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I.
INTRODUCTION

A.
The Mission of the Health Care Reform Study Group: 

The Health Care Reform Study Group was formed by the Health Law Section of the Maryland State Bar Association for the purpose of reviewing in detail the various reform proposals now pending before Congress, and summarizing them for the members of the Health Law Section, other members of the Maryland State Bar Association, legislative and political leaders, information media, and the general public.

It is our intent to give a detailed, accurate and objective description of the various proposals. We will also flag in particular those areas of the reform effort which may call for changes in Maryland law.

In this first installment of our study, the Study Group has summarized what is being referred to as the “Tri-Committee Draft.” This document was jointly issued by the three committees of the House of Representatives with jurisdiction over health care matters, the House Ways and Means Committee, the House Energy and Commerce Committee and the House Education and Labor Committee.

This 850-page document provides the template for the House as it considers health care reform. The bill addresses reforms in the private insurance industry, the creation of a health care exchange or structured marketplace for individuals and small businesses, reforms in the Medicare, Medicaid and State Children’s Health Insurance Program (SCHIP), changes in Project Integrity to prevent fraud and abuse of the system, measures addressing the health care work force, preventive care, and improvements in the public health infrastructure of the country.

At this writing, the Senate Health Education, Labor and Pension (HELP) Committee has also released a draft of a proposed bill. However, this bill is not as comprehensive as the Tri-Committee Draft because the Senate HELP committee does not have jurisdiction over some portions of the Medicaid and Medicare program. The Senate Finance Committee will be releasing its own draft of a bill. At some point, the two Senate bills will be combined into a single comprehensive bill.  The Study Group is preparing a similar analysis of the Senate HELP bill and will address the additional bills after their release. 

It is the stated intent of the leaders of Congress and the President to have passed a comprehensive healthcare reform bill providing for nearly universal coverage by the end of 2009. It is our hope that the work of this study group will help to explain and analyze the implications of this bill for the people of Maryland. 

B.
The Structure of the Bill: 

The House draft is divided into three Divisions; A, B and C. Division A provides the mechanism by which health insurance coverage is to be extended to the great majority of persons in the United States.  (Coverage will not be universal, primarily because the bill excludes undocumented aliens from its provisions). Division A has five titles dealing with the overall scope of the bill, reform of the private insurance marketplace, the health insurance exchange, “shared responsibilities,” which includes mandates on individuals to purchase insurance and employers to provide insurance or pay a penalty, and credits to private individuals and small businesses to subsidize the purchase of insurance. 

Division B has eight titles and addresses improvements in Medicare payment policies, beneficiary reforms, the promotion of primary care, mental health and coordination of care, quality of care, graduate medical education, program integrity, and Medicaid and SCHIP.

Division C has five titles and addresses community health centers, workforce issues, prevention and wellness, quality and public health measures. 

II.
DIVISION A—AFFORDABLE HEALTH CARE CHOICES 

A.
Title I—Protections And Standards For Qualified Health Benefits Plans 

i. Overview: 
Title I imposes a series of reforms and requirements on private health insurance companies and group health plans organized under the Employees Retirement and Income Security Act (ERISA), including Church plans, multiple employer plans, and plans offered by government agencies. 
ii. Subtitle A—General Standards 

Transition Rules: Title I requires that new insurance and group health plans after the implementation date of the reform, 2013 (known as Y1) must comply with the minimum standards set forth in the title. However, any person wishing to remain in an existing plan would be grandfathered into the existing plan so long as the plan does not change its terms or premium after the effective date of the reform and provided that no new person may enroll in a non-compliant existing plan after Y1 (Sec. 102(a)) Current group health plans are given a five-year grace period beginning with Y1 in which to come into compliance with the new standards. In theory, full compliance would not be achieved until Y5, i.e., 2018. Under the new law, an individual will be required to purchase “acceptable coverage.” A qualified group health plan or a grand fathered policy until 2018 will constitute acceptable coverage.  (See Sec. 102 generally for transition rules.)

iii. Subtitle B—Standards Guaranteeing Access to Affordable Coverage

Subtitle B of Title I sets forth the standards to be met by a qualified health benefit plan. A plan may not participate in the health insurance exchange unless it is a qualified health benefit plan. Those plans participating in the exchange and those in existence prior to the implementation date of 2013 will have until 2018 to come into compliance. A qualified health benefit plan will have to meet the following standards:
a.
Basic Provisions: 

The plan may not exclude individuals on the basis of preexisting conditions.  (Sec. 111). The plan must issue and renew coverage for any person requesting coverage (Sec. 112). The plan must make use of community rating. The only criteria by which the premium may vary are for age, although the variation may not be greater than a 2:1 ratio, by area, and by family size and composition.  The ratio of the premium for family enrollment to the premium for the individual must be proportionate as determined by State Insurance Commissioners and the Health Choices Commission (See discussion below). The plan may not discriminate in benefits or benefits structure against an individual based on health status. It is believed that this section will require parity between medical and mental health benefits (Sec. 114).



b.
Ensuring Adequacy of Provider Networks: 

Any plan that makes use of a provider network must comply with the minimum standards established for such networks by the Commissioner (Sec. 115).The criteria for adequacy are not set forth in the draft.

c.
Ensuring Value and Lower Premiums: 

If a plan has a medical loss ratio (the ratio of benefits paid to administrative costs) of less than 85% (i.e., administrative costs of 15% or higher), the plan must rebate the excess to the premium payers.  (Sec. 116). 

d.
Fair Grievance and Appeals Mechanisms: 

The plan must establish an internal grievance and appeals procedure which must meet the standards set by the Commission. The draft further requires the Commissioner to establish an external grievance and appeal procedure which includes “impartial, independent and de novo review,” with provisions for expedited review in urgent cases. The Commissioner may also authorize the application of external review procedures at the State level, provided that the external review procedures meet federal standards.  In addition, the law specifically does not prevent State judicial review (under State law) of decisions made under this provision.  (Sec.  132). 

e.
Information Transparency: 

The plan must operate transparently with respect to both patients and providers, and must comply with standards set by the Commissioner with respect to claims, payments, policies, practices and amounts, and with respect to rates paid to providers.  (Sec. 133).

f.
Timely Payment of Claims: 

Clean claims must be paid in the same time frame as claims made under a Medicare Advantage plan in Medicare Part C (30 days) or such shorter time as provided by the Commissioner. (Sec. 135).

iv.
Subtitle C—Standards Guaranteeing Access to Essential Benefits 
a.
Health Benefits Advisory Committee: 

The bill establishes a Health Benefits Advisory Committee which will have up to 26 members chosen by the President and the Comptroller General, and chaired by the Surgeon general. This committee is to recommend a minimum set of benefits to be included in each of several levels of plans to be offered by a qualified health benefit plan. (Sec. 123). The recommendations must be adopted by the Secretary using federal APA regulatory procedures. (Sec. 121).

b.

Essential Benefits Package Defined: 

The benefits package offered by a plan not participating in the health insurance exchange must include, at minimum, the essential benefits in any plan it offers, specifically, physician services, prescription drugs, rehabilitative and habilitative services, mental health and substance use disorder services,  preventive services with a grade of A or B set by the United States Preventive Services Task Force, including recommended inoculations, maternity benefits, and well baby, childcare and oral health, vision, and hearing service equipment for persons under age 21. The package may also offer additional benefits at the premium level. Although no cost sharing is permitted for preventive care services, cost sharing is authorized up to a maximum of $5,000 per year for an individual and up to $10,000 per year for a family. The cost sharing is designed to provide benefits equal to 70% of the actuarial value of an essential health benefits package if there were no cost sharing. (Sec. 122).
v.
Subtitle D—Additional Consumer Protections 

vi.
Subtitle E—Governance 

a.
Health Choices Administration and Commissioner: 

The draft bill creates a new organization to govern the reformed system. The Health Choices Administration will be established in the executive branch of the government as an independent agency. The head of the Health Choices Administration is the Health Choices Commissioner. (Sec. 141).

b.
Duties and Authority of Commissioner: 

The Administration and the Commissioner will be responsible for establishing and enforcing the standards for qualified health benefit plans, for administering the health insurance exchange and for administering the individual affordability credits (See discussion below). The Commissioner shall also have the ability to impose sanctions for violations including civil money penalties, to suspend enrollment of individuals in a non-compliant plan, and to suspend a plan from the exchange. (Sec. 142).
c.
Health Insurance Ombudsman: 

In addition to the Commissioner, the bill establishes an office of Qualified Health Benefits Plan Ombudsman to assist individuals in dealing with plans. (Sec. 144). 

d.
Consultation and Coordination: 

Because of the substantial changes in insurance law contained in the proposed draft, the Commissioner is required to consult with the National Association of Insurance Commissioners, State Insurance Commissioners, State Attorneys General and related federal agencies in administration of the bill. (Sec. 143). 

e.
Relation to Other Requirements: 

The bill reaffirms the continuing effect of the market and privacy provisions of the Health Insurance Portability and Access Act, as well as the benefits continuation provisions of the Comprehensive Omnibus Budget Reconciliation Act. The bill does not abrogate state law except to the extent that state law interferes with the application of the numerous reforms of the act. Finally, the proposal does not preempt any private remedies under state law or the provisions of ERISA. (Sec. 151).
vii.
Subtitle F—Relation to Other Requirements; Miscellaneous

*

viii.
Subtitle G—Early Investments 

*


B.
Title II—Health Insurance Exchange And Related Provisions 

i.
Overview

The most significant innovation of the bill is the creation of a Health Insurance Exchange, which serves as the primary vehicle both for the extension of benefits to previously uninsured persons and for cost containment in the private insurance market place. The provisions relating to the exchange fall into three categories: 

The first category calls for the creation of the exchange itself. The exchange, modeled after the Federal Employees Health Benefits Plan and the Massachusetts Connector, is a health insurance market place in which insurance providers may offer up to four levels of plans. Individuals and small businesses may purchase insurance through the Exchange rather than through the ordinary insurance market place.

The second component of the exchange is the creation of the so-called public option. The public option is a public insurance company which will offer plans within the exchange both to guarantee that the market will be competitive as well as to serve as a benchmark plan to the private plans in the exchange. 

The third part of the exchange is the health affordability credit. This credit is a subsidy available on a sliding scale to persons whose income is less than 400% of the federal poverty level. This subsidy will limit the individual’s premium to a percentage of the person’s income, ranging from 1% for a person at the federal poverty level, to 10% for a person at 400% of federal poverty. This subsidy, coupled with the individual and employer contributions found elsewhere in the plan, is the primary mechanism by which near universality of coverage will be achieved.  
ii.
Subtitle A—Health Insurance Exchange

a.
Exchange-Eligible Individuals and Employers: 

In the first year after the implementation date, any individual who does not have “acceptable coverage” is eligible to purchase insurance through the exchange and to potentially qualify for the affordability credit. Acceptable coverage is defined as “coverage by Medicare, Medicaid, Tricare, Veterans Administration, a qualified health plan, or a grandfathered health benefit plan.” In year one, employers with fewer than ten employees may also participate in the exchange by purchasing insurance for their employees.  In year two, employers with twenty employees may participate.  In year three, the Commissioner may permit larger employers to participate. Individuals who qualify for Medicaid will be given an option to participate in the Exchange so long as their State agrees to provide “wrap around” benefits such that the Exchange plan with the wrap around benefits provides the equivalent of Medicaid coverage. An individual who is already enrolled in a qualified health benefit plan or other acceptable coverage, may not participate in the Exchange. (Sec. 202). 
b.
Comment on Federal-State Relations: 

The market reforms and the creation of the Exchange by the bill will substantially affect the role of State insurance administration with respect to health insurance. For example, the standards set forth for qualified health benefit plans establish a national floor for all insurers as well as ERISA health benefit plans. The State will still be free to impose stricter but not incompatible standards, but cannot permit lower standards. Thus, a state would still be permitted to mandate benefits on plans not in the Exchange. The ability of a state to set standards or mandate benefits on plans within the Exchange is quite limited. The participating plans within the Exchange are subject to tight regulation by the Commissioner, who would have negotiated with the plan for its participation. The State may only mandate a benefit if it is willing to pay the Exchange for the incremental cost of providing the affordability credit for the additional services. The State will retain its ability to enforce state insurance requirements and will remain responsible for licensure of insurance companies. However, the passage of this legislation will likely necessitate a thorough review of state insurance regulation as it applies to health insurance. 
c.
Benefit Package Levels: 

The Commissioner is authorized to enter into contracts with insurers in order to offer qualified health benefits plans within the Exchange, so long as the insurer agrees to provide at least one basic benefit plan. The insurer may also offer an “enhanced plan,” a “premium plan,” or a “premium plus plan.” The difference between the plans would be the extent of cost sharing by the individual. Each plan must offer the essential benefits package referred to above, but the basic plan would have the highest level of cost sharing and the premium plan the lowest level. However, for the basic plan, a person eligible for an affordability credit would experience a substantially reduced level of cost sharing due to the subsidy. The Commissioner is required to set the exact level of cost sharing each plan level may have, but in no case may there be more than a 10% difference between levels. The bill gives the example that if an enhanced plan calls for 20% cost sharing, the permissible difference of 10% between levels would entail cost sharing of 18% for a premium plan and 22% for a basic plan. The premium plus plan, unlike the other three levels, offers additional benefits to the essential benefits available in the other three plan levels. An insurer may offer multiple premium plus plans with different packages. (Sec. 203) States typically mandate that all health insurance policies pay for certain services.  A plan within the Exchange may still be subject to the State’s mandates, if the State agrees to reimburse the exchange for any additional payments under the affordability credit which are necessary to pay for the additional benefits mandated by the State. As Maryland has a large number of mandated benefits for health insurers, this provision would impose a significant financial cost on the State if it attempts to create new mandates or maintain existing ones on plans within the Exchange (Sec. 203(d)). The Commissioner would be responsible for organizing the exchange and for negotiation with the insurers with respect to the contents of the plans offered. Each plan will have to meet the following standards:
(1)
The offering entity must be licensed as a health insurer under applicable state law in each state in which a plan is offered.

(2)
The plan must collect and report data, including data to allow the establishment of a risk pool.

(3)
The plan must accept with the affordability credits and must accept all enrollees after year five.

(4)
The plan must offer Medicaid wrap around services reimbursable by the State.

(5)
The insurer must participate in risk pooling.

(6)
The insurer must offer appropriate cultural or linguistic services for the areas in which it operates.
d.
Each basic plan must contract with the identified essential community providers, although the Commissioner has the discretion to determine the extent to which an HMO must do so. The Commissioner may establish a grievance procedure in conjunction with state insurance commissioners and will monitor and enforce compliance with the requirements of the Exchange. The Commissioner will be responsible for assuring outreach to eligible individuals by arranging for marketing of the Exchange, by assisting in enrollment, and by making participation in the exchange available to Medicaid qualified persons. The Commissioner will also be responsible for establishing a risk pooling mechanism which will adjust the distribution of premiums available to the plans to adjust for differences in the risk characteristics of employees and individuals so as to minimize the impact of adverse selection by enrollees. Furthermore, the Commissioner will review the provider networks of plans using networks to provide services. If the network fails to meet the standards set by the Commissioner, and the individual receives a service by a provider not within the network, the individual’s cost sharing would be limited to the cost sharing that it would have experienced with an in-network provider. (Sec. 204). A state or group of states can apply to operate its own health insurance exchange in lieu of the federal one.  The State will have to apply to the Commissioner and demonstrate that the local exchange will have the capacity to perform all of the functions of the national exchange. However, the Commissioner will retain his or her enforcement authority over a state sponsored exchange.  
iii.
Subtitle B—Public Health Insurance Option 

a.
Establishment of Public Insurance Option: 

The bill authorizes the establishment of a public insurance option which would offer qualified health benefit plans at all four levels. The public option would function as a qualified health benefit plan and is expected to operate on a “level playing field” with other plans in the exchange by complying with all requirements of the care (Sec. 221(b)(2)).  The public option will only be available through the exchange. 

b.
Premiums and Financing: 

The plan will charge a premium which would be sufficient to cover both the health benefits and administrative costs without public subsidy other than start-up funding (Sec. 222). 

c.
Payment Rates and Incentives: 

Initially, the public option will pay providers at the same rate as Medicare, with new rates established for services, such as pediatrics, not currently covered under Medicare.  As a special incentive, physician services will be reimbursed at Medicare plus 5% during Y1, Y2 and Y3.  (The version of this bill adopted in the House Energy and Commerce Committee does not link rates to Medicare in any year). Subsequently, in year four and after, rates will be unlinked from Medicare rates. The public option may also experiment with alternative payment mechanisms to provide incentives for quality improvement, cost containment, or reduction in health care disparities. (Sec. 224). 



d.
Provider Participation: 

The public option will have conditions of participation comparable to those required of other providers in federal programs, and providers may not engage in balance billing of claims.  (Sec. 225). 



e.
Application of Fraud and Abuse Provisions: 

The provisions of the Program Integrity programs relating to fraud and abuse applicable to Medicare will apply to providers in the public option. Any providers barred from participation in other federal programs will be barred from the public option as well. (Sec. 226).

iv.
Subtitle C—Individual Affordability Credits 

This provision of the draft would establish a credit to qualified individuals that would reduce the cost of both the health insurance premium and cost sharing components of health coverage. This portion of the law is the primary tool other than an expansion of Medicaid eligibility by which universal coverage may be achieved. Undocumented aliens would not be eligible for the credit and would constitute the majority of uninsured persons if the act is fully implemented. (Sec. 246). 




a.
Affordable Credit Eligible Individuals: 

In order to be eligible for the credit a person must apply to the Commissioner. The Commissioner has the authority to request that State Medicaid agencies perform the eligibility determination and get reimbursed for the cost. To qualify, a person must have a family income less than 400% of the federal poverty level, and must be covered by an Exchange participating benefit plan, but not as an employee or employer participating in the Exchange. (The current federal poverty level is $10,830 for an individual, $14,590 for a couple, $18,310 for a family of three, and $22,050 for a family of four, etc.  Thus, a person would become eligible as an individual with income up to $43,320, and as a family of four, up to $88,200 in income.) However, an exception is made even if the employee is covered by an employer’s plan if the cost to the individual under the plan exceeds 10% of the employee’s income. (Sec. 242). The credit is only available to pay for the basic level plan in Y1 and Y2.  In subsequent years, the person may be able to use the credit for an enhanced or premium plan, but will be responsible for the increase in premium. The credit will be collected by the Exchange and paid to the benefit plan on the basis of the number of eligible persons in the plan. (Sec. 242).




b.
Affordable Premium Credit: 

The amount of the credit is determined on the basis of income and is on a sliding scale.  For a person at or below 133% of the federal poverty level, the application of the credit would result in a monthly premium of 1/12 of 1% of the person’s adjusted gross income.  For a person at 400% of poverty, the monthly premium would be 1/12 of 10% of adjusted gross income.  Thus, an individual with an adjusted gross income of $11,000 would pay 1/12 x .01 x 11,000 = $9.17 per month.  A person making $43,000 would pay 1/12 x .10 x 43,000 = $358.33 per month.  The reference premium amount for determination of the credit is the average premium for the three lowest cost basic plans in the area. (Sec. 243). 




c.
Affordability Cost Sharing Credit: 

In addition to the premium reduction, the bill requires the Commissioner to establish six income levels for affordable credits for its cost sharing components.  For persons at or below 133% of the federal poverty level, the cost sharing is reduced to $250 per year for an individual or $500 for the family. For persons at 400% the amount is equal to 70% of the actual value for the plan if there were no cost sharing.  (Sec. 244).

C.
Title III—Shared Responsibility 

This Title establishes a joint obligation of individuals and employers regarding health insurance.  The obligation of individuals are established and enforced under the federal tax code.  Employers have payment obligations and revised additional responsibilities regarding mandatory health insurance plans for employees. 

i.
Subtitle A—Individual Responsibility 

This section simply and briefly incorporates the tax aspects of Title IV to establish the individual’s responsibility to acquire health insurance meeting certain standards. (Sec. 401).

ii.
Subtitle B—Employer Responsibility 

a.
Election to satisfy health coverage participation requirements: 

Employers have health coverage participation requirements. An employer must offer a specified level of coverage, and make specified payments towards that coverage, or discharge its obligation by making contributions to the Health Insurance Exchange created under the Act. An employer’s responsibility to contribute towards employee (and dependant) coverage is discharged either by payment towards an Exchange-participating plan or via other means. The required contribution to be paid by an employer for a full-time employee is pegged at 72.5% of the lowest cost qualified health benefits plan offered by the employer. In the case of family coverage, the employer contribution is 65% of the cost of the least expensive plan. In the case of part-time employees, the rate to be paid by the employer varies depending on the ratio of the average weekly hours of the employee to the hours established by the Commissioner for an employee to be considered full-time. Unless the employee opts out, employees are automatically enrolled by the employer in the lowest-cost individual health benefits plan. An alternative way for an employer (with a payroll above a certain amount $250,000 per year in the draft, $500,000 in the Energy and Commerce version of the bill) to discharge his obligation is to make a payment to the Health Insurance Exchange Trust Fund equal to 8% of the average wages paid to the employee during the time of enrollment. Small employers pay a reduced percentage depending upon the payroll of the employer.  Employers are not allowed to steer employees away from qualified health benefits plans to adversely affect the risk pool of the Health Insurance Exchange. Beginning in 2013, ERISA will be modified so that an employer may elect to be subject to national health coverage participation requirements and such election shall be treated under ERISA as the establishment and maintenance of a group health plan. For affiliated groups which have elected under federal tax law to be a single employer, the election to be subject to national health coverage participation shall apply to all members of the affiliated group. For such groups, the Secretary by regulation may allow separate elections to be made for separate lines of business or to distinguish between full-time employees and other employees. (Sec. 411).

b.
Responsibilities of nonelecting employers: 

If an employer is in substantial noncompliance with the health coverage participation requirements, then the Secretary must refer the employer to the Secretary of the Treasury. A civil penalty of $100 per day may be assessed for this failure to satisfy health coverage participation requirements. Defenses to this penalty include: 1) a good faith lack of knowledge by an employer exercising reasonable diligence to know that the failure existed; and 2) the failure was due to reasonable cause, not intentional neglect and was corrected within 30 days after knowledge or constructive knowledge that the failure had occurred.  There is a cap on the amount which a may be assessed against an employer in any one year when the failures are due to reasonable cause and not willful neglect, and any fines are to be coordinated with excise taxes to avoid duplication of penalties. Written notice must be provided to an employer regarding the alleged failure and shall provide information to the employer as to correction of the failure. The Public Health Service Act is supplemented to include provisions regarding national health coverage participation which are substantially similar to the foregoing ERISA provisions.  DHHS will have parallel fining authority.  In this regard, The Secretaries of Labor, Treasury, and Health and Human Services are required to execute an inter agency memorandum of authority to coordinate interpretations among ERISA, the Internal Revenue Code and this new section of the Public Health Service Act, and to not engage in duplication of enforcement efforts. For all of the foregoing, the Secretary will have various authority to promulgate regulations and is given monitoring, auditing and inspection powers to determine compliance with the law. (Sec. 412).

D.
Title IV—Amendments To Internal Revenue Code Of 1986 

i.
Subtitle A—Shared Responsibility 


*

ii.
Subtitle B—Credit for Small Business Employee Health Coverage Expenses 


*

iii.
Subtitle C—Disclosures to Carry Out Health Insurance Exchange Subsidies 


*

iv.
Subtitle D—Other Revenue Provisions 


*

III.
DIVISION B—MEDICARE AND MEDICAID IMPROVEMENTS 

A.
Title I—Improving Health Care Value 

i.
Subtitle A—Provisions Related to Medicare Part A 

a.
Productivity Adjustments: 

The first part of Title I proposes the incorporation of productivity improvements into the market basket, specifically skilled nursing facilities, long term care hospitals, inpatient rehabilitation facilities, psychiatric hospitals, hospice care, and outpatient hospital services (Sec. 1131) effective in fiscal year 2010. The adjustments, created with the ultimate goal of affordable care for all, could result in significant budget cuts for hospitals. (Sec. 1102, Sec. 1103)



b.
Payments to Skilled Nursing Facilities: 

This section of Title I first aims to adjust the recalibration factor included in the Notice of Proposed Rulemaking for fiscal year 2010 for the Medicare skilled nursing facility prospective payment system. It then gives a budget neutral adjustment within the payment system to improve payment accuracy for nontherapy ancillary services and therapy services by introducing separate payment components for such services. This change would take into account the need to include nontherapy services such as drugs, IV medications, and respiratory services in overall patient care. These payment components would be calculated using appropriate physical indicators, potentially using hospital diagnosis as a criteria as well, and would be made to reflect outliers. (Sec. 1101).

ii.
Subtitle B—Provisions Related to Part B 

a.
Sustainable Growth Rate Reform: 

This section introduces a new formula for reimbursement rates for physician services in Medicare. This would allow primary care services to grow at a higher rate than other services without reducing physician pay rates. Certain items that are currently not paid for directly to physicians - such as Part B drugs and clinical lab services - would be removed from the calculation of the formula, making it easier for doctors to avoid exceeding the spending targets. However, as growth rates for primary care services increase, the rates for other healthcare specialties would decrease despite the growing cost of technology and an increased volume of an aging population. In an additional incentive to reduce fee schedule rates, the policy would encourage physicians to form Accountable Care Organizations, multi-service groups which share the responsibility for the quality and cost of care, by providing such organizations with their own target and update factors. (Sec. 1121).



b.
Misvalued Codes: 

This section calls for the regular review by the Secretary of fee schedule rates for physician services paid for by Medicare, with the purpose of identifying any misvalued codes and updating them accordingly. Those services which have experienced high growth rates will be reviewed in particular. While the section was designed as a fraud prevention provision with the purpose of eliminating over-utilization of high paying codes, the policy does not take into account the evolving nature of medicine and the increased utilization of newer technology as safety and efficacy data becomes available. (Sec. 1122).



c.
Efficient Areas: 

This section provides incentive payments through Medicare to physicians practicing in geographic areas that are identified as being the most cost-efficient areas of the country. Efficient areas will be defined as those counties in the lowest fifth percentile of spending per capita. (Sec. 1123).



d.
Integration of Physician Quality Reporting and EHR Reporting:

This section directs the Secretary to integrate the Physician Quality Reporting Incentive (PQRI) program and the 'meaningful use' of electronic health records (as determined by the Secretary) used by the health information technology incentive program. The proposal does not provide a definition on what constitutes meaningful use. (Sec. 1124).



e.
Cost Data Reports for Ambulatory Surgical Centers: 

This section directs the Secretary to develop a cost report on ambulatory surgical centers (ASCs) within two years, and after such report is released, requires the reporting of quality cost data by ASCs. Previously, ASCs have been paid under a system that aligns ASC payment rates with the rates paid for similar services in hospital outpatient departments. The purpose of these reports are to assess the costs associated with procedures performed in ASCs independent from those done in hospitals. (Sec. 1144).



f.
Payment for Imaging Services: 

This section raises the presumed utilization rate from 50 percent to 75 percent for imaging and computer-assisted imaging services, excluding mammography. Operating under the assumption that individual imaging machines are being used more frequently and more efficiently as a diagnostic tool, payments to service providers utilizing such tools will be reduced. Similarly, the reduction in expenditures attributable to single-session imaging involving consecutive body parts will be raised from 25 to 50 percent. (Sec. 1147).

iii.
Subtitle C—Provisions Related to Medicare Parts A and B 

a.
Preventable Hospital Readmissions: 

Beginning in FY 2011, Medicare payments to hospitals with higher than expected readmissions will have those payments reduced for every Medicare discharge. The reduction in payments will be based on the hospital’s performance related to three Diagnostic Related Groupings (DRGs) that are endorsed by the National Quality Forum. The performance measure is that of risk adjusted readmission rates for Medicare readmissions for those DRGs identified as potentially preventable. The applicable DRGs endorsed will most likely be heart attack, heart failure and pneumonia. Beginning in FY 2013, the applicable conditions will be expanded by an additional four conditions identified by the Medicare Payment Advisory Commission. Beginning in FY 2015, the applicable conditions will be expanded to include “all-cause” readmissions. The performance ranking would be based on that of a national ranking hierarchy for all readmissions. Hospitals with readmissions greater than the Medicare expected (calculated) readmission rate would have their Medicare payments adjusted. The plan requires that the admission practices and policies of hospitals be monitored to determine whether or not they employ practices to avoid patients at risk for readmissions, with the ultimate goal of avoiding increased readmission. Sanctions may be imposed against hospitals engaging in such practices. Assistance will be provided to hospitals that develop programs to address factors impacting the potential for readmissions. Such programs include providing care coordination services to transition from hospital to an alternative care setting, hiring translators, increasing use of discharge planners, providing summaries of care and medication orders upon discharge, and developing and implementing quality improvement plans to identify and reduce readmissions for targeted patient populations. The plan calls for the reduction of payments to post acute providers whose patients are readmitted within 30 days of discharge, beginning in FY 2011. By FY 2013, risk adjusted readmission rates and payment systems must be established for post acute providers. A focused study will be conducted to determine the best process for this task. A report is required to be presented to Congress within one year of the enactment of the bill detailing how physicians will be incorporated into the readmission payment reduction plan. Regulation of Maryland’s healthcare costs and services would be performed by the Maryland Health Services Cost Review Commission (HSCRC). Programs are already underway in Maryland to address the issue of potentially avoidable readmissions, and the financial penalty to Maryland hospitals for those admissions/readmissions deemed avoidable. Current Maryland Hospital Association (MHA) data reports readmit rates for the diagnosis of heart failure, heart attack and pneumonia. (Sec. 1151).



b.
Bundling of Post-Acute Services: 

Post Acute services are defined in the plan as “services for which payment may be made under the Medicare program that are furnished by skilled nursing facilities, inpatient rehab facilities, long term care hospitals, hospital based outpatient rehab facilities and home health agencies to an individual after discharge of such individual from a hospital, and such other services determined appropriate by the Secretary. The plan requires the development of a bundle payment for post acute care services, to be submitted to Congress within three years after the law is enacted. The plan must include discussion of the following issues: nature of payments included in the Post Acute Bundle; type, entity, scope of services, physician services, and persons covered by bundle; inclusion of inpatient services for payment in bundle; inclusion of all categories of providers; payment rates inclusive of efficiencies achieved with bundling; national or geographical basis; protection requirements for beneficiaries to ensure quality of services and choice of provider; nature of relationship between hospital and providers to avoid anti-kickback, antitrust, gain-sharing, and anti-referral laws; quality metrics for reporting outcomes; cost sharing rules and programmatic issues relating to providers, transfers, three-day stay rule, and coordination of payments under Medical Assistance and Medicare programs. The existing Acute Care Episode demonstration project is to be expanded to include post-acute care services within 6 months of enactment of plan.  Expansion may include that of additional geographical sites or conditions. (Sec. 1152). 



c.
Home Health Payments: 

This section provides for a freeze in the market basket update for Home Health agencies for 2010. Adjustments of the case mix scheduled for FY 2011 will be applied in FY 2010. (Sec. 1153). The plan provides for an adjustment to the Home Health Prospective Payment System (PPS) based on multiple factors including changes in the average number and type of visits in an episode, changes in intensity of visits in an episode, and growth in cost per episode. (Sec. 1154). The productivity adjustment incorporated into the market basket update for the Home Health agency in FY 2010 cannot cause the market basket update to go below zero, based on the combination of the product adjustment and any goal reporting adjustments. (Sec. 1155).



d.
Limitations on Physician Referrals for Hospitals: 

This section essentially closes the loophole in the “Stark Laws” governing self referrals by physicians to hospitals in which they have a direct financial interest.  The plan prohibits any new investments by physicians in hospitals as of January 1, 2009.  While the plan “grandfathers” existing ownership agreements of physicians owned hospital prior to January 1, 2009, it limits any further percentage of growth by the physician in those hospitals. The plan outlines laws relating to the mandatory disclosure of physician investments in a hospital on any public website for that hospital and any public advertising for that hospital.  Failure to report or disclose requirements may result in substantial civil monetary fines for both the hospital and the physicians. The plan requires that the ownership and investment by the physician in the hospital must be a bona fide investment and not favorable to the physician in exchange for referrals to the hospital. All investment and financial terms are subject to a market based analysis. This section also establishes parameters for increased growth that must be based on an increase in population, annual inpatient admissions, statewide bed capacity and statewide average bed occupancy rates. The expansion is limited to the main campus of the hospital.  Administrative or judicial review of the final capacity decision is prohibited. A patient safety requirement related to physician availability is provided. The requirement states that if a hospital admits patients and does not have physicians on-site and available 24/7, before admitting the patient, the hospital must disclose that fact to the patient and obtain a signed acknowledgement that patient understands the disclosure.  The Secretary may engage in the use of unannounced site reviews to verify compliance with this rule. (Sec. 1156).

iv. Subtitle D—Medicare Advantage Reforms 


*

v. Subtitle E—Improvements to Medicare Part D 


*

vi. Subtitle F—Medicare Rural Access Protections 


*

B.
Title II—Medicare Beneficiary Improvements 

i.
Subtitle A—Improving and Simplifying Financial Assistance for Low Income  Medicare Beneficiaries 

a.
Eliminating Barriers to Enrollment: 

This section aims to expand the coverage of the low-income subsidy by allowing potential Medicare beneficiaries to self-certify their income and to have automatic reenrollment. The goal of this section is to ensure that all individuals who are eligible to enroll in the Medicare Prescription Drug Benefit are so enrolled. However, putting the burden of verifying such eligibility in the hands of the government rather than the beneficiary will substantially increase the cost of such services. Finally, within one year of the enactment of this section, the Secretary of the Treasury and the Commissioner of Social Security are instructed to develop the criterion by which the eligibility of a low-income individual is determined. Two years from their first report they are to submit a report to Congress describing the effectiveness of removing enrollment barriers. (Sec. 1203).

b.
Automatic Enrollment Process: 

This section gives the Department of Health and Human Services the authority to automatically enroll subsidy-eligible beneficiaries into plans using a process that accounts for the quality, cost, and/or formulary of plans, while also giving beneficiaries the option of choosing another plan. This section is geared towards getting all eligible individuals enrolled. (Sec. 1206).

ii.
Subtitle B—Reducing Health Disparities 

Language Services: This section of the bill states that within one year of the enactment of this bill, the Secretary shall conduct a study examining the extent that Medicare providers utilize, offer or make available language services for beneficiaries who have limited English proficiency. The report shall include an analysis of the feasibility of various payment systems for such language services. If it is determined that a “Medicare + Choice” organization fails to provide limited English proficient beneficiaries with language services, the Secretary may impose appropriate remedies, including fines, and/or suspension of payment. In addition, the Secretary, in accordance with CMS, is required to carry out a demonstration program to reimburse Medicare providers for the inclusion of language services, and to make an evaluation of such demonstration programs. Finally, the Secretary, along with the Institute of Medicine, is to conduct a study examining the impact of language access services on the quality of care, access to care, and reduction in medical errors and costs. The initial source of funding for the implementation of language services is not addressed. (Sec. 1221, 1222, 1223).
iii.
Subtitle C—Miscellaneous Improvements 

a.
Advance Care Planning Consultation: 

This section provides coverage for consultation between enrollees and practitioners to discuss orders for life-sustaining treatment. In addition, it instructs CMS to modify the ‘Medicare & You’ handbook to include information on end-of-life planning resources, and to incorporate measures on advance care planning into the physician’s quality reporting initiative. (Sec. 1233).

b.
Patient Decision Aids Demonstration Program: 

This section creates a demonstration program that allows a group of 30 eligible providers to use decision aids and other technologies to help patients and consumers improve their understanding of the risks and benefits of their treatment options and make informed decisions about their medical care. The participating provider will be responsible for all costs associated with the use of decision aids. (Sec. 1236).

C.
Title III—Promoting Primary Care, Mental Health  Services, And Coordinated Care 

i.
Accountable Care Organization Pilot Program: 

Accountable Care Organizations (ACOs) are being created in order to implement a pilot program to test different payment incentive models. The goals of the ACO pilot program are as follows: to promote accountability for a patient population and coordinate items and services under Medicare Parts A and B; to encourage investment in infrastructure and redesigned care processes with the goal of improving quality and efficiencies; and to provide a reward system for physician practice models that deliver quality and efficiencies in the delivery of health care services. A “qualifying” ACO is a group of physicians organized for the purpose of providing physician services and whose organization meets the following criteria: that there is legal structure providing for the receipt and distribution of incentive payments; that there are a  sufficient number of primary care physicians to care for its beneficiaries; that all members of the group are participating physicians; that the group provides routine quality reports as outlined by the Secretary to monitor and evaluate outcomes of the pilot program; that the group notifies beneficiaries of its involvement in the pilot program; and that the group participates in the Secretary’s “Best Practice” network for the purpose of sharing info regarding quality improvement, care coordination and efficiency tactics. The payment incentive models for the ACO are that of a performance target model, a partial capitation model or other payment model to be developed by the Secretary. The performance target model consists of the ACO receiving an incentive payment for maintaining expenses below the target spending level or rate of growth for items and services covered under Medicare Parts A and B. The performance target for each qualifying ACO consists of a base amount that is increased yearly by an adjustment factor and may be estimated on a per capita basis. The base amount is equal to the average total payments or allowed charges under Medicare Parts A and B. The adjustment factor may equal an annual per capita amount for changes in expenditures from the period covering the base amount to that of the current year. The adjustment factor may be determined as a set amount or rate, may be based on a national, regional, local or organizational basis; may be determined on a per capita basis as well as adjusted for risk. ACOs meeting or exceeding quality and performance targets will receive an incentive payment for that year that is a share of the savings based on a predetermined amount. Limitations to the incentive payment are that the aggregate expenditures and incentive payments combined cannot exceed the payment amounts for the beneficiary if the pilot was not implemented. The Partial Capitation Model is a model in which a qualifying ACO would be at risk for some portion of the items and services covered under Medicare Parts A and B. Generally, this model is limited to only ACOs that are highly integrated systems and capable of bearing risk. The limitation on spending would be that of the incentive and expenses not exceeding what would have been the expenses for the entire year. The pilot program is to be operational by January 1, 2012, with multi-year agreements for a qualifying ACO to span a period of three to five years. Monitoring elements of the payment incentive model for each ACO will be conducted by the Secretary and will include the impact on the beneficiaries, providers, suppliers and the program itself with public disclosure of the evaluation within sixty days of the completion of the report. The Inspector General of Department of Health and Human Services will monitor the ACO with regard to violations of the “Stark Laws.” Congress will receive a report on the pilot program with emphasis on the expenditures, access, and quality outcomes within two years of enactment of the first ACO, and biennially thereafter. 



ii.
Medical Home Pilot Program: 

A pilot program will be established to determine the feasibility of reimbursing qualified patient centered medical homes for the provision of services to high-need beneficiaries. The pilot will consist of both an individual patient-centered medical home model as well as a community-based medical home model. The individual patient-centered medical home service model will provide the following: direct and on-going access to a Primary Care Physician (PCP) or Nurse Practitioner (NP) who will provide first contact, continuous and comprehensive care to the beneficiary; coordinated care for the beneficiary by a care team, led by the PCP or NP inclusive of the office, institutional or home setting; care for all patients’ health needs or arrangements for care to be provided by other qualified providers, independent of the stage of life of the beneficiary; continuous access to care and communication with the beneficiary; integration of accessible and clinically relevant patient information to ensure comprehensive and systematic care; and the implementation of evidenced based guidelines for the care of the beneficiary. The individual patient-centered medical home model would be a physician directed or Nurse Practitioner directed practice that is certified as: targeting a high need beneficiary, who requires regular monitoring, advising or treatment for a chronic illness and is generally in the upper 50th percentile of Medicare beneficiaries; providing beneficiary with patient centered home services; and as meeting all other requirements specified by the Secretary. Implementation of the pilot program is to begin within six months of enactment of Section 1302. Payment methodology for the Medical Home Model may be either a monthly fee per beneficiary agreeing to participate or a fee paid on a prospective basis. Payment will be based on the clinical work and practice required, access needs, care coordination services, disease management, teaching needs of the beneficiary, and capability of the medical home and risk adjusted criteria. Participation of practices to include physicians in practices of less than ten full time equivalents (FTEs), larger practices, rural areas, and Federally Qualified Health Care Centers (FQHCs). Physicians participating in an ACO shall not be eligible to participate concurrently in a Medical Home Pilot Program. Community-based medical home model (CBMH) is certified as providing the following: Medical Home Services to the beneficiary; supervision of the home services is provided by the PCP or NP designated as the CBMH provider; care team including that of Community Health workers, Nurses, non-physician practitioners, and lay staff; and management of chronic care needs such as teaching, skilled care, medical management, and access to community based resources. The demonstration project shall operate for a period of up to five years after implementation. The pilot program must start within two years after the date of enactment of Section 1302. Sites are to be selected from the following criteria: geographic areas proposing to coordinate healthcare services for chronically ill Medicare and Medicaid beneficiaries across a variety of settings; physician practices with less than ten FTEs total physicians, FQHCs, rural clinics, and specialty physicians; or health care service networks for chronically ill Medicare and Medicaid individuals. Payments for CBMH models will include two separate payments, one to the Community based organization and a second to the Primary Care or principle physician. The prospective payment will be determined by the clinical care provided combined with a risk adjusted factor. Evaluation of the pilot program will be based on improvement in the quality and coordination of healthcare services, in healthy outcomes, in patient satisfaction and in the efficiency of the care provided, as well as the reduction of health disparities, of preventable hospitalizations, of emergency room visits, of duplication of diagnostic tests and of total healthcare expenditures. Funding for the pilot program will be provided by the Federal Supplementary Medical Insurance Trust Fund to the Secretary for the Centers for Medicare and Medicaid (CMS) Program Management account in the amounts as follows:

a.
$6,000,000 per fiscal year from 2010 through 2014 for administration;

b.
$200,000,000 per fiscal year from 2010 through 2014 for Medical Home Services;

c.
$125,000,000 per fiscal year from 2012 through 2016 for Community Based Medical Home Services; and

d.
$2,500,000 per fiscal year from 2010 through 2012 for initial implementation. (Sec. 1302).

iii.
Rate Increase for Primary Home Services: 

Beginning January 1, 2011, an increase of 5% will be paid to providers of primary care services. An increase of 10% will be paid for PCP services provided in an area designated as a health professional shortage area. Primary Care Provider is defined as one who specializes in Family Medicine, Internal Medicine, Pediatric Medicine, or Geriatric Medicine and has allowed charges for primary care services for at least 50% of their totaled allowed charges. (Sec. 1303).

iv.
Reimbursement increase for Certified Nurse-Midwives: 

This section calls for an increase in the reimbursement of covered services performed by a Certified Nurse Mid-Wife from 65% to that of 100% of physician reimbursement rates for those services. (Sec. 1304).


v.
Coverage and waiver of cost-sharing for preventive services: 

Payment for preventive services will be increased to 100% of the actual charges of said services. Cost sharing in the form of co-insurance or deductibles will be waived for preventive services defined as the following: prostate cancer screening; colorectal screening diabetes outpatient self-management training; glaucoma screening; medical nutritional therapy for certain individuals; initial preventive physical exams; cardiovascular blood test screening; diabetes screening; ultrasound for abdominal aortic aneurysm for certain individuals; pneumococcal and influenza vaccines and administration; screening mammography; screening pap smear and pelvic exam; bone mass measurement; kidney disease education; and additional preventive services. The effective date for the waiver is January 1, 2011. (Sec. 1305). 

vi.
Waiver of deductible for colorectal screening: 

A waiver of deductibles for colorectal screening will be implemented regardless of the coding of exam, the subsequent diagnosis based on the result of the test, or the result of the tissue biopsy (ancillary tissue removal). (Sec. 1306). 


vii.
Exclusion of Clinical Social Worker services from Medicare Coverage Skilled Nursing Facility prospective payment system and consolidated payment: 










Effective July 1, 2010, clinical social workers may bill separately for their services in a skilled nursing facility setting. Social worker services will no longer be included under the skilled nursing facility prospective payment system. (Sec. 1307). 

viii.
Coverage of Marriage and Family Therapist Services and Mental Health Counselor services: 








Effective January 1, 2011, a marriage and family therapist who meets state licensure and certification requirements will be included as a Medicare provider. Payment for those services will be 80% percent of the actual charge or 75% percent of the rate of payment for a psychologist, whichever is less. (Sec. 1308). 

ix.
Extension of physician fee schedule for mental health add-on: 

This section extends the termination date for a 5% rate increase for mental health services from the original expiration date of December 31, 2009 to December 31, 2011. (Sec. 1309). 

x.
Expanding access for vaccines: 

Effective January 1, 2011, all Medicare covered vaccines and their administration (including Hepatitis B) will be paid for under Medicare Part B coverage. (Sec. 1310).

xi.
Elimination of 190 day lifetime limit for Psychiatric hospitalization: 

Effective January 1, 2010, the 190 day lifetime limit for psychiatric hospitalizations will be eliminated. (Sec. 1311).   


xii.
Commentary related to Maryland rate payment system and the Reform Bill:










It is expected that the HSCRC will implement measures modeled after the Reform Bill in order to maintain Maryland’s DRG exempt status. Parameters related to cost containment must  be met currently in order for Maryland to remain DRG exempt. The passage of any healthcare reform bill will substantially increase the risk of Maryland losing its exempt status if costs cannot be contained relative to the rest of the nation. The HSCRC has developed programs to address the cost and quality issues in the form of a ratio system for Potentially Avoidable Admissions (PAAs), Potentially Preventable Readmissions (PPRs) and Potentially Preventable Complications (PPCs). The system penalizes Maryland hospitals for outcomes unfavorable to the predicted rates for the above indicators, in the form of decreased case mix index rates which drive reimbursement along with bed rates for each patient day. These financial penalties affect reimbursement from the HSCRC to Maryland hospitals for their admissions and their overall financial bottom line.

D.
Title IV—Quality 

i.
Subtitle A—Comparative Effectiveness Research 

Comparative Effectiveness Research: This section outlines the establishment of a Comparative Effectiveness Research Center within the Agency for Healthcare Research and Quality of DHHS. The Center will have responsibility and oversight to conduct, support and coordinate research activities related to the effectiveness of that research on items, services and systems utilized in the delivery of healthcare. Oversight for activities of the Center will be provided by a newly formed Commission. The Commission will have stakeholder involvement and membership from community groups including those of consumers, clinicians, third-party payors, providers, researchers, and advisors. The Commission will determine priorities for the research, identify standards for that research, ensure stakeholder feedback on the research, appoint advisory panels on specific issues/priorities and recommend methods for the dissemination of findings to the public. The source of funding for the Center and the Commission will be from the Comparative Research Effectiveness Trust Fund (CERTF). The CERTF will receive contributions from both Medicare and private health insurance plans. (Sec. 1401).

ii.
Subtitle B—Nursing Home Transparency 

a.
Required disclosure of ownership and additional disclosable parties information:





 

This section outlines measures to ensure transparency in the information available regarding the nursing care provided in both Skilled Nursing Facilities (SNFs) and Nursing Facilities (NFs). The measures include required disclosure of ownership and the organizational structure of the facility. SNFs and NFs must establish compliance programs along with a plan to comply with the quality assurance and improvement program developed by the Secretary. (Sec.1411).



b.
Nursing home compare Medicare website: 

SNFs and NFs will be required to submit information to the Nursing Home Compare Medicare Website that details staffing data and expenses for both direct and indirect costs. The website will also contain information related to complaints filed against the facilities.(Sec. 1413).



c.
Standardized Complaint Form: 

Additional quality measures will also include a standardized form for reporting complaints and a standardized format for the reporting of staffing data allowing for comparison of nursing facilities listed on the site. The Secretary will be authorized to enforce sanctions for violations of healthcare regulations in the form of a civil monetary penalty. (Sec. 1415).



d.
Ensuring Staffing Accountability: 

The Bill also requires improvements in the training of staff and supervisors providing care to nursing home patients/residents and the establishment of national quality performance measurements for SNFs and NFs. (Sec. 1416).

iii.
Subtitle C—Quality Measurements 

This section outlines the establishment of national priorities for quality improvement measures for healthcare services. The priorities will reflect areas that incorporate populations suffering from chronic disease, have the potential to decrease morbidity and mortality, have the potential to improve affordability of healthcare, address health disparities, and have the potential to produce rapid improvements in healthcare. The priorities will be based on recommendations from a group of 30 healthcare stakeholders and endorsed by a consensus based entity. These measures will be made public and may be considered for usage in federal payment systems. (Sec. 1441, 1442, 1443, 1444, 1445).
iv.
Subtitle D—Physician Payments Sunshine Provision 

Physician Payments Sunshine Provision: This section calls for manufacturers and distributors that provide payment to a covered recipient to submit to the Secretary, annually starting in 2011, a report containing the recipient's information, a description of the device or drug exchanged, and the nature of the payment. The section also calls for hospitals and other healthcare entities to report on the ownership shares of each physician, including the physician's family members, who owns an interest in the entity. Each of the aforementioned reports are to be made public, and failure to report by either party shall result in a civil money penalty between $1,000 and $10,000 for each payment, transfer of value, or investment interest not reported, not exceeding a sum of $150,000 for that year. Furthermore, knowing failure to report shall result in a civil money penalty between $10,000 and $100,000 for each condition described above, not exceeding a sum of $1,000,000 for that year.

v.
Subtitle E—Public Reporting on Health Care-Associated Infections 

E.
Title V—Medicare Graduate Medical Education 

Title V largely governs the extent of the Secretary’s authority over managing the number of approved residency positions. Throughout Title V, the bill promotes increasing residency positions, IMEs, and GMEs involving primary care, direct patient care in non-provider settings (i.e. health centers and rural clinics), and didactic conferences and seminars. The bill discourages non-therapeutic research as part of full-time equivalency for residents. The bill guides the Secretary in establishing a process for redistributing residency positions of a closing hospital among the hospitals within the same state as the closing hospital. Further, the bill articulates goals of medical residency training and monitoring of medical residency programs via the GAO.  

i.
Criteria for Secretary to Reduce, Increase, and Redistribute Residency Positions:








 



Under the bill, the Secretary would have the authority to reduce the numbers of residency positions among hospitals which are members of the same affiliate group in order to apply the resident position limitations. The Secretary may reduce the number of residency positions in programs by 90% of the difference between the otherwise applicable resident limit and the reference resident level, defined as the highest resident level for any of the 3 most recent cost reporting periods. A hospital may apply to the Secretary in a timely manner and request an increase in its resident level in order to accommodate an expansion of one of its existing residency training programs. However, the requested increases may not exceed the Secretary’s estimate of the aggregate reduction. A hospital qualifies for an increase if it maintains the number of primary care residents, and if it “assigns all such additional resident positions for primary care residents” if it is fully accredited or is actively applying for full accreditation of its residency programs. When determining whether to grant the request of the increase, the Secretary “shall take into account the demonstrated likelihood of the hospital filling the positions within the first 3 cost reporting periods.” Further, the Secretary must give preference to qualifying hospitals that have had a reduction, that have 3-year primary care residency training programs, that have a greater emphasis in training in non-provider settings (i.e. health centers, rural clinics, etc.), that provide training in health professional shortage area(s), and that have low resident-to-population ratios. The Secretary may not add more than 20 resident positions to any hospital. Hospitals that receive additional resident positions will be required to maintain and periodically report records on the number of primary care residents in its residency training programs as well as to maintain the granted level of primary care resident positions. (Sec 1501).
ii.
Promotion of Training in Non-Provider Settings: 

Under this bill, a resident would be able to count time spent in a non-provider setting performing patient care activities toward the determination of full-time equivalency as long as the hospital incurs the costs of compensating the resident. The Secretary may establish a demonstration project in which approved teaching health centers contract with an accredited teaching hospital. The health center provides inpatient responsibilities to primary care residents in hospital program but, in turn, is responsible for paying the hospital for its costs of compensating (salary and benefits) residents participating in the approved teaching health center’s program. (Sec. 1502).



iii.
Rules for Counting Resident Time: 

The bill provides that all the time spent by an intern or resident in didactic conferences and seminars, not including non-therapeutic research, shall be counted toward the resident’s determination of full-time equivalency. Further, vacation, sick leave, and other approved leave which does not prolong the normal duration of the resident’s time in the program shall also be counted. The same outlined above applies to IME determinations. (Sec. 1503).



iv.
Absorbing Residency Positions of Closing Hospitals: 

This bill grants authority to the Secretary to establish a process to provide for the resident positions of a closing hospital so they may be absorbed by other hospitals in the state in addition to the other hospitals’ own positions. This leaves broad discretion to the Secretary to determine the process consistent with recommendations. (Sec. 1504).



v.
Accountability for Medical Residency Training: 

The bill articulates the goals of medical residency training programs as to foster physicians who are prepared and experienced to work effectively in various health care delivery settings, to coordinate patient care within and across settings, to understand various diagnostic and treatment options, to be able to work in inter-professional teams and multi-disciplinary team-based models which enhance safety and improve quality of patient care, to be knowledgeable in identifying systematic errors in health care delivery and in implementing systematic solutions in order to improve health outcomes of the population the physician serves, and to be meaningful electronic health records users so as to deliver care and improve the quality of the health of the community and individuals. The bill delegates the authority to conduct a study to evaluate whether medical residency training programs are meeting these goals and that they have appropriate faculty expertise. This study also includes any recommendations for programs to meet these goals such as development of curriculum requirements and assessment of the accreditation process. (Sec. 1505).

F.
Title VII—Medicaid And Chip 

i.
Subtitle A—Medicaid and Health Reform 

a.
Eligibility for Individuals with Incomes Below 133-1/3 percent of the Federal Poverty Level: 

The bill requires State Medicaid programs to provide coverage for non-disabled childless adults under the age of sixty-five (65), whose income is at or below 133-1/3% of the Federal Poverty Level (FPL), which is defined as $14,400 per year for an individual. The government will pay 100% of the costs of expenditures associated with coverage of these individuals under the Federal Medical Assistance Program (FMAP). 

State Medicaid programs will provide coverage for those individuals who historically have not been afforded coverage. Coverage will be extended to cover parents and individuals with disabilities and under the age of sixty-five (65) whose income is at or below 133-1/3% of the FPL, which is defined as $29,300 per year for a family of four (4). The government will pay 100% of the costs of expenditures associated with coverage of these individuals whose income falls below the state levels in effect on June 16, 2009 and are at or below 133-1/3% of the FPL.

Under this bill, State Medicaid programs will be required to provide temporary coverage for newborns, from birth to one (1) year of age, that do not have other means of insurance coverage.

The Bill stipulates that a state may not require an individual who meets the characteristics of those described in the above paragraphs, to enroll in a managed care program unless the coverage provided by that program has the capacity to meet the health, mental health, and substance abuse needs of that individual. 

Maryland grants eligibility for its State - CHIP program to children 18 years of age or younger and living in households earning 300% or less than the FPL ($61,950 for a family of four). Maryland covers more than 300,000 children who would not be eligible for traditional Medicaid. 

Maryland has an application pending for a waiver in the form of a demonstration project with the goal of increasing access to health insurance under MCHP (Maryland’s S-CHIP) for low income, uninsured pregnant women or children for whom coverage is cost prohibitive. If the demonstration project is approved, the State will be able to access enhanced FMAP for the coverage of pregnant women with an income above 185% of the FPL but less than 250% of the FPL.  (Sec. 1701).



b.
Requirements and Special Rules for Certain Medicaid Eligible Individuals: 

Under this Bill, Title XIX of the Social Security Act, will be amended to require that the State must enter into a Medicaid memorandum of understanding with the Health Choice Commissioner to ensure coordination of the enrollment of low income Medicaid eligible individuals into a level of acceptable coverage through the Health Insurance Exchange (Exchange) or Medicaid.

The States shall accept without further determination, those enrollees determined by the Commissioner to be a “non-traditional Medicaid eligible individual.” The State is not permitted to do any further eligibility determination under the provisions of the American Affordable Health Choices Act of 2009 (Act). There will be “presumed eligibility” for individuals applying for Medicaid, during which time the State shall provide for making Medical Assistance available. Determinations of eligibility and notice of non-eligibility must be conducted for all Exchange eligible individuals who request the determination and the results of a non-eligibility decision forwarded to the Commissioner. The Commissioner will reimburse the State for the cost of the determination reviews. (Sec. 1702).



c.
CHIP and Medicaid Maintenance of Effort (MOE): 

State CHIP programs may not have eligibility standards, methodologies or procedures that are more restrictive than those of the federal programs that are in effect as of June 16, 2009.

The termination date for the CHIP MOE is anticipated to be in the year 2013 and will coincide with the first day of the Exchange. The opening of the Exchange will be based on; a) the determination by the Health Choice Commissioner that the Exchange has the capacity to support the number of CHIP enrollees who are deemed Exchange eligible individuals and b) the Secretary has determined that the Exchange, State and Employers have procedures in place to ensure a timely transition without interruption of coverage for CHIP enrollees. A CHIP enrollee is defined as a targeted low-income child or who is otherwise eligible for child health assistance or pregnancy related assistance under the State Child Health Plan.

In an attempt to simplify and coordinate eligibility rules between the Exchange and Medicaid, the MOE prohibits the States from adopting eligibility standards, methodology or procedures in their Medicaid programs that are more restrictive than those in effect on June 16, 2009.

Beginning 2013 (Y1) of the Act, states are not eligible for payment under the Exchange if the State has applied any asset test in determining eligibility of any individual making application for coverage or renewal of coverage. (Sec. 1703).


d.
Reduction in Medicaid Disproportionate Share Hospitals (DSH): 

By January 1, 2016, the Secretary of HHS is required to submit a report to Congress outlining why a continued role for Medicaid DSH would be required if the goal of reducing the number of uninsured individuals has been achieved with health care reform. The report must include a) recommendations regarding targeting of Medicaid DSH within the states and distribution of DSH among the states, and b) the methodology to be used in the implementation of the requirements for reforms.

The Secretary shall reduce Medicaid DSH payments to all states based on the following schedule: FY 2017 – 1.5 billion dollars; FY 2018 – 2.5 billion dollars; FY 2019 – 6.0 billion dollars, for a total of $10 billion dollars. The methodology of the reduction of DSH payments to the states will be that of imposing the largest percent reductions to states having the lowest percentage of uninsured individuals during the most recent year reported or states that do not target their DSH payments on hospitals with a high volume of Medicaid inpatients and hospitals with a high level of uncompensated care. Uncompensated care will exclude both bad debt and physician services. The reduction in DSH payments is certain to have a large impact on hospitals that depend on the DSH payments for their financial viability. Maryland’s DRG waiver will be impacted as the growth in our healthcare costs will be significantly impacted by this change.

The Secretary shall publish a report in the Federal Register by January 1, 2016, specifying the DSH allotment per state for the fiscal year specified inclusive of FY 2017, FY 2018, and FY 2019. (Sec. 1704).



e.
Expanding Outstationing: 

Effective July 1, 2010, States must make provisions to allow adults to apply for Medicaid coverage at sites other than welfare offices such as DSH(hospitals) and Federally Qualified Healthcare Centers (FQHCs). This requirement is currently in place for pregnant women and children. Maryland currently has Outstationed Eligibility Workers located in hospitals and Health Department Clinics. (Sec. 1705).

ii. Subtitle B—Prevention

a.
Required Coverage of Preventive Services: 

The Social Security Act (42 U.S.C. 1396d) is to be amended to add coverage of preventive services not covered currently. The additional services will be those determined by the Secretary based on a) recommendations from the task force for Clinical Preventive Services, b) vaccines recommended by the Director of the Center for Disease Control and Prevention, and c) services deemed appropriate for Medicaid beneficiaries. The amendment will prohibit the imposition of cost sharing on these services. The Effective date will be July 1, 2010. State plans requiring legislative approval will be granted additional time to comply with these requirements. The time frame will be that of the first day of the first calendar quarter beginning after the close of the first regular session that begins after the enactment date of this Bill. (Sec. 1711). 
b.
Tobacco Cessation: 

Prohibits the exclusion of FDA approved tobacco cessation products from coverage by State programs. The definition of pregnancy related services that States are required to provide will be expanded to include tobacco cessation counseling. Effective date is July 1, 2010. (Sec. 1712).
c.
Optional Coverage of Nurse Home Visitation Services: 

The Social Security Act (42 U.S.C. 1396d) will be amended to add a provision for home visits by trained nurses to families with a first time pregnant woman or a child under two (2) years of age who is eligible for medical assistance. The Secretary  must deem the services/visits effective based on the following criteria: a) will improve the maternal or child health and pregnancy outcomes or increasing birth intervals between pregnancies; b) will reduce the incidence of child abuse, neglect, and injury, improve stability of the family (including a reduction in the incidence of intimate partner violence) or reduce maternal and child involvement in the criminal justice system; or c) will increase economic self-sufficiency, employment, school readiness, educational achievement or reduce dependence on public assistance. The effective date of this service will be January 1, 2010. An enhanced federal matching rate for the cost of these services will be provided. This amendment will not prevent or affect the State programs from offering home visits by nurses for other classes of items and services applicable to Medicaid beneficiaries. (Sec. 1713).

d.
State Eligibility Option for Family Planning Services: 

Amendment to the Social Security Act (42 U.S.C. 1396(a)(10)) allowing State Medicaid programs to extend coverage for family planning services and supplies to low income woman, without obtaining a waiver. Eligibility for these services would be based solely on the income of the individual. The family planning services would be for women who are not pregnant or who require such services after a diagnosis of cervical cancer. State programs would be permitted to cover these services rendered from a qualified entity during a presumptive eligibility period. This benefit is effective upon enactment of the Bill. (Sec. 1714).
iii. Subtitle C—Access 

a.
Payments to Primary Care Practitioners: 

The Bill requires State Medicaid programs to increase reimbursement to Primary Care Providers (PCP) for services rendered, to no less than 80% of Medicare rates in 2010, 90% in 2011 and 100% in 2012 and thereafter. The Federal government will assume 100% of the increased costs associated with this requirement using the Federal Medical Assistance Percentage (FMAP). The Effective date of this change is January 1, 2010. (Sec. 1721).



b.
Medical Home Pilot Program: 

Secretary shall establish a Medical Home Pilot under which a State may apply for approval to operate a Medical Home Pilot Program for its high need Medicaid beneficiaries. High need beneficiaries include medically fragile children and high risk pregnant women. The pilot program shall not exceed five (5) years. The Federal government would match administration costs (i.e. community care workers) up to 90% for the first two (2) years of the pilot program and 75% for the remaining three (3) years with a maximum contribution of $1.235 billion dollars. The Secretary will evaluate the pilot program based on specified criteria and submit the report to Congress and make public within sixty (60) days of the evaluation. (Sec. 1722).



c.
Translation or Interpretation Services: 

Federal government to provide matching costs up to 75% of the costs associated with the provision of translation services for Medicaid eligible adults for whom English is not their primary language. The effective date for this service of January 1, 2010. (Sec. 1723).



d.
Optional Coverage for Freestanding Birth Center Services: 

Provision allowing for State Medicaid programs to cover services provided by free standing birth centers that are not hospitals and where childbirth is planned to occur outside of the pregnant women’s residence and where care is provided by a “licensed birth attendant.” The effective date is the enactment date of the Act. (Sec. 1724).


e.
Inclusion of Public Health Clinics under the Vaccines for Children Program: 

Provides for children without insurance coverage for immunizations, to be able to receive their vaccines at a public health clinic. The effective date is the date of the enactment of the Bill. (Sec. 1725).
iv. Subtitle D—Coverage 

a.
Optional Medicaid Coverage of Low-Income HIV-Infected Individuals: 

State Medicaid program will be permitted to cover HIV infected individuals whose incomes and resources do not exceed the maximum amount allowed by the State for individuals with disabilities. The costs of the coverage will be matched at an enhanced rate. The effective date will be the date of the enactment of the Bill. The program has a sunset date of January 1, 2013, at which time it is expected that coverage will be available via the Exchange or through Medicaid. (Sec. 1731).

b.
Extending Transitional Medicaid Assistance (TMA): 

Amendments to the Social Security Act and the American Recovery and Reinvestment Act of 2009, will extend the one (1) year transitional coverage for families moving from welfare assistance to employment. The date of the extension period will move from December 31, 2010 to that of December 31, 2012. (Sec. 1732).

c.
Requirement of 12-Month Continuous Coverage under Certain CHIP Programs: 

Requires “stand alone” CHIP programs to provide a twelve (12) month continuous eligibility option for targeted low income children whose family income is less than 200% of the FPL. Effective date is January 1, 2010. (Sec. 1733).

v. Subtitle E—Financing 

a.
Payments to Pharmacists: 

The upper limit for payments by the State for multisource drugs under a State Medicaid plan (Sec. 447.332 of Title 42, Code of Federal Regulations) shall continue until December 31, 2010. The upper limit will then be limited to 130% of the weighted average of monthly manufacturer prices (AMP). The AMP will be redefined to exclude price concessions to pharmacy benefit managers, Managed Care Organizations (MCOs), Health Maintenance Organizations (HMOs), Insurers, mail order pharmacies, or Long Term Care providers with the stipulation that the price concessions are not passed through to retail pharmacies. Price concessions determined by the Secretary for hospitals, clinics and physicians will not be subject to judicial review. Manufacturers will report within thirty (30) days their total number of units used to calculate monthly average manufacture price for outpatient drugs. Regulations regarding upper limit pricing and AMP will be made available for public comment prior to becoming effective. (Sec. 1741).
b.
Prescription Drug Rebates: 

Provides for an additional rebate for line extensions or new formulations of a single source drug or an innovator multiple source drug that is an oral solid dosage form. Effective date for an additional rebate is December 31, 2009. Provides for an increase in the manufacturers rebate for brand name drugs – single source from 15.1% to 22.1% of AMP. Effective date for the change is January 1, 2010. (Sec. 1742).
c.
Extension of Prescription Drug Discounts to Enrollees of Medicaid MCOs: 

Provide for an extension of the requirement that manufacturers pay State Medicaid programs rebates for drugs dispensed to Medicaid beneficiaries enrolled in Medicaid MCOs. States shall report to the Secretary on a quarterly basis, the dollar amount of the rebates received from pharmaceutical manufacturers for their MCO enrollees. Effective date is July 1, 2010. (Sec. 1743).



d.
Payments for Graduate Medical Education (GME): 

Provides for State Medicaid programs to receive Federal funds for GME provided in or outside of the hospital setting. The Secretary must specify by December 31, 2011, programmatic goals for the use of the Federal funds for the purpose of GME and workforce needs. States are required to submit to the Secretary in a timely manner, an annual report detailing total GME payments and how those payments were used including; a) the institutions and programs eligible for the funds; b) the manner in which the payments are calculated; c) the types and fields of education being supported; d) the workforce or goals to which the funds are applied; e) progress toward meeting those goals; f) other information deemed appropriate and relevant to the GME program as well as how the State used the funds to meet the goals for GME programs as specified by the Secretary. Effective date is the date of enactment of this Bill. (Sec. 1744).
vi. Subtitle F—Waste, Fraud, and Abuse 

a.
Health Acquired Conditions: 

Starting in 2010, certain miscellaneous provisions seeking to reduce waste, fraud and abuse are added to federal anti-fraud law already in place. Several provisions disallow federal reimbursement for certain expenditures deemed avoidable, such as health-care acquired conditions or litigation related misconduct, or to programs which have been excluded from participation in Medicaid or CHIP due to delinquency in overpayment obligations, failure to meet CHIP obligations. (Sec. 1751).

b.
Evaluations and Reports: 

Contractors will be required to conduct periodic evaluations on the effectiveness of Medicaid integrity program activities, and providers other than physicians and nursing facilities will be required to establish compliance programs to reduce waste, fraud and abuse. (Sec. 1752, 1753).

c.
Overpayments: 

The timeframe for State reimbursement of the federal component of a Medicaid overpayment is extended to one year in the event of overpayment due to fraud. Medicaid managed care organizations are required to maintain a minimum of an 85% medical loss ratio, or more, if required by regulation, and are also required to provide the State with patient encounter data as specified by the Secretary. (Sec. 1754).

d.
Reporting on Expanding Data Sets: 

States are required to expand the date elements under MMIS for the purpose of detection of fraud and abuse. Entities such as billing agents, clearinghouses or alternate payees will be required to register with the state and federal government. (Sec. 1758).

vii.
Subtitle G—Puerto Rico and the Territories 

a.
Puerto Rico and Territories: 

Provides for additional funding for Puerto Rico and the territories of the Virgin Islands, Guam, Northern Mariana Islands, and American Samoa at rates increasing yearly for a total amount of $10.350 billion for fiscal years 2011 through 2019. (Sec. 1771).
vii. Subtitle H—Miscellaneous 

a.
Technical Corrections: 

Provides language for technical corrections to section 1144 of the Social Security Act. Amends Section 1935 of the Social Security Act, to provide language regarding the State’s obligation to provide Medicaid with reasonable promptness and using the application date as the date of filing. Amends language of Section 605 of CHIPRA to strike “legal residents” and replace with “lawfully residing in the US.” Amends 1115 of the Social Security Act to include pilot, experimental, or demonstration projects as State programs with rights afforded as such. (Sec. 1781).
b.
Extension of Qualified Individuals (QI) Program: 

Provides for the elimination of funding limitations and extends for a period of two (2) years, through December, 2012, the provision for 100% Federal matching payments for Part B premiums for Medicare beneficiaries with incomes between 120% and 135% of the FPL.  (Sec. 1782).
G.
Title VIII—Miscellaneous Provisions 

i.
Repeal of Trigger Provisions: 

This section repeals the 45 percent trigger provision of the Medicare Prescription Drug, Improvement and Modernization Act (MMA) which previously had mandated that if more than 45 percent of Medicare expenditures were projected to come from general revenues within a seven-year period, the trustees would issue a warning. Two consecutive years of this warning would require the President to offer reform legislation and Congress to give that legislation expedited consideration. Repeal of this act is controversial because it would remove a check on the spiraling costs of Medicare.
ii. Repeal of Comparative Cost Adjustment Program: 

This provision repeals a demonstration program mandated by the MMA that would require traditional Medicare to compete with Medicare Advantage plans in a number of locations around the country.  Because Medicare Advantage plans are paid more than traditional Medicare, the plans were previously able to submit lower bids, resulting in harm to the traditional program and an increase in Part B premiums for beneficiaries who live in demonstration project areas. 
iii. Extension of Gainsharing Application: 

This section extends the Gainsharing Demonstration of the Deficit Reduction Act of 2005 from December 31, 2009 to September 30, 2011. This section also appropriates an additional $1.6 million for fiscal year 2010, to remain available for expenditure through fiscal year 2014.  This is particularly important in light of CMS’s failure to finalize the exception proposed in the CY 2009 physician fee schedule for shared savings programs.  Given that all shared savings (that is, gainsharing) programs arguably implicate the physician self-referral law, the demonstration permits the testing of various hospital/physician alignment options without the application of the physician self-referral or other federal fraud and abuse laws.
IV.
DIVISION C—PUBLIC HEALTH AND WORKFORCE DEVELOPMENT 

A. Title I—Community Health Centers 

Public Health Investment Fund: The bill establishes a Public Health Investment “Fund” which the Appropriations Committees in both the House and Senate will manage. The Fund will establish or maintain a significant portion of funding for Community Health Centers, the National Health Service Corps Program, the National Health Service Corps Scholarship and Repayment Program, primary care loan funds, primary care education programs, nursing workforce development, the Prevention and Wellness Trust, the National Center for Health Statistics and the Agency for Healthcare Research and Quality. From the Treasury, the bill would deposit $4.6 billion for FY 2010 and $12.7 billion for FY 2019 (with increasing deposits for each FY between 2010 and 2019).The bill authorizes allocation of money from the Fund, in addition to current funding, for Community Health Centers: $1 billion for FY 2010 to $6.4 billion for FY 2019 (with increasing deposits for each FY between 2010 and 2019). (Sec. 2101).

B.
Title II—Workforce 

i.
Subtitle A—Primary Care Workforce 

a.
National Health Service Corps: 

The National Health Service Corps would consist of individuals performing obligated service in clinical practices in order to have up to $50,000 of their educational loans repaid through the program. An individual may fulfill his or her obligated service through performing either full-time (40 hours per week for 45 weeks of the year) or half-time (20 hours per week, not more than 39, for 45 weeks of the year) clinical practice. However, if an individual agrees to half-time clinical practice, then the individual must also agree to either double the period of obligated service or accept the minimum service amount of 2 years with an award amount equal to 50% of the amount that would otherwise be payable for full-time service. Clinical practice may include teaching for up to 20% of the individual’s obligated service. (Sec. 2201).

b.
Authorizations of Appropriations: 

Appropriations from the Fund for the National Health Service Corps Program (i.e. its operations) would consist of $63 million for FY 2010, and would increase each FY to $98 million until FY 2019. Appropriations to finance the Scholarship and Loan Repayment Programs under the National Health Service Corps would consist of $254 million for FY 2010, and would increase each FY to $391 million for FY 2019. (Sec. 2202).



c.
Promoting Primary Care and Dentistry: 

This section outlines the establishment of the Frontline Health Providers Loan Repayment Program. The purpose of this program is to address unmet health care needs in health professional needs areas via a loan repayment program. The program would require an individual to serve for a minimum of two years, either as a primary health services provider, or in a health discipline, specialty, or subspecialty for which the area, population, or facility is designated as a health professional needs area. A Health Professional Needs Area is defined as an area, population, or facility designated so by the Secretary because it is a rational area for the delivery of health care services, because it serves an area with an insufficient capacity of health professionals or high needs for health services, and because no National Health Service Corps member is currently assigned with respect to primary health services. Eligibility for this program would not be limited to physicians or nurses, but would include practitioners in the field of respiratory therapy, medical technology, or radiologic technology. The individual must either hold a degree in a course of study or program approved by the Secretary as designated for this Program or be a full-time student in such a designated program in his or her final year of study with an acceptable level of academic standing. The Frontline Health Providers Loan Repayment Program would pay an amount on the principal and interest of the individual’s undergraduate or graduate loans (or both) during the time of the individual’s service. However, the amount, repaid on the individual’s behalf cannot be more than 40% of the average award available under the National Health Service Corps Loan Repayment Program in that year. The individual may satisfy the service requirement through employment in a solo or group practice, a clinic, an accredited public or private hospital, or any health care entity deemed appropriate by the Secretary. This program would be applied in the same manner as the National Health Service Corps Loan Repayment Program. The bill allocates 90 percent of the Frontline Health Providers Loan Repayment Program fund’s for physicians and other health professionals providing primary health services. 10 percent is designated for health professionals not described elsewhere in this part, but deemed eligible by the Secretary. Further, if there are an insufficient number of applicants to this program, any unobligated funds would be transferred to the National Health Service Corps to either recruit sufficient applicants to the Corps for the following year or to make additional loan repayments available under the Corps. (Sec. 2211).

d. Primary Care Student Loan Funds: 

The bill would lower the interest rate on primary care student loans to 2 percentage points less than the applicable rate of interest described in section 427A(l)(1) of Higher Education Act of 1965 per year. The interest on the unpaid balance would be computed only when loan is repayable. However, if a student fails to comply with the provisions of his or her agreement, the student would have to pay the interest he or she would have incurred from the outset of the loan. This would change a section of the United States Code regarding student loans for Medical Schools and Primary Health, to require that the student must enter into residency training program in primary health care and “practice in such care for 10 years” or through the date on which the loan is repaid in full. A student would be eligible based on financial need as determined by the submission of his or her financial information, as well as such information of family members if not deemed financially independent. (Sec. 2212).

e.
Training: 

This part of the bill would grant authority to the Secretary to award grants and contracts for various training programs including: Primary Care Training Program; Capacity Building in Primary Care Program; Program for Training of Medical Residents in Community-Based Settings; Dental Medicine Training Program. These grants and contracts would be for eligible entities who are planning, developing, operating, or participating in (as individuals) these accredited programs. (Sec. 2213 – Sec. 2215).

ii. Subtitle B—Nursing Workforce 

Nursing Workforce: The bill defines a “nurse-managed health center” as a nurse-practice arrangement managed by advanced practice nurses that provides primary care or wellness services to underserved or vulnerable populations. It also defines it as being associated with an accredited school of nursing, a federally qualified health center, or an independent nonprofit health or social services agency. Advanced Nursing Education Grants would be awarded to train advanced education nurses who will practice in health professional shortage areas and to increase diversity among advanced education nurses. The bill would increase the amount of student loans available for potential nurses as well as for nursing faculty. Further, a nurse may repay this loan by entering into an agreement with the Secretary to serve for a minimum of two years as a nurse at a health care facility with a critical shortage of nurses or as a faculty member at an accredited school of nursing. (Sec. 2221).

iii.
Subtitle C—Public Health Workforce 

a.
Public Health Workforce Corps: 

The bill would establish the Public Health Workforce Corps within the Public Health Service in order to ensure an adequate supply of public health professionals throughout the Nation. Its members would be officers of the Regular and Reserve Corps of the Service as well as civilian employees designated and appointed by the Secretary. The Administrator of the Health Resources and Services Administration would manage the Public Health Workforce Corps and the Director of the Centers for Disease Control and Prevention would develop a system by which participants may be placed and assigned in State, local, and tribal health departments and Federally qualified health centers. It would be operated in a similar manner to the National Health Service Corps. Within the Public Health Workforce Corps, there would be a Public Health Workforce Scholarship Program and a Public Health Workforce Loan Repayment Program. The Scholarship Program would be for full-time or part time students at an accredited graduate school or program approved by the Secretary, who are also eligible for, or hold, an appointment as a commissioned officer or for selection for civilian service. To benefit from the program, the student must agree, via a written contract, to serve as a full-time public health professional for the period of obligated service. Also within the contract, the Corps agrees to provide the student with a scholarship for a maximum of 4 years of study as long as the student maintains his or her enrollment with an acceptable level of academic standing and, if applicable, completes a residency or internship. (Sec. 2231). 

b.
Enhancing the Public Health Workforce: 

According to the bill, the Secretary, through the Administrator of Health Resources and Services Administration and in consultation with the Director of the Centers for Disease Control and Prevention, would establish a program for public health workforce training and enhancement via the administration of awarding grants and contracts. These grants and contracts would go toward developing and operating, as well as individual participation in accredited professional training programs in the field of public health, traineeships and fellowships, and programs for training teachers for such programs. In awarding grants and contracts, preference would be given to programs which would train the greatest percentage of public health professionals who serve in underserved communities, individuals from underrepresented minority groups or disadvantaged backgrounds, individuals in public health specialties experiencing a significant shortage of public health professionals, and significantly improving the percentage of those who would serve federal, state, and local governments. (Sec. 2232). 

c.
Preventive Medicine and Public Health Training Grant Program: 

This section outlines of grants for training graduate medical residents and interns in preventative medicine. (Sec. 2232). 

d. Authorization of Appropriations: 

From the Public Health Investment Fund, this bill authorizes $51 million for FY 2010 increasing to $79 million for FY 2019. (Sec. 2235). 

iv.
Subtitle D—Adapting Workforce to Evolving Health System Needs

a.
Diversity, Cultural Competency, and Interdisciplinary Training: 

This bill would establish a cultural and linguistic competency training program for health care professionals, including nurse professionals. This would consist of awarding grants and contracts to entities that are developing and implementing models for such training. The Secretary would give preference to those entities with a demonstrated record of addressing the cultural and linguistic competency needs of the population to be served, addressing health disparities, placing health professionals in regions experiencing significant changes in cultural and linguistic demographics, and carrying out such training with respect to more than one health profession discipline, specialty, or subspecialty. The Secretary would also establish innovations in interdisciplinary care training programs by awarding grants and contracts in order to promote the delivery of health services through interdisciplinary and team-based models. Interdisciplinary is defined as collaboration across health professions and specialties, which may include public health, nursing, allied health, and appropriate medical specialties. Such examples include patient-centered medical home models, medication therapy management models, and models integrating physical, mental, or health services. Preference would be given to a program that will train the greatest percentage, or significantly increasing the percentage, of health professionals who serve underserved communities, broad interdisciplinary team-based collaborations, and programs addressing health disparities. (Sec. 2243).

b.
Advisory Committee on Health Workforce Evaluation and Assessment: 

The “Advisory Committee” would submit recommendations to the Secretary regarding classifications of the health workforce, standardized methodologies and procedures to enumerate the health workforce (defined as health care providers with direct patient care and support responsibilities), the supply, diversity, and geographic distribution of the health workforce, the retention of the health workforce to ensure quality and adequacy of such workforce, and policies to carry out these recommendations. The Advisory Committee would consist of 15 members with a term of three years, with expertise in the following areas: conducting and interpreting health workforce market analysis, including health care labor workforce analysis; conducting and interpreting health finance and economics research; delivering and administering health care services; and delivering and administering health workforce education and training. There may be no less than one representative of each of the following groups: Health professionals within the health workforce; health care patients and consumers; employers; labor unions; and third-party health payers. These members should have experience working with populations in urban and federally designated rural and non-metropolitan areas, as well as populations who are underrepresented in the health professions, including underrepresented minority groups. The Advisory Committee would collaborate with the advisory bodies at the Health Resources and Services Administration, the National Advisory Council, the Advisory Committee on Training in Primary Care Medicine and Dentistry, the Advisory Committee on Interdisciplinary, Community-Based Linkages, the Advisory Council on Graduate Medical Education, and the National Advisory Council on Nurse Education and Practice. The Secretary shall collect the data the Advisory Committee needs based on its recommendations on the methodologies. (Sec. 2261, Sec. 2271). 

C.
Title III—Prevention And Wellness 

i.
Prevention and Wellness Trust: 

The bill would establish the Prevention and Wellness Trust from monies in the Public Health Investment Fund. (Sec. 3111). 

ii. National Prevention and Wellness Strategy: 

The Secretary shall submit to Congress a national strategy every two years (beginning one year after enactment) designed to improve the Nation’s health through evidence-based clinical and community prevention. The strategy would include: identification of specific national goals and objectives in prevention and wellness activities; national priorities for prevention and wellness, taking into account unmet prevention and wellness needs; national priorities for research on prevention and wellness, taking into account unanswered research questions on prevention and wellness; identification of health disparities in prevention and wellness; and a plan for addressing and implementing these goals and priorities. The Secretary would consult heads of appropriate health agencies and offices in the Department. (Sec. 3121). 

iii. Task Force on Clinical Preventive Services: 

The Secretary shall establish a task force on clinical preventive services. This task force would be responsible for: identifying clinical preventive services for review; reviewing the scientific evidence for the purpose of developing, updating, publishing, and disseminating evidence-based recommendations on the use of such services; taking into account health disparities; identifying gaps in clinical preventive services research and evaluation and recommend priority areas; consulting with the clinical prevention stakeholders board; consulting with the Task Force on Community Preventive Services; and considering the national strategy. The Secretary shall provide support for the operations of the Task Force. It shall consist of 30 members holding a term of six years. They shall collectively have expertise in the following areas: health promotion and disease prevention; evaluation of research and systematic evidence reviews; application of systematic evidence reviews to clinical decision making or health policy; clinical primary care in child and adolescent health; clinical primary care in adult health, including women’s health; clinical primary care in geriatrics; clinical counseling and behavioral services for primary care patients; and significant experience in treating racially and ethnically diverse populations. The Task Force shall convene a Clinical Prevention Stakeholders Board composed of health care consumers, providers of clinical preventive services including community-based providers, federal departments and agencies (i.e. Surgeon General, Office of Minority Health, and Office on Women’s Health), and private health care payers. The board will be responsible for recommending clinical preventive services for review by Task Force, suggesting scientific evidence for consideration, providing feedback regarding draft recommendations; and assisting with efforts regarding dissemination of recommendations. (Sec. 3131). 

iv. Task Force on Community Preventive Services: 

The Secretary shall establish a task force on community preventive services. This task force would be responsible for: identifying clinical preventive services for review; reviewing the scientific evidence for the purpose of developing, updating, publishing, and disseminating evidence-based recommendations on the use of such services; taking into account health disparities; identifying gaps in clinical preventive services research and evaluation and recommend priority areas; consulting with the clinical prevention stakeholders board; consulting with the Task Force on Community Preventive Services; and considering the national strategy. The Secretary shall provide support for the operations of the Task Force. It shall consist of 30 members holding a term of six years. They shall collectively have expertise in the following areas: public health; evaluation of research and systematic evidence reviews; disciplines relevant to community preventive services including health promotion, disease prevention, chronic disease, worksite health, qualitative and quantitative analysis, and health economics, policy, law, and statistics; and significant experience working with racially and ethnically diverse populations They shall consist of state health officers, local health officers, health care practitioners, and public health practitioners. The Task Force shall convene a Community Prevention Stakeholders Board composed of health care consumers, providers of clinical preventive services including community-based providers, federal departments and agencies (i.e. Surgeon General, Office of Minority Health, and Office on Women’s Health), and private health care payers. The board will be responsible for recommending clinical preventive services for review by Task Force, suggesting scientific evidence for consideration, providing feedback regarding draft recommendations, and assisting with efforts regarding dissemination of recommendations. (Sec. 3132).

v. Delivery of Community Prevention and Wellness Services: 

The director of Center for Disease Control and Prevention would establish a program for the delivery of community preventive and wellness services consisting of awarding grants to eligible entities. (Sec. 3151). 

