Rockefeller Delivery System Reform Amendment #1o the Americads Heal t hy

Rockefeller Amendment #D1 toTitle Ill, Subtitle A (Transforming the Health Care
Delivery System)

Part Il 7 Strengthening the Quality Infrastructure

Short Title: Clarification of the members of the Quality Improvement Coordinating Council.

Description of Amendment

This amendment would further define the members of the Quality Improvement

Coordinating Council to include the following:
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The Centers for Medicare aMkdicaid Services (CMS)
National Institutes of Health (NIH)

Centers for Disease Control and Prevention

Food and Drug Administration (FDA)

The Department of Health and Human Services (HHS)

The Health Resources and Services Administration (HRSA)
The Agency ér Healthcare Research and Quality (AHRQ)
Administration on Children and Families

The Department of Labor

The Department of Defense

The Department of Veterans Affairs

The Veterans Health Administration

The Department of Commerce

The Office of Personnel Me@gement

The Office of Management and Budget

The U.S. Coast Guard

The Federal Bureau of Prisons

The National Highway Transportation and Safety Administration
The Federal Trade Commission

Futur



1 The Social Security Administration

Offset: This amendment should bedget neutral



Rockefeller Delivery System Reform Amendment#86t he Amer i cads Heal t hy

Rockefeller Amendment #D2to Title Ill, Subtitle A (Transforming the Health Care
Delivery System)

Part IV T Strengthening Primary Care and Other Workforce Improvements

Short Title: Re-defining primary care to include geriatricians, palliataee and mental health
for the purposes of improving access to primary care.

Description of Amendment

This amendment woulddd language to include geriatricgain the definition of primary
care provider$or the purposes of the primary care bonus and General Surgery bonus

This amendment would expand the professionals included in the redistribution of
graduate medical education spots to defjegatricianspalliative care and mental health
professionales s A pri mary care providerso for the purop

This amendment would invest in training and distribution of geriatric specialists, by using
languageconsistent with the concepts includedhe Advanced Care Planning and
Compassionate Care Act of 2009.

Offset: Capping itemized deductions at 35%.

[NOTET Amendment sponsors reserve the right to modify the amendment for technical,
revenueneutrality, or other purposes.]



Rockefeller Delivey System Reform Amendment #3o the Americad s Heal t hy Fut ur

Rockefeller Amendment #D3to Title Ill, Subtitle A (Transforming the Health Care
Delivery System)

Short Title: Add a new Part \/ Health Information Technology; add free clinics to tts¢ dif
providers eligible for Medicare and Medicaid incentives under the American Recovery and
Reinvestment Act of 2009 (P.L. 1-B)

Description of Amendment

This amendment would create a new Part V in the mark and amend Title IV under
Division B of PL. 111-5 to add free clinics to the list of providers eligible for both Medicare and
Medicaid incentives. Free clinic should be defined as follows:

AFr ee cl| i nmechealthacare orgarazitiens that use volunteers to provide a range of
medical,dental, pharmacy, and/or behavioral health services to economically disadvantaged
individuals the majority of whom are uninsured or underinsured. Free clinics are community
based 501(c)(3) taxempt organizations, or operate as a program componenfilbatafof a

501(c)(3) organization. Entities that otherwise meet the above definition, but charge a nominal
fee to patients, may still be considered free clinics provided essential services are delivered
regardless of the patientés ability to pay. o

Offset: Capping itemized deductions at 35%.

[NOTET Amendment sponsors reserve the right to modify the amendment for technical,
revenueneutrality, or other purposes.]



Rockefeller Delivery System Reform Amendment #tb the Americad s Heal t hy Fut ur

Rockefeller Amendment #D4to Title 1ll, Subtitle A (Transforming the Health Care
Delivery System)

Short Title: Create a new Part WHealth Information Technology; require thipérty audits of
health information technology

Description of Amendment

This amendment would amend current law to require the National Coordinator for Health
Information technology to require thighrty audits of electronic medical record systems as part
of the certification of technology by tlgertificationCommission fo Healthcare Information
Technology(CCHIT).

Offset: Capping itemized deductions at 35%.

[NOTET Amendment sponsors reserve the right to modify the amendment for technical,
revenueneutrality, or other purposes.]



Rockefeller Delivery System Reform Anendment #5to the Americad s Heal t hy Fut ur

Rockefeller Amendment #D5 toTitle Ill, Subtitle A (Transforming the Health Care
Delivery System)

Short Title: Create a new Part WHealth Information Technology; add advance planning
language

Description of Amendment

This amendment would require the Secretary of HHS and the National Coordinator for
Health IT to implement standards for including advance directives in electronic health records
(EHRS), no later than January 1, 2011, using the VArasdel.

Offset: Capping itemized deductions at 35%.

[NOTE T Amendment sponsors reserve the right to modify the amendment for technical,
revenueneutrality, or other purposes.]



Rockefeller Delivery System Reform Amendment#6 o t he Amer Fuuedd Heal t

Rockefeller Amendment #D6to Title 1ll, Subtitle B (Improving Medicare for Patients and
Providers)

Part lll 7 Medicare Part D Improvements

Short Title: Eliminate discriminatory prescription drug cestaring for individuals with chronic
disease.

Description of Amendment

This amendment would improve the Medicare prescription Drug Program using language
consistent with the concepts included in Section 2 of the Affordable Access to Prescription
Medications Act of 2009 (S. 1630). Thislimdes sections similar to the following:

Monthly Cap on Oubf-pocket SpendingBeginning plan year 2011, the Secretary shall

implement a monthly cap on the cost of any one prescription drug at $200-qey 30pply.

The Secretary shall make the neeegadjustments to make certain this policy is applied to both

60 and 9eday supplies of prescription drugs as well. Néargurance or cgpayment may be

greater than the base cost of the prescription drug, as determined by the Secretary. No
beneficiaryshall pay more then $500 in-payments or cinsurance in any given month. The
amounts noted in this section shall be indexed annually according to the average of CPI and CPI
medical.

Expansion of the Exceptions Proce&eginning plan year 2011, thecsetary shall expand the
formulary tier exception request process to specialty drugs (Subpa@révances, Coverage
Determinations, and Appeals, 42 C.F.R §842315803.636) to allow beneficiaries tequest
an excepti on tioomofadugads aompieferred.e si gn a



MedPAC Study Regarding the Medicare Part D Ansicrimination Clause Within one year of
enactment,ite Medicare Payment Advisory Commission (MedPAGallreport to Congress on
various aspects of the Medicare Part D program, atitetgreatest extent possible its interaction
with beneficiary access to prescription drugs under Medicare Part B. This report should focus
specifically on the existence of specialty tiers and their effect on access to care for Medicare
beneficiaries andhall consider the following mechanisms in the context of the Medicare Part D
Anti-Discrimination Clause:

1 Prescription drug specialty tiers;

1 Application of segmented coinsurance or copayment structures based on certain
categories of gscription drugs odiagnoses; and

9 Utilization of other differential benefit structures based on certain conditions and on
Medicare beneficiaries under PBriprescription drug plans (PDPs) and Medicare
Advantage (MA) organizations, and report on the interaction betweenpbkses and
effects with the Medicare Part D aliscrimination clause.

Based on the findings of this studigetSecretary shall issue revised guidance regarding such
practices to all PDP sponsors under Part D and MA organizations in responsefiodngs

MedPAC Study Regarding Medicare Ra andD Prescription DrugCostSharing. Within six
months of enactmenf¢ Medicare Payment Advisory Coun¢MedPAC)shallreport to
Congresghe impact of eliminating costharing for Medicare beneficias who incur annual out
of pocket prescriptiodrug costsharing after the donut hole that exceeds 5 peafdamily
income and who otherwise do not qualify for the doaome subsidy or other extra help, or eost
sharing relief.

Offset: Capping itenized deductions at 35%.

[NOTE T Amendment sponsors reserve the right to modify the amendment for technical,
revenueneutrality, or other purposes.]



Rockefeller Delivery System Amendment #7

Rockefeller Amendment #D7to Title 1ll, Subtitle B (Improving Medicare for Patients and
Providers), Part lll (Medicare Part D Improvements); and Subtitle C (Medicare
Advantage)

Short Title: Improvements to the Medicare prescription drug program

Description:

This amendment wodladd provisions to the mark consistent with the concepts included
in theMedicare Prescription Drug Coverage Improvementdh@009(S. 1634)

Offset: Capping itemized deductions at 35%.

[NOTET Amendment sponsors reserve the right to modify the dment for technical,
revenueneutrality, or other purposes.]



Rockefeller Delivery System Amendment #38

Rockefeller Amendment #D8&o Title Ill, Subtitle B, Part Il (Medicare Part D
Improvements); and Subtitle C Medicare Advantage)

Short Title: NCQA Quiality standards for Medicare Advantage Special Needs Plans (SNPs)

Description:

This amendment would add provisions to the mark consistent with the concepts included
in Section 103 of th&ledicare Prescription ing Coverage Improvement Aot 2009(S. 1634)
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Rockefeller Delivery System Amendment #9 t

Rockefeller Amendment #D%o Title 1ll, Subtitle C (Medicare Advantage)

Short Title: Eliminate all overpayments to ddicare Advantage private plans

Description:

This amendment would eliminate all overpayments to private Medicare Advantage plans,
effective January 1, 2011.
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Rockefeller Delivery System Reform Amendment#10 o0 t he Ameri cads Heal't

Rockefeller Amendment #D10 to Title Il Subtitle E (Ensuring Medicare Sustainability)

Short Title: Amendmento the Medicare Commission provision

Description of Amendment

The amendment would strike the description of the Commission and add the langssferton
with the concepts included in the following sections of the MedPAC Reform Act of 2009 (S.
1380), with a modification to replace all ref

1 Section 1(b), with a modification to require that Commissioneréfege of any current
confictsand hel d to the highest standards of di

1 Section 1(b), with a modification to include Administrator of the Health Resources and

Services Administration (HRSA) as antefticio member of the Commigm

Section 2(gMACPAC Technical Amendments

Section 2(h) Lobbying Coolinr@ff Period

E

This amendment would strike the process for the Commission and the HHS Secretary to submit
proposals to Congress to decrease excess cost growth (Beginning on Pageatbapip two).

In its place, beginning in 2014, the Commission would be required to implement policies that
successfully reduce cost growth in Medicare by at least 1.5 percent annually. This maintains the
protections described on page 156 inthe seceandp gr aph of the Chair manodo
Commission, but clarifies that the Commission has no authority to increase premiums or
deductibles. In the event that the CMS actuaries determine as part of their annual report to
Congress, that the Medicarsogram is solvent according to the short range test for financial
adequacy, MedPAC is no longer required to meet the 1.5 percent reduction in Medicare cost
growth. In the event that these proposal are not found by the CMS actuaries to achieve the goals
sd forth, the Secretary of HHS would be provided the authority to make up the balance of the
decrease necessary through a cumulative reduction in provider reimbursement.
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The role of Congress would be amended using lange@ggstent with the conceptsciuded in
Section 2(d) Congressional Actiohthe MedPAC Reform Act (S. 1380) with a modification to
repl ace all references to AMedPACO with fAthe

The provision on page 158 of the mark to reauthorize the Commission in 2019 would be
removed there would be no sunset of the Commission, and it would remain a permnanent entity.

This provision would add language consistent with the concepts included in included in the
following Sections of the MedPAC Reform Act of 2009 (S. 138ith a modificdion to replace
all references to AiMedPACO with Athe Commi ssi

1 Section 2(eResearch, Information Access, and Demonstration Projects
1 Section 2(f)Additional Resources to Carry Out Duties

This amendment would also add the following advisory councils:

1 Coundl of Health and Economic Advises: Consisting of acknowledged experts in
heal th care and economics, including some
new) MedPACOs panel of health and economic
(except for tle initial advisers) to advise the Commission on its development, analyses,
and implementation of Medicare payment policy.

1 Consumer Advisory Councit Composed of 10 consumer representatives (from the ten
regions established by the Centers for MedicareMedicaid Services), the council
advises the Board atine impact of Medicare payment policies on consuniédrs.council
membership represerttse interests of consumers and particaemmunities. Members
are appointed by th@overnment Accountability Offecand seve staggered thregear
terms. Subject to the call of the Commissit touncil meetat least twdimes a year
in Washington, D.C., and the meetings are open to the pulilie.members elect their
own officers.

1 FederalHealth Advisory Council: Composed of 10 representatives from the health care
industry, the councitonsults with and advises t®mmissioron all matters within
MedPACOGs jurisdiction. S u bheeooricim¢éetsat he cal |
minimum of twotimes a year in Wagtgton, D.C.,and meetings are open to the public.

Each yearthe GAOchooses one person to repressatth of the ten CMS regions. The

13



members of the council are limited to three-gear termsThe members elect their own
officers.

Offset: This amendmant is a nesaver.
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Rockefeller Delivery System Reform Amendment #1fo the Americadbs Heal t hy Futur

Rockefeller Amendment #D11to Title Il Subtitle | (Sense of the Senate Regarding Long
Term Care)

Short Title: Create a New Subtitlei1 Sense oftte Senat®egarding Longlrerm

Description of Amendment:

Chairmandés Mar k

The Chairmandés Title 111, | mproving the Qu
have a specific plan for long term care that will guarantee that individitalslsabilities have
the right to choose to receive their letggm services and supports in the community.

Explanation of the Provision

Nearly two decades have passed since Congesgsisly considered lorgrmcare
reform.The U.S. Bipartisan Commission on Comprehensive HealthiCalso know ashe
Pepper Commissionr el eased its fACall for iASeptencberdo bl uep
1990. In the 20 years sinddose recommendatiomgere madeCongress hasever acted mthe
report.

Il n 1999 wunder t h eOlndteafiecisiBnjingivideatsevith Gisahilitids 6 s
have the right to choose to receive their kbeign services and supports in the community, rather
than in an institutional setting.

15



Despite the Rgper Commission an@lmsteaddecisionthe longterm care provided to
our nati onods ehasha mprgvedalmfdct, fdrimarg,bt has dotten far worse.

In 2007, 69 percent of Medicaid lotgrm care spending for older people and adults with
physical disabilities paid for institutional services. Only 6 states spent 50 percent or more of their
Medicaid longterm care dollars on home and commuihiised services for older people and
adults with physical disabilities while 1/2 of the States sfe=s than 25 percent. This disparity
continues even though, on average, it is estimated that Medicaid dollars can support nearly 3
older people and adults with physical disabilities in home and comrruesigd services for
every person in a nursing homalthough every State has chosen to provide certain services
under home and communibased waivers, these services are unevenly available within and
across States, and reach a small percentage of eligible individuals.

It is a Sense of the Senate t@amngress should enact a comprehensive long term care
policy by December 31, 2010.

Offset: Sense of the Senate, no offset required.
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Rockefeller Delivery System Reform Amendment #1f the Americabs Heal t hy Fut ur

Rockefeller Amendment #D12to Title V (Fraud, Waste, and Abuse)

Short Title:  Creation of an All Payer Anfrraud Program with a Revolving Fund to Provide
Incentives for AntiFraud Activities for the States and for Health Plandnclusion of
Additional Aggressive Private Sector Avfitaud Measures

Explanation of Provision:

Anti-fraud programs are grossly underfunded by insurers, the states, and the federal
government. The National Health Care ARtaud Association collected data on &raud
efforts from 55 private insurers wlaccount for nearly $250 billion in benefitsll told, those
insurers are spending a total of $82 million on their-ftatid units. Increasing spending on
anti-fraud activities will produce billions in savings. The HHS IG reports that as much & $17
returned to the government for every $1 spent onfemid efforts. Both the public and private
sectors need to get serious about-fatid efforts. This all payer fund would finance &ndiud
efforts and a portion of the money recouped will larreed to states and private insurers to
encourage their efforts.

Description of the Amendment:

1. Create All-Payer Anti-fraud Program

a. Amend the definition of fAFeder al heal t h
Security Act to include any plan program that provides health benefits, whether
directly, through insurance, or otherwisdjich receives federal funds through
affordability credits or is offered through a Health Insurance Exchange.

b. Amend the definition of SHESB@Eeftha$ocidieal t h
Security Act to include any plan or program that provides health benefits, whether
directly, through insurance, or otherwisdhich is an employee welfare benefit
plan under ERISA.
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c. As necessary, clarify that the amended definibtoh A Feder al heal t h
programo (as defined in A1128B(f) of th
subparagraphs a and b, above) extends to all such plans or programs all civil,
criminal, and programmatic sanctions for violations of federal law relatiedud
and abuse.

i. Amend the False Claims Act (83729 of title 31, U.S.C.), to provide that
false claims for payments by any Federal health care program shall be
considered false claims subject to the provisions of the False Claims Act.

ii. Require mandatory ekgsion from participation in any Federal health care
program for not less than 5 years of providers who commit fraud against
any Federal health care program.

iii. Apply to all Federal health care programs all criminal sanctions and civil
monetary penalties retd to acts in violation of federal antifraud and
abuse provisions.

2. Require Robust Private Sector Antifraud Programs

a. Encourage or require states (for example, as a condition of participation in the
subsidies, Exchanges, or Medicaid program) to enaititet requiring health
insurers to operate a fraud protection and prevention program to include at least
the following activities: fraud prevention measures; fraud investigation
procedures; fraud prevention personnel; a fraud prevention organizatiah; frau
data reporting; fraud statistics analysis; and any other fraud prevention activities
required by state law or the state insurance Commissioner.

b. Require each employee welfare benefit health plan or program sponsor or their
administrative services organtin or third party administrator to establish a
fraud prevention and protection program to include at least the following
activities: fraud prevention measures; fraud investigation procedures; fraud
prevention personnel; a fraud prevention organizatiand data reporting; fraud
statistics analysis; and any other fraud prevention activities required by the
Secretary of the Department of Labor.

c. Require that in carrying out the requirements of subparagraphs a or b, each insurer
or health plan sponsor (thrgh their or their administrative services organization
or third party administrator) shall expend annually on those activities an amount
eqgual to not less than 0.1% bkttotal health benefits paichder government
health programs.

3. Create Revolving Furd with Incentives to Strengthen Antifraud Activities

a. Require that each insurer or health plan sponsor (through their administrative
services organization or third party administrator) shall deposit annually into the
Health Care Fraud and Abuse Control éint (established under 8201(b) of the
Health Insurance Portability and Accountability Act) an amount equal to not less
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than 0.1% of the total health benefits paidtbunder government health
programs.

The Secretary of the Department of Health and HuBervices shall

annually rebate to such insurer or health plan sponsor from recoveries
obtained pursuant to activities carried out under the Health Care Fraud and
Abuse Control Program an amount that bears the same proportion as the
amount deposited by sl insurer or health plan sponsor in the previous

year bears to the total of such deposits by all insurers or health plan
Sponsors.

Total rebated payments to all such insurers or health plan sponsors are not
to exceed ondéalf of all such recoveries; nads than oréurth of the

balance from recoveries is to remain in the Health Care Fraud and Abuse
Control Account and the other efmurth is to be distributed pnata to

the Insurance Commissioners or fraud control bureaus in the several states
to fundthe fraud protection and prevention program described in
subparagraph 2.a., above.

4. Expand Access to Current or Future Databases and Information Applicable to
Combating Fraud

For purposes of law enforcement activity, and to the extent consistent wittabfg
disclosure, privacy, and security laws, the Attorney General, in conjunction with the Inspector
General of the Department of Health and Human Services, in consultation with the Centers for
Medicare & Medicaid Services, shall make available to statgance fraud bureaus claims,

payment and other data necessary to identify or prevent fraud under Federal health care programs

within the jurisdiction of state insurance fraud bureaus

5. Provide whistleblower protection by prohibiting reprisals against aayonewho
discloses fraud or abuse.

a.

Any employer that participates in, or benefits from, a federal health care program
may not discharge, demote, or otherwise discriminate against anyone as a reprisal
for disclosing fraud or abuse.

Whistleblowers may submit complaints of reprisal to the Inspector General for
the Department of Health and Human Serviddaless certain exceptions apply,
the Inspector General shall be required to investigate the complaint and submit a
reportofhe findings of the investigation
and the Health Care Fraud and Abuse Control Program.

19
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C. If the Health Care Fraud and Abuse Program determines that an employer has
subjected any person to a reprisal for distig fraud or abuse, it can order the
employerto take affirmative action to abate the reprisal, order compensatory
damages be paid by the employer to the whistleblower, and order the employer to
pay the whistleblower all costs related to bringing thegamt.

d. The whistleblower may file a case against the employer in federal district court if
the Inspector General does not conduct the investigation and issue findings by
certain deadlines.

Offset: As stated in amendment.
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Conrad Amendment #D1 on the CMS Innovation Center

Short Title: Expand CMS Innovation Center Criteria to Promote Quality Improvement and
Efficiency

Description of Amendment This amendment would expand the list of criteria for payment
models tested bthe CMS Innovation Center to include the following:

1 Promote improved quality and reduced cost byettgying a collaborative of high
quality, low-cost health care institutiomharged with: (1fevelopng, documenhg and
disseminatingpest practices and@ven care method$2) implemening these techniques
within their own institutions to demonstrdtether improvenents in quality and
efficiency; and (3providing assistance to othiastitutions on how best to empldlgese
techniques to improve healthre quality and lower costs.

Offset: N/A
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Conrad Amendment #D2 on a Medicare Quality and Efficiency Pilot Program

Short Title: Medicare Pilot Program to Improve Patient Care and Achieve Cost Savings

Description of Amendment

Establish a fiveyjear Mal i car e pil ot program, called the
improve patient care and achieve cost savifigse Secretary would form a collaborative of
high-quality, low-cost health care institutions to develop, document and disseminate best
practices and proven care method3he demonstration would begin with a limited number of
organizations documented to be currently delivering-ajgality care, efficiently and

effectively, and expand over a fiyear period to add additional participants, reprging a

diversity of location, population base, practice settings, and past performance including those
that are below national averages for efficiency of cost and ¢ader to fund the

development, documentation and dissemination of best praatidgsroven care methods, the
pilot program would provide funding of up to $200 million over five yedmsexchange, the

initial members of the collaborative would be required to reduce growth in health care costs to
CPI within 2 years; the additionalganizations would be required to reduce costs within 5 years
to CPI. For meeting these spending targets, Collaborative members would receive bonus
payments; Collaborative members that did not meet these spending targets would receive
penalty payments.

Offset. TBD
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Conrad Amendment #D3 on a Rural Care Coordination under the CMS Innovation Center

Short Title: Expand the CMS Innovation Center to Facilitate Local Inpatient Treatment of
Acutely Il Medicare Beneficiaries

Description of Amendment:

This amendment would encourage the CMS Innovation Center to test projects in inpatient
settings (including intensive care units) that facilitate the treatment of Medicare beneficiaries in
their local hospitals through consultation and coordamatvith specialists at integrated health
systems. These care coordination models would allow rural Medicare beneficiaries to receive
acute inpatient services, including intensive care, at their local hospital with consultation from
integrated health systeam

This amendment would expand the list of criteria for care coordination models to be tested by the
CMS Innovation Center to include the following:

fil4. Facilitate inpatient care, including intensive care, of hospitalized Medicare beneficiaries at
theirlocal hospital through the use of electronic monitoring by specialists, including intensivists

and critical care specialists, based at integ

Offset: This amendment has no cost.
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Conrad Amendment#D4 to Increase the Medicare Paynent Rate for NurseMidwives

Short Title: Nurse Midwifery Access and Reimbursement Equity

Description of Amendment Amend the Social Security Act to incredbe Medicarepayment
rate for nursemidwives for covered services from 65 perceinthe ratehat would be paid were
a physician performing a service to the full rate.

Offset: TBD
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Conrad Amendment#D5 to extend Super Rural Ambulance Payments under Medicare

Short Title: Two-Ye ar Ext ensi on of MASuper aRReSewiteé Bonus

Description of Amendment Extends until January 1, 2012 a provision (originally section

414(c) of the Medicare Modernization Act (MMA)) that provides bonus payments under

Medicare to ambulance service providers which servethe mostraral qui | e of count i
rural o areas) .

Effective date:January 1, 2010

Offset: TBD
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Conrad Amendment #D6 on the Medicare Commission

Short Title: Ensuring LongTerm Health Savings

Description of Amendment

Title Ill, SubtitteE,6d t he Chairmanés Mark establishes an
to develop and submit proposals to Congress to reduce excess cost growth and improve the
guality of care for Medicare beneficiaries.
surset unless the Congress votes in 2019 to continue them. The Mark provides foragkast

procedure and guaranteed vote on this question.

The Conrad amendment would eliminate the sunset on the Medicare Commission and set the

growth target beyond 20X8 GDP per capita +1%. Under the amendment, Congress would still

be required to hold a vote in 2019 underfast ac k pr ocedures on the Com
the Commission would continue unless Congress affirmatively votes to terminate it.

The amedment would not affect health spending in theyear budget window (2012019),
but could reduce spending in years after 2019.
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Conrad Amendment #D7 on the Medicare Part D Coverage Gap

Short Title: Medicare Part D Limited Manufacturer Cost ShgrAssistance

Description of Amendment

Effective January 1, 2010, the Amendment would allow manufacturers to provide assistance to
individuals enrolled in a Medicare Part D plan witlty substantial oubf-pocket costs through

the use of coupons, copgaent cards and other na@ash instruments. This manufacturer cost

sharing assistance would count toward TrOOP. Manufacturer cost sharing assistance would only
be available for categories or classes of drugs that were found to result in lower spending pe
enrollee in the Medicare Replacement Drug Demonstration that was authorized by section 641 of
the Medicare Prescription Drug, Improvement and Modernization Act of 2003 (PAL7B)8or

other products that the Secretary determines would result in Medicare expenditures or

would improve access to treatment. The Amendment would create an exception te the anti
kickback statute for manufacturer cost sharing assistance and would exempt the assistance from

inclusion in the denderthenMedicaid statute. of fAbest price

Offset: TBD
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BingamanAmendment #D-1toAmer i cadés Heal t hy Future

Technical Amendment for340B Discount Drugs

Summary:

Makes a technical change to the Chhthe3d0Bn o s
Program from being subject to rebates collected on behalf of Medicaid Managed Care
Organizations (MCOs). This amendment is endorsed by Safety Net Hospitals for
Pharmaceutical Access, National Association of Community Health Centers, and db@es

for Community Affiliated Health Plans.

ScoreOffset: Budget Neutral

Background:

This amendment makes a t ec hniclarigythatitchawmeree d o
outpatient drugs are not subject to the requirements of this sectioh idlisigs are subject to

di scounts under secti on 34 Obsnorrors languagefsb | i ¢
547, the legislation originally proposing an extension of the Medicaid rebate program to drugs
paid for by MCOs.A similar amendment to H.RB8200, the House health care reform legislation,
was scored as budget neutral by the Congressional Budget Office.
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BingamanAmendment #D-2toAmer i cadés Heal t hy Future Ac

Ensuring GME Redistribution is Available to Rural and Other Underserved States

Summary: Ensures that 50% of the GME sl ot redistr
is prioritized for rural and other underserved communities.

Offset: Budget Neutral

Description:

The Chairmands Mar k c ur ofenusetl Medipare GraduateeMediaal r e d i
Education (GME) slots. These GME slots allow hospitals to receive additional GME payments

to train physicians. Currently, the priority list within the Mark is ambiguous. The slots may be
prioritized to states with thlowest ratio of residents to population. This criterion does not

measure the need for physicians within a state but rather the level of training occurring within a
state. For this reason, the redistribution would prioritize states with a low nunresidants

regardless of the fact that these states may have a high proportion of physicians per population.

As a result, the slots may not be available to facilities in rural and other underserved states that
have the highest level of population withoatess to physicians.

This amendment would reserve 50% of the slots provided in the redistribution for states meeting
the second and third criteria with modificati

1. Hospitals located in a state that mang the to[d 0 states in terms of the ratio of the total
population living in a health professional shortage area (HPSA) determined by the U.S.
Department of Health and Human Serviasf the date of enactmesadmpared to total
population of the statealsed on the most recent state population projections by the U.S.
Census Bureau; and

2. Hospitals located in rural areas.

Slots not reassigned within one year after the Secretary allows for application under these
criteria may be assigned using the othr@éeda established within the Mark.
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This change would improve the ability of underserved and rural states to receive GME slots.
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BingamanAmendment #D-3toAmer i cadés Heal t hy Future Ac

Improving Access to Rural Hospital Care by Modifying Giteria for Critical Access
Hospitals

Summary:
Excludes Indian Health Services Hospitals for the purpose of mileage requirements for Medicare
Critical Access Hospital designation.

Cost: $1 - $15 million

Offset: Commensurate acceleration in the rdgtucin MA IME payments provided for in the
Medicare Improvements for Ratts and Providers Act of 2008

Description:

Congress created the Medicare Critical Access Hospital (CAH) Program in 1997 to maintain and
improve access to health care in rurahoounities. The principal benefit of designation as a

CAH is cost reimbursement (plus 1%) for services furnished to Medicare patients. To qualify as

a CAH, a facility must: be located in a rural area and a minimum distance from the next closest
Ahospi(tlad or 35 miles depending on roads and t
four days or less; offer emergency services twénty hours a day, seven days a week, and

meet other standards established by CMS.

The proposed amendment woualshendSection 182c)(2)(B)(i)(I) of the Social Security Act to
exclude Indian Health Service (IHS) operated hospitals from being considered in determining
di stance from the Anext c¢closest hospital. o

IHS facilities are notoutinelyaccessible to nemdians;thus,apolicy limiting access tthe

CAH designation when an IHS facility is within 15 or 35 miles (depending on roads and terrain)
is contrary to the expressly stated intent of Congresstablishing the critical access
designationto maintain and ifprove access to health care in rural areas.
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BingamanAmendment #D-4toAmer i cadés Heal t hy Future Ac

Protection for low-income Seniors and other Medicare beneficiaries

Summary:

Increases asset limits for Part D lawcome subsidy and MedicaBavings Programs; extends
Qualified Individual program; and makes other improvements to programs serviigciome
seniors and other Medicare beneficiaries. These improvements were includednmetiea's
Affordable Health Choice Act of 20085 considesd in the House. This amendment has been
endorsed by: AARP, the Center for Medicare Advocacy, Inc., Families USA, and NCOA.

Score: Less than $12.7 billion

Offset: Proportionately increase the annual fees on health insurance providers; manufacturers

and importers of branded drugs; manufacturers and importers of medical devices; and clinical

| aboratories in the Chairmands Mark by an amo
this amendment

Description:

The amendment would make the followirttpoges:

1. Increase in asset limit$ncreases asset limit for Part D lemcome subsidy and
Medicare Savings Program to $17,000 for an individual and $34,000 for a couple
effective 2012 with annual indexing thereafter.

2. Extension of QI programExtends Qthrough December 2012 and eliminates funding
limitations on states by providing 1#0Federal medical assistance percentage for all
eligible beneficiaries.

3. Part D costsharing for norinstitutionalized full benefit dual eligibleEliminates cost
sharirg for people receiving care under a home and community based waiver who would
otherwise require institutional care.
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4. Eliminating barriers to enrollmentReduces barriers to the lawcome subsidy by
allowing selfcertification and administrative verifigah of income and data sharing
between IRS and SSA.

5. Oversight on reimbursement for retroactive {owome subsidy enrollmenEnhances
oversight to make sure that lancome beneficiaries who are owed retroactive
reimbursement payments from their drugns receive them.

6. Intelligent assignment in enrollmertives HHS authority, for full benefit dual eligible
individuals who have not chosen their own Part D dlamise an enroliment process that
accounts for the quality, cost and/or formulary of plamg that is designed to maximize
the individual 6s access to necessary Part

7. Special enrollment period and automatic enroliment for all subsiigyble individuals:
Creates a permanent special enrollment period for all subsgligle beneficiaesand
extends intelligent assignment process to all subsigyble individuals who have not
enrolled in a plan of their choosing.

8. Counting costs incurred by ADAPs and IHS towards Part Bodpbcket threshold:
Allows drugs provided to patients byiBS Drug Assistance Programs or the Indian
Health Service to count toward enft-pocket costs, allowing these individuals to qualify
for Part D catastrophic benefits.

These improvements were included in America's Affordable Health Choice Act of 2089
considered in the House. This amendment has been endorsed by: AARP, the Center for
Medicare Advocacy, Inc., Families USA, and NCOA.

Background:

Low-income Medicare beneficiariéghose who are eligible for the Medicare Savings Programs

(MSPs) ad the Part D low income subsidy (LISare more likely to be old, female, black or

Hispanic, and living alonthan other Medicare beneficiari@hey are also more likely to be in

fair or poorhealth. Thus,they have greater health care needs and fesgeurces with which to

pay for their health care. Subsidies to assist with premiums andh@rgtg required by

Medi care are one way Congress has chosen to m
security of those in greatest need.
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This amendmet proposes modest, long over due changes to the both the Medicare Savings
Programs (paying some or all cost sharing for Medicare Parts A, B and C) and the Part D LIS
(paying some or all of the cesharing for Medicare Part D) that would help to stab#éind

update important protections for lamcome Medicare beneficiaries that are intended to reduce
financial barriers to care. It extends the Qualified Individual program that pays the Part B
premium for more than a million beneficiaries, increasesrtneuat of assets lowncome

beneficiaries can keep and still receive subsidy assistance, simplifies LIS enroliment, authorizes
the Secretary to assign low income Medicare beneficiaries to the Part D plan most suited to their
individual needs, and eliminat®art D cossharing for the lowest income and frailest

beneficiaries. It also provides greater assurance thahlmame beneficiaries who are due

refunds from their plans will get them and allows beneficiaries getting assistance from AIDS
drug programsr from the Indian Health Service to get catastrophic drug coverage.
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Bingaman Amendment #D-6t o Amer i cadés Health Future A

Protection for Appropriate Medicare Payment Levels By Establishing a Prospective
Payment System for Services Furnished Blyederally Qualified Health Centers

Summary:

This amendment would establish a prospective payment system (PPS) for Medicare services
furnished by Federally Qualified Health Centers (FQHCs) and would require the PPS to
appropriately reimburse Medicacevered preventive services when such services are provided
in the FQHC setting.

Offset:

Eli minate provision in the Chairmanés Mar k th
offer premium assistance and wsaund benefits to Medicaid bereshries who are offered
employersponsored insurance if it is caffective.

Description:

This amendment directs the Secretary of Health and Human Services (Secretary) to establish a
PPS for Medicareovered services furnished by FQHCs in order to tgpttee existing payment
structure, which currently underpays for these services. Similar to the existing PPS for FQHCs in
Medicaid and CHIP, this payment structure would set an initial payment based on a two year
average of a heal tshorprogiding eare @l inclueleaas apprapbdtee c o s
annual update method developed by the Centers for Medicare and Medicaid Services (CMS).
Additionally, the amendment would require the Medicare PPS to appropriately reimburse

eligible preventive services wheuch services are provided to Medicare beneficiaries in the
FQHC setting.

This amendment has been endorsed by the National Association of Community Health Centers
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Background:

Community Health Centers play a critical role in the delivery of primary ttamore than one

million medically underserved Medicare beneficiaries. This rapidly growing population s well
served by Americabés health care homes, as the
managing chronic diseases and maintaining heéftdstyles. Moreover, the community health

center model has been proven to be a-gighlity, costeffective source of primary care in many
communities.

The Federally Qualified Health Centers (FQHC) program was created in 1990 to ensure that

A me r imedically underserved populations have access to a number of services including
Medicarecovered preventive and primary health care benefits. To ensure that health centers
were not forced to subsidize Medicare payments with federal grant dollars, Coegressd

centers to be paid at a rate that guaranteed they would not lose money serving Medicare patients.
However, in 1992, federal regulations established a cap on Medicare FQHC payments. Neither
Congress nor CMS have reviewed this cap since its mgi¢ation over 16 years ago, even

though new costly services have been added to the Medicare program since that time.

Recent analysis indicates that the payment cap adversely affects nearly 75% of all FQHCs. The
average health center loss due to the k@i payment cap was $85,000 and total health center

losses exceeded $51 million. In 2008, Congress recognized this issue and provided health centers
with a muchneeded increase in the payment cap in the Medicare Improvements for Patients and
Providers Aci{MIPPA). While MIPPA provided some temporary relief, this amendment would

provide a permanent solution to an ongoing problem and improve payment accuracy by
establishing a Medicare PPS for FQHCs that is modeled after the exd&ihg PPS in

Medicaid andCHIP. The PPS rates established under this amendment would be effective for
services furnished on or after January 1, 2012 and would be established on an average of health
centero6s reasonable costs for providing servi

This amendmentould also ensure fair reimbursement for essential preventive and primary care
services that have been added as Medicavered services over the past 16 years. Under the
current Medicare payment regulations, these services are not appropriately rethwitues
administered at an FQHC. Congress took a first step in the Deficit Reduction Act of 2005 by
adding Diabetes Self Management Therapy and Medical Nutrition Therapy to the list of FQHC
services eligible for Medicare payment. This amendment wouldegdaining Medicare

covered preventive services to the list of services eligible for reimbursement when furnished by a
FQHC.
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BingamanAmendment #D-7toAmer i cadés Heal t hy Future Act of

National Health Care Workforce Commission

Summary:

Establislesa National Health Care Workforce Commission to determine current and projected
workforce needs, and to advise Congress and the Administration how to align workforce
resources with national needs.

Offset: Budget Neutral

Description:

This amendment cages a National Health CavéorkforceCommission that will assess the

needs of the health care workforce and, in doing so, evaluate Federal health professions
programs. The Commission will be an independent entity that provides recommendations to
Congressand the Administration onowto improvethedelivery of health care services for all
Americans by increasing the supply of a qualified health care workforce, enhancing workforce
education and training, and providing support to the existing workfdreecreation of a
National Wor kf or ce Chitmi¥iBaiklingamealth@ase workfordetoa |l t o
meet the needs of the 21st century befAffotdable Health Choices Aotported by the Senate

HELP Committee.

This Amendment Pwmosal od Devdlopmekit of a Natianal Workforce Stradegy
in the Chairmanés Mark and replace with the f

National Health CareWorkforce Commission

Numerous studies and policy experts have called for a renewed effort to develop a
comprehensive antbordinated national strategy to address workforce shortages and encourage
training in key focus areas that support delivery system reform goals, such as improving care
coordination, health provider use of information technology and increasing accegsaiy pr

care servicesTo this end, an independent, permanent National Health Care Workforce

Commi ssion (referred to as the ACommi ssi ono)
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unbiased information to Congress, the Administration, States and kexalitihealth care
workforce policy; to develop and conduct evaluations of education and training activities to
determine whether the demand for health care workers is being met; identify barriers to
improved coordination at the Federal, state, and loealdeand recommend ways to address
such barriers; and encourage innovations to address population needs, constant changes in
technology, and other environmental factors.

To avoid duplication of effort, the Commission will communicate and coordinateewigting

federal resources including the expertise and work of the U.S. Department of Health and Human
Service, the Health Resources and Services Administration, the Centers for Medicare &
Medicaid Services, the U.S. Department of Education, and thedd@artment of LaborThe
Commission will also consult with relevant state and local entities.

The Commission will present annual reports to Congress, the Administration, relevant Federal
agencies, and the public outlining its findings and policy recentations. Specifically, the
Commission will examine the current and projected health care workforce supply; the current
and projected demand for health professionals; health care workforce education and training
capacity; implications of new and existiRgderal policies which affect the health care
workforce; and the health care workforce needs of specific populations, including minorities,
rural and urban populations, and medically underserved populatioasldition, the

Commission will report on sp#ic high-priority topics, including efforts to integrate the health
care workforce into a reformed delivery system; the implications for the health care workforce as
a result of greater utilization of health information technology; Medicare and Mediczdili&e
Medical Education policies; nursing, oral healthcare, and mental and behavioral healthcare
workforce capacity; and the geographic distribution of health care providers.

The National Workforce Commission will be comprised of 15 members with esgoérthealth

care labor market analysis, health care finance and economics, health care facility management,
health care plans and integrated delivery systems, health care workforce education and training
who represent broad geographic and professiongppetives with a balance between urban,
suburban, and rural representativdembership shall include, at minimum, a health care
workforce and health care professional; employer representativeptrindpayers; individuals
skilled in the conduct andterpretation of health care services and health economics research;
representatives of consumers, labor unions, State or local workforce investment boards; and
educational institutionsln addition, the Commission may include health professionals such as
nurse practitioners; physician assistants; psychologists and other behavioral and mental health
professionals; social workers; physical therapists; public health professionals; clinical
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pharmacists; allied health professionals; chiropractors; community ezrkers; school

nurses; certified nurse midwives; podiatrists; licensed complementary and alternative medicine
providers; integrative health practitioners; national representatives of health professionals;
representatives of health professional tragrpnograms, schools, public and private teaching
hospitals, and ambulatory health facilitidadividuals who are directly involved in health
professions education or practice will not constitute a majority of the membership.
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BingamanAmendment #D-8toAmer i cadés Heal t hy Future Ac

Establishing ATeaching Health Centerso to |
Physicians

Summary:

This amendment will establishgrant program to provide community based training sites

funding to establishancpoe r at e resi dency programs as fATeach
access to primary care physicians throughout the nation.

Score $250 million

Offset: Commensurate increase in annual insurance fee.

Description:

This Amendment would create a newct@n 749, Teaching Health Centers Development

Grants, would be included as part of the PHSA to establish newly accredited or to expand
primary care medical residency programs. These grants would be awarded for up to 2 years and
would not exceed more th&500,000. The funds would be used to cover the costs of
establishing or expanding a medical residency training program and technical assistance
provided by an eligible entity. The grants for medical residency training program costs would
include the cas of curriculum development; recruitment, training and retention of residents and
faculty; accreditation (by either the Accreditation Council for Graduate Medical Education or the
American Osteopathic Association); and faculty salaries during the deweiopimse. The
technical assistance grants would include the costs for materials development; staff salaries;
travel; and administrative costs; entities eligible for these grants would be those capable of
providing technical assistance including the AHEGgram.

A teaching health center seeking a grant would submit an appropriate application to the
Secretary. In awarding these grants, the Secretary would give priority to funding residency
training programs in Federally qualified health centers, Commuomental health centers, rural
health centers, Indian Health Centers, newly established residency programs, integrated rural
training tracks and rural training tracks, and residencies with a mission to train physicians for
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rural and underserved practicéurther priority would be given to an application that documents
an existing affiliation agreement with an AHEC program.

A teaching health center would be a facility which would be a commbagged, ambulatory

patient care center and is establishinga or expanding an existing primary care residency
program (under Medicare) in consultation with the National Health Workforce Commission that
is determined to be higheed. This would include federally qualified health centers, community
health centergommunity mental health centers health care for the homeless centers, rural health
centers, migrant health centers, Native American health centers operated by the Indian Health
Service, Indian tribes, and tribal organizations, and othefongirofit comnunity based clinical
entities.

A primary care residency program i s an approv

medical education program in family medicine, general pediatrics, general internal medicine, or
obstetrics and gynecology.

Certain amunts would be authorized to be appropriated: $25 million in FY2010; $50 million in
FY2011; $50 million for FY2012 and such subsequent sums as may be necessary to carry out
this section. No more than $5 million annually would be used for technicabassigirogram
grants.

Except as provided in Section 338D of the PHSA, an individual who has entered into a written

NHSC contract would provide servicesinthedull me c¢c | i ni c al practice
profession as a member of the Corps foreod of obligated service established by that
contractUp to 50% of that i1individual és ti me may

time clinical practice for the purpose of calculating any NHSC obligation.

In addition, this amendment would gstah a program under whiajualified teaching health

centers would be eligible for two payments, one for direct graduate medical education expenses
and the other for indirect expenses associated with operating approved graduate medical
residency trainingrograms.These programs will be in addition to existing Mediesupported
residency slots. The Secretavguld determine the basis of payment and funding calculations

for both the direct and indirect payments and would promulgate regulations undiegexis
rulemaking requirements to establish this program.
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Both Oapproved graduate medical residency tra
costsdé6 would be defined according to the Medi
a facility which is community based, ambulatory patient care center and operates a primary care
residency program. These would include Federally Qualified Health Cedtemsnunity

Mental Health Centergommunity health centers, health care for the homeless seniml

health centers, migrant health centers, Native American health centers operated by the Indian

Health Service, Indian tribes and tribal organizations, and Title X clinics. A primary care

residency program would mean a medical residency progréamity medicine, internal

medicine, pediatrics, medicixpgediatrics, obstetrics and gynecology, psychiatry and geriatrics.

A total of $250 million will transferred from the Medicare Part A trust fund for FY2011 to
FY2015 using a formula for calculatingetiirect graduate medical education expenses and the
indirect expenses associated with operating approved graduate medical residency training
programs established by this Section.

A teaching health center would be required to submit an annual reporegtired data for full

time equivalent resident training positions in any training program sponsored by a teaching
health center for the academic year completed immediately prior to such fiscal year. This report
would include: the types of resident trimg programs; the number of residency training

positions; the number recruited, and the number of FTEs filled; and the changes in residency
training made during the academic year. These training program changes would include those
made to the curriculdraining experiences, and types of training programs as well as the
resulting benefits; those made to train residents in the measurement and improvement of the
patient care quality and safety. The required report would also include the numdsdents

who completed theiraining and care for vulnerable populations within the borders of the state
where the center is located.

Payments to a teaching health center would be reduced by 25% for failure to report the required
information. The Secretary winlbe required to provide notice to the teaching health center

and provide an opportunity for the center to provide the required information by 30 days
beginning on the date of such notice. If the teaching health center provides such information
within sud period, no payment reduction would occBunding for slots created in this section
shall be offset by any funding received through Medicare GME funding for these slots.
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BingamanAmendment #D-9toAmer i cadés Heal t hy Future Ac

EnsuresAppropriate Consultation with Mental Health and SubstanceAbuseExperts and
Better Coordination of Mental Illness andSubstanceAbuse treatment

Summary:
Ensures appropriate consolation with mental health and substance abuse experts and better
coordination oimentalillness andubstancebusetreatment

Offset: Budget Neutral

Description:

This amendment will modi fy the Chairmands Mar

1. SAMHSA will be consulted, when appropriate, in working groups, committees, task
forces, etc. on issues pertaigito behavioral and mental health to address, specifically,
prevention of mental illness and substance abuse;

2. The section on
Careo (page 74)
teams.

AMedi caid State Plan Option
wi | [

[
I ncl uthelistofproviderni t y men
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Kerry Amendment D-1

Title 1l1- Improving the Quality and Efficiency of Health Care
Subtitle A Transforming the Health Care Delivery System

Section: National Strategy to Improve Health Care Quality
Short Title: Ensure Consumer and Patient Involvement in Decisions Affecting the Delivery of
Health Care

Description of AmendmentAll advisory parls, boards and committees charged with decision
making on any aszts of the health care system shall whenever pessdde a significant

number of educated patients and consumer advocates as voting mehtieeterm ‘educated
consumer or patient' means an individual who is accountable to, represents and reports back to
organizations that represent consumers or iddals affeted by a disease or health conditions,

and is knowledgeable about the health care system and has received training to make informed
decisions regarding relevant health, medical or scientific matters

This amendment will not result in increascost.
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Kerry /StabenowAmendment D-2

Title 1l1- Improving the Quality and Efficiency of Health Care
Subtitle BImproving Payment Accuracy

Section: Home Health Payment Changes
Short Title: Easinghe lmpact of Home Health Cuts

Description d Amendment: The amendment will rebase the home health prospeayinrent

amount. In 2013, the Secretary shall initiate an adjustment to the home health services payment
amount(s) based on an analysis of factors such as changes in the average nutypes ahd

visits in an episode, the change in the intensity of visits in an episode, and the growth in the costs
per episode. The standards for setting the payment rates are as follows:

1. The rates are based on all usual and customary business casterowgh standards under

the Internal Revenue Code and usual business operations expenses.

2. The rates shall be set no lower than average cost plus 5 percent to reflect the needs of normal
businesses for operating capital and operating margins.

3. Duing the rebasing period, the Secretary shall withhold any regulbéssd rate

adjustments.

4. The rates shall reflect budget neutrality related to the estimate of expenditures by the
Congressional Budget Office and in consideration of both any regutatdéegislative rate
adjustments.

The amendment will also incorporate productivity adjustment into market basket update for
home health servicedA productivity adjustment shall not be applied any earlier than 2017,
following the completion of the phase of rate rebasing.

Amendment will be offset by closing corporate tax loopholes.
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Kerry Amendment D-3

Title 1l1- Improving the Quality and Efficiency of Health Care
Subtitle BImproving Payment Accuracy

Section: Accountable Care Organizations

ShortTitle: Enabling Physicians from Various Specialties to Participate in Accountable Care
Organizations

Description of Amendment: Clarifies that physicians from various specialties can be the primary
point of care for beneficiaries in accountable carawizations. Defines practitioners as

physicians (regardless of specialty), nurse practitioners, physician assistants, clinical nurse
specialists, and other practitioners or suppliers as the Secretary determines appropriate.

This amendment will not resut increased cost.
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Kerry Amendment D-4

Title 1l1- Improving the Quality and Efficiency of Health Care
Subtitle A Transforming the Health Care Delivery System

Section: Accountable Care Organizations
Short Title: Pediatric Accountable Care Orgatiama Demonstration Project under Medicaid and
CHIP

Description of AmendmentTo create a demonstration project which would allow pediatric
medical providers who voluntarily meet certain statutory criteria, including quality measures, to
be recognized a&COs and be eligible to share in the cost savings they achieve for the Medicaid
and CHIP programsThe Secretary shall develop guidelines in consultation with the states and
pediatric providers, based on the experience with Medicare to the extenidladgticable to
childrends health services.

This amendment should result in a reducest.
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Kerry Amendment D-5

Title 1l1- Improving the Quality and Efficiency of Health Care
Subtitle A Transforming the Health Care Delivery System

Section: CMS Inavation Center
Short Title: Inclusion of Medicaid and CHIP in CMS Innovation Center

Description of Amendmenttnclude the Medicaid and CHIP programs in the CMS Innovation
Center, with the same requirements for testing and evaluation of padigiered dlivery and
payment models that have shown evidence of success in the Medicaid and CHIP population as
proposed for MedicareThis is in addition to the Medicare and dual eligible populations.

This amendment will not result in increased cost.
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Lincoln Amendment#D1t o The Americadés Healthy Future Ac

Short Title: Improving access to primary and preventive care by adding a modified version of
the Medicare Fracture Prevention and Osteoporosis TestingX69).

Description of Amendment: The Chairmandés Mark includes a nu
improvingaccess to primary and preventive careMedicare beneficiariesncluding Grade A

and B recommendations from theS. Preventive Services Task Fo(tksSPSTF) Consistent

with these goals, this amendment would a&dehodified version of the Medicare Fracture

Preventiorand Osteoporosis Testing A8769)t o The Americads Healthy

This amendment would reinstate reimbursemenddat energy xay absorptiometryl¥xA)

and vertebral fracture assessment@) services to 70% of the 2006 payment ratésvould

also authorize the Institute Mfedicineto study the effeadbf Medicare reimbursement reductions
for DXA and VFA on beneficiary accesstione density tests.

Bonedensity measurements detect critical and treatable medical conditions, such as
osteoporosis. Osteoporosis, characterized by low bone mass and structural deterioration,
contributes to bones becoming thinner, brittle, and more likely to break. Ostes@ordsow

bone mass affect an estimated 44 million Americans and are linked to falls among older adults.

The Agency for Heal t hNewsaad N\Rebereponted ihJuy 20689 Qual it
that fractures associated with osteoporosis:

1 Accounted for ae-fourth of the roughly 1 million hospitalizations in 2006 of patients
with osteoporosis;
1 Cost hospitals $2.4 billion in 2006;
1 Caused women to be six times more likely to be hospitalized than men
1 Involved mostly older patients: 90 percent of hospitaliret were for age 65 and older
and 37 percent for patients age 85 and older; and
1 Were highest in the Midwest (107 per 100,000 people) and lowest in the West (68 per
100,000 people).
About 20% of hip fracture patients die within a year of injury andaureeter of adults living
independently before the fracture require nursing home placement for at least a year post injury.
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The USPSTF recommends that women aged 65 and older be screened routinely for osteoporosis
(Grade B). The USPSTF found good evidenee the risk for osteoporosis and fracture

increases with age and other factors, that bone density measurements accurately predict the risk
for fractures in the sheterm, and that treating asymptomatic women with osteoporosis reduces
their risk for fractwe.

The Deficit Reduction Act of 2005 limited reimbursement for imaging services performed in
physician offices and nefacility settings. Two lowcost imaging services that test for
osteoporosis affected by the DRA are DXA, the most widely accepteddhetimeasuring

bone mass to predict fracture risk, and VFA, a complimentary test that with DXA provides a
complete assessment of osteoporosis risk.

DRA reduced DXA reimbursement over 60% from approximately $139 per scan in 2006 to an
estimated $52 in 2@ VFA reimbursement will drop from $40 in 2006 to an estimated $28 in
2010, a 30% reduction. These cuts substanti a
evaluation that can lead to early detection and treatment of osteoporosis, especially for

beneficiaries in rural and underserved areas.

CBO Preliminary Score: $1.6 billion over 10 years

Offset: Extend Medicare Secondary Payer (MSP) for privaitedyired dialysis patients to
Medicare after 30 months by amount necessary to offset the inanegseniding.
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Lincoln Amendment#D2t o The Americadés Healthy Future Ac

Short Title: Improving access to primary and preventive care by adding a modified version of
the Medicare Fracture Prevention and Osteoporosis TestingX69).

Description of Amendment: The Chai rmandés Mark includes a nu
improvingaccess to primary and preventive careMedicare beneficiariesncluding Grade A

and B recommendations from theS. Preventive Services Task Fo(tksSPSTF) Consistent

with these goals, this amendment would addodified version of the Medicare Fracture

Preventiorand Osteoporosis Testing A8769)t o The Americads Healthy

This amendment would reinstate reimbursemenddat energy xay absorptiometryl¥xA)
andvertebral fracture assessment@) services to 70% of the 2006 payment rates for two years
(2010 and 2011)It would also authorize the Institute Medicineto study the effeabf

Medicare reimbursement reductions for DXA and VFA on beneficiazgssctdone density

tests.

Bonedensitymeasurements detect critical and treatable medical conditions, such as
osteoporosis.Osteoporosis, characterized by low bone mass and structural deterjoration
contributes to bones becoming thinner, brittle, andme likely to break. Osteoporosis and low
bone mass affect an estimatedillion Americansand are linked to falls among older adults.

The Agency for Heal t hNewsaadNRmebereponted ihJuly 2089 Qual i t
that fractures associatedtivosteoporosis:

1 Accounted for ondourth of the roughly 1 million hospitalizations in ZD6f patients
with osteoporosis;
1 Cost hospitals $2.4 billion in 2006
1 Caused women to be six times more likely to be hospitalized than men
1 Involved mostly older pa&nts: 90 percent of hospitalizations were for age 65 and older
and 37 percent for patients age 85 and olaied
1 Were highest in the Midwest (107 per 100,000 people) and lowes iW¢ist (68 per
100,000 people).
About 20% of hip fracture patients diethin a year of injuryand onequarterof adultsliving
independentlyefore the fractureequire nursing home placement for at least a yestinjury.
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The USPSTF recommends that women aged 65 and older be screened routinely for osteoporosis
(Grade B).The USPSTF found good evidence that the risk for osteoporosis and fracture
increases with age and other factors, that bone density measurements accurately predict the risk
for fractures in the shoeterm, and that treating asymptomatic women with ostegmreduces

their risk for fracture.

The Deficit Reduction Act of 2005 limited reimbursementifoaging services performed in
physician offices and nefacility settings Two low-cost imaging services that test for
osteoporosis affected by the DRA arEA) the most widely accepted method of measuring
bone mass to predict fracture riskid VA, a complimentary test that with DXA provides a
complete assessment of osteoporosis risk.

DRA reduced DXA reimbursement over 6@fbm approximately $13fer scann 2005 to an

estimated52in 201Q VFA reimbursemenwill drop from $40in 2006to an estimate28in

201Q a 300 reduction These cuts substantiatyhr e at en beneflowdoshr i es 6 ac
evaluation that can lead to early detection and treatoi@#teoporosis, especially for

beneficiaries in rural and underserved areas.

CBO Preliminary Score To be determined

Offset: Extend Medicare Secondary Payer (MSP) for privaitedyired dialysis patients to
Medicare after 30 months by amount necessapjfset the increase in spending.
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Lincoln Amendment#D3t o The Americadés Healthy Future Ac

Short Title: Increase health care workforce accessibility for Medicanefi@aries with mental
illness by adding th8eniors Mental HealtAccess Improvement@ (S.671) and the Clinical
Social Work Medicare Equity Ac§(687)

Description of Amendment:The Chai rmandos Mark includes a nu
improvingaccess to care for Medicare beneficiari€snsistent with these goals, this

amendmentvould add theSeniors Mental Health Access Improvement (&671) andthe

Clinical Social Work Medicare Equity Ac6(687)t o The Americads Healthy

The recent passage of mental health parity legislation in the Emergency Economic Stabilizatio
Act of 2008 will decrease coverage barriers to mental health treatment, however access to and
choice of mental health professionals remains problematic. This is especially true for older
adults living in the over 3,000 Mental Heakltealth Profession&hortage Areas (HPSAS) that
contain 77 million residents. Over 50% of US rural counties have no practicing psychologists,
psychiatrists, or social workers, and 2/3rds of rural residents with mental illness symptoms
receive no treatment at all. Theseistais demonstrate the serious challenge to currently
delivering mental health treatment to older adults living in rural and frontier areas.

In an effort to provide for meaningful implementation of mental health parity legislation, this
amendment would lmw Medicare beneficiaries to receive mental health treatment services from
licensed marriage and family therapists (MFT) and licensed professional mental health
counselors (LPC) under Medicare Part B. This amendment would place special focus on mental
health treatment services provided by MFTs and LPCs in rural health clinics, federally qualified
health clinics, and hospice. iould excludes MFT and LPC services from skilled nursing

facility (SNF) prospective payment system (PP8jnptting direct payrant under Medicare for

MFT and LPC services provided to SNF residents.

This amendment would also exclude clinical social worker services from coverage under the
Medicare SNF PP$ermitting direct payment for clinical social work services provided t6 SN
residents. Prior to the Balanced Budget Amendment of 1997, clinical social workers were able
to provide mental health treatment to Medicare beneficiaries in SNFs. This amendment would
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reinstate parity across the mental health care workforce to pnesyadtotherapyo Medicare
beneficiaries in SNFs. Per cost estimates created for HR 3200, CBO estimates that there is no
cost to this provision.

CBO Preliminary Score:$500 million over 10 years

Offset: Health and Human Servidé€¥fice of Inspector Gerral Redbook (May 2009Ensure
Appropriateness of Medicare Payments for Mental Health Ser{pge627).
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Lincoln Amendment#D4t o The Americadés Healthy Future Ac

Short Title: To allow Medicare beneficiaries enrolled in MA or M2D plans to return to
original Medicare in the first 45 days of the Calendar Year.

Descripton: The Chairman6s Mark would eliminate the
1 through March 31) for Medicare Advantage (MA) plans effective in 2011.

This amendment would alloiedicare beneficiaries enrolled in a Medicare Advantage (MA) or
Medicare Advantag®rescription Drug (MAPD) plan during the annual enrollment to return to
original Medicare during the period of January 2 to February 15 with no reason required.
Beneficiares choosing to disenroll from MA or MRD and opt back into the original Medicare
would be required to maintain comparable coverage. For example, beneficiaries who had a MA
only plan could return to original Medicare but would not be allowed to enralstanealone

PDP. Beneficiaries in a MARD plan could return to original Medicare and would be required to
enroll in a stangilone PDP.

Beneficiaries who switched from a MRD plan to original Medicare with a staatbne PDP
before January 15 wouldgin prescription drug coverage on February 1. Beneficiaries who
switched from a MAPD plan to original Medicare with a stantbne PDP between January 16
and February 15 would begin prescription drug coverage on Marithte insurer of thé/A -
PD planthat the beneficiary was disenrolling from also offerastbadalone PDP produgcthe
insurer would ballowed to informthe beneficiary its presence. The Secretary would be
required to create a process that would expedite these requests in a stdearatiner to
minimize beneficiary burden. The change would be effective beginning in 2011.

Two Senate Finance Committeearings in February 2008 highlighted several problems with

MA marketing practices to Medicare beneficiari@hese problems includeloorto-door

selling, entering homes and using hijglessure sales techniques, not taking "NO" for an answer

on phone or in person; repeated visits to the same home, tricking seniors by asking them to sign
forms "just in case," then enrolling them anywhoyging signatures and social security numbers,

etc. Even when marketing behavineets an appropriategal and ethicastandargdolder and

disabled adults may still have difficulty understanding the differences between MA and original
Medicareuntihei r first doctordés visit under an MA p
a timelimited, quick release valvfom MA or MA-PD plans in the beginning of the Calendar
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Yearto return to original Mdicare with no questions asked.

Offset: To be deterrimed
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Lincoln-Hatch Amendment#06t o The Ameri cads Healthy Future

Short Title: To create a comprehensive approach to ensuring adequate -puldie
infrastructure and resolving to prevent, detect, treat, understand, intervene in, and where
appropride, aid in the prosecution of, elder abuse, neglect, and exploitdtjoaddingthe Elder
Justice Act (S.795) to The Americads Healthy

Description of Amendment:

The Chai r mdutdessa nuMiaer ok provisioagmed at improving qualitgf care and
transparency in lonterm care facilities and throughout health c&ensistent with these goals,
this amendment would add the EIl der Justice Ac

Although the number of older Americans is growingtfahe problem of elder abuse, neglect and
exploitation has long been invisible and is one of the gravest issues facing millions of American
families. The Elder Justice Act wouddithorizefederal resourcef®r support State and

community efforts on th&ont lines dedicated to fighting elder abuse with scarce resources and
fragmented systems. From a social perspective, elder justice means assuring adequate public
private infrastructure and resources to prevent, detect, treat, understand, interveneviress
appropriate, prosecute elder abuse, neglect and exploitation. From an individual perspective, elder
justice is the right of every older person to be free of abuse, neglect and exploitation. The Elder
Justice Act would promote both aspects okeldstice with the following provisions:

1 Elevating elder justice issues to national attentionThe bill will establish within the
Departnent of Health and Human Services programmatic, greaking, policy and
technical assistance functions relatinglkder justice, create of a publicivate Advisory
Board and a Coordinating Council to coordinate activities of all relevant federal agencies,
States, communities and private andootprofit entities, and provide a consistent funding
stream and nationabordination for Adult Protective Services (APS).

1 Increasing knowledge and supporting promising projects.Given the lack of research,
the Elder Justice Act will enhance research, clinical practice, training and dissemination of
information relating telder justice. Priorities include jurrgiarting intervention research,
developing community strategies to make elders safer, and enhancinglisuiftiinary
efforts.

1 Developing forensic capacity.There is scant data to assist in the detection of ebleyea
neglect and exploitation. Creating new forensic expertise (similar to that in child abuse)
will promote detection and increase expertise.
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1 Increasing prosecution. New penalties for failure to promptly report crimes in facilities
and to provide atice of nursing home closings will enhance prosecutions.

1 Training. Training to combat elder abuse, neglect and exploitation is supported both
within individual disciplines and in multlisciplinary (such as public healocial service
law enforcement)edtings.

1 Increasing Security, Collaboration, and Consumer Information in LongTerm Care

o Enhancing longerm care staffing settings
Improving prompt reporting of crimes in losigrm care settings
Enhancing the lonterm care ombudsman program
Requiring a s1dy on establishment of a national nurse aide abuse registry
Requiring a report on findings of a criminal background check demonstration
Implementation of new reporting of crimes in nursing homes on the official federal
website
Establishment of consumarformation on nursing homes on the official federal
website
o Establishment of a National Training Institute for Surveyors of nursing homes

O 0O O0OO0Oo

o

1 Evaluations/Accountability. Provisions to determine what works and assure funds are
properly spent.

Offset: To be povided
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Lincoln Amendment# D6 t o The Americadés Healthy Future

Short Title: To restore the ratios used in determining geographic hospital wage index
reclassification to the pr®ctober 1, 2008 levels until the first fiscal year one year after the
Secetary makes a proposal(s) that considers the nine points specified in the Tax Relief and
Health Care Act of 2006 (Pub. L. 1i0882, 8106(b)(2)).

Description of Amendment

Current Law

Section 106 of the Tax Relief and Health Care Act of 2006 (Pubixc 109 432) directed the
Secretary to propose revisions to the hospital wage index taking into account recommendations
made by the Medicare Payment Advisory Commission and considering nine issues specified by
Congress in the legislation. The legislatiequired that this proposal be included in the

proposed update for the hospital inpatient prospective payment system for fiscal year 2009. The
Secretary has not yet made a proposal considering the nine issues specified by Congress.

Effective October 1, ZUB, the Secretary revised the criteria hospitals must meet to qualify for
wage index geographic reclassification. Prior to October 1, 2008, a hospital seeking wage index
geographic reclassification had to demonstrate, among other things, that its heerhgeage

is above a specified ratio when compared to the average hourly wage of hospitals in the area to
which the hospital seeks to be reclassified. For rural hospitals, the specified ratio was

82 percent; for urban hospitals, the specified ratio 8&gercent; and for urban hospitals

applying as a group, the specified ratio was 85 percent. Effective October 1, 2008, the ratio for
rural hospitals is 86 percent, and the ratio for urban hospitals applying individually and as a
group is 88 percent, sidgt to a tweyear transition.

Proposed Change

This amendment would restore the ratios to theQu®ber 1, 2008 levels until the first fiscal

year one year after the Secretary makes a proposal(s) that considers the nine points specified in
the Tax Relieand Health Care Act of 2006 (Pub. L. 1@32, 8106(b)(2)). It also would ensure

that any applications for reclassification denied before the legislation is enacted on the basis of
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the changed ratios would be reconsidered using thexiséng ratios, ad approved, if the
applicant meets the peisting ratios. This amendment would be implemented in a budget
neutral manner. These changes would be effective upon enactment.

Cost: Budget Neutral

Offset: N/A
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Lincoln Amendment #D7t o T h e A methyiFatlaedAst He a |

Short Title: Provide access to home infusithrerapy service®r Medicare baeficiaries by
adding theHome Infusion Therapy Coveraget (S254).

Description of Amendment:The Chai rmandos Mark includes a nu
improving access to care for Medicare beneficiari€snsistent with these goals, this

amendment would add tiome Infusion Therapy Coveraget (S2594t o The Ameri cado:s
Healthy Future Act.

This amendment would direct the Secretary to implement a honséanftherapy benefit in the
Medicare program. The benefit would allow Medicare Part B paymegéefoices, equipment,
and supplies necessary to safely provide infusion therapy in the hacheoordinate services
with drug coverage under Medicare PartTheamendmenélso would require the Secretary to
work with an Advisory Committee tevelop quality standards to ensure the safe and effective
provision ofhome infusiortherapy.

Infusion therapy involves the administration of medication directlytiné bloodstream via a
needle or cathetePr ovi ding i nfusion therapy in a patiel
of medication, but also requires specialized equipment, supplies, and professional services to

ensure safe and effective administvatof the therapy. While most infusion drugs are covered

under the Medicare Part D drug benefit, CMS determined that it does not have the authority to

cover infusionrelated services, supplies, and equipment under Part D.

Currently private insuranceornpanies including many Medicare Advantage plans, TRICARE,

the Veterans Administration, and most Medicaid programs reimburse for infusion therapy
treatments provided in the home when prescribed by a physician and desired by the patient.
Unfortunately tradional Medicare is the only national payer that does not reimburse for home
infusion therapy, a setting that is far less expensive, more convenient for the patient, and less
likely to result in secondary infectionés a result, Medicare beneficiarieg affectively denied
access to home infusion therapy and forced to receive this treatment in hospitals and skilled
nursing facilities at a significantly higher cost to Medicare and at great inconvenience to patients.
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Offset: To be determined
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Lincoln Amendment#D8t o The Americadés Healthy Future Ac

Short Title: To Allow Critical Access Hospitals (CAHSs) to access Medicare Disproportionate
Share Hospital (DSH) funding proportionate to their level of uncompensated care.

Description of Amendment:

The Qitical Access Hospitals (CAH) program was designed to improve rural health care access
and reduce hospital closures. Critical Access Hospitals provide essential services to a community
and are reimbursed by Medicare on a "reasonable cost basis" foesemowided to Medicare
patients. While they are reimbursed under Medicare at cost plus 1%, CAHs in many areas of the
country often face high rates of uncompensated care due to uninsurance, underinsurance, and
low reimbursement rates by Medicaid or eveme@rivate payors.

This amendment wouldllow Critical Access Hospitals (CAHS) to access Medicare
Disproportionate Share Hospital (DSH) fundprgportionate to their level of uncompensated
careas applies to other hospitals under the Cha

Offset: To be determined
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Lincoln Amendment#D9t o The Americadés Healthy Future Ac

Short Title: To authorize qualified physical therapists rural areaso provide services for
Medicare beneficiaries without the requirement of a physician referral

Description of Amendment:

Today, Medicare law requires a beneficiary who receives outpatient physical therapy services to
be under the care of a physiciddowever, outside of Medicaré4 states allow for direct access

to the services of licensed physiti@erapists for evaluation and treatmeft.rural communities

with little or no access to a quick referral system from a primary care provider, timely access to a
physical therapist can be delayed, adding cost to the overall recovery of a senioriduahdi

with a disability.

This amendment would add to the Social Security(A2tU.S.C. 1395x(p)) the following:

Aln the case of outpatient physical therap
this subsection that are furnished in a prinage health professional shortage area that

is located in a rural area (as defined for purposes of section 1886(d)(2)(D)), this

subsection and section 1835(a)(2) shall be applied without regard to any requirement that

an individual be under the care of (eferred by) a physician, or that services be

provided under the supervision of a physician, and by allowing a physician or a qualified
physical therapist to satisfy any requirement for certification and recertification and for
establishment and periodieview of a plan of care. The preceding sentence shall not

apply to outpatient occupational therapy s

Offset: To be determined
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Lincoln Amendment#D10t o The Ameri cads Healthy Future Ac

Short Title: To revise Medicare coverage to permit respiratory therapists to work under the
general supervision of the physician and to recognize respiratory therapists who work outside of
the hospital.

Description of Amendment:

Current |l aw (referr ed O0tso saeyg viicrewi)ddntmittas a hpeh
respiratory therapist can work because the physician has to provide direct supervision when the
respiratory therapist furnishes a service the physician would otherwise personally perform.

Direct supervision mearike physician has to be present in the office suite. The distinction

between this amendment and current law is the physician would not be required to be in the

office, although he or she would have to be available by phone for consultation if needed.

The proposed changes to Medicare | aw will subs
because the respiratory therapist could furnish a service to a Medicare beneficiary in the
physiciands office without the pwrgsgiratery an bei n
therapists the flexibility to provide offieleased spirometry or smoking cessation counseling; to

perform certain home visits for ventilator and oxygen use; and to contract their services to a

number of physicians for disease management anogjor lung testing.

Disease management programs, specifically those dealing with asthma and COPD, have a real
chance for helping patients help themselves. Other kinds of patient education, such as smoking
cessation or better education on aerosol dewdnddelivery are needed. Ventilator patients at home
need management and assessment. The Medicare Respiratory Therapy Initiative will address these
inadequate services and improve opportunities for better patient care.

A number of advancektvel allied halth care providers, such as physician assistants, nurse
practitioners, and clinical nurse specialists, currently furnish services without direct physician
supervisionThisamendment e qui res that a respiratory thera
RTand have a bachelordés degree to be eligible
amendment wouldot change the status or impact the employment of respiratory therapists who

do not meet these qualifications. About 33% of RTs in the country wualify under the
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RRT/ Bachel or 6 amegdmendiit drelate an sncentivehfar iespiratory therapists to
achieve higher education and more advanced credentials ultimately benefiting the profession.

Physicians who are currently providing theserises are paid an amount based on 100% of the
Medicare fee schedule. If respiratory therapists were permitted to provide these services without

the physician having to be physically present, Medicare would pay the physician a reduced

amount based on 85% tine physician fee schedule. And, the physician practice would have

more flexibility in utilization of the physic

Offset: To be determined
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Lincoln Amendment#D11t o The Americads Healthy Future Ac

Short Title: Tooverturnt he Centers for Medicare and Medi ca
Physician Fee Schedule Proposed Rulebs applic
therapy. The amendment would be exempt from budget neutrality requirements under the statute.

Description of Amendment:

Background

Payments for radiation oncology services are projected to be reduced by 19 percent in 2010
based in large part on a change in equipment utilization policy and the use of new survey data on
physiciansd pTlhacbhangenequipmeptetiizatorspolicy and new survey data
were used by the Centers for Medicare and Medicaid Services (CMS) to calculate practice
expense relative value units (RVUSs) for 2010 that were dramatically and unexpectedly reduced
below their2009 levels. &idies conducted by radiation oncology specialty societies have found
thatdatamanipulation by the CMS contractor resultedraestandingadiation oncology

practice expense valu#satareunderstated by almost half. Practice expense fafld an

important component of the statutory formula used to determine payments under the Medicare
fee schedule for physiciansd services.

CMS hasproposé changingthe utilization rate from 50 percent to 90 percent for all equipment
costing over $1 milbn. This stems from a misreading of a proposal by the Medicare Payment
Advisory Commission (MedPAC) regarding diagnostic imaging services, but there is a clear
distinction between radiation therapy and diagnostic imaging. In fact, in its commenbletter t
CMS on the Proposed Rul e, MedPAC states, fMed
[ equi pment wutilization] policy to radiation t

This amendment would overturn the application of equipment utilization policy to radiation
therapy and wuld be exempt from budget neutrality requirements under the statute.

Offset: To be provided
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Wyden Amendment #D1 to the Chairmandés Mar k of
Title Il Subtitle B Part |

Short Title: Ensuring People in Hospice Do Nidave to Give Up the Prospect of a Cure

Description:

This amendment adds the following to the Chai

Creates a Medicare Hospice Concurrent Care (HCC)-flmaedemonstration program that

would allow patients who are eligible for hospiceectar also receive all other Medicare covered
services during the same period of time. To examine the effectiveness this delivery model, the
Secretary would establish 26 sites across the country in both urban and rural areas to examine
improvement in patidrcare, quality of life, and cogfffectiveness that results from the

concurrent care model. An independent evaluation of this delivery model would be conducted
with reports submitted to the Secretary and Congress. This demonstration would be required to
be budget neutral.

The Secretary shall ensure that the aggregate expenditures under title XVIII of the Social
Security Act do not exceed the amount of expenditures that the Secretary estimates would have
been made under such title if the demonstrationrarodhad not been implemented.

Offset: This amendment will not result in increased cost.
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Wyden Amendment #D2 to the Chairmanbés Mar Kk
Title Il Subtitle B Part |

Short Title: The Independence at Home (IAH) Act, S.118eeks to provide high cost
Medicare beneficiaries suffering from multiple chronic conditions with coordinated, primary
care services in their homes or residences from a team of qualified health care professionals.

Cosponsors:Carper

Description: Medicae beneficiaries with multiple chronic conditions account for a
disproportionate amount of Medicare spending, receive poor care, and account for a majority of
hospital admissions, prescriptions, and physician visits. Interdisciplinary teams of health care
professionals caring for patients with multiple chronic conditions in their residences can reduce
hospital and emergency room visits and achieve significant savings.

of

This amendment adds the following to the Chai

The IAH program:

Creates a alonic care coordination pilot project to bring primary care services to the highest
cost Medicare beneficiaries with multiple chronic conditions in their home.

Generates savings by providing better, more coordinated care to beneficiaries with multiple
chranic conditions, reducing duplicative and unnecessary services, and avoiding unnecessary
hospitalizations and emergency room visits.

Holds providers accountable for quality outcomes, patient satisfaction and achieving cost
savings to Medicare.

Creates incetives for providers to develop better and lower cost health care for the highest cost
beneficiaries.

|l s based on successful house calls progr ams
other providers across the country.

Offset: This amendment wilhot result in increased cost.

69



Wyden Amendment #D3 to the Chairmandés Mark of
Title 11l Subtitle B Part |

Short Title: Empowering Medicare Patient Choices
Description:

This amendment is to add the bipartisan Wy@eegg bill, the Empowering Medicare Patient
Choices Act of 2009 (S. 1133) to the Chairman
patients using patient decision aids to help them find the best treatment for conditions like

chronic back pain.

Offset: Reduce market baskets uniformly across Medicare Part B as needed to offset the
increases.
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Wyden Amendment #D4 to the Chairmandés Mar k of
Title Il Subtitle B Part |

Short Title: Medicare Efficiency and Fairness Ameneint

Description of Amendment The amendment would limit the application of any payment
reductions, reimbursement rate changes or other reductions in spending in Medicare to states
where the average Medicare spending per enrollee over the past 5 gdagsabove the

median Medicare spending per enrollee. No reduction should drop a state below the median
Medicare spending per enrollee amount for 2009.

Offset: This amendment will not result in increased cost.
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Wyden Amendment #bt o t he Ch arikr noafn 6AsmeMa cadés Heal t hy F

Short Title: Health Homes

Description: To ensure the participation of nurses, physicians, and other providers can lead the
coordination of patient care as fAAhealth homes

Strike every refeintheMag kt a nfime ckipd alc ehavma d @A hea

Offset: This amendment will not result in increased cost.
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Wyden Amendment#06t o t he Chai rmands Mark of Ameri cado:
Title Ill, Subtitle B, Part Il

Short Title: RuralHealthClinic PatentAccess and Improvement Act
Description: Thisamendmera dds t he f ol |l owing to the Chair ma

The amendment isased on thbipartisanRural Health Clinic Improvements Act (S. 1355)
sponsored by Senators Barrasso and Wydenld increase the rdrhealth clinic cap from $75

per visit to $92 per visit in 2010. Each subsequent year the cap would increase based on MEI. It
would also give incentive payments for Rural Health Clinic Quality Repoiticgntive

payments in the amount of $2 per visitlsba made to rural health clinics with respect to

eligible professionals who furnish rural health clinic services during the period beginning on
January 1, 2010, and ending on December 31, 2013.The Secretary shall conduct a study on the
quality reportingnitiative.

Also, this amendment would also allow rural health clinics to contract with Community Health
Centers, providing that they set policies to ensure nondiscrimination based upon the ability of a
patient to pay and the establishment of a slidilegsfsale for lowincome patients.

Requires a GAO report on diabetes education and medical nutrition therapy services.
Establishes a rural health provider demonstration project.

Defines a rural heal th clinicieaasarirdhelthci | ity
clinic under this title or title XIX and that subsequently fails to satisfy the requirement in clause

(i) that the clinic is not located in an urbanized area, shall, with respect to services furnished on

or after the date of enactmenitthe Rural Health Clinic Patient Access and Improvement Act of
2009, be considered, for purposes of this title and title XIX, as still satisfying such requirement if

it is determined that the clinic is located in an area defined by the State anddbstithe
Secretary as rural .o

The amendment sets a minimum standard for Medicare Advantage payments.
Includes a Sense of the Senate regarding the adequacy of network based health plans.

Offsets: Create a specific exemptida allow health plan sponsais encourage beneficiaries to

utilize lowercost generic drugs by allowing them to waive copays as an incentive to get the
beneficiaries to try a generic drug. This pr
In the commercial sector, plan sBors routinely waive from one to three months worth of

copays in order to encourage patients to try generics. They do this because the amount the plan
saves overall substantially outweighs the forgone copays as generics typically cost between 60

90% lesghan a branded pharmaceutical.
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In the commercial market, plan sponsors that have offered Free Generic Fill can expect a
conservative 5% uptake (beneficiaries taking advantage of the program), and correspondingly
increasing their generic fill rate (GFR) BY. The Congressional Budget Office has scored
every 1% increase in GFR as saving the government $1 billion, therefore the potential to save
money in Medicare is real.

74



Wyden Amendment#0/t o t he Chairmands Mark of Ameri cad:
Title 11l, Subtitle B, Part 2

Short Title: Amends Title XVIII of the Social Security Act to provide flexibility in the manner

in which beds are counted for purposes of determining whether a hospital may be designated as a
critical access hospital undeetMedicare program and to exempt from the critical access

hospital inpatient bed limitation the number of beds provided for certain veterans.

Description:

Thisamendmerda dds t he foll owing to the basedonthenands M
bipartisanCritical Access Hospital Flex Act (S. 30@9sponsored by Senators Crapo and

Wyden. Itamends title XVIII (Medicare) of the Social Security Act with respect to state

Medicare rural hospital flexibility programs, in particular the criteria for designafionitizal

access hospitals.

Revises requirements for the counting of beds for purposes of determining whether a hospital
may be designated as a critical access hospital. Allows a facility to provide a maximum of 20
(currently 25) acute care inpatient beds determined on an annual, average basis. Declares that
only occupied beds shall be counted.

Exempts from the critical access hospital inpatient bed limitation beds provided to certain
veterans.

Offset: Creak a specific exemption to allow healthmpkponsors to encourage beneficiaries to

utilize lowercost generic drugs by allowing them to waive copays as an incentive to get the
beneficiaries to try a generic drug. This pr
In the commercial seatoplan sponsors routinely waive from one to three months worth of

copays in order to encourage patients to try generics. They do this because the amount the plan
saves overall substantially outweighs the forgone copays as generics typically cost bétween

90% less than a branded pharmaceutical.

In the commercial market, plan sponsors that have offered Free Generic Fill can expect a
conservative 5% uptake (beneficiaries taking advantage of the program), and correspondingly
increasing their generic fill ta (GFR) by 2%. The Congressional Budget Office has scored
every 1% increase in GFR as saving the government $1 billion, therefore the potential to save
money in Medicare is real.
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Wyden Amendment#8t o t he Chai rmands Mar k oftofRB00®r i c a o

Title 1ll, Subtitle B, Part 2

Short Title: Rural Health Clinic Patient Access and Improvement and Critical Access Hospital
Flexibility Act.

Description:
This amendment adds the foll owing two pieces

Rural Health Clinic Improvements Act (S. 1355ponsored by Senators Barrasso and Wyden
would increase the rural health clinic cap from $75 per visit to $92 per visit in 2010. Each
subsequent year the cap would increase based on MEI. It would also give enpawtivents for
Rural Health Clinic Quality Reportingncentive payments in the amount of $2 per visit shall be
made to rural health clinics with respect to eligible professionals who furnish rural health clinic
services during the period beginning on Jagu, 2010, and ending on December 31, 2013.The
Secretary shall conduct a study on the quality reporting initiative.

Also, this amendment would also allow rural health clinics to contract with Community Health
Centers, providing that they set policieetsure nondiscrimination based upon the ability of a
patient to pay and the establishment of a sliding fee scale feintmmne patients.

Requires a GAO report on diabetes education and medical nutrition therapy services.
Establishes a rural health prder demonstration project.

Defines a rural health clinic as AA facility
clinic under this title or title XIX and that subsequently fails to satisfy the requirement in clause

(i) that the clinic is nolocated in an urbanized area, shall, with respect to services furnished on

or after the date of enactment of the Rural Health Clinic Patient Access and Improvement Act of
2009, be considered, for purposes of this title and title XIX, as still satisfyaigrequirement if

it is determined that the clinic is located in an area defined by the State and certified by the
Secretary as rural .o

The amendment sets a minimum standard for Medicare Advantage payments.

Includes a Sense of the Senate regarding thguadty of network based health plans.

Critical Access Hospital Flex ActS. 307)sponsored by Senators Crapo and Wyalaends
title XVIII (Medicare) of the Social Security Act with respect to state Medicare rural hospital
flexibility programs, in particwr the criteria for designation of critical access hospitals.

Revises requirements for the counting of beds for purposes of determining whether a hospital
may be designated as a critical access hospital. Allows a facility to provide a maximum of 20
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(currently 25) acute care inpatient beds, as determined on an annual, average basis. Declares that
only occupied beds shall be counted.

Exempts from the critical access hospital inpatient bed limitation beds provided to certain
veterans.

Offset: Create a spedaif exemption to allow health plan sponsors to encourage beneficiaries to

utilize lowercost generic drugs by allowing them to waive copays as an incentive to get the
beneficiaries to try a generic drug. FiTlhli.so pr
In the commercial sector, plan sponsors routinely waive from one to three months worth of

copays in order to encourage patients to try generics. They do this because the amount the plan
saves overall substantially outweighs the forgone copageresics typically cost between-60

90% less than a branded pharmaceutical.

In the commercial market, plan sponsors that have offered Free Generic Fill can expect a
conservative 5% uptake (beneficiaries taking advantage of the program), and correspondingly
increasing their generic fill rate (GFR) by 2%. The Congressional Budget Office has scored
every 1% increase in GFR as saving the government $1 billion, therefore the potential to save
money in Medicare is real.
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Wyden Amendment#®t o t he ChakromBbnAmeMiacads Heal t hy Fu
Title I, Subtitle A

Short Title: The Confidence in Longerm Care Insurance Act (S. 1177) proposes greater
consumer protection, increased consumer information and choice, and increased competition
among private ingrers.

Brief Description:

The amendment adds the following to the Chair

Directs the Secretary of HHS to request the National Association of Insurance Commissioners
(NAIC), which represents all state insurance commissioners (NAIC) to comalimbal surveys

of LTCI markets every five years to generate needed data on lapse rates, numbers of
policyholders exhausting benefits, and other key market parameters. Amends the Health
Information Portability and Accountability Act (HIPAA) and the DefiRieduction Act (DRA)

to require compliance with all minimum NAIC 2000 and 2006 standards in order to reduce state
to-state variability, including procedures that are designed to keep premium rates stable over
time. The amendment proposes to make a sefiesmmonsense improvements to current law,
such as requiring NAIC to form a working group that would develop model disclosures and
definitions of key benefits offered in LTCI policies, and requiring the Secretary to set up a
website kndemCames IIihouwmrgance Compareo to all ow
accurately compare benefits, premiums, and other important features of policies and companies
much more readily than they can today. LTCI Compare would also provide links to state
websites for informabn on services offered under state Medicaid programs for individuals with
Partnership policies. Importantly, the amendment improves consumer protections for Medicaid
Partnership Policies and taxialified policies by streamlining the process for applying
new/updated consumer protection model provisions as they are developed by NAIC.

Offset: This amendment will not result in increased cost.
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Wyden Amendment#DDt o t he Chairmanés Mark of Americabo
2009Title 11, Subtitle B, Part |

Short Title: Personalized Medicine and Access to Critical Lab Tests
Cosponsors:Carper
Description:

Present Law

In cases when a laboratory test is ordered less than 14 days after a beneficiary leaves a hospital,
the hospital collecting the sample must fail the laboratory services.

This amendment adds the foll owing Proposed Ch

This amendment would provide that for the tyear period beginning on the date of enactment,
the laboratory furnishing the test could bill for tlesttprovided the test meets the following
criteria:

1 The testis an analysis of DNA, RNA, chromosomes, proteins, or metabolites that detects,
identifies, or quantitates genotypes, mutations, chromosomal changes, biochemical
changes, cell response, protexpeession, or gene expression or similar method or is a
cancer chemotherapy sensitivity assay or similar method, but does not include methods
principally comprising routine chemistry or routine immunology;

1 The test is developed and performed by a laborabat is independent of the hospital
where the sample was collected;

1 The test is not furnished by the hospital where the sample was collected directly or under
arrangements; and

1 The sample was collected during a hospital encounter or stay, and is pdrédtene¢he
beneficiary leaves a hospital.

Offset:
Short Summary

This offset reduces Medicare spending and improves quality of care for amputees and persons
with limb impairments by:

1) requiring Medicare to make payment only for those orthotic andhetasservices provided
by licensed providers in States that require State licensure;

2) requiring providers meet accreditation/credentialing already articulated in federal statute in
order to receive Medicare payment; and
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3) re-aligning the Medicare Chibtic and Prosthetic fee schedule so that Medicare payment is
linked to the complexity of the device the patient needs and the qualifications of the provider of
the orthotic and prosthetic services.

This amendment exempts physicians, physical therapidte@upational therapists who are
already licensed or otherwise certified by Medicare and are currently being paid by Medicare to
provide these services.
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Wyden Amendment#D1lt o t he Chai r mandés Mark of Americabo
2009Title 11, Subt itle B, Part |

Short Title: Take Back Your Health Amendment

Description:
This amendment adds the following to the Chai
With revolutions in wellness, prevention, and

Back Your gtdrawhich Helps patients fight chronic disease and stipulates that providers
wonot get paid unless they keep their patient

This amendment is based on the bipartisan legislation, the Take Back Your Hedh 260)

sponsored by Senators Wyden, Harkin, and Cornyn, which amené&s.H 6 3 [deticaret he 0

| mprovements for Pat i e intordertareithbuRe teeatmedt@roggam®aof t o
intensive lifestyle changes that have been scientificallygrdo stop or reverse the progression of
chronic diseases such as coronary heart disease, diabetes, prostate cancer/breast cancer, and obesit
This amendment reframes a common misconception about lifestyle changes, which are often
incompletely viewed agroviding only risk factor reduction or prevention.

Intensive lifestyle treatment programs as an intensivesnogical, norpharmacologic intervention
have been shown in randomized controlled trials to be highly effective not qrsvanting
chronicdiseases but also egversingthe progression of these illnesses. Several demonstration
projects have shown that using intensive lifestyle treatment programs to treat chronic diseases
causes substantial reductions in costs during the first year. Téatspént programs of intensive
lifestyle changes are not only medically effective but also cost effective.

Health teams, consisting of physicians, nurses, nutritionists, mental health workers and other health
professionals would provide the Intensivedstyle Treatment Plan

This proposed legislation will reimburse physicians and other health professionals who train patients
to make and maintain intensive lifestyle changes that are proven to be safe and effective in
beneficially treating and reversingronic diseases.

Offset: To be determined when offered if needed.
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Wyden Amendment#D12 o t he Chairmanés Mark of Americabo
2009Title Ill, Subtitle A, Part Il

Short Title: Authorizing the Use of New Technologies that Empower Ptignd Their
Providers to Get More Value in Accountable Care Organizations

Descripton:Thi s amendment adds the following to the

Allow Accountable Care organizations to use telehealth, remote patient monitoring, and other
such enabling tghnologies to help achieve savings.

Offset: This amendment will not result in increased cost.
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Wyden Amendment#D13 o t he Chairmanés Mark of Americabd
2009Title 1, Subtitle A, Part 2

Short Title: To Encourage Integrated Care Dely Across All Care Settings through Integrated
Health Clinics

Description:
This amendment adds the following to the Chai

The provision allows for the organization of providers or groups of health care professionals in a
separate entity esblished to provide integrated inpatient and ambulatory care services solely
through contract with or employment of medical and professional personnel. Federal and state
laws and regulations which would prevent or inhibit the separate corporation frgnganut

such required integrated care activities and objectives would not apply.

Offset: This amendment will not result in increased cost.
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Wyden Amendment#D14 o t he Chairmanés Mar k of Amelitle cabd
lll, Subtitle A, Part | V

Short Title: Getting the Best Possible Training for Home Health and Other Workers Who Provide
HandsOn Care

Description:

Meeting the health needs of baby boomers will create new jobs for individuals trained in geriatric care,
in addition to meeting theucrent high demand for such individuals. Direct care workers, nurse aides,
home health aides, and personal and home care aides are the primary providers of paia teneds
supervision, and emotional support for older adults in the United States.sTihaeténof Medicine
report, entitled O60Retooling for an Aging Ame
health aides, and personal and home care aides as the linchpin of the formal health care delivery syst:
for older adults.

Thisamendmet adds the following to the Chairmanods

The Secretary shall develop additional training content for nurse aides and home health aides to
supplement training for nurse aides and home health aides that is required under Federal law or
regulation.The Scretary shall, in consultation with an expert panel, implement the program with
respect to additional training content activities not later than 18 months after such date of enactment.
Not later than 120 days after the date of enactment of this Actetitet&8ry shall establish a panel of
long-term care workforce experts. For purposes of the program, the additional and revised training
content developed shall only apply with respect to newly hired home health aides and nurse aides.

The expert panel shdle composed of 11 members appointed by the Secretary from among leading
experts in the longerm care field, including representatives of personal or home care agencies; home
health care agencies; nursing homes and residential care facilities; thetgisabilinunity (including

the mental retardation and developmental disability communities); the nursing community; national
advocacy organizations and unions that represent direct care workers; older individuals and family
caregivers; State Medicaid waivaogram officials; curriculum developers with expertise in adult
learning; researchers on direct care workers and thetésngcare workforce; and geriatric pharmacists.
Not less than 2 of the 11 members appointed by the Secretary shall representasits imftandividuals

who rely on longierm care services. Not later than 1 year after the date of enactment of this Act, the
expert panel shall submit a report to the Secretary.

Offset: To be determined when offered if needed.
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Wyden Amendment #DbtotheCh ai r mandés Mar k of Americabds Hez:

Short Title: Requiring the Medicare Payment Advisory Commission to Consider Medicaid Payments
When Making Recommendations to Congress on Medicare Reimbursement for Skilled Nursing
Facilities

Description:
This amendment adds the following to the Chai

The Medicare Payment Advisory Commission shall review, and take into account, the interaction of
Medicaid payment policies with Medicare payment policies for services provided in skilled nursing
facilities when making Medicare payment recommendations for skilled nursing facilities. In doing such
a review, the commission shall review Medicaid trends, spending and margins for skilled nursing
facilities, and look at net margins for nursing homemfedl payment sources.

Offset: This amendment will not result in increased cost.
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Wyden Amendment#D16&t o t he Chairmanés Mark of Americabd

Short Title: Ensuring Quality Hospice Care

Description of Amendment: To ensure the quadityrospice care is not reduced

Offset: To be determined
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Wyden Amendment#DT¥t o t he Chairmanés Mark of Americabd

Short Title: Ensuring Continuation of Benefits for Seniors Covered Under Medicare Advantage

Descriptionof Amendment: To ensure that seniors participating in Medicare Advantage continue
to receive good quality, affordable benefits

Offset: To be determined
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SCHUMER #D1

Schumer Amendment #D1 to Title 1ll, Subtitle B
Short Title: Affordable BiosimilardiReimbursement Equity Amendment
Description of Amendment:

The Medicare Modernization Act established that every biologic drug be assigned its own billing
code. For Part B drugs this means each brand name bialiogagchas its own Aveige Sales

Price (ASP)To ensure that patients and the Medicare program utilize biosimilars appropriately,

this amendment will create parity between brand name biologics and biosimilars and save patients

and Medicare money.The amenthent allows a Part B bsimilarproduct approved bthe Food
andDrug Administrationand assigned a separate billing code to be reiseluat the ASP of the
biosimilarplus six percent of the ASP of the reference product.

Offset:

Savings to be applied towards improving affdritity in the Exchange.
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SCHUMER # D2

Schumer #R2 to Title Ill, Subtitle A, Part H

Short Title:HHS Study regarding payment systems for new clinical laboratory diagnostic tests

Description of Amendment:

This amendment would direct the Secrgtaf Health and Human Services convene a public

meeting on payment systems for new clinical laboratory diagnostic tests and to submit a report to
Congress, summarizing the meeting and providing recommendations for legislative and
administrative action® reform the reimbursement mechanisms for new clinical laboratory
diagnostics.
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SCHUMER # D3

Schumer Amendmem#D3to Extend Section 508 Reclassifications
Short Title: Hospital Reclassifications

Description of Amendment:

This amendment provigdor the wage index reclassification for hospitals in certain counties.

No cost anticipated.
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SCHUMER # D4

Schumer Amendment #D4 to Title I, Subtitle D

Short Title: Changes to Medicare DSH Reductions and Addition of Medicare DSH Report
Descripton of Amendment:

This amendment would replace the existing Medicare DSH language with the folldi@ing.

later thanJanuary 12016, the Secretary of Health and Human Services must submit to Congress
a report on Medicare DStdking into account the impaot the health care reforms carried out
under Title I in reducing theumber of uninsured individuals. The report mostude
recommendations relating titte appropriate amount, targeting, and distribution of Medicare

DSH to compensate for higher Mediearosts associated with serving {aveome beneficiaries
(taking into account variations in the empirical justification for Medicare DSH attributable to
hospital characteristics, including bed size), consistent with the original intent of Medicare DSH,;
and the appropriate amount, targeting, and distribution of Medicare DSH to hospitals given their
continued uncompensated care costs, to the extent such costs remain. The Secretary must
coordinate this report with the report on Medicaid DSH under TitleltitkuG, Part VI.

Beginning in 2017, the Secretary must implement adjustments to Medicare DSH if a trigger is

met. The trigger is met if there is a significant decrease in the national rate of uninsurance,
defined as a decrease in the national ratenofsurance from 2012 to 2014 that exceeds 8
percentage points. The term 66national rat e
under65 population for the year as determined and published by the Bureau of the Census in its
Current Populadn Survey in or about September of the succeeding year.

If the trigger is met, then the Secretary of Health and Human Services must, beginning in fiscal
year 2017, implement the following adjustments to Medicare DSH.

The Secretary must adjust the ambaf Medicare DSH based on the recommendations of the
Medicare DSH report and shall take into account variations in the empirical justification for
Medicare DSH attributable to hospital characteristics, including bed size. For each fiscal year
(beginningwith fiscal year 2017), the Secretary must estimate the aggregate reduction in
Medicare DSH that will result from this adjustment.

The Secretary must increase Medicare DSH for a hospital by an additional amount that is based
on the amount of uncompengateare provided by the hospital based on criteria for
uncompensated care as determined by the Secretary, which shall exclude bad debt. The
Secretary shall compute this increase in Medicare DSH for a fiscal year in accordance with a
formula established biyne Secretary that provides that: the aggregate amount of such increase
for the fiscal year does not exceed 50 percent of the aggregate reduction in Medicare DSH
estimated by the Secretary for such fiscal year; and, hospitals with higher levels of
uncompesated care receive a greater increase.
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SCHUMER-MENENDEZ # D5

Schumer Menendez Amendment #D5 to Title Ill, Subtitle A, Part IV

Short Title:Extending and Expanding Medicare Demonstration Projects to Permit Gainsharing
Arrangements

Description of Anendment:

This amendment permits projects already authorized under current law to continue through
September 30, 2011. To enhance the success of this demonstration project and provide more
experience with gainsharing arrangements for the Medicare prpghésnamendment also
increases the number of projects authorized, with all of the same quality and efficiency
requirements and protections as under current law. Specifically, the amendment requires the
Secretary, subject to the availability of sufficiequalifying proposals, to award 50
demonstration projects by July 1, 2011. Preference is given to applicants in states where current
demonstration projects have already been approved. Authorization for these additional or
renewed demonstration projects wibabntinue through 2015, at which point the Secretary may,
through formal rulemaking, allow the participating hospitals to permanently participate in
gualified gainsharing arrangements. In addition, if the Secretary concludes in the Final Report to
Congres required by law that the demonstrations have been broadly successful in both quality
improvement and cost reduction, she shall, through formal rulemaking, permit other hospitals to
undertake such programs through an election process. This amendmehep&ivb million for

FY 2010; however, because the amendment extends the program through 2015, the amendment
provides for $2 million annually for FY 2011 through FY 2015. To defray these costs,
demonstration projects initially approved or renewed afteoligrtl, 2011, shall be required to
return 5% of the savings attributable to their projects, net of payments made to physicians under
the projects, as identified by the Secretary in the Quality Improvement and Savings Report to
Congress required by law. Thenendment also changes the dates for required reports, including
the project update, the quality improvement and savings report, and the final report, consistent
with the extension required by this amendment.
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Stabenow Amendment B1 to the Chairmand s Mar k

Short title/purpose: To provide technical guidance for the reimbursement of sebasdd
health centers under Medicaid and the Childre

Description of Amendment The Chi Il drenés Health IAcasfur ance
2009 (Public Law No: 11-B) included a definition of schotdased health centers (SBHCs) and
created a state option for state Medicaid and CHIP programs to reimburse such entities.

This amendment would continue to build off of that language byriagsthnat sufficient

technical and regulatory guidance is available for state Medicaid pragresmsance programs

in the exchangesnd forschorecb ased heal th centersd sponsoring
amendmentie Secretarynustissue regulationsegarding the reimbursement for health services
provided by SBHCs to individuals eligible to receive such services through the program under

this section, including reimbursement under any insurance policy or any Federal or State health
benefits programiricluding titles XIX andXXI of the Social Security Act).

The Stabenow amendment would also authorize an Urban Indian program under title V of the
Indian Health Care Improvement Act to be a sponsoring facility.

This language ensures that a process aki tplace upon enactment of this bill that will require
the Secretary to analyze, develop and issue regulations regarding the reimbursement of covered
services delivered to covered children in SBHCs.

Offset: Similar language was debated in the House dgnend Commerce Committee and did
not score.

Contact: Oliver Kim
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Stabenow AmendmentB2 t o t he Chairmands Mar k

Short title/purpose: To authorize community mental health centers to obtain health information
technology grants

Description of Amendment This amendment would allocate $50 million in funding for

community mental health centers (CMHCSs) to purchase information technology, with $25

million allocated in FY10 and $25 million in FY11. CMHCs that obtain such a grant must

foll ow Almeuasneéongcfrui t eri a as established by the
American Recovery and Reinvestment Act.

Offset: To the extent necessary, the fee on buaawehe drug companies would be increased by
$50 million across 5 years.

Contact: Oliver Kim
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Stabenow AmendmentB3 t o t he Chairmandés Mar k

Short title/purpose: To authorize community mental health centers to obtain health information
technology grants

Description of Amendment The American Recovery and Reinvestment Act (ARRA)calted

$40 million for each of fiscal years 2009 through 2015 and $20 million for each succeeding
fiscal year through 2019 for enhanced Medicaid payments to encourage the adoption of
electronic medical records. Rural health clinics and Fede@alplifiedHealth Centers that

have at least 30 percent of their patient volume attributable to Medicaid patients would also be
eligible for a payment equal to not less than 85 percent of their net allowable technology costs.

This amendment would add community méhtalth centers (CMHC) to the list of eligible
providers in ARRA that may receive Medicaid incentives. To be eligible, a community mental
health center (CMHC) would need to follow the same requirements for meaningful use and for
the percentage of Medichpatients served as a community health center or a rural health clinic.

Additionally, HHS may subject eligible CMHCs to aggregate or annual limitations for these
payments.

Offset: No additional funding would be allocated to this program.

Contact: Oliver Kim
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Stabenow Amendment34 t o t he Chairmanodés Mar k
Short title/purpose: To provide training for advance practice nurses

Description of Amendment This amendment would authorize Medicare reimbursement for
FY11 through FY15 to hospitals for the edtional costs (including faculty salaries, student
stipends (if any), clinical instruction costs, and other direct and indirect costs) of an eligible
hospital attributable to the training of advanced practice nurses with the skills necessary to
provide pimary and preventive care, transitional care, chronic care management, and other
nursing services appropriate for the Medieeligible population.

To be eligible, a hospital must have an affiliation with one or more accredited schools of nursing
(as defned in section 801 of the Public Health Service Act) and partner with two or mere non
hospital communitypased care settings where at least half of all clinical training occurs. Such
an affiliation must include an agreement with the schools of nursingarldospital
communitybased settings to pay them for their share of the costs of educational activities.
However, the Secretary may waive the commubéged setting requirement under clause (ii)

for clinical training of advanced practice registeredsesar such as certified registered nurse
anesthetists and certified nunggdwives, in rural and medically underserved areas.

Costs under this paragraph are limited to costs attributable to an increase in the enrollment and
the number of advanced practiogrse graduates in each education or training program over the
comparable average number from 2006 to 2010 (as determined by the Secretary) but shall not be
offset or take into account tuition, fees, or State or local government appropriations. The
proporton of such costs paid under this paragraph shall be determined based on the proportion of
the total inpatient days of the hospital attributable to this title. No more than $1 billion over five
years could be spent in implementing this provision.

Forpuposes of this amendment, the term fAadvance
nurse specialist, nurse practitioner, certified registered nurse anesthetist, and certified nurse
midwife.

In 2014, MedPAC is required to report to Congress on the e#eetss of this program in

training advanced practice nurses and in reducing the nurse shortage, particularly in rural or

medical undeserved areas.

Offset: The branehame pharmaceutical fee would be increased by $1 billion over ten years.

Contact: Oliver Kim
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Stabenow AmendmentBD5 t o t he Chairmands Mar k

Short title/purpose: To better integrate primary care and behavioral health services for our most
vulnerable populations

Description of the AmendmentT he Chai r manods ma rtekMedicaid dptom | z e s
promoting health homes and integrated care. Further the proposal states that only Medicaid

enrollees with at least two chronic conditions or with one chronic condition and at risk of

developing another chronic condition would be eligtbleeceive coordinated services under the
optional progr am. Finally, the Chairmanés mar
This would amendment would clarify that persons with severe mental ilinesses would qualify to
receive integrated catmder the option, and that Community Mental Health Centers (CMHCs)

could participate as designated providers.

This amendment has two parts. First, it would clarify that Medicaid eligible persons with serious
and persistent mental illnesses would be leliigto receive integrated care under this new
Medicaid optional program. Second, the amendment would add Community Mental Health
Centers (CMHCs) to the list of examples of designated providers eligible to participate in the
program.

Offset: Neither compoant of the amendment would increase the cost of Medicaid State Option
Promoting Health Homes and Integrated Care, so no offset is needed.

Contact: Oliver Kim: (4-4822)
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Stabenow AmendmentD6 t o t he Chairmands Mar k

Short title/purpose: To establishgaiel i nes t o ensure patient acce

rooms

Description of Amendment This amendment first establishes the United States Bipartisan
Commission on Access to Emergency Medical Services to: (1) identify and examine factors in
the healticare delivery, financing, and legal systems that affect the effective delivery of
screening and stabilization services furnished in hospitals that have emergency departments
pursuant to the Emergency Medical Treatment and Labor Act; and (2) make specific
recommendations to Congress within eighteen months of enactment with respect to federal
programs, policies, and financing needed to assure the availability of such screening and
stabilization services and the coordination of state, local, and federaum®éyr responding to
disasters and emergencies.

The Commission shall be composed of 24 members with 8 appointed by the President, 8
appointed by the Speaker of the House of Representatives, and 8 appointed by the majority
leader of the Senate. The maanship of the Commission must include two individuals who
represent emergency physicians, emergency nurses, and other health care professionals who
provide emergency medical services; two individuals who are elected or appointed Federal,
State, or local fficials and who are involved in issues and programs related to the provision of
emergency medical services; two health care consumer advocates; and two individuals who
represent hospitals and health systems that provide emergency medical services.s Mersier
be appointed within six months of enactment, and the Commission shall dissolve 30 days
following the release of its recommendations.

Second, this amendment directs CMS to convene a working group that includes experts in
emergency care, inpatienitecal care, hospital operations management, nursing, and other
relevant disciplines to develop boarding and diversion standards for hospitals and guidelines,
measures, and incentives for implementation, monitoring, and enforcement of such standards.
This CMS working group shall: (1) identify barriers contributing to delays in timely processing

of patients requiring admission as inpatients who initially sought care through the hospital's
emergency department; (2) identify best practices to improve patienvithin hospitals; and

(3) report within a year of convening to Congress and the Secretary a detailed description of the
standards, guidelines, measures, and incentives developed, as well as identified barriers and best
practices. The working group siuoe convened within six months of the date of enactment and
shall dissolve 30 days following the release of the report.

Offset: None

Contact: Oliver Kim
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Stabenow AmendmentD7 t o t he Chairmands Mar k

Short title/purpose: To ensure accesstoourmah 6 s emer gency rooms and
cal l specialists to serve our nationbs emerge

Description of Amendment This amendment would provide a 5% Medicare reimbursement
bonus for services provided by an emergency room physician or byail specialist for
services performed in an emergency room in FY10 through FY15.

Offset: This amendment would be offset by an increase in the pharmaceutical fee on brand name
drugs.

Contact: Oliver Kim
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Stabenow AmendmentB8 t o t he Cdaitkai r mands M

Short title/purpose: To en's
i st

re access to our nati onbdés emel
cal l special i s t

u
S O serve our nationds emerge
Description of Amendment This amendment would eliminate the payment reduction for

emergency room phigans and for services provided by-call specialists in an emergency

room that the Chairmandés Mark identifies as a
bonus.

Offset: This amendment would be offset by an increase in the pharmaceutical femdmame
drugs.

Contact: Oliver Kim
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Stabenow AmendmentD9 t o t he Chairmanédés Mar k
Short title/purpose: To establish a National Center on Hospital Quality

Description of Amendment T h e C h a Markwautddirect the Secretary to estdbbs
national quality improvement strategy.

This amendment would modify the strategic plan to also indtrd¢egies to align incentives

among public and private payers with regard to quality and patient safety efforts; strategies to
implement best praices to improve patient safety, eliminate health-@msociated infections,

and prevent unnecessary hospital readmissions and improve the culture of safety in health care.

As part of implementing these additional elements of the plan, the Secretacpntiaagct with a
non-profit organization or organizations that have at least five years of experience in developing
and implementing the new strategies; have operated such programs on a statewidestatenulti
basis to improv@atient safety and the qugliof health care delivered in hospitals, including at a
minimum such programs in hospital intensive care units, hosgstaiciated infections, hospital
perioperative patient safety, and hospital emergency roomsyakehg with a variety of

institutiond health care providers, physicians and other health care practitioners.

In carrying out this section, there will be a mandatory appropriation of $25 million per year for
FY10, FY11, and FY12.

Offset: This amendment would be offset by an increase iphiaemaceutical fee on brand name
drugs.

Contact: Oliver Kim
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Stabenow AmendmentB1 0 t o t he Chairmandés Mar k

Short title/purpose: To study barriers to appropriate utilization of generic medicine in our
nati onés Medicaid program

Description of Amendment: This amendment would require the Government Accountability

Office to review state laws that have a negative impact on generic drug utilization in federal
programs due to restrictions such as et not
a generic drug or carvauts of certain classes of drugs. This amendment would also require the
review to consider the

The review should also include recommendations on how to ensure appropriate utilization in all
federal health programs. Additidha the review should make recommendations on any

potential barriers in state law for increasing generic utilization in the insurance exchanges and
COOPs in the Chairmands Mar k.

This review shall be completed and delivered to Congress before Janp@iy1,

Offset: None

Contact: Oliver Kim
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Stabenow AmendmentB1 1 t o t he Chairmandés Mar k

Short title/purpose: To give seniors enrolled in Medicare Part D plans more opportunities to
sample affordable generic medicines

Description of Amendment Under section 1128A(a)(5) of the Social Security Act (the Act),

enacted as part of HIPAA, a person who offers or transfers to a Medicare or Medicaid

beneficiary any remuneration that the person knows or should know is likely to influence the
beneficay 6s sel ection of a particular provider, p
payable items or services may be liable for civil money penalties (CMPs) of up to $10,000 for

each wrongful act. For purposes of section 1128A(a)(5) of the Actiaheesdefines
Aremunerationo to include, without | imitation
(or any part thereof) and transfers of items or services for free or for other than fair market value.

This amendment would create a specific exéonpib allow health plan sponsors to encourage
beneficiaries to utilize lowetost generic drugs by allowing them to waive copays as an
incentive to get the beneficiaries to try a generic drug.

This practice i s commonl ylInthecmnmercial sectorfplen A Fr e e
sponsors routinely waive from one to three months worth of copays in order to encourage

patients to try generics. They do this because the amount the plan saves overall substantially
outweighs the forgone copays as gergetypically cost between 680% less than a branded
pharmaceutical.

Any savings achieved from this option shall be deposited in a fund to be established by the

Secretary for grants to be used for the operating expenses for-balsedl health centers as

defined in the Childrendéds Health I nsurance Pro
No: 1113). A schoolbased health center may not use the funding to provide for any service that

is not authorized or allowed by state or local law.

Offset: Thisamendment is not expected to score.

Contact: Oliver Kim
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Stabenow AmendmentB1 2 t o t he Chairmandés Mar k

Short title/purpose: To ensure congressional intent is followed when the Centers for Medicare
and Medicaid Services implement Section 508

Description of Amendment This amendment would ensure that all hospitals reclassified by
Section 508 of MMA realized the full benefit
The Secretary would exclude the wage and hour data of a Section 508 liodpitaej so would

result in a lower wage index value for all hospitals reclassified to that market.

Offset: This amendment would simply ensure that the existing block grant for Section 508
hospitals was being appropriately spent per congressional.intent

Contact: Oliver Kim
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Stabenow AmendmentB1 3 t o t he Chairmandés Mar k

Short title/purpose: To ensure congressional intent is followed when the Centers for Medicare
and Medicaid Services implement Section 508

Description of Amendment Thisamendment would state that it is the Sense of the Senate that
the Secretary should exclude the wage and hour data of a Section 508 hospital if doing so would
result in a lower wage index value for all hospitals reclassified to that market to ensure
approprate implementation of Section 508 of the MMA.

Offset: None

Contact: Oliver Kim
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Stabenow AmendmentBD1 4 t o t he Chairmands Mar k
Short title/purpose: To ensure patient access i n Michigan:i

Description of Amendment This amendment wdd waive certain statutory requirements for
some Michigan hospitals to receive Medicare rural health designations.

Offset: None

Contact: Oliver Kim

10¢



StabenowMenendez AmendmentD1 5 t o t he Chai rmands MarKk
Short title/purpose: To ensure communitiesese receiving access to high quality cancer care

Description of Amendment Congress has recognized on numerous occasions (Social Security
Amendments Act of 1983, the Omnibus Budget Reconciliation Act of 1989, the Balanced
Budget Act of 1997, and the Ea Year 2001 Omnibus Appropriations Act) that the Medicare
prospective payment system does not work for certain providers such as cancer hospitals. This
amendment would establish a system for granting PPS exemptions to certain qualified cancer
hospitals.

This amendment would exempt certain hospitals involved extensively in the treatment for or
research on cancer, provided that their current or predecessor entities received NCI
comprehensive cancer center designatioduin 27, 1978February 17, 1998ude 13, 20000r
which was designated on June 10, 2003 as the official cancer institute of its State

Offset: This amendment is unlikely to affect a large number of hospitals and therefore trigger a
CBO score. However, to the extent necessaryto dfffee amendment , t he i
be increased an appropriate amount.

Contact: Oliver Kim
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Stabenow AmendmentB1 6 t o t he Chairmandés Mar k

Short title/purpose: To correct a flaw in the Medicare Disproportionate Share formula that
impactsthe appropriate utilization of ventilatiasependent units

Description of Amendment Because the nature of their disability can require -emm

hospitalization, ventilatedependent patients are likely to exhaust their Medicare coverage and
qualifyforMedi cai d due to the costs of their care.
Medicare DSH regulations, days of care provided to an individual who is eligible for both

Medicare Part A and Medicaid cannot be included in the Medicaid fraction,feéherpiatient

has exhausted his or her Medicare coverage. While the Secretary amended the regulation in

2004 to permit some exhausted days to be counted in the Medicare fraction, that calculation is
limited to Medicare patients who qualify for SSI. Thasults in many Medicaid patient days not
being included anywhere in the Medicare DSH c
interpretation is particularly harmful to hospitals serving ventitdapendent patients because

these patients tend to haeagthy hospital stays. The amendment makes clear that the dually
eligible ventilator patient days must be included in either the Medicaid fraction or the Medicare
fraction and cannot be excluded simply because the patient is eligible for both programs.

This amendmenwould clarify thatwhen Medicaid pays for days of care provided by a hospital

to ventilatordependent patientgho are dually eligible for Medicare and Medicaid, the

Secretarymay not excludéhose days from the numerator of the Medicaationsimply

because the patient is also enrolled in Medicare (unless the day was already counted in the
numerator of the Medicare fractionJhis would ensure thatl days of care a hospital provides

to dually eligible ventilatodependent patientseaaccounted for in either the Medicare fraction

or the Medicaid fraction of the DSH calculation, consistent with Congressional intent to provide
increased rei mbursement to hospitals that ser
income patients(Social Security Acg§ 198gd)(5)(F)(i)(1)).

Offset: This amendment is unlikely to affect a large number of hospitals and therefore trigger a
CBO score. However, to the extent necessary to offset the amendment, thedmand
pharmaceutical fee watd be increased an appropriate amount.

Contact: Oliver Kim
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Stabenow AmendmentD1 7 t o t he Chairmands Mar Kk
Short title/purpose: To reclassify certain hospitals within Michigan

Description of Amendment This amendment would reclassify certain htzdp within
Michigan to a different core statistiebhsed area to adjust their Average Wage Index

Offset: To the extent necessary, the braraine pharmaceutical fee would be increased an
appropriate amount.

Contact: Oliver Kim

10¢



StabenowSnowe AmendmetD-1 8 t o t he Chairmands Mar k

Short title/purpose: To hel p solve our nationds physician

Description of Amendment Medical residency training programs receiving initial
accreditation by American College of Graduate Medical Educatioa new program number
issued by the American Osteopathic Association on or after January 1ah89&ior to

December 31, 2006, shall be treated as new pr

otherwise applicable resident limit shall be madthout regard to whether there are other

indicia that the program was newly commenced. The amount of such adjustment shall be the
product of the highest number of residents in any program year during the third year of the
programbs e xi sédrefygearsinahichlrestdénts are axpetted to complete the
program based on the minimum accredltdth for the type of program.

Offset: Given the small number of hospitals potentially affected by this amendment, it is
unlikely to score. However, ihts amendment does score, the annual femamufacturers and
importers of branded druggsould be increased an equivalent amount.

Contact: Oliver Kim
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Stabenow AmendmentD1 9 t o t he Chairmands Mar Kk
Short title/purpose: To pr ot ect o umomabase and asdiss nursimgmomes s f

Description of Amendment: Theamendment is the same as S.631Ragent Safety and Abuse
Prevention Act, and was passed by the Finance Committee in the last Congress.

This amendmenwould require the Secretary to ddtah a nationwide program for national and

State background checks on direct patient access employees of certdaeromgre (LTC)

facilities or providers and provide Federal matching funds to States to conduct these activities.
Except for certain mofications described below, the Secretary would be required to carry out

the nationwide program under similar terms and conditions as the Background Check Pilot
program (fApil ot programod) under Section 307 o
tha the Secretary make relevant changes to the provisions based upon lessons learned from the
MMA pilot program and that are reflected in the legislative language. Under the nationwide

program, the Secretary would be required to enter into agreements wiyhpaeticipating

States, as specified, and certain previously participating States, as specified.

According to the procedures established under the pilot program, certain LTC providers would

be required to obtain State and national criminal history #met @ackground checks on their

prospective employees through such means as the Secretary determines appropriate. To conduct
these checks, States would utilize a search of-B&ted abuse and neglect registries and

specified State and Federal databasesracords, including a fingerprint check. States would

also be required to describe and test methods that reduce duplicative fingerprinting, including the
devel opment of a Arap backod capability, as sp
implement this provision in a fashion that does not result in application fees for potential long

term care workers.

States that enter into an agreement with the Secretary would be responsible for monitoring
compliance with the requirements of the nationwpdegram and have specified procedures in
place, including procedures to: (1) conduct screening and criminal history background checks;
(2) monitor compliance by LTC facilities and providers; (3) provide for a provisional period of
employment of a directgtient access employee, as specified; (4) provide procedures for an
independent process by which a provisional employee or an employee may request an appeal, or
dispute the accuracy of, the information obtained in a background check, as specified; (5)
provide for the designation of a single State agency with specified responsibilities; (6) determine
which individuals are direct patient access employees; (7) as appropriate, specify disqualifying
offenses, including convictions for violent crimes; and (8¢dbe and test methods that reduce
duplicative fingerprinting, as specified.

States would be required to guarantee (directly or through donations from public or private
entities) a designated amount of Aeederal contributions to the program. The Feldera
government would provide a match equal to three times the amount a State guarantees; except
that Federal funds would not exceed $3 million for newly participating States and $1.5 million
for previously participating States.
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The term ALTCIi 68acodol woyl drbprdefined to mean t
or providers which receive payment for services under Medicare or Medicaid: skilled nursing
facilities; nursing facilities; home health agencies; hospice providers; LTC hospitals; providers

of personal care services; providers of adult day care; residential care providers that arrange for,
or directly provide, LTC services, including certain assisted living facilities that provide a

nursing home level of care established by the Secretaeymatiate care facilities for the

mentally retarded (ICF/MRs); and other LTC facilities or providers of services under Medicare
and/ or Medicaid that the participating State
access empl oy e etomearanylindividua who kat accegsdo a patient or

resident of a LTC facility through employment or contract and who has duties that involve (or

may involve) oneon-one contact with a patient or resident of a facility or provider, as

determined by thet&te for purposes of the nationwide program. Such term does not include
volunteers unless they have equivalent duties that involve (or may involvename contact

with a patient or resident of a LTC facility or provider.

The HHS Inspector General woldbe required to conduct an evaluation of the nationwide

program and submit a report to Congress no later than 180 days after completion of the national
program. The Secretary of the Treasury would be required to transfer to HHS an amount
specified by théHHS Secretary as necessary (not to exceed $160 million) to carry out the
nationwide program for fiscal years 2010 through 2012. Such amounts would be required to
remain available until expended.

Offset: This amendment would be fully offset by mandatirajestise of the National Correct
Coding Initiative (NCCI) in Medicaid The Mark would amend Section 1903(r) of the Social
Security Act to require states to have an MMIS that, effective for claims filed on oOaftdver

1, 2410, incorporates compatibléeenents of the NCCI (or any successor initiative) and such
other elements of that Initiative (or such other national correct coding methodologies) as the
Secretary identifies in accordance with specified requirements. Not lateé3epsambef., 2010,
the Secretary would be required to:

- identify thosemethodologie®f the NCCI (or any successor initiatiteepromote correct
coding and to control improper coding leading to inappropriate paymweéith are
compatible to claims filed under Medicaid;

- identify thosemethodologie®f such Initiative (or such other natidre@rrect coding
methodologies)hat should be incorporated into claims filed under Medicaid with respect to
items and services for which no national correct coding methodologies have been
estabished under such Initiative with respect to Medicare;

- notify states of the elements identified (and of any other national correct coding
methodologies identified) and how states are to incorporate such elements (and
methodologies) into claims filed underellicaid;and

- submit a report to Congress that includes the notice to states and an analysis supporting the
identification of the elements (or methodologies).

If the Secretary determines that state legislation is required in order for a Medicaid state plan

meet the additional requirements imposed by the provision, the state plan would not be regarded
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as failing to comply before the first day of the first calendar quarter beginning after the close of
the first regular session of the state legislaturelibgins after the date of enactment. In the case

of a state that has ay2ar legislative session, each year of the session would be considered a
separate regular session of the state legislature.

Contact: Oliver Kim
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Stabenow Amendment D20 to the Chaima n és  Mar kK
Short title/purpose: To ensure the viability of certain hospitals

Description of Amendment The pr oposed amendment woul d
provide that general acute care hospitals with physician ownership would be exempt from the
new requirements applicable to hospitals with physician owner&mger the amendment,
general acute care hospital is defined in a way to preclasieegialty hospital from subverting

the general ban on physician ownership created in the Markdhar&cterizing itself as a

general acute care hospitdlhis is accomplished by requiring any hospital seeking to qualify as
a general acute care hospital to provide a broad array of services of the sort community,
secondary and tertiary care hospitals galheprovide. In addition, in order to qualify as a
general acute care hospital, any hospitalild be required to demonstrate a history of service to
substantial Medicare and Medicaid patient populations.

Offset: The annual fee omanufacturers and impters of branded drugsould be increased an
equivalent amount.

Contact: Oliver Kim
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Cantwell Amendment#D1t o Amer i cads Healthy Future Act

Short Title: Incentivize Value in the Medicare Féer-Service Physician Payment Formula

De<ription of Amendment: The Secretary dfiealth and Human Serviceball apply a

separate payment modifier to the physigiaymentormula independent of the Geographic
Adjustment Factor.This separate payment modifier with a budget neutral manneay

physicians or groups of physicians differentially based uporetagvequality of care they

achieve foMedicare beneficiarieelativeto cost. Quality shall be based upon a composite of
appropriate measures of quality that reflect the health o@s@nd health status of Medicare
beneficiaries served by physicians or groups of physici@asts shall be based upon a

composite of appropriate measures of cost that take into account justifiable differences in input
practice costs, as well as tthlemayraphic characteristics and baseline health status of the
Medicare beneficiaries served by physicians or groups of physicians

The Secretary would be required to specify, during fee schedule rulemaking applicable for 2011,
how the measurement of qualapd cost would be structured, as well as specifying the
prospective performance perioBuring the performance period, which will begin in 2012, the
Secretary will providénformation to physicians about the value of care they provide.
Performance woulble assessed and the Secretdtyimplement payment consequences

beginning in 2013.

The payment modifier shall be applied in a way that promotes sy&t@ses careThe
Secretary shall coordinate these vabased purchasing reforms with other HHEatives that
are intended to incentivize more integrated and coordinated delivery of efficient argubilgi
care.

The Secretary would be required to ensure that: (1) the VBP report to Congress includes a plan
for moving the physician payment systéma valuedrivenmodel (2) the plan is phaseia, in
accordance with the schedule described in the plasuring implementation as quickly as
practicable, buho later than within five years of the initial implementation of this sectigyn

this time,all physicians or groups of physiciamgistbe participating in a payment system that
holds them accountable for the value of care they deliver to Medicare beneficiaries.

Offset: This amendment is budget neutral.
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Cantwell Amendment #D2to A me r i ealthiy Futuke Act of 2009

Short Title: Physician Workforce Enhancement

Description of Amendment: Directs the Secretary of the Department of Health and Human
Services to establish the loan program through the Administrator of the Centers for Medicare &
Medicaid Services. Hospitals committed to starting new osteopathic or allopathic residency
training programs in one of eight medical specialties or a combination of specialties (family
medicine, internal medicine, emergency medicine, obstetrics/gynecgleugral surgery,

preventive medicine, pediatrics, or behavioral and mental health) could secuup $tartling to
offset the initial costs of starting such programs.

Provides financial incentives to facilitate the creation of new residency trainingapregm

geographic areas that lack an adequate supply of physicians. Acquired funding could be used to
offset the costs of residency salaries and benefits, faculty salaries, and other costs directly
attributable to the residency program.

Directs the Seetary to establish the program no later than January 1, 2010. Requires hospitals
securing a loan under the program to repay the total sum, without interest, to the Treasury within
24 months. The program would be terminated December 31, 2019.

This amendmet reflects Title I, Physician Workforce Enhancement, of the S.126R/¢decal
Efficiency and Delivery Improveent of Care Act (MEDIC) of 2009.

Offset: The amendment specifies loanpayment schedule making it budget neutral.

11¢



NelsonRockefeller Amendment#D1 t o t he Americads Healthy Fut

Short Title: Eliminate the Part D Coverage Gap and Require Drug Maker Rebates for Full
Benefit Dual Eligible Individuals

Description of Amendment: Amends Section 1860R of the Social Security Adty phasing
out the Medicare Part D coverage gap and requiring drug manufacturers to provide rebates for
full benefit dual eligible beneficiaries that match Medicaid rebates.

Every year, beginning in 2011, the initial coverage limit will be increasedhanolutof-pocket
threshold will be decreased until the coverage gap is closed. The initial coverage limit,
otherwise computed without regard to the phaseout, will be increased by half the cumulative
phasein percentage times the eoft pocket gap amourfior the year. The annual eat-pocket
threshold, otherwise computed without regard to the phaseout, will be decreased each year by
half the cumulative phaga percentage of the owff-pocket gap amount for the year multiplied

by 1.75. The cumulativehasein percentage will be calculated by adding the annual pihase
percentage for the year and all previous years beginning in 2011, but cannot exceed 100 percent.
The annual phasi@ percentages are: for 2011, 13 percent; for 2012 through 2015, 5tpércen
2016 through 2018, 7.5 percent, and for 2019 and each subsequent year, 10 percentofThe out
pocket gap amount is defined as the amount by which the annual out of pocket threshold (as
determined without regard to the phaseout) exceeds the stim arirhual deductible plus % of

the amount by which the initial coverage limit (as determined without regard to the phaseout) for
the year exceeds the annual deductible.

Offset: Require Part D Drug Rebates for Dual Eligible Individuals. Drug manufactasess,
condition of having any of their drugs covered under Part D, are required to provide the
Secretary of Health and Human Services with a rebate for any drug covered under Medicare Part
D dispensed to any fubenefit dual eligible after December 31,10 This provision applies to
drugs used by dual eligible individuals enrolled in Prescription Drug Plans run by Part D
sponsors and MAD plans administered by MA organizations. The size of the rebates is
defined as the amount (if any), by which therage Medicaid drug rebate (as modified by this
statute, and including both the basic and inflation rebates) for each unit of the drug exceeds the
average peunit rebate, discount, or price concession provided to Part D sponsors aRDMA
plans administeeby MA organizations drugs used by dual eligibles, multiplied by the number
of units of the drug provided to dueligibles by Part D or MAPD plans. Part D prescription

drug plans (PDPs) and Medicare Advantage plans must make confidential reports to the
Secretary on the drugs dispensed, the price rebates given, the extent to which rebates are
available to dual eligible and natual eligible Medicare beneficiaries, and any other information
needed by the Secretary to calculate the rebate amount neenlddleftiality provisions
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similar to those that already apply to the Medicaid drug rebate will apply to the data provided
under the Part D rebate program. The Inspector General of the Department of Health and
Human Services may use this information todrart audits, investigations and evaluations. The
plans are subject to a $10,000 per day civil money penalty for failing to provide these
information reports and a $100,000 civil money penalty for providing false information in their
reports. The rebatese to be deposited into the Medicare Prescription Drug Account and used
to pay for all or part of the gradual elimination of the Part D coverage gap.

The Chairmandéds Mark provision on improving
so that pharmzeutical manufacturers are required to give discounts on drugs used in the donut
hole as if it existed without regard to the phaseout. Discounts provided in the portion of the
donut hole that has been closed by the phaseout will be used to reduce th¢heophaseout.
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Nelson Amendment#B2 t o t he Americads Healthy Future

Short Title: Prescription Drug Price Competition

Description of Amendment: The amendment would impose an excise tax on settlements
between generic and brand drug comesithat delay availability of quality, affordable generic
drugs at an enormous cost to the American health care system. Specifically, the tax would be
imposed on settlements of Haté¥axman patent challenges between generic drug companies
eligible for the HatchWaxman 180 day exclusivity period and their brand counterparts.

Each party of such settlements would be required to pay a tax to the federal government equal to
50 percent of the value of the settlement. The IRS would be charged with detethewvadue

of the settlements and amount due by each of the settling parties. The settling parties would be
required to report to the IRS the full terms of the settlement under which they are currently
required to report such settlements to the FederaeT@mmission under the Medicare
Modernization Act.

Any revenue that accrues from the above provision would be used to reduce the size of the
coverage gap under Medicare Part D. Revenues accrued in a given year would be used to reduce
the size of the carage gap in the subsequent year. The Secretaries of the Treasury and Health
and Human Services shall prescribe such regulations as are necessary to carry out the purposes
of this proposal.

Offset: Amendment is expected to be budget neutral.
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Nelson Amendnent#D3 t o t he Americads Healthy Future A

Short Title: Inspector General Report Comparing Prices Paid for Prescription Drugs under
Medicare Part D and Medicaid

Description of Amendment: The Inspector General of the Department of Health andah
Services shall conduct a study comparing prescription drug prices paid by Medicare Part D
insurers to those negotiated by state Medicaid plans for the top 200 drugs determined by both
volume and expenditures. The prices should include all rebateksaodnts the Medicaid and
Part D plans receive. In conducting the study, the Inspector General is given the authority to
collect all necessary information related to pricing necessary to produce comparisons of the
Medicare and Medicaid drug benefits.eTimspector General shall assess

(A) the financial impact of any price discrepancies on the federal government; and
(B) the financial impact of any price discrepancies on beneficiaries.

The report shall not disclose information that is deemed proprietdikely to negatively
i mpact a Medicaid program or Part D planbds ab
submitted to Congress no later than October 1, 2011.

Offset: Amendment is expected to be budget neutral.
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Nelson Amendment#BD4tothe Amer i cads Healthy Future Act

Short Title: Medicare Part D Copayment Equity

Description of Amendment: Under Medicare Part D, fubenefit dual eligible individuals in
institutional settings are exempted from prescription drug cost sharindu&iugligible

beneficiaries with similar financial constraints and medication needs in other settings are not.
This amendment would eliminate any beneficiary cost shaesgribed in section 1866D

2(b)(2) (for all amounts through the total amount ofeagitures at which benefits are available
under section 18602(b)(4))for full-benefit dual eligible individuals who are either (1)

recipients of home and community based services under a section 1915 or 1115 waiver, or (2)
residents of facilities inchling assisted living facilities or resident care program facilities (as
such terms are defined by the Secretary); board and care facilities (as defined in section
1903(q)(4)(B)); or any other facility that is licensed or certified by the State and isaetdr
appropriate by the Secretary, such as a community mental health center that meets the
requirements of section 1913(c) of the Public Health Service Act, a psychiatric health facility, a
mental health rehabilitation center, and a mental retardaticeiaeaental disability facility.

Offset: Increase Medicaid drug rebate by amount necessary to offset the increase in spending.
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Nelson Amendment#B5 t o t he Americads Healthy Future A

Short Title: Medicare Part D Copayment Equity (2)

Description of Amendment: Under Medicare Part D, fubbenefit dual eligible individuals in
institutional settings are exempted from prescription drug cost sharing, but similar dual eligible
beneficiaries in home and community based settings are not. This amemdkhéliminate
beneficiary cost sharing for Medicare Part D-fhdinefit dual eligible individuals receiving home
and community based services under section 1915 or 1932 or under a section 1115 waiver.

Offset: Increase Medicaid drug rebate by amourdessary to offset the increase in spending.
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NelsonSchumerCantwell-Kerry Amendment #D-6 to the Senate Finance Health Reform
Bill

Short Title: Resident Physician Shortage Reduction

Description of Amendment: The current cap on Medicafended graduatmedical education
training slots is to be increased by an aggregate of an additional 10,000 slots.

One third of the new residency positions will be distributed to hospitals training more residents
than their resident limit using the following criteria) (he number of new residency positions

for each hospital over its limit will be determined by multiplying the total number of new
resident positions available for hospitals
share of total fulkime eguivalent residents exceeding the residency cap for all hospitals; (2) to
be eligible, the hospitals must be training at least 10 more positions or 10 percent more,
whichever is less, than their eligible resident limit for the past year; and (3) hospitdlsrain

at least 25 percent of their fillme equivalent residents in primary care and general surgery, and
continue to train at least 25 percent of their-futie equivalent residents in those fields for the
next 10 years or the Secretary may redheg resident limit.

Two-thirds of the new residency positions will be distributed to hospitals using the following
criteria: (1) the Secretary will take into account the demonstrated likelihood of filling the
positions within three years; (2) preferena# be given to hospitals submitting applications for
new primary care and general surgery residency positions so long as those residency positions
remain in those fields for 10 years and so long as the total number of primary care and general
surgeryresdency positions at that hospital does
may be reduced; (3) preference will be given to hospitals that emphasize training in community
health centers and other commurtiysed clinical settings; (4) prefeocenwill be given to

hospitals in states with more medical students in accredited medical schools (including those
with provisional accreditation by the Liaison Committee on Medical Education or the American
Osteopathic Association) than residency positiamsl greater preference to those in states with
smaller residento-medicalstudent ratios; (5) preference will be given to hospitals in states with
low residentto-population ratios, and greater preference for those in states with lower resident
populatbn ratios; (6) hospitals cannot apply for more than 5etifuke equivalent additional
residency positions unless there are more positions available for distribution than there are
applications for new positions.

The cap slots for the additional residepogitions will go to hospitals within two years of the
bill 6s enac t-resadent amouatmit betedqua to the per resident amounts for
primary care and neprimary care. The indirect medical education (IME) adjustment for the
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residency positios redistributed under this provision would be the full IME adjustment available
under Medicare.

Offset: Offset to be provided when amendment is offered.
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Nelson Amendment#D7 t o t he Americads Healthy Future A

Short Title: Medicare Graduate Mechl Education Slots

Description of Amendment: To the section Redistribution of Unused GME Slots to Increase
Access to Primary Care and Generalist Physicians, add an additional number of new residency
training slots equivalent to $250 million in federpéading. Slots allocated under this

amendment will be available to hospitals located in the ten states with the lowest 1esident
population ratios. The indirect medical education adjustment for these resident positions
distributed under this provisiomould be reimbursed at the full IME adjustment factor.

Offset: Offset to be provided when amendment is offered.

12¢



Nelson Amendment #B8 to the Senate Finance Health Reform Bill

Short Title: Group Purchasing Organization Sunshine Provision

Description of Amendment: Clarifies reporting requirements for hospitals and adds group
purchasing organization to payment sunshine r

Requires distributions and similar payments from group purchasing organizations to provider
membersd be separately reported on provider cost reports.

Requires transparency in the relationship between group purchasing organizations, hospitals and
medical suppliers with respect to payments and other transfers of value. The amendment would
require annualransparency reports, penalties for noncompliance, procedures for the submission
of information and public availability of this information.

Medical suppliers must report any rebates, payments or transfers of value made to group
purchasing organizations.

These reports must be made annually and in electronic form to the Secretary of HHS, and
include specified information on such transactions. The report would include the transfer
recipientds name, business addr etsadescripgtiomooti nt o f
the form of the payment, a description of the nature of the payment, if the payment is related to
marketing, education, or research specific to a covered drug, device, biological or medical supply
the name of that product, and any otbt&tegory of information that the Secretary determines
appropriate. If the recipient requests a transfer of payment to another entity or individual at the
request of the recipient the supplier should disclose that information. Delayed reporting
requiremerg would apply for payments made pursuant to a product development agreement or
clinical trial. Some information would be excluded from these reporting requirements, including
payments or transfers of $10 or less, unless the aggregate annual paymenséeos taa

recipient exceeds $100, in which case all payments or transfers shall be reported, samples
intended for patient use, patient educational materials, loan of a covered device fotershort

time period, payments made to a hospital for the prowiof health care to employees. This

reporting requirement would begin on March 31, 2012 and continue on the 90th day of each
subsequent calendar year.

Medical suppliers and group purchasing organizations would be subject to a civil money penalty
(CMP) of not less than $1,000 but not more than $10,000 for each payment or transfer not
reported. The total amount of the penalties for any annual submission shall not exceed $150,000.
Any manufacturer or group purchasing organization that knowingly failsbtimis information
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would be subject to a CMP of not less than $10,000 but not more than $100,000 for each
payment or transfer not reported. The total amount of the penalties for this failure to report
category of submissions shall not exceed $1,000,000adpnu

The amendment would require the Secretary to establish procedures no later than October 1,
2010 to ensure public availability of this information. Beginning September 30, 2012 and on
June 30 of subsequent years, submitted information should bebdean an Internet website

that meets formatting, search, and usability requirements. In addition to the transfer information,
the website should include information on enforcement actions during the preceding year,
background information on relationskipetween group purchasing organizations, medical
suppliers and hospitals, a separate listing for payments related to clinical research, and other
information that the Secretary deems appropriate. The Secretary should also allow recipients an
opportunity b submit corrections to their information. This reporting procedure should be
established after consulting the Office of the Inspector General (HHS OIG), affected industry,
consumers and other parties in order to ensure that the information is presantegpnopriate
context. The Secretary would be required to submit an annual report to Congress and the states
beginning April 1, 2012.

Effective January 1, 2011 the amendment would preempt any state (or political subdivision of a
state) law or regulatiothat requires manufacturers to disclose the type of information required
under this provision regarding payments or transfers to covered recipients. The Mark would not
preempt any state (or political subdivision of a state) law or regulation that setiere

disclosure or reporting of (1) any information not required under this provision; (2) the types of
information excluded from reporting requirements under this provision, with the exception of the
$10 de minimis/$100 aggregate reporting requirema&hpinformation by any person or entity

other than an applicable manufacturer or covered recipient described above; and (4) information
reported to a Federal, state, or local government for public health purposes.

The Secretary would be required to conguth the HHS OIG on the implementation of this
section.

Offset: This amendment is expected to be budget neutral.



Nelson Amendment#B9 t o t he Americads Healthy Future A

Short Title: Medicare Physician Concierge Care Transparency

Description of Amendment: This amendment would require physicians who participate in
Medicare and who provide concierge care services to disclose information about their concierge
care practice on their Medicare cost reports. The information disclosed should {iglthde

number of Medicare patients who receive concierge services; (2) the number of total patients
who receive concierge services through the physician and (3) if the physician requires
participation in the concierge care program of all patients.

Offset: This amendment is expected to be budget neutral.
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Nelson Amendment#D1 0 t o t he Americabés Healthy Future

Short Title: Medicare Advantage Enrollee Benefit Stability

Description of Amendment: Medicare Advantage (MA) plans in targeted argaspgrmitted to
grandfather existing enrollees. Targeted areas are defined as metropolitan statistical areas
(MSAs) where the weighted average of current MA bids is less than the average per capita fee
for-service expenditure in that MSA. Organizatiors r@quired to participate in competitive
bidding within an MSA in order to offer a grandfathered plan in that same MSA.

Grandfathered plans will receive a base payment to cover A and B benefits and a benefit

stabilization payment. The base paymentlvit equal t o the plands ¢ o0mg
grandfathered beneficiaries in the same MSA. The base payment for each plan would be

modified by two factors: 1) it would be risk adjusted to reflect different population

characteristics in the grandfathegen; and 2) it would be adjusted by a utilization factor to

account for differences in utilization between the grandfathered and competitidgdians.

The benefit stabilization payment will be equal to the amount of the 2011 average rebate and will

be updated by medical inflation annually.

Offset: This amendment would be offset by the creation of a Commission similar to the

Medi care Commi ssion included in the Chairmano
throughout the private health system.isTimulti-stakeholder systewide approach would 1)

speed and ease adoption of reforms, reduce transition costs, and increase the effectiveness of
reforms;2)avoi d the fAballoond squeezing problem whe
result in cost shifihg to the othef as opposed to gaining efficiencies; and, 3) create for

consumers a more affordable, higher quality, and easily navigated health care system.



MenendeZKerry AmendmentD#¥1t o Chai r mandés Mar k of Americabéo

Short Title: Application of budget neutrality on a national basis in the calculation of the
Medicare hospital wage index floor for eachualban and rural state.

Description of Amendment:

In the case of discharges occurring on or after 30 days from thefdatactment, for purposes

of applying section 4410 of the Balanced Budget Act of 1997 (42 U.S.C. 1395ww note) and
paragraph (h)(4) of section 412.64 of title 42, Code of Federal Regulations, the Secretary of
Health and Human Services shall administer satisn (b) of such section 4410 and paragraph

(e) of such section 412.64 in the same manner as the Secretary administered such subsection (b)
and paragraph (e) for discharges occurring during fiscal year 2008 (through a uniform, national
adjustment to tharea wage index).

Offset: No cost anticipated
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Menendez AmendmentD#2t o Chai r mandés Mar k of Ameri cads H

Short Title: Designation of Urban Medicafl@ependent Hospitals (UMDH)

Description of Amendment:

Provide aspecial Medicare addn paymenfor hospitals receiving the designation of urban
Medicaredependent hospitals. To qualify as an UMDH, a hospital would have to: (1) be located
in an urban area; (2) have over 60 percent of its inpatient days or discharges covered by
Medicare; ad (3) not receive another type of mitigating payment, such as IME, DSH, RRC,
CAH, SCH, and MDH payments.

The payment would be similar to the existing payment for rural MDHs, PPS payments plus

75 percent of the difference between those payments laosp#tatspecific rate based on each
hospital s costs in a previous year, trended
the higher of 2002 or 2006 costs as the base year costs for those hospitals. In addition, this
amendment would be budgetutral because it would require the Secretary to ensure that

aggregate payments to PPS hospitals are not, as a result of this provision, greater than would
have otherwise been paid.

Offset: No cost anticipated
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Menendez AmendmentD#8t o Chai r mamnoaAmEai kads Healthy

Title 11, Subtitle A

Short Title: Including Healthcaré\ssociated Infections in ValdBased Purchasing
Authorization

Description of Amendment:

Measures for the hospital VBP program would be selected from the measdés te

RHQDAPU program. The measures would focus on the same areas that are the focus of the
RHQDAPU program: heart attack (AMI); heart failure; pneumonia; surgical care activities; and
patient perception of care; and in addition would include hea#fassmociated infectionas
measured by the prevention metrics and targets established in the Department of Health and
Human Services6 HHS Act tAssociated lafactions or afysiEzoessor t
plan

Offset: No cost anticipated
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MenendezAmendmentD#4t o Chai r mandés Mar k of Ameri cabdbs H

Title 1

Short Title: Puerto Rico Medicare Fairness

Description of Amendment:

The amendment would adjust the Puerto Rico Medicare inpatient hospital rate to 100% of the
national paymentate.

The amendment would provide that Puerto Rican Medicare enrollees are automatically enrolled
in Part B.

Offset: Increaseannual fee on healihsurance providergy amount necessary to offset the
increase in spending

13¢



Carper Amendment#D1 t o Chai rmands Mark of the America

Short Title: To require CMS Innovation Center to evaluate models for paying physicians in
group practices and in hospitals through salmyed payments

Description of Amendment: UndertheC h a i r ma nadnsw Ihhavation Center will be
established in the Centers for Medicare and Medicaid Services to test and evaluate new health
care delivery and payment systems. The new progranbevikquired to review models that

meet at least onaf thirteen criteria.

This amendment would ensure that the list of criteria for new mdudslsvill be tested in the
Innovation Centeincludes a salarybased reimbursement model for doctors in group practices
and in hospitals. Paying physicians withaamual salary has been an effective strategy

employed by some of the most successful health care providers in the country. Highly regarded
institutions, including the Cleveland Clinic, Geisinger Health System, the Mayo Clinic, and
Kaiser Permanente in Kibern California have all moved to the salary payment model for their
doctors, often combining annual salaries with additional compensation based on performance.

The amendment would read as follows

After it 1 . Promote br oad pmarnypnrearytcareaimcididing patiecenterede r e f
medical home models forhighe ed benef i ci aries, medical homes
health care needs, and models that transition primary care practices away fforrstagice

based reimbursementando war d ¢ o mpr e hiesarsiiowe dpsdsy@amkyng a yome nt .

Afteri 2. Contract directly with groups of provid
delivery models, such as throughrska s ed c ompr e h eimsertiivve @ &y mairgths , o
salaryb ased model s. 0

After i 2 . Contract directly with groups of provid
delivery models, such as through risksed comprehensive payments or through shkasgd
mo d e ihsert the following:
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Pr o mo tnatiorcbaetween healtlocard providers that transition health care providers

A 3.
away from feefor-service based reimbursement and toward sdédlasays e d pay ment s. O

Offset: No offset is required.
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Carper Amendment #D2 to Chair manuue Adlef2009 of t h

Short Title: To revise the criteria used by thi#S Secretaryn selectingnew models for the
CMS Innovation Center

Description of Amendment: Thec ur r ent Chai r ma méwsinndtationkCentee qui r e
in the Centers for Medicared Medicaid Services (CM3) selectevaluateand put into

practice new payment modddased on several additional criteria, including the promotion of

close relationships between care coordinators and primary care practitioners. This condition

should & expanded to ensure that specialists and other health care pravdiexduded.

Strong relationships between primagre doctors, specialist physiciaasd other health care

providers are a critical component of successful health care delivergnsysading to better

health outcomes for patients through increased communication and coordination.

This amendment reviselset list of criteria used to select new payment moedsisure that the
pilot programs both promote and maintain close relatipsdietween care coordinators, primary
care doctors, specialist physiciaasd other health care providers

Specifically, in Title 11l Subtitle A Part Ill, the additional criteria used to evaluate new payment
model s shoul d be c haeargaiahship bebveen takaoomitatorsanda ¢
primary care practitfndMaensadbnshoaol dsberehahge
coordinators, primary care practitioners, specialist physicians, and other health care
providers. o

Offset: No offset is required.
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Carper Amendment#D3t o Chai r mandés Mark of the Ameri cado:

Short Title: To extend the length of time states have to repay the federal share of a Medicaid
overpayment.

Description of Amendment:

Under currentdw, states have to repay the federal share of any overpayments within 60 days of
discovery; however, collections of overpayménespecially in fraud casésseldom occur that
fast.

This amendment would extend the 60 days states have to repay the feaieralf @ Medicaid
overpayment to 180 days for fraud and abuse cases. In any case due to fraud, where the State is
unable to recover within the 180 days because the amount has not been finally determined
through the judicial process or the final judgmisninder appeal, the state must repay the

federal share within 30 days after the final judgment is made.

Offset: No offset is required.



Carper Amendment#D4t o Chai r mandés Mark of the Ameri cado:

Short Title: To express th&ense of the Senate that Congress should address medical
malpractican an effortto reduce defensive medicine, reduce litigation, and improve patient
outcomes.

Description of Amendment: The amendment expresses tlea&e of the Senate that health care
reform is an opportunity to address medical malpractice. States should be encouraged to develop
and test alternatives to the current civil litigation system in an effort to improve patient outcomes
and reduce medical errors, reduce defensive medicine,raindhe amount of medical

malpractice litigation. Congress should consider establishing a state demonstration program to
evaluate alternatives to tlearrent civil litigation system that meets these objectives.

Offset: No offset is required.
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Carper Amendment#D5t o Chai r mandés Mark of the Ameri cado:

ShortTitle: To establish a state demonstration progr
Har bor o model as an alternative to the curren

Description of Amendment:

The amendment authorizes the Secretary of Health and Human Services to award demonstration
grants to states for the development, implementation, and evaluatédn®fa f e hiadelbso r 0
an alternative tehe currentcivil litigation systen. Each state desiring a grant must develop a
modelthat meets the definition below, and should demonstrate in its application howdieé

would:

() Improve patient outcomes and reduce medical errors
(i) Reduce the practice of defensive medicine; and
(i) Reduce meical malpractice litigation.

To qualify as a ASafe Harboro model, the stat
set of accepted clinical practice guidelines listed in the National Guideline Clearinghouse. In
developing the set of guidaks, the state shall consult with health care providers and

organization, patient advocacy groups, and attorneys in relevant practice areas.

The state shall provide that, in any claim or action brought in a State court or other State forum
arising from theprovision of a health care service to an individual, if the service was provided to
the individual in accordance with the guidelines developed by the State and certified by the
Secretary, the guidelinés

(i) may be introduced by a provider who is a paotyhe claim or action; and

(i) if introduced, shall establish a rebuttable presumption that the service prescribed by
the guidelines is the appropriate standard of medical care.

Nothing in this amendment establishes or creates a basis for a federglgsdiction in any
medical malpractice action or defense.

The Secretary is required to conduct an overall evaluation of the effectiveness of the grants
awarded and to annually submit a report to the appropriate committees of Congress. The report
shouldexamine how effective the grants were in achieving the three goals outlined in the grant
application. The report should also examine the effect of the grants on patient safety, provider

13¢



and patient satisfaction with the reform, and the volume of medidptactice litigation, in
comparison to data from states that did not receive grants.

Offset: No offset is required.
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Grassley Amendment #D1

Short Title:
To allow Medicare beneficiaries to keep what they have

Purpose:
To increase Medicare Advantage plan utilization of care coordination and management
techniques and promote efficiency in plan bids

Background:

The Chairmandés Mark establishes a new system
Advantage program. $tead of the administratively set benchmarks that exist under current law,
competitive bidding would set benchmarks at the enrollment weighted average of plan bids in

each payment area. In addition to these competitively established benchmarks, plals® may

receive bonus payments for practicing certain care coordination techniques and/or bidding a
certain percentage below the average per capittofeservice (FFS) Medicare cost in each

payment area.

The Chairmands Mar k prRevCaptzGostfobplams ¢hatcoadudt4ad f t h
8 qualified care coordination and management techniques. This means plans may earn up to 2
percent in bonus payments for care coordination and management. This amendment would

allow plans to earn .5 percemwmtrfeach of the 8 specified care coordination and management
techniques, thus raising the bonus to a maximum of 4 percent for plans that use all 8 techniques.

The Chairmanodéds Mark also provides an efficien
bdow the average per capita FFS Medicare cost in a payment area. Under this bonus, plans

would receive 10 percent of the difference between their bid and 85 percent of the average FFS
amount. This amendment would increase the bonus to 25 percent dfétende between the
planés bid and 90 percent of the average FFS

Description:

This proposal would be fully offset by setting the federal matching rate for all Medicaid
administrative costs at 50 percérgxcept those administrative costs fatstefforts directed at

fraud, waste and abuse prevention. Enhanced matching rates were designed to encourage states
to develop and support particular administrative activities that the federal government considers
important for the Medicaid program. Gnthose administrative systems are operational,

however, there is less reason to continue the higher subsidy. Moreover, because states pay, on
average, about 43 percent of the cost of health care for Medicaid beneficiaries, they have a
substantial incente to maintain efficient information systems and employ skilled professionals.
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Grassley Amendment #02

Short Title:

Medicare Physician Payment Equity

Description:

Amend Title 111, Subtitle B of the Chairmanods
Geographic Adjustments for Medicare Physician

The proposal would direct the Secretary to adjust the practice expense GPCI for 2010 to reflect
1/4 of the difference between the relative costs of employee wages and rents in each of the
differentfee schedule areas and the national averages (instead of the full difference under current
law). For 2011, the adjustment would reflect 1/2 of the difference between the relative costs of
employee wages and rents in each of the different fee schedideaackthe national averages.

These adjustments are based on the recognition of limitations on the available data used in
calculating the index and are to be done on a beuggtal basis for both years.

The proposal would direct the Secretary norlttan January 1, 2018 gather and utilize

physician office rent, wage, and practice expense data that fairly and reliably establishes
distinctions in actual costdf operating a medical practigethe different Medicare payment
localities,and ensureiatoffice expenses that do not vary from region to regemcluded in

the "other" office expense cat® r vy . I n determining the fAwagebo
range of professional and npnofessional personnel employed in a medical officelditide

related survey data developed by recognized medical organizations such as the American
Medical Association and the Medical Group Management Association unless more reliable
survey data is available. CMS is prohibited from relying upon proxy dade¢asithe Secretary
establishes that such proxy data fairly and accurately reflect distinctions in actual costs borne by
physicians in the different Medicare payment localities.
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Grassley Amendment #D 3
Short Title: Eliminate new trust fund taxes to fundmparative effectiveness research

Purpose:
To strike the funding of the Patie@entered Outcomes Research Trust Fund through the
creation of a new excise tax and correlated trust fund

Description:
The Chairmanodéds Mar k adds 4375487 which ¢reatBanew nue Cod
excise tax to fund the PCORTEurrent IRC trust funds include:

Airport and Airway Trust Fund

Alternative Minimum Tax

Aquatic Resources

Black Lung Disability

Boat Safety Account

Harbor Maintenance

Hazardous Substance Superd

Hazardous Waste Cleanup, excise taxes for
Highway Trust Funds

Inland Waterways

Leaking Underground Storage Tank Trust Fund
Sport Fish Restoration Account
TransAlaska Pipeline Liability Trust Fund
Vaccine Injury Compensation Trust Fund

UndertheChamanés Mar k, the PCOR Instituteprofitoul d ap
organization with limited government oversight.

The amendment would strike the creation of new IRC sections437h

Offset will be provided at the Markup.

145



Grassley Amendment#D 4
Short Title:

Improve Governance of Patie@entered Outcomes Research Institute

Purpose:

To remove cabinet secretaries and otherighn ki ng government offici al
board

Background:

The Chairmands Mar k c rcamparadve effediveness @&eRrth. t o cond
Oversight and reforms of the American Red Cross and the Smithsonian Institution have proven

that cabinet secretaries and other kighking government officials frequently are not able to

properly fulfill their roles ad responsibilities as board members.

Description:

This amendment would strike the provisions requiring the Secretary of Health and Human
Services, the Director of NIH and other higinking government officials, including elected
officials and appointex to be members of the board of the PCORI.
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Hatch Amendment #D l1to Americads Healthy Future Ac

Short Title: Full Federal Preemption for Physician Payment Disclosure

Description: This amendment would preempt any state (or political
subdivision of a state) physician payment disclosure law or regulation to
prevent the unnecessary need to potentially comply with potentially 51
different disclosure requirements.

Offset:  Not applicable.
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Hatch Amendment #D 2t o Americads HealAdtdfR009F ut ur e

Short Title: Small Business Exemption under the Physician Payment
Sunshine Disclosure

Description: This amendment would provide for a small business
exemption for those companies with $30 million in annual sales or less to
preserve and encourage the innovation pipeline that predominately comes
from small businesses.

Offset:  Not applicable.
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Hatch Amendment #D 3to Americadés Healthy Future Ac

Short Title: Strike Medicare Disproportionate Share (DSH) Provisions

Description : This amendment would strike the provisions on page 149
making changes to Medicare DSH payments.

Offset : A proportionate reduction as needed in s pending in the Chairman's
Mark.
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Hatch Amendment #D 4t o0 Americads Healthy Future Ac

Short Title:  Strike Medicaid Disproportionate Share (DSH) Provisions

Description: This amendment would strike the provisions on page 56

phasing out Medicaid DSH payments if a state trigger is met based on the

statebds uninsured rate measaués Ametheafensus
Community Survey.

Offset: A proportionate reduction as needed in s pending in the Chairman's
Mark.

14¢



Hatch Amendment #D 5t0 Americads Healthy Future

Short Title: Preventing Unnecessary Hospital Readmissions

Description: This amendment would strike the provisions that would

reduce avoidable hospital readmissions on page 156 of the mark and replace

it wi th a IOM study that would make recommendations to Congress on how
reduce avoidable hospital readmissions. One year after e nactment of this
legislation, the Institute of Medicine is required to submit a report to

Congress on recommendations on how to reduce unnecessary hospital
readmissions.  In addition, the report would include recommendations on

how to develop a coordinated care plan for patients being discharged from
the hospital.

Offset: A proportionate reduction as needed in s pending in the Chairman's
Mark.
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Hatch Amendment #D 6to Americads Healthy Future Ac

Short Title: Strike Medicare Commission

Des cription: This amendment would strike the Medicare Commission
created on page 156 of the mark.

Offset: A proportionate reduction as needed in s pending in the Chairman's
Mark.
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Hatch Amendment #D 7t o0 Americabés Healthy Future Ac

Short Title: Medicare Advantage Restoration Act

Description: This amendment would strike the Medicare Advantage

provisions of the Chairmanés mark if CBO cert
participating in the Medicare Advantage program will lose plan benefits when

the Medicare Part C reductions are implemented by the Centers of Medicare
and Medicaid Services. CBO is required to make this certification 3 months
after the enactment of the health reform bill.

Offset: A proportionate reduction as needed in s pending in the Chairman's
Mark.
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Hatch Amendment #D 8to Americads Healthy Future

Short Title: Provide a uniform system of awarding noneconomic damages
in health care lawsuits.

Description: Strike Subtitle H from Title IlI

Limits noneconomic  damages in federal and state health care liability
lawsuits to $250,000. No limit on economic damages.

Exception: Damages may exceed the cap if it is proven by clear and
convincing evidence that defendant acted with malicious intent to injure the
plai ntiff of that they deliberately failed to avoid an unnecessary injury that
they knew or should have known the plaintiff was substantially certain to
suffer.

Express non -preemption of state laws that specify a particular monetary
amount for compensatory or punitive damages, regardless of whether such
amount is greater or less than the amount stated in this amendment.

Rationale: Excessive jury awards in health care lawsuits result both in
unnecessary procedures and higher malpractice insurance premiums f or
health care providers, the costs of which are passed along to patients,

resulting in higher overall health care costs. A cap on honeconomic

damages will encourage more settlements and make liability system less
unpredictable.

Offset: Not applicable
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Hatch Amendment #D 9t o Americads Healthy Future

Short Title: Provide a uniform system of awarding noneconomic damages
in health care lawsuits.

Description: Strike Subtitle H from Title IlI

Limits noneconomic damages in federal and stat e health care liability
lawsuits to $ 500,000. No limit on economic damages.

Exception: Damages may exceed the cap if it is proven by clear and
convincing evidence that defendant acted with malicious intent to injure the
plaintiff of that they deliberat ely failed to avoid an unnecessary injury that
they knew or should have known the plaintiff was substantially certain to
suffer.

Express non -preemption of state laws that specify a particular monetary
amount for compensatory or punitive damages, regardl| ess of whether such
amount is greater or less than the amount stated in this amendment.

Rationale: Excessive jury awards in health care lawsuits result both in
unnecessary procedures and higher malpractice insurance premiums for
health care providers,th e costs of which are passed along to patients,
resulting in higher overall health care costs. A cap on honeconomic
damages will encourage more settlements and make liability system less
unpredictable.

15¢
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Offset: Not applicable.
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Hatch Amendment #D 10 toAmericads Healthy Future

Short Title: Provide a uniform system of awarding noneconomic damages
in health care lawsuits.

Description: Strike Subtitle H from Title Il

Limits noneconomic damages in federal and state health care liability
lawsuitsto $ 1,00 0,000. No limit on economic damages.

Exception: Damages may exceed the cap if it is proven by clear and

convincing evidence that defendant acted with malicious intent to injure the
plaintiff of that they deliberately failed to avoid an u nnecessary injury that
they knew or should have known the plaintiff was substantially certain to

suffer.

Express non -preemption of state laws that specify a particular monetary
amount for compensatory or punitive damages, regardless of whether such
amou nt is greater or less than the amount stated in this amendment.

Rationale: Excessive jury awards in health care lawsuits result both in
unnecessary procedures and higher malpractice insurance premiums for
health care providers, the costs of which are pa ssed along to patients,
resulting in higher overall health care costs. A cap on honeconomic
damages will encourage more settlements and make liability system less
unpredictable.

15¢
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Offset:  Not applicable.
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Hatch Amendment #D 11to Americads HealAddfR009F ut ur e

Short Title: Healthcare Innovation Zone Summary

Description: This amendment, based on H.R. 3134, would establish the
Healthcare Innovation Zone (HIZ) pilot program to increase integration and
align healthcare provider incentives to reduc e the rate of healthcare costs
while improving quality of care for Medicare, Medicaid and privately insured
patients. The HIZ is a geographic region that contains a teaching hospital,
physicians, and other clinical entities that would provide a full spect rum of
health care and could provide for the incorporation of new and innovative
clinical initiatives for training the next generation of health care providers.

New innovations in clinical care would be developed and implemented by
physicians and other cl inicians in an innovation zone that helps facilitate
coordination of care, quality improvement, and cost reduction.

The program would consist of two phases. The first phase would distribute

planning grants to entities, comprising a teaching hospital and o thers, that
would develop and submit HIZ design plans tailored to their own geographic

region, and address issues including, but not limited to, how providers would
reduce the rate of increase in spending, how physicians, hospitals and other
providers woul d collaborate and align to provide the full spectrum of care as

well as collect, analyze and share data among the clinical partners. The

proposals could include necessary exemptions from regulations and other

barriers that impede integration and alignment. The second phase would be
the implementation of a pilot program that would be based on the approved
proposals but would also require that the participants provide care to at

least 50 percent of the population within the HIZ and accept Medicare

payments t hat are equal to a base level increased by a rate of growth that is

1.5 percentage points less than the project rate of growth for the HIZ.

Offset:  Not applicable.



Snowe Amendment #-1 Delivery System

Short Title: IMD Demonstration Project

Description of Amendment: This amendment establishes ayeere $75 million demonstration
project that would allow Medicaid funding to be directed to-pahlicly owned and operated
psychiatric hospitals for Medicaid beneficiaries between the ages@f who require

stabilization in these settings as required byEhergency Medical Treatment and Active

Labor Act(EMTALA). Today, these hospitals are denied payment for care that is required under
the EMTALA rules. A similar demonstration project wasluded in H.R. 3200.
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Snowe Amendment #-2Delivery System

Short Title: Air Ambulance Standards

Description of Amendment: Consistent with and building upon the recommendations just issued

by the National Transportation Safety Bodts amendment directs CMS to develop national

standards regarding air ambulances to ensure quality patient care delivery and safety of the
aircraft. Air ambul ances that dondt meet tho
Medicare or Medicaid The amendment also requires air ambulances to be licensed in the state

in which they are based, and clarifies the role of states in overseeing appropriate utilization and
medical oversight in the operations of medical helicopters and incorporatinghaifaaces into

state EMS systems and assuring cross border operations between states.



KYL AMENDMENT #D1
Americabdés Healthy Future Act of 200C

Short Title: ProtectingS e ni or s 6 Medicare Bemefits and Health Care Providers

Description: Strike Title 111.

Offset: None.
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KYL AMENDMENT #D2
Americabdés Healthy Future Act of 200C

ShortTitle:tEnsuring Seniorso6 Care Wildl Not Be Ratio
Feedback Program

Description: In Subtitle A of Title 1ll, the amendment would strike the following provision
related to the Physician Feedback Program:

ABeginning in 2015, payment would be reduced
physicianodos resour ce M"pecentile af naional wilizationbAftere t he 9
five years, the Secretary would have the authority to convert the 90" percentile

threshold for payment reductions to a standard measure of utilization, such as deviation

from the national mean. o

Offset: Strike federal funding for the CO-OP program.
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KYL AMENDMENT #D3
Americabdés Healthy Future Act of 200C

Short Title: Limiting the Number of New Federal Health Care Bureaucrats & Preventing
t he Rationing of Seniorsdé Care

Description: The amendment would strike the CMS Innovation Center.

Offset: Strike federal funding for the CO-OP program.
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KYL AMENDMENT #D4
Americabdés Healthy Future Act of 200C

ShortTitle:Pr eserving Seniorsod Access to Specialty

Description: In Subtitle A of Title 1ll, the amendment would strike the following provision
related to the Primary Care/General Surgery Bonus:

AHal f (50 percent) of the cost of t+idhe- bonuses
board reduction to all other codes, except for physicians who primarily provide services
in a HPSA zip code. 0O

Offset: Strike federal funding for the CO-OP program.
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KYL AMENDMENT #D5
Americabdés Healthy Future Act of 200C

Short Title: Strengthening the Health Care Safety Net

Description: In Subtitle D of Title Ill, the amendment would strike the Medicare DSH
provision and replace it with the following language:

AThe Government Accountability Office shall s
insurance coverage levels in each state, including the projected impact of the coverage
provisions in this Act by the end of fiscal vy

Offset: The amendment would tie the premium tax credit to the lowest cost bronze plan.

164



KYL-CRAPO AMENDMENT #D6
Americabdés Healthy Future Act of 200C

Short Title: Ensuring Seniors Can Keep Their Coverage if They Like It

Description: The amendment would strike the MA payment cuts under subtitle C of Title
1.

Offset: None
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KYL AMENDMENT #D7
Americabdés Healthy Future Act of 200C

Short Title: Prohibiting a Federal Rationing Board

Description: The amendment would strike the following language from the Medicare
Commission in subtitle E of Title 111

ABy April 1, 2014, the Senate Finance Committ
committees, would be requiredtor eport out either the Commi ssi
proposal or an amended proposal that achieves the same level of reductions in excess

cost growth. o

Alf a committee fails to report a | egislative
Medicare savings by April1%, t he Commi ssionés (or Secretary:l
automatically discharged from that committee.

Al f a package that meets the | evel of the Med
enacted into | aw by August 15 yrequeliied, t he Chai
Commi ssionbds (or Secretaryés) original propos

Offset: None
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KYL-ROBERTS-CRAPO-CORNYN AMENDMENT #D8
Americabdés Healthy Future Act of 200C

Short Title: The PATIENTS Act

Description: The amendment woul d add the fAPreserving Acce
|l ndi viduali zed, and Effective New Treatments
(S.1259).

SECTION 1. SHORT TITLE.

This Act may be cited as the "Preserving Access to Targeted, Individualized, and
Effective New Treatments and Services (PATIENTS) Act of 2009’ or the
"PATIENTS Act of 2009'.

SEC. 2. PROHIBITION ON CERTAIN USES OF DATA OBTAINED FROM
COMPARATIVE EFFECTIVENESS RESEARCH; ACCOUNTING FOR
PERSONALIZED MEDICINE AND DIFFERENCES IN PATIENT TREATMENT
RESPONSE.

(a) In General- Notwithstanding any other provision of law, the Secretary of
Health and Human Services--

(1) shall not use data obtained from the conduct of comparative
effectiveness research, including such research that is conducted or
supported using funds appropriated under the American Recovery and
Reinvestment Act of 2009 (Public Law 111-5), to deny coverage of an item
or service under a Federal health care program (as defined in section
1128B(f) of the Social Security Act (42 U.S.C. 1320a-7b(f))); and

(2) shall ensure that comparative effectiveness research conducted or
supported by the Federal Government accounts for factors contributing to
differences in the treatment response and treatment preferences of
patients, including patient-reported outcomes, genomics and personalized
medicine, the unique needs of health disparity populations, and indirect
patient benefits.

(b) Rule of Construction- Nothing in this section shall be construed as affecting

the authority of the Commissioner of Food and Drugs under the Federal Food,
Drug, and Cosmetic Act or the Public Health Service Act.

Offset: None



KYL AMENDMENT #D9
Americabdés Healthy Future Act of 200C

Short Title: Prohibiting the Use of Taxpayer Dollars to Conduct Cost-Based Health Care
Research and Ration Care

Description: The amendment would prohibit any federal funding, including all funds
appropriated under the American Recovery and Reinvestment Act of 2009 (Public Law
111-5) from being used to conduct or support cost-effectiveness research.

Offset: None
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Bunning Delivery System Reform Amendment

Bunning Amendment#D1 t o Ameri cab6s Heal thy Future Act

Short Title: Equity and Acess for Podiatric Physiciansder Medicaid Amendment

Description of Amendment Amends Title XIX of the Social Security Act to cover physician
services delivered by podiatric physicians to ensure access by Medicaid beneficiaries to
appropriate quality foot and ankle care.

Offset: To be determined when offered.
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Bunning Delivery System Reform Amendment

Bunning Amendment#D2t o Ameri cads Heal thy Future Act of

Short Title: Moratorium on Medicare Reductions in Payment Rates for Certain Interventional
Pain Management Procedures

Description of Amendment The amendmentnsert s i nto the Chair man
appropriate place a requirement that the payment rate for the interventional pain management
procedures listed below and furnished between January 1, 2010 and January 1, 2012 shall not be
less than the payment rateat was in effect on January 1, 2007.

The interventional pain management procedures are:

o Epidural injections (CPT 62310, 62311, 64483, 64484)
0 Facet joint injections (CPT 64470, 64472, 64475, 64476)
0 Sacroiliac joint injection (CPT 27096)

Offset: Tobe determined when offered.
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Bunning Amendment #D3 to Subtitle Eto Title lll toAmer i cads Heal thy Fut ul
2009

Short Title: Congressional Responsibility Amendment

Description of Amendment Thi s amendment del et esmatkthad pr ovi
requires the Medicare Commi ssionbds (or Secret
automatically if Congress has not passed | egi
proposal by a certain date.

Offset: Paid for by reducinthe federal poverty level threshold for premium credits in the bill by
the amount necessary, starting with the premium credit for individuals between 300% and 400%
of poverty.
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Crapo-Kyl-RobertsAmendmentD-1 t o Ch aMiar tka n Asne r iydatwesActHe al t h
of 2009

Short Title: To preserve choice of plans for seniors under Medicare Advantage

Description of Amendment:

The amendment would amend the proposed Medicare Advantage cuts in the Title Ill, Subtitle D
of the Chair man 6 stwdaprkhibit theTntplemeatatiennofitine eompetitive
bidding changes to the Medicare Advantage program in any bidding area where the proposed
changes would result in decreased choice and competition for seniors in the Medicare program.

Offset:

To beprovided.
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Roberts Amendment # D1 Tatle 11l, Subtitle A, Part I, Physician ValuBased Purchasing

Short Title: To prevent Medicare payment policies which discourage physicians from fulfilling
their Hippocratic Oatto maintain the good of their patients as their highest priority, and instead
encourage the rationing of health care.

Description of Amendment: Amend Title Ill, Subtitle A, Part |, Physician \V&ased
Purchasing to strike the five percent payment |pgfar physicians whose resource use is at or
above the Q‘Opercentile of national utilization (or any other threshold to which it is converted
after 2020).

COST: $1 billion

OFFSET: To be provided.
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Roberts Amendmernrit D2 to Title 11, Subtitle B Part I,Misvalued Relative Value Units (RVUS)

Short Title: To ensure that adjustments to Medicare payment policies are transparent,
accountable, and patieoéntered.

Description of Amendment: Strike Title Ill, Subtitle Bart I, Misvalued Relative Value Units

COST: $0

OFFSET: n/a
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Roberts Amendment # D3 to Title Ill, Subtitle Medicare Commission

Short Title: To ensure that adjustments to Medicare payment policies are transparent
accountable, and patieoéntered.

Description of Amendment: Strike Title 1ll, Subtitle E, Medicare Commission

COST: $22.6 billion

OFFSET: To be provided
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Roberts Amendment # D4 Hatle 1ll, Subtitle F, PatientCentered Outcomes Research Act of
2009

Short Title: To protect patients and doctors

Description of Amendment: Strike Title Ill, Subtitle F, Pati€#ntered Outcomes Research Act
of 2009

COST: $0

OFFSET: n/a
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Robets Amendment # D5 tditle Ill, Subtitle F, PatientCentered Outcomes Research Act of
2009

Short Title: To protect patients and doctors

Description of Amendment: Amend Title 111, Subtitle F, Pati@aintered Outcomes Research
Act of 2009 to prohibit cddrom being a factor in any comparative clinical effectiveness
research conducted using federal funds, including funds under this Subtitle and those
appropriated through the American Recovery and Reinvestment Act of 2009.

COST: $0

OFFSET: n/a



Roberts Amendment #D6 Title Ill, Subtitle D, Home Health Payment Changes and Title 1ll,
Subtitle E, Market Basket Cuts

Short Title: To prevent seniors requiringhome health care from being forced out of their
homes and into institutional care.

Description of Amendment: Amend Title Ill, Subtitle D, Home Health Payment Changes to
strike the home health provider payment rebasing beginning in 20k®atiduing thereafter;

and to strikeghe providerspecific cap on home health outlier paymentsrbggg in 2011
Additionally, anend Title Ill, Subtitle E, Market Basket Cuts to strike the one percent home
health provider market basket reduction for 2011 and 2012 and the productivity payment cuts
begiming in 2015

Cost: $43.7 billion

Offset: To beprovided.
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Roberts Amendment #D@ Title Ill, Subtitle E, Market Basket Cuts

Short Title: To prevent health care reform from being paid for on the backs of our most
vulnerable and frail seniors in nursing homes.

Description of Amendment: iiend Title IIl, Subtitle E, to strike the productivity payment cuts
for skilled nursing facilities beginning in 2012.

Cost: $14.6 billion

Offset: To be determined.



Roberts Amendment #D8 to Title Ill, Subtitle E, Market Basket Cuts

Short Title: To ensure that if people like the hometown hospital they have, they can keep it.

Description of Amendment: Amend Title Ill, Subtitle E, to strike the market basket minus 0.25
percent reduction in 2010 and 2011 and the 0.2 percent market bask&brefiam 20122019,
and strike the productivity adjustments, for hospitals paid under the inpatient prospective
payment system.

Cost: $75.8 billion

Offset: To be determined.
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Roberts Amendment #D@ Title IlI

Short Title: To prevent héta care reform from being paid for on the backs ofsmmiors

Description of Amendnm@: Amend Title IlIto strikeall provisions that reduce or have the effect
of reducing financing for Medicare.

Cost: $409 billion.

Offset: To be determined.
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Ensign Amendment # D1 to Americads Healthy Fu
Short Title: Health Care Safety Net Enhancement Amendment

Description of Amendment: The amendment will insert language in Title Ill, Subtitle H of the
Chai r ma n Gnsprowdaacdss td pyo bono care for medically underserved or indigent
individuals by providing limited medical liability protections.

Under the amendment, mealth care professional shall be liable for the performance of, or the
failure to perform, anyuty in providing pro bono medical services to a medically tsetged

or indigent individual. This would not limit the liability of a health care professional or a health
care provider for:

1 an act or omission that is outside the scope of the servichgsdlib care professional or
health care provider is deemed to be licensed or certified to perform, unless such services
can reasonably be determined necessary to prevent serious bodily harm or preserve the
life of the individual being treated;

1 the service on which the claim is based did not arise out of the rendering of pro bono
care for medically underserved or indigent individuals;

1 or an act of omission constituting willful or criminal misconduct, gross negligence,
reckless misconduct, or a consciolagfant indifference to the rights or safety of the
individual harmed by the pro bono health care professional or pro bono health care
provider.

A medically underserved individual means an individual that does not have health care coverage

under a group érlth plan, health insurance coverage, or any other health care coverage program,
or who is unable to pay for the health care services that are provided to the individual.
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Ensign Amendment#D2 t o Ameri cads Healthy Future Act
Short Title: Disaster Volunteer Health Care Professional Protection Amendment

Description of Amendment: The amendment will insert language in Title Ill, Subtitle H of the
Chairmandés Mark to facilitate the rapid devel
professionalscross state lines and increase surge capacity in times of disaster.

Upon a declaration of disaster, a volunteer health care professional or health care provider who
provides health or dental services in the disaster area or terasidant disaster viien shall not

be liable for damages for an act or omission of the professional in providing those services. This
would not limit the liability of a health care professional or health care provider for:

1 an act or omission that is outside the scope o$éneices the health care professional or
health care provider is deemed to be licensed or certified to perform, unless such services
can be reasonably be determined necessary to prevent serious bodily harm or preserve the
life of the individual being treat;

1 the services on which the claim is based did not arise out of the rendering of pro bono
care for medically underserved or indigent individuals;

1 or an act of omission constituting willful or criminal misconduct, gross negligence,
reckless misconduct, arconscious, flagrant indifference to the rights or safety of the
individual harmed by the pro bono health care professional or health care provider.

No person or health institution deploying or using such a volunteer is vicarious liable unless the
volunteer health care professional or health care provider is liable.

In a declared disaster, the certification of the volunteer health care professional or the volunteer

health care provider will be recognized by the state in which the services are readered t
disaster victim, subject to conditions, limitations, or expansions set by the Governor of that state.
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Ensign Amendment#D3 t o Ameri cads Healthy Future Act o
Short Title: Medical Care Access Protection Act

Description of Amendment: Theamenanent will insert language in Title IIl, Subtitle H of the
Chairmandés Mark to i mprove patient access to
medical care by reducing the excessive burden the liability system places on the health care
delivery system.

The amendmerdpplies to all health care providers and health care institutions.

Theamendment ensurésnely resolution of claims bgroviding a general statute of limitations

on filing health care lawsuitdUnder the statute of limitations an actionsnhbe filed within 3

years of the date of manifestation of injury or within 1 year after the claimant discovers the
injury. Certain exceptions apply, including expanded time to file for minors, or in cases fraud or
intentional concealment

Theamendmenprovidesfair and just compensation for patient injury.allowsfor unlimited
economic damages.

Theamendmentises the Texas stackerhp model for noreconomic damagedVhere a final
judgment is rendered against a health care providerecomomic demages shall be limited to

an amount not to exceed $250,000 for each claimafiitere a final judgment is rendered against
a single health care institution, resonomic damages shall be limited to an amount not to
exceed $250,000 for each claimaktherea final judgment is rendered against more than one
health care institution, neeconomic damages shall be limited to an amount not to exceed
$250,000 for each institution or $500,000 for all institutiohbus, noreconomical damages

can total up to $75000.

Theamendmenpr eserves statesd rights by keeping mec
allowing future state laws to supersede federal limits on damages.

Theamendmenpermits punitive damages to be tireaterof 2x the amount of economic
damages awarded or $250,000.rdisesthe burden of proof for the award of punitive damages.
In addition, it potects providers who prescribe an FDA approved product for an indicated use.
Such providers may not be party to a product liability suit inmglthat product.

Where an attorney is paid on a contingency basis, the attorney is limited to 40% of the first
$50,000; 33.3% of the next $50,000; 25% of the next $500,000; and 15% of any amount
exceeding $600,000. For personal injury awards exce&8d@00, future costs would be paid
over time.

The amendmerdlso establishestandards for expert withesses. Experts must be licensed to
practice in one or more states and be substantially familiar with the applicable standards of care
and practice athey relate to the act or omission that is the subject of the claim. Furthermore, an
expert in one medical specialty or subspecialty may not testify against a physician in another
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medical specialty or subspecialty unless the expert demonstrates suldfstauilieity between
the two and demonstrates that the standards of care are similar.

Theamendmenpromotedairness in recovering health benefits and preventing double recovery.
The amount of damages received shall be reduced by the amount di@nlyestefits (collateral
sources) to which the claimant is entitled, less any amounts spent to obtain or secure such
benefits. Where benefits have been provided by a collateral source that has a right of recovery
by reimbursement or subrogation and sughtris permitted under state law, the award shall not
be reduced.

Finally, theamendment keegsh e f ocus on the patient. Under
defendant would only be liable for those damages attributable to their fault, thus eliminating the

incentive for attorneys to pursue fAndeep pocke
will be subject to Rule 11 sanctions with imposed fines.
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Ensign Amendment#D4 t o Ameri cads Healthy Future Act o
Short Title: Increased FMAP foMedical Liability Reform

Description of Amendment: Theamendment willnsert language in Title Ill, Subtitle H of the
Chai r ma n (povidslay state thai enacts the medical liability limits reforms consistent
with the provisions described below shadl ddigible for a Federal Medical Assistance

Percentage (FMAP) increase for two years for childiéme FMAP increase would be paid for

by reducing the federal poverty level threshold for tax credits in the bill by the amount necessary.

The amendmerdpples to all health care providers and health care institutions.

Theamendment ensurésnely resolution of claims bgroviding a general statute of limitations

on filing health care lawsuitdJnder the statute of limitations an action must be filed wighin

years of the date of manifestation of injury or within 1 year after the claimant discovers the
injury. Certain exceptions apply, including expanded time to file for minors, or in cases fraud or
intentional concealment

Theamendment providdair andjust compensation for patient injury. allowsfor unlimited
economic damages.

Theamendmentises the Texas stackezhp model for nomeconomic damagedNVhere a final
judgment is rendered against a health care providereoomomic damages shall be iied to

an amount not to exceed $250,000 for each claimaffiere a final judgment is rendered against
a single health care institution, renonomic damages shall be limited to an amount not to
exceed $250,000 for each claimakithere a final judgmensirendered against more than one
health care institution, neeconomic damages shall be limited to an amount not to exceed
$250,000 for each institution or $500,000 for all institutiohbus, noreconomical damages

can total up to $750,000.

Theamendmenpr eserves statesd rights by keeping mec
allowing future state laws to supersede federal limits on damages.

Theamendmenpermits punitive damages to be tireaterof 2x the amount of economic
damages awarded 02%0,000. lraiseshe burden of proof for the award of punitive damages.
In addition, it potects providers who prescribe an FDA approved product for an indicated use.
Such providers may not be party to a product liability suit involving that product.

Where an attorney is paid on a contingency basis, the attorney is limited to 40% of the first
$50,000; 33.3% of the next $50,000; 25% of the next $500,000; and 15% of any amount
exceeding $600,000. For personal injury awards exceeding $50,000, fudtsevoald be paid
over time.

The amendmerdlso establishestandards for expert witnesses. Experts must be licensed to

practice in one or more states and be substantially familiar with the applicable standards of care
and practice as they relate to t#et or omission that is the subject of the claim. Furthermore, an
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expert in one medical specialty or subspecialty may not testify against a physician in another
medical specialty or subspecialty unless the expert demonstrates substantial familiaggnbetw
the two and demonstrates that the standards of care are similar.

Theamendmenpromotedairness in recovering health benefits and preventing double recovery.
The amount of damages received shall be reduced by the amount of any other benafésa{coll
sources) to which the claimant is entitled, less any amounts spent to obtain or secure such
benefits. Where benefits have been provided by a collateral source that has a right of recovery
by reimbursement or subrogation and such right is permitiddr state law, the award shall not

be reduced.

Finally, theamendmentkeegsh e f ocus on the patient. Under
defendant would only be liable for those damages attributable to their fault, thus eliminating the

incentiveforatto neys t o pursue fAdeep pocketodo parties.
will be subject to Rule 11 sanctions with imposed fines.



Ensign Amend ment # D5 to Americads Healthy Future
Short Title: Protecting Current MA Pla@overage of Seniors

Description of Amendment: The Secretary of Health and Human Services shall not implement

t he provisions relating to Medicare Advantage
any year unless the Secretary certifies fahsyear that none of the provisions of such part

would result in any senior who would otherwise be enrolled in a Medicare Advantage plan from
being forced away from or | osing that senioro
such enrollment was effect as of the day before the date of enactment of this Act.

This amendment has not been scored yet; offset to be derived from a proportionate decrease in
certain spending provisions in the Chairmanos
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Ensign Amendment#D6tcAmer i cads Heal thy Future Act of 2
Short Title: Medicare Savings Should be Kept within Medicare

Description of Amendment: The Amendment would require all of the Medicare savings
achieved under tolbeusdd oaestoraridersdventykaMedicare program.



Ensign Amendment # D7 to Americadés Healthy Fu
Short Title: Private Options for Seniors Amendment

Description of Amendment: This amendment would allow an individual who elects teayt

of the Medicare Part A benefit to do so without being required t@wipdf Social Security
benefits. In addition, the amendment would ensure that an individual would not be required to
refund any amount paid under Medicare Part A for items and servioéshien prior to making
such election.

This amendment has not been scored yet; if required, offset to be derived from a proportionate
decrease in certain spending provisions in th
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Ensign Amendment# D8 t o Americads Healthy Future Act ¢

Short Title: GAO Study on impact of new employer responsibility provision.

Description of Amendment: : No later than 18 months after the date of enactment, the

Government Accountability Officeshd submit a report on the prov
Payments for Employers Receiving Premium Cred
Ch ai r ma n Dhe repgdrd willkprovide a detailed analysis of the impact of this provision on:
employer profis and federal tax revenues from any changes in those profits; level of wages and
benefits; employee hours (i.e., ftline employment versus pdrne employment); layoffs; etc.

191



Ensign Amendment# D 9 t o Ame rHutaraAcsof 0@ al t hy
Short Title: Employer Flexibility Amendment
Description of Amendment: Nothing in this act shall interfere with the authority of an

employer to have flexibility in designing health benefits, copayments, and premium structures
for thar employees.
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Ensign Amendment#D10t o Amer i cads Heal thy Future Act of
Short Title: An amendment tprohibit funding under this bill for ACORN.

Description of Amendment: The amendment would provide that funds made available

under the bill may be distributed to the Association of Community Organizations for Reform

Now (ACORN) or its subsidiaries.

This amendment has no cost
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Ensign Amendment# D11 t o Ameri cabs 289%I| thy Future Act

Short Title: To ensure that the financial wddeing of future generations is not compromised by
the activities of the current generation.

Explanation: Not later than 18 months after the date of the enactment, the Congressional
Budget Office shalsubmit to the Congress a detailed report describing the generational impact
of the Act on current and future birth cohorihe report shall include, but not be limited to, an
analysis on the different impact on cohorts born in 1920, 1940, 1960, T¥RN,&hd 2020In
addition, the report shall include detailed information on the effects of the Act on lifetime
earnings; overall tax burden assuming deficits no greater than 3% of GDP; anticipated levels of
economic growth; access to medical care; andtleof life expectancy.
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Ensign/ Bunning Amendment # D12 to Americaos
Short Title: Ensuring Medicare Beneficiary Access to Health Care Professionals

Description of Amendment:

The amendment would elimireathe sustainable growth rate formula and provide an update to
physicians and other health care providers covered by the Medicare physician fee schedule equal
to or based on the Medicare Economic Index (MEI). This would be paid for by elimitiaging

hundeds of billions of dollars in waste and fraud identified by President Obama in his most
recent address to Congress.

19¢
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Enzi Amendment #D1

Enzi Amendment #D1 to the Americads Healthy

Short Title: Fair and Reliable Méal Justice Reform

Description of Amendment: Authorize grants to states under the Social Security Act for the
development, implementation, and evaluation of alternatives to resolve medical disputes. The
alternatives must make the medical liabiliyggtem more reliable and accessible, promote a
reduction in health care errors and encourage early disclosure of errors, allow for collection and
analysis of patient safety data related to disputes, and provide for an appeals process and access
to civil litigation system. Every state would be eligible for grants to implement new alternatives.

Alternatives may includeCertificate of merit, early disclosure and compensation, administrative
determination of compensation, health courts, physician safe bddvdollowing guidelines, or
other options states develapd the Secretary approves as consistent with goals of the
demonstration program.

Each State receiving a grant under this subsection shall submit to the Secretary an annual report
evaluating theeffectiveness of activities funded with grants awarded under such subsection.

Such report shall, at a minimum, include the impact of the activities funded on patient safety and
on the availability and price of medical liability insurance.

Grants under ik amendment shall equal $1,000,000,000 in mandatory spending.

OFFSET: Reduce startup funding for health care cooperatives by $1,000,000,000.
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Enzi Amendment #D?2

Enzi Amendment #D2 to the Americads Healthy F

Short Title: Incentive$or states to enact medical justice reform

Description of Amendment: Provide incentives through temporary increases in federal Medicaid
match rates to states that adopt caps oremonomic damages for medical malpractice cases.
The amount for incentes is $10,000,000,000.

OFFSET: Reduce the subsidies as much as necessary to make this amendment budget neutral
starting with subsidies awarded to individuals earning 400% of poverty.



Cornyn Amendment #D1 to AmMBr i cads Healthy Fut

Short Title Increasing access to innovative plans for Medicaid beneficiaries.

Description of AmendmentStates would be given the flexibility to offer valbased insurance
design (VBID) benefits to certain Medicaid populations.

Offset Do not expect to need an offset.
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Cornyn Amendment #D2 to Americads Healthy Fut

Short Title Ensuring Medicaid beneficiaries have access to a doctor.

Description of AmendmentPrior to implementing the mandatory Medicaid program expansions
inthe Chairmanés Mark, the Secretary of Health :
percent of physicians in the country accept Medicaid patients.

Offset Do not expect to need an offset.



Cornyn Amendment #D3 to ARPX i cads Healthy Fut

Short Title Ensuring that seniors can keep the health care benefits they have.

Description of Amendmen®he amendment would amend the proposed changes to the Medicare
Advantage program in Title 111, Senbwould | e D of
prohibit the implementation of the competitive bidding changes to the Medicare Advantage

program in any bidding area where the proposed changes would result in reduced benefits for
seniors.

Offset Reduction in spending under the Mark.
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Comvyn Amendment #D4 to Americads Healthy Futur

Short Title Ensuring seniors have access to physicians beyond 2010.

Description of AmendmenProvide a positive update for physicians reimbursed under the
Medicare fee schedule beyond 2011.

Offset Strike the premium tax credit for individuals between-300 percent of FPL under Title
|, Subtitle C of the Chairmands Mar k.
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Cornyn Amendment #D5 to Americads Healthy Fut

ShortTitle The Patientods Riltyht to I nformation on Q

Description of AmendmenRequire Medicare to release patientidientified claims data to
independent entities d4d40kgédnemdtoe ma€Comnaumenr Rea
of their health care provider (S. 1544)

Offset If an offset is needed, it will be provided at the markup.
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Cornyn Amendment #D6 to Americads Healthy Fut

Short Title Ensuring Spending Accuracy.

Description of AmendmentStrike the Medicare Commission in Title I, Subtitle D of the
Chai r Makn 6 s

Offset Reduction in spending under the Mark.
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Cornyn Amendment #D7 to Americads Healthy Fut

Short Title Protecting Seniors6 Access to Care.

Description of AmendmentThe amendment would prohibit the Medicare Commission ie Titl
l' 1, Subtitle D of the Chairmandés Mark from pr
payments to primary care practitioners.

Offset Reduction in spending under the Mark.
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Cornyn Amendment #D8 to Americads Healthy Fut

Short Tile: Protecting the health care workforce.

Description of AmendmentThe amendment would prohibit the Medicare Commission in Title
l' 1, Subtitle D of the Chairmandés Mark from pr
payments for graduate mediemucation.

Offset Reduction in spending under the Mark.
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Cornyn Amendment #D9 to Americads Healthy Fut

Short Title Protecting Seniors6 Access to Care.

Description of AmendmentThe amendment would prohibit the Medicare Commissidiitia
l' 1, Subtitle D of the Chairmandés Mark from pr
paymentgo home health providers.

Offset Reduction in spending under the Mark.
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Cornyn Amendment #D10 to Americads Healthy Fu

Short Title: Protecting Seniorsd Access to Care.

Description of AmendmentThe amendment would prohibit the Medicare Commission in Title
l' 1, Subtitle D of the Chairmandés Mark from pr
payments to hospice care prostid.

Offset Reduction in spending under the Mark



Cornyn Amendment #D11 to Americads Healthy Fu

Short Title Promoting Choice and Competition in Health Care Facilities.

Description of AmendmentThe amendment would strike the Iltation on Medicare Exception
to the Prohibition on Certain Physician Refer
Mark.

Offset To be provided at the markup.
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Cornyn Amendment #D12 to Americads Healthy Fu

Short Title Promoting Goice and Competition in Health Care Facilities.

Description of AmendmentThe amendment would change the date from November 1, 2009 to
November 1, 2012 for the exemption from the-setérral ban in the limitation on Medicare
Exception to the Prohibdn on Certain Physician Referrals for Hospitals in Title IV of the
Chairmands Mar k.

Offset Offset will be provided at the markup.



Cornyn Amendment #D13 to Americads Healthy Fu

Short Title Limiting Non-Economic Damages in Medical Liaityl Lawsuits

Description of Amendmenfny state receiving funding under Medicaid shall enact a limit on
total noneconomic damages against doctors and health care facilities of one million dollars or
less.
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Cornyn Amendment #D14to Amerc a6 s Heal t hy Future Act of

Short Title Eliminating Junk Science in Medical Liability Lawsuits.

Description of AmendmenStates must raise statutory qualification standards for medical
liability expert witnesses to require that medical liapiékperts:

Be credentialed or licensed in 1 or more States to deliver health care services;
Typically treat the diagnosis or condition at issue in the case or provide the type of
treatment under review; and

1 Demonstrate that they are substantially familvéh applicable standards of care and
practice as they relate to the act or omission which is the subject of the lawsuit.

= =
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Cornyn Amendment #D15 to Americads Healthy Fu

Short Title Protecting Generic Drug Manufacturémsm Liability for Label Language That
They Did Not Write.

Description of Amendmentseneric drug manufacturers cannot be held liable in a state tort suit
because thiabel failed to adequately warn of the risks of the drug, so long as the generic drug
manufactureros | abel complied with the | anguag
compliance with relevant reporting requirements.
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Cornyn Amendment #D16 to Americads Healthy

Short Title Encouraging Amicable S¢ment of Medical Liability Lawsuits.

Description of Amendmenfny state receiving funds under Medicaid shall enact rules that
encourage parties to accept reasonable settlement offers by requiring a party that turns down a
settlement offer that is sigigantly better than their verdict at trial to pay for the costs of trial
and attorneysodo fees.
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Cornyn Amendment #D17 to Americads Healthy Fu

ShortTitle Encour aging Compliance with the I nstitu

Description of Amendment Doct or 6s health care decisions t
recommendations cannot be the basis of a tort claim of negligence or failure to comply with the
standard of care.
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Cornyn Amendment #Dg¢gButure Actoh20@9r i cads Heal th

Short Title Limiting Punitive Damages

Description of Amendmenfny state receiving funds under Medicaid shall enact legislation that
requires:

1 That punitive damages in medical malpractice cases may only be awarded by a
unanimousverdict of the jury as to both liability and amount.

T That plaintiffs may only recover punitive
evidenceo that a defendant acted with mal

21¢



Cornyn Amendment #D19to Amedcd s Heal t hy Future Act of 2009

Short Title Protecting Doctors from Frivolous Lawsuits.

Description of Amendmenfny state receiving funds under Medicaid shall enact legislation that
requires a plaintiff in a medical malpractice suit to accompanyilthg 6f the complaint with a
certificate or affidavit of merit signed by a qualified healthcare provider.

21¢



Cornyn Amendment #D20 to Americads Healthy Fu

Short Title Protecting Doctors from Excessive Damage Awards.

Description of Amendmenfny state receiving funds under Medicaid shall enact legislation
providing for the periodic payment of medical liability awards.




Cornyn Amendment #D21 to Americads Healthy Fu

Short Title Ensuring that senioksan keep the health care benefits they have.

Description of Amendmenihe amendment would amend the proposed changes to the Medicare
Advantage program in Titl e |ThdamenSmebtwoutdl e D of
prohibit the implementation of ¢hcompetitive bidding changes to the Medicare Advantage

program in any bidding area where the proposed changes would result in reduced benefits for
low-income seniors.

Offset Reduction in spending under the Mark.
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