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The chart below is intended to provide a broad overview of key issues addressed in the two major health care reform bills currently moving through Congress.i These are: the Senate
leadership health reform merged bill (the Patient Protection and Affordable Care Act, H.R. 3590) and the House leadership health reform combined bill (the Affordable Health Care for America
Act, H.R. 3962). The Senate bill was released on November 18, 2009; and the House bill was released on October 29 and passed by the House on November 7, 2009. The chart will be updated
regularly as Congressional activity on each proposal warrants.

Policy House Bill
(H.R. 3962)

Senate Bill
(H.R. 3590)

Health Insurance
Exchange/
Pooling Mechanism

National High-Risk Pool Program. Requires the Secretary to establish a temporary national high-
risk pool program to provide health benefits starting in 2010 to “medically eligible” individuals
who have been denied individual health insurance coverage because of a preexisting condition or
health status, or who were offered coverage but only under certain conditions. Eligible
individuals would apply through the Secretary. Requires the Secretary to establish criteria for
determining whether health insurance companies and employment-based plans have discouraged
an individual from remaining enrolled based on health status and provides for sanctions against
plans found to have engaged in this type of “dumping.” Eligible individuals would be charged
monthly premiums. Covered benefits would be consistent with the essential benefits package, and
coverage under the program would be treated as credible coverage. Appropriates $5 billion to pay
claims and administrative costs in excess of the premiums collected. The program would
terminate as of the date on which the Health Insurance Exchange is established. The Secretary
may work with a State without a high risk pool to coordinate other forms of coverage expansions,
such a State public-private partnerships. Requires individuals to be citizens or nationals of the
U.S. in order to be eligible; includes verification procedures. (Sec. 101)

Health Choices Administration. Establishes the “Health Choices Administration,” to be led by the
“Health Choices Commissioner,” which would establish and run a Health Insurance Exchange.
(Sec. 241) Duties of the Commissioner would include establishing qualified plan standards;
administering individual affordability credits; promoting accountability; and developing standard
definitions for insurance and medical terms. The Commissioner would also have data collection
and sanctions authority. (Sec. 242) Requires consultation with State officials, the National
Association of Insurance Commissioners, state agencies, and other federal agencies. (Sec. 243)
Creates a Qualified Health Benefits Plan Ombudsman position to receive complaints and requests
for information, provide assistance to individuals, and submit annual reports to Congress. (Sec.
244)

High-Risk Pools - Immediate Access to Insurance for Uninsured Individuals with a Preexisting
Condition. Requires the Secretary to create a temporary insurance high-risk pool program within 90
days of enactment to provide insurance to people who have been uninsured for 6 months and have a pre-
existing condition. Ensures premium rate limits for the newly insured population. Imposes sanctions on
plans that encourage individuals to un-enroll in order to enter the high risk pool. Appropriates up to $5
billion for the program, which terminates in 2014 when the Exchanges are operational. Establishes a
transition to the Exchanges for eligible individuals. (Sec. 1101)

Health Insurance Consumer Information. Requires the Secretary to award grants to the States to
support offices of health insurance consumer assistance or a health insurance ombudsperson to assist
with filing complaints and appeals with insurers; track problems; educate and assist consumers; and
resolve problems with obtaining premium tax credits. Requires state officials to report data to state and
federal authorities. Appropriates $30,000,000 for the first year of the program and such sums as
necessary in future years. (Sec. 1002)

Ensuring that Consumers get Value for their Dollars. For plan years beginning in 2010, requires the
Secretary and States to establish a process for annual review of increases in premiums for health
insurance coverage. Requires States to provide information to the Secretary on trends in premium
increases and to make recommendation to State Exchanges about whether particular insurers should be
excluded from participation. Provides $250,000,000 in funding for grants to States from 2010 until
2014 to support reviewing and, if appropriate under State law, approving premium increases for health
insurance coverage and providing information and recommendations to the Secretary. (Sec. 1003)

Immediate Information that Allows Consumers to Identify Affordable Coverage Options. Requires the
Secretary to establish, by July 1, 2010, an Internet portal for individuals in any state to identify health
insurance coverage options, including insurance, Medicaid, or Medicare, or high-risk pools. Requires
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(H.R. 3962)

Senate Bill
(H.R. 3590)

Relation to Other Requirements. These requirements do not supersede certain provisions of the
Public Health Services Act, ERISA, or state law related to plans. (Sec. 251) Applies the
Government Performance and Results Act to the Health Choices Administration, and requires
the agency to provide a strategic plan every 3 years. (Sec. 264)

Health Insurance Exchange. The Health Choices Commissioner would contract with entities
offering qualified health benefit plans to offer plans through the Exchange. (Sec. 301) 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 25 employees in year
1, expanded to employers with 50 and 100 employees in years 2 and 3 respectively. Starting in
year 3, the Commissioner could allow larger employers to be exchange-eligible. 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.
Does not allow CHIP eligibles to participate in year 1. Provides for continuing eligibility once
individuals or employers become eligible. Employees offered insurance through the Exchange
would have the choice of any Exchange participating plan. Requires periodic satisfaction surveys
and an Exchange access study. (Sec. 302)

Benefits Package Levels. 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. Permits some variation in cost sharing, such
that a plan may vary cost sharing by 10 percent within each benefit category or tier. Requires the
Commissioner to ensure that Exchange participating health benefits plans offered in each
premium rating area of the Exchange include various options for purposes of abortion coverage or
non-coverage. (Sec. 303)

Contracts for Offering Exchange-Participating Plans. 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, special rules with
respect to Indian enrollees, program integrity standards, and additional requirements. The
Secretary would have oversight and enforcement responsibilities over such plans, including
marketing of plans, in coordination with State insurance regulators. (Sec. 304)

development of a standardized format for information on plans, including information on the
percentage of premium revenue spent on nonclinical costs; eligibility; availability; premium rates; and
cost sharing. (Sec. 1103)

Affordable Choices of Health Benefit Exchanges. Requires the Secretary to award planning and
establishment grants to States within 1 year of enactment to support establishment of an American
Health Benefit Exchange. Requires each State to establish an Exchange by 2014. Exchanges would:
facilitate purchase of qualified health plans; provide for establishment of a Small Business Health
Options Program (SHOP) to help small employers in the State; make qualified plans available to
qualified individuals and employers; implement certification procedures for plans; operate a toll-free
hotline to provide assistance; maintain a website for enrollees and prospective enrollees to compare
plans; rate each qualified plan; use a standard format in presenting plan options; inform individuals
about Medicaid, CHIP, and other program eligibility; establish an electronic “calculator” that
determines the actual cost of plans after premium tax credits and cost-sharing reduction; certify certain
individual as exempt from the individual responsibility requirement; provide certain information to
employers; and establish a Navigator program to conduct public education activities and distribute fair
and impartial information on qualified health plans. Plans offered within the Exchanges must be
qualified health plans (or stand-alone dental). Allows States to require additional benefits if the State
assumes the costs. Requires mental health parity. (Sec. 1311)

Regional or Interstate Exchanges. Allows States to permit Exchanges to operate in more than one State
with approval from the Secretary. Allows States to create subsidiary Exchanges. (Sec. 1311)

Rewarding Quality through Market-Based Incentives. Requires the Secretary, in consultation with
stakeholders, to develop guidelines for a payment structure that provides increased reimbursement or
other incentives for improving health outcomes through quality reports, case management, care
coordination, chronic disease management, medication and care compliance initiatives (including
medical home); activities to reduce hospital readmissions; activities to improve patient safety and
reduce medical errors; and wellness and health promotion activities. (Sec. 1311)

Certification of Qualified Health Plans. Allows Exchanges to certify a health plan as “qualified” if the
plan meets certification requirements promulgated by the Secretary and if it is in the best interests of
qualified individuals and employers in the State. Requires that plans seeking certification submit a
justification for any premium increase prior to implementation of the increase. (Sec. 1311)

Qualified Individuals and Employers. Limits access to the Exchange to citizens and lawful residents.
Individuals seeking to enroll in a qualified health plan in the individual market offered through the
Exchange and residing in a State where the Exchange is established are considered eligible. Defines
qualified employer as a “small” employer that elects to make all full-time employees eligible for one or
more qualified health plans offered in the small group market through an Exchange. Allows States to
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(H.R. 3962)
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(H.R. 3590)

Outreach and Enrollment. 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.
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. Requires the
Commissioner to provide for information and assistance to facilitate consumer choice of plan.
Provides for automatic coverage of certain newborns under Medicaid. Allows individuals to
request a determination of their Medicaid eligibility. Provides for counseling and technical
assistance for small businesses with less than 100 employees. (Sec. 305) Requires the
Commissioner to coordinate affordability credits and a mechanism to adjust premium amounts
paid by health plan-offering entities to account for different risk characteristics of enrollees. (Sec.
306)

Exchange Trust Fund. 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 certain health
coverage requirements. (Sec. 307)

Optional State-Based Exchanges. Allows that 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. States operating Exchanges prior to 2010 would be presumed to meet standards in
this section. 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. 308)

Interstate Health Insurance Compacts. Effective in 2015, allows 2 or more states to form Health
Care Choice Compacts to facilitate purchase of individual health insurance coverage across state
lines. Requires the Secretary in consultation with NAIC to develop model guidelines for creation
of such compacts by January 1, 2014 . Provides for federal grants to states to support activities
related to regulating coverage sold in other states. (Sec. 309)

allow large group coverage to be offered through the Exchange beginning in 2017. At such time, large
employers would be considered to be qualified employers (Sec. 1312)

Employer Size. Defines large employer as an employer who employed an average of 101 or more
employees on business days during the preceding calendar year. Small employer means having
employed between 1 and 100 employees on business says during the preceding calendar year. Allows
the states to cap small employers at 50 employees for years prior to 2016. Allows small businesses
participating in the Exchange to continue to be treated as eligible even if more employees are hired.
(Sec. 1304)

Consumer Choice. Allows a qualified individual to enroll in any qualified health plan available.
Provides that employers may specify a level of coverage for employees, and that employees may select
from plans that offer coverage at that level. Allows enrolled individuals to pay premiums directly to the
insurer. Prohibits compelled enrollment. Requires Members of Congress and congressional staff to be
offered only plans offered through an Exchange. (Sec. 1312)

Individual and Small Group Market Risk Pools. Requires that a health insurance issuer consider all
enrollees in all health plans offered by the issuer in the individual market (inside and outside of the
Exchange) to be members of a single risk pool. Requires all enrollees in an insurance issuer’s plans in
the small group market to be considered to be in a single risk pool. (Sec. 1312)

Financial Integrity. Requires Exchanges to submit an annual accounting on expenses and activities to
the Secretary. Gives the HHS OIG authority to investigate Exchanges. Includes protections against
fraud and abuse within the Exchanges. Subjects payments made by, through, or in connection with an
Exchange to the federal False Claims Act (FCA). Allows for a penalty under the FCA of between 3
and 6 times the amount of damages to the government. Requires a GAO study on Exchange activities
within 5 years of the date when Exchanges are first permitted to operate. (Sec. 1313)

State Flexibility. Requires the Secretary to set standards for establishment and operation of Exchanges,
qualified health plans, and reinsurance and risk adjustment programs as soon as practicable. Requires
States to apply such requirements no later than January 1, 2014. If a State fails to elect to establish an
Exchange or implement requirements, requires the Secretary to establish and operate an Exchange
within that States. Exchanges operating as of January 1, 2010 are presumed compliant. (Sec. 1321)

Medicaid Medicaid Provisions. For non-disabled individuals under age 65 who are childless, expands
Medicaid to 150% of the federal poverty level, with the expansion paid for by the Federal

Medicaid Coverage for the Lowest Income Populations. As of January 2014, expands Medicaid
eligibility to “newly-eligible” individuals with income at or below 133 percent of the Federal Poverty
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(H.R. 3962)
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(H.R. 3590)

government with no state matching requirement in 2013 and 2014. Federal government would
pay 91% of the cost in 2015 and thereafter. For children, parents, and individuals who are
disabled and under 65, expands Medicaid to 150% of the federal poverty level, with the
expansion paid for by the Federal government with no state matching requirement in 2013 and
2014. In 2015 and years thereafter, the government would pay 91%. Requires the government
to pay 100% of the costs to cover newborns without other coverage for the first 60 days of life.
(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 for CHIP or Medicaid that are more restrictive
than standards in effect on June 16, 2009. Requires the Secretary to submit a report no later than
December 31, 2011 that compares the average benefits under a state CHIP plan to the benefit
standards adopted for Exchange plans, evaluates the affordability credits, and offers
recommendations to ensure benefits are comparable and that procedures are in place to transition
CHIP enrollees into the Exchange. Maintenance of effort for CHIP eligibility ends on December
31, 2013 when the CHIP program ends. Provides an exception for certain State demonstration
projects. (Sec. 1703)

Expands outstationing for the receipt and initial processing of applications of individuals for
Medicaid. Effective July 1, 2010. Also extends outstationing for applications for coverage in
the Exchange in 2013. (Sec. 1705)

Requires Medicaid coverage of preventive services that the Secretary determines are
recommended with a grade A or B by the Task Force for Clinical Preventive Services and that
are appropriate for individuals eligible for Medicaid. Covered preventive services must also
include vaccines recommended by the CDC. Eliminates cost-sharing for these preventive
services. 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 and supplies for women, who are not pregnant, and also during a
presumptive eligibility period (effective on enactment), freestanding birth center services
(effective on enactment), and HIV-infected individuals (enhanced federal match and effective
on enactment but sunsets January 1, 2013). (Sections 1713, 1714, 1724, 1731)

Level (FPL). Newly-eligible individuals include individuals under 65, who are not pregnant and not
entitled to Medicare. Medicaid eligibility for children ages 6 to 19 also increases to 133 percent of the
FPL as of January 1, 2014. States have the option to provide this expanded coverage on or after January
1, 2011 and may also extend coverage to these non-elderly, non-pregnant individuals above 133 percent
of FPL through a State plan amendment. States may provide for a presumptive eligibility period. (Sec.
2001)

Medicaid coverage under the expansion must consist of benchmark coverage described in section 1937
of the SSA or benchmark-equivalent coverage. Benchmark coverage must consist of coverage for the
essential health benefits, prescription drugs, and mental health services. (Sec. 2001)

From 2014 through 2016, the Federal government will pay 100 percent of the cost of covering newly-
eligible individuals. In 2017 and 2018, States that initially covered less of the newly-eligible population
(called “Other States”) would receive more assistance than those States that covered at least some non-
elderly, non-pregnant individuals (“Expansion States”). Other States would receive a Federal Medical
Assistance Percentage (FMAP) increase for services provided to newly-eligible individuals of 34.3 and
33.3 percentage points in 2017 and 2018, respectively. Expansion States would receive 30.3 and 31.3
percentage points in 2017 and 2018, respectively. Beginning in 2019 and thereafter, all States would
receive an FMAP increase of 32.3 percentage points for such services. (Sec. 2001)

Maintenance of Income Eligibility. States would be required to maintain the same income eligibility
levels through December 31, 2013 for all adults. This “maintenance of effort” (MOE) requirement
would be extended through September 30, 2019 for all children currently covered in Medicaid or CHIP.
Between January 1, 2011 and January 1, 2014, a State would be exempt from the MOE requirement for
optional, non-pregnant, non-disabled, adult populations whose family income is above 133 percent of
FPL, if the State certifies to the Secretary that the State is currently experiencing a budget deficit or
projects to have a budget deficit in the following State fiscal year. (Sec. 2001)

Income Eligibility for Non-Elderly Determined Using Modified Gross Income. As of January 1, 2014, a
state would be required to determine Medicaid eligibility based on the modified gross income of an
individual and the household income of a family. Eliminates the use of expense, block, or other income
disregards and assets or resources tests when determining Medicaid eligibility. The new method for
income determinations would not apply to: (1) individuals that are eligible for Medicaid through another
program, (2) the elderly or Social Security Disability Insurance (SSDI) program beneficiaries, (3) the
medically needy, (4) enrollees in a Medicare Savings Program, (5) the disabled, (6) enrollees deemed to
be a child in foster care under the responsibility of the State, (7) individuals age 65 and over, and (8)
eligibility determinations for prescription drug subsidies and nursing facility services. Requires that
states ensure that the new eligibility determination methods do not result in previously qualified children
being no longer eligible. (Sec. 2002)

Requirement to Offer Premium Assistance for Employer-Sponsored Insurance. Effective January 1,
2014, requires states to offer premium assistance and wrap-around benefits to Medicaid beneficiaries
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Policy House Bill
(H.R. 3962)

Senate Bill
(H.R. 3590)

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. Maintains the Medicare payment differentials between physicians and other
practitioners. (Sec. 1721)

Creates a five year medical home pilot program for individuals (including medically fragile
children and high-risk pregnant women) to which a State may apply for approval. Also allows
the Secretary to approve a project that tests the effectiveness of applications and devices, such
as wireless patient management technologies that are approved by the FDA and enable
providers to communicate directly with patients in managing chronic disease. Federal
government would match the costs for administrative expenditures (such as those for
community care workers) up to 90% for the first two years and up to 75% for the next three
years, up to a total of $1.235 billion. (Sec. 1722)

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

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

Requires State Medicaid programs to cover physician’s services when provided by a podiatrist.
Effective for services furnished on or after January 1, 2010. (Sec. 1726)

To the extent permitted by State law, requires State Medicaid programs to cover services
furnished by an optometrist. Effective 90 days after the date of enactment. (Sec. 1726A)

Clarifies that nothing in the law prohibits state Medicaid coverage of therapeutic foster care for
eligible children in out-of-home placements. (Sec. 1727)

Requires State Medicaid programs to submit annually to the Secretary the payment rates to be
used for services. Requires the Secretary to review these rates and ensure their adequacy.
Effective as of the date of enactment. (Sec. 1728)

Requires that States suspend rather than terminate Medicaid eligibility for a child, who is 18
years or younger and incarcerated. (Sec. 1729)

Requires the Secretary to propose a set of measures to describe the quality of maternity care
provided under state Medicaid plans by January 1, 2011 and to publish a finalized set of
measures by July 1, 2011. Also requires the Secretary to develop and publish a standardized

who are offered employer-sponsored insurance if it is cost effective to do so, consistent with current law
requirements. (Sec. 2003)

Medicaid Coverage for Former Foster Care Children. As of January 1, 2019, allows all individuals under
age 25, who were in foster care for more than 6 months but who are no longer in foster care, to receive
Medicaid. (Sec.2004)

Payments to Territories. Increases spending caps for the territories by 30% and the applicable FMAP by
5 percentage points – to 55% – beginning on January 1, 2011. Beginning in 2014, the cost of covering
newly eligibles would not count towards the spending caps. (Sec. 2005)

Special Adjustment to FMAP Determination for Certain States Recovering from a Major Disaster.
Beginning January 1, 2011, the FMAP for any state that during the preceding 7 fiscal years has been
declared a major disaster under section 401 of the Robert T. Stafford Disaster Relief and Emergency
Assistance Act will be increased by 50 percent of the number of percentage points by which the FMAP
for the fiscal year is less than the FMAP for the preceding fiscal year (and 25 percent in the second and
subsequent years). The percentage increases will apply only if the difference between the FMAP for the
year and the preceding year is at least 3 percentage points lower. (Sec. 2006)

Medicaid Improvement Fund Rescission. Rescinds funds available in the Medicaid Improvement Fund
(appropriated in 2008) for fiscal years 2014 through 2018. (Sec. 2007)

Enrollment Simplification and Coordination with State Health Insurance Exchanges. Requires states to
establish an enrollment website by January 1, 2014 to promote seamless enrollment (including systems
to ensure a secure electronic interface sufficient to allow a determination of eligibility for the
appropriate program) in Medicaid, CHIP, or Exchange plans. Individuals who are ineligible for
Medicaid or CHIP would be screened for eligibility for enrollment in a qualified health plan through the
Exchange and for premium assistance. (Sec. 2201 adding Sec. 1943)

Permitting Hospitals to Make Presumptive Eligibility Determinations for All Medicaid Eligible
Populations. 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. The
time period of presumptive eligibility would be consistent with current law. Current notification
procedures would apply to all presumptive eligibility determinations. (Sec. 2202)

Coverage for Free-Standing Birth Center Services. Requires free-standing birth center services to be
covered as of the date of enactment. (Sec. 2301)

Concurrent Care for Children. Allows children eligible for Medicaid or CHIP to receive hospice
services without forgoing any other service to which the child is entitled under Medicaid or CHIP. (Sec.



Page 6
A&B Health Care Public Policy Group Health Care Reform Chart

Policy House Bill
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reporting format for these measures by January 1, 2012. Also requires the Secretary to develop
adult health quality measures under Medicaid and to publish these through notice and comment
rulemaking. Requires the Secretary to submit a report to various Congressional committees on
the quality measures by January 1, 2013. Appropriates $40 million for FYs 2010-2015. (Sec.
1730)

Requires the Secretary to establish an accountable care organization (ACO) pilot program,
which allows State programs to apply one or more of the ACO models described in Sec. 1301.
The program will operate for no more than 5 years and the Secretary may cover 90% of the
administrative expenditures for the first two years and 75% for the next three years. Requires
the Secretary to submit an evaluation of the pilot program. (Sec. 1730A)

Requires that State Medicaid programs reimburse school-based health clinics receiving funds
under Section 399Z-1 of the PHSA in the same manner that FQHCs are reimbursed. (Sec.
1730B)

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

Prohibits the Secretary of HHS from withholding or denying federal matching funds for adult
day health care services. Effective for services provided on or after October 1, 2008. (Sec.
1735)

Requires State Medicaid programs to cover individuals lawfully residing in the U.S. under the
Compacts of Free Association (who are citizens of Micronesia, the Marshall Islands, or Palau),
if they are eligible for Medicaid. (Sec. 1736)

Requires continued state Medicaid coverage of nonemergency transportation to medically
necessary services consistent with the regulations in effect as of June 1, 2008. Effective on the
date of enactment. (Sec. 1737)

Allows State Medicaid programs to cover individuals with family income up to $150,000 if
they have orphan drug costs exceeding $200,000 (cost amount applied in 2009 and 2010 and
updated by the annual rate of increase in the medical care component of the CPI for the years
following), are covered by a plan with a maximum lifetime limit of not less than $1,000,000
including prescription drug coverage, and they have exhausted all available prescription drug
coverage under the plan. (Sec. 1738)

Requires States to comply with regulations regarding the application of primary and secondary
payor rules with respect to the CLASS program. Also requires that States, within 2 years of

2302)

State Eligibility Option for Family Planning Services. Adds a new optional categorically-needy
eligibility group to Medicaid comprised of (1) non-pregnant individuals with income up to the highest
level applicable to pregnant women covered under the Medicaid or CHIP state plan, and (2) at state
option, individuals eligible under the standards and processes of existing section 1115 waivers that
provide family planning services and supplies. Benefits would be limited to family planning services and
supplies (as per section 1905(a)(4)(C) of the Social Security Act) and would also include related medical
diagnosis and treatment services. Allows states to make a “presumptive eligibility” determination for
individuals eligible for such services through the new optional eligibility group. States would not be
allowed to provide Medicaid coverage through benchmark or benchmark-equivalent plans, which are
permissible alternatives to traditional Medicaid benefits, unless such coverage includes family planning
services and supplies. Effective on the date of enactment. (Sec. 2303)

Medicaid Global Payments Demonstration. Requires the Secretary, in coordination with the CMS
Innovation Center, to establish a demonstration project in up to five states from 2010 to 2012, under
which a large, safety net hospital system participating in Medicaid would be permitted to alter its
provider payment system from a fee-for-service structure to a capitated, global payment structure. The
CMS Innovation Center would conduct an evaluation of each demonstration project examining any
changes in health care quality outcomes and spending. The Innovation Center would be exempted from
the budget-neutrality requirements for an initial testing period and would have authority to terminate or
modify the demonstration during the testing period. The Secretary would be required to conduct an
analysis of the demonstration project and report the findings to Congress within 12 months after the
date of completion of the demonstration project. (Sec. 2705)

Medicaid Emergency Psychiatric Demonstration Project. Establishes a three-year, $75 million
demonstration project for states to expand the number of emergency inpatient psychiatric care beds
available in communities. Would allow states to cover patients between the ages of 21 and 65 who are
eligible for medical assistance in non-governmental freestanding psychiatric hospitals and receive
federal Medicaid matching payments to demonstrate that covering patients in these hospitals will
improve timely access to emergency psychiatric care, reduce the burden on overcrowded emergency
rooms, and improve the efficiency and cost-effectiveness of inpatient psychiatric care. A report to
Congress is required no later than December 31, 2013 and must recommend whether the demonstration
project should be continued after this date and expanded on a national basis. (Sec. 2706)

Medicaid and CHIP Payment and Access Commission (MACPAC) Assessment of Policies Affecting
All Medicaid Beneficiaries. Authorizes $11 million for MACPAC for FY2010, of which $9 million
would come from Medicaid funds and $2 million would come from CHIP funds. Clarifies the topics to
be reviewed by the MACPAC, including assessment (in consultation with MedPAC) of adult services
in Medicaid, including for dual eligibles, review of Medicaid and CHIP regulations, etc. Applies more
detailed reporting requirements to states and Congress. Changes the reporting dates to March 15 and
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enactment, designate or create fiscal agents for personal care attendant workers who serve
beneficiaries under the CLASS program. Includes information regarding the CLASS program
in the National Clearinghouse and appropriates $7 million for each of FYs 2011, 2012, and
2013. Provisions effective January 1, 2011. (Sec. 1739)

Amends the term “medical assistance” to include federal matching payments 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, 2011. (Sec. 1744)

Appropriates a total of $6 billion for FYs 2010 through 2013 to be paid to eligible dually-
certified nursing facilities participating in Medicare and Medicaid and with a high percentage
of Medicare and Medicaid patient days (section sets out various requirements for meeting the
definition of an eligible dually-certified facility) in order to reimburse them for underpayments
for cost reporting periods enduing during calendar years 2010 through 2013. Requires the
Secretary to submit an annual report to the Congressional committees of jurisdiction and also
requires the Medicaid and CHIP Payment and Access Commission (MACPAC) to study the
adequacy of payments to nursing facilities under the Medicaid program as required by Sec.
1784 of the Act. (Sec. 1745)

Requires states to annually submit to the Administrator of CMS information on the
determination of rates of payment to providers for covered services under the State plan,
including the final rates, methodologies to determine the rates, and justification for the rates.
States must also explain the process for allowing State residents a reasonable opportunity to
comment on such rates and methodologies. (Sec. 1746)

Requires the Comptroller General to conduct a study regarding federal payments no later than
February 15, 2011, the Comptroller General is required to submit reports to the appropriate
committees in Congress that: (i) examine the effect of removing the 50 percent floor, or the 83
percent ceiling, or both, in the FMAP percentage; (ii) examine the effect of revising the current
formula for such FMAP percentage to better reflect State fiscal capacity and State effort to pay
for health and long-term care services and to better adjust for national or regional economic
downturns, and; (iii) examine the administration of the Medicaid program. (Sec. 1747)

Extends the delay in the MCO provider tax elimination to October 1, 2010 (i.e. extends the
grace period for the use of revenues from taxes imposed on Medicaid MCOs as state share for
Medicaid matching purposes). (Sec. 1748)

Extends the ARRA increase in FMAP. (Sec. 1749)

June 15 of each year, beginning June 2010. (Sec. 2801)

Payment Adjustment for Health Care-Acquired Conditions (HACs). 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. (Sec. 2702)
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Raises the federal matching rate for Puerto Rico and the territories to the highest rate for any
state and increases the cap on federal matching payments to each territory by a specified
amount with the overall total equaling $10.35 billion between the period 2011-2019. Requires
the Secretary to submit a report by October 1, 2013 that details a plan for the transition of each
territory to full parity in Medicaid with the 50 States and the District of Columbia in FY 2020
and subsequent years. Subsequent reports are due in 2015, 2017, and 2019. (Sec. 1771)

Provides that state law must require hospital price transparency reporting within 2 years of
enactment in order for the state to remain eligible for State Medicaid funding. Information to
be reported includes charges for the most common inpatient and outpatient hospital services,
the Medicare and Medicaid reimbursement amount for such services, and, if the hospital allows
reduced charges for individuals based on financial need, the factors considered and any formula
used when making such determination. (Sec. 1783)

Appropriates $11.8 million to the Medicaid and CHIP Payment and Access Commission
(MACPAC) and requires that it submit reports on Medicaid payment policies for nursing
facilities (no later than January 1, 2012) and for pediatric subspecialist services (no later than
January 1, 2011). Also requires a report on health reform, including the effect of implemented
legislation on the access to needed health care items and services by low-income individuals
and families. (Sec. 1784)

Requires the Secretary to issue guidance regarding standards and best practices for conducting
outreach to inform eligible individuals about health care coverage under Medicaid or CHIP
within 12 months of enactment. Also requires the Secretary to submit within 2 years of
enactment and annually thereafter a report to Congress on the progress in implementing
targeted outreach, application and enrollment assistance, and administrative simplification
methods. (Sec. 1785)

States that nothing in the title changes the current prohibitions against Federal Medicaid and
CHIP payments for individuals who are undocumented aliens. (Sec. 1786)

Appropriates $75 million for FY 2010 for a state demonstration project under which an eligible
state can provide reimbursement under Medicaid for the stabilization of emergency medical
conditions by institutions for mental diseases. Projects shall be conducted for a period of 3
years. Requires the Secretary to submit annual progress reports and a final report assessing the
success of the 3-year project. (Sec. 1787)

Applies amounts from the Medicaid Improvement Fund to offset the costs of the bill. (Sec.
1788)
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Exempts enrollment brokers from certain Medicaid requirements, if the Inspector General of
HHS finds that the broker has established and maintains procedures to ensure the independence
of its enrollment activities from the interests of any managed care entity or provider. (Sec.
1789)

Provides a grace period for States that need to enact legislation in order to be in compliance
with the Act. (Sec. 1790)

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 determined to be a non-
covered service. Applies to CHIP. Permits the Secretary to exclude certain conditions or to
include additional conditions. (Sec. 1751)

Expansion of CHIP and
Other Children’s
Provisions

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.
Effective for determinations of eligibility made on or after January 1, 2010. (Sec. 1733)

Prevents the application of a waiting period for children who are: under 2 years of age,
previously had health insurance through a group health plan or employer-sponsored health
insurance but lost it due to certain circumstance 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 determined to be a non-covered service. Applies to CHIP. Permits
the Secretary to exclude certain conditions or to include additional conditions. (Sec. 1751) (i.e.
termination of employment, reduction in hours that the individual works for an employer,
elimination of an individual’s retiree health benefits, or termination of an individual’s group
health plan or health insurance coverage offered through an employer), or in families that
demonstrate that the cost of health insurance exceeds 10 percent of the family’s income.
Effective 90 days after enactment of the Act. (Sec. 1734)

No Child Left Unimmunized Against Influenza: Demonstration Program Using Elementary
and Secondary Schools As Influenza Centers. Authorizes the Secretary of HHS and the
Secretary of Education to award grants to eligible partnerships to carry out demonstration
programs designed to test the feasibility of using elementary schools and secondary schools as
influenza vaccination centers. Appropriates such sums necessary for FYs 2011 through 2015.
(Sec. 2524)

National Training Initiatives on Autism Spectrum Disorders. Establishes a new program to
support training activities to address the unmet needs of children and adults with autism and
related developmental disabilities. Awards grants of no less than $250,000 for any FY.
Appropriates $17,000,000 for FY 2011 and such sums necessary for FYs 2012 through 2015.
(Sec. 2527)

Additional Federal Financial Participation for CHIP. For the period beginning on October 1, 2013 and
ending September 30, 2019, increased the FMAP for each state by 23 percent, but in no case will the
state match exceed 100 percent. State CHIP MOE must continue from the date of enactment through
September 30, 2019. For targeted low-income children who are unable to be provided child health
assistance because of federal allotment caps due to funding shortfalls, requires states to establish
procedures to ensure those children are provided tax credits to enroll in the State Exchange. No
enrollment bonus payments will be made for children enrolled on or after October 1, 2013. Beginning
January 1, 2014, modified gross income and household income will be used to determine CHIP
eligibility. If as a result of the elimination of the application of income disregards a targeted low-
income child is excluded from coverage, the State shall provide child health assistance. (Sec. 2101)

Technical Corrections. Makes technical corrections to CHIPRA of 2009 and ARRA. (Sec. 2102)
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Infant Mortality Pilot Programs. Establishes a new program to support pilot projects designed
to reduce infant mortality. Appropriates $10,000,000 for FYs 2011 through 2015. (Sec. 2532)

Reducing Student-to-School Nurse Ratios. Establishes a demonstration program to reduce the
student-to-school nurse ratio in public elementary and secondary schools. Appropriates such
sums necessary for FYs 2011 through 2015. (Sec. 2536)

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

Postretirement Reductions of Retiree Health Benefits. Requires group health plans to contain a
provision to expressly bar the plan from reducing benefits provided to a retired participant, if such
reduction affects the befits provided as of the date of retirement, unless the reduction also occurs
for active participants. Permits a total aggregate cap of amounts paid for retiree coverage.
Effective upon enactment. (Sec. 110)

Reinsurance Program. 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.
111)

Extension of COBRA Continuation Coverage. Extends COBRA coverage for individuals to the
earlier of when the individual becomes eligible for acceptable coverage or becomes eligible for
coverage through the Exchange. Terminating events other than expiration of the time period for
coverage would continue to apply. This provision would not preclude access to the state risk
pools. (Sec. 113)

State Health Access Program Grants. Requires the Secretary to provide grants to states to expand
access to affordable health care coverage for the uninsured populations in that state through
programs including: state insurance exchanges; community coverage programs; reinsurance plan
programs; transparent marketplace programs (provide an organized structure for sale of insurance,
such as through a web portal); automated enrollment programs; innovative strategies to insure
low-income childless adults; and purchasing collaborations. States would be required to apply to
the Secretary for funds; eligible states must have achieved certain statutory and regulatory
changes, but may not have already developed a comprehensive health insurance access program.
Grants would only be available for expenditures before “year 1.” Requires 20% matching funding
from states receiving awards. Appropriates such sums as necessary. (Sec. 114)

Reinsurance for Early Retirees. Requires the Secretary, within 90 days of enactment, to establish a
temporary reinsurance program to provide reimbursement to participating employment-based plans for
part of the cost of providing health benefits to retirees (age 55-64) and their families. Sunsets in 2014
when the Exchange is established. Participating employment-based plans would submit claims to the
Secretary. The program would reimburse plans for 80% of costs of benefits provided per enrollee that
are between $15,000 and $90,000 (adjusted based on CPI). Requires plans to use the funds to lower
costs borne by plans and beneficiaries. Requires participating plans to implement programs and
procedures to generate cost-savings with respect to participants with chronic and high-cost conditions.
Appropriates $5 billion for the program. (Sec. 1102)

Long-Term Care
Provisions (CLASS Act,

CLASS Program. Establishes a national voluntary insurance program for purchasing community
living assistance services and supports. (Sec. 3201. To be an eligible beneficiary, an individual

Establishment of National Voluntary Insurance Program for Purchasing Community Living Assistance
Services and Support (CLASS program). Establishes a new, voluntary, self-funded public long term
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Elder Justice Act) must have been enrolled in the program and paid premiums for such enrollment for at least 60
months and for at least 24 consecutive months, and have met an earnings requirement. (Sec.
3202) Requires the Secretary to develop at least 3 actuarially sound benefit plans as alternatives
for consideration for designation as the “CLASS Independence Benefit Plan.” The “CLASS
Independence Advisory Council” would evaluate and recommend from among the alternatives,
and the Secretary would make a selection by October 1, 2012. Requires premiums to be set so as
to ensure 75 year solvency. Benefits would be triggered when an individual has a functional
limitation that is expected to last for a continuous 90 days or more. Would provide a minimum
cash benefit of $50 per day. Provides rules and penalties related to lapses in enrollment. (Sec.
3203) Actively employed individuals 18 years or older and their spouses would be automatically
enrolled in the program, but could elect to opt out. Monthly premium amounts would be paid via
payroll deductions, with an alternative method for individuals, who do not have an employer.
(Sec. 3204) Requires the Secretary to designate an Eligibility Assessment System no later than
January 1, 2012. In addition to cash (which could be used to purchase nonmedical services and
supports), benefits would include advocacy services, advice and assistance counseling, and
administrative expenses. A Life Independence Account would be established on behalf of each
eligible beneficiary. Provides primary payor rules for beneficiaries also enrolled in Medicaid.
Benefits paid under the CLASS program would have no effect on eligibility for benefits under
other government programs. (Sec. 3205) Establishes a CLASS Independence Fund to hold funds
paid in under this program. The fund would be managed and invested by the Treasury Secretary.
A Board of Trustees would report to Congress on the Fund and make recommendations based on
enrollment trends. (Sec. 3206) Creates a CLASS Independence Advisory Council to advise the
Secretary on program policy and administration. (Sec. 3207) Requires the Secretary to provide
an annual report on the program to Congress beginning in 2014. (Sec. 3208) Requires an annual
Inspector General report. (Sec. 3209)

care insurance program, to be known as the CLASS Independence Benefit Plan, for the purchase of
community living assistance services and supports by individuals with functional limitations. Requires
the Secretary to develop an actuarially sound benefit plan that ensures solvency for 75 years; allows for
a five year vesting period for eligibility of benefits; creates benefit triggers that allow for the
determination of functional limitation; and provides cash benefit that is not less than an average of $50
per day. No taxpayer funds will be used to pay benefits under this provision. (Sec. 8002)

Community First Choice Option. Establishes an optional Medicaid benefit through which States could
offer community-based attendant services and supports to Medicaid beneficiaries with disabilities who
would otherwise require the level of care offered in a hospital, nursing facility, or intermediate care
facility for the mentally retarded. (Sec. 2401)

Removal of Barriers to Providing Home and Community-Based Services (HCBS). Removes barriers to
providing HCBS by giving States the option to provide more types of HCBS through a State plan
amendment to individuals with higher levels of need, rather than through a waiver, and to extend full
Medicaid benefits to individuals receiving HCBS under a State plan amendment. (Sec. 2402)

Money Follows the Person Rebalancing Demonstration. Extends the Money Follows the Person
Rebalancing Demonstration through September 30, 2016 and changes the eligibility rules for
individuals to participate in the demonstration project by requiring that individuals reside in an inpatient
facility for not less than 90 consecutive days. (Sec. 2403)

Protection for Recipients of Home and Community-Based Services Against Spousal Impoverishment.
Requires States to apply spousal impoverishment rules to beneficiaries who receive HCBS. This
provision would apply for a five-year period beginning on January 1, 2014. (Sec. 2404)

Funding to Expand State Aging and Disability Resource Centers. Appropriates, to the Secretary of
HHS, $10 million for each of FYs 2010 through 2014 to carry out Aging and Disability Resource
Center (ADRC) initiatives. (Sec. 2405)

Sense of the Senate Regarding Long-Term Care. Expresses the Sense of the Senate that during the
111th Congress, Congress should address long-term services and supports in a comprehensive way that
guarantees elderly and disabled individuals the care they need, in the community as well as in
institutions. (Sec. 2406)

Elder Justice Act. Short title, “The Elder Justice Act of 2009.” (Sec. 6701)

Provides that the terms used in this subtitle have the same meaning as defined in Section 2011 of the
SSA. (Sec. 6702)
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Establishes an Elder Justice Coordinating Council within the Office of the Secretary that will consist of
officers or employees of Federal government agencies. Directs the Council to make recommendations
to the Secretary for the coordination of activities of the Department of HHS, DOJ, and other relevant
Federal, state, local and private agencies and entities, relating to elder abuse, neglect, and exploitation.
Establishes a 27-member Advisory Board on elder abuse, neglect, and exploitation, which will create
short- and long-term multidisciplinary strategic plans for the development of the field of elder justice
and to make recommendations to the Elder Justice Coordinating Council. Appropriates $6.5 million for
FY 2011 and $7 million for each of FYs 2012 through 2014. (Sec. 6703 adding Sections 2021 and
2022)

Requires the Secretary, in consultation with the Attorney General, to make grants to eligible entities to
establish and operate forensic centers, to develop forensic expertise regarding, and provide services
relating to, elder abuse, neglect, and exploitation. Appropriates $4 million for FY 2011, $6 million for
FY 2012, and $8 million for each of FYs 2013 and 2014. (Sec. 6703 adding Sec, 2031)

Requires the Secretary to make grants to eligible entities to carry out programs for continued training
and varying levels of certification and to provide bonuses or increased compensation for those who
achieve certification under such a program. Also requires the Secretary to make grants to eligible
entities to enable the entities to provide training and technical assistance. Eligible entities are defined as
long-term care facilities and community-based long-term care entities. For these grant programs, along
with a grant program for HIT, appropriates $20 million for FY 2011, $17.5 million for FY 2012, and
$15 million for each of FYs 2013 and 2014. (Sec. 6703 adding Sec. 2041)

Adult Protective Services Functions and Grant Programs. Authorizes $3 million for FY 2011 and $4
million for each of FYs 2012 through 2014 for use by the Secretary to ensure that the Department of
HHS carries out certain duties related to adult protective services. Appropriates $100 million for each
of FYs 2011 through 2014 for the Secretary to annually award grants for the purposes of enhancing
adult protective services. Appropriates $25 million for each of FYs 2011 through 2014 for state
demonstration programs that test methods for detecting or preventing elder abuse. (Sec. 6703 adding
Sec. 2042)

Long-Term Care Ombudsman Program Grants and Training. Appropriates $5 million for FY 2011, $7.5
million for FY 2012, and $10 million for each of FYs 2013 and 2014 for grants to eligible entities to
support the long-term care ombudsman program. Appropriates $10 million for each of FYs 2011
through 2014 for the Secretary to establish programs to provide and improve ombudsman training
related to elder abuse. (Sec. 6703 adding Sec. 2043)

Requires the provision of information by applicants seeking grants under the Elder Justice Act.
Requires the evaluation of activities carried out under this section and also requires an evaluation and
audit of the certified EHR technology grant program by the Secretary. Requires reports to Congress on



Page 13
A&B Health Care Public Policy Group Health Care Reform Chart

Policy House Bill
(H.R. 3962)

Senate Bill
(H.R. 3590)

these programs. Also requires the Secretary to submit a report to Congress and the Elder Justice
Coordinating Council no later than October 1, 2014. (Sec. 6703 adding Sections 2044, 2045)

Provides an option for a state plan under the program for Temporary Assistance for Needy Families to
allow states to indicate whether they intend to assist individuals in providing direct care in a long-term
care facility or in other occupations related to elder care. Requires the Secretary to enter into a contract
with an entity for the purposes of establishing a National Training Institute for Federal and State
surveyors to investigate allegations of elder abuse. Provides grants to state agencies that perform
surveys of skilled nursing facilities or nursing facilities. Sets forth reporting requirements for covered
individuals (i.e. owner, operator, employee, manager, agent or contractor of a long-term care facility
that received at least $10,000 in federal funds the preceding year) who have reasonable suspicion of a
crime against an individual receiving care in the facility. Applies CMPs for violations. Provides
discretion to the Secretary when determining penalties for providers with underserved populations.
Provides additional penalties for retaliation against an employee who reports suspicious activity.
Requires a study on establishing a national nurse aide registry and a subsequent report to Congress on
this study. (Sec. 6703 adding Sec. 2046)

Coverage for Young
Adults

Requiring the Option of Extension of Dependent Coverage for Uninsured Young Adults.
Requires group health plans offering coverage for dependent children to make such coverage
available to individuals who, but for age, would be treated as a dependent child of the plan
participant and who are under 27 years old and are not otherwise covered. Allows premiums to
be increased. Also applies these provisions to the individual market. Effective staring in 2010.
(Sec. 105, adding Secs. 2703and 2746 to the PHSA, Sec. 704 to ERISA, and Sec. 9804 to the IRC)

Qualified Health Benefits Plan Requirement. Requires qualified health benefits plans to make
coverage available for enrollee children who are under 27 years of age and not enrolled in another
health benefits plan. (Sec. 216)

Extension of Dependent Coverage. Requires individual and group plans offering dependent coverage to
allow unmarried individuals up to age 26 to remain covered as dependents. (Sec. 1001, adding Sec.
2714)

Public Plan or Not-for-
Profit Option

Provider Participation. Requires providers to meet conditions of participation in order to
participate under the public option, including state licensure or certification. Provides for
physician payment in one of two classes: preferred physicians who accept the payment as
payment in full, and participating, non-preferred physicians, who agree not to impose charges that
exceed the sum of the in-network cost-sharing plus 15% of the total payment for each item or
service. Providers other than physicians must accept payment under the public plan as payment in
full to participate. (Sec. 225)

Health Insurance Cooperatives. Requires the Commissioner to establish a Consumer Operated
and Oriented Plan (CO-OP) program within 6 months of enactment, under which the
Commissioner would make grants and loans for the establishment and initial operations of
nonprofit, member-run health insurance cooperatives that provide insurance through the national
or a state-based Exchange. Priority for funding would be given to co-ops operating on a statewide

CO-OPs – Federal Program to Assist Establishment and Operation of Nonprofit, Member-Run Health
Insurance Issuers. Requires the Secretary to establish a Consumer Operated and Oriented Plan (CO-OP)
program to foster creation of qualified nonprofit health insurance issuers to offer insurance in the
individual and small group markets in States where licensed. Prior to July 1, 2013, under the program,
the Secretary would provide grants and loans to assist with start up costs and solvency requirements.
Creates a 15-member Advisory Board that would operate until 2015. Qualified nonprofit health
insurers must be organized as nonprofits under state law and have substantially all activities consist of
issuance of qualified health plans. Prohibits entities that were health insurance issuers as of July 16,
2009 and government-sponsored entities from qualifying as a nonprofit health insurance issuer.
Requires profits to be used to benefit members. Requires compliance with state insurance laws and
coordination with state insurance reforms. Allows CO-OP plans to establish a private purchasing
council to enter into collective purchasing arrangements and other cost efficiencies. Bars the council
from setting payment rates. Appropriates $6 billion for the program. Establishes a new provision for



Page 14
A&B Health Care Public Policy Group Health Care Reform Chart

Policy House Bill
(H.R. 3962)

Senate Bill
(H.R. 3590)

basis, with an integrated delivery system, and with a significant level of nongovernmental
financial support. Appropriates $5 billion for 2010-2014 for this program. (Sec. 310)

Public Option. 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. 321)

Public Option Premiums and Financing. Requires HHS to establish geographically-adjusted
premium rates for 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 additional funds to cover claims prior to the collection of premiums, would be
provided. Prevents bailouts if the plan becomes insolvent. (Sec. 322)

Public Option Payment Rules for Items and Services. Requires the Secretary to negotiate
payment for the public health insurance option for health care providers, items, and services,
including prescription drugs. Payment rates would not be lower, in the aggregate, than Medicare
rates, and would not be higher, in the aggregate than the average rates paid by qualified health
benefit plans. Payment would be consistent with provisions and requirements of certain state
waivers. Providers participating in Medicare would become participating providers for the public
option unless they opt out. (Sec. 323)

Modernized Payment Incentive and Delivery Reform. 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 the Secretary 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. Requires the Secretary to
monitor and evaluate the progress of payment and delivery system reforms. (Sec. 324)

Fraud and Abuse and HIPAA. Applies Medicare fraud and abuse laws, HIPAA rules, and health
information privacy, security, and electronic transaction rules to the public option. (Secs. 326,
327, 328)

Voluntary Enrollment. Provides that enrollment in the public option is voluntary. Allows
Members of Congress to enroll. (Secs. 329, 330)

CO-OP health insurance plans within Section 501(c) of the Internal Revenue Code and includes
reporting requirements. (Sec. 1322)

Community Health Insurance Option. Requires the Secretary to offer a Community Health Insurance
Option that provides value, choice, competition, and stability of affordable, high quality coverage
throughout the country as a qualified health plan through Exchanges. Allows States to opt-out by
prohibiting the Exchange in the State from offering the option. Requires the community option to
comply with requirements of a qualified health plan (except as specified), provide high value for
premiums charged; reduce administrative costs and promote administrative simplification; promote
high quality clinical care; provide high quality customer service; offer choice of providers; and comply
with State laws. Requires the option to cover of the essential benefits, except where a State requires
additional benefits (if the State assumes the cost). Provides that neither health care providers nor
individuals would be required to participate or enroll. Requires the Secretary to establish
geographically adjusted premium rates sufficient to cover expected costs of claims and administration.
Requires national pooling/treatment of all enrollees in community health insurance options as members
of a single pool. Requires the Secretary to negotiate rates for reimbursement of providers, but dictates
that rates be no higher than the average rates paid by insurers through plans in the Exchange. Subjects
the option to State and Federal solvency standards and to State consumer protection laws. Establishes a
Start-Up Fund to provide loans for initial operations, to be repaid with interest within 9 years.
Authorizes the Secretary to contract with qualified entities for administrative functions of the option.
Qualified entities would need to meet certain criteria, including implementation of procedures to
identify beneficiaries without use of SSNs and use of technology to provide real-time data analysis of
claims for payment. Certain types of marketing materials are prohibited. (Sec. 1323)

State Advisory Council. Requires States in which the community health insurance option is offered to
establish a State Advisory Council to provide recommendations to the Secretary on the operations and
policies of the option in the State, including on: policies and procedures to integrate quality
improvement and cost containment mechanisms into delivery systems; mechanisms to facilitate public
awareness of the availability of the option and alternative payment structures to providers that
encourage quality improvement and cost control. (Sec. 1323)

Level Playing Field. Subjects CO-OP plans and the community health insurance option to the same
laws and requirements that apply to private health insurance issuers. (Sec. 1324)

Basic Health Program. Allows the Secretary to establish a basic health program under which States
would have the option of contracting with “standard health plans” in lieu of offering coverage to certain
eligible individuals through the Exchange. Defines eligible individuals as those with household income
between 133% and 200% of the poverty line who are not eligible for Medicaid, Medicare, or employer-
based coverage. Limits premiums and cost-sharing under the program. Requires “standard” health
insurance plans to offer at least the essential benefits package and have a medical loss ratio of at least
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VA Reimbursement. Requires a memorandum of understanding between HHS and the VA
regarding recovery of costs related to care provided to Veterans covered under the public option.
(Sec. 331)

85%. States would contract for standard health plans through a competitive process, including
negotiation of premiums, cost-sharing, and extra benefits. Requires States to seek to coordinate the
administration of standard plans with other States. Provides for transfer of federal funds to States for
establishment of trust funds to be used to reduce premiums and cost sharing within the basic health
program. The amount of the transfer would be 85% of the tax credits and cost-sharing reductions that
would otherwise have been provided to individuals enrolled in standard health plans if they were
enrolled in qualified health plans. (Sec. 1331)

Waiver for State Innovation. Allows States to apply for a waiver of certain requirements for plans
offered within the State for plan years beginning on or after January 1, 2017. Waivers could be for up to
5 years for requirements relating to qualified health plans, Exchanges, cost-sharing reductions, tax
credits, the individual responsibility requirement, and shared responsibility for employers. Requires the
Secretary to provide States the aggregate amount of tax credits and cost-sharing reductions that would
have been paid to residents of the State in the absence of a waiver. Requires that States continue to
provide comprehensive and affordable coverage to at least a comparable number of residents. (Sec.
1332)

Offering of Plans in More than One State. By July 1, 2013, requires the Secretary, in consultation with
NAIC, to issue regulations on health care choice compacts under which 2 or more States may agree to
have 1 or more qualified plans offered in both (or all) States. Requires insurers to meet market conduct,
trade practices, network adequacy, and other requirements of the state where the purchaser resides.
Requires insurers to be licensed in all States where offered.

Individual Mandate Individual Responsibility. Provides for a 2.5% additional tax on the modified adjusted gross
income of an individual who does not obtain “acceptable coverage” for the individual or
dependents claimed on the individual’s tax return. Authorizes the Department of Treasury and the
Exchange to establish a hardship exemption from the additional tax. Acceptable coverage
includes grandfathered individual and employer coverage, certain government coverage (e.g.,
Medicare, Medicaid, certain coverage provided to veterans, military employees, retirees, and their
families, and members of Indian tribes), and coverage obtained pursuant to the Exchange or an
employer offer of coverage. (Sec. 501)

Requirement to Maintain Minimum Essential Coverage. Makes findings related to the authority of the
federal government to regulate individual health insurance. Amends the Internal Revenue Code to
require individuals to maintain minimum essential coverage beginning after 2013. Minimum coverage
includes a government plan (Medicare, Medicaid, CHIP, TRICARE, VA, etc.), and employer-
sponsored plan, plans in the individual market, grandfathered health plans, or other coverage
recognized by the Secretary. Imposes a shared responsibility payment penalty on individuals who fail to
maintain coverage. The amount of the fee would be based on the number of months during which the
individual did not have coverage, based on a per year amount of $750 starting in 2016, indexed based
on the cost of living adjustment for later years. Phases in the penalty starting at $95 for 2014 and $350
for 2015. Allows for religious exemptions. Exempts individuals for whom the required contribution for
coverage (amount required by an employer or the annual premium for the lowest cost bronze plan) for
the month exceeds 8% of the individual’s household income. Exempts individuals with income below
100% FPL and members of Indian tribes. Allows for 3 month gaps in coverage and allows the
Secretary to make exceptions based on hardship. Removes criminal penalties otherwise applicable
under the tax code for purposes of these payments. Effective in 2013. (Sec. 1501)

Reporting. Requires reporting of coverage by individuals, employers, and governmental units under the
Internal Revenue Code. Requires the IRS to notify individuals of nonenrollment. (Sec. 1502)

Employer Mandate Play. Requires employers to: offer coverage to employees and their families under a qualified Employer Requirement to Inform Employees of Coverage Options. Requires employers to provide
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benefits plan; contribute towards coverage; and make contributions to the Exchange for
employees who obtain coverage through the Exchange. (Sec 411) To meet the requirements of
this section, employers must offer coverage, make the required contribution, provide information
to the government, and provide for auto enrollment (with opt out) 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. 412)

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, defined as having an annual payroll for the preceding calendar year
below $750,000. The percentage is reduced incrementally depending on the annual payroll of the
employer. (Sec. 413)

Improper Steering. Provides authority to the Health Choices Commission to set standards to
prevent “improper steering” of high-risk individuals into the Exchange. (Sec. 414)

Impact Study. Requires the Secretary of Labor to study the effect of the employer responsibility
requirements on employment-based health plans sponsorship and to submit an annual report and
legislative recommendations to Congress. (Sec. 415)

Study on Employer Hardship Exemption. Requires a joint-agency study on the impact of the
employer responsibility requirements. Requires recommendations to Congress on whether an
employer hardship exemption would be appropriate. (Sec. 416)

Satisfaction of Participation Requirements under ERISA and the PHSA. 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.
421)
Also requires satisfaction of health coverage participation requirements under the Internal
Revenue Code and the PHSA. Provides for periodic investigations to determine compliance and
for enforcement through civil penalties. Effective December 31, 2012. (Sections 422, 423)

Additional Rules. Requires coordination among officers of various federal agencies with
jurisdiction to ensure coordination of policies, regulations, and rulings. (Sec. 424)

Election to satisfy health coverage participation requirements. Provides rules under which an

notice to their employees at the time of hiring informing them: of the existence of an Exchange; that if
the employer plan’s share of the total allowed costs of benefits is less than 60% of such costs, that the
employee may be eligible for a premium assistance tax credit and cost sharing reduction; and that, if the
employee purchases a qualified health plan through the Exchange, the employee will lose the employer
contribution (if any). (Sec. 1512)

Shared Responsibility for Employers. Provides that, if a large employer (more than 50 full-time
employees, with exceptions for seasonal workers) does not offer coverage and has at least one full-time
employee who has enrolled in a plan for which a premium assistance tax credit or cost-sharing reduction
is allowed or paid for the employee, the employer must pay $750 per full-time employee. Requires a
large employer that requires a waiting period before an employee can enroll in health care coverage to
pay $400 for any full-time employee in a 30-60 day waiting period and $600 for any full-time employee
in a 60-90 day waiting period. Requires payments to be paid upon notice and demand of the Secretary.
Requires the Secretary of Labor to the study and report on the effects of this tax on wages. (Sec. 1513)

Reporting of Employer Health Insurance Coverage. Requires large employers to report to the Secretary
whether they offer full-time employees (and their dependents) the opportunity to enroll in minimum
essential coverage under an eligible employer-sponsored plan, the length of any applicable waiting
period, the lowest cost option in each of the enrollment categories under the plan, and the employer’s
share of the total allowed costs of benefits provided under the plan. Requires the employer to also report
the number and names of full-time employees receiving coverage and to furnish statements to employees
about whom information is reported. (Sec. 1514)

Offering of Exchange-Participating Qualified Health Plans Through Cafeteria Plans. Amends the
Internal Revenue Code related to cafeteria plans to provide that plans provided through the Exchange
will not be an eligible benefit under an employer-sponsored cafeteria plan, except where certain
employers offer a choice of plans to their employees through an Exchange. (Sec. 1515)
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employer makes an election to offer health coverage (an “offering employer”) in lieu of the
payroll tax that applies to a non-offering employer. This section also provides for an excise tax
($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) that applies to an offering employer,
if the employer fails to follow the rules governing an offer of coverage. (Sec. 511)

Health care contributions of nonelecting employers. Establishes a payroll tax of 8% of the wages
that an employer pays to its employees for employers who choose not to offer coverage. For small
employers, the percentage is reduced incrementally depending on the annual payroll of the
employer: employers with an annual payroll up to $500,000 pay 0 percent; between $500,000 and
$585,000 pay 2 percent; between $585,000 and $670,000 pay 4 percent; and between $670,000
and $750,000 pay 6 percent. (Sec. 512)

Other Employer
Requirements

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)

Prohibition of Discrimination Based on Salary. Prohibits employers that provide health coverage from
limiting eligibility for coverage based on the wages or salaries of similarly situated full-time employees.
(Sec. 1001, adding Sec. 2716)

Automatic Enrollment for Employees of Large Employers. Requires employers with more than 200
employees to automatically enroll new full-time employees in coverage (subject to any waiting period
authorized by law) and to continue the enrollment of current employees. Requires adequate notice and
opportunity for opt out for an employee who is auto-enrolled. (Sec. 1511)

Premium Subsidies to
Individuals

Disclosures to carry out health insurance exchange subsidies. 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. 541)

Ensuring Value and Lower Premiums. Requires insurers in the small or large group market to pay
rebates to enrollees in any plan year where the medical loss ratio is below a level to be set by the
Secretary at no less than 85%. This requirement sunsets when health insurance coverage is
offered through the Exchange. Applies these provisions to the individual market, except to the
extent the Secretary determines that it may destabilize the existing individual market. Effective
for plan years beginning on or after January 1, 2010. (Sec. 102, adding Sec. 2714)

Affordability Credits. Requires the Health Choices Commissioner to administer individual
affordability credits and determine eligibility. 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

Refundable Tax Credit Providing Premium Assistance for Coverage under a Qualified Health Plan.
Amends the Internal Revenue Code to provide a refundable tax credit for coverage under a qualified
health plan. Provides for the credit amount to be calculated based on a sliding scale. The premium
assistance amount would be the lesser of monthly premium amount for a taxpayer’s plan, or the monthly
premium of the second lowest cost silver plan divided by the applicable percentage of taxpayer income.
Applicable percentages range from 2% of income for those at or above 100% FPL to 9.8% of income for
those at 200% FPL. Premium assistance credits would not account for additional benefits mandated by
States. Employees offered coverage by an employer under which the plan’s share of the total allowed
costs of benefits provided under the plan is less than 60% of such costs, or for whom the premium
exceeds 9.8% of the employee’s income, are eligible for the premium assistance credit. Provides for
reconciliation of the premium assistance credit amount at the end of the taxable year. Requires a study
on the affordability of health insurance coverage by the Comptroller General. (Sec. 1401)

Reduced Cost-Sharing for Individuals Enrolling in Qualified Health Plans. Requires that the Secretary
notify insurers of “eligible insured” who enroll in plans offered by the insurer. Requires that insurers
reduce cost-sharing amounts as specified. Defines “eligible insured” as individuals enrolled in silver
level coverage with income 100-400% FPL. The standard out-of-pocket maximum limits would be
reduced to 1/3 for those between 100-200% FPL, 1/2 for those between 200-300% FPL, and 2/3 for
those between 300-400% FPL. Requires coordination in actuarial value limits such that a plan’s share of
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Medicaid eligibility and enrolled if eligible. Requires verification of citizenship or lawful
residence and an annual report to Congress on the number of applicants and their citizenship or
immigration status and the disposition of their applications. Requires a GAO report on the
effectiveness of the citizenship and immigration verification systems. Appropriates $30 million
for the verification system. Requires coordination between the Social Security Administration
and the Health Choices Commissioner. In years 1 and 2, allows use of credits only for purchase
of a basic plan; allows flexibility in later years. Prohibits use of public funds for abortion
services. Prevents provision of cash rebates. (Sec. 341)

Eligibility for Credits. Eligible individuals must be lawfully present in the U.S., enrolled under an
Exchange-participating plan (not through an employer), have MAGI below 400% FPL, not be
eligible for Medicaid, and not be otherwise enrolled in acceptable coverage. Creates special rules
for Indians and limitations and exceptions to the employee and dependent disqualification. (Sec.
342)

Amount of Credits. 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 rating 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 FPL, to
an initial premium of 11% and a final premium percentage of 12% for families at 350% to 400%
of FPL. Percentages for additional “income tiers” are provided). Actuarial value percentages for
the same tiers of eligible individuals range from 97% for those 133-150% of FPL to 70% for those
at 350%-400% of FPL. Sets the out of pocket limit at $500 for those at 133-150% of FPL,
ranging up to $5,000 for those at 350%-400% of FPL. (Sec. 343).

Cost-Sharing Credit. Requires the Commissioner to specify a reduction in cost-sharing amounts
and the annual limitation on cost-sharing for each income tier. (Sec. 344). 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)

Application to Territories. Allows territories to elect to be treated as states or to otherwise receive
increased funding. (Sec. 346)

Undocumented Aliens. Does not allow payment for undocumented aliens. (Sec 347)

total allowed costs of benefits would be increased to 90% for those between 100-150% FPL, to 80% for
those between 150-200% FPL, and to 70% for those between 200-400% FPL. Cost-sharing assistance
would not account for additional benefits mandated by States. (Sec. 1402)

Procedures for Determining Eligibility for Exchange Participation, Premium Tax Credits and Reduced
Cost-Sharing, and Individual Responsibility Exemptions. Requires the Secretary to establish a program
for determining whether an individual applying for coverage in the individual market by a qualified
health plan offered through an Exchange, or who is claiming a premium tax credit or reduced cost-
sharing, is a U.S. citizen or national or a lawfully present alien and meets the income and coverage
requirements; whether coverage offered to an individual under an employer-sponsored health benefits
plan is “unaffordable”; and whether to certify that an individual is entitled to an exemption from either
the individual responsibility requirement or the related penalty. Requires verification of information
provided by applicants and verification of records. Creates processes for appeals by individuals and
employers. Provides confidentiality requirements and imposes penalties if applicants submit false or
fraudulent information. Requires HHS and the Treasury Department to study administration of the
employer responsibility requirement and protection of employer and employee rights. (Sec. 1411)

Advance Determination and Payment of Premium Tax Credits and Cost-Sharing Reductions. Requires
the Secretary to establish a program to allow for the advanced payment of premium assistance tax credits
and cost-sharing reductions to plans for eligible individuals upon the request of an Exchange. Also
provides for advanced determinations of individual eligibility. Requires the Secretary of the Treasury to
make advantage payments under this section to insurers on a monthly basis and requires the insurer to
reduce the premium charged accordingly. Cost-sharing reduction payment would also be made to
insurers of eligible individuals. Prohibits any Federal payments to individuals who are not lawfully
present in the United States. (Sec. 1412)

Streamlining of Procedures for Enrollment Through an Exchange and State Medicaid, CHIP, and Health
Subsidy Programs. Requires the Secretary to establish a system for the residents of each State to apply
for enrollment in, receive a determination of eligibility for participation in, and continue participation in,
applicable State health subsidy programs. Requires each state to use a single streamlined form for
applications to subsidy programs. Requires development of secure electronic interfaces allowing an
exchange of data to allow for all determinations of eligibility for all programs based on a single form,
and requires a data matching program for determining eligibility. (Sec. 1413)

Disclosures to Carry out Eligibility Requirements for Certain Programs. Allows for limited disclosure of
tax return information to Exchanges or State agencies to carry out eligibility determinations. Authorizes
use of Social Security numbers. (Sec. 1414)

Premium Tax Credit and Cost-Sharing Reduction Payments Disregarded for Federal and Federally-
Assisted Programs. Provides that premium assistance tax credits and cost-sharing reductions are not
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Hawaii. Treats coverage provided pursuant to the Hawaii Prepaid Health Care Act as a
qualified health benefits plan. (Sec. 256)

Consumer Protections. Requires fair marketing practices (Sec. 231); binding fair grievance and
appeals mechanisms, with time limits to protect patient needs (Sec. 232); information
transparency and disclosure of plan documents, terms and conditions, claims payment polices
and practices, periodic financial disclosure, data on enrollment, disenrollment, denials, rating
practices, cost sharing, out of network coverage, and other information. Requires cost-sharing
transparency and information to be provided via plan websites. (Sec. 233) The prior-listed
consumer protection requirements would apply to qualified health plans offered outside of the
Exchange to the extent specified by the Commissioner. (Sec. 224) Requires timely payment of
claims by qualified health plans. (Sec. 235) Requires establishment of standards for
coordination and subrogation of benefits. (Sec. 236) Requires compliance with electronic
administrative simplification requirements. (Sec. 237) Does not supersede state prohibitions on
discrimination against health care providers. (Sec. 238)

PBM Transparency. Requires PBMs or similar entities that contract with qualified health benefits
offering entities to at least annually provide to the Commissioner and the qualified health benefits
offering entity: information on the number and total cost of prescriptions filled via mail order and
at retail pharmacies; an estimate of the aggregate average payments under the contracts, per
prescription, and the average amount, per prescription that the plan paid the PBM for
prescriptions; an estimate of the aggregate average payment per prescription under the contract
received from pharmaceutical manufacturers, including rebates, discounts, and other price
concessions; information on the overall percentage of generic drugs dispensed; information on the
percentage and number of cases in which individuals were switched to lower cost drugs. Requires
that information be kept confidential. Requires the Commissioner to prepare an annual public
report providing industry wide aggregate or average information. Creates penalties for PBMs for
failure to provide information or for knowingly providing false information. (Sec. 233)

Antitrust Laws. Restores application of anti-trust laws to insurers. Maintains the current
operation of antitrust laws other than for: collecting, compiling, classifying, or disseminating
historical loss data; determining a loss development factor applicable to historical loss data; or
performing actuarial services if doing so does not involve restraint of trade. (Sec. 262)

Preservation of Right to Maintain Existing Coverage. “Grandfathers” existing plans. Provides that
nothing in the bill requires an individual to terminate enrollment in existing individual or group health
plan. Makes provision of Sections 1001, 1002, 1003, 1201, 1252, and 1253 in applicable to coverage of
an individual enrolled as of the date of enactment, regardless of renewal. Allows family members and
new employers to join existing plans. (Sec. 1201, adding Sec. 1251)

Administrative Simplification. Accelerates HHS adoption of uniform standards and operating rules for
the electronic transactions that occur between providers and health plans that are governed under
HIPAA, including benefit eligibility verification, prior authorization, and electronic funds transfer
payments. Requires that standards: enable determination of eligibility; be comprehensive; provide for a
transparent claims and denial management process; describe all data elements in unambiguous terms.
Establishes a process, using recommendations of a qualified nonprofit entity and the National
Committee on Vital and Health Statistics, to regularly update the standards and operating rules for
electronic transactions. Requires health plans to certify compliance or pay a penalty fee. Provides for
an additional penalty for misrepresentation of compliance. Includes deadlines for various rulemaking,
including: unique health plan identifier; electronic funds transfer; and health claims attachments. (Sec.
1104)

Qualified Health Plan Defined. Defines “qualified health benefit plan” as a plan that meets criteria for
certification by Exchanges where it is offered; provides the essential health benefits package; and is
offered by a licensed insurer that agrees to (1) offer at least one qualified health plan in the “silver” level
and at least one plan in the “gold” level in each Exchange through which the plan is offered, (2) agrees
to charge the same premium rate for each qualified health plan whether offered in or outside of the
Exchange, and (3) complies with federal regulations. Includes a CO-OP plan or a community health
insurance option. (Sec. 1301)

Definitions. Applies the definitions in Sec. 2791 of the Public Health Service Act (42 U.S.C. 300gg-91)
to Title I of the PPACA. Such terms include: group health plan, medical care, health insurance
coverage, health insurance issuer, health maintenance organization, group health insurance coverage,
individual health insurance coverage, excepted benefits, employer, plan sponsor, and several other terms
used in the title. (Sec. 1551)

Benefit Design Essential Benefits Package. Requires qualified health benefits plans to at least provide coverage
that meets the essential benefits standard. Allows plans offered outside of the Exchange to offer
additional coverage. Exchange-participating plans must provide specific levels of benefits as
specified. Permits continued offering of separate excepted benefits coverage outside the
Exchange. (Sec. 221)

Essential Health Benefits Requirements. Defines the Essential Health Benefits Package as coverage
that: provides coverage for the essential health benefits as defined; limits cost-sharing; and provides
either bronze, silver, gold, or platinum level coverage. Requires the Secretary to define essential health
benefits package including items and services within: ambulatory patient services; emergency services;
hospitalization; maternity and newborn care; mental health and substance use disorders; prescription
drugs; rehabilitative and habilitative services and devices; laboratory services; prevention and wellness
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Advance Care Planning Information. Requires qualified health benefits plans to provide for
information related to voluntary end-of-life planning, including the option to establish advanced
directives. (Sec. 240)

Standard of Care. Does not establish a standard of care for purpose of medical malpractice
claims. Includes a savings clause for medical malpractice laws (Sec. 261)

Establishment of Risk Corridors for Plans in Individual and Small Group Markets.
Requires the Secretary to establish risk corridors for qualified health plans in 2014, 2015, and 2016. If a
plan’s costs (other than administrative costs) exceed 103% of total premiums, up to 108%, requires the
Secretary to make payments to the plan to defray 50% of the excess. If costs exceed 108%, requires the
Secretary to make payments equal to 2.5% of the target amount plus 80% of allowable costs in excess of
108%. If a plan’s costs (other than administrative costs) are less than 97% of total premiums but more
than 92%, requires the plan to make payments to the Secretary of 50% of the excess. If plan costs are
less than 92%, requires the plan to pay 2.5% of the target amount plus 80% of the excess of 92%. (Sec.
1342)

Risk Adjustment. Requires States to assess charges on health plans with enrollees of lower-than-average
risk, and to provide payments to health plans with enrollees of higher-than-average risk. Risk
adjustment applies to plans in the individual and small group markets, but not to grandfathered health
plans. (Sec. 1343)

Disproportionate Share
Hospital (DSH)
Payments

Requires the Secretary to submit a report no later than January 1, 2016 detailing the extent to
which there is a continued role for Medicaid DSH after enactment of health reforms. Requires the
Secretary to reduce Medicaid DSH payments to States by $1.5 billion in FY 2017, $2.5 billion in
FY 2018, and $6 billion in FY 2019 through the use of a DSH methodology that imposes the
largest reductions on States that have the lowest percentage of uninsured individuals during the
most recent year or states that do not target their DSH payments to hospitals with high volumes of
Medicaid inpatients and high levels of uncompensated care. (Sec. 1704)

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 to the empirically justified level plus
adjustments reflecting uncompensated costs. (Sec. 1112)

Disproportionate Share Hospital Payments. In the first fiscal year that occurs after FY 2012 for which
the Secretary determines that the percentage of uncovered individuals residing in the State is at least 45
percent less than the percentage of individuals determined for the State in FY 2009, the State’s DSH
allotment shall be reduced by 50% (or 25% if the state is a low DSH state). For subsequent years, if the
Secretary determines that the percentage of uncovered individuals residing in the state is less than the
percentage of such individuals determined for the State in the preceding year, the State’s DSH
allotment will be reduced by 50% (or 25% if the state is a low DSH state). In no case could the State’s
DSH allotment in 2013 or after be reduced by more than 65% of the DSH allotment determined for the
State in FY 2012. Effective October 1, 2011. (Sec. 2551)

Improvement to Medicare Disproportionate Share Hospital (DSH) Payments. This provision would
require the Secretary to update hospital payments to better account for hospitals’ uncompensated care
costs. Starting in FY2015, requires the Secretary to begin making DSH payments at a rate equal to 25%
of the DSH payments that would otherwise be made to reflect lower uncompensated care costs relative
to increases in the number of insured. Additional payments would be made in proportion to a hospital’s
continued uncompensated care costs. (Sec. 3133)

Medicare Part A
Payment Updates and
Other Part A Provisions

Skilled Nursing Facility (SNF) Payment Update. For FYs 2004 – 2009, the per diem payment
will be updated by the market basket. Provides for a market basket freeze for the second, third,
and fourth quarters of FY 2010. (Sec. 1101)

Inpatient Rehabilitation Facility Payment Update. Provides for a market basket freeze for the
second, third, and fourth quarters of FY 2010. (Sec. 1102)

Incorporating Productivity Improvements. Incorporates a productivity adjustment to the SNF,
long term care hospital, IRF, psychiatric hospital, inpatient hospital, and hospice market basket

Part A Benefit Market Basket Updates. For 2010 and 2011, requires a reduction of 0.25% to the market
basket increase for inpatient and outpatient hospitals, inpatient psychiatric facilities, inpatient
rehabilitation and long term care hospitals. For 2012-2019, requires a reduction of 0.2% to the market
basket increase for inpatient and outpatient hospitals, inpatient psychiatric facilities, inpatient
rehabilitation facilities and long term care hospitals. For hospice providers, requires a reduction of
0.5% for 2013-2019. These reductions are in addition to the productivity adjustment and subject to the
“give back” described below. (Sec. 3401)

Productivity Adjustment. Implements a full productivity adjustment (equal to the 10-year moving
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updates. Effective in FY 2010 for hospice, inpatient hospitals, and psychiatric hospitals.
Effective in FY 2011 for SNFs and IRFs. Establishes a floor for the inpatient hospital market
basket update so that the combination of the productivity adjustment and adjustments for
quality reporting or meaningful use of EHRs cannot cause the update to be below zero. (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 final rule for
Medicare SNFs (74 Fed. Reg. 40287 (August 11, 2009)). Under the current SNF system,
increases payment by 10% for non-therapy ancillary services and decreases payment for the
therapy case mix component of such rates by 5.5% after April 1, 2010 and until the Secretary
implements an alternative case mix classification system for payment of SNF services. Directs
the Secretary to analyze payments for non-therapy ancillary services to ensure accuracy of
payment for such services for inclusion in future SNF case mix classification system.
Establishes an outlier policy for non-therapy ancillary services beginning October 1, 2010 (the
Secretary may establish a similar policy for therapy services.). (Sec. 1111)

Extension of Hospice Regulation Moratorium. Extends a 1-year moratorium on regulatory
changes that would phase out the budget neutrality adjustment factor for hospice providers to
ensure that hospices continue to receive the same wage reimbursement rate for fiscal year 2010.
(Sec. 1113)

Permitting Physician Assistants to Order Post-Hospital Extended Care Services and to Provide for
Recognition of Attending Physician Assistants as Attending Physicians to Service Hospice
Residents. Beginning January 1, 2010, permits physician assistants to order SNF care and lists
them as an eligible provider for hospice care. (Sec. 1114)

average of changes in annual economy-wide private nonfarm business multi-factor productivity (as
projected by the Secretary for the applicable fiscal year, year, cost reporting period, or other annual
period)) 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. (Sec. 3401)

“Give Back” Based on Level of Insured. For fiscal years 2014-2019 (2013-2019 for hospice), the
market basket reduction would be contingent on the level of non-elderly insured population relative to
the projection of non-elderly insured at the time of enactment. If, for each of fiscal years 2014 through
2019 (2013-2019 for hospice), the total percentage of the non-elderly insured population for the
preceding fiscal year is greater than 5 percentage points below the projection of the total percentage of
the non-elderly insured population for such preceding fiscal year (as of the date of enactment), as
estimated by the Secretary, the additional adjustment factor (that is, the -0.25% in 2010-11 and -0.2% in
2012-2019 for inpatient and outpatient hospitals, inpatient psychiatric facilities, inpatient rehabilitation
and long term care hospitals and the -0.5% in 2013-2019 for hospice) for the fiscal year shall be 0.0
percent. Thus, the Secretary would “give back” this payment reduction under these circumstances. (Sec.
3401)

Hospital Value-Based Purchasing Program. The proposal would establish a value-based purchasing
program for hospitals starting in FY2013. Under this program, a percentage of hospital payment would
be tied to hospital performance on quality measures related to common and high-cost conditions, such
as cardiac, surgical and pneumonia care. Quality measures included in the program (and in all other
quality programs in this title) will be developed and chosen with input from external stakeholders.
Certain hospitals would be excluded from the 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.

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: achievement 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
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measures; historical performance standards; improvement rates; and opportunity for continued
improvement.

Results would include both condition-specific and total hospital 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 to allow hospitals to contest performance
score calculations and the resulting value-based incentive payments.

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

Reporting requirements for GAO and CMS would apply. (Sec. 3001)

Quality Reporting for Long-Term Care Hospitals, Inpatient Rehabilitation Hospitals, and Hospice
Programs. Establishes a path toward value-based purchasing for long-term care hospitals, inpatient
rehabilitation facilities, and hospice providers by requiring the Secretary to implement quality measure
reporting programs for these providers in FY 2014. Providers under this section who do not
successfully participate in the program would be subject to a reduction in their annual market basket
update. 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. (Sec. 3004)

Quality Reporting for PPS-Exempt Cancer Hospitals. Establishes a quality measure reporting program
for PPS-exempt cancer hospitals beginning in FY2014. Providers under this section who do not
successfully participate in the program would be subject to a reduction in their annual market basket
update. (Sec. 3005)

Payment Adjustment for Conditions Acquired in Hospitals. Starting in FY2015, hospitals in the top
25th percentile of rates of hospital acquired conditions for certain high-cost and common conditions
would be subject to a payment penalty under Medicare. This provision also requires the Secretary to
submit a report to Congress by January 1, 2012 on the appropriateness of establishing a healthcare
acquired condition policy related to other providers participating in Medicare, including nursing homes,
inpatient rehabilitation facilities, long-term care hospitals, outpatient hospital departments, ambulatory
surgical centers, and health clinics. (Sec. 3008).
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Plans for a Value-Based Purchasing Program for Skilled Nursing Facilities and Home Health Agencies.
Directs the Secretary to submit a plan to Congress by FY2012 (not later than October 1, 2011) outlining
how to effectively move these providers into a value-based purchasing payment system. 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. (Sec. 3006)

Hospice Reform. This provision would require the Secretary to update Medicare hospice claims forms
and cost reports by 2011. Based on this information, the Secretary would be required to implement
changes to the hospice payment system to improve payment accuracy in FY2013. The Secretary would
also impose certain requirements on hospice providers designed to increase accountability in the
Medicare hospice program. (Sec. 3132)

Medicare Hospice Concurrent Care Demonstration Program. Directs the Secretary to establish a three-
year demonstration program that would allow patients who are eligible for hospice care to also receive
all other Medicare covered services during the same period of time. The demonstration would be
conducted in up to 15 hospice programs in both rural and urban areas and would evaluate the impacts of
the demonstration on patient care, quality of life and spending in the Medicare program. (Sec. 3140)

Extension of Certain Payment Rules for Long-Term Care Hospital Services and of Moratorium on the
Establishment of Certain Hospitals and Facilities. Extends Sections 114 (c) and (d) of the Medicare,
Medicaid and SCHIP Extension Act of 2007 by one year. (Sec. 3106)

Permitting Physician Assistants to order Post-Hospital Extended Care Services. Authorizes physician
assistants to order skilled nursing care services in the Medicare program beginning in 2011. (Sec. 3108)

Hospital Wage Index Improvement. Extends reclassifications under section 508 of the Medicare
Modernization Act (P.L 108-173) through the end of FY2010. In addition, requires the Secretary to
provide recommendations to Congress on ways to comprehensively reform the Medicare wage index
system by December 31, 2011. Also directs the Secretary to restore the reclassification thresholds used
to determine hospital reclassifications to the percentages used in FY2009, starting in FY2011 until the
first fiscal year that is on or after the date the Secretary submits the report to Congress on reforming the
wage index system. (Sec. 3137)

Application of Budget Neutrality on a National Basis in the Calculation of the Medicare Hospital Wage
Index Floor. Starting on October 1, 2010, the provision would require application of budget neutrality
associated with the effect of the imputed rural and rural floor to be applied on a national, rather than
State-specific basis through a uniform, national adjustment to the area wage index. (Sec. 3141)

Medicare Part B
Provisions – Physicians’
Services

The SGR reform provisions that were included in the original Tri-Committee bill have been
removed from the merged House bill.

Increase in the Physician Payment Update. Replaces the scheduled 21 percent payment reduction to the
Medicare physician fee schedule for 2010 with a 0.5 percent positive update. (Sec. 3101)
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Protection of Physician Prescriber Information. Requires the Secretary to study use of physician
prescriber information in sales and marketing practice of pharmaceutical manufacturers and to
report to Congress on actions needed to protect providers from biased marketing and sales
practices. (Sec. 239)

Resource-Based Feedback Program for Physicians in Medicare. Expands Medicare’s physician
feedback program to provide for the development of publicly available reports by January 1,
2012. Beginning in 2014, reports will be disseminated to at least physicians with utilization rates
among the highest 5% of the country. (Sec. 1121)

Misvalued Codes Under the Physician Fee Schedule. Requires the Secretary to periodically
identify misvalued services and make appropriate adjustments to the relative values. The
Secretary will identify codes based on a number of indicators, such as codes for which there
has been the fastest growth. Directs Secretary to establish a validation process for RVUs under
the fee schedule and make appropriate adjustments. Appropriates $20,000,000 for FY 2010
and each subsequent year. (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 under Part A or B. There will be no administrative or judicial review with respect to
the identified efficient areas or zip codes. (Sec. 1123)

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 a plan to integrate the clinical reporting on quality measures with the reporting
requirements relating to the meaningful use of 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 Medicare payments applicable to
California using the Metropolitan Statistical Area (MSA) iterative Geographic Adjustment Factor
Methodology. (Sec. 1125)

Extension of the Work Geographic Index Floor and Revisions to the Practice Expense Geographic
Adjustment Factor Under the Medicare Physician Fee Schedule. Extends the 1.0 floor for the
geographic index for physician work through 2010. For 2010, the employee wage and rent portions of
the practice expense geographic index will reflect ¾ of the difference between the relative costs of
employee wages and rents in each of the different fee schedule areas and the national average of such
employee wages and rents. For 2011, these portions will reflect ½ of the difference between the
relative costs of employee wages and rents in each of the different fee schedule areas and the national
average of such wages and rents. Holds harmless any negative impacts of the adjustments during 2010
and 2011. Directs the Secretary to analyze current methods of establishing practice expense geographic
adjustments under the physician fee schedule and evaluate data that fairly and reliably establishes
distinctions in the costs of operating a medical practice in the different Medicare payment localities.
Based on the analysis and evaluation, the Secretary shall, no later than January 1, 2012, make
appropriate adjustments to the practice expense geographic adjustment to ensure accurate geographic
adjustments across payment areas. Adjustments made in 2012 would be made without regard to the
adjustments made in 2010 and 2011 and in a budget neutral manner. (Sec. 3102)

Improvements to the Physician Quality Reporting Initiative. Extends the PQRI program through 2014.
For 2011, incentive payments would equal 1.0 percent and 0.5 percent for 2012, 2013, and 2014.
Eligible professionals who do not report quality data measures would be penalized by 1.5 percent for
2015 and 2 percent for 2016. The Secretary shall provide timely feedback to eligible professionals on
their performance with respect to satisfactorily submitting data on quality measures. Not later than
January 1, 2011, requires the Secretary to 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 a plan to integrate the clinical reporting on quality measures with the
reporting requirements relating to the meaningful use of electronic health records (EHRs). For years
after 2010, eligible professionals would be permitted to participate in the PQRI program through
Maintenance of Certification programs operated by a specialty body of the American Board of Medical
Specialties that meet the registry requirements. (Sec. 3002)

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, but 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. The reports would be risk-adjusted and
standardized to take into account local health care costs. (Sec. 3003).

Value-Based Payment Modifier Under the Physician Fee Schedule. Requires the Secretary to establish
a value-based payment modifier that provides for differential payment to a physician or a group of
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physicians under the fee schedule based upon the quality of care furnished compared to cost during a
performance period. This modifier would be separate and apart from the geographic adjustment
factors. Quality and cost measures would be risk adjusted and geographically standardized. Not later
than January 1, 2012, requires that the Secretary publish the measures of quality of care and costs, the
dates of implementation of the payment modifier, and the initial performance period. The Secretary
will apply the payment modifier beginning on January 1, 2015. (Sec. 3007).

Extension of Payment for Technical Component of Certain Physician Pathology Services. Extends a
provision that directly reimburses qualified rural hospitals for certain clinical laboratory services
through the end of 2010. (Sec. 3104).

Misvalued Codes Under the Physician Fee Schedule. Require 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. Directs the Secretary to identify
potentially misvalued codes based on certain factors including, codes that have had the fastest growth.
Adjustments to misvalued procedures would be subject to budget neutrality requirements. (Sec. 3134)

Modification of Equipment Utilization Factor for Advanced Imaging Services.
Increases the utilization rate assumption for advanced diagnostic imaging equipment from 50 percent to
65 percent for 2010-2012; to 70 percent for 2013; and to 75 percent for 2014 and subsequent years.
The section would also increase the reduction in the technical component payment for sequential
imaging services on contiguous body parts during the same visit from 25 percent to 50 percent. Both
payment changes would be exempt from the traditional budget-neutrality for Part B services. The
section also requires the CMS Actuary to publish by January 1, 2013 an analysis of whether the total
Medicare savings to be produced by these policies over the 2010-2019 period will exceed $3 billion.
(Sec. 3135)

Medicare 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. Sets a floor for the outpatient hospital
market basket update so that the combination of the productivity adjustment and any adjustments
for quality reporting cannot cause the update to be below zero. Replaces the negative 0.5%
update with a CPI update minus the productivity adjustment. (Sec. 1131)

Part B Market Basket Updates. After the productivity adjustment (below), reduces the update for
outpatient hospitals in 2010 and 2011 by 0.25% and in 2012-2019 by 0.2% (subject to the “give back”
below) and for clinical laboratories by 1.75% in each of 2011-2015. For covered items of durable
medical equipment and prosthetic devices and orthotics and prosthetics, sets the annual update at CPI
for 2011 and subsequent years (subject to the productivity adjustment below). (Sec. 3401)

Productivity Adjustments. Applies the productivity adjustment (see Part A market basket updates) to
outpatient hospitals and dialysis facilities beginning in 2012, and ambulance services, ambulatory
surgical center services, laboratory services and certain durable medical equipment beginning in 2011.
(Sec. 3401)

“Give Back”. Applies the “give back” provision (see Part A market basket updates) to outpatient
hospitals. (Sec. 3401)
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Update and Productivity Adjustment for Future Fee Schedules. If the Secretary implements a fee
schedule for items currently paid on a reasonable charge basis (e.g., medical supplies, blood products),
such fee schedule shall be updated for 2011 and subsequent years by CPI reduced by the productivity
adjustment. (Sec. 3401)

Medicare 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)

Election to Take Ownership, or to Decline Ownership, of a Certain Item of Durable Medical
Equipment After the 13-Month Capped Rental Period Ends. Allows beneficiaries to reject, or
accept, the transfer of title of group 3 support services following the rental period of 13 months.
Effective not later than January 1, 2011. (Sec. 1141A)

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 July 1, 2011, 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, an assessment of sources of data on the costs
of home infusion therapy, and recommendations, if any, on a payment structure. (Sec. 1143)

Require Ambulatory Surgical Centers (ASCs) to Submit Cost Data and Other Data
As a condition of agreement with ASC facilities, 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. The reporting of cost data will apply to cost
reporting periods beginning 18 months after the Secretary develops a cost report 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 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.
Both policies are exempt from the traditional budget-neutrality for Part B services. (Sec. 1146)

Temporary Adjustment to the Calculation of Part B Premiums. F or higher-income beneficiaries who
pay a higher Part B premium rate, freezes the income thresholds at 2010 levels through 2019. (Sec.
3402)

Revision of Payment for Power-Driven Wheelchairs. Effective January 1, 2011, eliminates the option
for Medicare to purchase power-driven wheelchairs with a lump-sum payment at the time the chair is
supplied. Medicare would continue to make the same payments for power-driven chairs over a 13-
month period. The purchase option for complex rehabilitative power wheelchairs would be maintained.
(Sec. 3136).

Part B Special Enrollment Period for Disabled TRICARE Beneficiaries. Creates a twelve-month special
enrollment period 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. (Sec. 3110)

Payment for Bone Density Tests. Restores payment for dual-energy x-ray absorptiometry (DXA)
services furnished during 2010 and 2011 to 70 percent of the Medicare rate paid in 2006. (Sec. 3111)

Improved Access for Certified Nurse-Midwife Services. Increases the payment rate for certified nurse
midwives for covered services from 65 percent of the rate that would be paid were a physician
performing a service to the full rate. (Sec. 3114)

Treatment of Certain Cancer Hospitals. Directs the Secretary to study whether existing cancer hospitals
that are exempt from the inpatient prospective payment system have costs under the outpatient
prospective payment system (OPPS) that exceed costs of other hospitals, and to make an appropriate
payment adjustment under OPPS based on that analysis. (Sec. 3138)

Payment for Biosimilar Biological Products. Sets the add-on payment rate for biosimilar products
reimbursement under Medicare Part B at 6 percent of the average sales price of the brand biological
product. (Sec. 3139)

Exemption of Certain Pharmacies from Accreditation Requirements. Allows pharmacies with less than
5 percent of revenues from Medicare DMEPOS billings to be exempt from accreditation requirements
until the Secretary of HHS develops pharmacy-specific standards. (Sec. 3109)

DMEPOS Competitive Acquisition Program. Expands round 2 of the DME Competitive Bidding
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Durable Medicare Equipment Program Improvements. Waives the surety bond requirement
for pharmacies or suppliers that exclusively furnish eyeglasses or contact lenses if the
pharmacy or supplier has been enrolled as a DMEPOS supplier for at least 5 years and a final
adverse action has never been imposed for such pharmacy or supplier. 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. 1147)

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. 1148)

Timely Access to Post-Mastectomy Items. Directs Secretary to establish payment rule for post-
mastectomy external breast prosthesis garments beginning not later than January 1, 2011. (Sec.
1149)

Payment for Biosimilar Biological Products. Establishes Part B payment methodologies for
interchangeable and biosimilar products. (Sec. 1149A)

Study and Report on DME Competitive Bidding Process. Directs the GAO to conduct a study to
evaluate the establishment of a competitive bidding program for manufacturers of DMEPOS. A
report on such study is due not later than 12 months after the date of enactment of this Act. (Sec.
1149B)

program to the next 21 largest metropolitan statistical areas. For competitively bid covered items
furnished on or after January 1, 2016, areas must either competitively bid or use competitive bid prices.
(Sec. 6410)

Provisions Related to
Medicare Parts A and B

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

Payment Adjustments for Home Health Care. Accelerates the regulatory adjustment for the
case mix currently scheduled for 2011 to 2010. 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. If the Secretary is unable to make the
payment adjustments by 2011, the Secretary shall substitute for such payment amount 95% of
the amount that would otherwise be applied for 2011. (Sec. 1154)

Incorporating Productivity Improvements. Beginning in 2010, the home health market basket
will be subject to the productivity adjustment. Sets floor for the home health market basket so
that the combination of the productivity adjustment and any adjustments for quality reporting

Home Health (HH) Market Basket Update. Reduces market basket updates for home health providers
by 1% in 2011 and 2012. This reduction is in addition to the productivity adjustment (see Part A market
baskets updates) to which home health providers would be subject beginning in 2015 (Sec. 3401(e))

Payment Adjustments for Home Health Care. Directs the Secretary to improve payment accuracy
through rebasing home health payments starting in 2013 and phased in over four years with a 3.5
percent per year limitation on reductions based on an analysis of the current mix of services and
intensity of care provided to home health patients. Effective in 2011, the provision would also establish
a 2.5 percent per agency and 10 percent aggregate cap on outlier payments and would reinstate a 3
percent per episode add-on payment for rural home health providers from April 1, 2010 through 2015.
In addition, it would require the Secretary to submit a report to Congress by March 1, 2011 on
recommended payment reforms related to serving patients with varying severity of illness or to improve
beneficiary access to care. (Sec. 3131)
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cannot cause the market basket update to go below zero. (Sec. 1155)

MedPAC Study on Variation in Home Health Margins. Directs MedPAC to conduct a study
regarding variation in performance of home health agencies in an effort to explain variation in
Medicare margins for such agencies. Report due not later than June 1, 2011. (Sec. 1155A)

Permitting Home Health Agencies to Assign the Most Appropriate Skilled Service to Make the
Initial Assessment Visit Under a Medicare Home Health Plan of Care for Rehabilitation Cases.
Permits a home health agency to determine the most appropriate skilled therapist to make the
initial assessment visit for an individual, who is referred (and may be eligible) for home health
services but who does not require skilled nursing care as long as the skilled service (for which
that therapist is qualified to provide) is included as part of the plan of care for home services
for such individual. (Sec. 1155B)

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

Revision of Medicare Payment Systems to Address Geographic Inequities. Instructs the
Secretary to respond to recommendations under section 1157 and revise the geographic
adjustment factors. For years before 2014, the Secretary may spend up to $8 billion total and
no more than $4 billion in any given year to affect any needed increases in payment rates.
Holds harmless providers that would otherwise have their payments reduced. (Sec. 1158)

Institute of Medicine Study of Geographic Variation in Health Care Spending and Promoting
High-Value Health Care. Instructs the Secretary to enter into an agreement with IOM to conduct
a study on geographic variation and growth in volume and intensity of service in per capita health
care spending among the Medicare, Medicaid, privately insured and uninsured populations. Not
later than April 15, 2011, IOM shall submit to the Secretary and Congress a report of its findings
and recommendations. Appropriates $10,000,000 for this section. (Sec. 1159)

Implementation and Congressional Review of Proposal to Revise Medicare Payments to Promote
High Value Health Care. Directs the Secretary to develop an implementation plan for changing
Medicare payments systems, as appropriate, based on recommendations under section 1159. (Sec.
1160)

Medicare Advantage
Reforms – Payment and
Administration

Phase-in of Payment Based on Fee-for-Service Costs; Quality Bonus Payments. Establishes a
blended benchmark amount for 2011 and 2012 to phase-in fee-for-service costs by 2013.
Creates an incentive system to increase payments to high-quality plans in low-cost areas,
phased-in over 2011-2013 (for 2011, by 1.5%; for 2012, by 3.0%; and for a subsequent year, by

Medicare Advantage (MA) Payment. Establishes a competitive basis for setting MA benchmarks.
Phases in use of “competitive benchmarks” (weighted average of the unadjusted MA statutory non-drug
monthly bid amount for each MA plan in the area) starting in 2012. MA competitive benchmarks would
be used alone starting in 2015 after a 4 year transition during which the competitive benchmark would
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5.0%). (Sec. 1161)

Authority for 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. 1162)

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. 1163)

Extension of Reasonable Cost Contracts. Extends the operation of cost plans that operate in
areas with other health plan options to January 1, 2012. 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. 1164)

Limitation on Waiver Authority for Employer Group Plans. Restricts the ability of MA plans to
offer coverage outside their service area. These changes would apply for plan years beginning
on or after January 1, 2011 and shall not apply to plans that were in effect as of December 31,
2010. (Sec. 1165)

Improving Risk Adjustment for Payments. Not later than 1 year after the Act’s enactment, the
Secretary shall submit to Congress a report that evaluates the adequacy of the risk adjustment
system in predicting costs for beneficiaries with chronic or co-morbid conditions, beneficiaries
dually-eligible for Medicare and Medicaid, and non-Medicaid eligible low-income
beneficiaries; and the feasibility of including further gradations of diseases or conditions and
multiple years of beneficiary data. Not later than January 1, 2012, the Secretary shall
implement necessary improvements to the risk adjustment system taking into account its study.
(Sec. 1166)

Elimination of MA Regional Plan 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. 1167)

Study Regarding the Effects of Calculating Medicare Advantage Payment Rates on a Regional
Average of Medicare Fee For Service Rates. Requires CMS to conduct a study to determine the
potential effects of calculating MA payment rates on a more aggregated geographic basis rather
than using county boundaries. Not later than one year after the Act’s enactment, a repot is due to
Congress. (Sec. 1168)

be blended with current benchmarks. Requires the Secretary to compute an MA competitive benchmark
amount equal to the weighted average of the unadjusted MA statutory non-drug monthly bid amount for
each plan in the area. Creates performance bonus payments based on a plan’s level of care coordination
and care management and achievement. Creates performance bonus payments for quality performance.
Provides special rules for MA plans offered in specified areas. Provides for transitional extra benefits in
MSAs and counties where extra benefits currently offered are relatively high. (Sec. 3201)

Benefit Protection and Simplification. Prohibits MA plans from charging beneficiaries cost sharing for
chemotherapy, dialysis services, skilled nursing care, and other designated service that is greater than
that charged under FFS Medicare. Effective in 2011. Requires that plans that provide extra benefits give
priority to: cost sharing reductions, wellness and preventive care, and lastly benefits not covered under
Medicare. (Sec. 3202)

Application of Coding Intensity Adjustment during MA Payment Transition.
Requires the Secretary to incorporate analysis of the coding intensity adjustment in risk scores for 2011,
2012, and 1213. (Sec. 3203)

Simplification of Annual Beneficiary Election Periods. Provides an annual 45 day period for
beneficiaries to disenroll from MA plans and elect to enroll in FFS Medicare. Allows beneficiaries to
disenroll from a MA plan and return to FFS Medicare from January 1 to March 15 of each year. (Sec.
3204)

Extension for Specialized MA Plans for Special Needs Individuals. Extends the SNP program until
2014. Allows the Secretary to apply a frailty payment adjustment to fully-integrated, dual-eligible SNPs
that enroll frail populations. Requires the Secretary to transition beneficiaries enrolled in SNPs that do
not meet statutory target definitions by 2013. Provides a temporary extension of authority to dual-
eligible SNPs and requires such plans to be National Committee for Quality Assurance (NCQA)
approved and to contract with State Medicaid programs beginning 2013. Requires an evaluation of MA
risk adjustment for special needs individuals with chronic health conditions. (Sec. 3205)

Extension of Reasonable Cost Contracts. Extends reasonable cost contracts to January 1, 2013. (Sec.
3206)

Technical Correction to MA Private FFS plans. Extends applicability of the 2008 service area extension
waver for MA coordinated care plans to employers that contract directly with MA. (Sec. 3207)

Making Senior Housing Facility Demonstration Permanent. Allows MA plans that operate in continuing
care retirement communities and provide specified services to continue to operate under the MA
program. (Sec. 3208)

Authority to Deny Plan Bids. Beginning in 2011, authorizes the Secretary to deny bids submitted by MA
plans that propose to significantly increase beneficiary cost sharing or decrease benefits. (Sec. 3209)
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Development of New Standards for Certain Medigap Plans. Requires the Secretary to request NAIC
revisions to the standards for benefit packages classified as “C” and “F” so that these packages include
nominal cost sharing that encourages the use of appropriate Part B physician services. (Sec. 3209)

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. Authorizes the Secretary to take action, including pursuit of
financial recoveries, in connection with audits necessary to address deficiencies identified in
such audits. These amendments will apply to audits and activities conducted for contract years
beginning on or after January 1, 2011. (Sec. 1174)

Authority to Deny Plan Bids. Authorizes the Secretary to deny bids by an MA organization or
Part D plan. These amendments will apply to contract years beginning on or after January 1,
2011. (Sec. 1175)

State Authority to Enforce Standardized Marketing Requirements. Permits states to impose civil
money penalties and provides for federal-state coordination of intermediate sanctions against Part
D and MA plans found violating federal marketing requirements. Ensures that plans will not face
both state and federal liability for the same violation. (Sec. 1175A)

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,
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coordinated open enrollment period or 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; Service Area Moratorium
for Certain SNPs. 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). Not later than December 31, 2011, the Secretary shall
submit to Congress a report on MA dual eligible SNPs with regard to the impact of such plans on
cost, quality of care, patient satisfaction, and other subjects specified by the Secretary. Extends
service area moratorium for certain SNPs to December 31, 2012. (Sec. 1177)

Extension of Medicare Senior Housing Plans. Permits Medicare Advantage senior housing plans
offered to residents of continuing care retirement communities that meet certain requirements to
continue to be offered until January 1, 2013. (Sec. 1178)

Medicare Part D Elimination of Coverage Gap. For plan years beginning during 2010, increases the initial
coverage limit by $500. 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
by 2019. Establishes a drug manufacturer rebate for any covered outpatient drug the
manufacturer dispensed after December 31, 2009 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 the receipt of 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 January 1, 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)

No Mid-Year Formulary Changes Permitted. Beginning for contract years on or after January 1,
2011, prohibits any removal of a covered Part D drug from a formulary used by a PDP sponsor of

Medicare Coverage Gap Discount Program. As a condition of coverage of a drug under Part D, requires
drug manufacturers to participate in the Medicare coverage gap discount program, to enter into and have
in effect an agreement under the program, and have entered into and have in effect a contract with a third
party with which the Secretary has entered into a contract to administer the program. Under the program,
manufacturers must agree to provide a 50 percent discount (off the manufacturer’s negotiated price) to
Part D beneficiaries at the point of sale (or if between July 1, 2010 and December 31, 2011 it is not
practicable, then as soon after the point of sale as is practicable) for brand-name drugs and biologics
purchased during the coverage gap. Agreements will be effective for an initial period of not less than 18
months and shall be automatically renewed for a period of not less than 1 year unless terminated by the
Secretary or the manufacturer for specific reasons. The Secretary shall establish the discount program no
later than July 1, 2010. For an agreement to be effective on July 1, 2010 and ending on December 31,
2011, the manufacturer must enter the agreement by May 1, 2010. For 2012 and subsequent years, the
agreement must be renewed by January 30 of the preceding year. Applies civil monetary penalties on
manufacturers that fail to provide the applicable discounts. (Sec. 3301)

Immediate Reduction in Coverage Gap for 2010. Increases the initial coverage limit in the standard Part
D benefit by $500 for 2010 (but not for subsequent years). Requires the Secretary to establish
procedures to fully reimburse PDP sponsors and MA-PD sponsors for the reduction in beneficiary cost
sharing associated with the increased coverage limit. (Sec. 3315)

Improved Information for Subsidy-Eligible Individuals Reassigned to Prescription Drug Plans and MA–
PD Plans. Requires HHS, beginning in 2011, to transmit within 30 days of a subsidy-eligible beneficiary
being automatically reassigned to a new Part D low-income subsidy plan information on formulary
differences between the former and the new plan and information on the coverage determination,
exception, appeal and grievance processes. (Sec. 3305)

Improving Formulary Requirements for Prescription Drug Plans and MA–PD Plans with Respect to



Page 36
A&B Health Care Public Policy Group Health Care Reform Chart

Policy House Bill
(H.R. 3962)

Senate Bill
(H.R. 3590)

a prescription drug plan (or MA organization of a MA-PD plan) or any other material change to
the formulary so as to reduce the coverage (or increase the cost-sharing) of the drug under the
plan by a date specified by the Secretary, but not later than the start of plan marketing activities
for the plan year. (Sec. 1185)

Negotiating of Lower Covered Part D Drug Prices on Behalf of Medicare Beneficiaries. Requires
the Secretary to negotiate with drug manufacturers for lower Part D drug prices. Effective on the
date of enactment and shall first apply to negotiations and prices for plan years beginning on
January 1, 2011. (Sec 1186)

Accurate Dispensing in Long-Term Care Facilities. Requires Part D plans to develop utilization
management techniques to reduce prescription drug waste in long-term care facilities. (Sec. 1187)

Free Generic Fill. Clarifies that Part D plans may offer generic drugs to enrollees at reduced or
zero copayments to encourage use of lower cost generics. Effective on the date of enactment and
shall first apply with respect to remuneration offered, paid, solicited, or received on or after
January 1, 2011. (Sec. 1188)

State Certification Prior to Waiver of Licensure Requirements Under Medicare Prescription Drug
Program. Limits CMS’ authority to waive state licensure requirements to situations where the
state has certified that the Part D plan’s application is substantially complete. (Sec. 1189)

Certain Categories or Classes of Drugs. Effective for plan year 2011 and after, codifies the current six
classes of clinical concern (anticonvulsants, antidepressants, antineoplastics, antipsychotics,
antiretrovirals and immunosuppressants for treatment of transplant rejection), removes the criteria
specified in section 176 of MIPPA that would have been used by HHS to identify protected classes of
drugs, and gives the Secretary authority to identify classes of clinical concern and exceptions to such
classes through rulemaking. (Sec. 3307)

Reducing Part D Premium Subsidy for High-Income Beneficiaries. Reduces the Part D premium subsidy
for beneficiaries with incomes above the Part B income thresholds. (Sec. 3308)

Elimination of Cost Sharing for Certain Dual-Eligible Individuals. Effective no earlier than January 1,
2012, eliminates cost sharing for beneficiaries receiving care under a home and community-based
waiver program who would otherwise require institutional care. (Sec. 3309)

Reducing wasteful dispensing of outpatient prescription drugs in long-term care facilities under
prescription drug plans and MA-PD plans. Requires Part D plans to develop uniform drug dispensing
techniques to reduce prescription drug waste in long-term care facilities associated with 30-day fills.
Effective for plan years beginning on or after January 1, 2012. (Sec. 3310)

Improved Medicare prescription drug plan and MA–PD plan complaint system. Requires the Secretary
to develop and maintain a widely known and easy to use plan complaint system to collect and maintain
complaints regarding Medicare Advantage and Part D plans or their sponsors. Requires the Secretary to
develop a model electronic complaint form to be prominently displayed on Medicare.gov. Requires the
Secretary to report annually to Congress on the system. (Sec. 3311)

Uniform exceptions and appeals process for prescription drug plans and MA–PD plans. Requires Part D
plans to use a single, uniform exceptions and appeals process with respect to the determination of
prescription drug coverage for an enrollee under the plan and to provide instant access to such process
through a website and toll-free number. Effective for exceptions and appeals after January 1, 2012. (Sec.
3312)

Office of the Inspector General studies and reports. Requires the OIG to conduct a study comparing
prescription drug prices paid under the Medicare Part D program to those paid under State Medicaid
programs for the 200 most frequently dispensed covered part D drugs and covered outpatient drugs (as
defined under the Medicaid statute) and assessing the impact of any financial discrepancies on the
federal government and enrollees. Requires the Secretary to conduct a study and annual report on part D
formularies’ inclusion of drugs commonly used by dual-eligibles. (Sec. 3313)

Including costs incurred by AIDS drug assistance programs and Indian Health Service in providing
prescription drugs toward the annual out-of-pocket threshold under part D. Allows drugs provided to
beneficiaries by AIDS Drug Assistance Programs or the Indian Health Service to count toward the
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annual out-of-pocket threshold, effective January 1, 2011. (Sec. 3314)
Medicare Rural Access
Protections

Telehealth Expansion and Enhancements. Expands Medicare’s telehealth benefit to
beneficiaries who are receiving care at freestanding dialysis centers. Establishes a Telehealth
Advisory Committee to provide HHS with additional expertise on the telehealth program.
Simplifies the credentialing process for hospitals and critical access hospitals wanting to use
telehealth services. (Sec. 1191)

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

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

Extension of Geographic Floor for Work. The 1.0 work geographic index is extended until
January 1, 2012. (Sec. 1194)

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

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)

Extension of Outpatient Hold Harmless Provision. Extends the existing outpatient hold harmless
provision through the end of FY2010 and would allow Sole Community Hospitals with more than 100
beds to also be eligible to receive this adjustment through the end of FY2010. (Sec. 3121)

Extension of Medicare Reasonable Costs Payments for Certain Clinical Diagnostic Laboratory Tests
Furnished to Hospital Patients in Certain Rural Areas. Reinstates the policy included in the Medicare
Modernization Act of 2003 (P.L. 108-173) that provides reasonable cost reimbursement for laboratory
services provided by certain small rural hospitals from July 1, 2010 to July 1, 2011. (Sec. 3122)

Extension of the Rural Community Hospital Demonstration Program. Extends the program for one year
and expands eligible sites to additional States and additional rural hospitals. (Sec. 3123)

Extension of the Medicare-dependent hospital (MDH) program. Extends the Medicare-dependent
hospital program by one year through October 1, 2012. It would also require HHS to study whether
certain urban hospitals should qualify for the MDH program. (Sec. 3124)

HHS Study on Urban Medicare-Dependent Hospitals. Requires the Secretary to conduct a study on the
need for additional Medicare payments for certain urban Medicare-dependent hospitals paid under the
inpatient prospective payment system. (Sec. 3142)

Temporary Improvements to the Medicare Inpatient Hospital Payment Adjustment for Low-Volume
Hospitals. Expands the program providing a temporary adjustment to inpatient hospital payments for
certain low-volume hospitals through FY2012 and would modify eligibility requirements regarding
distance from another facility and number of eligible discharges. (Sec. 3125)

Improvements to the demonstration project on community health integration models in certain rural
counties. The Medicare Improvements for Patients and Providers Act (MIPPA, P.L. 110-275)
authorized a demonstration project that will allow eligible rural entities to test new models for the
delivery of health care services in rural areas. This provision will expand the demonstration to allow
additional counties to participate and will also allow physicians to participate in the demonstration
project. (Sec. 3126)

MedPAC study on Adequacy of Medicare Payments for Health Care Providers Serving in Rural Areas.
This provision would require MedPAC to review payment adequacy for rural health care providers
serving the Medicare program, including an analysis of the rural payment adjustments included in this
legislation and beneficiaries’ access to care in rural communities. (Sec. 3127)

Technical Correction Related to Critical Access Hospital Services. This provision clarifies that CAHs
can continue to be eligible to receive 101 percent of reasonable costs for providing outpatient care



Page 38
A&B Health Care Public Policy Group Health Care Reform Chart

Policy House Bill
(H.R. 3962)

Senate Bill
(H.R. 3590)

regardless of eligible billing method the facility uses and for providing qualifying ambulance services.
(Sec. 3128)

Extension of and Revisions to Medicare Rural Hospital Flexibility Program. This provision extends the
Flex Grant program through 2012 and will allow Flex Grant funding to be used to support rural
hospitals’ efforts to implement delivery system reform programs, such as value-based purchasing
programs, bundling, and other quality programs. (Sec. 3129)

Medicare Provisions for
Low-Income
Beneficiaries

Improving Assets Tests for Medicare Savings Program and Low-Income Subsidy Program.
Establishes an increased 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 data sharing between the IRS and the Social Security Administration
to facilitate the enrollment of low-income individuals, beginning January 1, 2010. (Sec. 1203)

Enhanced Oversight Relating to Reimbursements for Retroactive Low Income Subsidy
Enrollment. Establishes process requirements 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 and Quality Bonus Payments in Calculation of
Low Income Subsidy Benchmark. Removes Medicare Advantage rebates and quality bonus
payments from the calculation of the low-income subsidy benchmark in order to reduce

Improvement in determination of Medicare part D low-income benchmark premium. Removes
Medicare Advantage rebates and quality bonus payments from the calculation of the low-income
subsidy benchmark. (Sec. 3302)

Voluntary de minimis policy for subsidy-eligible individuals under prescription drug plans and MA–PD
plans. Allows Part D plans that bid a nominal amount above the regional low-income subsidy (LIS)
benchmark to absorb the cost of the difference between their bid and the LIS benchmark in order to
remain a $0 premium LIS plan. Authorizes the Secretary to auto-enroll subsidy eligible individuals in
plans that waive de minimis premiums. Effective date January 1, 2011. (Sec. 3303)

Special rule for widows and widowers regarding eligibility for low-income assistance. Allows the
surviving spouse of an LIS-eligible couple to delay LIS redetermination for one year after the death of a
spouse. Effective date January 1, 2011. (Sec. 3304)

5-Year Period for Demonstration Projects. Clarifies that Medicaid demonstration authority for
coordinating care for dual eligibles may extend for a 5-year period. Projects may be extended for
additional 5-year periods unless the Secretary determines otherwise. (Sec. 2601)

Providing Federal Coverage and Payment Coordination for Dual Eligible Beneficiaries. Establishes the
Federal Coordinated Health Care Office (CHCO) within CMS no later than March 1, 2010. The CHCO
would report directly to the CMS Administrator. CHCO would bring together officials of the Medicare
and Medicaid programs to (1) more effectively integrate benefits under the Medicare and Medicaid
programs, and (2) improve the coordination between the Federal and state governments for individuals
eligible for benefits under both such programs in order to ensure that such individuals get full access to
the items and services to which they are entitled. Requires the Secretary to submit an annual report to
Congress with recommendations for legislation that would improve care coordination and benefits for
DEs. (Sec. 2602)

Medicare Federally Qualified Health Center Improvements. Directs the Secretary of Health and Human
Services to develop and implement a prospective payment system (PPS) for Medicare-covered services
furnished by Federally Qualified Health Centers (FQHCs). Additionally, adds remaining Medicare-
covered preventive services to the list of services eligible for reimbursement when furnished by an
FQHC. (Sec. 5502)
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involuntary switching of full low-income subsidy Part D enrollees. 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 and before the application of a quality
bonus payment for the applicable plan and year. (Sec. 1207)

Disclosures to Facilitate Identification of Individuals Likely to be Ineligible for the Low-
Income Assistance under the Medicare Prescription Drug Program to Assist SSA’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)

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 would 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, creating a database to describe eligibility
requirements and benefits available to dual eligibles by State, supporting coordination of State
and Federal contracting and oversight, supporting State Medicaid agencies with technical
assistance, monitoring total combined costs of servicing dual eligibles, and coordination of
activities relating to Medicare Advantage plans. (Sec. 1905)

Funding outreach and assistance for low-income programs. Provides $45 million for outreach and
education activities to State Health Insurance Programs, Administration on Aging, Aging Disability
Resource Centers and the National Benefits Outreach and Enrollment. (Sec. 3306)

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 who are limited in English proficiency and ways that
Medicare should develop payment systems for language services. The report based on such
study must be submitted to Congress not later than 12 months after Act’s enactment.
Authorizes sanctions for Medicare Advantage plans that fail to provide required language
services. Authorizes appropriation of $2 million from the Medicare trust fund for the study.
(Sec. 1221)

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 and the Center for Medicare
and Medicaid Innovation shall carry out a demonstration project of no fewer than 24 3-year
grants (of not more than $500,000 over 3 years) 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. The Secretary shall
take into consideration the results of the study in Section 1221 and adjust grant distribution to
target beneficiaries with greatest need for language services. Sets rules for grantees. Provides
that if the Secretary expands the demonstration, the results and the results of the study in
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Section 1221 shall be used to designate standards for training or accreditation for providers of
interpretation, translation or language services in Medicare. Appropriates $16 million per fiscal
year from the hospital and SMI trust funds. (Sec. 1222)

IOM Report on impact of language access services. Requires the Secretary to contract not later
than 3 years after enactment with the Institute of Medicine to conduct a study that examines the
impact on the quality of care, access to care, the reduction in medical errors and costs or
savings associated with the provision of language access services to limited English proficient
populations. (Sec. 1223)

Definitions. Defines certain terms such as “Competent Interpreter Services”, “Language
Services” and “Limited English Proficient” used in Subtitle B (Reducing Health Disparities).
(Sec. 1224)

Medicare -
Miscellaneous
Improvements

CMS Innovation Center. Establishes a Center for Medicare and Medicaid Innovation (CMI) to
test innovative payment and service delivery models to improve the coordination, quality, and
efficiency of health care services. Requires the CMI to be carrying out its duties by January 1,
2011. Requires the CMI to select, test, and evaluate payment models. Provides for funding from
the Federal Supplementary Hospital Insurance Trust Fund and the Federal Supplementary
Medical Insurance Trust Fund in the amount of: $350 million for FY 2010; $440 million for FY
2011; $550 million for FY 2012, and increased amounts for future years. Also appropriates $25
million to the CMS Program Management Account for administering this section with respect to
Medicaid. Requires an annual report to Congress starting in 2012. (Sec. 1907)

Extension of QI Program. Extends the Qualified Individuals (“QI”) program for two years
(through December 2012) and eliminates the funding limitation as of January 1, 2011. (Sec.
1782)

Extension of Therapy Caps Exceptions Process. Extends the therapy caps exceptions process
through 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

Establishment of Center for Medicare and Medicaid Innovation within CMS. Establishes within the
Centers for Medicare and Medicaid Services (CMS) a Center for Medicare & Medicaid Innovation. The
purpose of the Center will be to research, develop, test, and expand innovative payment and delivery
arrangements (models) to improve the quality and reduce the cost of care provided to patients in each
program. Successful models can be expanded nationally. The Center would be required to conduct an
evaluation of each model tested, including an analysis of (i) the quality of care furnished under the
model, including the measurement of patient-level outcomes and patient-centeredness criteria
determined appropriate by the Secretary; and (ii) the changes in spending by reason of the model. The
scope of the Innovation Center may include the Medicaid and CHIP programs, with the same
requirements for testing and evaluation of patient-centered delivery and payment models that have
shown evidence of success in Medicaid and CHIP populations as proposed for Medicare. The Center is
exempted from budget-neutrality requirements for an initial testing period. Appropriates $5 million
from the Treasury not otherwise appropriated for the design, implementation, and evaluation of models
for DY 2010; and appropriates $10 billion for Center activities over 10 years.
(Sec. 3021)

Extension of Exceptions Process for Medicare Therapy Caps. Extends the process allowing exceptions
to limitations on medically necessary therapy until December 31, 2010. (Sec. 3103)

Revision to the Medicare Improvement Fund. Eliminates the remaining funds in the Medicare
Improvement Fund. (Sec. 3112)
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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)

Voluntary Advance Care Planning Consultation. Provides coverage of an optional advance care
planning consultation between enrollees and certain practitioners (physicians or other health care
professionals specified by the Secretary who has the authority to sign orders for life-sustaining
treatments) 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. Specifies that nothing in the section shall require an individual to complete an
advance directive, order for life sustaining treatment, or other advance care planning document;
require an individual to consent to restrictions on the amount, duration or scope of medical
benefits he is entitled to; or encourage the promotion of suicide or assisted suicide. Effective for
consultations furnished on or after January 1, 2011. (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)

Exception for More Recent Tax Year in Case of Gains from Sale of Primary Residence in
Computing Part B Income-Related Premium. Effective in 2011, 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, through the
Center for Medicare and Medicaid Innovation, 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 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)

Assessment of Medicare Cost-Intensive Diseases and Conditions. Requires the Secretary to
assess the diseases and conditions that are the most cost-intensive for the Medicare program and
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report to Congress by January 1, 2011. (Sec. 1906)
Health Information
Technology (HIT)

Increasing EHR use by Small Health Care Providers. Requires the Secretary to conduct a study
and to report on potential methods to increase use of EHRs by small health care providers,
including: higher reimbursement rates; promoting low-cost software packages; training and
education; and providing assistance. (Sec. 263)

Assistant Secretary for Health Information. Establishes an “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 subpopulations; 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 2011-2015 for quality improvement and data-related activities from the Public Health
Investment Fund. (Sec. 2403)

Health Information Technology Enrollment Standards and Protocols. Requires, within 180 days after
enactment, the Secretary to develop standards and protocols, in consultation with the HIT Policy and
Standards Committees, to promote the interoperability of systems for enrollment of individuals in
Federal and State health and human services programs. These standards shall allow for electronic
matching against federal and state data, simplification of electronic documentation, reuse of stored
eligibility information, capability for individuals to apply, recertify and manage their information
online, ability to expand enrollment system to integrate new programs, rules and functionalities,
notification of eligibility, recertification and other communication, and other functionality to streamline
the enrollment process. The Secretary may require State or other entities to incorporate such standards
as a condition of receiving Federal health information technology funds. Provides grants for state and
local government entities to develop new and adapt existing technology systems to implement the HIT
enrollment standards and protocols developed under this section. (Sec. 1561)

Elder Justice Act. Authorizes the Secretary to make grants to long-term care facilities for the purpose of
assisting such entities in off-setting the costs related to purchasing, leasing, developing, and
implementing certified EHR technology. The Secretary shall adopt electronic standards for the
exchange of clinical data by long-term care facilities. No later than 10 years after enactment of the Act,
the Secretary shall have procedures in place to accept the optional electronic submission of clinical data
by long-term care facilities. For this program, along with other grant programs for the enhancement of
long-term care, appropriates $20 million for FY 2011, $17.5 million for FY 2012, and $15 million for
each of FYs 2013 and 2014. (Sec. 6703 adding Sec. 2041)

Comparative
Effectiveness Research
(CER)

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 appropriately; (D) submit to the
Comparative Effectiveness Research Commission, the Secretary, and Congress appropriate
relevant reports; (E) not later than one year after the date of enactment enter into an
arrangement under which the Institute of Medicine will conduct an evaluation and report on
standards of evidence for highly credible research; and (F) encourage the development and use

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
be comparative clinical effectiveness research, which is research that evaluates and compares the health
outcomes and clinical effectiveness, risks, 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, diagnostic tools, pharmaceuticals (including
drugs and biologics), integrative health practices, and any strategies or items used in the treatment,
management, diagnosis, or prevention of illness or injury in patients. (Sec. 6301)

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) collect appropriate data from CMS, (4)
appoint advisory panels, (5) support patient and consumer representatives, (6) establish a methodology
committee, (7) provide for a peer-review process for primary research, (8) release research findings, (9)
adopt priorities, standards, processes, and protocols, and (10) submit annual reports to Congress, the
President, and the public. (Sec. 6301)

Administration of the Institute. Establishes a 19-member Board of Governors for the Institute. The
Directors of AHRQ and the NIH will serve on the Board, and 17 other members will be appointed by
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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. The Center may award grants or contracts for original research and
experimentation to private entities and governmental agencies with experience in conducting
CER, such as the National Institutes of Health and other relevant federal health agencies. (Sec.
1401)

CER Commission. Establishes an independent CER Commission to advise the Center and
evaluate the activities carried out by the Center to ensure activities result in highly credible
research and research information. The 19-member Commission shall be appointed by the
Comptroller General and consist of, specifically the Director of AHRQ or his designee, the
Chief Medical Officer of CMS or their designee, the Director of the NIH or his designee, and
16 stakeholders including clinicians, patients, researchers, and third-party payers and
consumers of Federal and State beneficiary programs. At least 20 will be practicing
physicians, health care practitioners, consumers, or patients and no more than 3 members may
be representatives of pharmaceutical or device manufacturers and these representatives shall be
clinical researchers. The Commission will recommend national priorities (taking into account
a number of factors, including factors affecting subpopulations), monitor use of the CER Trust
Fund, identify credible research methods and standards, review methodologies developed by
the Center, support forums to increase stakeholder awareness and gain feedback, make
recommendations to the Center for increasing public access to data, for the broad dissemination
of information, and for the priority of periodic reviews of previous studies and studies
conducted by the Center. The Commission must also annually review the processes of the
Center and make a report to Congress and the President (which will not be submitted to any
other agency prior to its transmittal) and hold a public meeting, at least twice a year, to receive
stakeholder input. Puts in place conflicts of interest policies for the Commission and clinical
perspective advisory panels (which will be appointed for research priorities to advise the
Center) but allows for waivers in some instances. Applies the Federal Advisory Committee
Act to the Commission. Provides for the dissemination of information. Directs the Director of
AHRQ to annually report to Congress on the activities of the Center and discuss its compliance
with the requirement to include subpopulations in research activity. (Sec. 1401)

Use of Findings. Provides that nothing in the section will be construed to permit the Center or
Commission to mandate coverage, reimbursement, or other policies for any public or private
payer. Also states that none of the reports submitted under the section or research findings
disseminated will be construed as mandates for payment, coverage, or treatment. Provides that
nothing in this section will be construed to authorize any Federal officer or employee to
exercise any supervision or control over the practice of medicine. Provides that research may
not be used to deny or ration care (i.e., nothing in the section will be used to make more
stringent or otherwise change the standards or requirements for coverage of items and services

the Comptroller General of the GAO and 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: identifying research priorities, establishing the
research project agenda, and adopting national priorities, methodological standards, and peer review
processes. (Sec. 6301)

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. (Sec. 6301)

Dissemination of Research. The Office of Communication and Knowledge Transfer at AHRQ, in
consultation with the NIH, will broadly disseminate research findings. (Sec. 6301)

Capacity for Research. AHRQ, in consultation with NIH, will build capacity for comparative clinical
effectiveness research by establishing a grant program that provides for the training of researchers.
Secretary shall also provide for the coordination of relevant Federal health programs to build data
capacity for comparative clinical effectiveness research (including the development and use of clinical
registries and health outcomes research data networks). (Sec. 6301)

Addressing Subpopulations. Specifies that patient subpopulations will be considered during the
research. (Sec. 6301)

Institute Contracts. Allows the Institute to enter into contracts with Federal agencies or with private
sector research or study-conducting entities for the management and conduct of research. Preference
shall be given to AHRQ and the NIH. Requires that each entity under contract with the Institute abide
by transparency and conflict of interest requirements, comply with adopted methodological standards,
consult with expert advisory panels for clinical trials, and rare disease, be allowed to submit original
research for publication, have processes in place to manage data privacy and meet ethical standards,
comply with the requirements of the Institute for making information available to the public, and
comply with any other terms deemed necessary. Allows the researchers to publish their findings as long
as it is consistent with Institute policies. (Sec. 6301)

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
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under the bill). (Sec. 1401)

Before suggesting priorities for research, requires the Commission or the Center to consult with
relevant expert organizations responsible for standards and protocols of clinical excellence.
Requires dissemination of research to be based upon evidence-based medicine and take into
consideration standards and protocols of clinical excellence developed by relevant expert
organizations. (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 would 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. Permits
allocations from the Fund to carry out the activities of the CER Commission. Provides rules for
imposition of a fee on specified health insurance policies, including self-insured health plans,
effective October 1, 2012. (Sec. 1802)

relevant. Also directs the Institute to provide training and ongoing education to enable patient and
consumer representatives to participate in technical discussions. (Sec. 6301)

Methodology Committee. Establishes a Methodology Committee, to be made up of no more than 15
individuals, who are experts in their scientific field, appointed by the Comptroller General of the GAO.
(Directors of AHRQ and the NIH would be included as additional members.) Within eighteen months
of enactment, the committee would determine a process to establish and maintain detailed
methodological standards for comparative clinical effectiveness studies and to create a translation table
that is designed to provide guidance to the Board when determining research methods that are most
likely to address each specific research question. Allows the Committee to consult and contract with
the IOM and academic, non-profit, or other private and governmental entities with relevant expertise in
order to develop the methodological standards and to create the translation table. (Sec. 6301)

Dissemination of Information. Within 90 days after the conduct or receipt of research findings, 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. (Sec. 6301)

Peer Review Process. The Institute shall ensure there is a process for the peer review of primary
research. (Sec. 6301)

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. (Sec. 6301)

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 on the Internet web site
of the Institute and the GAO. (Sec. 6301)

Use of Institute Findings. Establishes that the Institute will not mandate coverage, reimbursement, or
other policies for any public or private payer. (Sec. 6301)

Limitations on the Use of Comparative Clinical Effectiveness Research. 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
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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. Does not limit the application of differential copayments based on factors
such as cost or type of service nor does it prevent the Secretary from using evidence or findings from
such research in determining coverage, reimbursement, or incentive programs based upon a comparison
of the difference in the effectiveness of alternative health care treatments in extending an individual’s
life due to that individual’s age, disability or terminal illness. (Sec. 6301)

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. (Sec. 6301)

Federal Coordinating Council for Comparative Effectiveness Research. Terminates the Federal
Coordinating Council on the date of enactment of the Act. (Sec. 6301)

Independent Medicare
Advisory Board

Independent Medicare Advisory Board. Independent Medicare Advisory Board. Creates a 15-member
Independent Medicare Advisory Board (IMAB) tasked with presenting Congress with comprehensive
proposals to reduce excess cost growth and improve quality of care for Medicare beneficiaries. In years
when Medicare costs are projected to be unsustainable, the Board’s proposals will take effect unless
Congress passes an alternative measure that achieves the same level of savings. Congress would be
allowed to consider an alternative provision on a fast-track basis. The Board would be prohibited from
making proposals that ration care, raise taxes or Part B premiums, or change Medicare benefit,
eligibility, or cost-sharing standards.

The IMAB would be composed of 15 members appointed for 6-year terms by the President with the
advice and consent of the Senate; the Secretary, CMS Administrator and HRSA Administrator would be
ex officio non voting members. Appointed members would include individuals with national recognition
for expertise in health finance and economics, actuarial science, health facility management and other
related fields, including physicians/other health professionals, experts in pharmaco-economics or
prescription drug benefit programs, employers, third party payers, and individuals skilled in health-
related research and interpretation. The IMAB shall also include representatives of consumers and the
elderly.
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The IMAB would be tasked with presenting proposals to the President by January 15 of each year
(beginning with 2014) except in years in which the CMS Actuary determines that the Medicare per
capita growth rate does not exceed the target per capita growth rate, or the projected percentage
increase in the medical care category of the CPI is less than the projected increase in CPI-U, or (for
2019 or subsequent years) the per capita growth rate for national health expenditures exceeds the
Medicare per capita growth rate. The President shall immediately submit an IMAB proposal to
Congress upon receipt.

Proposals shall include recommendations that would reduce Medicare spending by targeted amounts
compared to the trajectory of Medicare spending. The IMAB would be prohibited from presenting
proposals that would ration care, increase revenues, or otherwise change Medicare beneficiary cost-
sharing (including premiums), benefits, or eligibility standards. Proposals submitted prior to December
31, 2018 shall not include any recommendation that would reduce payment rates for items and services
furnished before December 31, 2019 by providers of services and suppliers scheduled under the
PPACA to receive a reduction to the inflationary payment updates in excess of a reduction due to
productivity. The IMAB shall, as appropriate, include recommendations to reduce payments under Part
C and Part D, such as through reductions in direct subsidies to MA-PDPs and PDPs related to
administrative expenses for basic coverage, denying high bids or removing high bids for prescription
drug coverage from the calculation of the national average monthly bid amount, and reductions to
payments to MA plans related to administrative expenses and performance bonuses.

If the projected Medicare per-capita growth rate exceeds the target per capita growth rate (for years
prior to 2018, the projected 5-year average percentage increase in CPI-U and CPI-M), the Actuary shall
establish a savings target equal to the product of the total projected Medicare program spending for the
proposal year and the applicable percent (the lesser of either 0.5% for 2015, 1% for 2016, 1.25% for
2017 and 1.50% for 2018 and later, or the percentage by which the per capita growth rate exceeds the
target growth rate). The IMAB would be required to submit a proposal that would reduce spending by
the savings target.

Regardless of whether the IMAB submits a proposal as above for a given year, it may submit an
advisory report on matters related to the Medicare program, including recommendations for
improvements to payment systems not otherwise subject to the scope of the IMAB’s recommendations.
Such an advisory report would not be subject to rules of Congressional consideration.

Establishes Congressional consideration procedures and administrative implementation procedures for
IMAB proposals. In years when Medicare costs are projected to be unsustainable, the Board’s proposals
will take effect unless Congress passes an alternative measure that achieves the same level of savings.
Congress would be allowed to consider an alternative provision on a fast-track basis.
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Changes implemented as a result of this provision would not be subject to administrative or judicial
review.

Establishes a consumer advisory council (CAC), which would be composed of 10 consumer
representatives appointed by GAO that would advise the IMAB on the impact of Medicare payment
policies on consumers. The council would be subject to the Federal Advisory Committee Act.

Requires the GAO, by July 1, 2015, to conduct a study on the effect of the IMAB’s proposals.
Specifically, the study would assess the effect of the IMAB’s proposal on Medicare beneficiaries’
access to providers, affordability of premiums and cost-sharing, and quality of care provided.
Subsequent studies would be required.

Prohibits reduction in Medicare outlays from being used to offset any non-Medicare outlays. (Sec.
3403)

Follow-On Biologics Licensure for Biosimilars. Provides a pathway for approval of biosimilar to or interchangeable
with biological reference products. Provides requirements for applications and safety standards
for determining interchangeability. Applies Risk Evaluation and Mitigation Strategies (REMS)
provisions to biosimilars. Provides limited exclusivity for a first interchangeable biological
product. Provides 12 years exclusivity for reference products, or 12 years and 6 months if
pediatric studies are conducted. Provides procedures for exchanges with the reference product
sponsor regarding patents. Requires notice and CEO certifications to the FTC regarding
agreements between biosimilar product applicants and reference product sponsors. (Sec. 2575)
Provides for fees relating to biosimilar biologic products. (Sec. 2576) Amends certain patent
provisions. (Sec. 2577)

Short Title. The “Biologics Price Competition and Innovation Act of 2009.” The Senate expresses that
a biosimilars pathway balancing innovation and consumer interests should be established. (Sec. 7001)

Approval Pathway for Biosimilar Biological Products. Establishes a process under which the Secretary
is required to license a biological product that is shown to be biosimilar to, or interchangeable with, a
licensed biological product (i.e., a reference product). Applies risk evaluation and mitigation strategies
(REMS) to biological products. Prohibits the approval of an application as either biosimilar or
interchangeable until 12 years from the date on which the reference product is first approved, or 12
years and 6 months if pediatric studies are conducted. If the Secretary determines that a biological is
interchangeable to a reference product, such interchangeable product maintains exclusivity until the
earlier of 1 year after the first commercial marketing of the product as interchangeable to the reference
product; 18 months after a final court decision on all patent suits in an action against the applicant that
submitted the initial application or the dismissal of such suit with or without prejudice; or 42 months
after approval of the initial application if the applicant has been sued or 18 months after approval of the
initial application if the applicant has not been sued.

Beginning not later than October 1, 2010, the Secretary shall develop recommendations to Congress
with respect to user fees for the review of biosimilar biological product applications. It is the sense of
the Senate that based on the Secretary’s recommendations Congress should authorize the collection of
user fees as of October 1, 2012.

If a reference product has been designated by the FDCA for a rare disease or condition (i.e., orphan
drug), a biological product seeking approval for such disease or condition as a biosimilar to, or
interchangeable with, such reference product may be licensed by the Secretary only after the expiration
for such reference product of the later of – the 7-year period described under section 527(a) of the
FDCA or the 12-year period described under section 351(k)(7). (Sec. 7002)
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Savings. The Secretary of the Treasury, in consultation with the Secretary of HHS, shall for each FY
determine the amount of savings to the federal government as a result of these provisions. Such savings
shall be used for deficit reduction. (Sec. 7003)

Expansion of 340B
Program

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 or free-standing cancer 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 requirement regarding the disproportionate share
adjustment percentage;
(2) critical access hospitals (as defined in the 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, free-standing cancer 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. (Sec. 2501(b))

Improvements to 340B Program Integrity. Adds program integrity provisions directed towards
manufacturer compliance, including requirements that the Secretary 1) establish a process to
verify the accuracy of ceiling process calculated and charged to covered entities, and 2) establish

Expanded Participation in the 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 or a free-standing cancer hospital excluded form the Medicare prospective
payment system and 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 requirement regarding the disproportionate share
adjustment percentage if the hospital were a subsection (d) hospital;

(2) critical access hospitals; and
(3) an entity that is a rural referral center or a sole community hospital that would meet the

requirements of current PHSA Section 340B(a)(4)(L)(i) and have a disproportionate share
hospital percentage equal to or greater than 8 percent.

Extends 340B discount to drugs used in connection with an inpatient or outpatient service provided by
hospitals participating in the program. Prohibits group purchasing arrangements with respect to covered
outpatient drugs. 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,
free-standing cancer hospitals, critical access 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 Act. This prohibition does not apply to drugs purchased for inpatient use.

Requires hospitals enrolled in the 340B 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 GPOs Provisions shall be effective as of January 1, 2010 and shall apply to drugs purchased on
or after January 1, 2010. (Sec. 7101)

Improvements to the 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
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procedures for the issuance of refunds to covered entities by manufacturers in the event that the
Secretary finds there has been an overcharge; 3) provide access to applicable ceiling prices for
covered drugs to covered entities and State Medicaid agencies through an HHS website; 4)
develop a mechanism by which rebates, discounts, or other price concessions provided by
manufacturers to other purchasers subsequent to the sale of covered drugs to covered entities are
reported to the Secretary, and appropriate credits and refunds are issued to covered entities if such
rebates, discounts, or other price concessions have the effect of lowering the applicable ceiling
price for the relevant quarter for the drugs involved; 5) conduct audits of manufacturers and
wholesalers to ensure integrity; 6) establish a requirement that manufacturers and wholesalers use
a specified identification system, and; 7) establish sanctions in the form of civil monetary
penalties. (Sec. 2502(a))

Adds program integrity provisions directed towards covered entities. Requires the Secretary to
use funds to provide for improvements to ensure compliance with program requirements by
covered entities, including: development of procedures to enable and require covered entities to
update information on an HHS website; development of procedures to verify the accuracy of such
information; development of more detailed guidance describing methodologies and options
available to covered entities for billing covered drugs; establishment of a standardized
identification system for each covered entity site to be identified by manufacturers and other
entities; imposition of civil monetary penalties; exclusion of a covered entity for program
participation in cases of violations; referral of matters as appropriate to FDA, the OIG or other
agencies. (Sec. 2502(a))

Allows the Secretary to use funds to establish an administrative dispute resolution process under
which covered entities and manufacturers could bring claims. (Sec. 2502(a))

Appropriates such sums as necessary to carry out these provisions. (Sec. 2502(a))

Requires that agreements shall require the manufacturer to offer each covered entity covered
drugs for purchase at or below the applicable ceiling price if such drug is made available to any
other purchaser at any price. Such agreement shall require that, if the supply of a covered drug is
insufficient to meet demand, then the manufacturer may utilize an allocation method that is
reported in writing to the Secretary and does not discriminate on the basis of the price paid by
covered entities or on any other basis related to an entity’s participation in the program under this
section. Notwithstanding any other provision of law, if the Secretary requests a manufacturer to
enter into a new or amended agreement under this section that complies with current law and if
the manufacturer opts not to sign the new or amended agreement, then any existing agreement
between the manufacturer and the Secretary under this section is deemed to no longer meet the
requirements of this section for purposes of this section and section 1927 of the SSA. (Sec.
2502(b))

Effective Date. The amendments made by this subtitle would take effect on the date of the

to resolve claims by covered entities that have been overcharged for drugs purchased under the program
and claims by manufacturers, after audits of violations of the program; (3) providing clarifications
about the ceiling price used to sell to 340B participants; and (4) imposing civil money penalties.
Appropriates the sums necessary for FY 2010 and each subsequent year. (Sec. 7102)

GAO Study to Make Recommendations on Improving the 340B Program. Requires the GAO to make
recommendations to congress within 18 months of the Act’s enactment on improvements to the
program. (Sec. 7103)
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minimum rebate percentage. The Secretary would adjust the payment reduction to the extent
he or she determines that the reduction was greater or less than the amount of reduction that
should have been made. This payment reduction would be effected by deeming this amount an
overpayment to the state to be disallowed against regular quarterly draw. (Sec. 1742(b))

Extension of Prescription Drug Discounts to Enrollees of Medicaid Managed Care (MCOs)
Organizations. The bill adds a subparagraph to SSA § 1903(m) that would extend prescription
drug discounts to enrollees of Medicaid MCOs in certain situations. This new subparagraph
would permit states to receive payment for expenditures they make for services provided by
Medicaid MCOs only if the state has a contract with the MCO requiring the MCO to report
certain information to the state on a timely and periodic basis specified by the Secretary—
provided that all other existing requirements in this SSA section for Medicaid MCOs are met.
Under such a contract, the MCO would be required to submit information to the state that is
necessary to enable the state to report to manufacturers (under current SSA §1927(b)(2)(A))
information on covered outpatient drugs that are dispensed to Medicaid-eligible individuals
enrolled with the MCO and for which the MCO is responsible for drug coverage. (Sec. 1743(a))

Rebate Agreements. The bill modifies the SSA to require rebate agreements used in the Medicaid
Drug Rebate Program to require manufacturers’ rebate amounts to include rebates for covered
outpatient drugs dispensed to Medicaid MCO enrollees and paid for by a state plan if the MCO is
responsible for coverage of such drugs. (Sec. 1743(b)(1))

Reporting Requirements for States. The bill adds a new provision to the SSA requiring each state
to make quarterly reports to the Secretary of the total amount of rebates received from
pharmaceutical manufacturers for drugs provided to enrollees of Medicaid MCOs with contracts
under SSA § 1903(m) and such other information as the Secretary may require to carry out Sec.
1927(b)(1)(C) of the SSA. (Sec. 1743(b)(2))

Application of Medicaid Program Drug Coverage Requirements. The bill changes the heading of
SSA § 1927(j) from “Exemption of Organized Health Care Settings” to “Special Rules for
Organized Health Care Settings.” The bill further modifies this subparagraph by specifying that
covered outpatient drugs dispensed by health maintenance organizations (HMOs), including
Medicaid MCOs that contract under SSA § 1903(m), are subject to the Medicaid program
requirements for payment of covered outpatient drugs unless the drugs are subject to discounts
under section 340B of the Public Health Service Act . Under current law, this subparagraph
indicates that covered outpatient drugs dispensed by HMOs (including Medicaid MCOs) are not
subject to these requirements. (Sec. 1743(b)(3))

Effective Date. The amendments made to the SSA by this section of the bill would become
effective on, and apply to drugs dispensed on or after, July 1, 2010, regardless of whether final

Extension of Prescription Drug Discounts to Enrollees of Medicaid Managed Care Organizations. The
bill would require brand and generic manufacturers to pay rebates for beneficiaries who receive care
under risk-based agreements similar to the way rebates are now required for fee-for-service (FFS)
beneficiaries. Drug manufacturers would be required to pay the MCO rebates directly to states (as they
do under FFS). Under this provision, the capitation rates paid to Medicaid MCOs must be based on the
MCOs actual cost experience (including the drug rebate) and would be subject to Medicaid law covering
actuarially sound rates. The MCOs would be required to report to the State information on the total
number of units of each dosage form and strength and package size by National Drug Code of each
covered outpatient drug dispensed to individuals enrolled with the MCO. The bill would not prohibit
MCOs from negotiating with manufacturers and wholesalers for rebates above Medicaid’s statutory
rebates. Covered outpatient drugs purchased through the 340B program by Health Maintenance
Organizations (HMOs), including Medicaid MCOs, would not be subject to the Medicaid MCO rebates.
(Sec. 2501(c))

Additional Rebate for New Formulations of Existing Drugs. The bill would apply an additional rebate
for new formulations of existing single source or innovator multiple source drugs paid for by a State
after December 31, 2009. The rebate would be the greater of the basic rebate for the new drug or the
product of: (1) the AMP for each dosage form and strength of the new formulation of the single source
or innovator multiple source drug, (2) the highest additional rebate (calculated as a percentage of AMP)
for any strength of the original single source or innovator multiple source drug, and (3) the total number
of units of each dosage form and strength of the new formulation paid for by the state in the rebate
period. However, new formulations of orphan drugs would be exempted (even if the exclusivity period
has expired). (Sec. 2501(d))

Elimination of Exclusion of Coverage of Certain Drugs. Removes smoking cessation drugs,
barbiturates, and benzodiazepines from Medicaid’s excluded drug list, effective January 1, 2014. (Sec.
2502)
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regulations implementing these amendments have been issued as of that date. (Sec. 1743(c))
Other Drug-Related
Issues

Protecting Consumer Access to Generic Drugs. Finds that the intent of the Drug Price
Competition and Patent Term Restoration Act of 1984 has been subverted by recent settlements
between brand companies and potential generic competitors. Would prevent agreements between
brand name and generic drug manufacturers that limit, delay, or otherwise prevent competition
from generic drugs. Violations would be treated as an unfair or deceptive act and unfair method
of competition under the Federal Trade Commissioner Act. Requires CEO certification of certain
agreements. Requires the GAO to study US litigation related to patent infringement claims
involving generic drugs for the 5 years prior to enactment. (Sec. 2573)

Bundling 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 a bundled payment for 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 FYs 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)

National Pilot Program on Payment Bundling. Direct the Secretary to develop a national, voluntary
pilot program encouraging hospitals, doctors, and post-acute care providers to improve patient care and
achieve savings for the Medicare program through bundled payment models. Requires the Secretary to
establish this program by January 1, 2013 for a period of five years. Before January 1, 2016, the
Secretary is also required to submit a plan to Congress to expand the pilot program if doing so will
result in improving (or not reducing) the quality of patient care and reducing spending.

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. (Sec. 3023)

Demonstration Project to Evaluate Integrated Care Around a Hospitalization. Establishes a bundled
payment demonstration project under Medicaid in up to eight states, which will begin on January 1,
2012 and end on December 31, 2016. Demonstration projects may be targeted to particular categories
of beneficiaries, beneficiaries with particular diagnoses, or particular geographic regions. Participating
hospitals will be required to establish robust discharge planning programs for Medicaid beneficiaries
requiring post-acute care. Secretary shall submit a report to Congress within 1 year after the conclusion
of the demonstration project. (Sec. 2704)

Readmissions Reducing Potentially Preventable Hospital Readmissions. With respect to payment for
discharges from an applicable hospital occurring during a FY beginning on or after October 1,
2011, to account for excess readmissions for certain applicable conditions (as defined by the
Secretary), the Secretary shall reduce payments to 1886(d) hospitals and hospitals paid under
1814(b)(3) by the product of the base operating DRG payment amount and the adjustment
factor for the hospital for that FY. The adjustment factor is equal to the greater of – (1) 1

Hospital Readmissions Reduction Program. Beginning in FY2012, this provision would adjust
payments for hospitals paid under the inpatient prospective payment system based on the dollar value of
each hospital’s percentage of potentially preventable Medicare readmissions for the three conditions
with risk adjusted readmission measures that are currently endorsed by the National Quality Forum.
Also, provides the Secretary authority to expand the policy to additional conditions in future years and
directs the Secretary to calculate and make publicly available information on all patient hospital
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minus the ratio of the aggregate payments for excess readmissions and the aggregate payments
for all discharges; or (2) the floor adjustment factor specified for the applicable FY. (Critical
access hospitals will be similarly impacted beginning in FY 2012.). Directs Secretary to
monitor hospitals taking steps to avoid high-risk patients in order to reduce the likelihood of
readmissions. Establishes an interim policy for post acute care providers beginning in FY
2012. Directs Secretary to conduct a study to determine how the readmissions policy could be
applied to physicians. For each FY beginning with 2010, $25,000,000 has been appropriated to
carry out this provision. (Sec. 1151)

readmission rates for certain conditions. (Sec. 3025)

Community-Based Care Transitions Program. Beginning January 1, 2011 for a 5-year period, requires
the Secretary to establish a program under which the Secretary would provide funding to hospitals and
community-based entities that furnish evidence-based care transition services to Medicare beneficiaries
at high risk for readmission. The legislation defines “high-risk Medicare beneficiary” as a beneficiary
who has attained a minimum hierarchical conditions category score, as determined by the Secretary,
based on a diagnosis of multiple chronic conditions or other risk factors associated with a hospital
readmission or substandard transition into post-hospitalization care, which may include 1 or more of the
following: cognitive impairment, depression, a history of multiple readmissions, any other chronic
disease or risk factor as determined by the Secretary. (Sec. 3026)

Quality Improvements 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 to enter into agreements with
qualified entities (public, private, or academic institutions with technical expertise in the area of
health quality measurement) to develop patient-centered and population-based quality measures
for the delivery of health care services. Also directs the Secretary, consistent with the national
priorities established above and with programs administered by CMS and in consultation with
other relevant Federal agencies, to determine areas in which quality measures for assessing
health care services in the United States are needed. Requires the Secretary to give priority to
the development of quality measures that allow assessment of health outcomes, presence of
impairment, functional status of patients, continuity and coordination of care, patient
experience, patient engagement, safety, effectiveness, timeliness of care, health disparities
including those associated with race, ethnicity, age, gender, place of residence or language, and
efficiency and resource use in provision of care. Entities should consider developing quality
measures that can be collected through the use of HIT supporting better delivery of health care
services and are available free of charge to users. To fund the quality measurements, directs

National Strategy. Requires the Secretary to establish and update annually a national strategy to improve
the delivery of health care services, patient health outcomes, and population health. Establishes, not later
than January 1, 2011, a Federal health care quality internet website. (Sec. 3011)

Interagency Working Group on Health Care Quality. Requires the President to convene an Interagency
Working Group on Health Care Quality comprised of Federal agencies to collaborate on the
development and dissemination of quality initiatives consistent with the national strategy, to avoid
inefficient duplication of quality improvement efforts and resources, and to assess alignment of quality
efforts in the public sector with private sector initiatives. (Sec. 3012)

Quality measure development. Authorizes $75 million over 5 years for the development of quality
measures at AHRQ and the Centers for Medicare and Medicaid Services (CMS). Quality measures
developed under this section will be consistent with the national strategy. 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 Secretary would 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. (Sec. 3013)

Quality Measurement. Provides $20 million to support the endorsement and use of endorsed measures
by the HHS Secretary for use in Medicare, reporting performance information to the public, and in
health care programs. Specifically, 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.
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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 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. Appropriates $1,000,000 from the
Federal Hospital Insurance Trust Fund and the Federal Supplementary Medicare Insurance
Trust Fund for each of FYs 2010 through 2014 and $1,000,000 out of any funds in the Treasury
not otherwise appropriated for each of FYs 2010 through 2014. (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 as long as due consideration is given to measures that have been
endorsed and the Secretary submits such non-endorsed measure to the entity for consideration.
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)

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 determined to be a non-
covered service. Applies to CHIP. Permits the Secretary to exclude certain conditions or to
include additional conditions. (Sec. 1751)

Public Reporting by Hospitals and Ambulatory Surgical Centers. Requires, as a condition of
participation in Medicare and Medicaid, hospitals and ambulatory surgical centers (ASCs) to
report public health information on healthcare-associated infections and demographic information
to the Centers for Disease Control and Prevention. Such information would be posted on the
Department of Health and Human Services website so as to allow comparisons among hospitals
and ASCs and by demographic information. Health care-associated infection is defined as an
infection that develops in a patient who has received care in any institutional setting where health
care is delivered and is related to receiving health care (that is, infection was not incubating or

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. (Sec. 3014)

Data Collection; Public Reporting. Requires the Secretary to collect and aggregate consistent data on
quality and resource use measures from information systems used to support health care delivery to
implement the public reporting of performance information. (Sec. 3015)

Adult Health Quality Measures. Directs the Secretary to develop an initial set of health care quality
measures specific to adults who are eligible for Medicaid no later than January 1, 2012. No later than
January 1, 2013 requires the Secretary, in consultation with the States, to develop a standardized format
for reporting information based on the quality measures. Within 12 months after the release of the
recommended measures (which are due for public comment by no later than January 1, 2011), requires
the Secretary to establish 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. (Sec. 2701)

Payment Adjustment for Health Care-Acquired Conditions (HACs). 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. (Sec. 2702)

Health Care Delivery System Research; Quality Improvement Technical Assistance. Enables the
Director of AHRQ to identify, develop, evaluate, disseminate, and provide training in innovative
methodologies and strategies for quality improvement practices in the delivery of health care services
that represent best practices in health care quality, safety, and value. Directs the Director to implement
a model to carry out such research in connection with other related federal agencies. The Center for
Quality Improvement and Patient Safety (the “Center”) of the AHRQ, or any relevant agency designated
by the Director, shall carry out and support such research through grants. The Center’s research
findings shall be disseminated to the public and shared with the Office of the National Coordinator to
inform the activities of the health information technology extension program (section 3012), as well as
any relevant standards, certification criteria, or implementation specifications. Appropriates
$20,000,000 for FYs 2010 through 2014.

Establishes technical assistance grants for eligible entities to assist health care providers, and
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present at the time health care was provided). The Secretary would be required to submit an
annual report to Congress summarizing: (1) the number and types of health care-associated
infections reported in hospitals and ASCs during that year; (2) factors that contribute to the
occurrence of such infections, including health care worker immunization rates; (3) based on the
most recent information available to the Secretary on the composition of the professional staff of
hospitals and ASCs, the number of certified infection control professionals on the staff of
hospitals and ASCs; (4) the total increases or decreases in health care costs that resulted from
increases or decreases in the rates of occurrence of each type of infection during such year; and
(5) recommendations, in coordination with the Center for Quality Improvement, for best practices
to eliminate the rates of occurrence of each such type of infection in hospitals and ASCs. (Sec.
1461)

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.
Prohibits the Center from developing quality-adjusted life year measures that could be used to
deny benefits. 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 publicly 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; improving obstetrical and neonatal care and improving
provision of preventive and developmental child health care. Requires a report from AHRQ to
Congress within 18 months of enactment. (Sec. 2401, adding Sec. 931 to the PHSA)

implementation grants for eligible entities, to adopt the quality improvement models and practices
identified by the Center’s research in the delivery of health care. (Sec. 3501)

Establishing Community Health Teams to Support the Patient-Centered Medical Home. Directs the
Secretary to establish a program to provide grants to or enter into contracts with eligible entities that can
establish community-based interdisciplinary, interprofessional teams to support primary care practices,
including obstetrics and gynecology practices, within the hospital services areas served by the entities.
Participating entities shall submit to the Secretary a report that describes and evaluates the activities
carried out by the entity. (Sec. 3502)

Medication Management Services in Treatment of Chronic Disease. Requires the Secretary, acting
through the Patient Safety Research Center, to establish a program to provide grants or contracts to
eligible entities to implement medication management (“MTM”) services provided by licensed
pharmacists, as a collaborative, multidisciplinary, interprofessional approach to the treatment of chronic
diseases for “targeted individuals.” “Targeted individuals” include those who take 4 or more
medications, take any high risk medications, have 2 or more chronic diseases, and present with factors
that are likely to create a high risk of medication-related problems. The goal of the program is to
improve the quality of care and to reduce the overall cost in the treatment of such diseases. The
program would begin no later than May 1, 2010. Participating entities shall report to the Secretary on
their activities. Directs the Secretary to report to Congress. (Sec. 3503)

Program to Facilitate Shared Decision-Making. Establishes a program at HHS to facilitate
collaborative processes between patients, caregivers, or authorized representatives, and clinicians that
engages the patient, caregiver or authorized representative in decision-making; provides patients,
caregivers or authorized representatives with information about trade-offs among treatment options; and
facilitates the incorporation of patient preferences and values into the medical plan. The program
would develop, test, and disseminate educational tools for providers to assist patients, caregivers, and
authorized representatives with decision-making. Appropriates such sums necessary for FY 2010 and
each subsequent FY. (Sec. 3506)

Presentation of Prescription Benefit and Risk Management. Directs the Secretary, acting through the
Commissioner of the FDA, to determine whether the addition of quantitative summaries of the benefits
and risks of prescription drugs in a standardized format (e.g., a drug facts box) to the promotional
labeling or print advertising of such drugs would improve health care decision-making by clinicians,
patients and consumers. The Secretary shall review all available scientific evidence and research on
decision-making and social and cognitive psychology and consult with drug manufacturers, clinicians,
patients, and consumers. Not later than 1 year after the Act’s enactment, the Secretary shall report to
Congress on its review. If the Secretary determines such additional information would improve health
care decision-making by clinicians, patients, and consumers, not later than 3 years after submission of
its report, the Secretary shall promulgate proposed regulations accordingly. (Sec. 3507)
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Demonstration Program to Integrate Quality Improvement and patient Safety Training and clinical
Education of Health Professionals. Permits the Secretary to award grants to eligible entities or consortia
to carry out demonstration projects to develop and implement academic curricula that integrates quality
improvement and patient safety in the clinical education of health professionals. Directs Secretary to
report to Congress not later than 2 years after the Act’s enactment and, annually thereafter. (Sec. 3508)

Patient Navigator Program. Reauthorizes demonstration programs to provide patient navigator services
through 2015. Appropriates $3,500,000 for FY 2010 and the sums necessary for FYs 2011 through
2015. (Sec. 3510)

Authorization of Appropriations. Except where otherwise provided or amended, appropriates the
necessary sums to carry out the quality improvement provisions in sections 3501-3510. (Sec. 3511)

Medical Home/
Chronic Disease

Medical Home Pilot Program. Establishes a medical home pilot program to assess the feasibility
of reimbursing qualified patient-centered medical homes for furnishing medical home services to
beneficiaries and targeted high-need beneficiaries. There are two models in the provision: 1) the
independent patient-centered medical home, structured around a provider, is targeted at the top
half of high-need Medicare beneficiaries with multiple chronic diseases, and 2) the community
based medical home, which may include any eligible beneficiary, is targeted at a broader
population of Medicare beneficiaries and allows for State-based or non-profit entities to provide
care-management supervised by a beneficiary designated primary care provider. The independent
patient-centered medical home pilot is to begin no later than 12 months after enactment and last
for 5 years; the community based medical home pilot is to start no later than 2 years after
enactment and operate for up to 5 years. Provides approximately $1.8 billion for the pilot
programs. The Secretary is authorized to expand the program only if quality measures have been
met and budget neutrality is demonstrated. Provides that physician groups may not be paid under
the medical home pilot if they are paid under the ACO or independence at home pilots.

Appropriates $6 million from the SMI trust fund for each of fiscal years 2010-2014 for
operational costs; $200 million for each of fiscal years 2010-2014 for patient centered medical
home services; $125 million for each of fiscal years 2012-2016 for community based medical
homes; and $2.5 million for each of fiscal years 2010-2012 for implementation costs for nonprofit
or community based organizations (Sec. 1302)

Independence at Home Demonstration Program. Establishes a demonstration program (to begin
not later than January 1, 2012) to test a payment incentive and service delivery model that utilizes
physician and nurse practitioner directed home-based primary care teams designed to reduce
expenditures and improve health outcomes in the provision of items and services to applicable
beneficiaries (those with 2 or more chronic illnesses who had a nonelective hospital admission in
the last 12 months, received acute or subacute rehabilitation services in the last 12 months, has 2

State Option to Provide Health Homes for Enrollees with Chronic Conditions. 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, or with at least one serious and persistent mental health
condition, could designate a provider, a team of health care professionals, or a health team 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 of providers could be a free-
standing, virtual, or hospital-based, community health center, community mental 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. When appropriate the state will consult and
coordinate with the Substance Abuse and Mental Health Services Administration specifically in
addressing the prevention and treatment of mental illness and substance abuse.

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,
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or more functional dependencies, and meets other criteria set by the Secretary). Under the
demonstration, qualifying “independence at home medical practices” are eligible to receive an
incentive payment if aggregate expenditures for a year for applicable beneficiaries are less than
the target spending level set by the Secretary. An “independence at home medical practice” is
defined as a legal entity comprised of an individual physician or nurse practitioner, or group of
such professionals, that provides care as part of a team that includes physicians, nurses, physician
assistants, pharmacists and others with experience providing home-based primary care, make in-
home visits, and are available 24 hours a day, 7 days a week to carry out plans of care tailored to
the beneficiary’s chronic condition; includes at least 200 applicable beneficiaries; uses certain
health IT; and meets other criteria set by the Secretary.

Funding. Appropriates from the hospital and SMI trust funds $5 million for each of fiscal years
2010-2015 for administering the demonstration program. (Sec. 1312)

2011. An independent evaluation of the impact of this option on reducing hospital admissions,
emergency room visits, and admissions to skilled nursing facilities would be conducted. (Sec. 2703)

Independence at Home Demonstration Program. Creates a new demonstration program to begin not later
than January 1, 2012, for chronically ill Medicare beneficiaries to test a payment incentive and service
delivery system that utilizes physician and nurse practitioner directed home-based primary care teams
aimed at reducing expenditures and improving health outcomes. Appropriates $5 million for each of
fiscal years 2010 through 2015. (Sec. 3024)

Emergency/ Trauma
Care

Trauma Care Centers. Establishes a new program to strengthen the nation’s emergency room
and trauma center capacity. Appropriates $100,000,000 for FY 2011 and such sums necessary
for FYs 2012 through 2015. (Sec. 2551)

Emergency Care Coordination. Directs Secretary to establish, within the Office of the
Assistant Secretary for Preparedness and Response, an Emergency Care Coordination Center.
Establishes a Council of Emergency Care to provide advice and recommendations to the
Director of the Center. Secretary shall report to Congress not later than 1 year after the Act’s
enactment, and annually thereafter. Appropriates such sums necessary for FYs 2011 through
2015. (Sec. 2552)

Pilot Program to Improve Emergency Medical Care. Secretary shall award not fewer than four
multiyear contracts or competitive grants to eligible entities to support demonstration programs
that design, implement, and evaluate innovative models of regionalized, comprehensive, and
accountable emergency care systems. Appropriates $12,000,000 for FYs 2011 through 2015.
(Sec. 2553)

Assisting Veterans with Military Emergency Medical Training to Become State-Licensed or
Certified Emergency Medical Technicians (EMTs). Establishes a new program for states to
assist veterans with military emergency training. Secretary shall report to Congress annually.
The GAO shall conduct a study on the barriers experienced by veterans who received such
training during service and upon discharge or release from active duty seek to become licensed
or certified as civilian health professionals and report on such study not later than 2 years after
the Act’s enactment. Appropriates the sums necessary for FYs 2011 through 2015. (Sec.
2554)

Dental Emergency Responders: Public Health and Medical Response. Clarifies that dental

Trauma Care Centers and Service Availability. Directs the Secretary to establish 3 programs to award
grants to qualified public, nonprofit Indian Health Services, Indian tribal, and urban Indian trauma
centers to strengthen the country’s trauma care by, for example, assisting in defraying substantial
uncompensated care costs. Appropriates $100,000,000 for FY 2009 and sums necessary for FYs 2010
through 2015.

Establishes grants to the states to promote universal access to trauma care provided by trauma centers
and trauma-related physician specialties. Appropriates $100,000,000 for FYs 2010 through 2015. (Sec.
3505)

Design and Implementation of Regionalized Systems for Emergency Care. Directs the Secretary,
acting through the Assistant Secretary for Preparedness and Response, to award not fewer than 4 multi-
year 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. Participating entities shall report to the Secretary not later than 90 days after
completion of a pilot project. The Secretary shall disseminate findings to the public and Congress, as
appropriate. Appropriates $24,000,000 for FYs 2010 through 2014 for such programs.

Requires the Secretary to support emergency medical research, including pediatric emergency medical
research conducted by federal agencies. Appropriates the sums necessary for FYs 2010 through 2014
for such research. (Sec. 3504)

Extension of Ambulance Add-Ons. Extends bonus payments made by Medicare for ground and air
ambulance services in rural and other areas through the end of 2010. (Sec. 3105)
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health facilities are to be included among the medical providers whose preparedness for public
health emergencies is to be addressed in the National Health Security Strategy and that
emergency curricula and training programs may be carried out at federal dental health facilities.
(Sec. 2555)

Dental Emergency Responders: Homeland Security. Clarifies that the term “emergency
response provider” includes emergency dental personnel, agencies, and authorities. Clarifies
that the Department of Homeland Security’s Chief Medical Officer serves as the Department’s
primary point of contact with the dental as well as the medical community. Clarifies that the
operational plans for a coordinated federal response to natural and man-made disasters and
terrorism include the preparedness and deployment of dental as well as public health and
medical resources. (Sec. 2556)

Prevention and Wellness 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; federally approved vaccines and their administration; 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.
Requires the Secretary to report to Congress no later than 12 months after enactment on
barriers to the abdominal aortic aneurysm screening and to implement policies promoting
proper use of the screening for at-risk beneficiaries. (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 approved and 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.
1310)

Expansion of Medicare-Covered Preventive Services at Federally Qualified Health Centers.
Effective no later than January 1, 2011, expands Medicare reimbursements for preventive services
furnished by federally qualified health centers. (Sec. 1311)

Recognition of Certified Diabetes Providers for Purposes of Medicare Diabetes Outpatient Self-

National Prevention, Health Promotion and Public Health Council. Directs the President to establish the
National Prevention, Health Promotion and Public Health Council (the “Council”) composed of the
heads of virtually all the federal departments and agencies (e.g., HHS; DHS; Agriculture;
Transportation; FTC; etc.), and dedicated to promoting “healthy policies” at the federal level. Chairing
the Council would be the Surgeon General. 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, 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 recommendations to the President and Congress 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. Not later than July 1, 2010, and annually thereafter through January 1, 2015, the Council will
report to the President and Congress on the health promotion activities of the Council. (Sec. 4001)

Prevention and Public Health 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. Appropriates to the Fund, out of any
monies in the Treasury not otherwise appropriated - $500,000,000 for FY 2010; $750,000,000 for FY
2011; $1,000,000,000 for FY 2012; $1,250,000,000 for FY 2013; $1,500,000,000 for FY 2014; and
$2,000,000,000 for FY 2015 and thereafter. (Sec. 4002)

Clinical and Community Preventive Services Task Forces. 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 scientific evidence related to the effectiveness, appropriateness, and cost-
effectiveness of clinical preventive services, and develops recommendations for their use; and the
Community Preventive Services Task Force is a panel of individuals of varying expertise that reviews
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Management Training Services. Allows certified diabetes educators to receive payment from
Medicare directly for the provision of outpatient self-management training services. Effective for
diabetes outpatient self-management training services furnished on or after the first day of the first
calendar year that is at least 6 months after the date of enactment. (Sec. 1313)

Prevention and Wellness. Amends the Public Health Service Act by establishing a new Title
XXIII and creating 10 new sections – Sections 3111, 3121, 3131, 3141, 3142, 3143, 3151, 3161,
3162, and 3171. (Sec. 2301)

Prevention and Wellness Trust. Establishes a Prevention and Wellness Trust to be funded by
annual authorized appropriations from the Public Health Investment Fund (See Sec. 2002) of $2.4
billion in FY 2011, growing to $3.6 billion in 2015. For FY 2011 through FY 2015, allocates
funds for activities related to Prevention Task Forces, Prevention and Wellness Research,
Delivery of Community-Based Prevention and Wellness Services, and Core Public Health
Infrastructure and Activities. (Sec. 2301 adding PHSA Sec. 3111)

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. 2301 adding PHSA Sec. 3121)

Task Forces. Establishes a permanent Task Force on Clinical Preventive Services within AHRQ
to review the scientific evidence related to the benefits, effectiveness, appropriateness, and costs
of clinical preventive services identified by the task force for the purpose of developing, updating,
publishing, and disseminating evidence-based recommendations on the use of such services. (Sec.
2301 adding PHSA Sec. 3131).

Establishes a permanent Task Force on Community Preventive Services within the CDC to review
the scientific evidence related to the benefits, effectiveness, appropriateness, and costs of
community preventive services for purposes of developing, updating, publishing, and
disseminating evidence-based recommendation on the use of such services. (Sec. 2301 adding
PHSA 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. 2301 adding PHSA Sec. 3141)

the scientific evidence related to the effectiveness, appropriateness, and cost-effectiveness of community
preventive interventions, and develop recommendations for their use. Appropriates the sums necessary
to carry out the activities of both Task Forces. (Sec. 4003)

Education and Outreach Campaign Regarding Preventive Benefits. 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 across the
life span. Requires the Secretary to consult with the IOM to provide ongoing advice on evidence-based
scientific information for policy, program development and evaluation. The campaign shall be subject
to an independent evaluation every 2 years and shall report every 2 years to Congress on the
effectiveness of the campaign in meeting science-based metrics. Not later than January 1, 2011, and
every 3 years thereafter through January 1, 2017, the Secretary shall report to Congress on its efforts
with states and Medicaid enrollees with respect to preventative and obesity-related services with the goal
of reducing incidences of obesity. Appropriates the sums necessary to carry out these provisions. (Sec.
4004)

School-Based Health Centers. Establishes a grant program for eligible entities to support the operation
of “school-based health centers,” as defined in the Children‘s Health Insurance Program Reauthorization
Act of 2009. Preference will be given to school-based health centers that serve a large population of
medically underserved children. Appropriates $50,000,000 for FYs 2010 through 2014. (Sec. 4101)

Oral Healthcare Prevention Activities. Beginning 2 years after the Act’s enactment, the Secretary,
acting through the Director of CDC and in consultation with professional oral health organizations, shall
establish a 5-year national, public education campaign that is focused on oral healthcare prevention and
education. The Campaign shall be targeted to certain populations, including children, the elderly, and
pregnant women. Requires the Secretary to award demonstration grants to eligible entities to
demonstrate the effectiveness of research-based dental caries disease management activities.
Appropriates sums necessary for FYs 2010 through 2014. (Sec. 4102)

Medicare Coverage of Annual Wellness Visit Providing a Personalized Prevention Plan. Provides
coverage under Medicare for an annual wellness visit where individuals are provided a personalized
prevention plan services. The personalized plan would include a heath risk assessment, take into
account the results of the assessment, and may contain various elements including a screening schedule
for the next 5 to 10 years. No co-payment or deductible would apply. Effective on or after January 1,
2011. (Sec. 4103)

Removal of Barriers to Preventive Services in Medicare. Waives coinsurance (co-payment and
deductible) for certain preventive and screening services, an initial preventive physical examination, and
personalized prevention plan services. Such services for which coinsurance would be waived must be
recommended (rated “A” or “B”) by the U.S. Preventive Services Task Force, for any indication or
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Community Prevention and Wellness Research Grants. Provides for prevention and wellness
research grants that would be available to state or local health departments or a public or private
nonprofit entities. (Sec. 2301 adding PHSA Sec. 3142)

Research on Subsidies and Rewards to Encourage Wellness and Healthy Behaviors. Provides
grants to be awarded to public or nonprofit private entities to conduct research and demonstration
projects on the use of financial and in-kind subsidies and rewards to encourage individuals and
communities to promote wellness, adopt healthy behaviors, and use evidence-based preventive
health services (focus on tobacco use, obesity, high-risk populations). Recommendations could
lead to inclusion of a subsidy or reward in the essential benefits package, or could become an
allowable use of certain grant funds. (Sec. 2301 adding PHSA Sec. 3143)

Community Prevention and Wellness Services Grants. Provides for community prevention and
wellness services grants to assist state or local health departments or a public or private nonprofit
entities in 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 whose primary
purpose is to reduce health disparities. (Sec. 2301 adding PHSA Sec. 3151)

Public Health Infrastructure. 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. Creates a
voluntary public health accreditation program for health departments and public health
laboratories. (Sec. 2301 adding PHSA Sec. 3161)

CDC Activities. Requires the CDC to expand and improve core public health infrastructure and
activities, to address unmet and emerging public health needs, and to report to Congress. (Sec.
2301 adding PHSA Sec. 3162)

Definitions. “Core public health infrastructure” and “health disparities” are defined terms.
Permits the Secretary, pending completion of the Nation Prevention and Wellness Strategy, to
make judgments about how the strategy will address an issue and to act based on this judgment.
(Sec. 2301 adding PHSA Sec. 3171)

Extension of “WISEWOMAN” Program. Reauthorizes the NIH Well-Integrated Screening and
Evaluation for Women Across the Nation (“WISEWOMAN”) Program. Appropriates
$70,000,000 for FY 2011, $73,500,000 for FY 2012, $77,000,000 for FY 2013, $81,000,000
for FY 2014, and $85,000,000 for FY 2015. (Sec. 2525)

Healthy Teen Initiative to Prevent Teen Pregnancy. Authorizes the Secretary, through the

population. Provides that the waiver of coinsurance for colorectal cancer screening shall apply
regardless of the code that is billed for the establishment of a diagnosis as a result of the test, or for the
removal of tissue or other matter or other procedure that is furnished in connection with, as a result of,
and in the same clinical encounter as the screening test. (Sec. 4104)

Evidence-Based Coverage of Preventive Services in Medicare. As of January 1, 2010, authorizes the
Secretary to modify the coverage of certain preventive services covered by Medicare and the coverage
of the services included in the initial preventive physical examination, to the extent that such
modification is consistent with the recommendations of the U.S. Preventive Services Task Force.
Prohibits the Secretary from making payment for preventive services that have not been graded A, B, C,
or I by the Task Force. (Sec. 4105)

Improving Access to Preventive Services for Eligible Adults in Medicaid. Amends the current
Medicaid state option to provide “other diagnostic, screening, preventive, and rehabilitative services” to
include – any clinical preventive services assigned a grade of A or B by the U.S. Preventive Services
Task Force; approved vaccines recommended by the Advisory Committee on Immunization Practices
(with respect to adults); and any medical or remedial services recommended by a physician or other
licensed practitioner of the healing arts within the scope of their practice under State law, for the
maximum reduction of physical or mental disability and restoration of an individual to the best possible
functional level. States that elect to cover these additional services and waive coinsurance would
receive a 1 percent FMAP increase. Effective January 1, 2013. (Sec. 4106)

Coverage of Comprehensive Tobacco Cessation Services for Pregnant Women in Medicaid. Requires
states to cover diagnostic, therapy, and counseling services and pharmacotherapy (including prescription
and nonprescription tobacco cessation agents) for cessation of tobacco use by pregnant women who use
tobacco products or who are being treated for tobacco use by or under the supervision of a physician or
any other authorized health care professional. Waives coinsurance amounts. Effective October 1, 2010.
(Sec. 4107)

Incentives for Prevention of Chronic Diseases in Medicaid. Directs the Secretary to award grants to
states to carry out initiatives to provide incentives to Medicaid beneficiaries who successfully participate
in programs designed to promote healthy lifestyles (e.g., ceasing use of tobacco products, controlling or
reducing weight, lowering cholesterol, lowering blood pressure, and avoiding the onset of diabetes or
improving the management of diabetes) and demonstrate changes in health risk and outcomes. Grants
will be awarded beginning on January 1, 2011, or the date on which the Secretary develops program
criteria, whichever is earlier. States awarded grants shall carry out such programs within the 5-year
period from when the program begins. Requires the Secretary to report to Congress not later than
January 1, 2014 with an initial report and not later than January 1, 2016 with a final report.
Appropriates $100,000,000 for the 5-year period beginning on January 1, 2011. (Sec. 4108)
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CDC, to establish a new program that awards grants to states that conduct or support evidence-
based education programs to reduce teen pregnancy or sexually transmitted diseases. Permits
states to work with public or private nonprofit entities. Appropriates $50,000,000 for FYs 2011
through 2015. (Sec. 2526)

Implementation of Medication Management Services in Treatment of Chronic Diseases.
Establishes a program to provide grants to eligible entities to implement medication
management services provided by licensed pharmacists, as part of a collaborative approach to
the treatment of chronic diseases to improve the quality of care and reduce the overall cost of
treating such diseases. Grant program shall begin not later than May 1, 2011. (Sec. 2528)

Postpartum Depression. Encourages the Secretary to expand and intensify activities on
postpartum conditions. Directs Secretary to study the benefits of postpartum screening and
report on such study not later than 2 years after the Act’s enactment. Expresses the sense of
Congress that the Director of the National Institute of Mental Health may conduct a nationally
representative longitudinal study on the mental consequences for women of resolving a
pregnancy in various ways. Appropriates such sums necessary for FYs 2011 through 2013.
(Sec. 2529)

Grants to Promote Positive Health Behaviors and Outcomes. Establishes a new training
program for community health workers to promote positive health behaviors among
populations in medically underserved communities. Secretary shall report to Congress not later
than 4 years after awarding its first grant. Appropriates $30,000,000 for FYs 2011 through
2015. (Sec. 2530)

Diabetes Screening Collaboration and Outreach Program. Directs the Secretary, in collaboration
with the Director of the Centers for Disease Control and Prevention, to review uptake and
utilization of diabetes screening benefits and establish an outreach program to identify existing
efforts by HHS and the private and nonprofit sectors to increase awareness among seniors and
providers of diabetes screening benefits. Secretary shall report to Congress on an annual basis
regarding its activities under this section. (Sec. 2594)

Community-Based Collaborative Care Networks. Establishes a new program to support
community-based collaborative care networks – a consortium of health care providers offering
coordinated and integrated health care services for low-income populations or medically-
underserved communities. Appropriates such sums necessary for FYs 2011 through 2015.
(Sec. 2534)

Community-Based Overweight and Obesity Prevention Program. Directs the Secretary to
establish a community-based overweight and obesity prevention program consisting of

Community Transformation Grants. Authorizes the Secretary to establish a grant program, acting
through the CDC, to award competitive grants to states and local governmental agencies and
community-based organizations for the implementation, evaluation, and dissemination of evidence-
based community preventive health activities in order to reduce chronic disease rates, prevent the
development of secondary conditions, address health disparities, and develop a stronger evidence-base
of effective prevention programming. Appropriates the sums necessary for FYs 2010 to 2014. (Sec.
4201)

Healthy Aging, Living Well; Evaluation of Community-Based Prevention and Wellness Programs for
Medicare Beneficiaries. Authorizes the Secretary to establish a grant program, acting through the CDC,
to award grants to states and local health departments and Indian tribes to carry out 5-year pilot
programs to provide public health community interventions, screenings, and where necessary, clinical
referrals for individuals who are between 55 and 64 years of age. The grants shall be used to provide
services, such as public health interventions, community preventive screenings, and clinical
referrals/treatments for chronic diseases. Directs the Secretary to conduct an annual evaluation of the
pilot programs. Appropriates the sums necessary for FYs 2010 through 2014.

Directs the Secretary to conduct an evaluation of community-based prevention and wellness programs
and develop a plan for promoting healthy lifestyles and chronic disease self-management for Medicare
beneficiaries. Not later than September 30, 2013, the Secretary shall report to Congress on its findings.
Appropriates $50,000,000 to CMS from the Federal Hospital Insurance Trust Fund and the Federal
Supplemental Medical Insurance Trust Fund. (Sec. 4202)

Removing Barriers and Improving Access to Wellness for Individuals with Disabilities. Not later than
24 months after the Act’s enactment, the Architectural and Transportation Barriers Compliance Board
shall, in consultation with the Commissioner of the FDA, promulgate regulatory standards setting forth
the minimum technical criteria for medical diagnostic equipment used in (or in conjunction with)
physicians’ offices, clinics, emergency rooms, hospitals, and other medical settings. Such standards
shall ensure that equipment is accessible to, and usable by, individuals with accessibility needs. (Sec.
4203)

Immunizations. Authorizes the Secretary to negotiate and enter into contracts with manufacturers of
vaccines for the purchase and delivery of vaccines to adults. States may obtain additional quantities of
such adult vaccines through the purchase of vaccines from manufacturers at the applicable price
negotiated by the Secretary. Establishes through the CDC a demonstration program to award grants to
states to improve the provision of recommended immunizations for children, adolescents, and adults
through the use of evidence-based, population-based interventions for high-risk populations.
Reauthorizes the Immunization Program under Section 317 of the Public Health Services Act. Requires
a GAO study on the ability of Medicare beneficiaries who are 65 years or older to assess routinely
recommended vaccines covered under Medicare Part D. Not later than January 1, 2011, the GAO shall
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awarding grants and contracts to entities that plan evidence-based programs for children and
their families relating to nutrition and physical activities. Appropriates $10,000,000 for FY
2011 and such sums necessary for FYs 2012 through 2015. (Sec. 2535)

submit a report on such study to Congress. Appropriates $1,000,000 for FY 2010 out of any funds in
the Treasury not otherwise appropriated. (Sec. 4204)

Nutrition Labeling of Standard Menu Items at Chain Restaurants. Requires restaurants or similar retail
food establishments that are part of a chain with 20 or more locations doing business under the same
name (regardless of the type of ownership and locations) and offering for sale substantially the same
menu items, the restaurant or similar retail food establishment shall disclose the nutrient content for
food that is a standard menu item that is offered for sale in a written form available on the premises and
to the consumer upon request and on the menu or menu board. For food sold in vending machines, the
vending machine operator shall provide a sign in close proximity to each article of food or the selection
button that includes a clear statement on the calories included in the article of food. (Sec. 4205)

Demonstration Project Concerning Individualized Wellness Plan. Directs the Secretary to establish a
pilot program to test the impact of providing at-risk populations who utilize community health centers
an individualized wellness plan that is designed to reduce risk factors for preventable conditions as
identified by a comprehensive risk-factor assessment. The Secretary shall enter into agreements with
not more than 10 community health centers to conduct activities under the pilot program. Appropriates
sums necessary to carry out the section. (Sec. 4206)

Reasonable Break Time for Nursing Mothers. Amends the Fair Labor Standards Act of 1938 by
requiring employers to provide a reasonable break time and place for an employee to breastfeed for 1
year after the child’s birth. This section would not apply to employers with less than 50 employees if
such requirement would impose an undue hardship by causing significant difficulty or expense to the
employer. (Sec. 4207)

Research on Optimizing the Delivery of Public Health Services. Directs the Secretary, acting through
the Director of the CDC, to provide funding for research in the area of public health services and
systems. Such research shall include – (1) examining evidence-based practices relating to prevention,
with a particular focus on high priority areas as identified by the Secretary in the National Prevention
Strategy or Healthy People 2020 and including comparing community-based public health interventions
in terms of effectiveness and cost; (2) analyzing the translation of interventions from academic settings
to real world setting; and (3) identifying effective strategies for organizing, financing, or delivering
public health services in real world community settings. The Secretary shall submit an annual report to
Congress. (Sec. 4301)

Understanding Health Disparities: Data Collection and Analysis. By not later than 2 years after the
Act’s enactment, the Secretary shall ensure that any federally conducted or supported health care or
public health program, activity or survey collects and reports, to the extent practicable, data on race,
ethnicity, primary language, data at the smallest geographic level, and any data deemed appropriate by
the Secretary regarding health disparities. Directs the Secretary to analyze such data to detect and
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monitor trends in health disparities. Not later than 24 months after the Act’s enactment, the Secretary
shall implement the approaches identified in such analyses for the ongoing, accurate, and timely
collection and evaluation of data on health care disparities. Not later than 4 years after the Act’s
enactment, and 4 years thereafter, the Secretary shall report to Congress. (Sec. 4302)

CDC and Employer-Based Wellness Programs. Requires the CDC to study and evaluate best employer-
based wellness practices and provide an educational campaign and technical assistance to promote the
benefits of worksite health promotion to employers. (Sec. 4303)

Epidemiology-Laboratory Capacity Grants. Subject to availability of appropriations, the Secretary,
acting through the Director of the CDC, shall establish an Epidemiology and Laboratory Capacity Grant
Program to award grants to state health departments, local health departments, and tribal jurisdictions
that meet certain criteria determined appropriate by the Secretary. Such grants will be awarded to assist
public health agencies in improving surveillance for, and response to, infectious diseases and other
conditions of public health importance. Appropriates $190,000,000 for FYs 2010 through 2013. (Sec.
4304)

Funding for Childhood Obesity Demonstration Project. Appropriates $25,000,000 for FYs 2010
through 2014 for the demonstration project to develop a comprehensive and systematic model for
reducing childhood obesity to be developed under the Children’s Program Reauthorization Act of 2009.
(Sec. 4306)

Sense of the Senate Concerning CBO Scoring. Expresses that the Senate finds the cost of prevention
programs are difficult to estimate due in part because prevention initiatives are hard to measure and
results may occur outside the 5 and 10 year budget windows. The Senate encourages Congress to work
with CBO to develop better methodologies for scoring progress to be made in prevention and wellness
programs. (Sec. 4401)

Effectiveness of Federal Health and Wellness Initiatives. Directs the Secretary to conduct an evaluation
of such programs as they relate to changes in health status of the American public and specifically on
the health status of the federal workforce, including absenteeism of employees, the productivity of
employees, the rate of workplace injury, and the medical costs incurred by employees, and health
conditions, including workplace fitness, health food and beverages, and incentives in the Federal
Employee Health Benefits Program. Secretary must report to Congress on such evaluation. (Sec. 4402)

Workforce Issues 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

Definitions. Establishes definitions for the Health Care Workforce title of the PPACA. (Sec. 5002)

National health care workforce commission. Establishes a national commission tasked with reviewing
health care workforce and projected workforce needs. The overall goal of the Commission is to provide
comprehensive, unbiased information to Congress and the Administration about how to align Federal
health care workforce resources with national needs. Congress will use this information when providing
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supervisory staff of SNFs and to submit a report with recommendations on content and length of
training to Congress within two years of the date of enactment. (Sec. 1432)

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. Requires hospitals receiving
additional resident positions to maintain their primary care resident level. 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 instructs the Comptroller General to submit a report within 18
months of enactment including recommendations for improving residency programs. (Sec.
1505)

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

appropriations to discretionary programs or in restructuring other Federal funding sources. The
commission shall be composed of 15 members appointed by GAO, including at least one representative
of the following: health care workforce and health professionals, employers, third-party payers,
individuals skilled in health care-related research, consumers, labor unions, state/local workforce
investment boards, and educational institutions. (Sec. 5101)

State health care workforce development grants. Creates a competitive grant program for the purpose of
enabling state partnerships to complete comprehensive planning and to carry out activities leading to
coherent and comprehensive health care workforce development strategies at the State and local levels.
Grants will support innovative approaches to increase the number of skilled health care workers such as
health care career pathways for young people and adults. Planning grants would be awarded for 1 year
and up to $150,000 for “eligible partnerships” including state workforce investment boards meeting
certain membership requirements. Implementation grants would be awarded for up to 2 years for state
partnerships that received a planning grant and completed all requirements of that grant or completed an
application including a plan to coordinate with required partners and complete the required
implementation activities. State partnerships receiving a planning grant must match 15 percent of the
grant and those receiving an implementation grant must match 25 percent of the grant. Appropriates $8
million for planning grants for 2010 and such sums as may be necessary for subsequent years, and $150
million for implementation grants for 2010 and such sums as may be necessary for subsequent years.
(Sec. 5102)

Health care workforce assessment. Codifies the existing national center for health care workforce
analysis and establishes several regional centers for health workforce analysis to collect, analyze, and
report data related to Title VII (of the Public Health Service Act) primary care workforce programs. The
centers will coordinate with State and local agencies collecting labor and workforce statistical
information and coordinate and provide analyses and reports on Title VII to the Health Care Workforce
Commission under section 5101. (Sec. 5103)

Federally supported student loan funds. Eases current criteria for schools and students to qualify for
loans, shorten payback periods, and decreases the non-compliance provision to make the primary care
student loan program more attractive to medical students. (Sec. 5201)

Nursing student loan program. Increases loan amounts and updates the years for nursing schools to
establish and maintain student loan funds. (Sec. 5202)

Health care workforce loan repayment programs. Establishes a loan repayment program for pediatric
subspecialists and providers of mental and behavioral health services to children and adolescents who
are or will be working in a Health Professional Shortage Area, Medically Underserved Area, or with a
Medically Underserved Population. Appropriates $30 million for each of years 2010-2014 for pediatric
medical and surgical specialists and $20 million for each of years 2010-2013 for child and adolescent
mental and behavioral health. (Sec. 5203)
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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 2011; $54 million for FY 2012; $57 million for
FY 2013; $59 million for FY 2014; and $62 million for FY 2015. (Sec. 2235)

Public Health Investment Fund (“PHIF”). Establishes in the Treasury a fund to be appropriated
by the Committee on Appropriations for activities in the Public Health and Workforce
Development Division of the bill and are over and above the level of appropriations provided
for these activities for FY 2008. Appropriates $34 billion in the following amounts: $4.6 billion
for FY 2011; $5.6 billion for FY 2012; $6.9 billion for FY 2013; $7.8 billion for FY 2014; and
$9 billion for FY 2015. (Sec. 2002)

Deficit neutrality. Establishes that funds are available only for the purposes described in Division
C. Requires, for estimation purposes, that funds be treated as direct spending, that they be
attributed to this Act, and that future appropriations be included in the list of mandatory
appropriations. (Sec. 2003)

Community Health Centers: Increased Funding. Authorizes an additional $12 billion for
community health centers to be appropriated from the PHIF in the following amounts: $1 billion
for FY 2011; $1.5 billion for FY 2012; $2.5 billion for FY 2013; $3 billion for FY 2014; and $4
billion for FY 2015. Such funds are over and above the level of appropriations provided for FY
2008. (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 maximum loan repayment from $35,000 to $50,000 and
includes an update to reflect annual inflation beginning in FY 2012. Appropriates an additional

Public health workforce recruitment and retention program. Establishes the Public Health Workforce
Loan Repayment Program to ensure an adequate supply of public health professionals to eliminate
shortages in federal, state, local, or tribal public health agencies. Offers loan repayment to public health
students and workers in exchange for working at least 3 years at a federal, state, local, or tribal public
health agency. Authorizes $195 million for 2010 and such sums as may be necessary for 2011-2015.
(Sec. 5204)

Allied health workforce recruitment and retention program. Offers loan repayment to allied health
professionals employed at public health agencies or in settings providing health care to patients,
including acute care facilities, ambulatory care facilities, residences, and other settings located in Health
Professional Shortage Areas, Medically Underserved Areas, or serving Medically Underserved
Populations. (Sec. 5205)

Grants for States and local programs. Awards scholarships to mid-career public and allied health
professionals employed in public and allied health positions at the Federal, State, tribal, or local level to
receive additional training in public or allied health fields. Authorizes $60 million for 2010 and such
sums as may be necessary for 2011-2015. Fifty percent shall be allotted to public health mid-career
professionals and 50% to allied health mid-career professionals. (Sec. 5206)

Funding for National Health Service Corps. Increases and extends the authorization of appropriations for
the National Health Service Corps scholarship and loan repayment program for 2010-2015. Authorizes a
total of $2.7 billion for the period 2010-2015; for 2016 and subsequent years, authorizes the amount
appropriated in the prior year adjusted by a certain percentage based on the costs of education and the
number of individuals residing in health professions shortage areas. (Sec. 5207)

Nurse-managed health clinics. Strengthens the health care safety-net by creating a $50 million grant
program administered by HRSA to support nurse-managed health clinics. (Sec. 5208)

Elimination of cap on commissioned corps. Eliminates the artificial cap on the number of Commissioned
Corps members, allowing the Corps to expand to meet national public health needs. (Sec. 5209)

Establishing a Ready Reserve Corps. Establishes a Ready Reserve Corps within the Commissioned
Corps for service in times of national emergency. Ready Reserve Corps members may be called to
active duty to respond to national emergencies and public health crises and to fill critical public health
positions left vacant by members of the Regular Corps who have been called to duty elsewhere.
Authorizes $5 million for recruitment and training and $12.5 million the Ready Reserve Corps for each
of fiscal years 2010-2014. (Sec. 5210)

Training in family medicine, general internal medicine, general pediatrics, and physician assistantship.
Provides grants and contracts to support and develop primary care training programs through accredited
public or nonprofit hospitals, schools of medicine, physician assistant training programs or other public
or nonprofit entities the Secretary determines are capable of carrying out a grant or contract. Provides
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$1.8 billion over the period 2011-2015 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)

Frontline Health Providers. Establishes a loan repayment program to address health care needs in
geographic areas (“health professional needs areas”) not currently recognized as health
professional shortage areas. Eligible providers include those who qualify to participate in the
National Health Service Corps as well as other categories of physicians and health professionals.
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 that 90 percent of the funds obligated
will be for physicians providing primary care services and 10 percent will be for other
professionals. (Sec. 2211)

Primary Care Student Loan Funds. Revises current guidelines pertaining to the submission of
financial information of a student’s family for the purpose of determining the financial resources
available to the student to support his/her health profession education. Requires the Secretary to
take into account the extent to which an individual is financially independent in determining
whether to require or authorize the submission of financial information of the individual’s family
members. (Sec. 2212)

Training Programs. Provides funding to support primary care training programs (family medicine,
general internal medicine, general pediatrics, geriatrics, and physician assistants) and to build
academic capacity in primary care. 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 (funding to support training programs for general, pediatric, and public health dentists
and dental hygienists) and provides loan repayment for students agreeing to serve as faculty
members. Establishes a program to provide support for the development and operation of training
programs for medical residents in community-based settings such as community health centers.
(Sections 2213, 2214, and 2215)

Appropriates from the PHIF for the above programs $240 million for FY 2011; $253 million for
FY 2012; $265 million for FY 2013; $278 million for FY 2014; and $292 million for FY 2015.
(Sec. 2216)

Study on Effectiveness of Scholarships and Loan Repayments. Requires GAO to conduct a study
on the effectiveness of scholarships and loan repayments offered through both the National Health
Service Corps and the Frontline Health Provider Program in encouraging individuals to pursue

grants or contracts for capacity building in primary care through accredited schools of medicine. Grants
or contracts will develop and operate training programs, provide financial assistance to trainees and
faculty, enhance faculty development in primary care and physician assistant programs, and to establish,
maintain, and improve academic units in primary care. Priority is given to programs that educate
students in team-based approaches to care, including the patient-centered medical home. Awards would
be for a period of 5 years. Authorizes $125 million for 2010 and such sums as may be necessary for
2011-2014. (Sec. 5301)

Training opportunities for direct care workers. Provides grants for entities to provide new training
opportunities for direct care workers employed in long-term care settings. Eligible entities are
institutions of higher education that have established a public-private educational partnership with a
long-term care facility or agency or entity providing home and community based services to individuals
with disabilities or other long-term care providers. Eligible individuals are those enrolled in the
institution who agree to work in the field of geriatrics, disability services, long term care services and
supports or chronic care management for at least 2 years. Authorizes $10 million for the period 2011-
2013. (Sec. 5302)

Training in general, pediatric, and public health dentistry. Reinstates dental funding in Title VII of the
Public Health Service Act. Allows dental schools and education programs to use grants for pre-doctoral
training, faculty development, dental faculty loan repayment, and academic administrative units.
Authorizes $30 million for 2010 and such sums as may be necessary for 2011-2015. (Sec. 5303)

Alternative dental health care provider demonstration project. Authorizes the Secretary to award grants
to establish training programs for alternative dental health care providers to increase access to dental
health care services in rural, tribal, and underserved communities. Authorizes such sums as may be
necessary. (Sec. 5304)

Geriatric education and training; career awards; comprehensive geriatric education. Authorizes funding
for grants or contracts with geriatric education centers to support training in geriatrics, chronic care
management, and long-term care for faculty in health professions schools and family caregivers; develop
curricula and best practices in geriatrics; expand the geriatric career awards to advanced practice nurses,
clinical social workers, pharmacists, and psychologists; and establish traineeships for individuals who
are preparing for advanced education nursing degrees in geriatric nursing. Establishes awards for
advanced practice nurses, social workers, pharmacists, or psychology students who are pursuing
advanced degrees in geriatrics or related fields and agree to teach or practice in the field of geriatrics,
long term care or chronic care management for at least 5 years. Authorizes $10.8 million for education
centers for 2011-2014 and $10 million for individual awards for 2011-2013. (Sec. 5305)

Mental and behavioral health education and training grants. Awards grants to schools for the
development, expansion, or enhancement of training programs in social work, graduate psychology,
professional training in child and adolescent mental health, and pre-service or in-service training to
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and maintain careers in primary care and to practice in underserved areas. (Sec. 2217)

Nursing Workforce: Amendments to Public Health Service Act. Makes improvements in nursing
programs, including providing for advanced education nursing grants; increasing loan repayment
benefits for nursing students and faculty; extending loan repayment to those individuals who
agree to serve as a nurse faculty member for not less than two years; removing the cap on awards
for nursing students pursuing a doctoral degree; and clarifying that nurse-managed health centers
are eligible for grant awards. Authorizes an additional $638 million from the PHIF for various
nursing programs: $115 million for FY 2011; $122 million for FY 2012; $127 million for FY
2013; $134 million for FY 2014; and $140 million for 2015. Such funds are over and above the
level of appropriations provided for FY 2008. (Sec. 2221)

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 and a report to Congress. (Sec. 2243) Appropriates from the Public
Health Investment Fund for Health Professions Training for Diversity: $90 million for FY
2011; $97 million for FY 2012; $100 million for FY 2013; $104 million for FY 2014; and $110
million for FY 2015. (Sec. 2281)

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

Advisory Committee on Health Workforce Evaluation and Assessment. Creates an Advisory
Committee on Health Workforce Evaluation and Assessment, which would 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)

Health Workforce Assessment. 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. Provides for grants and contracts for health workforce analysis. (Sections 2271)

Appropriations. Appropriates from the Public Health Investment Fund for the Advisory
Committee on Health Workforce Evaluation and Assessment, and Health Workforce

paraprofessionals in child and adolescent mental health. Authorizes a total of $35 million for 2010-
2013. (Sec. 5306)

Cultural competency, prevention, and public health and individuals with disabilities training.
Reauthorizes and expands programs to support the development, evaluation, and dissemination of model
curricula for cultural competency, prevention, and public health proficiency and aptitude for working
with individuals with disabilities training for use in health professions schools and continuing education
programs. Authorizes such sums as may be necessary for 2010-2015. (Sec. 5307)

Advanced nursing education grants. Strengthens language for accredited Nurse Midwifery programs to
receive advanced nurse education grants in Title VIII of the Public Health Service Act. (Sec. 5308)

Nurse education, practice, and retention grants. Awards grants to nursing schools to strengthen nurse
education and training programs and to improve nurse retention. Authorizes such sums as may be
necessary for 2010-2012. (Sec. 5309)

Loan repayment and scholarship program. Adds faculty at nursing schools as eligible individuals for
loan repayment and scholarship programs. (Sec. 5310)

Nurse faculty loan program. Establishes a Federally-funded student loan repayment program for nurses
with outstanding debt who pursue careers in nurse education. Nurses agree to teach at an accredited
school of nursing for at least 4 years within a 6-year period. Payments to individuals who completed a
master’s or equivalent degree in nursing may not exceed $10,000 per calendar year or $40,000 total
during 2010-2011; payments to individuals who completed a doctorate or equivalent degree in nursing
may not exceed $20,000 per calendar year or $80,000 total during 2010-2011. Authorizes such sums as
may be necessary for 2010-2014. (Sec. 5311)

Authorization of appropriations for parts B through D of title VIII. Authorizes $338 million to fund
Title VIII of the Public Health Service Act nursing programs. (Sec. 5312)

Grants to promote the community health workforce. Authorizes the Secretary to award grants to States,
public health departments, clinics, hospitals, Federally qualified health centers, and other nonprofits to
promote positive health behaviors and outcomes in medically underserved areas through the use of
community health workers. Community health workers offer interpretation and translation services,
provide culturally appropriate health education and information, offer informal counseling and guidance
on health behaviors, advocate for individual and community health needs, and can provide some direct
primary care services and screenings. Authorizes such sums as may be necessary for 2010-2014. (Sec.
5313)

Fellowship training in public health. Authorizes the Secretary to address workforce shortages in State
and local health departments in applied public health epidemiology and public health laboratory science
and informatics. Authorizes $39.5 million for the programs under this section for each of 2010-2013 of
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assessment: $87 million for FY 2011; $97 million for FY 2012; $103 million for FY 2013;
$105 million for FY 2014; and $113 million for FY 2015. (Sec. 2281)

Comprehensive Programs to Provide Education to Nurses and Create a Pipeline to Nursing.
Authorizes Secretary of Labor to award grants to address the projected shortage of nurses by
funding comprehensive programs to create career ladders to nursing for incumbent ancillary
health care workers, increase the capacity for educating nurses, and provide training programs
through education and training organizations jointly administered by health care providers and
health care labor organizations. Awards grants not later than 6 months after the Act’s
enactment. Appropriates the sums necessary for FYs 2011 through 2015. (Sec. 2521)

Mental and Behavioral Health Training. Establishes an interdisciplinary mental and behavioral
health training program consisting of grant awards and contracts. Requires an annual report on
the program from the Secretary. Appropriates $60,000,000 for FYs 2011 through 2015, with
not less than 15% to be used for training programs in psychology. (Sec. 2522)

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. Appropriates $50,000,000 for FY 2011 and such sums
necessary for FYs 2012 through 2015. Awards grants not later than July 1, 2010. (Sec. 2511)

Nurse-Managed Health Centers. Establishes a grant program to develop “nurse-manage health
centers,” as defined in section 801. Grants will be made only to entities that agree to provide,
from non-Federal sources, an amount equal to 20% of the amount of the grant. Directs an
annual report from the Secretary on the program. Appropriates such sums necessary for FYs
2011 through 2015. (Sec. 2512)

Federally Qualified Behavioral Health Centers. Sets forth criteria for the certification of federally
qualified behavioral health centers and recognizes the role of such centers as safety net providers
for individuals with behavioral, mental health, and substance abuse disorders. (Sec. 2513)

Web Site on Health Care Labor Market and Related Educational and Training Opportunities.
Directs Secretary of Labor to establish and maintain a web site to serve as a comprehensive
source of information, searchable by workforce region, on the health care labor market and related
educational and training opportunities. (Sec. 2590)

Online Health Workforce Training Programs. Instructs Secretary to award National Health
Workforce Online Training Grants on a competitive basis to eligible entities to enable entities to

which $5 million shall be made available for the epidemiology fellowship training program, $5 million
for laboratory fellowship training programs, $5 million for the public health informatics fellowship
programs, and $24.5 million for expanding the Epidemic Intelligence Service. (Sec. 5314)

United States Public Health Sciences Track. Directs the Surgeon General to establish a U.S. Public
Health Sciences Track to train physicians, dentists, nurses, physician assistants, mental and behavior
health specialists, and public health professionals emphasizing team-based service, public health,
epidemiology, and emergency preparedness and response in affiliated institutions. Students receive
tuition remission and a stipend and are accepted as Commission Corps officers in the U.S. Public Health
Service with a 2-year service commitment for each year of school covered. Funds these activities with
such sums as may be necessary from the Public Health and Social Services Emergency Fund beginning
with 2010. (Sec. 5315)

Centers of excellence. The Centers of Excellence program, which develops a minority applicant pool to
enhance recruitment, training, academic performance and other supports for minorities interested in
careers in health, is reauthorized at 150 percent of 2005 appropriations, $50 million, and such sums as
are necessary for subsequent fiscal years. (Sec. 5401)

Health professions training for diversity. Provides scholarships for disadvantaged students who commit
to work in medically underserved areas as primary care providers, and expands loan repayments for
individuals who will serve as faculty in eligible institutions. Funding is increased from $37 to $51
million for 2009 through 2013. (Sec. 5402)

Interdisciplinary, community-based linkages. Authorizes a total of $130 million for each of fiscal years
2010-2014 to establish community-based training and education grants for Area Health Education
Centers (AHECs) and Programs. Two programs are supported - Infrastructure Development Awards and
Points of Service Enhancement and Maintenance Awards - targeting individuals seeking careers in the
health professions from urban and rural medically underserved communities. (Sec. 5403)

Workforce diversity grants. Expands the allowable uses of nursing diversity grants to include
completion of associate degrees, bridge or degree completion program, or advanced degrees in nursing,
as well as pre-entry preparation, advanced education preparation, and retention activities. (Sec. 5404)

Primary care extension program. Creates a Primary Care Extension Program to educate and provide
technical assistance to primary care providers about evidence-based therapies, preventive medicine,
health promotion, chronic disease management, and mental health. The Agency for Healthcare Research
and Quality (AHRQ) will award planning and program grants to State hubs including, at a minimum, the
State health department, State-level entities administering Medicare and Medicaid, and at least one
health professions school. These State hubs may also include Quality Improvement Organizations,
AHECs, and other quality and training organizations. Authorizes $120 million for each of fiscal years
2011 and 2012 and such sums as may be necessary for 2013 and 2014. (Sec. 5405)
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carry out training for individuals to attain or advance in health care occupations. Appropriates
$50,000,000 for FYs 2011 through 2020. Also establishes grants to eligible postsecondary
education institutions to provide clearinghouse services. Appropriates $1,000,000 for FYs 2011
through 2020. (Sec. 2591)

Secondary School Health Sciences Training Program. Directs Secretary to establish a health
sciences training program consisting of awarding grants and contracts to prepare secondary school
students for careers in health professions. Appropriates such sums necessary for FYs 2011
through 2015. (Sec. 2533)

Expanding access to primary care services and general surgery services. Beginning in 2011, provides
primary care practitioners, as well as general surgeons practicing in health professional shortage areas,
with a 10 percent Medicare payment bonus for five years. Half of the cost of the bonuses would be
offset through an across-the-board reduction in all other Services through the conversion factor. (Sec.
5501)

Distribution of additional residency positions. Beginning July 1, 2011, directs the Secretary to
redistribute residency positions that have been unfilled for the prior three cost reports and directs those
slots for training of primary care physicians. In distributing the residency slots under this section,
special preference will be given to programs located in States with a low physician resident to general
population ratio and to programs located in States with the highest ratio of population living in a health
professional shortage area (HPSA) relative to the general population. (Sec. 5503)

Counting resident time in outpatient settings and allowing flexibility for jointly operated residency
training programs. Modifies rules governing when hospitals can receive indirect medical education
(IME) and direct graduate medical education (DGME) funding for residents who train in a non-provider
setting so that any time spent by the resident in a non-provider setting shall be counted toward DGME
and IME if the hospital incurs the costs of the stipends and fringe benefits. (Sec. 5504)

Rules for counting resident time for didactic and scholarly activities and other activities. Modifies
current law to allow hospitals to count resident time spent in didactic conferences toward IME costs in
the provider (i.e., hospital) setting (effective for cost reporting periods beginning on or after October 1,
2001) and toward DGME in the non-provider (i.e., non-hospital) setting (effective for cost reporting
periods beginning on or after July 1, 2009). (Sec. 5505)

Preservation of resident cap positions from closed hospitals. Directs the Secretary to redistribute
medical residency slots from a hospital that closes on or after the date that is two years before enactment
of the this legislation based on certain criteria. (Sec. 5506)

Demonstration project to address health professions workforce needs; extension of family-to-family
health information centers. 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 demonstration grant is to serve low-income persons including
recipients of assistance under State Temporary Assistance for Needy Families (TANF) programs. Also
establishes a demonstration program to competitively award grants for 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 the demonstration programs for each of fiscal years 2010-2014. Extends
funding for family-to-family health information centers at $5 million for 2010-2012. (Sec. 5507)

Increasing teaching capacity. Directs the Secretary to establish a grant program to support new or
expanded primary care residency programs at teaching health centers and authorizes $25 million for
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2010, $50 million for 2011 and 2012 and such sums as may be necessary for each fiscal year thereafter
to carry out such program. Also provides $230 million in funding under the Public Health Service Act
for 2011-2015 to cover the indirect and direct expenses of qualifying teaching health centers related to
training primary care residents in certain expanded or new programs. (Sec. 5508)

Graduate nurse education demonstration program. This provision directs the Secretary to establish a
demonstration program for up to 5 eligible hospitals to increase graduate nurse education training under
Medicare and authorizes $50 million to be appropriated from the Medicare Hospital Insurance Trust
Fund for each of the fiscal years 2012 through 2015 for such purpose. (Sec. 5509)

Spending for Federally Qualified Health Centers (FQHCs). Authorizes the following appropriations:
2010 - $2.98 billion; 2011 - $3.86 billion; 2012 - $4.99 billion; 2013 - $6.44 billion; 2014 - $7.33
billion; 2015 - $8.33 billion. For 2016 and subsequent years, authorizes the amount for the prior year
adjusted by a percentage based on the increase in costs per patient served and the increase in the number
of patients served. (Sec. 5601)

Negotiated rulemaking for development of methodology and criteria for designating medically
underserved populations and health professions shortage areas. Directs the Secretary, in consultation
with stakeholders, to establish a comprehensive methodology and criteria for designating medically
underserved populations and Health Professional Shortage Areas. (Sec. 5602)

Reauthorization of Wakefield Emergency Medical Services for Children Program. Reauthorizes
program to award grants to States and medical schools to support the improvement and expansion of
emergency medical services for children needing trauma or critical care treatment. (Sec. 5603)

Co-locating primary and specialty care in community-based mental health settings. Authorizes $50
million in grants for coordinated and integrated services through the co-location of primary and specialty
care in community-based mental and behavioral health settings. (Sec. 5604)

Key national indicators. Establishes a Commission on Key National Indicators to conduct a
comprehensive oversight of a newly established key national indicators system, with a required annual
report to Congress. (Sec. 5605)

Fraud and Abuse Increased Funding for HCFAC Fund. Appropriates an additional $100 million to the HCFAC
Fund for each year beginning in 2011. Grants the Secretary increased flexibility in pursuing
fraud and abuse under 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

Provider Screening and Other Enrollment Requirements Under Medicare, Medicaid, and CHIP.
Requires the Secretary to screen all providers and suppliers participating in Medicare, Medicaid, and
CHIP. Screening will include licensure checks, and the Secretary may impose additional screening
measures, such as criminal background checks, fingerprinting, unscheduled and unannounced site visits,
database checks, and other screening mechanisms, as determined appropriate based on the risk of fraud,
waste, and abuse. Application fees would be imposed on providers and suppliers to cover the costs of
screening. A hardship exception to the fee would be permitted, as would a waiver of the fee for
Medicaid providers for whom the state can demonstrate the fee would impede beneficiary access to
care. Screening will begin: (i) for providers who are not enrolled in these programs as of the date of
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submitted to the Federal health programs during a time when the person has been excluded
from program participation. Will apply to violations committed on or after January 1, 2010.
(Sections 1611, 1612, 1613. and 1615)

Enhanced Hospice Program Safeguards. Adds a new section to Title XVIII of 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 or all of a hospice’s payments,
appointment of temporary management, correction action plans, or in-service staff training. (Sec.
1614 adding Sec.1819A)

Applies the Hospice Program Safeguards to hospices providing care under the CHIP program.
(Sec. 1614 adding Sec. 2114)

Provides increased penalties for provision of false information or marketing violations by
Medicare Advantage and Part D plans. Will apply to violations committed on or after January
1, 2010. (Sections 1616, 1617)

Allows for enhanced penalties for obstruction of program audits. Will apply to violations
committed on or after January 1, 2010. (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)

Clarifies OIG authority to exclude from federal health care programs officers and owners of
entities who knew or should have known of violations at the time the violations occurred. (Sec.
1620)

Requires the Secretary, in cooperation with the Inspector General, to establish within 6 months of
enactment a protocol that allows health care providers to disclose actual or potential violations of
the SSA’s self-referral prohibitions. The Secretary may reduce the penalty amount owed by
individuals who follow the self-referral disclosure protocol (SRDP). Within 18 months after the
SRDP is established, the Secretary is required to submit a report on the implementation of this
section. (Sec.1621)

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

enactment on or after the date that is 1 year after enactment; (ii) for providers already enrolled in these
programs as of the date of enactment on or after the date that is 2 years after enactment, and (iii) for the
revalidation of providers beginning 180 days after such date of enactment. Imposes new disclosure
requirements on providers and suppliers enrolling in Medicare by requiring these providers and
suppliers to report any current or previous affiliation with a provider of medical or other items or
services or supplier that has uncollected debt, has been or is subject to a payment suspension, has been
excluded from participation in a federal or state health program, or has had its billing privileges denied
or revoked (on or after the date that is 1 year after the date of enactment). Secretary could impose a
moratorium on enrollment of new providers and suppliers if necessary to prevent or combat fraud,
waste, or abuse. Requires providers and suppliers to establish compliance programs as a condition of
enrollment. Grants states authority to impose similar screening efforts in state Medicaid programs. (Sec.
6401)

Medicare and Medicaid Program Integrity Provisions. Requires CMS to complete development of the
Integrated Data Repository (IDR), which would expand existing program integrity data sources and data
sharing across Federal agencies (Medicare, Medicaid, CHIP, health-related programs administered by
the Departments of Veterans Affairs (VA) and Defense (DOD), the Social Security Administration, and
the Indian Health Service (IHS). Grants the OIG and the Attorney General access to the database. (Sec.
6402)

Program Sanctions. Allows the Secretary to impose an appropriate administrative penalty if an
individual knowingly participated in a Federal health care fraud offense or conspiracy to commit an
offense. (Sec. 6402)

Overpayments. Any person who knows of an overpayment would be required to return the
overpayment to the Secretary, the state, or a Medicare contractor by the later of: 60 days after the date
on which the overpayment was identified or the date any corresponding cost report is due. (Sec. 6402)

National Provider Identifier. Requires the Secretary to promulgate a regulation no later than January 1,
2011 requiring all providers and suppliers that qualify for a national provider identifier to include this
identifier on all applications for enrollment. (Sec. 6402)

Medicaid Statistical Information System. Permits the withholding of federal matching payments for
states that fail to report enrollee encounter data in the Medicaid Statistical Information System. (Sec.
6402)

Permissive Exclusions. Allows permissive exclusions for individuals or entities that knowingly make
false statements or misrepresentations of material facts. (Sec. 6402)

Deterrence/Civil and Criminal Penalties. The CMP law would be amended in several respects to
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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 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 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 beginning with contract year 2011.
(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 a
compliance program. Requires the Secretary to determine a timeline for implementation of
such programs by providers of services and suppliers. The Secretary may not enroll (or renew
the enrollment of) a provider of services or a supplier (other than a physician or a skilled
nursing facility), if such provider of services or supplier fails to establish a compliance
program. Also allows the Secretary to conduct a pilot program with a category of providers of
services or suppliers (other than physicians and skilled nursing facilities) determined to be at
risk for waste, fraud, and abuse before full implementation of the compliance program
requirements. References Section 1819(d)(1)(C) related to the compliance and ethics programs
required for SNFs. Specifies that nothing in the subsection will exempt a physician from
participating in a compliance program established by a health care provider or other entity with
which the physician is employed or affiliated. (Sec. 1635) Requires a similar compliance

increase penalties to $50,000 for each false statement or misrepresentation. Amends the Anti-Kickback
statute so that a claim that includes items or services violating the statute would also constitute a false or
fraudulent claim. Also amends the intent requirement so that a person need not have actual knowledge
or specific intent to commit a violation of this section. (Sec. 6402)

Subpoena Authority. Grants the Secretary subpoena authority in exclusion-only cases. (Sec. 6402)

Surety Bond Requirements. Allows the Secretary to determine surety bond requirements for DME and
home health providers based on an amount commensurate with the volume of the billing of the provider.
(Sec. 6402)

Suspension of Payments. Secretary may suspend Medicare and Medicaid payments to a provider or
supplier pending an investigation of fraud. (Sec. 6402)

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 and Medicare
Integrity Program funding. (Sec. 6402)

Medicare and Medicaid Integrity Programs. Requires entities that are enrolled in Medicare and
Medicaid to submit performance statistics on the number of fraud referrals, overpayments recovered,
and return on investment. (Sec. 6402)

Transition from Healthcare Integrity and Protection Data Bank to the National Practitioner Data Bank.
Requires Secretary to maintain a data collection program for the reporting of final adverse actions
against health care providers. Provides for a transition period and 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. Allows reasonable fees to be charged for the disclosure of
information, but provides access to the NPDB free of charge to the Secretary of Veterans Affairs for one
year. (Sec. 6403)

Payment. The maximum period for submission of Medicare claims would be reduced to not more than
12 months. Effective for services furnished on or after January 1, 2010. For services furnished before
January 1, 2010 claims must be submitted no later than December 31, 2010. (Sec. 6404)

Requirements Related to Durable Medical Equipment and Home Health. Requires physicians, who
order durable medical equipment or home health services that are billable to Medicare, to be Medicare
participating physicians or eligible professionals, as determined by the Secretary. 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. 6405)
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program for Medicaid suppliers and 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 on or 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 that are billable to Medicare, to
be Medicare participating physicians or eligible professionals, as determined by the Secretary,
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 and other
than with respect to encounters that are incident to services involved) 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. Applies the face-to-face encounter requirements for home health services,
durable medical equipment, and any other applicable item or service identified by the Secretary
to items or services paid for under Medicaid or CHIP. (Sec. 1639)

Subpoena Authority. Extends the Secretary’s testimonial subpoena authority to program
exclusion investigations. Secretary may delegate authority to the OIG or the Administrator of
CMS. Effective for investigations beginning on or after January 1, 2010. (Sec. 1640)

Overpayments. Requires the reporting and returning of Medicare 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, penalties, or
other civil or criminal sanctions if it is determined later that the reason for the overpayment was
related to fraud or other intentional conduct by the provider or supplier or the employees or

Allows the Secretary to revoke enrollment for a period of not more than one year for each act for 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. Amends provisions related to the OIG’s
exclusion authority to include physicians and suppliers who fail to maintain or provide access to this
documentation. Effective January 1, 2010. (Sec. 6406)

Requires physicians to have a face-to-face encounter (or through the use of telehealth and other than
with respect to encounters that are incident to services involved) with patients within a reasonable
timeframe as determined by the Secretary under Part A or within six months or a reasonable time as
determined by the Secretary under Part B prior to certification or re-certification for home health
services under Medicare. Payment for durable medical equipment is subject to this requirement and
the face-to-face encounter must occur within six months of the written order. 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. Applies the face-to-face encounter
requirements for home health services, durable medical equipment, and any other applicable item or
service identified by the Secretary to items or services paid for under Medicaid. (Sec. 6407)

Enhanced Penalties. Applies CMPs of $15,000 for each day an entity fails to provide timely access,
upon reasonable request, to the Inspector General of the Department of HHS for the purpose of audits,
investigations, evaluations, or other statutory functions. Also applies CMPs of $50,000 for each false
record or statement made to a Federal health care program. Applies penalties in Section 1857(g)(2) of
the SSA to an expanded list of violations by Medicare Advantage (MA) or Part D plans that includes: (1)
enrollment of individuals in a MA or Part D plan without their consent, (2) transfer of an individual from
one plan to another for the purpose of earning a commission, (3) failure to comply with marketing
restrictions or applicable implementing regulations or guidance, or (4) the employment of or contracting
with an individual or entity that commits a violation. (The expanded list of violations for MA and PDPs
takes effect on the date of enactment of the Act.) Also ensures timely inspections relating to contracts
with MA organizations. Amends the penalties for MA and Part D plans that misrepresent or falsify
information. Allows the Secretary to exclude from federal programs any individual or entity that has
been convicted of obstructing an audit conducted in relation to certain specified criminal offenses. Apart
from the expanded list of violations for MA and PDPs, the provisions of this section are effective for
acts committed on or after January 1, 2010. (Sec. 6408)

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. Secretary may reduce the amount due for the violations
based on a number of mitigating factors. (Sec. 6409)

Expansion of the Recovery Audit Contractor (RAC) Program. Expands RAC program to Medicaid and
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agents of such providers or suppliers. (Sec. 1641)

Requires State Medicaid programs to return the federal share of overpayments made to
providers due to fraud within one year. Effective for overpayment discovered on or after the
date of enactment. (Sec. 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. A similar Medicaid provision can be found in Section 1759. (Sec. 1644)

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

Requires providers and supplier payments under Medicare to be made through direct deposit or
electronic funds transfer at an insured depository institution. Effective no later than July 1, 2012
regardless of when the items and services were furnished. (Sec. 1646)

Establishes an Office of Inspector General within the Health Choices Administration, which will
be headed by the Inspector General for the Health Choices Administration (appointed by the
President with advice and consent of the Senate). Grants the Inspector General authority to
conduct, supervise, and coordinate audits, evaluations, and investigations of the Exchange and
other programs and operations of the Health Choices Administration. Effective as of the date of
enactment. (Sec. 1647)

Access to Information. Provides officers, employers, and contractors of HHS, along with the
Inspector General of HHS, the Administrator of CMS, and the Attorney General access to
information necessary to identify fraud, waste, and abuse to the extent consistent with
applicable law. (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.

Medicare Parts C and D. Requires RACs to ensure that MA and PDPs implement anti-fraud plans. (Sec.
6411)

Termination of Provider Participation. Terminates a provider’s participation in Medicaid if enrollment
under Medicare or another state plan is terminated. (Sec. 6501)

Medicaid Exclusion from Participation. Requires State Medicaid agencies to exclude from Medicaid
participation for a period any entity that owns, controls, or manages an entity or is owned, controlled, or
managed by an individual or entity that has unpaid overpayments, is suspended or excluded from
participation, or is affiliated with an entity that has been suspended or excluded. (Sec. 6502)

Required Registration under Medicaid. Requires agents, clearinghouses, and other alternate payees to
register under Medicaid. (Sec. 6503)

Required Reporting Under Medicaid Management Information System (MMIS). For contract years
beginning on or after January 1, 2010, requires entities (including managed care organizations) to report
additional data elements under MMIS as the Secretary determines necessary. (Sec. 6504)

Prohibited Payments. Prohibits payments to institutions located outside the United States. (Sec. 6505)

Overpayments. Effective on enactment, extends the period for collection of overpayments from 60 days
to 1 year. Where a final determination on the amount of the overpayment has not been made within a
year, no adjustment in the Federal payment will be made before the date that is 30 days after the date of
a final judgment. (Sec. 6506)

National Correct Coding Initiative. Effective October 1, 2010, requires states to use the National Correct
Coding Initiative. (Sec. 6507)

General Effective Date. The general effective date for provisions in this subtitle is January 1, 2011. (Sec.
6508)

Prohibition on False Statements and Representations. Prohibits any person, in connection with a plan or
other arrangement that is a multiple employer welfare arrangement, from making a false statement in
connection with the marketing or sale of such plan. Applies criminal penalties to violations of this
section. (Sec. 6601)

Clarifying Definition. (Sec. 6602)

Development of Model Uniform Report Form. Requires the Secretary to request that the National
Association of Insurance Commissioners (NAIC) develop a model uniform report form for private


