insurers.
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Provides the option to retain currently held insurance. Family
members would be permitted to join a current plan and new
employees could enroll in an employer health plan. (New
enrollees would be allowed only if the health plan has not
been significantly modified with respect to benefits or cost
sharing requirements after the date of enactment.) Provisions
would not apply in the case of collective bargaining
agreements until the date on which the last of the collective
bargaining agreements relating to the coverage terminates.
Risk adjustment provisions that apply to plans offered through
the Gateways would not apply to plans under this section.
(Sec. 131)

Provisions are effective immediately upon enactment of the
bill or upon the date when a State becomes a participating or
establishing State under Section 3104 (within 4 years of
enactment). (Sec. 134)

information transparency and disclosure of plan documents, terms
and conditions, claims payment polices and practice, periodic
financial disclosure, data on enrollment, disenrollment, denials,
rating practices, cost sharing, out of network coverage, and other
information. (Sec. 133). Requires timely payment of claims by
qualified health plans. (Sec. 134). Provides for rules for
coordination and subrogation of benefits. (Sec. 135). Requires
compliance with electronic administrative simplification
requirements. (Sec. 137). These consumer protection requirements
will apply to qualified health plans offered outside of the Exchange
to the extent specified by the Commissioner. (Sec. 134)
Accountability. Requires the Commissioner to promote
accountability of entities offering plans, regardless of whether the
plans are offered through the Exchange or otherwise. Provides for
random compliance audits and targeted audits and for recoupment of
costs. (Sec. 142)

Provides for standard definitions of insurance and medical terms and
requires issuance of regulations on effective and efficient insurance
administration. (Sec. 142)

For coverage not offered through the Exchange, these requirements
do not supersede certain provisions of the Public Health Services
Act or ERISA. (Sec. 151)

Imposition of Fee. Imposes on each “specified health insurance
policy” (i.e., any accident or health insurance policy issued with
respect to individuals residing in the U.S.) for each policy year a fee
equal to the fair share per capita amount multiplied by the average
number of lives covered under the policy. The fee imposed shall be
paid by the issuer of the policy. (Sec. 4375)

Self-Insured Health Plans. In the case of any applicable self-insured
health plan for each plan year, imposes a fee equal to the fair share
per capita amount determined multiplied by the average number of
lives covered under the plan. The fee imposed shall be paid by the
plan sponsor. (Sec. 4376)

Administrative Simplification. Requires the Secretary of HHS to
develop and implement goals, including a number of specific
standards, for financial and administrative transactions between

Risk Corridors. After application of reinsurance, risk corridors modeled
after those used in Medicare Part D would be provided for plans choosing
to participate.

State Insurance Commissioners. Charges state insurance commissioners
with overseeing plan compliance with Federal rating rules, facilitating
risk-adjustment within service areas, and establishing rate schedules for
broker commissioners in the state exchanges. Directs creation of a NAIC
Model Regulation to be written into federal regulation.

Rating Areas. Requires state insurance commissioners to define rating
areas, which would be reviewed by the Secretary.

Current coverage. Grandfathers coverage under an existing policy and
permits individuals to renew such coverage.

Interstate Sale of Insurance. Directs NAIC to create model rules for
“health care choice compacts” to allow states to form agreements to
allow the purchase of individual health insurance across state lines
starting in 2015.

National Plans. Allows for national plans with uniform benefit packages
to be offered across state lines. Such plans would be required to be
licensed in every state in which they are offered, but would preempt state
benefit mandates. Premiums would reflect geographic variation among
rating areas.

Ombudsman Program. Requires states to establish an ombudsman office
in 2010 to act as a consumer advocate for those with private coverage in
the individual and small group markets to assist policy holders whose
claims have been rejected.

Transparency. Requires that, beginning in 2010, health plans report the
proportion of premium dollars that are spent on items other than medical
care. Also, beginning in 2010, hospitals would be required to list standard
charges for all services and Medicare DRGs.

Standardization. Requires the Secretary of HHS, working with NAIC
and other stakeholders, to develop standards for use by health insurance
issuers in compiling and providing to enrollees a brief outline of coverage
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insurers and providers. Requires submission of a plan within 6
months for implementation within 5 years. Builds on existing
standards, including those in the HITECH Act. Includes provisions
to protect privacy in use of data. (Sec. 163)

that accurately describes the coverage, including dollar amount for the
following benefits: daily hospital room and board, miscellaneous hospital
services, surgical services, anesthesia services, physician services,
prevention and wellness services, prescription drugs, other benefits. The
summary would also include exceptions, reductions and limitations on
coverage; the cost-sharing provisions, including deductible, coinsurance
and co-payment obligations; the renewability and continuation of
coverage provisions; and directions for obtaining a copy of the actual
coverage policy. An entity that fails to provide required information will
be subject to a fine.

Benefit Design Requires the Secretary to establish the “essential health care
benefits” eligible for credits under Sec. 3111. These must
include: ambulatory patient services; emergency services;
hospitalization; maternity and newborn care; mental health
and substance abuse; prescription drugs; rehabilitative and
habilitative services and devices; laboratory services;
preventive and wellness services; and pediatric services
(including oral and vision). The Secretary would also
determine the criteria that coverage must meet to be
considered minimum qualifying coverage, and the conditions
under which coverage would be considered affordable for
individuals and families at different income levels. Requires
that the Secretary establish a standard for unaffordable
coverage that would be met only if the premium paid by the
individual is greater than 12.5 percent of the individual’s
adjusted gross income. Beginning in 2013, this percentage
would be adjusted by an amount equal to the percentage
increase or decrease in the medical care component of the
Consumer Price Index. The Secretary would be required to
submit a report to the appropriate Congressional committees
with a certification from the Chief Actuary of CMS that the
essential health benefits meet the limits set forth in the bill.
(Sec. 142, adding Sec. 3103)

Establishes the “Health Benefits Advisory Committee” to recommend
covered benefits for the essential benefits package. The Committee
would be chaired by the Surgeon General. Members would serve three
year terms and would include public officials, stakeholder
representatives, and experts in disparities and disabilities. Initial
recommendations from the Committee to HHS would be due within
one year of enactment. Recommendations would include standards for
essential benefits and cost-sharing levels for “enhanced” plans and
“premium” plans. (Sec. 123) Recommended standards would be
reviewed by the HHS Secretary as a package, and initial standards
would be proposed for adoption through a rulemaking process within
18 months of enactment. (Sec. 124)

Requires plans to offer the essential benefits package and allows a plan
offering a premium-plus level of benefits to provide additional
benefits. (Sec. 121)

Prohibits plans from imposing any limit (other than cost-sharing) on
coverage of health care items and services that is unrelated to clinical
appropriateness. (Sec. 121)

Defines the essential benefits package as providing coverage for
minimum services, limiting cost-sharing, not imposing any annual or
lifetime limit, meeting network adequacy rules, and as being
equivalent to the average prevailing employer-sponsored coverage as
certified by CMS. Requires coverage of the following minimum
services: hospitalization, outpatient hospitals and outpatient clinic
services; professional services of physicians and other health
professionals and services incident to such services; prescription drugs,
rehabilitative and habilitative services; mental health and substance use

Benefit Categories. Defines four benefit categories: bronze, silver, gold,
and platinum. Requires all plans to offer coverage in the silver and gold
categories, at a minimum. All plans must provide preventive and primary
care, emergency services, hospitalization, physician services, outpatient
services, day surgery and related anesthesia, diagnostic imaging and
screenings (including x-rays), maternity and newborn care, pediatric
services (including dental and vision), medical/surgical care, prescription
drugs, radiation and chemotherapy, and mental health and substance
abuse services that at least meet minimum standards set by Federal and
state laws. In addition, plans could charge no cost-sharing (e.g.,
deductibles, copayments) for preventive care services, except in cases
where value-based insurance design is used.

Limits. Prohibits use of lifetime limits on coverage or annual limits on
any benefits.

Tobacco. An insurer that rates on tobacco use must also provide
coverage for comprehensive tobacco cessation programs.

Cost-sharing. Requires plans in the state exchanges to apply parity for
cost-sharing for treatment of conditions within each of the following
categories of benefits: (1) inpatient hospital; (2) outpatient hospital; (3)
physician services; and (4) other items and services, except in cases
where value-based insurance design is used. Each plan design would
also be required to meet the class and category of drug coverage
requirements specified in Medicare Part D. Allows some state flexibility
in plan design.

Standard pricing. Requires insurers participating in the state exchanges
to charge the same price for the same products throughout a service area
whether a plan is purchased inside or outside of the exchange.
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1704)

Part A Provisions Skilled Nursing Facility (SNF) Payment Update. For FYs 2004 –
2009, the per diem payment will be updated by the market basket.
For FY 2010, there will be no market basket update. (Sec. 1101)

Inpatient Rehabilitation Facility Payment Update. For 2010, there
will be no market basket update. (Sec. 1102)

Incorporating Productivity Improvements. Beginning in FY 2010,
there will be a productivity adjustment for inpatient acute hospitals,
SNFs, long term care hospitals, IRFs, psychiatric hospitals, and
hospice market basket updates. (Sec. 1103)

Payments to Skilled Nursing Facilities. The Secretary shall analyze
2006 claims data for SNF services under the RUG-53 and RUG-44
classification systems to adjust the case mix indexes for FY 2010 by
the appropriate recalibration factor as proposed in the FY 2010
proposed rule for Medicare SNFs. (Sec. 1111)

On or after January 1, 2010, the Secretary shall increase payments
for non-therapy ancillary services by 10% and decrease payment for
the therapy case mix component of such rates by 5.5%. Directs
Secretary to analyze payments for non-therapy ancillary services
under a future SNF classification system to ensure accuracy of
payments. Such analysis will be conducted to develop a budget-
neutral reclassification system beginning FY 2011. Establishes
outlier payment policy for non-therapy ancillary and therapy
services beginning October 1, 2010.
(Sec. 1111)

Medicare DSH Report and Payment Adjustment in Response to
Coverage Expansion. Secretary is required to submit a report to
Congress on Medicare DSH addressing the impact of health care
reform relating to Part A on the number of uninsured not later than
July 1, 2016. Beginning in FY 2017, if there is a significant
decrease in the uninsured (i.e., exceeds 8% between 2012 and 2014),
the Secretary shall make adjustments to Medicare DSH. (Sec. 1112)

Hospital Value-Based Purchasing. Establishes a Hospital Value-Based
Purchasing (VBP) program in Medicare that moves beyond pay-for-
reporting on quality measures (as under the current RHQDAPU
program), to paying for hospitals’ actual performance. The VBP program
would provide incentive payments to acute care IPPS hospitals that meet
certain quality performance standards beginning in FY2012. The first
year would be a data collection performance year. Beginning in FY2013,
hospital payments would be adjusted based on performance under the
VBP program. Certain hospitals would be excluded from the VBP
program, including those that fail to report under RHQDAPU; those that
have been cited for certain deficiencies; and those for which a minimum
number of patients with conditions related to the quality measures or a
minimum number of quality measures do not apply.

The selection of measures, the development of the methodology for
assigning scores and the development of the methodology for calculating
payments would be transparent and public through rulemaking.
Measures for the VBP program would be selected from the measures
used in the RHQDAPU program and would be expanded beginning in
FY2014, including efficiency measures.

Funding for value-based incentive payments for qualifying hospitals
would be generated through reducing Medicare IPPS payments to the
hospitals phased-in as follows: 1.0 percent in FY2013; 1.25 percent in
FY2014; 1.5 percent in FY2015; 1.75 percent in FY2016; and 2.0
percent in FY 2017 and beyond. The reductions would apply to all MS-
DRGs under which a hospital provides services. IPPS add-on payments
would not be impacted.

Performance standards that reward hospitals based on either attaining a
certain performance standard or making improvements on performance
relative to a previous performance period would be established.
Hospitals would be paid based on whichever level is higher: attainment
or improvement. Performance standards would be announced at least 60
days prior to the performance period for which they would apply. In
setting standards, the Secretary must take into account past hospital
experience with the measures; historical performance standards;
improvement rates; and opportunity for continued improvement.

Results would include both condition-specific and total hospital
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performance scores but determination of whether a performance standard
was met would be based on the hospital’s total performance score. The
Secretary would have discretion to determine how to weight various
categories of measures/conditions when determining the hospital’s total
score. Individual hospital performance on each specific quality measure,
on each condition or procedure, and on total performance would all be
publicly reported. An appeals process would be established that allows
hospitals to contest performance score calculations and the resulting
value-based incentive payments.

Three-year demonstration projects would be established to test VBP
models tailored toward critical access hospitals (CAHs) and small
hospitals that otherwise would not qualify to participate in the VBP
program.

Reporting requirements for GAO and CMS would apply.

Medicare Inpatient Rehabilitation Facility, Long Term Acute Care
Hospital and Hospice Quality Reporting. Directs Secretary to establish
quality reporting programs for IRFs, LTCHs and hospices. The Secretary
would be required to select quality measures by FY2013 and implement
mandatory reporting programs for these providers by FY 2014. Failure to
report quality measures would result in reduction of annual market
basket update by 2%. Quality measures included in these reporting
programs would be selected via the quality measure development and
endorsement procedures laid out in the Quality Infrastructure section of
the legislation and would cover, to the extent feasible, all dimensions of
quality as well as efficiency.

Medicare IPPS Exempt Cancer Hospital Quality Reporting. Directs the
Secretary to establish quality reporting programs for IPPS-exempt cancer
hospitals. The Secretary would be required to select quality measures for
IPPS-exempt cancer hospitals by FY2013 and implement mandatory
quality measure reporting programs for these providers by FY 2014.
IPPS exempt cancer hospitals would be required to report these quality
measures as part of Medicare provider agreements. Quality measures
included in these reporting programs would be selected via the quality
measure development and endorsement procedures laid out in the
Quality Infrastructure section of the legislation and would cover, to the
extent feasible, all dimensions of quality as well as efficiency.
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Medicare Home Health Agency and Skilled Nursing Facility Value-
based Purchasing Implementation Plans. Directs the Secretary to
complete and submit to Congress, Medicare value-based purchasing
implementation plans for HHAs and SNFs by 2011 and 2012,
respectively. Each plan would consider: (1) the development, selection,
and modification process of measures, to the extent feasible and
practicable, of all dimensions of quality and efficiency relative to the
quality measure development and endorsement procedures laid out in the
Quality Infrastructure section of the Mark; (2) the reporting, collection,
and validation of quality data; (3) a structure of proposed value-based
payment adjustments, including recommendations on thresholds or
improvements in quality that would substantiate a payment adjustment,
the size of such payments, and the source of funding for value-based
incentive payments; and (4) methods for publicly disclosing performance
information on performance. The Secretary would be required to consult
with relevant stakeholders and consider experiences with demonstrations
that are relevant to value-based purchasing in each setting.

Hospice Payment Reforms. Requires the Secretary to collect additional
data and information (e.g. charge and payment information, days of
hospice care by type of service and costs and payment attributable to
each service, number of days attributable to Medicare beneficiaries and
dual eligibles, etc.) in order to revise payments for hospice care after
consulting with hospice providers and MedPAC. Payment changes,
which may include per diem payment changes that reflect changes in
resource intensity throughout the entire episode of care or end-of-episode
payment changes that reflect resource intensity of services provided at
the end of the episode, would be implemented in FY 2013 and would be
budget neutral. Also requires the Secretary to require a hospice
physician or advanced practice nurse to determine a patient’s continued
hospice eligibility prior to the 180th day recertification and each
certification thereafter and attest that such a visit took place. Also
requires all stays in excess of 180 days to be medically reviewed by
CMS or its contractors for hospices for which stays exceeding 180 days
make up a certain percentage of their total cases

Plan to Reform Medicare Hospital Wage Index. Requires the Secretary
to provide a plan to Congress by December 31, 2011 on how to reform
the Medicare wage index system. Requires the Secretary to take into
account recommendations made in the June 2007 MedPAC report
including establishing a new hospital compensation index system that:
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(1) use of Bureau of Labor Statistics data, or other data or
methodologies, to calculate relative wages for each geographic area
involved; (2) minimizes wage index adjustments between and within a
core based statistical area and statewide rural areas; (3) includes methods
to minimize the volatility of wage index adjustments that result from
implementation of policy, while maintaining budget neutrality in
applying such adjustments; (4) analyzes the effect that implementation of
the proposal would have on health care providers and on each region of
the country; (5) addresses issues related to occupational mix, such as
staffing practices and ratios, and any evidence on the effect on quality of
care or patient safety as a result of implementation of policy in this
section, and; (6) provides for a transition period.

Extend Section 508 Reclassifications. Extends Section 508
reclassifications of certain hospitals that were otherwise unable to
qualify for administrative reclassification to areas with higher wage
index values until September 30, 2011.

Hospice Market Basket Cut. Reduces market basket updates for hospice
providers by 0.5% in 2013-2019 in addition to productivity adjustments.

Hospital Market Basket Cut. Requires a market basket minus 0.25%
reduction in 2010 and 2011 for inpatient and outpatient hospitals,
inpatient psychiatric facilities, inpatient rehabilitation and long term care
hospitals. Also implements an additional 0.2% market basket reduction
for inpatient and outpatient hospitals, inpatient psychiatric facilities,
inpatient rehabilitation facilities and long term care hospitals from 2012-
2019 in addition to productivity adjustments.

“Give Back” Based on Level of Insured. Regarding the 0.2% and 0.5%
percent reductions applied to hospitals and hospice providers,
respectively, in addition to the productivity adjustment, if in any year
from 2014-2019, the previous year’s total percentage of insured
population (as reflected in the share of the total, non-elderly population)
is more than 5 percentage points below projections at time of bill
enactment, then the Secretary shall “give back” this payment reduction
via an adjustment to the otherwise applicable market basket increase in
the current year.

Extension of Long Term Care Hospital (LTCH) Provisions. Extends
MMSEA’s Section 114(c) and (d) LTCH by two years, which, among
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other things, provided for a three-year moratorium on building new
LTCHs, including co-located hospitals within hospitals (HwHs) and
satellite facilities, with certain exceptions.

Part B Provisions
– Physicians’
Services

Sustainable Growth Rate (SGR) Reform. For 2010, the transitional
update to the conversion factor will be based on the Medicare
economic index (MEI) for that year.

The update adjustment factor for 2011 and subsequent years will be
based on 2009 claims data and, for the cumulative adjustment
component, the allowed expenditures for 2009 will be equal to the
amount of the actual expenditures for physicians’ services during
2009 instead of April 1, 1996.

For services on or after January 1, 2009, there will be separate
physicians’ service categories for (1) evaluation and management
services, and Medicare covered preventive services; and (2) all other
services.

SGR is replaced by a “target growth rate,” which will be computed
and applied separately to each service category beginning in 2010.
For the evaluation and management service category, the target
growth rate will be 2% per year and a 1% per year increase with
respect to the other services category.

Limits physician services included in the target growth rate
computation to services covered under the physician fee schedule.

The allowed expenditures and actual expenditures will be based on
the allowed and actual expenditures for the service category.

Beginning in 2011, there will be separate conversion factors for
each of the separate service categories. For 2011, the conversion
factors will be based on the single conversion factor for the previous
year multiplied by the update for such service category for that year.
For subsequent years, the conversion factors will be based on the
conversion factor for the category for the previous year and adjusted
by the applicable update. The separate anesthesia conversion factor
will be based on the conversion factor for the “all other services”
service category.

In applying the target growth rates to services furnished by a

Sustainable Growth Rate. The annual update to the conversion factor
used in the determination of the Medicare fee schedule would be a 0.5%
increase in 2010. The conversion factor for 2011 and subsequent years
would be computed as if the increase in 2010 had never applied.

Extension of Floor on Medicare Work Geographic Adjustment. Extends
the 1.00 floor for the geographic index for physician work for an
additional two years through December 2012.

Misvalued Relative Value Units (RVUs). Requires the Secretary to
periodically identify physician services as being potentially misvalued,
and make appropriate adjustments to the relative values of such services
under the Medicare physician fee schedule. Adjustments to misvalued
procedures would be subject to budget neutrality requirements.

Extension of Treatment of Certain Physician Pathology Services under
Medicare. Extends the provision in the Medicare Modernization Act of
2003 that permitted independent laboratories to receive direct payments
for the technical component for certain pathology services, until January
1, 2012.

Primary Care/General Surgery Bonus. Beginning January 1, 2011, a 10%
bonus on select evaluation and management codes would be established
under the Medicare fee schedule for five years. The codes would apply
to office visits, home visits, nursing facility visits, and domiciliary, rest
home (e.g. boarding home), or custodial care services. Bonuses would
be available to primary care practitioners who: (1) have a specialty
designation of family medicine, internal medicine, geriatric medicine, or
pediatric medicine, or are an advanced practice nurse of physician
assistant, and (2) furnish 60% of their services in the select codes.
Eligible practitioners who provide care in a health professional shortage
area (HPSA) would be eligible for the bonuses for hospital visit codes
that are typical of primary care medicine, but only 10% of these visits
could count towards the 60% threshold. General surgeons providing
care in a HPSA would also be eligible for the 10% bonus. Half of the
cost of the bonuses would be offset through an across-the-board
reduction to all other codes, except codes for physicians who provide
services primarily in a HPSA zip code.
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practitioner to beneficiaries who are attributable to an accountable
care organization (ACO) under the ACO pilot, the Secretary shall
develop, not later than January 1, 2012 for application beginning in
2012, a method that allows the organization to have its own
expenditure targets and updates and target growth rates for such
practitioners. (Sec. 1121)

Misvalued Codes Under the Physician Fee Schedule. Requires the
Secretary to periodically identify misvalued services and make
appropriate adjustments, such as bundling codes for payment. The
Secretary will identify codes based on a number of indicators, such
as codes for which there has been the fastest growth.

The Secretary will establish a validation process, including
validation of work elements (e.g., time, mental effort, etc.) for
relative value units (RVUs) under the fee schedule and make
appropriate adjustments.

Appropriates for FY 2010 and each subsequent year $20,000,000 to
carry out the provision. (Sec. 1122)

Payments for Efficient Areas. Establishes incentive payments for
suppliers in an efficient area, as defined by the Secretary, on or after
January 1, 2011 and before January 1, 2013. The amount would be
an additional 5% of the payment under the fee schedule. An
efficient area is a county or equivalent area that is in the lowest 5th

percentile of utilization based on per capita spending. There will be
no administrative or judicial review with respect to the identified
efficient areas or zip codes. (Sec. 1123)

Extension of Payment for Technical Component. Treatment of the
technical component for certain physician pathology services is
extended to 2011. (Sec. 1195)

Modification to Physician Quality Reporting Initiative (PQRI). The
Secretary shall provide timely feedback to eligible professionals on
the performance of such professional with respect to satisfactorily
submitting data on quality measures. Not later than January 1, 2011,
the Secretary will implement an informal process under which an
eligible professional may appeal a payment decision made under the
program. Not later than January 1, 2012, the Secretary shall develop

Physician Quality Reporting Initiative. In addition to the options within
the current PQRI program, beginning with the 2011 reporting period,
CMS would make PQRI incentive payments available for 2 successive
years to eligible professionals who voluntarily complete the following on
a biennial basis: (1) participate in a qualified American Board of Medical
Specialties certification, Maintenance of Certification (MOC), or
equivalent programs; and (2) complete a qualified MOC practice
assessment, including an initial assessment of a participant’s practice
designed to show the physician’s use of evidence-based medicine, and
would seek to improve quality of care through follow-up assessments.
The methods used for the MOC would be submitted by Boards to CMS
in accordance with requirements established by the Secretary in
consultation with the Boards. The Secretary would ensure that methods,
measures and data to be submitted allow for innovation and
appropriateness by specialty.

Further improves PQRI by requiring CMS to provide timely feedback to
professionals on their performance in satisfactorily submitting data on
quality measures and to establish an appeals process for providers who
participate in the PQRI program but do not qualify for incentive
payments during their performance period.

Extends PQRI incentive payments beyond 2010. Eligible professionals
who successfully report in 2010 would receive a two percent bonus in
2011 and those who failed to participate successfully would face a 1
percent payment penalty in 2012, based on their 2011 reporting period.
The incentive payments and payment adjustments would be based on the
allowed charges for all covered services, based on the applicable percent
of the fee schedule amount. For 2012, the applicable percent would be
calculated as 99 percent of their total allowed charges. For reporting
periods 2012 and in subsequent years, the penalties for non-reporting
would be two percent, calculated as 98 percent of their total allowed
charges. The penalty would be assessed on an annual basis and would
not be cumulative.

Requires CMS to develop a plan to integrate the PQRI program with the
standards for meaningful use of certified electronic health records as
created in the American Recovery and Reinvestment Act of 2009.
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a plan to integrate the clinical reporting on quality measures with the
reporting requirements relating to the meaningful use of electronic
health records (“EHRs”). Extends 2% incentive payments to 2012.
(Sec. 1124)

Adjustment to Medicare Payment Localities. For services furnished
on or after January 1, 2011, the Secretary shall revise the fee
schedule areas used for the payment applicable to California using a
Metropolitan Statistical Area (MSA) Geographic Adjustment Factor
methodology. (Sec. 1125)

Expansion of Physician Feedback Program. Requires the Secretary,
beginning in 2012, to provide reports to physicians comparing their
resource use with that of other physicians or groups of physicians caring
for patients with similar conditions. Resource use would be measured
based on the items and services furnished or ordered by physicians or
groups of physicians. Feedback reports would be based on an episode-
grouper methodology established by the Secretary that would combine
separate, clinically-related services into an episode of care for which the
physician is accountable. The episode-grouper would be required to be
developed by January 1, 2012.

In preparing feedback reports, the Secretary would be required to make
appropriate data adjustments, including adjustments to (1) account for
differences in the demographics and health status so as not to penalize
those physicians who tend to serve less healthy individuals, and (2)
eliminate the effect of geographic adjustments in payment rates.

The Secretary could exclude certain information regarding an item or
service from feedback reports if she determines that there is insufficient
information to provide a valid assessment of utilization. The Secretary
would be required to provide for education and outreach activities to
physicians on the operation of, and methodologies used, under the
Feedback Program.

Beginning in 2015, payment would be reduced by five percent if an
aggregation of the physician’s resource use is at or above the 90th
percentile of national utilization. After five years, the Secretary would
have the authority to convert the 90th percentile threshold for payment
reductions to a standard measure of utilization, such as deviations from
the national mean.

Permitting Physician Assistants to Order Post-Hospital Extended Care
Services. Allows a physician assistant who does not have a direct or
indirect employment relationship with a SNF, but who is working in
collaboration with a physician, to certify the need for post-hospital
extended care services for Medicare payment purposes. This provision
would apply to items and services furnished on or after January 1, 2010.

Recognizing Attending Physician Assistants as Attending Physicians to
Serve Hospice Patients. For purposes of a hospice written plan of care,
includes a physician assistant in the definition of an attending physician.
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Currently, under Medicare, hospice services may only be provided to
terminally ill individuals under a written plan of care established and
periodically reviewed by the individual’s attending physician and the
medical director (and by the interdisciplinary group of the hospice
program). The provision would continue to exclude physician assistants
from the authority to certify an individual as terminally ill.
This provision would apply to items and services furnished on or after
January 1, 2010.

Part B – Market
Basket Updates

Incorporating Productivity Improvements. Beginning, in 2010,
there will be a productivity adjustment for outpatient hospitals,
ambulance services, laboratory services, durable medical equipment,
and ambulatory surgical center services. (Sec. 1131)

Part B – Other
Provisions

Rental and Purchase of Power-Driven Wheelchairs. Eliminates the
purchase agreement option for power-driven wheelchairs and
maintains the option for certain complex rehabilitative power-driven
wheelchairs as of January 1, 2011. (Sec. 1141)

Extension of Payment Rule for Brachytherapy. Extends payment
policy implemented under MIPPA through January 1, 2012. (Sec.
1142)

Home Infusion Therapy Report to Congress. Not later than 1 year
after the Act’s enactment, MedPAC must submit to Congress a
report on the scope of coverage for home infusion therapy services,
the benefits and costs associated with such coverage, and a
recommended payment structure. (Sec. 1143)

Require Ambulatory Surgical Centers (ASCs) to Submit Cost Data
and Other Data
As a condition of the agreement with an ASC facility, ASCs will
submit cost data as specified by the Secretary and on a cost report
form developed by the Secretary, which is to be developed not later
than 3 years after the Act’s enactment. Cost reporting will be
required for cost reporting periods beginning 18 months after the
Secretary develops the form. The Secretary will conduct periodic
audits of such cost reports. Beginning in 2012, the Secretary shall
require the reporting of additional data relating to quality of services
furnished in an ASC. (Sec. 1144)

Treatment of Certain Cancer Hospitals. The Secretary shall conduct
a study to determine whether costs incurred by cancer hospitals

Advanced Diagnostic Imaging Services. Increases the utilization rate
assumption from 50% to 65% for 2010-2013. Beginning in 2014, the
rate is increased to 75%. Requires the Secretary to conduct a study by
January 1, 2013 on the projected impact of the utilization rate change on
beneficiary access, including in rural areas, utilization of advanced
diagnostic imaging services, and the estimated savings to the Medicare
program over the period of 2010 through 2019. Also increases the
technical component payment reduction for sequential imaging services
on contiguous body part during the same visit from 25% to 50%.

Durable Medical Equipment. Eliminates the 2014 add-on payment.
Beginning in 2010, allows for purchase of a power-driven wheelchair
(and for replacement wheelchairs) with a lump-sum payment, except for
complex, rehabilitative wheelchairs. Allows the Secretary to determine
more appropriate accreditation standards for pharmacies and makes
pharmacies eligible for an accreditation exemption if they meet the
following standards: (1) pharmacy has had no adverse determination
against it for the last 5 years due to fraud; (2) pharmacy submits an
attestation that its total Medicare DMEPOS billings are and continue to
be less than a rolling three year average of five percent of total pharmacy
sales, and; (3) the pharmacy is willing to submit documentation to the
Secretary, based on a random sample, that enables the Secretary to verify
the information in (2).

Treatment of Certain Cancer Hospitals. Requires the Secretary to
conduct a study to determine if the outpatient costs incurred by
Prospective Payment System-exempt cancer hospitals exceed the costs
incurred by other hospitals reimbursed under the Outpatient Prospective
Payment System (OPPS). Requires the Secretary to adjust the payments
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exceed the costs of other hospitals, and if so, make appropriate
adjustments to reflect these higher costs for services furnished on or
after January 1, 2011. (Sec. 1145)

Payment for Imaging Services. Increases the utilization rate for
advanced diagnostic imaging services (as defined in section
1834(e)(1)(B) of the Social Security Act) from 50 to 75 percent, and
increases the reduction/discount for scans of contiguous body parts
from 25 to 50 percent. (Sec. 1147)

Durable Medicare Equipment Program Improvements. Waives
surety bond requirement for pharmacy suppliers DMEPOS that have
been enrolled as such suppliers for the last 5 years and for which an
adverse action has never been imposed. Provides protections for
beneficiaries receiving oxygen to ensure their continuous supply of
oxygen equipment and in the event of suppliers going out of
business. Exempts pharmacy DMEPOS suppliers from
accreditation requirements for purposes of supplying diabetic testing
supplies and certain other items. Any supplier that has submitted an
application for accreditation prior to August 1, 2009, is deemed to
meet applicable standards until their application is reviewed. (Sec.
1148)

MedPAC Study and Report on Bone Mass Measurement. MedPAC
shall conduct a study on bone mass measurement. The report is due
not later than 9 months after the Act’s enactment. (Sec. 1149)

beginning January 1, 2011 if the costs for PPS-exempt cancer hospitals
are determined to be excessive.

American Indian and Alaska Native Providers and Medicare Part B.
Removes the sunset in current law to allow I/T/Us to continue to receive
payment for certain Medicare covered items and services.

Provisions Related
to Part A and Part
B

Home Health (HH) Payment Update for 2010. Establishes a 0%
market basket increase for 2010. (Sec. 1153)

Payment Adjustments for Home Health Care. For 2010, accelerates
the regulatory adjustment for case mix currently scheduled for 2011.

For 2011, the home health payment amount will be adjusted by a
uniform percentage determined to be appropriate by the Secretary
based on an analysis of factors, such as changes in the average
number and types of visits in an episode, the change in intensity of
visits in an episode, growth in cost per episode, and other factors
that the Secretary determines are relevant. (Sec. 1154)

Incorporating Productivity Improvements. Beginning in 2010, the
home health market basket will be subject to the productivity

Productivity. Provides for updates based on MB or CPI minus full
productivity estimates for all Parts A and B providers who are subject to
a MB or CPI update. Specifically, this change would implement a full
productivity adjustment for inpatient and outpatient hospital services,
inpatient psychiatric facilities, inpatient rehabilitation, long term care
hospital services and nursing homes beginning in 2012. It would
implement a full productivity adjustment for hospice providers beginning
in 2013, and a full productivity adjustment for home health providers
beginning in 2015. All other productivity adjustments for other Part B
providers would begin in 2011.

Home Health (HH) Market Basket Cut. Reduces market basket updates
for home health providers by 1% in 2011 and 2012.

Updating Home Health Payments through Rebasing. Starting in
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adjustment. Sets floor for the home health market basket so that the
combination of the productivity adjustment and any adjustments for
quality reporting cannot cause the market basket update to go below
zero. (Sec. 1155)

Institute of Medicine Study on Geographic Adjustment Factors
Under Medicare. Within 1 year of the Act’s enactment, IOM will
report to CMS on the validity and effects of the geographic adjusters
used for Medicare physician and hospital payments, and any
recommendations for improvements. (Sec. 1157)

Revision of Medicare Payment Systems to Address Geographic
Inequities. CMS is instructed to respond to recommendations under
section 1157 and may spend up to $4 billion to affect any needed
increases in payment rates. (Sec. 1158)

Medicare Improvement Fund. Funds the Medicare Improvement
Fund by $8 billion beginning in FY 2011 and ending in FY 2019.
(Sec. 1146)

CY2013, directs the Secretary to rebase payments to reflect the number
and mix of HH services, level of intensity of services, and the average
cost of providing care. In doing so, requires the Secretary to take into
account: (1) differences between hospital-based and freestanding HH
providers; (2) differences in for-profit and non-profit providers; and (3)
differences in resource costs between urban and rural HH providers. The
Secretary would evaluate costs based on data from the most recently
available audited cost, including either 2009 or 2010, if available. Also
directs the Secretary to phase in the new reimbursement system over 4
years, as outlined in the legislation. Directs the Secretary to ensure
adjustments in HH spending as a result of this policy will be no greater
than 3.5% per year during the transition relative to HH payment levels at
the date of enactment of this legislation. Directs MedPAC to report to
Congress in CY2014 and CY2016 on the implementation of the new
system.

Provider-Specific Cap on Home Health Outlier Payments.
Starting in CY2011, directs the Secretary to establish a provider-specific
annual cap of 10% of revenues that a HH agency may be reimbursed in a
given year from outlier payments.

Reinstatement of Rural Home Health Payment Adjustment
Between CY2010 to CY2015, the Secretary would be directed to provide
for a 3% add-on payment for HH providers serving rural areas.

Study Regarding the Development of Home Health Payment Reforms to
Ensure Access to Care and Quality Services. Directs the Secretary to
conduct a study to evaluate costs and quality of care among efficient HH
providers in providing ongoing access to care and in treating
beneficiaries with varying severity levels of illness and develop
recommendations on ways to reform HH payments and case mix
adjustments based on this analysis. No later than January 1, 2012, if the
Secretary deems appropriate, the Secretary shall establish a temporary
Medicare payment adjustment targeted toward ensuring access to care
for beneficiaries with high severity of illness or to improve access to care
for low-income or underserved beneficiaries. This temporary Medicare
add-on payment may be no greater than 3% of the base PPS payment,
not exceeding $500 million in total from 2011-2019.

Medicare Improvement Fund (MIF). Eliminates the funding in the MIF,
established by MIPPA, to make improvements under the original fee-for-
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service program under Parts A and B for Medicare beneficiaries. Under
current law, $22.29 billion is available for services furnished during
FY2014.

Medicare
Advantage
Reforms –
Payment and
Administration

Phase-in of Payment Based on Fee-for-Service Costs. Establishes a
blended benchmark amount for 2011 and 2012 to phase-in fee-for-
service costs by 2013. (Sec. 1161)

Quality Bonus Payments. Beginning in 2011, a MA plan that is
identified as a high quality MA plan will have its blended rate
increased by 1.0% in 2011, 2.0% in 2012, and 3.0% for subsequent
years. Beginning in 2011, a MA plan that is identified as an
improved quality plan will have its blended rate increased by 0.33%
for 2011, by 0.66% for 2012, and 1.0% for subsequent years. (Sec.
1162)

Extension of Secretarial Coding Intensity Adjustment Authority.
Extends Secretary’s authority beyond 2010 to make payment
adjustments to reflect differences in coding patterns between MA
plans and providers under Part A and Part B to the extent the
Secretary has identified differences. (Sec. 1163)

Simplification of Annual Beneficiary Election Periods. Establishes
an annual coordinated election period from November 1 –
December 15 for 2011 and subsequent years. Eliminates the 3-
month additional open enrollment period for MA plans. (Sec. 1164)

Extension of Reasonable Cost Contracts. Extends the operation of
cost plans that operate in areas with other health plan options.
Beginning January 1, 2012, cost plans may not renew a contract in a
service area, or portion of a service area, if during the previous year,
two or more organizations offering a local MA plan meet a
minimum enrollment test, or two or more organizations offering a
regional MA plan meet the same test. (Sec. 1165)

Limitation on Waiver Authority for Employer Group Plans.
Establishes a limit on the ability of the Secretary to waive or modify
requirements for MA plans to facilitate employer group plans. This
change would apply for plan years beginning on or after January 1,
2011. (Sec. 1166)

MA Benchmarks and Rebates. Beginning in 2011, the legislation would
transition MA benchmarks to reflect plan bids. In 2011, the national MA
per capita growth percentage would be reduced by 3 percentage points.
Starting in 2012, local MA benchmarks would be blended with plan bids:
local MA benchmarks would be based on 33% of the enrollment
weighted average of plan bids for each payment area and 67% of the
current law MA benchmarks. In 2013, a greater share of the benchmark
rates would reflect actual plan bids: 67% of the benchmark rates would
be based on the enrollment weighted average of plan bids for each
payment area, while the remaining 33% would be based on the current
law MA benchmarks. In 2014, the local MA benchmarks would be
based on the actual plan bids from the prior year: 2014 MA benchmarks
would be equal to 100% of the enrollment weighted average of the 2013
plan bids increased by the national MA growth percentage for 2014.
Beginning in 2015, the MA local benchmarks would be determined by
the enrollment weighted average of all MA bids in each payment area.
Bids from all local MA plans (except regional plans, PACE plans and
1876 cost plans) would be used to set the MA benchmarks.

Regional plan benchmarks would continue to be calculated as a weighted
blend of the regional bids and local MA benchmarks. However, the
statutory portion would be based on the new MA benchmarks instead of
statutory rates.

In 2011, 2012, and 2013, local and regional MA plans would still receive
75% of the difference between their bids and the benchmark rates as a
rebate payment. Beginning in 2014, MA plans that bid below the new
benchmark rates would receive a rebate amount equal to 100% of the
difference between their bids and the new benchmarks.

PACE plans would be exempt from changes to the MA benchmarks
beginning with the transition to competitive bidding in 2012.

Bidding Rules. Requires bid information submitted by MA plans to be
certified by a member of the American Academy of Actuaries.
Beginning in 2012, the Secretary is required to establish bidding rules.
The Secretary must deny bids that do not meet the actuarial standards
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Improving Risk Adjustment for MA Payments. Not later than 1
year after the Act’s enactment, the Secretary shall submit to
Congress a report that evaluates the need and feasibility of
improving the adequacy of the risk adjustment system in predicting
costs for low-income and chronically-ill beneficiaries. Not later
than January 1, 2012, the Secretary shall implement necessary
improvements to the risk adjustment system taking into account its
study. (Sec. 1167)

Elimination of MA Regional Stabilization Fund. Any amount
contained in the MA Regional Plan Stabilization Fund as of the
enactment of this Act shall be transferred to the Federal
Supplementary Medical Insurance Trust Fund. (Sec. 1168)

and guidelines or abide by the rules established.

Bonus Payments. Establishes two new bonus payments for local and
regional MA plans, that, when added together, would equal a maximum
of 5% of the national U.S. Per Capita Costs of Medicare on a per
member per month basis. These bonus payments would be available to
all MA plans, beginning in 2014, regardless of plan type or service area.

Efficiency Bonus. Creates an efficiency bonus for local and regional MA
plans that bid significantly below per capita FFS costs. The bonus is
available in addition to rebates (that are paid to plans when their bids fall
below new benchmarks) and bonuses for providing care coordination
and meeting quality thresholds. MA plans that bid more than 85% below
the average per capita FFS Medicare cost in each payment area would be
able to retain 10% of the difference between their bids and 85% of the
average FFS amount. Only plans that bid below FFS would be eligible
for the bonus.

Benefit Protection and Simplification. Includes several protections for
beneficiaries with respect to the cost sharing amounts charged by MA
plans. Also makes additional benefits that are offered by MA plans and
paid for by rebates and bonus payments more consistent across plans.
Specifically, beginning in 2011, prohibits MA plans from charging cost
sharing that is greater than the cost sharing under the original Medicare
program for certain services, such as chemotherapy treatment, renal
dialysis and skilled nursing care. Modifies how plans can use their
rebates and bonuses for additional benefits beginning with 2012.

Extension of Reasonable Cost Contracts. Extends for 3 years—from
January 1, 2010, to January 1, 2013—the length of time reasonable cost
plans may continue operating regardless of any other MA plans serving
the area.

MA Private Fee-For-Service Plans. Clarifies that in defining areas in
which PFFS plans (not sponsored by employers) must establish
contracted networks of providers, a network area would be defined as an
area served by two or more MA organizations. Also allows the
Secretary to grant employer-based PFFS plans a waiver from the
network requirements in a manner similar to the Secretary’s authority to
waive or modify other MA requirements for employer-based coordinated
care plans.
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Erickson Demonstrations. Allows for senior housing facility MA plans,
beginning in 2011, if they serve beneficiaries who reside in continuous
care environments, have sufficient number of on-site primary care
providers as determined by the Secretary, supply transportation benefits
to other providers, and were in existence under a demonstration for at
least one year.

Medicare
Advantage
Reforms –
Beneficiary
Protection and
Anti-Fraud

Limitation on Cost-Sharing for Individual Health Services. Limits
cost-sharing amounts for MA plans to cost-sharing under Medicare
fee-for-service. Permits MA plans to use flat co-payments or per
diem rates in lieu of cost-sharing. Amends the limitation on cost-
sharing amounts for dual eligibles and qualified Medicare
beneficiaries in MA plans. The cost-sharing for such plans cannot
exceed the cost-sharing that would have applied to that beneficiary
under Medicaid where they not enrolled in Medicare. These
amendments are effective for plan years beginning on or after
January 1, 2011. (Sec. 1171)

Continuous Open Enrollment for Enrollees in Plans with Enrollment
Suspension. Enrollees are permitted to make a new MA plan
selection outside of the annual coordinated election period if an
individual is enrolled in a MA plan and enrollment is suspended
because of the plan’s failure to meet program requirements. (Sec.
1172)

Information for Beneficiaries on MA Plan Administrative Costs.
Beginning 2011, the Secretary shall publish, not later than
November 1 of each year, information relating to medical loss ratios
and other cost-related information for each MA plan contract. Each
MA organization shall submit the necessary information to the
Secretary to allow the Secretary to publish the required information.
Plans with medical loss ratios below 85% will be subject to rebates
and penalties, including eventual termination of contracts. (Sec.
1173)

Strengthening Audit Authority. MA plan contracts with the
Secretary shall include the beneficiary protections and protections
against fraud outlined in the Medicare statute (1857(d)). The
Secretary is authorized to take action in connection with audits
necessary to address deficiencies. These amendments will apply to
audits and activities conducted for contract years beginning on or



Page 31

A&B Health Care Public Policy Group Health Care Reform Chart

Policy Senate HELP House Tri-Committee Senate Finance
after January 1, 2011. (Sec. 1174)

Authority to Deny Plan Bids. Authorizes the Secretary to deny bids
by an MA organization or Part D plans. (Sec. 1175)

Medicare
Advantage
Reforms –
Treatment of
Special Needs
Plans

Limitation on Enrollment Outside Open Enrollment Period of
Individuals into Chronic Care Specialized MA Plans for Special
Needs Individuals. Beginning January 1, 2011, specialized MA
plans for special needs individuals cannot enroll an individual
outside of the annual, coordinated open enrollment period or when
at the time of the diagnosis of the disease or condition that qualifies
the individual. (Sec. 1176)

Extension of Authority of Special Needs Plans to Restrict
Enrollment. Extends the limit for permitting specialized MA plans
to enroll only certain special needs individuals to January 1, 2013
(or January 1, 2016 if the plan is designated as a fully integrated
dual eligible special needs plan). (Sec. 1177)

Extension for Specialized MA Plans for Special Need Individuals.
Extends SNP authority through December 31, 2013. Requires SNPs by
January 1, 2013 to have beneficiaries enrolled in their plans that meet the
definitions for each type of SNP. Also requires the Secretary to
transition beneficiaries enrolled in SNPs to other MA plans or original
Medicare if they do not meet the definitions established for such plans by
2013. The Secretary would be allowed to make exceptions to the
transition requirements for dual-eligible beneficiaries who lost their
Medicaid status in order to give them time to reapply for Medicaid
benefits.

Requires all dual-eligible SNPs to have established contracts with state
Medicaid programs by January 1, 2013, in order to operate and serve
dual-eligible beneficiaries.

Makes all changes related to payment, rebates and bonuses, as well as
payment and service areas applicable to SNPs in the same manner as
they apply to MA plans through 2013.

Creates a new payment adjustment for fully-integrated, dual-eligible
SNPs.

Gives the Secretary discretion to require SNPs to be certified or
otherwise approved by NCQA in order to participate in the MA program.

Beginning in 2011, requires the Secretary to use a risk score for new
enrollees in SNPs that reflects the known underlying risk profile and
chronic health status of each enrollee. The new risk score would be
budget-neutral and applied in lieu of the default risk score for new
enrollees of non-SNP MA plans.

For 2011 and periodically thereafter, requires the Secretary to evaluate
and revise the methodology used to risk adjust MA plan payments.

Improvements to
Part D

Elimination of Coverage Gap. Beginning in 2011, the Secretary
shall progressively increase the initial coverage limit and decrease
the annual out-of-pocket threshold to close the coverage gap.
Establishes a drug manufacturer rebate for any covered outpatient

Improving Coverage in the Part D Coverage Gap. Establishes a discount
program for beneficiaries who enroll in Part D and have drug spending
that falls into the coverage gap. Also provides for manufacturer
discounts on brand-name drugs that are covered under Part D and are on
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drug the manufacturer dispensed after December 31, 2010 to any
full-benefit dual eligible individual for which payment was made by
a PDP sponsor or a MA organization. The manufacturer must pay
the rebate to the Secretary not later than 30 days after receiving the
information. Penalties apply for the failure to submit timely
information and the provision of false information. (Sec. 1181)

Discounts for Certain Part D Drugs in Original Coverage Gap.
Provides discounts of 50% for brand-name drugs used by Part D
enrollees in the Part D donut hole as of December 31, 2010. (Sec.
1182)

Repeal of Provision Relating to Submission of Claims by
Pharmacies Located in or Contracting with Long-Term Care
Facilities. Repeals time limits for such pharmacies to submit claims
to PDP sponsors and MA organizations for contract years beginning
with 2010. (Sec. 1183)

Including Costs Incurred by AIDS Drug Assistance Programs and
Indian Health Service In Providing Prescription Drugs Towards the
Annual Out-of-Pocket Threshold Under Part D. For costs incurred
on or after January 1, 2011, costs incurred or paid under a State
Pharmaceutical Assistance Program, by the Indian Health Service,
or under an AIDS Drug Assistance Program will go towards the
annual out-of-pocket threshold. (Sec. 1184)

Permitting Mid-Year Changes in Enrollment for Formulary Changes
Adversely Impacting an Enrollee. Beginning for contract years on
or after January 1, 2011, mid-year changes for an individual, who is
enrolled in a PDP or MA-PD and has been prescribed a covered Part
D drug, will be permitted if the formulary of the plan is materially
changed to reduce coverage or increase cost-sharing under the plan.
(Sec. 1185)

plan formularies or treated as being on plan formularies through
exceptions and appeals processes. Specifically, beginning July 1, 2010,
eligible beneficiaries would automatically receive a 50% discount off the
negotiated price for brand-name prescription drugs covered under Part D
and covered by their plan’s formulary or are treated as being on plan
formularies through exceptions and appeals processes. The discount
would be available during the entire coverage gap. Once prescription
costs of a beneficiary exceed the catastrophic limit, the discount would
end and catastrophic portion of the drug benefit would apply. The
discount program would apply to Medicare beneficiaries who enroll in
Part D, do not qualify for the low-income subsidy, are not enrolled in an
employee–sponsored retiree drug plan, and do not have annual income
that exceeds the Part B income thresholds as determined under current
law ($85,00 for singles and $170,000 for couples in 2009).

Allows 100 percent of the negotiated price of discounted drugs
(excluding dispensing fees) to count toward the annual out-of-pocket
threshold that is used to define the coverage gap each year.

Stipulates that drugs sold/marketed in the U.S. by a manufacturer would
not be covered under Part D unless the manufacturer agrees to participate
in the discount program. The agreement would require manufacturers to
discount drug prices at the pharmacy or through a mail order service.

Allows the Secretary to contract with a third party to administer the drug
discount. Require manufacturers who participate in the discount program
to be audited for compliance by the third-party administrator.

Improving the Determination of Part D Low-Income Benchmarks.
Requires the Secretary to exclude Medicare Advantage rebates and
bonus payments from the MA-PDP premium amount when calculating
the regional LIS benchmark amounts. This provision would take effect
in 2011.

Voluntary De Minimus Policy for Low-Income Subsidy Plans.
Authorizes a policy, beginning in 2011, through which plans that bid a
nominal amount above the regional LIS benchmark amount can choose
to absorb the cost of the small difference between their bid and the LIS
benchmark in order to qualify as a LIS-eligible plan. The Secretary
would be given discretion to auto-enroll LIS beneficiaries into these
plans in order to maintain an adequate LIS plan choices.
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Special Rule for Widows and Widowers Regarding Eligibility for Low-
Income Assistance. Requires that, beginning in 2011, the surviving
spouse of an LIS-eligible couple undergo a redetermination of his or her
eligibility status no earlier than one year from the next redetermination
that would have occurred after the death of a spouse.

Facilitation of Reassignments of Beneficiaries in Low-Income Subsidy
Plans. Requires plans whose bids exceed the regional benchmark
amount and whose LIS beneficiaries are reassigned to other plans by
CMS to transmit recent drug utilization data to the beneficiary’s new
plan within 30 days of notification of the reassignment. Within 30 days
of receiving the drug utilization information, plans that are reassigned
LIS beneficiaries would be required to provide these beneficiaries with
information about formulary differences, and a description of the new
plan’s appeals process, grievance mechanisms and coverage
determination/redetermination process.

Funding Outreach and Education of Low-Income Programs. Extends
MIPPA Section 119 and provides $45 million for outreach and education
activities related to Medicare low-income assistance programs, including
the Part D LIS program and the Medicare Savings Program. Funds
would be available for obligation through 2012.

Strengthening Formularies with Respect to Certain Categories or Classes
of Drugs. Removes the criteria, specified in Section 176 of MIPPA, that
would have been used by the Secretary to identify protected classes of
drugs. Gives the Secretary authority to identify classes of clinical
concern as defined by the Secretary. Also codifies the current six classes
of clinical concern.

Reducing the Part D Premium Subsidy for High-Income Beneficiaries.
Reduces, beginning in 2011, the Medicare premium subsidy amount for
beneficiaries whose modified adjusted gross income (MAGI) exceeded
the thresholds used under Part B; $85,000 for an individual and $170,000
per couple in 2009. The reduction in the Part D premium subsidy
amount would be implemented in a manner that is similar to the current
income-related reductions in Part B premium subsidies. Instead of
setting the Medicare premium subsidy at 74.5 percent of total Part D
premiums, the legislation would decrease the Medicare premium subsidy
to reflect the percentages used to decrease the Part B premium subsidy
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under current law. For individual MAGIs in 2007, the income-related
share of total Part B costs were as follows: 35 percent for incomes
between $80,000 and $100,000, 50 percent for incomes between
$100,000 and $150,000, 65 percent for incomes between $150,000 and
$200,000, and 80 percent for income greater than $200,000.

Simplifying Part D Plan Information. Requires the Secretary to
establish, beginning with 2011, two or more categories of prescription
drug plans offered by Part D sponsors based on ranges of the actuarial
values of the prescription drug benefits provided under the plans. The
Secretary would also be required to develop standardized nomenclature,
definitions, and language to describe and present the benefit categories
on the Part D plan finder and in other relevant beneficiary
communications.

Limitation on Removal or Change of Coverage of Covered Part D Drugs
Under a Formulary Under a Prescription Drug Plan or a MA-PD.
Restricts Part D sponsors, beginning in 2011, from removing a covered
drug from a plan formulary, applying a cost or utilization management
tool that imposes a restriction or limitation on the coverage of such a
drug (such as through the application of a preferred status, usage
restriction, step therapy, prior authorization, or quantity limitation), or
increasing the cost sharing of such a drug (such as through the placement
of a drug on a tier that would result in higher cost sharing for a
beneficiary) other than the date on which Part D sponsors may begin
marketing their plans with respect to the immediately succeeding plan
year. The legislation allows for certain exceptions.

Medicare Rural
Access Protections

Telehealth Expansion and Enhancements. Expands Medicare’s
telehealth benefit to beneficiaries who are receiving care at
freestanding dialysis centers. Also establishes a Telehealth
Advisory Committee to provide HHS with additional expertise on
the telehealth program. (Sec. 1191)

Extension of Outpatient Hold Harmless Provision. Extends
outpatient hold harmless provision until January 1, 2012. (Sec.
1192)

Extension of Section 508 Hospital Classification. Extends Section
508 hospital classifications until September 30, 2011. (Sec. 1193)

Extension of Geographic Floor for Work. The 1.0 work geographic

Extend Medicare Rural Hospital Flexibility Program. Extends the FLEX
grant program, which was established to allow States to develop and
implement rural health care plans and networks, by two years until 2012.
The proposed change would allow SHIP funding to also be used to
support small rural hospitals’ participation in the delivery system reform
programs, such as value-based purchasing programs, accountable care
organizations, bundling and other programs deemed appropriate by the
Secretary.

Extend Hospital Outpatient Department Hold Harmless for Small Rural
Hospitals; Extend and Expand Hospital Outpatient Department Hold
Harmless for Sole Community Hospitals. Establishes that small rural
hospitals would receive 85 percent of the payment difference in CY2010
and CY2011. Sole community hospitals (SCHs) with not more than 100
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index is extended until January 1, 2012. (Sec. 1194)

Extension of Ambulance Add-Ons. Extends ambulance add-on for
ground services until January 1, 2012. Extends treatment of certain
areas as rural areas for purposes of payment for air ambulance
services until December 31, 2011. (Sec. 1196)

beds would receive 85% of the payment difference in CY2010 and
CY2011. SCH with more than 100 beds would receive 85 percent of the
payment difference in CY2010 and CY2011.

Extend Reasonable Cost Reimbursement for Laboratory Services in
Small Rural Hospitals. Reasonable cost reimbursement for clinical
diagnostic laboratory service for qualifying rural hospitals with under 50
beds would be reinstated from July 1, 2010 and extended for two years,
ending July 1, 2012.

Extend Rural Community Hospital Demonstration Program. Extends the
Rural Community Hospital Demonstration Program for an additional two
years, expands the maximum number of participating hospitals to 30 and
expand eligible sites to rural areas in all states until January 1, 2012.

Extend Medicare Dependent Hospital (MDH) Program. Extends the
MDH classification for two years, until September 30, 2013.

Temporary Improvements to the Medicare Inpatient Hospital Payment
Adjustment for Low-Volume Hospitals. Creates a temporary adjustment
that would increase payment in FY2011 and FY2012 for certain low-
volume hospitals. A low volume hospital could be located more than 15
road miles from another comparable hospital and have 2,000 discharges
of individuals entitled to or enrolled for Medicare Part A benefits. The
Secretary would determine the applicable percentage increase using a
linear sliding scale ranging from 25% for low-volume hospitals below a
certain threshold to no adjustment for hospitals with greater than 2,000
discharges of individuals with Medicare Part A benefits.

Revisions to the Demonstration Project on Community Health
Integration Models in Certain Rural Counties. Strikes the limitation on
the number of eligible counties that may participate in the MIPPA-
authorized demonstration project on community health integration
models within the qualifying states. The proposed change would also
delete references to rural health clinic services and replace these with a
requirement that physician services may also be included within the
scope of the demonstration project.

MedPAC Study on Adequacy of Medicare Payments for Health Care
Providers Serving Rural Areas. Requires MedPAC to review payment
adequacy for rural health care providers serving the Medicare program
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and provide a report to Congress by January 1, 2011. MedPAC must
also provide recommendations on appropriate modifications to the rural
payment adjustments.

Extension of Increased Payments for Ambulance Services Under
Medicare. Extends the provision in MIPPA that provided that the
Medicare rate for ground ambulance services would be increased an
additional three percent for rural ambulance services and two percent for
other areas, until January 1, 2012. Areas designated as rural on
December 31, 2006 are treated as rural for purposes of payments for air
ambulance services during this period.

Medicare
Beneficiary
Improvements –
Improving and
Simplifying
Financial
Assistance for Low
Income
Beneficiaries

Improving Assets Tests for Medicare Savings Program and Low-
Income Subsidy Program. Establishes a new assets test ($17,000 for
individuals and $34,000 for couples indexed annually by CPI) for
low-income individuals for eligibility determinations for income-
related subsidies and Medicare cost-sharing beginning on or after
January 1, 2012. (Sec. 1201)

Elimination of Part D Cost-Sharing for Certain Non-
Institutionalized Full-Benefit Dual-Eligible Individuals. Eliminates
Part D cost-sharing for individuals who but for the provision of
home and community based care would require the level of care
provided in a hospital or nursing facility or intermediate care facility
for the mentally retarded. This amendment is effective for drugs
dispensed on or after January 1, 2011. (Sec. 1202)

Eliminating Barriers to Enrollment. Establishes process for self-
certification and administrative verification of income and resources
to facilitate the enrollment of low-income individuals, beginning
January 1, 2010. (Sec. 1203)

Disclosures to facilitate identification of individuals likely to be
ineligible for the low-income assistance under the Medicare
prescription drug program to assist Social Security Administration’s
outreach to eligible individuals. Authorizes the IRS to disclose to
SSA certain taxpayer return information to assist SSA in its outreach
program to identify individuals who are eligible for Medicare Part D
assistance. (Sec. 1801)

Enhanced Oversight Relating to Reimbursements for Retroactive
Low Income Subsidy Enrollment. Establishes process requirements

Waiver Authority for Dual Eligible Demonstrations. Clarifies that
Medicaid demonstration authority for coordinating care for dual eligibles
is as long as five years.

Office of Coordination for Dual Eligible Beneficiaries. Establishes
within CMS the Office of Coordination for Dual Eligible Beneficiaries
(OCDEB). OCDEB would be responsible for identifying and leading
agency efforts to align Medicare and Medicaid financing, administration,
oversight rules, and policies for dual eligibles. The Director would report
to the CMS Administrator. OCDEB would be required to prepare annual
reports that the Secretary would submit to Congress documenting dual
eligible spending with separate subtotals for Medicare and Medicaid as
well as dual eligibles’ health outcomes and access to services by subtype
of beneficiaries. OCDEB would include a statistically valid sample of
indicators on the quality of care provided to dual eligibles. Further,
OCDEB would coordinate benefits for “attainers” (Medicaid
beneficiaries who turn age 65).
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for reimbursing low-income subsidies retroactively for low-income
subsidy beneficiaries and reporting requirement for Part D plans.
(Sec. 1204)

Intelligent assignment in enrollment. Beginning in contract year
2012, gives Secretary authority to use an enrollment process for
subsidy-eligible individuals into Part D plans that accounts for the
quality, cost and/or formulary of plans. (Sec. 1205)

Special Enrollment Period and Automatic Enrollment for Certain
Subsidy Eligible Individuals. Applies the intelligent enrollment
process above to automatically enroll subsidy eligible individuals
who have not enrolled in a PDP or MA-PD plan during the special
enrollment period. This amendment is effective for subsidy
determinations made for months beginning with January 2011.
(Sec. 1206)

Application of MA Premiums Prior to Rebate in Calculation of Low
Income Subsidy Benchmark. For subsidy determinations made for
months beginning with January 2011, the premium amount for MA-
PD plans must be calculated before the application of the monthly
rebate for the applicable plan and year. (Sec. 1207)

Improved Coordination and Protection for Dual Eligibles. Requires
the establishment of a CMS office or program to improve
coordination of Medicare and Medicaid benefits and policies for
dual eligibles. Among other responsibilities, the office will be
charged with examining payment systems to develop strategies for
more integrated and higher quality care, facilitating access to
services and identifying ways to improve coordination of
community-based care, assessing communication and outreach
strategies, and creating a database to describe eligibility
requirements and benefits available to dual eligibles by State. (Sec.
1905)

Medicare
Beneficiary
Improvements-
Reducing Health
Disparities

Ensuring Effective Communication in Medicare. The Secretary
shall conduct a study that examines the extent to which Medicare
service providers utilize, offer, or make available language services
for beneficiaries. The report based on such study must be submitted
to Congress not later than 12 months after Act’s enactment. (Sec.
1221)

Sufficient Disparities Data. Requires that Federally-funded population
surveys collect sufficient data on racial and ethnic subgroups to generate
statistically reliable results in studies comparing health disparities
populations. Would ensure that quality reporting requirements include
provisions to collect data on patients by race, ethnicity, gender, primary
language, and disability, and would extend MIPAA provisions regarding
the collection of health disparities data on the Medicare population to
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Demonstration to Promote Access for Medicare Beneficiaries with
Limited English Proficiency by Providing Reimbursement for
Culturally and Linguistically Appropriate Services. Not later than 6
months after the Secretary completes the above study, CMS shall
carry out a demonstration project of no fewer than 24 3-year grants
to eligible Medicare service providers to improve effective
communication between such providers and Medicare beneficiaries
who are living in communities where racial and ethnic minorities are
underserved. (Sec. 1222)

IOM Report on Impact of Language Access Services. Not later than
3 years after the Act’s enactment, the Secretary shall arrange with
IOM to report on the impact of language access services on the
health and health care of limited English proficient populations.
(Sec. 1223)

Medicaid and CHIP.

Data Sharing; Privacy and Security. Requires HHS to share health
disparities data, measures, and analyses with other relevant agencies.
Requires the Secretary of HHS to ensure all appropriate privacy and
security safeguards are followed for activities relating to health
disparities data collection, analysis, and sharing.

Medicare
Beneficiary
Improvements-
Miscellaneous
Improvements

Extension of Therapy Caps Exceptions Process. Extending
exceptions to the therapy caps policy until December 31, 2011.
(Sec. 1231)

Extended Months of Coverage of Immunosuppressive Drugs for
Kidney Transplant Patients and Other Renal Dialysis Provisions.
Lifts the current 36-month limitation on Medicare coverage of
immunosuppressive drugs for kidney transplant patients who would
otherwise lose this coverage on or after January 1, 2012. Establishes
special provisions relating to kidney transplant patients whose
eligibility for coverage of immunosuppressive drugs ends on or after
January 1, 2012. Such individuals will be deemed enrolled in
Medicare for purposes of receiving coverage of such drugs. The
Secretary will establish procedures for identifying beneficiaries that
are only entitled to immunosuppressive drugs and distinguish those
beneficiaries from beneficiaries that are entitled to the complete
package of benefits.

Inserts “oral drugs that are not the oral equivalent of an intravenous
drug (such as oral phosphate binders and calcimimetics)” as drugs
included as part of “renal dialysis services.” Providers of services or a
renal dialysis facility may elect to be excluded from the 4-year
payment phase-in with respect to 2011, 2012, or 2013 on the first date
of such year. (Sec. 1232)

Therapy Caps. Extends the exceptions process for therapy caps for two
years, through December 31, 2011.

Medicare Part B Special Enrollment Period for Disabled TRICARE
Beneficiaries. Creates a 12 month special enrollment period (SEP) for
military retirees, their spouses (including widows/widowers) and
dependent children, who are otherwise eligible for TRICARE and
entitled to Medicare Part A based on disability or ESRD, but who have
declined Part B. This SEP would be available to an individual once in
their lifetime and begin on the day after the last day of the initial
enrollment period. The late enrollment penalty would not apply to
individuals who enroll during the SEP. The provision would become
effective on the date of enactment.

Temporary Adjustment to the Income-Related Premium for Part B of
Medicare. Freezes the current income thresholds for the period of 2011
through 2019.
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Advance Care Planning Consultation. Provides coverage of advance
care planning consultation between enrollees and certain
practitioners to discuss end-of-life services and life-sustaining
treatment. Limited to one such consultation each five years except
if there is a significant change in the health condition of the
individual. In effect for consultations furnished on or after January
1, 2011. (Sec. 1233)

Expansion of Physician Quality Reporting Initiative (PQRI) for End
of Life Care. Requires the Secretary to include in the 2011 PQRI
and subsequent years quality measures on end of life care and
advanced care planning (measuring both the creation of and
adherence to orders for life-sustaining treatment) that have been
adopted or endorsed by a consensus-based organization, if
appropriate. (Sec. 1233)

End of Life Planning in ‘Medicare & You’ Handbook. Instructs
CMS to modify ‘Medicare & You’ handbook to incorporate
information on end-of-life planning resources and to incorporate
measures on advance care planning into the physician’s quality
reporting initiative. (Sec. 1233)

Part B Special Enrollment Period and Waiver of Limited Enrollment
Penalty for Tricare Beneficiaries. Establishes a special enrollment
period for Part B for individuals who are disabled TRICARE
beneficiaries entitled to Part A or ESRD benefits and are eligible to
enroll, but have not enrolled during the initial enrollment period. The
special enrollment period is the 12-month period beginning on the day
after the last day of the initial enrollment period or, if later, the 12-
month period beginning with the month the individual is notified of
enrollment. This provision is effective for elections made on or after
the date of the Act’s enactment. Waives increased premium penalties if
beneficiaries sign up during special enrollment period. (Sec. 1234)Part
B Premium Adjusted for Capital Gains. Allows capital gains from the
sale of a primary residence to count as a life-changing event for
purposes of using a more recent tax year for determination of the Part
B income related premium. (Sec. 1235)

Demonstration Program on Use of Patient Decision Aids. Requires the
Secretary to establish a shared decision making program using patient
decision aids (educational tools that help patients understand and
communicate their beliefs and preferences regarding their treatment
options) with the objective of improving beneficiaries’ understanding
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of their medical treatment options relative to beneficiaries who do not
participate. The Secretary must report to Congress on the program no
later than 12 months after completion. (Sec. 1236)

Health
Information
Technology (HIT)

Standards. Within 180 days of enactment, the bill would
require HHS and the HIT Policy Committee and Standards
Committee to develop interoperable and secure standards and
protocols to facilitate electronic enrollment of individuals in
government programs. It also provides grants for
implementation of appropriate enrollment HIT that would be
available to State and local governmental entities. (Sec. 185)

Key National Indicators. Establishes a “Commission on Key
National Indicators” that would oversee of a newly
established key national indicators system and provide an
annual report to Congress. The Commission would contract
with the National Academy of Sciences to review available
research and determine how best to establish the key national
indicator system. (Sec. 183)

Assistant Secretary for Health Information. Establishes the position of
Assistant Secretary for Health Information, who would collect, collate,
report, and publish full and complete statistics on “key health
indicators” and other information, and report annually to Congress.
The Assistant Secretary for Health Information would also: develop
standards for the collection of data on health and health care; identify
and reassess key health indicators every 3 years; facilitate public
access to datasets; ensure data collection on specific populations and
subpopulation; and award grants to States and other entities to for the
collection and collation of information. Requires coordination with
ONCHIT. (Sec. 2402, adding Sec. 1709). The bill authorizes $300
million for each of FYs 2010-2014 and $330 million for FYs 2015-
2019 for quality improvement and data-related activities from the
Public Health Investment Fund. (Sec. 2403)

Comparative
Effectiveness
Research (CER)

Center for Health Outcomes Research and Evaluation.
Establishes the Center for Health Outcomes Research and
Evaluation within AHRQ. The Center will “coordinate,
conduct, support, and synthesize research relevant to the
comparative health outcomes and effectiveness of the full
spectrum of health care treatments, including
pharmaceuticals, medical devices, medical and surgical
procedures, screening and diagnostics, behavioral health care,
and other health interventions.” The Center will also be
responsible for (i) coordinating, conducting, and supporting
reviews of clinical research; (ii) coordinating, conducting, and
supporting research that identifies scientific advances in
personalized medicine and reduces treatment disparities
among minorities, children, and vulnerable populations; (iii)
using a broad range of methodologies, including randomized
controlled clinical trials; (iv) creating tools that organize and
disseminate research findings; (v) encouraging the
development and use of clinical registries and the

Center for Comparativeness Research. Directs the Secretary to
establish within AHRQ a Center for Comparative Effectiveness
Research to conduct, support, and synthesize research with respect
to the outcomes, effectiveness, and appropriateness of health care
services and procedures in order to identify the manner in which
diseases, disorders, and other health conditions can most effectively
and appropriately be prevented, diagnosed, treated, and managed
clinically.

The Center shall—(A) conduct, support, and synthesize research
relevant to the comparative effectiveness of the full spectrum of
health care services and systems, including pharmaceuticals,
medical devices, medical and surgical procedures, and other medical
interventions; (B) conduct and support systematic reviews of
clinical research, including original research conducted subsequent
to the date of the enactment of this section; (C) continuously
develop rigorous scientific methodologies for conducting
comparative effectiveness studies, and use such methodologies

Patient-Centered Outcomes Research Institute. Establishes a private,
non-profit corporation to assist providers, payers, and policy makers in
making informed health decisions. Research conducted would compare
the clinical effectiveness, risk and benefits of two or more medical
treatments, services, or items. Defines treatment, services, and items as:
health care interventions, protocols for treatment, care management and
delivery, procedures, medical devices, diagnostics tools, pharmaceuticals
(including drugs and biologics), and any strategies or items used in the
treatment, management, and diagnosis of, or prevention of illness or
injury, in patients.

Establishes the duties of the Institute, which will be to: (1) identify
research priorities and establish a research agenda, (2) carry out the
research project agenda, (3) study and report on the feasibility of
conducting research in-house, (4) collect appropriate data from CMS, (5)
appoint advisory panels, (6) support patient and consumer
representatives, (7) establish a methodology committee, (8) provide for a
peer-review process for primary research, (9) disseminate research
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development of health outcomes research data networks; and
(vi) developing a publicly available resource database that
collects high-quality, independent evidence from government
and non-government sources. Within one year of enactment,
the bill requires the Center to develop "minimum
methodological standards" for use when comparing health
outcomes and value to ensure "accurate and effective
comparisons" of treatment options. (Sec. 219, adding Sec.
937)

(Additionally, CER and related issues are addressed
throughout the legislation.)

appropriately; (D) submit to the Comparative Effectiveness
Research Commission, the Secretary, and Congress appropriate
relevant reports; and (E) encourage the development and use of
clinical registries and the development of CER data networks from
electronic health records, post marketing drug and medical device
surveillance efforts, and other forms of electronic health data. (Sec.
1401)

CER Commission. Directs the Secretary to establish an independent
CER Commission to oversee and evaluate the activities carried out
by the Center to ensure activities result in highly credible research
and research information. The legislation also directs who the 17-
member Commission shall consist of, specifically the Director of
AHRQ, the Chief Medical Officer of CMS and 15 stakeholders
including clinicians, patients, researchers, and third-party payers and
consumers. (Sec. 1401)

Funding of CER. Directs establishment in the Treasury of a trust
fund to be known as the Health Care Comparative Effectiveness
Research Trust Fund, consisting of the following appropriated
amounts: (1) For FY 2010, $90,000,000; (2) For FY 2011,
$100,000,000; (3) For FY 2012, $110,000,000; (4) For each FY
beginning with FY 2013—an amount based on the net revenues
received in the Treasury from the fees on health insurance and self-
insured plans and amounts determined by the Secretary to be
equivalent to the fair share per capita amount. The appropriated
amounts shall be transferred from the Federal Hospital Insurance
Trust Fund, the Federal Supplementary Medical Insurance Trust
Fund, and the Medicare Prescription Drug Account within such
Trust Fund, in proportion (as estimated by the Secretary) to the total
expenditures during such fiscal year that are made from the
respective trust fund or account. (Sec. 1802)

findings, (10) adopt priorities, standards, processes, and protocols, (11)
coordinate research and resources and build capacity for research, and
(12) submit annual reports to the Congress, the President, and the public.

Administration of the Institute. Establishes a 21 member Board of
Governors for the Institute, which will include the Secretary of HHS, the
Director of AHRQ, the Director of NIH (or their respective designees),
and 18 members appointed by the Comptroller General of the GAO who
will represent a broad array of health care stakeholders. Members would
serve six-year staggered terms and could serve no more than two terms.
Board members could not delegate the following duties: approving and
monitoring disbursements from the Patient-Centered Outcomes Research
Trust Fund (PCORTF), identifying research priorities, and adopting
priorities, methodological standards, peer review processes, and
dissemination protocols.

Research of the Institute. Tasks the Institute with identifying national
priorities for comparative clinical effectiveness research and establishing
a research project agenda. Requires the Institute to use the following
methods to provide for the conduct of research and synthesis of
evidence: (1) systematic reviews and assessments of existing evidence;
(2) primary research, such as randomized clinical trials, molecularly
informed trials, and observational studies and; (3) any other
methodologies recommended by the methodology committee and
adopted by the Board. The research and evidence synthesis would only
be conducted in accordance with the methodological standards adopted
by the Board. Also requires the Institute to assess the feasibility of
conducting research in-house and to report its findings to Congress
within five years of enactment. Allows the Institute to request and
obtain data from Federal, state, and private entities, and requires the
Institute to establish a process for peer-review of primary research and to
avoid bias and conflicts of interest on the part of the reviewers.

Addressing Subpopulations. Specifies that patient subpopulations will be
considered during the research.

Institute Contracts. Allows the Institute to enter into contract with
Federal agencies or with private sector research or study-conducting
entities for the management and conduct of research. Requires that each
entity under contract with the Institute abide by transparency and conflict
of interest requirements, comply with adopted methodological standards,
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take into consideration public comments, and consult with the rare
disease advisory panel where appropriate. Allows the researchers to
publish their findings as long as it is consistent with Institute policies.

Advisory Panels. Requires the Institute to appoint expert advisory panels
to assist in identifying research priorities and establishing the research
project agenda. Expert advisory panels could also assist in carrying out
the research project agenda and could advise on the research question,
design, or protocol of the study. Separate advisory panels would be
appointed for studies on rare diseases. Representatives of each
manufacturer of each medical technology could be included on panels
where relevant. Also directs the Institute to provide training and ongoing
education to enable patient and consumer representatives to participate in
technical discussions.

Methodology Committee. Establishes a Methodology Committee, to be
made up of no more than 17 individuals appointed by the Comptroller
General of the GAO. Within two years of enactment, the committee
would determine a process to establish and maintain detailed
methodological standards for comparative clinical effectiveness studies.
Requires the Committee to contract with the IOM within three years
after the methodology committee members are appointed to examine the
following: (1) methods by which aspects of health care delivery systems,
such as benefit design, could be assessed and compared for effectiveness,
risks, benefits, advantages, and disadvantages in a scientifically valid and
standardized way; and (2) methods by which efficiency and value could
be assessed in a scientifically valid and standardized way.

Dissemination of Information. Requires the Institute to disseminate the
research findings to clinicians, patients, and the public in a
comprehensible manner and form and prohibits any dissemination of
research findings that would include practice guidelines, coverage
recommendations, or policy recommendations. Institute would also
develop protocols and strategies for dissemination and would be required
to consult with stakeholders on the best means and form of
dissemination.

Oversight. Requires the Institute to submit a yearly report to Congress,
the President, and the public. Requires the Institute to undergo financial
audits by a private entity and also grants several additional oversight
responsibilities to the Comptroller General of the GAO.
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Institute Transparency and Access. Requires the Institute to establish
procedures to ensure transparency, credibility, and access through public
comment periods, forums, public availability of information, and
protocols for conflicts of interest. Requires conflicts of interest for any
individual throughout the entire research process to be disclosed in the
annual report and requires Board members to recuse themselves when
conflicts arise.

Use of Institute Findings. Establishes that the Institute will not mandate
coverage, reimbursement, or other policies for any public or private
payer. Prohibits the Secretary from: (1) denying coverage based solely
on a study conducted by the Institute; (2) using the Institute’s research in
determining coverage, or creating reimbursement or incentive programs,
for a treatment in ways that treat extending the life of an elderly,
disabled, or terminally ill patient of lower value than extending the life
of a person who is younger, non-disabled, or not terminally ill; (3) using
the Institute’s research in determining coverage, or creating
reimbursement or incentive programs, for a treatment in a manner that
precludes, or with intent to discourage, an individual from choosing a
health care treatment based on how the individual values the tradeoff
between extending the length of their life and the risk of disability. Also
prohibits the Institute from developing or employing a dollars per quality
adjusted life year (or similar measure) as a threshold to establish what
health care is cost-effective or recommended.

Patient-Centered Outcomes Research Trust Fund. Establishes the
Patient-Centered Outcomes Research Trust Fund (PCORTF) to fund the
Institute and its activities. Transfers from the general funds in the
Treasury to the PCORTF the following amounts: $10 million in FY
2010, $50 million in FY 2011, $150 million in FY 2012, and $150
million for FYs 2013 through 2019. From the Medicare Federal Hospital
Insurance and the Federal Supplemental Medical Trust Funds and from
health insurance and self-insured health plans the following: (1) $1
multiplied by the average number of individuals enrolled in the plans
(Medicare health insurance policies, and self-insured policies) for FY
2013, and; (2) $2 (increased by annual medical inflation after FY 2014)
multiplied by the average number of individuals enrolled in the plans for
FY 2014 through FY 2019. Fees for health insurance and self-insurance
policies would sunset after 2019. Also transfers $10 million from funds
appropriated under the American Recovery and Reinvestment Act
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(ARRA) to the PCORTF.

Coordination with the Federal Coordinating Council. Amends ARRA to
require the FCC and the Institute to work in coordination.

NCD Study. Requires the Comptroller General to submit a report to
Congress within 18 months on the process for making national coverage
determinations. Requires the report to include a determination of
whether the Secretary has complied with applicable laws and regulations
provided for under this subtitle.

Medicare
Commission

Medicare Commission. Establishes an independent Medicare
Commission that would develop and submit proposals to Congress
aimed at extending the solvency of Medicare, slowing Medicare cost-
growth, and improving the quality of care delivered to Medicare
beneficiaries. The Commission would be composed of 15 members, who
would be appointed by the President and confirmed by the Senate.
Members of the Commission would serve six-year, staggered terms and
would continue to serve until replaced. MedPAC would continue to
exist in its current form as an advisory body.

The Commission would be tasked with presenting proposals to Congress
that would reduce Medicare spending by targeted amounts compared to
the trajectory of Medicare spending. The Commission would be
prohibited from presenting proposals that would ration care, increase
revenues, or otherwise change Medicare cost-sharing, benefits, or
eligibility standards.

Based on a formula in the legislation, if the projected Medicare per-
capita growth rate is estimated to be greater than the average of CPI and
CPI-M, the Commission would be required to submit a proposal to
Congress by January 1, 2014 that would reduce excess cost growth by
0.5 percentage points in 2015. If growth is projected to be less than 0.5
percentage points, then the Commission would be required to submit a
proposal that eliminates excess cost growth. If the Commission fails to
submit a proposal, the Secretary would be required to submit a proposal
to Congress that would achieve the same reduction in excess cost growth
by no later than January 5, 2014.

The Commission would be required to submit a draft proposal to
MedPAC and CBO by September 1, 2013. Once the proposal is
submitted to Congress, MedPAC would be required to present its
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analysis of the proposal no later than February 1, 2014. By April 1,
2014, the Senate Finance Committee, and the relevant House
Committees, would be required to report out the proposal or an amended
proposal. If a committee fails to report by April 1st, the package would
be automatically discharged from that committee. The package then
would be brought to the floor within 15 days of being reported or
discharged. If a package is not enacted into law by August 15, 2014, the
original proposal would go in effect.

The Commission would be required to make additional proposals on
January 1st of 2015, 2016, and 2017. However, the targeted level of
Medicare savings would increase each year, as set forth in the
legislation.

In any year where excess cost growth is not projected, the Commission
would not be required to submit a proposal to Congress with a specific
savings target, nor would such proposals be eligible for fast-track
consideration in Congress. However, the Commission would submit
purely advisory proposals that fall under the Commission’s purview.

In 2019, Congress would be required to pass a joint resolution to
continue further proposals and subsequent action by the Commission.

Changes implemented as a result of this provision would not be subject
to administrative or judicial review.

Follow-On
Biologics

Includes a placeholder for Biologics Competition and
Innovation as a policy still under discussion. (Title VI –
Improving Access to Innovative Medical Therapies, Subtitle
A)

Expansion of 340B
Program

Expanded Participation in 340B Program. Amends the 340B
Program by: (1) expanding the drug discount program to
allow participation as a “covered entity” by free-standing
children's hospitals, rural referral centers, sole community
hospitals that have a disproportionate share hospital
percentage greater than 8 percent, and all critical access
hospitals; (2) expanding the Program to include a drug used in
connection with an inpatient service by enrolled hospitals; (3)
allowing enrolled hospitals to obtain inpatient drugs through a
group purchasing agreement or the 340B Prime Vendor
Program; and (4) requiring hospitals enrolled in the 340B

Expanded Participation in 340B Program. Expands the list of covered
entities eligible to receive discounted prices under the 340B Program.
Specifically, this section amends Section 340B of the Public Health
Service Act (PHSA) by adding the following entities to the list of
covered entities eligible to participate in the 340B Program:

(1) children's hospitals excluded from the Medicare prospective
payment system that would meet the requirements of current PHSA
Section 340B(a)(4)(L) (which applies to certain hospitals that are
government-owned/operated, have been formally granted
governmental powers, or have government contracts to provide health
care services to certain low-income individuals), including the
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Program to provide a credit on inpatient drugs to each state
for the estimated annual costs of covered drugs provided to
Medicaid recipients for inpatient use. Provides that enrolled
hospitals shall have multiple options for purchasing covered
drugs for inpatients, including through group purchasing
organizations. (Sec. 611)

Improvements to 340B Program Integrity. Improves the
integrity of the 340B Program by: (1) requiring the Secretary
to carry out activities to increase compliance by
manufacturers and covered entities with the requirements of
the drug discount program; (2) establishing an administrative
process to resolve claims by covered entities and
manufacturers of violations of such requirements; and (3)
providing clarifications about the ceiling price used to sell to
340B participants. (Sec. 612)

requirement regarding the disproportionate share adjustment
percentage;
(2) critical access hospitals (as defined in the Social Security Act
(SSA));
(3) entities receiving funds under Title V of the SSA (which relates to
maternal and child health) for the provision of health services;
(4) entities receiving funds under Title XIX, Part B, Subpart I of the
PHSA for the provision of community mental health services;
(5) entities receiving funds under Title XIX, Part B, Subpart II of the
PHSA for the provision of treatment services for substance abuse;
(6) Medicare-dependent, small rural hospitals (as defined in the SSA);
(7) sole community hospitals (as defined in the SSA); and
(8) rural referral centers (as defined in the SSA).
(Sec. 2501(a))

Adds a provision to Section 340B of the PHSA prohibiting group
purchasing arrangements. Specifically, the bill removes the language
currently found in PHSA Section 340B(a)(4)(L)(iii), which prohibits
certain hospitals that are participating or seeking to participate in the
340B Program as covered entities from obtaining covered outpatient
drugs through group purchasing organizations (GPOs) or other group
purchasing arrangements. The bill retains this general prohibition in a
new, separate provision of PHSA Section 340B, and this new provision
applies not only to those hospitals to which the existing GPO
prohibition currently applies but also to those children's hospitals,
critical access hospitals, Medicare-dependent, small rural hospitals,
sole community hospitals, and rural referral centers that are eligible to
purchase discounted drugs under the 340B Program pursuant to the
language added to the PHSA by the bill. This new GPO prohibition
provision also directs the Secretary to establish "reasonable
exceptions" to the prohibition (1) with respect to covered outpatient
drugs that are not available under the 340B Program due to drug
shortage problems, manufacturer noncompliance, or "any other reason
beyond the hospital's control," (2) to facilitate the substitution of
lower-priced generic covered outpatient drugs, and (3) to otherwise
reduce the administrative burden of managing drug inventories in ways
that do not create duplicate discount problems or diversion problems in
violation of existing provisions of the PHSA. (Sec. 2501(b))

Extends the 340B Program discounts to inpatient drugs (the Program
currently applies only to covered outpatient drugs). In particular, this
section adds a provision to the PHSA defining "covered drug" as
including both (1) "covered outpatient drugs," as defined in Section
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1927(k)(2) of the SSA, and (2) drugs used in connection with inpatient
or outpatient services provided by the following entities, if enrolled to
participate in the 340B Program: certain hospitals that are government-
owned/operated, have been formally granted governmental powers, or
have government contracts to provide health care services to certain
low-income individuals; certain children's hospitals; critical access
hospitals; Medicare-dependent, small rural hospitals; sole community
hospitals; and rural referral centers. In addition, the bill removes the
word "outpatient" from various provisions of Section 340B of the
PHSA, where appropriate, in order to clarify that this program will no
longer be restricted to outpatient drugs. (Sec. 2502(a))

Adds a provision to Section 340B of the PHSA requiring certain types
of hospitals (i.e., certain hospitals that are government-
owned/operated, have been formally granted governmental powers, or
have government contracts to provide health care services to certain
low-income individuals; certain children's hospitals; critical access
hospitals; Medicare-dependent, small rural hospitals; sole community
hospitals; and rural referral centers) participating in the 340B Program
to provide Medicaid credits on inpatient drugs to applicable states.
More specifically, each hospital covered by this provision must
provide Medicaid credits to the state on (1) the estimated annual costs
to the hospital of single source and innovator multiple source drugs
provided to Medicaid beneficiaries for inpatient use and (2) the
estimated annual costs to the hospital of noninnovator multiple source
drugs provided to Medicaid beneficiaries for inpatient use. (Sec.
2502(b))

Requires these two credits to be calculated using similar formulas,
as defined in the bill. In particular, the single source and innovator
multiple source drug credit will be equal to the product of (1) the
annual value (based on the drugs' average manufacturer prices
(AMPs)) of single source and innovator multiple source drugs
purchased under the 340B Program by the hospital (which equals
the sum of the annual quantity of each single source and innovator
multiple source drug purchased during the cost reporting period,
multiplied by the drug's AMP, for all such drugs purchased by the
hospital), (2) the estimated percentage of the hospital's drug
purchases for Medicaid inpatients (which equals the Medicaid
inpatient drug charges reported on the hospital's most recently filed
Medicare cost report, divided by the total drug charges reported on
the cost report), and (3) the minimum rebate percentage specified in



Page 48

A&B Health Care Public Policy Group Health Care Reform Chart

Policy Senate HELP House Tri-Committee Senate Finance
SSA Section 1927(c)(1)(B) (currently 15.1%, although pursuant to
another section of the bill, this would be 22.1% beginning January 1,
2010). The bill specifies that "single source drug" and "multiple
source drug" will have the meanings given in SSA Section
1927(k)(7) for purposes of the Medicaid Drug Rebate Program. The
noninnovator multiple source drug credit will be equal to the
product of (1) the annual value (based on the drugs' AMPs) of
noninnovator multiple source drugs purchased under the 340B
Program by the hospital (which equals the sum of the annual
quantity of each noninnovator multiple source drug purchased
during the cost reporting period, multiplied by the drug's AMP, for
all such drugs purchased by the hospital), (2) the estimated
percentage of the hospital's drug purchases for Medicaid inpatients
(which equals the Medicaid inpatient drug charges reported on the
hospital's most recently filed Medicare cost report, divided by the
total drug charges reported on the cost report), and (3) the applicable
percentage specified in SSA Section 1927(c)(3)(B) (currently 11%).
(Sec. 2502(b))

Requires each state to calculate these Medicaid credits using the
formulas described above and to inform hospitals of these amounts,
pursuant to a new provision of the SSA to be added by the bill.
Hospitals are required to pay these Medicaid credits to the states within
60 days of receiving this information from the states. The bill also
requires hospitals covered by the new Medicaid credit provision to
provide states, within 30 days after the of filing of the hospital's most
recently filed Medicare cost report, with information regarding the
annual quantity of single source, innovator multiple source, and
noninnovator multiple source drugs purchased under the 340B
Program by the hospital during the cost reporting period (including
information on dosage form, strength, package size, date of purchase,
and number of units purchased). Hospitals are exempted from the new
Medicaid credit requirement if they can demonstrate to the state that
they will "lose reimbursement under the State plan resulting from the
extension of discounts to inpatient drugs" and that "the loss of
reimbursement will exceed the amount of the credit otherwise owed by
the hospital." The bill provides that amounts paid by hospitals to the
state in each quarter are considered reductions in the amount expended
under the state plan in the quarter for medical assistance for purposes
of determining the federal medical assistance percentage (FMAP) for
the quarter. (Sec. 2502(b))

Average Deletes the current SSA provision regarding the use of AMP in setting Changes to Medicaid Payment for Prescription Drugs. Changes the
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period, the manufacturer's total number of units that are used to
calculate the monthly AMP for each covered outpatient drug. (Sec.
1741(a)(3))

Gives the Secretary authority to promulgate regulations in an expedited
manner to clarify the requirements for FULs and for calculating AMPs.
These regulations would be permitted to become effective on an
interim final basis, pending opportunity for public comment. (Sec.
1741(a)(4))

Provides that through December 31, 2010, the specific upper limit
under 42 C.F.R. Section 447.332 (as in effect on December 31, 2006)
will continue to apply to payments made by a state for multiple source
drugs under a state Medicaid plan for purposes of determining the
availability of Federal financial participation for such payments. This
provision would extend current law for pharmacy reimbursement
which, pursuant to the Medicare Improvements for Patients and
Providers Act of 2008, stipulates that the specific upper limit under 42
C.F.R. Section 447.332 applies through September 30, 2009. (Sec.
1741(a)(5))

Deletes the language in the SSA that directs the Secretary to update
the AMP information posted on its website at least quarterly. The
bill also amends the SSA provision that currently permits the
Secretary (as an exception to the confidentiality provision) to
disclose "average manufacturer prices" on a publicly-accessible
website by specifying that the Secretary may disclose only
"weighted average manufacturer prices" (emphasis added). (Sec.
1741(b))

Medicaid
Prescription Drug
Rebates and Other
Provisions

Increases the minimum rebate percentage for single source drugs to
22.1%. For line extensions of a single source drug or an innovator
multiple source drug that is an oral solid dosage form, the rebate is
equal to the greater of either the amount computed under this section
for the new drug or, if greater, the product of the AMP of the new
drug, the highest additional rebate for any strength of the original
drug, and the total number of units of each dosage form and strength
of the line extension product paid for under the State plan in the
rebate period, Effective for drugs dispensed after December 31,
2009. (Sec. 1842)

Extends prescription drug discounts to enrollees of Medicaid
managed care organizations. Effective July 1, 2010. (Sec. 1843)

Increase the Brand-Name and Generic Drug Rebate Amounts. Increases
the flat percentage used to calculate the basic rebate for outpatient brand
name prescription drugs from 15.1% to 23.1%, except for clotting factors
that receive a furnishing fee under section 1842(o)(5) and outpatient
drugs approved by FDA exclusively for pediatric indications, for which
the basic rebate would increase to 17.1%. Limits total rebate liability on
an individual single source or innovator multiple source drug to 100% of
AMP for that product. Other features of the drug rebate program, such as
Medicaid’s best price provision, would remain unchanged. Increases the
rebate for non-innovator, multiple source (i.e., generic) drugs to 13% of
AMP.

Extend to and Collect Rebates on Behalf of Managed Care
Organizations. Brand name and generic prescription drug manufacturers
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would be required to pay rebates for beneficiaries who receive care
through MCOs, similar to the way rebates are now required for FFS
beneficiaries. Drug manufacturers would be required to pay the MCO
rebates directly to states, as they do under FFS. Would not prohibit
MCOs from negotiating with manufacturers and wholesalers for rebates
above Medicaid‘s statutory rebates.

Application of Rebates to New Formulations of Existing Drugs. Would
treat new formulations of existing brand name drugs as the original
product for purposes of calculating Medicaid’s additional drug rebate.
When a new version of an existing drug is introduced, its additional
rebate obligation would be calculated on the original drug’s baseline
AMP, not a new baseline. Exempts new formulations of orphan drugs;
for these the additional rebate obligation would continue to be calculated
on a new baseline AMP.

Make Prescription Drugs a Mandatory Benefit. Makes prescription drugs
a mandatory benefit for the categorically and medically needy, effective
January 1, 2014.

Change the Status of Some Excludible Drugs. Removes smoking
cessation drugs, barbiturates, and benzodiazepines from Medicaid’s
excluded drug list, effective January 1, 2014.

Other Drug-
Related Issues

Presentation of Drug Information. Requires the Secretary of
HHS in collaboration with other agencies to determine
whether the addition of standardized, quantitative summaries
of the benefits and risks of drugs in a tabular, drug facts box,
or other format to the labeling and print advertising of such
drugs would improve health care decision making. The bill
also requires the Secretary to review available scientific
evidence and to consult with drug manufacturers; clinicians;
patients and consumers; experts in health literacy; geriatric
and long-term care; and representatives of racial and ethnic
minorities. Within one year, the Secretary must make a
determination as to whether the information would improve
health care decision making. If it is beneficial, the Secretary
shall promulgate regulations to implement such labeling. The
bill requires the Secretary to ensure information is objective
and up-to-date. Information will also be posted on the FDA’s
website. (Sec. 218)

Prescription drugs that are not covered by Medicare under Part B or
Part A would be paid for under the public plan option at rates
negotiated by HHS. (Sec. 223)

Bundling Bundling: The bill does not directly propose a bundling Permits bundled payments under the public insurance option. (Sec. National Pilot Program on Payment Bundling. The Secretary would be
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policy, but it does include several references to coordination
of care and episodic care. Quality measures would be
developed around “coordination of health care and care
transitions, including episodes of care.” (Sec 203)

224)

Post Acute Care Services Payment Reform and Bundling Pilot
Program. The Secretary shall develop a “detailed” plan to reform
payment for post acute care services. The plan shall include detailed
specifications for bundled payment post acute care (PAC) services
and may include other approaches. The plan shall include the
consideration of certain enumerated issues, such as the nature of
payments under a post acute care bundle, how cost-sharing for a
post acute care bundle should be treated relative to existing cost-
sharing, the nature of relationships required between hospitals and
providers of post acute care service to facilitate bundled payments
(e.g., anti-kickback). The Secretary shall consult with stakeholders
in developing the plan. For 2010 through 2012, $15,000,000 has
been appropriated to carry out this provision. Interim public reports
shall be issued. The final report is due not later than 3 years after
the Act’s enactment.

Not later than January 1, 2011, the Secretary shall convert the acute
care episode demonstration into a voluntary pilot program and
expand such program to include post acute care services. The
Secretary may only expand the pilot program if the Secretary finds
that the demonstration and pilot maintain or increase quality of care
and reduce program expenditures and yield a certain level of
savings. (Sec. 1152)

required to develop, test and evaluate alternative payment methodologies
through a national, voluntary pilot program that is designed to provide
incentives for providers to coordinate patient care across the continuum
and to be jointly accountable for the entire episode of care starting in
2013. If evaluations find that the pilot program achieves goals of
improving patient outcomes, reducing costs and improving efficiency,
then the Secretary would be required to submit an implementation plan to
Congress on making the pilot a permanent part of the Medicare program.

Prior to the start of the program, the Secretary would be required to
determine which patient assessment instrument should be used to
evaluate a patient’s clinical condition for the purposes of determining the
most clinically-appropriate site for post-acute care (PAC). The Secretary
would be required to work with AHRQ and the qualified consensus-
based entity defined in MIPPA to develop episode of care quality
measures and quality measures that are applicable to all post-acute care
settings. The Secretary would also be required to determine which
Medicare statutory provisions and regulations would be appropriate to
waive in order to conduct the program.

The Secretary would select eight conditions to be included in the program
based on a number of enumerated factors. Additionally, the program
may cover: acute care inpatient hospitalizations; physician services
delivered inside and outside of the acute care hospital; outpatient hospital
services, including emergency department visits; services associated with
acute care hospital readmissions; PAC services; and other services the
Secretary deems appropriate.

The episode of care established in the pilot would start three days prior to
a qualifying admission to the hospital and span the length of the hospital
stay and 30 days following the patient discharge, unless the Secretary
determines another timeframe is more appropriate.

The Secretary would be required to test alternative payment
methodologies, which would include bundled payments or arrangements
in which providers continue to receive reimbursement under current
systems, but are held jointly accountable for the quality and cost of care.

The bundled payment would be made to a Medicare provider or other
entity comprised of multiple providers to cover the costs of acute care
inpatient and outpatient hospital services, physician services and post-
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The Secretary will conduct a study to determine how the
readmissions policy could apply to physicians not later than one
year after the Act’s enactment.

For each FY beginning with 2010, $25,000,000 has been
appropriated to carry out this provision. (Sec. 1151)

Hospitals with readmissions above 75% (based on 30 day rates) for
selected conditions would be subject to readmissions payment policy
related to the selected conditions. A hospital above 75% would incur the
20% penalty for the original admission only after it is determined that a
preventable readmission occurred within seven days of discharge from
the original admission. A 10% penalty for the original admission would
be imposed only after it is determined that a preventable readmission
occurred within 15 days of discharge from the original admission.

Three years after implementation of the readmissions policy, the
Secretary would have the authority to expand the policy to other
conditions.

Transitional Care Program to Reduce Preventable Readmissions.
Establishes a three-year Medicare pilot program, called the Community
Care Transitions Program. Beginning in 2011, the Secretary would fund
eligible hospitals and community-based partnership organizations to
provide patient-centered, evidence-based care transition services to
Medicare beneficiaries at the highest risk of preventable re-
hospitalization. Eligible hospitals would be those identified by the
Secretary as having high readmission rates, such as above the 75th
percentile for selected conditions.

Quality
Improvements

National Strategy. Directs HHS to develop a “National
Strategy” with priorities to improve delivery of health care
services, patient health outcomes, and population health, and
would publish a “national health care quality report card.”
The bill emphasizes the need to address high-cost chronic
diseases, best practices to reduce medical errors, preventable
admissions and readmissions, and use of comparative
effectiveness information and use of health care data to
improve quality and outcomes. (Sec. 201) The President
would convene an “Interagency Working Group on Health
Care Quality,” composed of senior public officials, to
promote collaboration between Federal departments and
agencies. (Sec. 202)

Quality Measures. Quality measures in “gap” areas where no
quality measures currently exist would be developed with the
support of $75 million annually in grant funding from 2010-
2014. Specified priorities for developing quality measures
include: health outcomes; continuity, management, and

Administrative Simplification. Requires HHS to implement
administrative simplifications prior to implementation of
comprehensive health insurance reforms. (Sec. 501)

Center for Quality Improvement. Creates a Center for Quality
Improvement within AHRQ to be headed by the Director. The
Director would prioritize areas for the implementation of best
practices in the delivery of health care services. In prioritizing
areas, the Director would consider the key health indicators
identified by the Assistant Secretary for Health Information. The
Director would provide grants to identify, develop, evaluate, and
implement best practices. Eligible entities include non-profit
entities that agree to work with a variety of health care
professionals. The Director would publically disseminate
information on the Center’s activities and research and report
annually to Congress. Initial quality improvement activities to be
implemented by the Center for Quality Improvement would include
addressing: health care associated infections; reducing surgical-site
infections and surgical errors; improving emergency room care; and

Reducing Hospital Acquired Conditions (HACs)—Medicare. CMS
would calculate national and hospital-specific data on the HAC rates of
Medicare participating subsection (d) hospitals and for hospitals paid
under section 1814 (b)(3) for select conditions. Starting in FY2013, the
Secretary would share these data with hospitals, and the data would be
publicly reported on the Hospital Compare website. Starting October 1,
2014, hospitals in the top quartile of national HAC rates would receive
99% of their otherwise applicable Medicare payments. Calculation of
percentiles would be based on a prior year’s performance. A HAC would
be defined as a condition that an individual acquires during a hospital
stay, as determined by the Secretary.

Strengthening the Quality Infrastructure.
National Strategy to Improve Health Care Quality. Directs the Secretary
to establish a national quality improvement strategy that includes
priorities to improve the delivery of health care services, patient health
outcomes, and population health through a transparent and collaborative
process, and a strategic plan to achieve the priorities. The Secretary
would consider recommendations from a qualified consensus-based
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coordination of care and care transitions, including episodes
of care across providers; treatment decisions and palliative
care; effectiveness of care; and the appropriateness of use of
health care resources. (Sec. 203) To promote and streamline
use of quality measures, the bill would create a process
whereby “qualified consensus-based entities” would contract
with HHS, meet with stakeholder groups, and make
recommendations for performance improvement priorities.
The bill requires that priority be given to delivery issues,
including improvements to reduce readmissions and to
address gaps in comparative effectiveness information. (Sec.
204, amending Sec. 399JJ). Provider-specific quality
measure information would be publically reported on
standardized websites. (Sec. 204, amending Sec. 399JJ). To
support collection and analysis of quality measure data, the
bill provides $75 million a year between 2011 and 2014.
(Sec. 205). The bill also describes strategies for “rewarding
quality”, which include care coordination to improve health
outcomes, prevention of hospital readmissions, use of best
clinical practices, wellness programs, and other strategies.
Requires plans to report on implementation of these strategies
to the applicable Gateway. (Sec. 142, amending Sec.
3101(m)). A qualified health plan would be permitted to
contract with certain hospitals only if the hospital implements
safety and quality measures. (Sec. 142, amending Sec.
3101(o))

Health Care Delivery System Research. Establishes the
“Patient Safety Research Center” within AHRQ to conduct or
support activities to identify best practices, include changes
that would result in better health outcomes, identify providers
that deliver high quality care, determine effective strategies,
and translate this information into practice. (Sec. 211, adding
Sec. 933)

Quality Improvement Technical Assistance and
Implementation. Requires the Director of AHRQ to award
technical assistance and implementation grants to providers
and other eligible entities to implement the models and
practices identified by the Patient Safety Research Center.
(Sec. 211, adding Sec. 934)

improving obstetrical and neonatal care. (Sec. 2401, adding Sec.
931)

Establishment of National Priorities by the Secretary. Directs the
Secretary to establish and periodically update, not less frequently
than triennially, national priorities for performance improvement. In
establishing and updating national priorities, directs the Secretary to
solicit and consider recommendations from multiple stakeholders.
With respect to such priorities, directs the Secretary to ensure that
priority is given to areas in the delivery of health care services that
contribute to a large burden of disease (including high-cost chronic
diseases); have the greatest potential to decrease morbidity and
mortality in this country, including those that are designed to
eliminate harm to patients; have the greatest potential for improving
the performance, affordability, and patient-centeredness of health
care, including those due to variations in care; address health
disparities across groups and areas; and have the potential for rapid
improvement due to existing evidence, standards of care or other
reasons. To fund the national priorities, directs the Secretary to
transfer $2,000,000 (for each of the FYs from 2010 through 2014)
from the Federal Hospital Insurance Trust Fund and the Federal
Supplementary Medical Insurance Trust Fund. (Sec. 1441)

Development of New Quality Measures. Directs the Secretary,
through the Director of AHRQ, to enter into agreements with
qualified entities to develop patient-centered and population-based
quality measures for the delivery of health care services. Also
directs the Secretary, acting through the Director of AHRQ and
consistent with the national priorities established above, and in
consultation with the CMS Administrator and other relevant Federal
agencies, to determine areas in which quality measures for assessing
health care services. To fund the quality measurements, directs the
Secretary to transfer $25,000,000 (for each of the FYs from 2010
through 2014) from the Federal Hospital Insurance Trust Fund and
the Federal Supplementary Medical Insurance Trust Fund. Also
instructs GAO to periodically evaluate the program to determine the
effectiveness of the quality measures and the extent to which these
measures can result in quality improvement and cost savings, and
report to Congress. (Sec. 1442)

Multi-Stakeholder Pre-Rulemaking Input Into Selection of Quality

entity as set forth in MIPPA. To develop the recommendations, the entity
would convene a multi-stakeholder group, including representatives of
hospitals, physicians, post-acute providers, quality alliances, nurses and
other health care practitioners, health plans, consumer representatives, the
life sciences industry, employers and public purchasers, labor
organizations, licensing, credentialing and accrediting bodies, relevant
government agency representatives, and others deemed appropriate by
the Secretary. The Secretary would update the national strategy not less
than triennially and the first report would be due to Congress on
December 31, 2010.

Interagency Working Group on Health Care Quality. The President
would convene a working group of relevant Federal departments and
agencies that would collaborate and consult on fulfilling the national
quality improvement strategy and priorities. The working group would
submit an annual report to the Secretary, and make publicly available a
report on the progress and recommendations of the working group. This
report would be taken into consideration as the Secretary develops a
national quality improvement strategy and related reports to Congress as
outlined in previous sections.

Quality Measure Development. The Secretary would identify, not less
than triennially, gaps where no quality measures exist, or where existing
measures need improvement consistent with the national strategy and
priorities. The qualified consensus-based entity set forth in MIPPA would
submit an annual report to the Secretary describing the gaps and areas
where evidence is insufficient to support endorsement of quality
measures related to the priorities in the national strategy. The Secretary
would then be required to develop: measures that would fill identified
gaps by contracting with an entity that has expertise and capacity in the
development and evaluation of quality measures; procedures in place to
take into the account the view of payers or providers whose performance
will be assessed by the measures and the views of other parties, such as
consumers and health care purchasers; transparent policies regarding
governance and conflicts of interest; and processes to collaborate with the
qualified consensus-based entity. Authorizes appropriation of $75 million
to the Department of Health and Human Services for each of the fiscal
years 2010 through 2014 to carry out the development of quality
measures.

Consultation for Selection of Endorsed Quality Measures for Use in



Page 56

A&B Health Care Public Policy Group Health Care Reform Chart

Policy Senate HELP House Tri-Committee Senate Finance

Reducing and Reporting Hospital Readmissions. Requires the
Secretary to analyze and calculate hospital-specific and
national applicable readmissions rates beginning in 2010.
The bill gives the Secretary authority to define “applicable
readmission,” which must include specific time interval
following original discharge and a list of conditions or
procedures. Within 6 months of enactment, the Secretary
must select the time interval which must be within 7 and 30
days and also must select at least 2 conditions or procedures
to later be increased to 8. In 2011, Secretary shall establish
procedures for the confidential disclosure to hospitals,
receiving funds under the PHSA, of their hospital-specific and
national readmission rates. Two years after the date of
enactment, this readmission information will be made
publicly available. Also establishes a quality improvement
program for hospitals with high severity adjusted readmission
rates that rank among the highest 25 percent nationally. (Sec.
216 adding Sec. 399NN)

Program to Facilitate Shared Decision-Making. The
Secretary will contract with an entity for a period of 18
months to establish standards for patient decision aids for
preference sensitive care and to certify patient decision aids.
The Secretary and other agencies will coordinate the program
to award grants or contracts to develop and test patient aids
and educate providers on the use of such materials. The bill
requires the Secretary to provide grants for the establishment
of “Shared Decision Making Resource Centers” that will
provide technical assistance to providers and develop and
disseminate best practices and other information to support
and accelerate the adoption and effective use of patient
decision aids and shared decision making by providers. The
Director of AHRQ can award grants to fund the development
of performance measures, which assess the use of shared
decision making processes or patient decision aids. The bill
provides for the appropriation of such sums as may be
necessary for FY 2010 and each subsequent year. (Sec. 217,
adding Sec. 936)

Health Care Delivery System Research. Establishes “Patient

Measures. Provides for stakeholder input into the use of quality
measures for purposes of payment. Directs the Secretary to make
public, annually, a list of measures being considered for usage for
payment systems. Calls for a consensus-based entity to convene,
under a transparent process, a multi-stakeholder group to provide
recommendations for the usage of measures in a timely fashion, and
directs the Secretary to consider these recommendations. (Sec. 1443)

Application of Quality Measures / Consensus-Based Entity Funding.
Ensures that quality measures selected by the Secretary are endorsed
by a consensus-based entity with a contract with the Secretary
(under section 1890), except in certain circumstances whereby the
measure has not been evaluated and no comparable endorsed
measure exists. If the Secretary chooses to use a measure that the
entity considers but does not endorse, the Secretary shall include the
rationale for continued use in rulemaking. This standard applies to
inpatient hospitals, physician services, and renal dialysis services.
(Sec. 1444) For the consensus based entity with a contract under
section 1890, the contract amount is increased to $12 million for the
years 2010-2012. (Sec. 1445)

Public Reporting by Hospitals and Ambulatory Surgical Centers.
Requires hospitals and ambulatory surgical centers to report public
health information on healthcare-associated infections to the Centers
for Disease Control and Prevention. (Sec. 1461)

Reporting and Payment Programs. The Secretary would establish a pre-
rulemaking process to obtain input from the consensus-based entity and
multi-stakeholder group on the selection of quality measures. By not later
than December 1 each year, starting in 2011, the Secretary shall make
public a list of measures being considered for selection with respect to
Medicare reporting and payment systems. The Secretary may include
measures that have and have not been endorsed by the consensus-based
entity. Not later than February 1, the consensus-based entity must give
the Secretary its recommendations regarding the proposed measures. The
entity would convene the stakeholder group to consult on the
recommendations. The entity would ensure an open and transparent
process. The Secretary may select measures not recommended or
endorsed by the consensus-based entity provided the Secretary publishes
a rationale in the Federal Register and determines that an appropriate,
alternative endorsed measure is not available.

Use and Review of Quality Measures. The Secretary would set forth a
process to disseminate measures and incorporate them, where applicable,
in workforce programs, training curricula, Federal health programs, and
other appropriate areas. Not less than once every three years, the
Secretary would review measures to determine whether to maintain use
of or phase out a measure.

Funding. The Secretary would provide for the transfer of $50 million per
year in 2010-2014 from the Federal Hospital Insurance Trust Fund and
the Federal Supplementary Medical Insurance Trust Fund (in such
proportion as the Secretary determined appropriate), to the CMS Program
Management Account.

Medicaid Quality Measures. Directs the Secretary, in consultation with
the states, to develop an initial set of health care quality measures specific
to adults who are eligible for Medicaid. Establishes the Medicaid Quality
Measurement Program, which would expand upon existing quality
measures, identify gaps in current quality measurement, establish
priorities for the development and advancement of quality measures, and
consult with relevant stakeholders. The Secretary, along with states,
would regularly report to Congress the progress made in identifying
quality measures and implementing them in each state’s Medicaid
program. States would receive grant funding to support the development
and reporting of quality measures.
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Safety Research Center” within AHRQ to conduct or support
activities to identify best practices, include changes that
would result in better health outcomes, identify providers that
deliver high quality care, determine effective strategies, and
translate this information into practice. The Center shall
support "research on health care delivery system improvement
and the development of tools to facilitate adoption of best
practices that improve the quality, safety, and efficiency of
health care delivery services. Such support may include
establishing a Quality Improvement Network Research
Program for the purpose of testing, scaling, and disseminating
interventions to improve quality and efficiency in health
care." The bill appropriates $20 million for FYs 2010-2014.
(Sec. 211, adding Sec. 933)

Quality Improvement Technical Assistance and
Implementation. Requires the Director of AHRQ to award
technical assistance and implementation grants to providers
and other eligible entities to implement the models and
practices identified by the Patient Safety Research Center.
Entities receiving grants must supply matching funds at a
ratio of $1 to each $5 of Federal funds. The Director of
AHRQ will evaluate the success of each entity receiving a
grant in implementing models and practices identified by the
Center. Entities receiving grants shall coordinate with health
information technology regional centers and the primary care
extension program. (Sec. 211, adding Sec. 934)

Medicaid Reimbursement for Health Care Acquired Conditions.
Effective July 1, 2011, prohibits Federal payments to states for Medicaid
services related to health care acquired conditions. The Secretary would
define health care acquired conditions, consistent with the definition of
hospital acquired conditions under Medicare, but would not be limited to
conditions acquired in hospitals and would take into account the
differences between the Medicare and Medicaid programs and their
beneficiaries. The Secretary would also identify current state practices
that prohibit payments for certain health care acquired conditions when
implementing this provision.

Medical Home/
Chronic Disease

Grants to Establish Community Health Teams to Support a
Medical Home. Creates grant program for eligible entities to
establish health teams to support primary care physicians and
to provide capitated payments to primary care providers as
determined by the HHS Secretary. (Sec. 212)

Grants to Implement Medication Management Services in
Treatment of Chronic Disease. Requires the Secretary of
HHS to establish a program that will provide grants to eligible
entities for the implementation of medication management
services ("MTM") provided by licensed pharmacists as a
means of treating chronic diseases. MTM services under the
grant program will be targeted to individuals who take 4 or
more prescribed medications, take any ‘high risk’

Medical Home Pilot Program. Directs the Secretary to establish a
medical home pilot program to evaluate the feasibility and
advisability of reimbursing qualified patient-centered medical
homes for furnishing medical home services to “high-need”
beneficiaries and targeted high-need beneficiaries. The pilot
program shall include urban, rural, and underserved areas. The pilot
program shall evaluate the following medical home models:
Independent Patient-Centered Medical Home Model and the
Community-Based Medical Home Model. The effective date of the
pilot program is date of enactment of the Act. (Sec. 1302)

Funding. To administer and carry out the pilot program, directs the
transfer of $6 million for each of FYs 2010 through 2014 from the
Federal Supplementary Medical Insurance Trust Fund to the

Medicaid State Plan Option Promoting Health Homes and Integrated
Care. Creates a new Medicaid state plan option under which enrollees
with at least two chronic conditions, or with one chronic condition and at
risk of developing another, could designate a provider as their health
home. Qualifying providers would have to meet certain standards
established by the Secretary, including demonstrating that they have
systems and infrastructure in place to provide comprehensive and timely
high-quality care either in-house or by contracting with a team of health
professionals. The designated provider or team would offer
comprehensive care management; care coordination and health
promotion; comprehensive transitional care, including appropriate
follow-up, from inpatient to other settings; patient and family support;
referral to community and social support services, if relevant; and as
feasible use health information technology to link such services. Teams
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medications, have 2 or more chronic diseases, or have
undergone a transition of care that is likely to create a high-
risk of medication-related problems. (Sec. 213, adding Sec.
935)

Secretary for Center for Medicare & Medicaid Services Program
Management Account. Amounts appropriated under this paragraph
for a fiscal year shall be available until expended. In addition to
funds otherwise available, there shall be available to CMS from the
Federal Supplementary Medical Insurance Trust Fund $200 million
for each of fiscal years 2010 through 2014 for payments for medical
home services; and $125 million for each of FYs 2012 through 2016
for payments. In addition to funds otherwise available, there shall be
available to the Secretary $2.5 million for each of FYs 2010 through
2012, under subsection (d)(6) from the Federal Supplementary
Medical Insurance Trust Fund. (Sec. 1302)

of providers could be free-standing, virtual, or hospital-based, community
health center, clinic, physician’s office, or physician group practice.
Designated providers would be required to report to the state on all
applicable quality measures in the state Medicaid program.

The state would develop a mechanism to pay the health home and the
state plan amendment would include a plan for tracking avoidable
hospital readmissions and a plan for producing savings resulting from
improved chronic care coordination and management.

Provides an enhanced match of 90% FMAP for 2 years for states that
take the option. Small planning grants may be available to help states
intending to take the option. FMAP rules would apply.
Requires the Secretary to survey states and report to Congress on the
nature, extent, and use of this option, particularly as it pertains to hospital
admission rates, chronic disease management, and coordination of care
for the chronically ill. The state option would be available beginning on
January 1, 2011. After 2 years there would be an independent evaluation
of the impact of this option on reducing hospital admissions.

Emergency/
Trauma Care

Design and Implementation of Regionalized Systems for
Emergency Care. Directs the Secretary of HHS to award not
fewer than 4 multiyear contracts or competitive grants to
eligible entities to support pilot projects that design,
implement, and evaluate innovative models of regionalized,
comprehensive, and accountable emergency care and trauma
systems. Entities receiving grants must meet a matching
requirement of $1 for every $3 of Federal funds. Priority will
be given to eligible entities serving in a medically
underserved area. The bill appropriates $24 million for each
fiscal year (“FY”) from 2010-2014. (Sec. 214, adding Sec.
1204)

Support for Emergency Medicine Research. Directs the
Secretary to support other agencies, including NIH, AHRQ,
HRSA, and the CDC, in improving emergency care systems
and emergency medicine and also in coordinating and
expanding research in pediatric emergency medicine. The
Secretary will support research that determines the estimated
economic impact and savings that result from coordinated
emergency care systems. The bill appropriates such sums as
are necessary for each of FYs 2010-2014. (Sec. 214, adding
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Sec. 498D)

Grants to Trauma Care Centers. The Secretary will establish
three programs to award grants to qualified public, nonprofit,
Indian Health Service, Indian tribal, and urban Indian trauma
centers. The three grant programs will be awarded to: assist
in defraying substantial uncompensated care costs, further the
core missions of trauma centers, and provide emergency relief
to ensure the continued and future availability of trauma
services. Of the total funding available for the program, 70%
shall go towards the uncompensated care awards, 20% for
core mission awards, and 10% for emergency awards. For FY
2009, the bill appropriates $100 million. The bill appropriates
such sums as may be necessary for each of FYs 2010 through
2015. (Sec. 215, amending Sections 1241-1244 and adding
Sections 1245-1246)

Grants to States for Trauma Care Service Availability. To
promote universal access to trauma care services, the
Secretary is directed to provide grants to States, which may
then award them to eligible entities, including public or
nonprofit trauma centers, safety net public or nonprofit trauma
centers that meet certain requirements, or hospitals in
underserved areas that seek to establish new trauma services.
A state must use 40% of its award to provide grants to safety
net trauma centers. The bill appropriates $100 million for
each of FYs 2010 through 2015. The bill also provides how
funds should be awarded if appropriations for each year are
below certain amounts. (Sec. 215, adding Sections 1281-
1282)

Prevention and
Wellness

National Prevention, Health Promotion and Public Health
Council. Directs the President to establish the “National
Prevention, Health Promotion and Public Health Council”
composed of the heads of virtually all the Federal departments
and agencies (e.g., HHS; DHS; Agriculture; Transportation;
FTC; FCC; etc.), and dedicated to promoting “healthy
policies” at the Federal level. (Sec. 301)

Among other things, the Council would: (1) provide
coordination at the Federal level on prevention, wellness, and
health promotion practices; (2) develop a national prevention,

Prevention and Wellness. Amends the Public Health Service Act by
establishing a new Title XXIII and creating 10 new sections – Sections
3111, 3121, 3131, 3132, 3141, 3142, 3151, 3161, 3162, and 3171.

Prevention and Wellness Trust. Establishes a Prevention and Wellness
Trust that authorizes appropriations from the Public Health Investment
Fund (under Sec. 2002) of $35 billion from FY 2010 through FY 2019
to fund activities under Subtitle C (Prevention Task Forces), Subtitle D
(Prevention and Wellness Research), Subtitle E (Delivery of
Community-Based Prevention and Wellness Services) and Subtitle F
(Core Public Health Infrastructure and Activities). (Sec. 3111)

Medicare Diabetes Self-Management Training (DSMT). Provides for the
recognition of state-licensed or registered health care professionals who
are certified diabetes educators as Medicare providers of diabetes
outpatient self-management training services. Certified Diabetes
Educators (CDEs) would still provide DSMT services according to
physician referral, but they would be able to provide such services in
appropriate, non-hospital locations to meet current needs.

Annual Wellness Visit (Medicare). Beginning in 2011, Medicare
beneficiaries would have access to a comprehensive health risk
assessment (HRA) based on guidelines developed by the Secretary in
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health promotion, public health, and integrative health care
strategy that incorporates the most effective and achievable
means of improving health and reducing incidence of
preventable illness; (3) provide recommendation on achieving
public health goals (i.e., reduction of tobacco use, sedentary
behavior, and poor nutrition); (4) propose evidence-based
models and innovative approaches for producing health and
wellness; (5) establish processes for continual public input;
(6) submit reports; and (7) carry out other activities required
by the President. The Council will report annually to
Congress on the health promotion activities of the Council.
(Sec. 301)

Prevention and Public Health Investment Fund. Establishes a
“Prevention and Public Health Investment Fund” to provide
for investment in prevention and public health programs to
improve health and help restrain the rate of growth in private
and public sector health care costs. (Sec. 302) Appropriates
to the Fund, out of any moneys in the Treasury not otherwise
appropriated for each FY: for each of FY 2010-2019, $10
billion; and for FY 2020, and each FY thereafter, an amount
that is not less than the amount appropriated for FY 2019.
(Sec. 302). Amounts in the Fund may be appropriated to
increase funding, over the FY 2008 level, for programs
authorized by the PHSA for prevention, wellness and public
health activities, including prevention research and health
screenings. (Sec. 302)

Clinical and Community Preventive Services. Expands the
efforts of, and improves the coordination between, two task
forces that provide recommendations for preventive
interventions: the “U.S. Preventive Services Task Force” is an
independent panel of experts in primary care and prevention
that systematically reviews the evidence of effectiveness of
clinical preventive services, such as colorectal cancer
screening or aspirin to prevent heart disease, and develops
recommendations for their use; the “Community Preventive
Services Task Force” uses a public health perspective to
review the evidence of effectiveness of population-based
preventive services such as tobacco cessation, increasing
physical activity and preventing skin cancer, and develops

National Prevention and Wellness Strategy. Requires the Secretary to
submit a national strategy designed to improve the nation’s health
through evidence-based clinical and community-based prevention and
wellness activities within one year of enactment and at least every two
years thereafter. The strategy must identify specific national goals and
standards and establish national priorities for prevention and wellness
activities. (Sec. 3121)

Task Forces. Converts the existing U.S. Preventive Services Task
Force into the Task Force on Clinical Preventive Services within
AHRQ to conduct evidence-based systemic review of data and
literature to determine what clinical preventive services (e.g.,
preventive services delivered by traditional health care providers in
clinical settings) are scientifically proven to be true. (Sec. 3131)

Codifies the existing Task Force on Community Preventive Services
within the CDC to conduct evidence-based systematic review of data
and literature to determine what community preventive services (e.g.,
preventive services that are not “clinically preventive services” but are
delivered by nontraditional providers in nontraditional settings) are
scientifically proven to be effective. (Sec. 3132)

Prevention and Wellness Research Activity Coordination. Directs the
CDC and NIH directors to take into consideration the national strategy
on prevention (under Sec. 3121), recommendations from the Task
Force on Clinical Preventive Services (under Sec. 3131), and
recommendations from the Task Force on Community Preventive
Services (under Sec. 3132) in conducting or supporting research on
prevention and wellness. (Sec. 3141)

Grants. Provides for community-based prevention and wellness
research grants that would be available to state or local health
departments or a public or private nonprofit entities. (Sec. 3142)

Provides for community prevention and wellness services grants to
assist state or local health departments or a public or private nonprofit
entities providing evidence-based community based prevention and
wellness services. A “Health Empowerment Zone” community
partnership addressing health disparities would also be eligible. At
least 50% of these funds must be spent on implementing services

consultation with relevant groups and entities. The assessment would
identify chronic diseases, modifiable risk factors, and emergency or
urgent health needs, and could be provided through a telephonic or web-
based program or during an encounter with a health professional. The
Secretary would set standards for the electronic tools that could be used
to deliver the assessment.

Authorizes Medicare payment for a visit to a primary care provider to
create a personalized prevention plan, including certain required and
optional elements, within 6 months of completing the HRA. After the
first visit, the prevention plan would be updated at each visit and health
advice and other elements would be provided according to the patients’
needs. All enrolled beneficiaries would be eligible for the wellness visit
once every year. No co-payment or deductible would apply.

Removing Barriers to Preventive Services (Medicare). Encourages
beneficiaries to receive preventive screenings by removing cost-sharing
(co-payment and deductible) for services covered by Medicare and
recommended (rated “A” and “B”) by the U.S. Preventive Services Task
Force (USPSTF).

Evidence-Based Coverage of Preventive Services (Medicare). Gives the
Secretary the authority to use the same standards of evidence that apply
to any new preventive services to existing preventive services. The
Secretary would be allowed to modify coverage of existing preventive
services to the extent the modification is consistent with USPSTF
recommendations. Would allow the Secretary to withdraw Medicare
coverage for services rated “D” or harmful by USPSTF. Would provide
funding for CMS to improve provider education and patient awareness of
covered preventive services. Would require a GAO study to determine if
barriers exist that prevent the optimal utilization of covered primary,
secondary, and tertiary preventive services.

Study on Beneficiary Access to Immunizations. Requires a GAO study
and report to Congress on the impact of the coverage of adult
immunizations under Part D on access to those immunizations by
Medicare beneficiaries.

Incentives for Healthy Lifestyles (Medicare). Authorizes and
appropriates $100 million over 5 years for the Secretary to establish an
initiative to provide incentives to Medicare beneficiaries who
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recommendations for their use. (Sec. 303)

Education and Outreach Campaign. Directs the Secretary to
provide for the planning and implementation of a national
public–private partnership for a prevention and health
promotion outreach and education campaign to raise public
awareness of health improvement. The bill directs the
Secretary to consult with the Institute of Medicine to provide
ongoing advice on evidence-based scientific information for
policy, program development and evaluation. (Sec. 303)

Increasing Access to Clinical Preventive Services. Enhances
access to comprehensive primary medical, dental, and
behavioral health care services key to prevention and
wellness, especially for vulnerable populations and
underserved communities. (Sec. 311). Establishes a
temporary program (“Right Choices Program”) giving
uninsured adults access to preventive services by providing
chronic disease health risk assessment, a care plan, and
referrals to community-based resources for low-income,
uninsured adults until universal insurance coverage is made
available. (Sec. 311)

whose primary purpose is to reduce health disparities. (Sec. 3151)

Establishes a grant program at CDC to improve core public health
infrastructure at the state, local, and tribal level. Includes formula
grants to state health departments and competitive grants for state,
local or tribal health departments. (Sec. 3161)

Accreditation / CDC Activities. Establishes a public health
accreditation program for health departments and laboratories. (Sec.
3161). Authorizes additional funds for CDC to address unmet and
emerging public health funds. (Sec. 3162)

Coverage and Waiver of Cost-Sharing for Preventive Services.
Provides for the elimination of cost-sharing for the Medicare
covered preventive services, including: covered prostate cancer
screening tests; colorectal cancer screening tests; diabetes outpatient
self-management training services; screening for glaucoma for
certain individuals; medical nutrition therapy services for certain
individuals; an initial preventive physical examination;
cardiovascular screening blood tests; diabetes screening tests;
ultrasound screening for abdominal aortic aneurysm for certain
individuals; pneumococcal and influenza vaccines and their
administration and hepatitis B vaccine and its administration for
certain individuals; screening mammography; screening pap smear
and screening pelvic exam; bone mass measurement; kidney disease
education services; and additional preventive services. The
effective date is January 1, 2011. (Sec. 1305)

Waiver of Deductible for Colorectal Cancer Screening Tests.
Waives the deductible for colorectal cancer screening tests
regardless of coding, subsequent diagnosis, or ancillary tissue
removal. The effective date is January 1, 2011. (Sec. 1306)

Extends Access to Vaccines. Extends access to federally
recommended vaccines. Transfers coverage from Medicare Part D to
Medicare Part B for all Medicare-covered vaccines. Vaccines but for
influenza will be paid for according to the average sales price
methodology. The effective date of the provision applies to vaccines
administered on or after January 1, 2011. (Sec. 1311)

successfully complete certain healthy lifestyle programs targeting the
following risk factors: high blood pressure, high cholesterol, tobacco use,
overweight or obesity, diabetes and falls. The Secretary would establish a
system to monitor beneficiary participation and validate the results, as
well as set standards and health status targets for participating
beneficiaries. Prior to establishing the initiative, the Secretary would
review evidence on healthy lifestyle programs and on providing
incentives to individuals for participating in such programs. The initiative
would be implemented on January 1, 2011.

Improving Access to Preventive Services for Eligible Adults (Medicaid).
Encourages states to improve coverage of and access to recommended
preventive services and immunizations. At a minimum, states would be
required to provide Medicaid coverage for comprehensive tobacco
cessation services for pregnant women without cost-sharing for such
services. A state that opts to provide Medicaid coverage for all USPSTF
recommended services and immunizations recommended by the
Advisory Committee on Immunization Practices (ACIP) and removes
cost-sharing for those services would receive a one percentage point
increase in the Federal share of its Federal Medical Assistance
Percentage (FMAP) for those services, and for the required
comprehensive tobacco cessation services for pregnant women.

Incentives for Healthy Lifestyles (Medicaid). Using evidence-based
resources, the Secretary would develop criteria for healthy lifestyle
programs that must be comprehensive and uniquely suited to address the
needs of Medicaid eligible beneficiaries and have demonstrated success
in helping individuals lower or control cholesterol and/or blood pressure,
lose weight, quit smoking and/or manage or prevent diabetes, and may
address co-morbidities, such as depression, associated with these
conditions. The Secretary would set targets for measuring health status
improvements. After the Secretary develops criteria, states could design a
proposal and apply for funds to provide incentives to enrollees who
successfully complete the programs. States could collaborate with
community-based programs, non-profit organizations, providers, and
faith-based groups, among others. The state is required to establish a
system to monitor beneficiary participation and validate health outcomes.
Authorizes $100 million in funding for these grants during a 5-year
period beginning on January 1, 2011.

Appropriates $25 million for the Secretary to carry out the Childhood
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Obesity Demonstration Project authorized under the Children Health
Insurance Program Reauthorization Act of 2009.

Workforce Issues Title IV: Health Care Workforce. This title seeks to improve
access to and the delivery of health care services by: gathering
and assessing comprehensive data in order for the health care
workforce to meet the health care needs of individuals,
increasing the supply of a qualified health care workforce,
enhancing health care workforce education and training, and
providing support to the existing health care workforce to
improve access to and the delivery of health care services for
all individuals.

Elsewhere, the bill requires HHS to engage in negotiated
rulemaking, in consultation with stakeholders, to develop a
methodology for designating medically underserved
populations and health professions shortage areas. The target
date for a rule would be July 1, 2010. (Sec. 174)

The bill provides funding for the National Health Service
Corps.: approximately $300 million in 2010, with allocations
increasing to $1.2 billion in 2016. (Sec. 173)

Title V: Medicare Graduate Education; Distribution of Unused
Residency Positions. Provides for the distribution of residency
positions that have been unused during the previous 3 cost reporting
periods by reducing certain resident programs and increasing the
primary care resident limit for qualifying hospitals. Additional
resident training positions must be distributed no later than July 1,
2011. Preference for the redistributed slots will be given to
programs that saw a reduction, hospitals with 3-year primary care
residency training programs, hospitals with formal arrangements
with ambulatory settings or shortage areas, and hospitals that
operate in states with low resident-to-population ratios. Provides for
the indirect teaching adjustment factors to be computed in the same
manner. (Sec. 1501)

Increasing Training in Non-Provider Settings. Amends provisions
relating to direct GME and IME to provide that time spent by
residents in a non-provider setting count towards the determination
of full-time equivalency. Requires the OIG to conduct a study to
assess the increase in time spent by medical residents in training in
non-provider settings and to present this report to Congress within 4
years. Requires the Secretary of HHS to conduct a demonstration
project under which an approved teaching health center would be
eligible to receive its direct costs of GME for its primary care
residents and the direct costs of GME of its contracting hospital.
(Sec. 1502)
Rules for Counting Resident Time. Provides that time spent in non-
patient care activities and time spent on vacation, sick leave, or
other approved leave count towards the determination of full-time
equivalency under provisions relating to GME and IME.
Establishes effective dates for each section. (Sec. 1503)

Preservation of Resident Cap Positions from Closed Hospitals.
Provides for redistribution of residency slots from a hospital that has
closed within the previous 2 years prior to the date of enactment or
after the date of enactment to other hospitals within the state. (Sec.
1504)

Improving Accountability for Approved Medical Residency
Training. Sets forth goals for medical residency training and

Redistribution of Unused GME Slots to Increase Access to Primary Care
and Generalist Physicians. Provides for the redistribution of residency
slots that have been unused for three years. Unused slots would be
determined by the difference between the number of available resident
slots and a hospital’s actual full time equivalent (FTE) positions. 80 %
of unused slots would be redistributed. Rural teaching hospitals with
less than 250 beds and hospitals participating in a voluntary reduction
plan who demonstrate they have a plan for filling the slots within two
years of enactment would be exempt from the redistribution policy.
Provides the Secretary with discretion to increase resident limits by a
number equal to the estimated reduction in resident limits. The Secretary
would be required to distribute the positions based on the following
factors: (1) to hospitals located in states with resident-to-population
ratios in the lowest quartile; (2) to hospitals in states ranked in the top 25
in terms of the ratio of the total population living in a HPSA compared to
the total population; and (3) to hospitals located in rural areas. Secretary
is also required to take into account the following: (1) the likelihood that
the hospital would fill the positions within the first three cost reporting
periods beginning on or after July 1, 2010; (2) whether the hospital
would participate in an innovative delivery model that promotes quality
care and coordination, such as bundling, and; (3) whether the hospital
would have an accredited rural training track residency program.
Hospitals receiving increases in their resident limits would be required to
ensure that: (1) the number of FTE residents in a primary care residency
is not less than the average number of FTE residents in a primary care
residency during the three most recent cost reporting periods prior to
enactment; and (2) no less than 75 percent of the increased residency
positions are used for primary care or general surgery residencies.
Hospitals not abiding by these stipulations would have these additional
residency slots removed. Hospitals could only receive an addition 75
slots unless the total of slots distributed is less than the total available.
For purposes of calculating direct GME payments, the per resident
amount for the distributed positions would equal the hospital’s PRAs for
primary and non-primary care positions. For purposes of calculating the
IME, the additional resident positions would reduce the formula
multiplier by 50 percent.

Promoting Greater Flexibility for Residency Training Programs. Provides
that time spent by residents in non-hospital settings (i.e. ambulatory or
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instructs the Comptroller General to submit a report within 18
months of enactment including recommendations for improving
residency programs. (Sec. 1505)

Public Health Investment Fund (“PHIF”). Establishes a fund to be
used for carrying out public health activities specified by the bill and
appropriates the following amounts: $4.6 billion for FY 2010; $5.6
billion for FY 2011; $6.9 billion for FY 2012; $7.8 billion for FY
2013; $8.8 billion for FY 2014; $9.4 billion for FY 2015; $10.1
billion for FY 2016; $10.8 billion for FY 2017; $11.8 billion for
2018; and $12.7 billion for 2019. (Sec. 2002)

Community Health Centers. Appropriates out of the PHIF the
following amounts: $1 billion for FY 2010; $1.5 billion for FY
2011; $2.5 billion for FY 2012; $3 billion for FY 2013; $4 billion
for FY 2014; $4.4 billion for FY 2015; $4.8 billion for FY 2016;
$5.3 billion for FY 2017; $5.9 billion for FY 2018; and $6.4 billion
for FY 2019. (Sec. 2101)

National Health Service Corps. Allows individuals to satisfy their
service obligation through half-time service (defined as a minimum
of 20 hours per week, not to exceed 39 hours per week). Gives the
Secretary discretion to treat teaching as clinical practice for up to 20
percent of such period of obligated service. Raises the amount of
loan repayment from $35,000 to $50,000 and includes an update to
reflect annual inflation beginning in FY 2012. Appropriates $63 to
98 million for FYs 2010-2019 for the National Health Service Corps
and $254 to 391 million for each of FYs 2010-2019 out of the PHIF
for the scholarship and loan repayment programs. (Sections 2201,
2202)

Loan Repayment for Frontline Health Providers. Establishes a loan
repayment program to address unmet needs in areas not currently
designated as health professional shortage areas but for which the
Secretary has determined have insufficient capacity of health
professionals or high needs for health services. Provides loan
repayment assistance for individuals providing primary care services
or other health professionals who agree to provide services in a
health professional needs area at least two years. Loan repayment
amount shall not exceed 50 percent of the average award under the
National Health Service Corps Loan Repayment Program. Provides

outpatient sites), where either a hospital or a jointly-operated program
continues to incur the costs of the stipend or fringe benefits, will count
towards Medicare direct graduate medical education (DGME) and
indirect medical education (IME) payments. In the case of jointly
operated residency training programs, the DGME and IME payments
would not exceed the aggregate payments that would have been made to
the hospitals and training sites had the training program been
independently operated. Effective for discharges on or after July 1, 2010.

Rules for Counting Resident time for Didactic and Scholarly Activities
and Other Activities. Provides that DGME and IME calculations can
include time spent by residents in certain non-patient care activities in
non-hospital settings that are primarily engaged in furnishing patient care
(e.g. didactic conferences and seminars but not research that is unrelated
to the treatment or diagnosis of a particular patient). Vacation, sick
leave, and other approved leave would also count as long as it does not
extend the program’s duration. Time spent in approved training
programs related to non-patient care activities that occur in acute care
hospitals or in a provider-based hospital outpatient department would
also be used in the calculations.

Preservation of Resident Cap Positions from Closed and Acquired
Hospitals. Requires the Secretary to promulgate regulations for the
redistribution of residency slots after a hospital closes. Priority for
additional slots would be given to the following hospitals: (1) those in the
same or contiguous core-based statistical area as the closing hospital; (2)
those in the same State as the closing hospital; (3) those in the same
region of the country as the closing hospital, and; (4) those hospitals
eligible under the priorities established for the redistribution of unused
residency positions. Acquiring hospitals would be required to continue
the operation of the hospital that was acquired and to furnish services,
medical residency programs, and the volume of patients similar to the
hospital that was acquired. When a hospital is acquired through approval
by a bankruptcy court (within a period established by the Secretary but
not more than 3 years), the applicable resident limit will be the limit as of
the date immediately before the acquisition. The provisions would not
affect any temporary adjustment to a hospital’s FTE resident cap in effect
on the date of enactment, and they would not require the reopening of
any settled cost report where there is not an appeal pending on IME and
DGME payments as of the date of enactment.
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that 90 percent of the funds allocated will be for physicians
providing primary care services and 10 percent will be for other
professionals. (Sec. 2211, adding Sections 340H and 340I)

Primary Care Student Loan Funds. Provides that the federally-
supported student loan fund for primary care students will offer
loans bearing an interest rate of 2 percentage points less than the
applicable rate of interest described in the Higher Education Act of
1965. Requires students receiving loans for primary care to practice
in such care for 10 years (including residency) or until the loan is
repaid, whichever comes first. Provides a student, receiving a loan
for primary care, who does not meet the practice length
requirements, to repay the loan based on the total interest that would
have been incurred based on the rate of interest established in the
Higher Education Act of 1965. (Sec. 2212)

Training programs. Provides for grants to public and non-profit
hospitals, schools of medicine, accredited physician assistant
training programs, or public or private non-profit entities to develop
training programs and provide financial assistance in the form of
traineeships and fellowships for programs related to family
medicine, general internal medicine, general pediatrics, geriatrics,
and physician assistantship. Also provides grants to schools of
medicine to establish, maintain, or improve academic units and to
improve clinical teaching and research in the above-mentioned areas
of medicine. Provides for a similar grant program related to
developing dental training programs and provides loan repayment
for students agreeing to serve as faculty members. Establishes a
program to provide support for the development and operation of
new and existing primary care residency programs in community-
based settings. (Sections 2213, 2214, and 2215)

Appropriates from the PHIF for the above programs $240 million
for FY 2010; $253 million for FY 2011; $265 million for FY 2012;
$278 million for FY 2013; $292 million for FY 2014; $307 million
for FY 2015; $322 million for FY 2016; $338 million for FY 2017;
$355 million for FY 2018; and $373 million for 2019.

Nursing Workforce. Provides for advanced education nursing
grants, increases the amounts provided for student loans, and
extends loan repayment to those individuals who agree to serve as a

Proposal on Development of a National Workforce Strategy. Requires the
Secretary to create a Workforce Advisory Committee, which would be
comprised of a wide variety of stakeholders. The Committee would
develop and present a national workforce strategy to the Secretary and
Congress. The Committee would consult with Federal agencies and state
and local entities in preparing its biannual report.

Demonstration Project to Address Health Professions Workforce Needs.
Establishes a demonstration grant program through competitive grants to
provide aid and supportive services to low-income individuals with the
opportunity to obtain education and training for occupations in the health
care field that pay well and are expected to experience labor shortages or
be in high demand. The grant wills be made by the Secretary, in
consultation with the Secretary of Labor, to states, Indian tribes, tribal
organizations, institutions of higher education, local workforce
investment boards, or community-based organizations. Also establishes
a demonstration program to award grants to up to six states for three
years to develop core training competencies and certification programs
for personal and home care aides. Appropriates $85 million for each of
FYs 2010-2014, with no more than $5 million allowed for the personal
and home care aid demonstration during the three-year period of the
program (FYs 2010-2012).
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nurse faculty member for not less than two years.

Appropriates from the PHIF $115 million for FY 2010; $122 million
for FY 2011; $127 million for FY 2012; $134 million for FY 2013;
$140 million for 2014; $147 million for FY 2015; $154 million for
FY 2016; $162 million for FY 2017; $170 million for FY 2018; and
$179 million for FY 2019

Nurse Shortage. Establishes a grant program to address the
projected shortage of nurses by funding a comprehensive program to
create a nursing “career ladder,” increase nurse education capacity,
and provide for training programs jointly administered by providers
and labor organizations. (Sec. 2531)

Public Health Workforce Corps. Establishes the Public Health
Workforce Corps to place individuals as public health professionals
in order to eliminate critical public health workforce shortages.
Creates a scholarship program for those who agree to serve as a
public health professional for either two years or the number of
years for which the individual received a scholarship (no more than
4). Provides for loan repayment for those individuals who agree to
serve full-time as a public health professional for at least 2 years.
(Sec. 2231)

Creates a grant program for entities to increase the number of
individuals in the public health workforce and to enhance the quality
of such workforce and requires the Secretary to submit to Congress
an annual report on such program. (Sec. 2232)

Aligns Public Health Training Centers goals with those established
by the Secretary in the national prevention and wellness strategy
under section 3111. (Sec. 2233)

Creates grant program for eligible entities that provide training to
graduate medical residents in preventive medicine specialties. (Sec.
2234)

Appropriates from the PHIF $51 million for FY 2010; $54 million
for FY 2011; $57 million for FY 2012; $59 million for FY 2013;
$62 million for FY 2014; $65 million for 2015; $68 million for FY
2016; $72 million for FY 2017; $75 million for FY 2018; and $79
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million for FY 2019 for the above programs. (Sec. 2235)

Training for Diversity. Provides scholarships and increases the
amount of loan repayment for disadvantaged individuals who agree
to serve in faculty positions for at least 2 years to $35,000 (plus an
adjustment for inflation beginning in FY 2012). (Sec. 2241)

Amends the Nursing Workforce Diversity Grant Program to require
only consultation with nursing associations when awarding grants.
(Sec. 2242)

Provides for coordination of diversity and cultural competency
programs. (Sec. 2243)

Appropriates from the PHIF $90 million for FY 2010; $97 million
for FY 2011; $100 million for FY 2012; $104 million for FY 2013;
$110 million for FY 2014; $116 million for FY 2015; $121 million
for FY 2016; $127 million for FY 2017; $133 million for FY 2018;
and $140 million for FY 2019 for the above programs. (Sec. 2281)

Interdisciplinary Training Programs. Creates grant programs for
entities to address health disparities by promoting cultural and
linguistic competence training for health professionals, including.
(Sec. 2251)

Creates a grant program for eligible entities to develop and operate
training programs to promote delivery of care through
interdisciplinary and team-based models and coordination of care
within and across settings. (Sec. 2252)

Creates the Advisory Committee on Health Workforce Evaluation
and Assessment, which will be made up of 15 individuals,
responsible for assessing the adequacy of the health workforce and
making recommendations to Congress to ensure the workforce is
meeting the Nation’s needs. (Sec. 2261)

Requires the Secretary to collect data on the supply, diversity, and
geographic distribution of health professionals and submit to
Congress an annual report on such data. (Sections 2271)

Appropriates from the PHIF $91 million for FY 2010; $97 million
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for FY 2011; $101 million for FY 2012; $105 million for FY 2013;
$111 million for FY 2014; $117 million for FY 2015; $122 million
for FY 2016; $129 million for FY 2017; $135 million for FY 2018;
and $141 million for FY 2019 for the above programs. (Sec. 2281)

Dementia and Abuse Prevention Training. Requires SNFs to
conduct dementia management and abuse prevention training prior
to employment and, if the Secretary determines appropriate, as part
of ongoing training. (Sec. 1431)

Study and Report on Training Required for Certified Nurse Aides
and Supervisory Staff. Requires the Secretary to study the content
of training requirements for certified nurse aids and supervisory
staff of SNFs and to submit a report with recommendations on
content and length of training to Congress within two years of date
of enactment. (Sec. 1432)

Fraud and Abuse Health and Human Services Senior Advisor. Directs the
Secretary to appoint a new “Senior Advisor for Health Care
Fraud” within the Office of the Deputy Secretary to be the
principal advisor on policy and program development and
oversight with respect to (1) the detection and prevention of
health care fraud, waste, and abuse involving public and
private health insurance coverage; and (2) the coordination of
anti-fraud efforts within HHS and with the Inspector General
(“IG”), the Department of Justice (“DOJ”), other Federal
agencies as appropriate, State and local law enforcement,
State regulatory agencies, and private health insurance
coverage. (Sec. 501)

Department of Justice Position. Directs the Attorney General
(“AG”) to appoint a new “Senior Counsel for Health Care
Fraud Enforcement” within the Office of the Deputy AG to
serve as the principal advisor to the AG on policy and
program development and oversight with respect to (1) the
investigation and prosecution of health care fraud and abuse
involving public and private health insurance coverage; and
(2) the coordination of such efforts within the DOJ and with
the IG, HHS, and other Federal agencies as appropriate, State
and local law enforcement, State regulatory agencies, and

Exchange. Authorizes the Health Choices Commissioner to issue civil
money penalties against an entity offering a qualified health benefits
plan. (Sec. 142). Establishes a Special Inspector General for the
Health Insurance Exchange to report to Congress and the
Commissioner regarding the Exchange program. (Sec. 206)

Public Option. Extends Medicare and other anti-fraud provisions
including the False Claims Act to the public health insurance option.
(Sec. 226)

Increased Funding for HCFAC Fund. Appropriates an additional
$100 million to the HCFAC Fund for each year beginning in 2011.
Allows for expanded use of the funds by the CMS Medicare
Integrity Program. (Sec. 1601)

Enhanced Penalties. Increases the penalties for each false statement,
omission, or misrepresentation of a material fact on a provider or
supplier enrollment application, bid, or contract, for submission of a
false record or statement material to a false or fraudulent claim
under a Federal health program, for delaying Inspector General
investigations, and for ordering or prescribing an item or service
when the person knows or should know that a claim will be
submitted to the Federal health programs during a time when the

Provider Screening. Requires the Secretary to screen all providers and
suppliers before granting Medicare billing privileges, including licensure
checks. Imposes new disclosure requirements on providers and suppliers
enrolling in Medicare. Grants states authority to impose similar
screening efforts in state Medicaid programs.

Data Matching. Requires CMS to complete development of the
comprehensive “One PI” Integrated Data Repository (IDR), which would
expand existing program integrity data sources and data sharing across
Federal agencies. The existing provider databases would be expanded
and consolidated with a national patient abuse/neglect registry into a
centralized sanctions data system.

Conditions of Participation and Coverage. Medicare and Medicaid
providers and suppliers would be required to implement compliance
programs as conditions of participation. Physicians and other suppliers
would be required to keep documentation on referrals to programs at high
risk of fraud and abuse and provide access to such documentation upon
request of the Secretary.

Program Sanctions. Intermediate sanctions and program safeguards
would be established to provide greater flexibility to CMS and law
enforcement to address problems.
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private health insurance coverage. (Sec. 502)

Health Care Program Integrity Coordinating Council
(“PICC”). Establishes a “Health Care Program Integrity
Coordinating Council” composed of various department
heads (including the HHS Secretary), the President of the
National Association of Insurance Commissioners, and the
President of the National Association of Medicaid Fraud
Control Units to: develop a strategic plan for improving the
coordination and information sharing among Federal
agencies, State agencies, and private health insurance
coverage with respect to the prevention, detection, and control
of fraud, waste, and abuse, including fraud and abuse of
consumers of the health care program or private health
insurance issuers. The PICC will develop and issue
guidelines to Federal agencies to carry out fraud prevention
efforts, and will also recommend measures to estimate the
amount of fraud, waste, and abuse in connection with public
and private plans, and the annual savings resulting from
specific program integrity measures. (Sec. 511)

False Statements and Representations. Amends the criminal
penalty provisions of ERISA by adding language prohibiting
employers and agents of plans or multiple employer welfare
arrangements (MEWAs) from making a false statement or
false representation of fact, knowing it to be false, in
connection with the marketing or sale of such plan or
arrangement, to any employee, any member of an employee
organization, any beneficiary, any employer, any employee
organization, the Secretary, or any State, or the representative
or agent of any such person, State, or the Secretary,
concerning (1) the financial condition or solvency of the plan;
(2) the benefits provided by the plan; or (3) the regulatory
status of the plan. Violators will be subject to criminal
penalties. (Sec. 521)

Federal Health Care Offense. Authorizes the DOJ to
prosecute crimes involving MEWAs and enables the DOJ to
seize the proceeds of health care offenses, employ
administrative subpoenas, and enjoin ongoing criminal
activities. (Sec. 531)

person has been excluded from program participation. (Sections
1611, 1612, 1613. and 1615)

Provides increased penalties for provision of false information or
marketing violations by Medicare Advantage and Part D plans.
(Sections 1616, 1617)

Allows for enhanced penalties for obstruction of program audits.
(Sec. 1618)

Clarifies the definition of exclusion for those Medicare and
Medicaid providers who are excluded from all Federal health
programs under Sec. 1128 of the SSA. (Sec. 1619)

Enhanced Hospice Program Safeguards. Adds a new section to the
SSA to provide for sanctions and intermediate sanctions for
hospices that demonstrate a substandard quality of care and fail to
meet other requirements. Sets forth penalties, including possible
termination of the program’s certification, if the deficiencies
immediately jeopardize the health and safety of hospice
beneficiaries. Directs the Secretary to develop intermediate
sanctions by July 1, 2012. Intermediate sanctions for deficiencies
that do not jeopardize the health and safety of hospice beneficiaries
may include civil monetary penalties, denial of part of all of a
hospice’s payments, appointment of temporary management,
correction action plans, or in-service staff training. (Sec. 1614
adding Sec.1819A)

Enhanced Program Provider Protections. Allows the Secretary after
January 1, 2011, in cases where it is determined there is a significant
risk of fraudulent activity, to impose certain requirements, including
enhanced oversight periods, screening, and enrollment moratoria (if
Secretary determines it would not adversely impact access of
individuals to care). Enhanced oversight may continue for a period
longer than 365 days, if the Secretary determines such oversight is
warranted, and the need for a moratorium may be identified based
on a category of provider or supplier, including a category within a
geographic area. (Sec. 1631 adding Sec. 1128G)

Requires a provider of services or a supplier, who submits an
application for enrollment or renewal of enrollment, to disclose any

Payment. The maximum period for submission of Medicare claims
would be reduced to not more than 12 months.

Overpayments. The 60 days providers and suppliers have to repay
Medicare overpayments would be modified to either 60 days after the
date on which the overpayment was made or the date the corresponding
cost report is due. Any person who knows of an overpayment would be
required to return the overpayment to the Secretary, the state, or a
Medicare contractor.

Deterrence/Civil and Criminal Penalties. The CMP law would be
amended in several respects to increase penalties and extend the use of
CMPs. The Anti-Kickback statute would be amended to include a
definition of “willfully.”

Provider Self-Disclosure Protocol. Within 180 days, the Secretary would
be required to develop a mechanism for providers to voluntarily disclose
specific information regarding actual and potential violations of the
physician self-referral law. It would be similar to the Provider Self-
Disclosure Protocol operated by the OIG and would apply to any
violation of the physician self-referral law and violations of the Anti-
kickback statute of less than $50,000.

Program Exclusions. Clarifies that hardship waivers of an OIG exclusion
can be based on hardship imposed on beneficiaries of any Federal health
care program.

Recovery Audit Contractors. Extends the RAC program to Medicare
Parts C and D and Medicaid.

Program Integrity Funding and Reporting Requirements. Health Care
Fraud and Abuse Control (HCFAC) program funding would be increased
by $10 million each year for 10 years, and would remain available until
expended. Permanently applies the CPI adjustment to HCFAC funding.
Medicare and Medicaid Integrity Programs evaluation requirements
would be amended.

DMEPOS Competitive Acquisition Program. Requires the Secretary to
expand the number of areas to be included in Round 2 of the program
from 79 of the largest MSAs (9 MSAs for Round 1 and 70 MSAs for
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Applicability of State Law to Combat Fraud and Abuse.
Amends ERISA by allowing the Department of Labor, for the
purpose of identifying, or prosecuting fraud and abuse, to
adopt regulatory standards or issue orders to prevent
fraudulent MEWAs from escaping liability for their actions
under state law by claiming that state law enforcement is
preempted by federal law. (Sec. 551)

Cease and Desist Orders and Summary Seizure Orders
Against Plans That Are in Financially Hazardous Condition.
Amends ERISA by authorizing the Department of Labor to
issue a cease and desist (ex parte) order if it appears to the
Secretary that the alleged conduct of a multiple employer
welfare arrangement is fraudulent, creates an immediate
danger to the public safety or welfare, or is causing or can be
reasonably expected to cause significant, imminent, and
irreparable public injury. (Sec. 561)

current or past affiliation within the last 10 years with a provider of
services or a supplier, who has an uncollected debt, has been
suspended or excluded from a Federal program, is subject to a
payment suspension or has had their billing privileges revoked.
Allows the Secretary to apply safeguards, including enhanced
screening, additional information reporting requirements,
conditioning of enrollment on provision of a surety bond, or denial
of the application in cases where at least one such affiliation poses a
serious risk of fraud or abuse. (Sec. 1632)

Required Inclusion of Payment Modifier. Establishes a payment
modifier for evaluation and management services that result in the
ordering of additional services, prescription of drugs, furnishing or
ordering of durable medical equipment, or the ordering, furnishing,
or prescribing of other items and services the Secretary determines
pose a high risk of fraud and abuse. (Sec. 1633)

Medicare and Medicaid Integrity Programs. Requires entities
participating in the Medicare and Medicaid Integrity Programs to
conduct periodic evaluations of the effectiveness of the entity’s
activities and to submit an annual report to the Secretary. (Sections
1634, 1752)

Requirement that Providers and Suppliers Adopt Compliance
Programs. Requires the Secretary in consultation with the Inspector
General of HHS to establish core elements of compliance programs.
Requires the Secretary to determine a timeline for implementation
of such programs by providers of services and suppliers. Grants the
Administrator of CMS the authority to determine whether a provider
or supplier has met the requirements associated with establishing a
compliance program and, if not, to impose up to a $50,000 penalty
for each violation. Also allows the Secretary to conduct a pilot
program with a category of providers of services or suppliers, other
than physicians, determined to be at risk for waste, fraud, and abuse
before full implementation of the compliance program requirements.
Allows the Secretary to disenroll a provider of services or a supplier
(other than a physician or a skilled nursing facility) that fails to
establish a compliance program. Secretary may also impose civil
monetary penalties or other intermediate sanctions. (Sec. 1635)

Requires a similar compliance program for Medicaid suppliers and

Round 2) to 100 of the largest MSA by adding the next 21 largest MSAs
by population.
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providers. (Sec. 1753)

Reduced Period for Submission of Medicare Claims. Reduces the
period allowed for claims filing under parts A, B, C, and D of
Medicare from 36 months to 12 months. Effective for items and
services furnished after January 1, 2011. (Sec. 1636)

Requirements Related to Durable Medical Equipment and Home
Health. Requires physicians who order durable medical equipment
or home health services to be Medicare participating physicians.
Allows the Secretary to extend this requirement to other services or
items, including covered Part D drugs, if the Secretary determines it
would reduce the risk of fraud and abuse. Effective July 1, 2010.
(Sec. 1637)

Allows the Secretary to disenroll a physician or supplier who fails to
maintain or does not provide access to documentation relating to
written orders of requests for payment for DME, certifications for
home health services, or referrals for other items or services
specified by the Secretary for a period of not more than one year for
each act. Amends provisions related to the OIG’s exclusion
authority to include physicians and suppliers who fail to maintain or
provide access to this documentation. (Sec. 1638)

Requires physicians to have a face-to-face encounter (or through the
use of telehealth) with patients 6 months (or some other number
determined reasonable by the Secretary) prior to certification or re-
certification for home health services under Medicare, Medicaid, or
CHIP. The encounter must not be incident to services involved.
Payment for durable medical equipment is subject to this
requirement. Allows the Secretary to extend the requirement of a
face-to-face (or telehealth) encounter to other items or services, if
the Secretary determines it would reduce the risk of fraud and abuse.
(Sec. 1639)

Subpoena Authority. Grants the Secretary testimonial subpoena
authority to program exclusion investigations. Secretary may
delegate authority to the OIG or the Administrator of CMS. (Sec.
1640)

Overpayments. Requires the reporting and returning of Medicare
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and Medicaid overpayments within 60 days of when the provider,
supplier, Medicare Advantage or Part D plan knows of the
overpayment. Repayment does not limit future liability for interest,
fines, or other sanctions. (Sections 1641, 1754)

Expanded Application of Hardship Waivers. Extends hardship
waiver application to any beneficiary under a Federal health
program. (Sec. 1642)

Information on Renal Dialysis Facilities. Allows the Secretary
access to information relating to ownership and compensation
arrangements between renal dialysis facilities and the medical
director of such facility or between such facility and any physician.
(Sec. 1643)

Medicare and Medicaid Registration. Effective January 1, 2012,
agents, clearinghouses, and alternate payees that submit claims on
behalf of providers must be registered with the Secretary. (Sec.
1644)

Conforms civil monetary penalty definitions and criteria to those in
the False Claims Act amendments of 2009. (Sec. 1645)

Access to Information. Provides the Attorney General with access
to information necessary to identify waste and abuse. (Sec. 1651)

Provides for the transfer of data from the Healthcare Integrity and
Protection Data Bank (“HIPDB”) to the National Practitioner Data
Bank (“NPDB”). Eliminates use of the HIPDB. Provides access to
the NPDB free of charge to the Secretary of Veterans Affairs for one
year. (Sec. 1652)

Clarifies that HIPAA applies to the subtitle and all the amendments.
(Sec. 1653)

Non-Payment for Health Care Acquired Conditions. Provides that
Medicaid payments as of January 1, 2010 will not be made for
health care acquired conditions. Applies to CHIP. Permits the
Secretary to exclude certain conditions or to include additional
conditions. (Sec. 1751)
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Minimum Medical Loss Ratio for Medicaid Managed Care
Organizations. Sets the medical loss ratio at least at 85 percent for
contracts entered into or renewed after July 1, 2010. Applies to
CHIP. (Sec. 1755)

Requires State Medicaid and CHIP Programs to terminate
individuals or entities that are terminated under Medicare, other
state Medicaid programs, or any other CHIP program. Effective
January 1, 2011. (Sec. 1756)

Requires State Medicaid and CHIP programs to exclude entities or
individuals that own, control, or manage an entity that has unpaid
overpayments or is suspended, excluded, or terminated from
participation, or is affiliated with such an entity. Effective January
1, 2011. (Sec. 1757)

Requires Medicaid programs to report data elements for the
detection of fraud and abuse in their Management Information
Systems reports. (Sec. 1758)

Requires agents, clearinghouses, and alternate payees who submit
claims to a State Medicaid program to register with the State and the
Secretary. Provides for denial of payment to entities who do not
register. Effective January 1, 2012. (Sec. 1759)

Denies federal matching payments for litigation when a court
imposes sanctions for litigation-related misconduct. Effective
January 1, 2010. (Sec. 1760)

Accountable Care
Organization

Directs the Secretary to conduct a pilot program to test different
payment incentive models (including the “Performance Target
Model”, the “Partial Capitation Model”, and “Other Models”)
designed to reduce the growth of expenditures and improve health
outcomes in the provision of items and services to “applicable”
beneficiaries by “qualifying” accountable care organizations
(“ACOs”) in order to—(1) promote accountability for a patient
population and coordinate items and services under parts A and B;
(2) encourage investment in infrastructure and redesigned care
processes for high quality and efficient service delivery; and (3)
reward physician practices for the provision of high quality and
efficient health care services. A “qualifying” ACO is defined as a
group of physicians or other physician organizational model

Accountable Care Organizations. Allows groups of providers who
voluntarily meet certain statutory criteria, including quality
measurements, to be recognized as ACOs and be eligible to share in the
cost-savings they achieve for the Medicare program. Beginning on Jan.
1, 2012, eligible ACOs would have the opportunity to qualify for an
incentive bonus.

Eligible ACOs would be defined as groups of providers and suppliers
who have an established mechanism for joint decision making, such as
for capital purchases. The following groups of providers and suppliers
would be eligible for participation: practitioners in group practice
arrangements; networks of practices; partnerships or joint-venture
arrangements between hospitals and practitioners; hospitals employing
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(defined as model of organization under which physicians enter into
agreements with other providers for the purposes of participation in
the pilot program in order to provide high quality and efficient
health care services and share in any incentive payments under such
program) that is organized at least in part for the purpose of
providing physicians’ services and meet certain criteria the
Secretary deems appropriate to participate in the pilot program. The
pilot program shall begin no later than January 1, 2012.
Appropriates $25,000,000 for each of fiscal years 2010 through
2014 and $20,000,000 for fiscal year 2015. (Sec. 1301)

practitioners; and such other groups of providers of services and suppliers
as the Secretary determines appropriate. Practitioners would be defined
as physicians, nurse practitioners, physician assistants, clinical nurse
specialists, and other practitioners or suppliers as the Secretary
determines appropriate. To qualify as an ACO, an organization would
have to meet certain criteria enumerated in the legislation. To earn the
incentive payment, the organization would have to meet certain quality
thresholds. CMS would assign Medicare FFS beneficiaries to ACOs
based on their use of Medicare items and services in preceding periods.
The achievement thresholds and rewards for the ACO are detailed in the
legislation.

Whistleblower
Protections

Prohibits retaliation against an employee based on the employee’s
actions to report a violation of the Act, testify or participate in
proceedings against an employer, or to refuse to participate in
violative activity. (Sec. 153)

Primary Care
Services

Payment Incentive for Selected Primary Care Services. In the case
of primary care services furnished on or after January 1, 2011 by a
primary care practitioner, authorizes a payment to the practitioner
(or to an employer or facility in certain cases) on a monthly or
quarterly basis from the Federal Supplementary Medical Insurance
Trust Fund an amount equal 5 percent (or 10 percent if the
practitioner predominately furnishes such services in an area that is
designated as a primary care health professional shortage area).
Primary care services include evaluation and management services
furnished by a physician or other health care professional. Primary
care practitioners include physicians and other practitioners
(including nurse practitioners and physician assistants under
supervision of a physician or other practitioner) specializing in
family medicine, general internal medicine, general pediatrics,
geriatrics, or obstetrics and gynecology. (Sec. 1303)

Increased reimbursement rate for certified nurse-midwives.
Increases the payment rate for nurse midwives for covered services
from 65% of the rate that would be paid were a physician
performing a service to the full rate. (Sec. 1304)

Skilled Nursing
Facilities

Required Disclosure of Ownership and Additional Disclosable
Parties Information. Requires disclosure and submission of
ownership and additional disclosable parties information – to the
Secretary, the IG, the State in which the facility is located. The
information includes: (1) the identity of and information on each
member of the governing body of the facility, including the name,

Required Disclosure of Ownership. Requires SNFs and nursing facilities
to make available on request by the Secretary, the HHS OIG, the state,
and the state long term care ombudsman, information on ownership
(including direct and indirect ownership) and additional disclosable
parties as well as information describing the governing body and
organizational structure of the facility. Information would be made
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title, and date of start of service of each such member; each person
or entity who is an officer, director, member, partner, trustee, or
managing employee of the facility, including the name, title, and
period of service of each such person or entity; and each person or
entity who is an “additional disclosable party” (described in the
legislation) of the facility; (2) the organizational structure of each
person and entity and a description of the relationship of each such
person or entity to the facility and to one another; and (3) ownership
or control interest which shall include direct or indirect interests,
including such interests in intermediate entities; and shall include
the owner of a whole or part interest in any mortgage, deed of trust,
note, or other obligation secured, in whole or in part, by the entity or
any of the property or assets thereof, if the interest is equal to or
exceeds 5 percent of the total property or assets of the entirety.

To the extent that the above information is already reported by a
facility to the IRS on Form 990, or to the SEC, or otherwise
submitted to any other Federal agency, the Secretary may allow, to
the extent practicable, such Form or such information to meet the
above requirements. (Sec. 1411).

Compliance and Ethics Program. Requires a SNF to have in
operation a compliance and ethics program on or after the date that
is 36 months after enactment that is effective in preventing and
detecting criminal, civil, and administrative violations and in
promoting quality of care. (Sec. 1412)

Quality Assurance and Performance Improvement Program.
Requires the Secretary not later than December 31, 2011, to
establish and implement a quality assurance and performance
improvement program (“QAPI program”) for SNFs, including
multi-unit chains of such facilities. Under the QAPI program, the
Secretary shall establish standards relating to such facilities and
provide technical assistance to such facilities on the development of
best practices in order to meet such standards. (Sec. 1412)

GAO Study on SNF Undercapitalization. Requires the Comptroller
General of the U.S. to conduct a study that examines the extent to
which corporations that own or operate large numbers of SNFs,
taking into account ownership type (including private equity and
control interests), are undercapitalizing such facilities; the effects of

available to the Secretary, the HHS OIG, the state and state long term
care ombudsman programs upon request. Information to be disclosed
would include the identity of and information on each member of the
governing body of the facility (name, title, period of service); each person
or entity who is an officer, director, member, partner, trustee, or
managing employee of the facility; and each person or entity who is an
additional disclosable party (described in the legislation) of the facility.
If the required information is submitted to the IRS as part of Form 990, to
the Securities and Exchange Commission, or to the Secretary, facilities
would be permitted to make the information available in these formats.

Accountability Requirements (Compliance and Ethics Programs).
Require SNFs and nursing homes to develop and implement compliance
and ethics programs to be followed by their employees and agents.
Requires the Secretary to develop regulations, working with the HHS
Inspector General, for an ethics and compliance program, which may
include a model compliance program, within two years of enactment.
The Secretary may vary program requirements on the elements and
formality the elements and formality of the program based on the size of
the organization. The program would be required to have standards and
procedures designed to detect criminal, civil and administrative
violations under the SSA.

Requires the Secretary to create regulations on QAPI plans. SNF and
nursing homes would be required to implement QAPI plans and submit
them to the Secretary.

Nursing Home Compare Website. Requires the Secretary to include
additional information on the Nursing Home Compare website,
including: (1) standardized staffing data on nursing staff and other staff
providing medical and therapy services available on facilities that is
submitted by facilities in a uniform format; (2) links to state internet
websites regarding state survey and certification programs, and links to
Form 2567 (or successor form) inspection reports, links to facility plans
of correction or responses to such reports and information to guide
consumers in how to interpret and understand these reports; (3) a
standardized complaint form including explanatory material on how to
use the complaint forms, and how to file a complaint with the state
survey and certification program and the state long term care
ombudsman program; (4) a summary of information on enforcement
action against the facility that includes substantiated complaints and
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such undercapitalization on quality of care, including staffing and
food costs; and options to address such undercapitalization (e.g.,
requirements relating to surety bonds, liability insurance, or
minimum capitalization). (Sec. 1412)

Nursing Home Compare Website. Requires the Secretary to ensure
that the Nursing Home Compare website includes the following
information: (i) information that is reported to the Secretary under
section 1124(c)(3); (ii) information on the Special Focus Facility
program; (iii) staffing data for each facility (including resident
census data and data on the hours of care provided per resident per
day), including information on staffing turnover and tenure; (iv)
links to State Internet websites with information regarding State
survey and certification programs, links to Form 2567 State
inspection reports on such websites, and the facility plan of
correction or other response to such report; (v) the standardized
complaint form; (vi) summary information on the number, type,
severity, and outcome of substantiated complaints; and (vii) the
number of adjudicated instances of criminal violations by
employees of a SNF. (Sec. 1413)

Special Focus Facility Program. Requires the Secretary to conduct a
special focus facility program for enforcement of requirements for
SNFs that the Secretary has identified as having substantially failed
to meet applicable requirements. (Sec. 1413)

Reporting of Expenditures. For cost reports submitted for cost
reporting periods beginning on or after 2 years after enactment of
the legislation, requires SNFs to separately report expenditures for
direct care services, indirect care services, capital assets, and
administrative costs on cost reports. (Sec. 1414)

Standardized Compliant Form and Compliant Resolution Processes.
Directs the Secretary to develop a standardized complaint form for
use by a resident (or a person acting on the resident’s behalf) in
filing a complaint with a State survey and certification agency and a
State long-term care ombudsman program with respect to a SNF.
Also requires the State to establish a complaint resolution process in
order to ensure that a resident, the legal representative of a resident
of a SNF, or other responsible party is not retaliated against if the
party has complained, in good faith, about the SNF. Also provides

remedies proposed and imposed during the preceding three years; and (5)
a summary of facility expenditures for direct care staffing based on data
submitted. Requires States to submit survey information to the Secretary
no later than they send such information to the facility, and requires the
Secretary to use this information to update Nursing Home Compare as
expeditiously as practicable.

Reporting of Expenditures. Requires that SNFs and nursing homes report
expenditures for wages and benefits for direct care staff on facility cost
reports – broken out into specified categories.

Standardized Complaint Form and Complaint Resolution Processes.
Requires the Secretary to develop a standardized form for SNF and
nursing facility residents and their representatives to use in submitting
quality of care complaints. The new form does not prevent nursing
facility residents from submitting claims in other ways too, including
orally. Also requires States to establish complaint resolution processes
with procedures to assure accurate tracking of complaints received.
Such processes are also required to ensure that legal representatives or
other responsible parties are not denied access to a resident or otherwise
retaliated against if they have complained about the quality of care
provided by the facility, or other issues relating to the facility.

Ensuring Staffing Accountability. Requires the Secretary to establish a
process to require SNF and nursing facilities to regularly report staffing
data, including agency and contract staff, by staff position categories
(based on payroll and other verifiable and auditable data). The reporting
requirements would include the category of work an employee performs
or other medical or therapy staff providing direct resident services,
resident census data, information on employee turnover and tenure, and
the hours of care provided per resident per day. Requires the Secretary
to submit a report to Congress no later than 6 months after the
completion of a 1-year design phase; not later than 1 year following the
evaluation, the Secretary would require facilities to begin electronically
submitting staffing information in a uniform format.

Civil Monetary Penalties. Requires the Secretary to promulgate
regulations providing facilities with the opportunity for participation in
an independent informal dispute resolution process that would produce a
written record and occur within 30 days of imposition of the penalty. If
deficiencies are cited at the level of actual harm and immediate jeopardy,
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for a whistleblower protection prohibiting retaliation against a
complaining party. Finally, requires SNFs to post conspicuously a
notice of employee rights. (Sec. 1415)

Ensuring Staffing Accountability. Requires SNFs to electronically
submit to the Secretary direct care staffing information (including
information with respect to agency and contract staff) based on
payroll and other verifiable and auditable data in a uniform format –
effective two years after date of enactment. (Sec. 1416)

Civil Monetary Penalties (“CMPs”). Requires the Secretary to
impose a CMP in the applicable “per instance” or “per day” amount
for each day or instance, respectively, of noncompliance (as
determined appropriate by the Secretary). Applicable “per instance”
amount means—in the case where the deficiency is found to be a
direct proximate cause of death of a resident of the facility, an
amount not to exceed $100,000; and in each case of a deficiency
where the facility is cited for actual harm or immediate jeopardy, an
amount not less than $3,050 and not more than $25,000; and in each
case of any other deficiency, an amount not less than $250 and not
to exceed $3050. Applicable “per day” amount means—in each
case of a deficiency where the facility is cited for actual harm or
immediate jeopardy, an amount not less than $3,050 and not more
than $25,000 and in each case of any other deficiency, an amount
not less than $250 and not to exceed $3,050. The legislation also
provides for the reduction of CMPs in certain circumstances. (Sec.
1421)

National Independent Monitor Pilot Program. Requires the
Secretary to establish a pilot program to develop, test, and
implement use of an independent monitor to oversee interstate and
large intrastate chains of SNFs. The Secretary shall select SNF
chains to participate in the pilot from among those chains that
submit an application. (Sec. 1422)

Notification of Facility Closure. Establishes notification
requirements for SNFs that are closing. (Sec. 1423)

Excluding Clinical Social Worker Services. Excludes clinical social
worker services from coverage under the Medicare SNF PPS,
effective July 1, 2010. (Sec. 1307)

the Secretary would have the authority to place CMPs in an escrow
account following completion of the informal dispute resolution process,
or the date that is 90 days after the date of the imposition of the CMP,
whichever is earlier. Gives the Secretary and States the authority to
reduce CMPs if the deficiency was self-reported and promptly corrected
within 10 calendar days after imposition – with some exceptions.

National Independent Monitor Pilot Program. Requires the Secretary to
develop, test, and implement a 2-year pilot for an independent monitor
program. The program would oversee large interstate and intrastate SNF
and nursing home chains. Requires the Secretary to develop protocols for
addressing quality and safety problems at the corporate management
level occurring in individual homes that are owned or operated by certain
chains, including those with homes in the Special Focus Facility
program, and those with a record of repeated serious safety and quality
of care deficiencies.

Notification of Facility Closure. Requires SNFs and nursing homes to
notify in a timely fashion state, Federal, and stakeholder officials, as well
as residents and their representatives of an impending nursing facility
closure. Facilities would be required in the notice to issue a plan for the
transfer and relocation of residents.

Demonstration Projects on Culture Change and use of Information
Technology in Nursing Homes. Requires the Secretary to conduct 2
demonstration projects (not to exceed 3 years) for nursing homes and
SNF: (1) for the development of best practices for facilities involved in
culture change; and (2) for the development of best practices in facilities
for the use of information technology to improve resident care. Requires
the Secretary to submit a report to Congress after completion of the
demonstration projects that evaluates the projects and makes
recommendations for legislation and administrative actions.

Dementia and Abuse Prevention Training. Adds staff training
requirements for SNF and nursing homes. Requires the Secretary to
revise initial nurse aide training, competency, and evaluation program
requirements to include dementia management training and patient abuse
prevention. If determined to be appropriate, the Secretary also may
include dementia management training and patient abuse prevention in
ongoing nurse aide training, competency, and evaluation program
requirements.
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Excludes Marriage and Family Therapist Services. Excludes
marriage and family therapist services from SNF PPS. (Sec. 1308)

Excludes Mental Health Counselor Services. Excludes mental
health counselor services from SNF PPS. (Sec. 1308)

Marriage and
Family Therapist
Services and
Mental Health
Counselor

Marriage and Family Therapist. Directs the coverage of marriage
and family therapist services, defined as services performed by a
marriage and family therapist for the diagnosis and treatment of
mental illnesses, which the marriage and family therapist is legally
authorized to perform under state law (or the state regulatory
mechanism provided by state law) of the state in which such
services are performed, as would otherwise be covered if furnished
by a physician or as incident to a physician’s professional service,
but only if no facility or other provider charges or is paid any
amounts with respect to the furnishing of such services. The
amounts paid for such services shall be 80 percent of the lesser of
the actual charge for the services or 75 percent of the amount
determined for payment of a psychologist. (Sec. 1308)

Mental Health Counselor. Directs the coverage of mental health
counselor services, defined as services performed by a mental health
counselor for the diagnosis and treatment of mental illnesses which
the mental health counselor is legally authorized to perform under
state law (or the state regulatory mechanism provided by the state
law) of the state in which such services are performed, as would
otherwise be covered if furnished by a physician or as incident to a
physician’s professional service, but only if no facility or other
provider charges or is paid any amounts with respect to the
furnishing of such services. The amounts paid for such services
shall be 80 percent of the lesser of the actual charge for the services
or 75 percent of the amount of a psychologist (Sec. 1308)

Extension of
Physician Fee
Schedule Mental
Health Add-On

Extends the physician fee schedule mental health add-on provided in
MIPPA from December 31, 2009 to December 31, 2011. (Sec.
1309)

Extension of Payment Adjustment for Medicare Mental Health Services.
Extends the provision in MIPPA to increase payments for certain
Medicare mental health services by 5%, until January 1, 2012.

Psychiatric
Hospital Stays

Eliminates 190-day lifetime limit on psychiatric hospital stays. The
provision applies to inpatient psychiatric hospital services furnished
on or after January 1, 2010. (Sec. 1311)

Transparency
Provisions

Reporting Financial Relationships Between Manufacturers and
Distributors With Entities that Bill Under Medicare (“Sunshine

Physician Payment Sunshine. Amends Title XI of the SSA to provide for
transparency in the relationship between physicians and applicable
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Provisions”). Not later than March 31, 2011 and annually thereafter
directs each applicable manufacturer or distributor that provides a
payment or other transfer of value to a covered recipient (or to an
entity or individual at the request of or designated on behalf of a
covered recipient) shall submit to the Secretary, the following
information with respect to the preceding calendar year: (1) with
respect to the covered recipient, the recipient’s name, business
address, physician specialty, and national provider identifier; (2)
with respect to the payment or other transfer of value, other than a
drug sample—its value and date; the name of the related drug,
device, or supply; a description of its form as: cash or a cash
equivalent; in-kind items or services; (3) stock, a stock option, or
any other ownership interest. With respect to a drug sample, the
name, number, date, and dosage units of the sample must be
disclosed. Information submitted must include the aggregate
amount of all payments or other transfers of value provided by the
manufacturer or distributor to covered recipients (and to entities or
individuals at the request of or designated on behalf of a covered
recipient), including all payments and transfers of value.
Incorporates federal preemption of state laws that require reporting
of the same types of payments of value or physician relationships.
(Sec. 1451)

Reporting of Ownership Interest by Physicians in Hospitals and
Other Entities that Bill Medicare. Not later than March 31 of each
year (beginning in 2011), directs each hospital or other health care
entity (not including a Medicare Advantage organization) that bills
for Medicare Parts A and B to report on the ownership shares (other
than ownership shares in publicly traded securities and mutual
funds) of each physician who, directly or indirectly, owns an interest
in the entity. Incorporates federal preemption of state laws that
require reporting of the same types of payments of value or
physician relationships. (Sec. 1451)

Penalties for Noncompliance. Any manufacturer or distributor that
fails to submit the above information, shall be subject to a CMP of
not less than $1,000, but not more than $10,000, for each payment
or other transfer of value or ownership or investment interest not
reported. The total amount of CMPs shall not exceed $150,000.
For “knowing” failures to report, any applicable manufacturer or
distributor that knowingly fails to submit required information shall

manufacturers with respect to payments and other transfers of value and
physician ownership or investment interests in manufacturers. Also
requires annual transparency reports, penalties for noncompliance,
procedures for the submission of information and public availability of
this information.

Specifically, the legislation would require any manufacturer of a covered
drug, device, biological, or medical supply that makes a payment or
another transfer of value to a physician, a physician medical practice, a
physician group practice, or a hospital with an approved medical
residency training program to report annually, in electronic form,
specified information on such transactions to the Secretary. Some
information, enumerated in the legislation, would be excluded from the
reporting requirements.

Also requires manufacturers, or related group purchasing organization to
report annually to the Secretary, in electronic form, certain information
regarding any ownership or investment interest (other than in a publicly
traded security and mutual fund) held by a physician (or an immediate
family member) in the manufacturer or group purchasing organization
during the preceding year.

Penalties for Noncompliance. Manufacturers or group purchasing
organizations would be subject to a CMP of not less than $1,000 but not
more than $10,000 for each payment or transfer not reported. The total
amount of the penalties for any annual submission shall not exceed
$150,000. Any manufacturer or group purchasing organization that
knowingly fails to submit information would be subject to a CMP of not
less than $10,000 but not more than $100,000 for each payment or
transfer not reported. The total amount of the penalties for this failure to
report category of submissions shall not exceed $1,000,000 annually.

Prescription Drug Samples. Requires drug manufacturers and authorized
distributors to report the information required under the Prescription
Drug Marketing Act of 1987 to the Secretary of HHS.

Imaging Self-Referral Sunshine. Includes a requirement to the in-office
ancillary exception of the “self-referral” law that would include a
requirement that with respect to magnetic resonance imaging, computed
tomography, positron emission tomography, and any other designated
health services as determined by the Secretary, the referring physician
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be subject to a CMP of not less than $10,000, but not more than
$100,000, for each payment or other transfer of value or ownership
or investment interest not reported. The total amount of CMPs shall
not exceed $1,000,000, or, if greater, 0.1 percentage of the total
annual revenues of the entity. (Sec. 1451)

Limitation on Medicare Exceptions to the Prohibition on Certain
Physician Referrals Made to Hospitals. Amends the reporting and
disclosure requirements of an entity providing covered items or
services for which payment is made under Medicare and for
hospitals with physician ownership and investment. The Secretary
shall make information submitted by hospitals relating to physician
ownership and investment available to the public. Applies civil
money penalties to new reporting and disclosure requirements.
Amends exceptions to self-referral prohibition and hospital
ownership for rural providers. Grandfathers the ownership
structures of physician-owned hospitals existing prior to January 1,
2009. Allows for growth of existing physician-owned hospitals
within certain parameters. Beginning in 2010, $5,000,000 has been
appropriated for carrying out this provision. (Sec. 1156)

must inform the individual at the time of the referral that the individual
may obtain the services from a person other than the referring physician,
a physician who is a member of the same group practice as the referring
physician, or an individual who is directly supervised by the physician or
by another physician in the group practice. The individual must be
provided with a written list of suppliers who furnish services in the area
in which the individual resides. This new requirement would apply to
services furnished after January 1, 2010.

Limitation on Medicare Exception to the Prohibition on Certain
Physician Referrals for Hospitals. Beginning no later than 18 months
after the date of enactment, only hospitals meeting certain requirements
would be exempt from the prohibition on self-referral. Hospitals that
have physician ownership and a provider agreement in operation on
November 1, 2009 and that met other specified requirements would be
exempt from this self-referral ban. These requirements would address
conflict of interest, bona fide investments, and patient safety. In addition,
the hospital could not have converted from an ambulatory surgical center
to a hospital after the date of enactment.

Hospital Average Charge Information. Beginning in 2011, establishes a
national requirement for acute care hospitals to make their charges for
each Medicare DRG available to the public and upon request to any
patient served by the facility. Requires hospitals to provide the average
charge and the range between the 2nd and 4th quintiles of charges across
all commercial payers and for self-pay patients for each DRG; hospitals
would update their information on an annual basis. If the hospital does
not comply with the requirement, the Secretary could impose a CMP on
the facility in the amount of $50,000.

General Internal
Revenue Code
Provisions

Further delays the phase-in of a rule allowing taxpayers to elect to
allocate interest expense between United States sources and foreign
sources for purposes of determining a taxpayer’s foreign tax credit
limitation for an additional nine years (for taxable years beginning
after 2019). (Sec. 442)

Prevention of Tax Avoidance. Prevents foreign multinational
corporations incorporated in tax haven countries from avoiding tax
on income earned in the United States by routing their income
through structures in which a United States subsidiary of the foreign
multinational corporation makes a deductible payment to a country
with which the United States has a tax treaty before ultimately

Excise Tax on High Cost Insurance. Imposes an excise tax on insurers if
aggregate value of employer-sponsored health coverage for an employee
exceeds a threshold amount. The tax would be equal to 35% of the
aggregate value that exceeds a threshold amount. For 2013, the threshold
amount would be $8,000 for individual coverage and $21,000 for family
coverage. The tax would not be deductible for Federal income tax
purposes. Effective for taxable years beginning after December 31, 2012.

Employer Health Insurance Reporting. An employer would be required
to disclose the value of the benefit provided by the employer for each
employee’s health insurance coverage on the employee’s annual Form
W-2. Effective beginning in the first taxable year after December 31,
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repatriating these earning in the tax haven country. (Sec. 451)

Clarifies the manner in which the economic substance doctrine (a
judicial doctrine that has been used inconsistently by the courts to
deny tax benefits when the transaction generating these tax benefits
lacks economic substance) should be applied by the courts. Under
the provision, in any case in which the economic substance doctrine
is relevant to a transaction, the doctrine would be satisfied only if
(1) the transaction changes in a meaningful way (apart from federal
income tax consequences) the taxpayer’s economic position, and (2)
the taxpayer has a substantial non-federal tax purpose for entering
into such transaction. Imposes a 20% penalty on understatements
attributable to a transaction lacking economic substance (40% in the
case of transactions in which the relevant facts affecting the tax
treatment of the transaction are not adequately disclosed). (Sections
452, 453)

2009.

Modifications to Definition of Qualified Medical Expenses. The
definition of medical expense for purposes of employer provided health
coverage, HSAs, and Archer MSAs, generally would be conformed to
the definition for purposes of the itemized deduction for medical
expenses. The change would not apply to doctor prescribed over-the-
counter medicine. Effective for taxable years beginning after December
31, 2009.

Health Savings Accounts. The additional tax on distributions from an
HSA that are not used for qualified medical expenses would be increased
to 20 percent of the disbursed amount. Effective for disbursements made
during tax years starting after December 31, 2009.

Limiting Flexible Spending Arrangements Under Cafeteria Plans. Salary
reductions by an employee for a taxable year for purposes of coverage
under a Health FSA under a cafeteria plan would be limited to $2,000.
There would be no limit on the exclusion for health coverage offered
through an HRA. Effective for taxable year beginning after December
31, 2012.

Corporate Information Reporting. Modifies the general information
reporting requirement by eliminating the exception for payments to
corporations. The class of payments for which reporting is required
would be clarified to include gross proceeds for both property and
services. Effective for payments made in taxable years beginning after
December 31, 2011.

Requirements for 501(c)(3) Hospitals. Establishes new additional
requirements applicable to 501(c)(3) hospitals including conducting
community health needs assessments, adopting financial assistance
policies, limiting charges to patients, and requirements relating to
collection processes. Also includes new reporting and disclosure
requirements. Effective for taxable years beginning after the date of
enactment.

Annual Fee on Manufacturers and Importers of Branded Drugs. Imposes
a fee on any person that manufacturers or imports prescription drugs for
sale in the U.S. Collected fees would be credited to the Medicare SMI
fund. The aggregate fee on the sector would be $2.3 billion payable
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annually that would be apportioned among “covered entities.” Effective
for calendar year 2010 and thereafter, with respect to domestic covered
sales in calendar year 2009 and thereafter.

Annual Fee on Manufacturers and Importers of Medical Devices.
Imposes a fee on any person that manufacturers or imports medical
devices offered for sale in the U.S. The aggregate fee on the sector
would be $4 billion payable annually that would be apportioned among
“covered entities.” Effective for calendar year 2010 and thereafter, with
respect to domestic covered sales in calendar year 2009 and thereafter.

Annual Fee on Health Insurance Providers. An annual fee applies to any
U.S. health insurance provider with respect to health insurance. The
aggregate annual fee for all U.S. health insurance providers would be $6
billion. Effective for calendar year 2010 and thereafter, with respect to
health insurance premiums written in 2009 and thereafter.

Annual Fee on Clinical Laboratories. Imposes a fee on any covered
entity offering clinical laboratory services in U.S. The aggregate fee on
the clinical laboratory sector would be $750 million annually, beginning
in 2010, which would be apportioned among the “covered entities” and
paid on an annual basis. Effective for calendar year 2010 and thereafter,
with respect to covered domestic laboratory service revenue in 2009 and
thereafter.

Repeal Business Deduction for Federal Subsidies for Certain Retiree
Prescription Drug Plans. Eliminates the rule that the exclusion for
subsidy payments is not taken into account for purposes of determining
whether a deduction is allowable with respect to retiree prescription drug
expenses. Effective for taxable years beginning after December 31,
2010.

Miscellaneous
Provisions

Makes technical corrections relating to the administration of the
low-income subsidy program under Part D, CHIPRA, and the SSA.
(Sec. 1781)

Repeal Provisions. Repeals trigger provisions and Comparative
Cost Adjustment (“CCA”) program from MIPPA. (Sections 1901,
1902)

Gainsharing Demonstration. Extends the Gainsharing
Demonstration until September 30, 2011 for those projects already

CMS Innovation Center. Requires the Secretary to create an Innovation
Center within CMS authorized to test, evaluate, and expand different
payment structures and methodologies which aim to foster patient-
centered care, improve quality, and slow the rate of Medicare cost
growth. The Center would be required to conduct an evaluation of each
model tested, including an analysis of the extent to which the model
results in: (1) coordination of health care services across treatment
settings; (2) reduction of preventable hospitalizations; (3) prevention of
hospital readmissions; (4) reduction of emergency room visits; (5)
improvement in quality and health outcomes; (6) improvement in the
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in operation as of October 1, 2008. (Sec. 1903)

Quality Home Visitation Programs. Creates a grant program for
states and Indian tribes to create quality home visitation programs
for families with young children and families expecting children.
(Sec. 1904)

School-Based Health Clinics. Creates a grant program to provide
training for and support the management and operation of school-
based health clinics. Awards will be intended to supplement, not
supplant, other funds available to school-based health clinics, and
grants will be made only to clinics that agree to provide an amount
from non-Federal sources that is at least equal to 20% of the grant.
(Sec. 2511)

National Medical Device Registry. Establishes a national medical
device registry to facilitate analysis of postmarket safety and
outcomes data on class III medical devices and class II devices that
are permanently implantable, life-supporting, or life-sustaining.
Regulations shall establish procedures to link manufacturer data to
other public and private databases in order to analyze patient safety
and outcomes and shall set forth requirements for regular reports
concerning adverse events that will be publicly available. (Sec.
2521)

States Failing to Adhere to Employment Obligations. Limits
provision of Federal funds under the PHSA to States that agree to
adhere to certain obligations in their capacity as employers. (Sec.
2541)

efficiency of care; (7) reduction in the cost of health care services
covered under this title; and (8) achievement of beneficiary and family-
caregiver satisfaction. The Center is exempted from budget-neutrality
requirements for an initial testing period. Appropriates $10 billion from
the Part A and Part B Trust Funds to the Center over 10 years.

Medicaid and CHIP Payment and Access Commission (MACPAC).
Authorizes $11 million for MACPAC for FY2010, of which $9 million
would come from Medicaid funds and $2 million would come from
CHIP funds. Funding in subsequent years would be subject to
appropriation of such sums as are necessary. Expands MACPAC‘s
mission to include assessment of adult services in Medicaid, including
for dual eligibles, and more detailed reporting requirements to states and
Congress. Changes the reporting dates to March 15 and June 15 of each
year, beginning June 2010. (Title I, Subtitle G, Part IX)

Extension of Gainsharing Demonstration. Extends the authority to
conduct the gainsharing demonstration until September 30, 2011. The
due date of the quality improvement and achieved savings report would
be extended from December 1, 2008, to March 31, 2011. The final report
would be due September 30, 2012, instead of May 1, 2010. An additional
$1.6 million would be appropriated in FY2010. All appropriations would
be available for expenditure through FY2014.

Maternal, Infant and Early Childhood Visitation. Adds new section 511
in Title V of the Social Security Act (Maternal and Child Health block
grant program) to require states, as a condition for receiving the MCH
block grant, to conduct a needs assessment to identify communities that
are at risk for poor maternal and child health and have few quality home
visitation programs. Establishes new state grant program for early
childhood home visitation and appropriates $1.5 billion between FY2010
and FY2014 and $1.5 billion for FY2014.

HIPAA. Establishes a timeline for accelerating the development,
adoption and implementation of a set of operating rules for each HIPAA
transaction for which there is an existing standard. The operating rules
would be consensus-based, and reflect the business rules around which
health plans and providers would uniformly use the HIPAA standards.
Adds the electronic funds transfer (EFT) of health claims payments as a
HIPAA transaction and provide for the adoption and enforcement of a
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standard for EFT.

Medigap. Requests that the National Association of Insurance
Commissioners (NAIC) create new model plans for C and F that include
nominal cost sharing to encourage the use of appropriate Part B
physician services. The nominal cost sharing must be based on evidence
either published or from integrated delivery systems, of how cost sharing
affects utilization of appropriate physician care. The new models C and
F would be available in 2015.

Sense of the Senate Regarding Medical Malpractice. Expresses the Sense
of the Senate that health reform presents an opportunity to address issues
related to medical malpractice and medical liability insurance. Further
expresses the Sense of the Senate that states should be encouraged to
develop and test alternatives to the current civil litigation system as a
way of improving patient safety, reducing medical errors, encouraging
the efficient resolution of disputes, increasing the availability of prompt
and fair resolution of disputes, and improving access to liability
insurance, while preserving an individual‘s right to seek redress in court.
Expresses the Sense of the Senate that Congress should consider
establishing a state demonstration program to evaluate alternatives to the
current civil litigation system.
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i Acronyms used in this chart are defined as follows:

ACO - Accountable Care Organization AHRQ - Agency for Healthcare Research and Quality AMP - Average Manufacturer Price
CDC - Centers for Disease Control and Prevention CHIP – Children’s Health Insurance Program CMP - Civil Money Penalty
CO-OP - Consumer Operated and Oriented Plan CPI - Consumer Price Index DMEPOS - DME, Prosthetics, and Supplies
ERISA - Employee Retirement Income Security Act EPSDT - Early and Periodic Screening, Diagnostic, and Testing FDA - Food and Drug Administration
FEHBP - Federal Employees Health Benefits Program FMAP - Federal Medical Assistance Percentage FPL – Federal Poverty Level
GAO - Government Accountability Office HAS - Health Savings Account HHS - Health and Human Services
HCFAC- Health Care Fraud and Abuse Control Account HRSA - Health Resources and Services Administration HIT – Health Information Technology
IRS - Internal Revenue Service LIS - Low-Income Subsidy MCO - Managed Care Organizations
MCC - Minimum Creditable Coverage MSA - Metropolitan Statistical Areas NIH - National Institutes of Health
PAC – Post-Acute Care PQRI - Physician Quality Reporting Initiative PHSA - Public Health Service Act
RHQDAPU - Reporting Hospital Quality Data for Annual Payment Update SAMHSA - Substance Abuse and Mental Health Services Administration SNPs - Special Needs Plans
VBP - Value-Based Purchasing


