Leading Consumer, Labor and Employer Organizations’ 
Conference Committee Consensus Recommendations to Promote Delivery Reform
January 5, 2010 
As leading consumer, labor, employer and provider organizations, health policy experts and economists, we believe that changing the delivery system through payment reform, comparative effectiveness research, performance measurement, and public reporting are essential to creating a fiscally sustainable, high quality health care system.  The groups and individuals that endorse the recommendations that follow are seeking to meld the best of the House and Senate provisions in these areas.  These groups include AFL-CIO, Better Health Care Together, Center for American Progress, National Business Coalition on Health, National Partnership for Women & Families, Pacific Business Group on Health and Small Business Majority.  Consumers Union also supports these recommendations and will provide additional recommendations on the Independent Payment Advisory Board and on enhancing consumer participation and conflict of interest provisions for the Comparative Effectiveness Research Institute.  (See the next page for a full list of organizations and individuals.)
We have reached consensus on recommendations for improving the core delivery reforms included in the legislation.  We have included the specific provisions from either the House or Senate legislation that we recommend.  We believe the promise of reform to change the quality of care delivered and alter the unsustainable cost trends in both the public and private sectors will not be realized unless these elements are enacted and effectively implemented.  
Core Delivery Reforms:

Payment Reform to Improve Quality and Value 

· Value-based Purchasing and Piloting of New Programs:  Include rapid testing and, as proven, expansion of programs that use payment redesign to encourage better quality while lowering costs.

· CMS Innovation Center:  Establish an Innovation Center with capacity to implement innovations program-wide and require review and assessment by the Office of the Actuary.

· Independent Payment Advisory Board:  The Board’s scope should include reporting on cost and quality trends in Medicare and the private sector as well as making recommendations regarding policies in the private sector.  In addition, the Board’s recommendations must encompass all providers. 
· Incentives for Primary Care and Reform Fee-for-service Payment:  Increase primary care payments to reflect their true value, while adhering to the principle of global budget neutrality within Medicare.  In addition, conduct a full review of existing Medicare fee-for-service payments, updated as necessary to reflect true value, and require that this process has multi-stakeholder input, including consumers and purchasers. 
· Alignment between Public and Private Payers: Include all provisions, throughout the bills, that advance the goal of aligning payment between public and private payers.  

Comparative Effectiveness Research to Improve Care and Inform Clinical and Patient Decisions

· Independent Governance: It is critical that at all levels of its oversight, this entity is independent, regardless of whether it is housed inside or outside of the federal government.
· No Restrictions on Use of Results:  The purpose of comparative effectiveness research is for findings to be used by clinicians, patients and others. 
· Effective Conflict of Interest Provisions:  There must be clear protections to ensure that self-interested individuals and entities do not overly influence the CER research agenda and related processes.

Infrastructure Development to Advance Quality Improvement and Accountability
· Priority Setting and Multi-Stakeholder Input:  Establish a clear priority-setting process for federal health policy that ensures multi-stakeholder input.
· Measure Development:  Support the development and maintenance of measures to evaluate care (e.g., outcomes, patient experience, care coordination, resource use). 
· Measure Endorsement: Foster use of nationally standardized measures endorsed by a multi-stakeholder body.
· Data Collection and Aggregation Processes:  Advance and ensure CMS’s ability to collect information and make it available for quality improvement by providers and for accountability and choice by consumers and purchasers.
· Support Meaningful Quality Improvement Support:  Clinicians and other providers need tools and support to use performance information to improve their care.
Public Reporting to Promote Transparency
· Broad Plan for Public Reporting:  Require a clear federal plan to make performance information widely available – not just through federal “sites”, but to enable information to be delivered by multiple intermediaries.
· System-wide Reporting on Quality and Cost:  Periodic reporting on quality and costs that reflect both Medicare and the private sector performance to inform clinical and patient decisions and to assess the impact of reform.
· Prescription Drug Risk/Benefit Information:  Standardized information on drug risks and benefits.  
· Release of Medicare Data:  Medicare data should be released to support better transparency of provider performance with full protections of patient privacy.  
In the detail that follows, we identify preferred provisions of the House or Senate proposals.  However, in a few cases, we recommend additional improvements that would be desirable and which should be addressed in Conference to clarify the intent of the provision.  The material that follows calls out those elements that were added or changed in the Senate bill through the Manager’s Amendments in bold italics because we consider the referenced amendments important and positive additions to the Senate bill which would further our common goal of fostering delivery system reform or reflect areas needing attention in Conference.  The Table of Contents provides a summary of all the areas in which we have recommendations.
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	Independent Medicare Advisory Board (Independent Payment Advisory Board)


	No Comparable Section
	SEC. 3403. (pp. 1000-1053)

CBO Estimate:-$25 billion 
· Establishes an independent Medicare Advisory Board to submit proposals to Congress to reduce per capita growth rate in Medicare spending if it exceeds targeted growth rate.
· Requires Secretary to implement proposals unless Congress enacts legislation.  Congress has until April 1 to report legislation.
· Medicare per capita growth rate is the projected 5-year average.  Negative updates to physician services conversion faction will be 0%.
· Annual incremental savings targets are outlined, starting from 0.5% to 1.5%.
· Starting in 2014 the Board may submit to Congress Advisory Reports on matters related to the Medicare program. 
· Introduction of joint resolution by February 1, 2017 for discontinuation of Medicare Board.
· Membership includes 15 members appointed by the President as well as HHS Secretary, Administrators of CMS and HRSA.
· Established Consumer Advisory Council to advise the Commission.

· Ten members appointment by Comptroller General from each of 10 regions established by Secretary must meet at least twice per year. 
· Funding for the Commission is $15M for FY 2012 and then increased annually by CPI for All Urban Consumers.
· By July 1, 2015 GAO shall submit results of study to Congress on changing payment policies.

Manager’s Amendment:

· Renames board the Independent Payment Advisory Board.

· Annual report on Medicare and private sector health care cost and quality information.
· Board shall make advisory recommendations related to the private sector to reduce cost growth and promote quality.
	Recommendations:
The Board’s scope should be expanded to reflect Manager’s Amendments: 

· Including the requirement that the Board consider and report on both Medicare and private sector costs and quality;
· The Board making advisory recommendations on reducing private sector cost growth.

Additional Improvements Desirable:

· It is imperative that NO providers be “protected” from the Board’s recommendations that would promote value for the Medicare program (any “hold harmless” clauses should be removed for hospitals, hospices and other providers); 
· The representation on the Board should include at least three consumer seats (at least one each representing Medicare beneficiaries, consumer groups at large and patient-advocacy groups) and representatives of private employers and payers.



	Review of Geographic Variation


	SEC. 1159 - 1160. (pp. 510-528)
CBO Estimate: SEC. 1159. is between -$50 million and $50 million.  SEC. 1160. is $0.
· Requires the Secretary to contract with the IOM to conduct a study on geographic variation growth in volume, and intensity of services in per capita healthcare spending among Medicare, Medicaid, private payers, and uninsured no later than April 15, 2011.   
- Using the findings, the IOM will recommend changes to Part A and Part B payments to address geographic variation, high-cost and high-volume services. 
· The IOM will focus on payment systems for Medicare physicians and hospitals to incentivize high-value care, which may include creation of a value index. 
- Makes available $10M from the general fund of the Treasury.  

· Requires the Secretary to submit to Congress a final implementation plan describing proposed changes to Medicare Part A and Part B payments, no later than 240 days after the IOM report is received. CMS will execute the proposed changes if Congress does not pass a joint resolution stopping the implementation.   

· Expenditures due to payment changes during the initial 10 year period will not exceed the expenditures if no change had occurred. 
· After completing recommendations for Medicare, IOM shall issue a separate report with recommendations for private insurance or other programs.

Geographic Adjustment Factors 

SEC. 1157 - 1158. (pp. 505-510)
CBO Estimate: SEC. 1157. is $0 and SEC. 1158. is -$14.3 billion.
· Requires the Secretary to contract with the IOM to conduct a study and provide recommendations on accuracy of geographic adjustment factors.
· Report due to Secretary and Congress one year after enactment of Act.

· In the next rulemaking cycle (after the report), the Secretary will propose changes to the geographic adjustment factors for physicians and hospitals.

· Prior to 2014 implementations expenditures should not exceed $8B.

· For 2014 and beyond, changes need to be budget neutral.

	No Comparable Section
Geographic Adjustment Factors

SEC. 3102. (pp. 797-801)
CBO Estimate: $1.8 billion
· Extension of the work geographic index floor and revisions to the practice expense geographic adjustment under the Medicare physician fee schedule.
	Recommendation:
· Adopt House provisions.
Recommendation:
· Adopt House provisions.



	Center for Medicare and Medicaid Payment Innovation 

	SEC. 1907. (pp. 1209-1218)
CBO Estimate: -$1.7 billion

Funding is $6.5 billion and effects on Medicare spending for benefits is -$8.2 billion.
· Creates a new Center for Medicare and Medicaid Payment Innovation within CMS to test innovative payment and service delivery models in Medicare and Medicaid by January 1, 2011. 
· Authorizes $375M for FY 2010, $465M for FY 2011, and $575M for FYs 2012 and 2013 also states that no model may be tested for more than 7 years.

· Gives broad authority to the Center to determine what models will be tested, in what populations, and for how long, with a preference for models that reduce program costs while preserving or enhancing quality. 

· Includes “patient-level outcomes measures” in description of quality.
· Allows the Secretary (in consultation with the Chief Actuary of CMS) to expand the duration and scope of a model that improves care and lowers costs and terminate or modify models that do not.

· In 2012 and every year thereafter, Secretary will submit report on activities to Congress

· Includes recommendations on legislative action on payment models.


	SEC. 3021. (pp. 723-739)
CBO Estimate: -$1.3 billion
· Creates a new Center for Medicare and Medicaid Payment Innovation within CMS to test innovative payment and service delivery models in Medicare and Medicaid by January 1, 2011 
· Authorizes $5M for 2010, $10B for FY 2011-2019 and $10B for 10 year FY period beginning with 2010.  Not less than $25M shall be made available each FY.

· Gives broad authority to the Center to determine what models will be tested, in what populations, and for how long, with a preference for models that reduce program costs while preserving or enhancing quality. 

· Includes “patient-level outcomes measures” in description of quality.

· Added more examples (geriatric care plans, electronic monitoring, and healthcare Innovation Zones).
· Allows the Secretary (in consultation with the Chief Actuary of CMS) to expand the duration and scope of a model that improves care and lowers costs and terminate or modify models that do not.

· In 2012 and every year thereafter, Secretary will submit report on activities to Congress

· Includes recommendations on legislative action on payment models.
Manager’s  Amendments: 

· Clarifies that programs can be expanded if they preserve or improve quality; with focus on those that also reduce costs.

· Adds factor for consideration in selecting models: demonstrating effective linkage to other public and private sector payers. 


	Recommendation:
· The Innovation Center is a critically important provision and we strongly support the provisions in both the House and Senate that allow for expansion of programs that improve quality but are budget neutral are positive.  (Note: the Manager’s Amendment aligns House and Senate provisions, while providing direction to “focus on” programs that both reduce costs and improve quality.) 

· Adopt Senate provisions for:

· More robust funding
· Descriptions of potential programs 
· Adopt House provisions for: 
· Linking evaluation to assessment on quality measures prioritized by multi-stakeholder input
· Ensure that provisions allow full implementation with Office of Actuary review and evaluation.
Additional Improvements Desirable:

· All programs under the Innovation Center should be evaluated based on the extent to which they are aligned with private sector efforts.  Evaluation should look at alignment with private sector and to evaluate other programs (e.g., ACOs, Medical Homes and bundled payments) that may occur “outside” of the Innovation Center.
· Add requirement that evaluation conducted under Innovation Center consider impacts on total national health expenditures.


	Alignment in Payment Incentives Across Payers


	IOM Study

SEC. 1159 - 1160. (pp. 510-528)
CBO Estimate: SEC 1159 is between -$50 million and $50 million.  SEC 1160 is $0.
· After completing recommendations for Medicare, IOM shall issue a separate report with recommendations for private insurance or other programs.

	Community Insurance Option

SEC. 1323. (pp. 188; 192)

· Public plan (p. 188) or State Option Public Plans (p. 192) directed to have state advisory bodies that consider “alternative payment structures…that encourage quality improvement and cost control”  (NO reference to alignment with Medicare or private plans)
Innovation Center

SEC. 3021. (pp. 723-739)
CBO Estimate: -$1.3 billion 
· Innovation Center includes among programs that “could” be considered -- allowing States to test all-payer payment reform.

Ind. Medicare Advisory Board (Ind. Payment Advisory Board)
SEC. 3403. (pp. 1000-1053)

CBO Estimate:-$23.4 billion (for IMAB) 
· Beginning in 2018 Chief Actuary shall project per capita rate of growth in national health expenditures (p. 1016).
· Consumer Advisory Council directed to advise on the impact of payment policies on consumers (p. 1046).
· GAO to conduct study on changes to payment and coverage as result of recommendations made by IMAB (pp. 1050-1052).

Manager’s Amendment:

· Adds factor for consideration in selecting models: demonstrating effective linkage to other public and private sector payers. 

Interagency Working Group on Health Care Quality 
SEC. 3012. (pp. 699-702)

CBO Estimate: $0 

· Assess alignment of quality efforts in the public sector with private sector initiatives.
Continued on Next Page

Immediate Reforms 
SEC. 2717. (pp. 26-28)
 

· Within 2 years of enactment, HHS, in consultation with health care quality experts and stakeholders, must develop reporting requirements for all health plans, with respect to plan or coverage benefits and provider reimbursement structures that (1) improve outcomes through quality reporting, case management, care coordination, use of medical homes model; (2) implement activities to prevent hospital readmissions through comprehensive discharge planning program; (3) improve patient safety and reduce errors; and (4) implement wellness and health promotion activities.
 

Exchange Plans 
(pp. 146-148)
 

· Requires plans in the Exchange to report on the extent to which they've implemented a payment structure that provides payment incentives for (1) improving health outcomes through implementation of quality reporting, case management, care coordination, chronic disease management, medication and care compliance, including through the use of the medical home; (2) implementation of activities to prevent readmissions through comprehensive discharge planning program; implementation of activities to improve patient safety and reduce errors; and (4) implement wellness and health promotion activities.
Manager’s Amendments:

· Annual IMAB/IPAB report on private sector health care information.
· Proposals on Medicare shall take into account annual reports on private sector (IMAB/IPAB).
· Advisory recommendations for non-Medicare programs (every 2 years) (IMAB/IPAB).
· Adds factor for consideration in selecting models: demonstrating effective linkage to other public and private sector payers (Innovation Center). 
· Includes preference given to ACOs that participate in similar arrangements with other payers. ACOs.

	Recommendation:
· Adopt ALL of both House and Senate provisions.



	Physician Payment – Value-based Purchasing

	Increased Payment for Efficient Areas

SEC. 1123. (pp. 412-414)
CBO Estimate: $0.4 billion
· Efficient areas, defined as lowest fifth percentile of utilization based on per capita spending, would receive payment plus 5% of the payment.

· Applies to the physician fee schedule from January 1, 2011 – January 1, 2013.

· Efficient areas will be publicly reported on CMS website.  
Increase in the Physician Payment Update
Separate legislation passed by the House
	No Comparable Section 
Increase in the Physician Payment Update
SEC. 3101. (pp. 796-797) 
CBO Estimate: $11.3 billion
· The single conversion factor for physician payment for 2010 shall be 0.5%

	Increased Payment for Efficient Areas

Recommendation:
· Do NOT adopt House provisions (better to have these programs operated in Innovation Center than with direction that they only have “upside”).
Increase in the Physician Payment Update
Recommendation:
· No position.


	PQRI Modifications
SEC. 1124. (pp. 414-416)
CBO Estimate: $1.3 billion
· Extends PQRI incentive payments to 2012.
· By January 1, 2010, the Secretary develops a plan for integrating reporting on clinical quality measures and meaningful use of EHRs.
· Established informal appeals process for PQRI by 2011.
Value-based Payment Modifier
IOM Report includes proposing payment revisions for physician and hospital services with value index.  See Geographic Variation SEC. 1159 - 1160. (pp. 510-528) 
 
	PQRI Modifications
SEC. 3002. (pp. 652-658)
CBO Estimate: $0.1 billion
· Extends PQRI incentive payments – for 2011 1% and 2012-2014 0.5% and penalizes non-participants in 2015 by 1.5% and 2014 by 2%.

· Includes Maintenance of Certification as option (but removed Sect'y developing process).

· By January 1, 2012, the Secretary develops a plan for integrating reporting on clinical quality measures and meaningful use of EHRs.

· Established informal appeals process for PQRI by 2011.

Manager’s Amendment:

· Adds more robust description of how specialty board Maintenance of Certification (“MOC”) can be appropriately used to satisfy PQRI.
Value-based Payment Modifier
SEC. 3007. (pp. 680-687)
CBO Estimate: $0 
· Secretary establishes a payment modifier that provides for differential payment to physicians based on quality of care compared to cost.

· No later than January 1, 2012 the Secretary shall publish the measures, dates for implementation, and initial performance period.

· Initial implementation should begin in 2013 and initial performance period should be 2015.

· 2015 – specific physicians and groups

· 2017 – all physicians and groups. 
· Payment modifier must be budget neutral.

· Secretary can expand to eligible professionals January 1, 2017.

	PQRI Modifications
Recommendation:
· Adopt Senate provisions. 

Value-based Payment Modifier
Recommendation:
· Adopt House provisions (for study by IOM).
· In the alternative, rather than adopt Senate provision, provide for Secretary to consider testing a value-based modifier inside the Innovation Center (concern that the concept is not ready for implementation).



	Physician Payment - Reassessment of RBRVS

	Misvalued Codes
SEC. 1122. (pp. 405-411)
CBO Estimate: $0.2 billion
· Allows Secretary to review and adjust codes and relative value units (RVUs) that are potentially misvalued.  Adjustments could include the bundling of individual services.

· Allocates $20 million to CMS for FY 2010 (and for all years after) to review and adjust misvalued codes.

· Removes the authorization for the Practicing Physician Advisory Council (PPAC).

	Misvalued Codes
SEC. 3134. (pp. 846-852)
CBO Estimate: $0 
· Allows Secretary to review and adjust codes and relative value units (RVUs) that are potentially misvalued.  Adjustments could include the bundling of individual services.

· Removes the authorization for the Practicing Physician Advisory Council (PPAC).

	Recommendation:
· Adopt House provisions for designated funding.
· Adopt Senate provisions for scope/language.
Additional Improvements Desirable:

· For codes identified due to growth, note that Secretary shall conduct review of time and intensity and payment per hour in terms of value.  

· Direct the Secretary to develop and implement an approach for automatically adjusting downward practice expenses and work for new services after an initial period to reflect “learning curve” efficiency gains associated with many, but not all, new procedures and technical services. 

· For services with large fixed costs (such as major imaging), break payment into a fixed and variable components.
· The Secretary shall establish procedures to assure that the consideration of valuing of codes receives input from the range of stakeholders, including, but not limited to clinicians, consumers, patients, employers and payers.  



	Physician Payment – Primary Care Payments

	Payment Incentives for Primary Care

SEC. 1303. (pp. 701-705)
CBO Estimate: $4.7 billion
SEC. 1721. (pp. 1064-1068)

CBO Estimate: $57 billion
· Increases Medicare reimbursement to physicians by 5% (10% for physician practices in an area defined as a health professional shortage area) for primary care services performed on or after January 1, 2011. Primary care incentive payments are not applied on top of Health Physician Shortage Area (HPSA) or quality incentive payments. 
· Increases Medicaid payments for primary care providers to 100% of Medicare rates (phased-in beginning in 2010 through 2012).

	Payment Incentives for Professional Shortage Areas
SEC. 5501. (pp. 1440-1446)
CBO Estimate: $1.6 billion

· Provides a 5-year, 10% bonus payment for primary care practitioners; also provides 10% bonus to general surgeons practicing in health professional shortage areas.
Manager’s Amendment:

· Removes provision for partial budget neutrality that offsets half the cost of bonuses with a 0.5% across-the-board reduction in all other services (the other half is not budget neutral).

	Recommendation:
· Adopt Senate provisions for Medicare payments, but revise to include the provision removed in the Manager’s Amendment to have partial budget neutrality. 
· Adopt House provisions for increasing payment for primary care in Medicaid (or taking other actions to shore up basic primary care access).


	Physician Payment – Other

	Resource-based Feedback Program

SEC. 1121. (pp. 401-405)
CBO Estimate: $0 
· Requires the Secretary will implement the reporting component of the physician resource use program under Medicare. The Secretary will establish and make public the types of reports and methodological approaches that will be used to analyze the data from the program by January 1, 2012.

· Requires the Secretary to disseminate the reports to those with the highest utilization of services and by 2014 reports those physicians with the highest 5% of utilization. 

· Requires the Secretary to evaluate efficacy of feedback program in changing practice patterns to improve quality and decrease costs.


	Resource-based Feedback Program

SEC. 3003. (pp. 658-663)
CBO Estimate: $0 

· The Secretary shall provide reports to physicians on resource use beginning in 2012.  An episode grouper shall be developed by January 1, 2012 to assist in analyzing utilization.

· Types of reports and methodology will be made public, including the grouper.

· Secretary shall coordinate with the value-based payment modifier program.


	Recommendation:
· Adopt BOTH House and Senate provisions.
Additional Improvements Desirable:

· Revise to include in Innovation Center projects piloting the use of resource-based information in payment programs.



	Hospital Payment – Value-based Purchasing


	No Comparable Section
	Value Based Purchasing
SEC. 3001. (pp. 621-651)
CBO Estimate: $0 
· Establishes a value-based purchasing program for hospitals, with payment starting in FY2013.  FY2013 measures will include 5 conditions and HCAHPS.  FY2014 will include measures of efficiency.  Selected measures have to be reported on Hospital Compare at least 1 year prior to being used in VBP. 
· Secretary can exempt hospitals that participate in similar state program.
· Secretary may use non-NQF endorsed measures as long as consideration is given to measures adopted by consensus organization (i.e., HQA).
· Performance standards must be based on achievement and improvement and shall assign weights for categories of measures.
· Secretary will reduce base operating DRG payment amount from 2013 to 2017 from 1% to 2% (0.25% each year). Value-based incentive payments will increase base operating DRG amount by those amounts.
· GAO will conduct a study on the hospital value-based purchasing program and provide results to Congress in interim and final reports, October 1, 2015 and July 1, 2017 respectively.
· The Secretary will conduct a study on the hospital value-based purchasing program and submit report to Congress no later than January 1, 2016.
· Secretary will establish demonstration programs in value-based purchasing for critical access and small hospitals to start within 2 years of enactment for duration of three years. These must be budget neutral.

	Recommendation:
· Adopt Senate provisions.



	Hospital Payment - Readmissions


	Hospital Readmissions

SEC. 1151. (pp. 449 – 470)
CBO Estimate: -$9.3 billion 
· Reduces payment to hospitals, critical access hospitals, and post acute care providers for preventable readmissions beginning October 1, 2011; reduction in payment will be the product of the base operating Diagnosis Related Group (DRG) payment and the adjustment factor.

· Does not apply to discharges from a Long-Term Care Hospital (LTACH) readmitted to the same LTACH within 3 days.

· Beginning FY 2013, Secretary must expand the applicable conditions beyond the 3 for which measures have been endorsed.

· In FY 2013, the Secretary will include the additional 4 conditions identified by MedPAC.

· The Secretary shall have the authority to expand to other conditions and procedures, including an all cause measure of readmissions.

· The Secretary must seek National Quality Forum (NQF) endorsement for these additional conditions, but can proceed without the endorsement.

· Allows for an increase in Disproportionate Share Hospital (DSH) payments to assist in designing programs to decrease readmissions, such as care coordination services and services offered by discharge nurses and assigning discharged individuals to a medical home.

· Authorizes a study within one year of enactment to identify how to apply a readmission policy to physicians.

· Requires Secretary to develop performance measures around hospital readmission rates for post-acute care providers.

	Hospital Readmissions

SEC. 3025.  (pp. 775 – 789)
CBO Estimate: -$7.1 billion 
· Reduces payment to hospitals to account for “excess” readmissions in 3 conditions selected by the Secretary beginning October 1, 2012 and October 1, 2015 for 4 conditions identified by MedPAC plus others by Secretary.

· Requires the submission of all-patient data.

· Readmission rates will be reported on Hospital Compare.
· Secretary has to make available within 2 years of enactment a program for hospitals to reduce readmission rates through use of patient safety organizations.

	Recommendation:
· Adopt House provisions generally.
· Adopt Senate provisions requiring submission of all-patient data.



	Hospital Payment – Health Care Acquired Conditions


	SEC. 1461 (pp. 923-928)
CBO Estimate: $0
· As a condition of participating in Medicare, hospitals (including critical access hospitals) and ambulatory surgical centers (ASCs) must publicly report HAIs (as specified by the Secretary), starting within 2 years after enactment.

· Secretary of HHS shall establish procedures to ensure valid, comparable information.

· Requires a public website posting to allow comparisons by hospital/ASC and demographic comparisons. 

· Annual report to Congress, including data on number of anti-infection workers, changes in cost and occurrence of infection, and best practice recommendations. 

· Does not pre-empt state reporting laws. 

· Defines infection as starting in the health care facility.

· After 18 months, provides for a GAO report on implementation issues, and a Secretary’s report on other steps to improve quality.


	SEC. 3008 (pp. 687-692)

CBO Estimate: -$1.5 billion
· Requires Medicare to calculate national and hospital-specific data on the HAC rates of hospitals (adjusted for a hospital’s relative risk). 
· Starting in 2013, requires the Secretary to confidentially share the data with hospitals, allow hospitals the opportunity to correct errors, and then beginning in Oct. 2014 publicly report such rates on the Hospital Compare website.  

· After October, 2014, hospitals in the top 1/4th of national HAC rates (based on prior year’s performance and risk adjusted) would receive 99% of their otherwise applicable Medicare payment.  

· HACs are defined as the ‘never event’ type conditions that Medicare has not been paying for since 2008 (a list that may be expanded).

· HHS shall study and report by 2012 on expanding the HAC program to other providers such as IRF, LTCH, HOPDs, SNFs, ASCs health clinics, and a wider range of small hospitals.

Manager’s Amendment:
· Provide for faster public reporting of measures of hospital-acquired conditions.
	Recommendation:
· Adopt Senate provisions generally (and in particular the payment reductions for hospitals in highest quartile of HACs).
· Adopt House provisions related to public reporting.



	Health Plan - Medicare Advantage


	Quality Bonus Payments

SEC. 1161. (pp. 528 – 537)
CBO Estimate: -$154.3 billion (includes Phase-In of Payment Based on Fee-for-Service Costs, AND Quality Bonus Payments)
· Quality based payment adjustment to begin in 2011 with blended benchmark to be increased (p. 531)
· For 2011, by 1.5%

· For 2012, by 3%

· For a subsequent year by 5%

· Plans qualifying for the quality bonus would need 

· To have a quality ranking (base quality ranking system established by CMS for MA plans) of 4 stars or higher in the preceding year; AND

· Be in a qualifying county, a county that ranks w/in the lowest 1/3rd of counties and has at least 20% of individuals enrolled in MA plans (pp. 531-532)

· Quality performance scores will be based on a blend of (pp. 532-534):
· A plan’s performance on HEDIS, CAHPS, and other clinical measures that the Secretary may specify

· Outcomes-based  measures (the Secretary to specify data that plans will be required to report on  e.g., rates of admission/readmission, prevention quality, mortality and morbidity following surgery, functional status, survival, patient safety).  

Secretary to specify when plans are to begin reporting the needed data (p. 536).
Care Coordination and Management

No Comparable Section 
Competitive Bidding
No Comparable Section 
	Performance Bonuses
SEC. 3201. (pp. 884-888)
CBO Estimate: N/A
· Beginning in 2014, Secretary will provide a monthly bonus to MA plans that achieves at least a 3 star rating or a comparable rating.  Payment is based on percent of national monthly per capita cost for expenditures for individuals under the original Medicare FFS program for the year. (pp. 888-889)  

· The percent for 3 stars (or comparable rating) 2%
· The percent for 4 or 5 stars (or comparable rating) is 4%
· MA plan that doesn’t receive quality bonus under the conditions above and is an improved quality MA plan will be provided with monthly payments equal to 1% of national monthly per capita for the year. (p. 889)
· The rating system uses 5 stars to rate clinical quality and enrollee satisfaction and performance at the Medicare Advantage contract or MA plan level OR another system established by the Secretary.
· Plans that fail to report necessary data will be counted as having the lowest plan performance rating, the lowest percentage improved (p. 890)

· Beginning with 2014, new plans that don’t otherwise receive a bonus will be guaranteed a monthly bonus equal to 2% of national monthly per capita cost for expenditures.  After four years the plan will no longer be considered new and will be subject to the quality provisions (p. 891) 

· Beginning 2014, if plans have low enrollment and would not otherwise be able to receive a bonus listed above, the Secretary will use a regional or local means of rating of all MA plans in the region or local area to determine wither the low enrollment is eligible for a bonus (p. 892)
Care Coordination and Management  Bonuses
· Beginning 2014 MA plan can receive performance bonuses based on care coordination and management if the plan conducts 1 or more specified programs in that year.  

· Bonus payments will be made monthly to an amount equal to the product of:

· 0.5% of national monthly per capita cost for expenditures for individuals enrolled under the original Medicare FFS for the year; AND

· The total number of programs 

Payments not to exceed 2% of national monthly per capita cost for expenditures for individuals enrolled under the original Medicare FFS program for the year.
Competitive Bidding
(p. 897)
· MA programs are required to submit bids under the competitive bidding program.
 
	Recommendation:
· Adopt Senate provisions with regard to competitive bidding.
· Revise and adopt merged elements of BOTH House and Senate provisions regarding quality and care coordination bonuses.
Additional Improvements Desirable:

· Revise House: provisions should not be limited to “qualifying” counties – but available to all MA plans (and reaching to all MA beneficiaries).
· Revise Senate: to have “higher bar” to be passed to receive any bonuses (current structure would provide bonuses for MA plans doing what they should be doing as a matter of course – supporting care coordination through their capitated payments).
· Revise House and Senate to have the performance dimensions upon which payments are made to reflect all of the IOM performance domains, including efficiency/resource use and addressing disparities.

Recommendation:

· See above. 
Recommendation:

· See above. 



	Payment Pilots – Medical Home

	Medical Home Pilot
SEC. 1302. (pp. 680-700) – Medicare

CBO Estimate: $1.8 billion
SEC. 1722. (pp. 1068-1071) – Medicaid and CHIP
CBO Estimate: $0.5 billion
· Requires the Secretary to establish a five-year medical home pilot program for Medicare, Medicaid, and CHIP beneficiaries. 
· Mandates the evaluation of: (1) an independent patient-centered medical home (PCMH) model that would begin 1 year after enactment; and (2) a community-based medical home (CBMH) model that would start no later than two years after enactment.  
· Allows the Secretary to issue regulations to permanently implement successful payment models.
· Repeals the provisions for the current Medicare Medical Home Demonstration.


	Medical Home Pilot

SEC. 3021. (p. 727) 

CBO Estimate: -$1.7 billion (Estimate is for entire Innovation Center)  

SEC. 2703. (pp. 528-538) – Medicaid

CBO Estimate: $0.7 billion
SEC. 5405 (pp. 1431-1439) – Primary Care Extension 

CBO Estimate: N/A
· Innovation Center has roster of potential programs to pilot which includes medical home examples.
· Creates a new Medicaid state plan option for a “health home” (i.e., medical home) for beneficiaries with chronic conditions. 
· Starting on January 1, 2011 states can implement health home programs, and for the first two year will receive Federal medical assistance at 90%.
· The Secretary will contract with an evaluator to determine effects on care.
· $25M available for planning grants; requires equal contribution by State.
· Under Primary Care Extension Program, “hubs” are required to assist primary care physicians in implementing a patient-centered medical home, including health homes.


	Recommendation:
· Adopt both Senate provisions (having Medical Homes be framed within the Innovation Center) and House provisions for assuring pilots encompass a wide variety of models. 
· Features that should be integral to Medical Home funding include:

· Language needs to be clear in NOT limiting population served to chronically ill population (important to allow Secretary to have programs cover all beneficiaries).
· Ensure evaluation includes assessment of 1) reducing program costs while preserving or enhancing the quality of care and 2) improving the quality of patient care without increasing spending.
· Encourage coordination with private sector efforts.



	Payment Pilots – Accountable Care Organizations

	Accountable Care Organizations

SEC. 1301. (pp. 661-680) 

CBO Estimate: -$2.6 billion
SEC. 1730a (pp. 1082-1084)

CBO Estimate: -$0.1 billion
· Requires the Secretary to initiate a 3 to 5 year ACO Pilot Program to test alternative payment models by January 1, 2012 
· Authorizes $25 million per year for FYs 2010-2014 and $20 million for FY 2015.
· Defines ACOs as a group of providers, which may include hospitals, that has the legal structure to receive and distribute incentive payments to participating providers to promote care coordination, invest in infrastructure and redesigned care processes, and reward high quality and efficient services.
· Payment models include:

· Performance Target Model –qualifies for incentive payment if expenditures are less than target spending or target rate of growth (as determined by Secretary)

· Partial Capitation Model – qualifying ACO at some financial risk for services
· Secretary established annual quality targets to participate.
· Allows the Secretary to issue regulations to permanently implement successful models.
· Includes preference given to ACOs that participate in similar arrangements with other payers.

	Accountable Care Organizations
SEC. 2706. (pp. 544-546) - Medicaid

CBO Estimate: $0
SEC. 3022. (pp. 739-751) - Medicare

CBO Estimate: -$4.9 billion 
· Secretary shall establish a “shared savings program” where ACO coordinates services under Parts A and B, investments in infrastructure, and redesigns care processes for up to 3 years.
· Defines ACOs as a group of providers that has the legal structure to receive and distribute incentive payments to participating providers.
· ACO retains % of savings and Medicare retains the rest.
· Needs at least 5,000 Medicare FFS patients to be in ACO.
· Creates a state Pediatric ACO program in January 1, 2012 to December 31, 2016, in which ACOs need to participate for at least 3 years.

Manager’s Amendment

· Includes preference given to ACOs that participate in similar arrangements with other payers.

	Recommendation:

· Adopt House provisions generally allowing for testing multiple models of ACO’s.
· Adopt Senate provisions that give preference to pilots that link to private sector efforts.



	Payment Pilots – Bundled Payments

	Bundling

SEC. 1152. (pp. 470-482)
CBO Estimate: Between -$50 billion and $50 million
· Requires the Secretary to develop detailed plan to implement bundled payments for post-acute care services within 3 years of enactment.
· Directs Secretary to convert ongoing Acute Care Episode bundling demonstration into pilot program including PAC services with voluntary participation by 2011.

· Appropriates $15 million annually for FY 2010-2012

	Bundling

SEC. 3023. (pp. 751-764)
CBO Estimate: $0 
· Secretary to establish a Medicare pilot program by January 1, 2013 on bundling to provide incentives to providers to coordinate patient care and be jointly accountable for the entire episode of care.
· Needs to be for at least one of eight conditions chosen by Secretary.
· Secretary, with AHRQ and consensus-based organization, shall develop quality measures for episodes of care and post-acute care.
· Pilot shall be conducted for 5 years and Secretary may extend duration, IF quality improved or same and spending is reduced.
· Secretary will develop payment methods (note not rates).
· Bundled payment does not include cost for readmission.

Manager’s Amendments:

· Increases conditions from at least 8 to 10.
· Secretary can expand after January 1, 2016 if reduces spending without reducing quality.
· Speeds up implementation schedule.
Medicaid Bundling
SEC. 2704. (pp. 538-542)

 CBO Estimate: $0 
· Requires the Secretary to develop a demonstration project in up to 8 states for bundled payments for Medicaid for 1) an episode of care that includes a hospitalization and 2) physician services provided during a hospitalization.

· One or more episodes to be included
· Hospitals need to have/establish robust discharge planning programs

· Programs that reduce costs and improve quality of care will be considered.
· Duration is January 1, 2012 to December 31, 2016.


	Recommendations:
· Adopt Senate provisions as amended with the following clarifications: 
· Direct CMS to seek opportunities to conduct pilots with private sector;
· Ensure evaluation includes assessment of (1) reducing program costs while preserving or enhancing the quality of care and (2) improving the quality of patient care without increasing spending; and
· Ability to implement system-wide at Secretary’s discretion if OA finds (1) reducing program costs while preserving or enhancing the quality of care and (2) improving the quality of patient care without increasing spending.



	Payment Pilots – Gainsharing

	Extension of Gainsharing Demonstration

SEC. 1903. (pp. 1186-1187)
CBO Estimate: Between -$50 million and $50 million
· Extends current Gainsharing Demonstration until Sept. 30, 2011, with an additional $1.6 million for FY 2010.

· Extends the final report deadline by three years to March 31, 2013.

	Extension of Gainsharing Demonstration

SEC. 3027. (pp. 795-796)
CBO Estimate: Between -$50 million and $50 million 
· Extends current Gainsharing Demonstration until Sept. 30, 2011, with an additional $1.6 million for FY 2010.

· Extends the final report deadline by three years to March 31, 2013.

	Recommendation:
· Adopt House or Senate provisions (same language).


	Payment Pilots – Global Capitation

	Medicaid Global Capitation Demonstration

No comparable section
	Medicaid Global Capitation Demonstration

SEC. 2705. (pp. 542-544)
CBO Estimate: $0 

· Secretary, in coordination with Innovation Center, shall select no more than five states to adjust payment for safety-net hospital from FFS to global capitation for FY 2010-2012.
· Budget neutrality not required during testing period.

	Recommendation:
· Adopt Senate provisions.



	Payment Pilots - Shared Decision-Making (also in Senate, Center for Payment Innovation)  

	Demonstration Program

SEC. 1236. (pp. 656-661)
CBO Estimate: Between -$50 million and $50 million
· Secretary, acting through CMS Center shall establish a “patient decision aids” (i.e., shared decision-making) demonstration program in order to help Medicare beneficiaries better understand their treatment options.  

· Demo will include no more than 30 providers who have experience in implementing, and have invested in infrastructure to implement shared decision-making. 

· A provider must schedule a follow-up counseling visit with a beneficiary.  Secretary must establish procedures to develop code for reimbursement of counseling services. 

· 12 months after completion of demo, Secretary must submit a report to Congress together with recommendations for legislation and administration action. Report includes evaluation of impact of the demo on health quality, utilization of health care services, and improving quality of life.


	Potential Activity of Innovation Center

SEC. 3021. (p. 728) 
CBO Estimate: -$1.7 billion (Estimate is for entire Innovation Center)  
SEC. 3056 (pp.1105-1113)

CBO Estimate: N/A
· Secretary shall contract with NQF to 1) develop and identify standards for patient decision aids and 2) endorse patient decision aids and develop certification process.

· Director shall award grants to 1) develop, update, and produce patient decision aids for preference sensitive conditions; 2) test materials, and 3) educate providers on use.  These aids will be available to public.

· Secretary shall fund Shared Decision-making Resource Centers to provide technical assistance to providers

· Secretary shall provide grants to health care providers for development and implementation of shared decision-making techniques. 
· Funding through appropriations beginning in FY2010.
· Innovation Center has roster of potential programs to pilot which includes “shared-decision making” with broad direction but there is no requirement on CMS to test it. 

	Recommendation:
· Adopt all of BOTH House and Senate provisions:

· House: Pilot demonstration project (mandates pilot and creates reimbursement code)

· Senate: Shared Decision-Making in Innovation Center (allowing for expansion)

· Senate: Grant to set up standards for Shared Decision-Making
Additional Improvements Desirable:

· Revise Senate language to clarify intent to allow any appropriate entity to develop measures and accredit; and add clear conflict of interest provisions.



	Payment Pilots – Care Transitions & Independence at Home

	Care Transitions Demonstration

No Comparable Section

Independence at Home Pilot
SEC. 1312. (pp. 718-731)
CBO Estimate: between -$50 million and $50 million
· Beginning no later than January 1, 2012, Secretary shall conduct demonstration  to test payment incentives for home-based primary care teams 

· Cannot be more than 3-year period

· Report on quality measures, as specified by the Secretary

· Qualifies for incentive payments if spending targets are reached, subject to performance quality measures
· Secretary can determine apportionment of savings to providers
· Incentive payments can be no more than 5% less than spending target
· Funding is $5M for each fiscal year 2010 through 2015
	Care Transitions Demonstration

SEC. 3026. (pp.789-795)
CBO Estimate: $0.5 billion 
· Improved care transition services to high-risk Medicare beneficiaries.  

Independence at Home Pilot

SEC. 3024. (pp. 764-775)
CBO Estimate: between -$50 million and $50 million
· Beginning no later than January 1, 2012, Secretary shall conduct demonstration  to test payment incentives for home-based primary care teams 

· Cannot be more than 3-year period

· Report on quality measures, as specified by the Secretary

· Qualifies for incentive payments if spending targets are reached, subject to performance quality measures

· Incentive payments can be no more than 5% less than spending target
· Funding is $5M for each fiscal year 2010 through 2015


	Recommendation:
· Adopt Senate provisions.
Recommendation:
· Adopt either House or Senate provisions.



	Expanded Value Purchasing Pilots


	No Comparable Section
	Manager’s Amendments:

· Value-based purchasing pilots by 2016 for Long Term Care; rehabilitation facilities, PPS-exempt cancer hospitals, and hospice.
	Recommendation:

· Adopt Senate provisions. 


	 Pro-Competitive Policies


	No Relevant Sections
	No Relevant Sections 
	Recommendations/Additional Improvements Desirable:
· Add provision calling on HHS, DOJ, FTC and other relevant entities to study and make recommendations on policies that will assure/promote competition at all levels of the health care delivery system.


	Imaging


	Adjustment in Payment

SEC. 1146. (pp. 435-438)
CBO Estimate: -3.4 billion
· Authorizes CMS to increase the utilization rate assumptions for advanced diagnostic imaging services to 75% in 2011 from the current 50%.
· Reduces the technical component fees for multiple imaging services that are furnished sequentially on contiguous body parts during the same visit be by 50%, up from the current 25% reduction.
· Adds another adjustment to technical component discount on multiple imaging procedures from
· 25% to 50%, effective 2011.


	Adjustment in Payment

SEC. 3135. (pp. 852-857)
CBO Estimate -$3.0 billion
· Provides an increase in the utilization rate assumptions for advanced diagnostic imaging services in three phases:

· Up to 65% from 50% starting January 1, 2010 through December 31, 2012, 

· Up to 70% from 65% starting January 1, 2013 through December 31, 2013, and

· Up to 75% from 70% starting January 1, 2014.

· Reduces the technical component fees or single session imaging to contiguous body parts and for multiple imaging procedures by 50%, up from the current 25% reduction, effective July 1, 2010. Requires the Chief Actuary of

· CMS shall publish an analysis of whether the reduction in

· expenditures for the period of 2010 through 2019 will exceed $3 billion by January 1, 2013

	Recommendations:
· Reject BOTH House and Senate provisions.

Issues:
· Contradicts limits set by CMS through rule-making process; increases payments unnecessarily.
· In the CY 2010 MPFS final rule, CMS increased the imaging utilization rate for high cost devices (over $1 million) to 90 percent from 50 percent. CMS will phase this increase in over four years. This increase exempts expensive therapeutic equipment.




	Telehealth

	SEC. 1191 (pp. 597-603)

CBO Estimate: between -$50 million and $50 million
· Adds renal dialysis facilities as an originating site for telehealth services on or after January 1, 2011.
· Establishes a nine-member telehealth advisory committee (five practicing physicians, two practicing non-physician healthcare practitioners, and two administrators of telehealth services) to make recommendations to the Secretary for HCPCS coding and other telehealth services policy.

· Requires the Secretary to issue guidance to hospitals on credentialing requirements for practitioners delivering telehealth
	SEC. 3022 (p. 743)
· The ACO shall define processes to promote evidence-based medicine and patient engagement, report on quality and cost measures, and coordinate care, such as through the use of telehealth, remote patient monitoring, and other such enabling technologies.

SEC. 6407 (p. 1766)
· Face to face encounter with patients is required before physicians may certify eligibility for Home health services or durable equipment.  A face–to-face encounter may include telehealth.


	Recommendations:
· Approve BOTH House and Senate provisions.

Additional Improvements Desirable:

· CMS should be encouraged to use telehealth services in all settings in which cost and quality improvements are documented.



	Entity Created                                 

	Center for Comparative Effectiveness Research
SEC. 1401. (p. 742)
CBO Estimate: Effects on Medicare (-$0.1 billion); Effects on other programs ($1.2 billion)
· Housed within  AHRQ
	Patient-Centered Outcomes Research Institute
SEC. 6301. (p. 1651)
CBO Estimate: Effects on Medicare spending (-$0.3 billion); Effects on spending by other programs ($2.5 billion)
· This is an external entity – “neither an agency nor establishment of the U.S. government.”  
	Recommendation: 

· No recommendation regarding AHRQ versus Independent Structure.
Arguments in favor of AHRQ (House) structure: 
· AHRQ has existing program and has been doing this for years, most recently under ARRA, in collaboration with NIH and other HHS offices.  Fix AHRQ problems and let them do it.  The new entity would have to contract with AHRQ, NIH anyway.    

· Concern that conflicts of interest more likely/possible with non-governmental entity if dominated by “stakeholders.”  
Arguments in favor of Independent (Senate) structure:
· Potentially more politically insulated.
· Involves and may mollify stakeholders. 
· Addresses concerns that government run research program would be mostly driven by desire to cut costs in government programs.     


	Scope of CER and Research Priorities

	SEC. 1401. (pp. 746-747)
· Defines scope of potential CER to include broad scope of effectiveness and includes reference to “appropriateness” 
· Process for developing priorities is clear and transparent process.  Specifies that process
	SEC. 6301. (pp. 1652-1653)
· Scope of research potentially limited by framing of looking at “clinical effectiveness” without reference to appropriateness
· Provides for transparency of the process and specifies that process

	Recommendation: 

· Adopt House provisions and ensure the inclusion of language that permits research on delivery system and care organization design in addition to clinical interventions.  




	Governance and Oversight

	Governance

SEC. 1401. (pp.746-762)

· Establishes an independent “expert” public-private CER Commission to develop research priorities, oversee the Center “from the outside” and report to Congress and the President on Center’s activities. 

· Would be a FACA entity, with Comptroller General appointing:  AHRQ director; NIH director; Chief medical officer of CMS; 16 scientists and stakeholder reps with specification for one patient and one consumer (2 slots) (no more than 3 reps can be from PhRMA, device or other manufacturers and these reps must be “clinical researchers” ) 4 year terms

	Governance

SEC. 6301. (pp. 1670-1673)

· Establishes “Board of Governors” to include:  
· ARHQ director 
· NIH director  
· 17 members including 3 patients/consumers, 3 industry reps, and 3 private payer reps 

· 6 year terms  
· Comptroller General appoints  
	Recommendation: 

While the specific elements will depend on structure adopted, for ANY voting processes (Board, Advisory or Priority Setting) the following elements are needed:
· Member representation should be based on the Senate structure that assures a minimum of three patient/consumer representatives and three private payer representatives; and allows for three industry representatives.

· Clarify that voting processes are by majority vote (NOT “consensus”).
· Where self-interested stakeholders ARE on boards or committees, provisions must be in place that they are NON-voting with regard to any issue that relates to their area/interest.


	Advisory Panels

SEC. 1401. (p. 774)
· Mandates “clinical perspective advisory panels” for specific research priorities/areas and requires them to “consult with patients” on research questions, methods, and evidence gaps.  

SEC. 1401. (pp. 767-768)
· Requires “consultation….with “relevant expert organizations responsible for standards and protocols for clinical excellence.”  (Notably, this applies to dissemination activities as well.)  

SEC. 1401. (pp. 768-769)
· Additional language defines “relevant expert organizations” to include practice guideline developers.   

	Advisory Panels

SEC. 6301. (pp. 1660-1661)

· May appoint “permanent or ad hoc advisory panels”…to assist in identifying research priorities.  
· Shall appoint expert panels in carrying out clinical trials 
· Shall appoint panel for any research into “rare diseases.”  
· All panels made up of clinical and science experts but must also have patients 

SEC. 6301. (pp. 1662-1665)
· Establishes a separate “methodology committee.”   Not more than 15 members appointed by Comptroller.  Requires AHRQ and NIH directors (or their designees to be members of this committee) 
	Recommendation: 

· Final action depends on structure; both House and Senate provisions generally acceptable.
· Adopt Senate provisions for Methodology   Committee, but revise to:

(a) make clear it is a panel of experts and NOT stakeholders; it should bar stakeholders;  

(b) indicate that the Committee’s purview is to issue recommendations and guidelines and not to establish fixed government standards to which all CER research must adhere; and 

(c) compel coordination with IOM on appropriate methods and the process of updating them.   
· Adopt House provisions that “build bridge” between CER findings and practice guidelines.



	Consumer/Patient Participation 

SEC. 1401. (pp. 759-761)

· Mandates in Commission, advisory bodies, and review processes engage stakeholders

SEC. 1401. (761-762)

· Designates a “patient ombudsman” to be focal point for patient/consumer input.  Sec. HHS appoints.  

	Consumer/Patient Participation 

SEC. 6301. (p. 1661)

· Mandates in Commission, advisory bodies, and review. Provides financial supports to foster consumer participation   


	Recommendation: 

· Adopt House provisions for Patient Ombudsman.
· Adopt provisions for both House and Senate that assure consumer/patient participation.
  

	Transparency
SEC. 1401. (pp. 760-761)

· Statement of “insulation” from “inappropriate political or stakeholder influence.”  
· All documents public and open for public comment, posted on the internet.  
· Commission mandated to consult stakeholders, including patients and “health care consumer representatives.”  

SEC. 1401. (pp. 765-766)

· Various annual reports required - to Congress
SEC. 1401. (pp. 745-746)

· GAO oversight and reports 
· Protects privacy of peer reviewers 

	Transparency
SEC. 6301. (pp. 1668-1669, 1676)

· Various annual reports required of the Institute to Congress. 
SEC. 6301. (p. 1676)
· Annual report by the Comptroller General. 

SEC. 6301. (pp. 1676-1678)
· Public comment period of 45-60 days of research priorities list and all findings. 
· Forums to increase public awareness
· All things posted on Web.  


	Recommendation: 

· Adopt House provisions.



	Conflict of Interest

	SEC. 1401. (pp. 755-759)
· With Commission and all advisory panels, the CG must “take into consideration” COI w/re to financial and/or self-interest or job-based interest.  Grounds this in 1978 Ethics in Gov Act.   
· Requires full disclosure and exemption from voting on matters a member has COI on.   But waivers are allowed by CG or Sec HHS.  
· Puts a limit on the waivers – not more than half members.   No “voting waivers” are allowed on the clinical advisory panels.  
	SEC. 6301. (pp. 1649-1650)
· Defines two levels of COI for Board and panels – one with a “potential” to bias or appearance of bias.  And “real” COI where a direct financial interest is apparent.  Pegs $10,000 as cut off criteria.   

SEC. 6301. (pp. 1671-1672)
· CG must disclose in appointing Board and staff.   

SEC. 6301. (pp. 1677-1679)
· The Institute must disclose in appointing advisory panel members.  
· Full disclosure to public on internet 

SEC. 6301. (pp. 1679-1680)
· If a person recuses himself or herself from vote b/c of COI, the nature of that COI need not be disclosed.  

· Non-gift clause for Board and staff 

	Recommendation: 

· Adopt House provisions.
Notes/Additional Improvements Desirable:
· Need to assure strong conflict of interest provisions.  Provisions must be in place to: 
· Minimize people with past or present COI on governing body and all advisory panels and research teams; and
· Prohibit voting of those with COI on any matters related to their areas of interest


	Research Contracts

	SEC. 1401. (pp. 744-745) 

· Can contract with outside entities to do its work.  Research investigator awards seem to be assumed.  
· Allows shift of funds to other government entities, including NIH.   

SEC. 1401. (p. 755) 

· Mandates coordination with AHRQ’s National. Advisory Council and mandates that IOM develop “standards of evidence”    

	SEC. 6301. (pp. 1654-1656)

· Contracts research via existing government agencies and with private sector as appropriate. 

· Mandates preference to AHRQ and NIH if appropriate to those agencies charters.   

· Outside contract entities must consult with advisory panels and comply with entity’s methodological standards, etc.  


	Recommendation: 

· Adopt Senate provisions.  It is important to give strong preference to NIH and AHRQ to carry out the grant making enterprise of CER research, in accordance with long-established procedures at those agencies, but subject to the new CER entity’s direction and priority setting processes.

	Use of Research

	Release and Publication of Research Findings

SEC. 1401. (pp. 762-763)

· Requires all findings be made public and broadly available, including Web posting.  
· No specific language limiting research publication or content of papers.


	Release and Publication of Research Findings

SEC. 6301. (pp. 1667-1668)
· Requires all findings be made public and broadly available, including Web posting. 
· Requires release within 90 days of finalized research. 
SEC 6301 (pp. 1657-1658)

· Any research published…”shall be within the bounds of and entirely consistent with the evidence and findings produced under the contract with the Institute….”  

· Penalty for not adhering to that is: no more money from us


	Recommendation: 

· Adopt House provisions.
Additional Improvements Desirable:

· Critically important to remove the Senate language that would hamstring free and open publishing of the research, with scientists allowed to say what they want based on their findings.     



	Restrictions on Use of Findings

SEC. 1401. (pp. 766-767)

· “Nothing in this section…shall be construed…to permit the Center or Commission to mandate coverage, reimbursement or other policies for any public or private payer.”
· Also language on prohibition on “authorizing any federal officer or employee to exercise any supervision or control over the practice of medicine.”   
	Restrictions on Use of Findings

SEC. 6301. (pp. 1667-1668)

· No part of the CER program or Institute “shall be construed…to permit the Institute to mandate coverage, reimbursement or other policies for any public or private payer” or to “prevent the Secretary from covering the routine costs of clinical care…”  
SEC. 6301. (pp. 1684-87)
· Secretary  can’t use CER findings to make coverage decisions or create incentive programs based on comparisons of treatments…based on age, disability or terminal illness….or prevent or discourage individuals from making their own tradeoff clinical decisions based on their own values.    
· The Sec “may only use evidence and findings from [CER] research…to make a determination regarding coverage if such use is through an iterative and transparent process which includes public comments and considers effects on subpopulations
· Bars QALY evaluations

	Recommendation: 

· Adopt House provisions. 
· From a patient and purchaser perspective it is critical to have no limits on use of research results.  



	Dissemination of Research Findings

SEC. 1401. (pp. 763-765)

· Requires Center to convey findings so they are “comprehensible and useful to patients and providers in making health care decisions.”  
· Breakout info for sub-populations is also required as is making limitations of findings clear.  
· “Clinical decision support” is to be fostered with the findings.  
· Mandates multiple formats to reach different audiences including “individuals with limited English proficiency.”
· Requires Center to develop protocols and strategies for dissemination of research findings to ensure effective communication of findings and use and incorporation of findings.     

	Dissemination of Research Findings

SEC. 937. (pp. 1681- 1689)
· Requires the existing Office of Communication and Knowledge Transfer at AHRQ, in consultation with NIH, to broadly disseminate Institute’s research findings.  
· “Shall create informational tools that organize and disseminate…findings” for docs, patients, payers, and policy makers.   
· Mandates a “publicly available resource database.”   
· Shall “assist users of HIT focused on clinical decision support to promote the timely incorporation of research findings….”
	Recommendation: 

· Adopt either House or Senate provisions in general.
· Adopt House provisions requiring translation.


	Special Populations/Health Disparities 

	SEC. 1401. (pp. 762)
· Requires that “differences” be taken into account among diverse populations…and differential effect of treatments on people of different ethnic and racial heritage  
	SEC. 6301. (pp. 1658)
· Similar language  
	Recommendation: 

· Adopt either House or Senate provisions.


	Data Collection

	SEC. 1401. (pp. 743-744)

· Mandates that Center tap government data bases that may inform and support CER 
· Encourages disease registries, outcomes data network via EHRs, and post marketing drug surveillance.  


	SEC. 6301. (pp.1659)
· Gives Institute broad authority to tap existing gov't data bases that could inform and support CER
· Encourages disease registries and access to their data – which is positive (pp. 1684) 

SEC. 6301. (pp. 1684-1685)
· Secretary “shall provide for the coordination of relevant Federal health programs to build capacity for CER
	Recommendation: 

· Adopt either House or Senate – both provide for broad collection processes.
· Adopt Senate provisions regarding inclusion of use of registries.



	Funding 

	SEC. 1802. (pp. 1173-1174) 

· Sets up a trust fund, the language of which is elsewhere in the bill (not in CER section).  
· Similar to Senate in $$ amounts and general outline.     

SEC. 1401. (p. 765)

SEC. 1802. (pp. 1174-1180)

· But also: calls for Sec HHS to develop by end of 2011 a “fair share all payer” financing plan.  


	SEC. 9511. (pp. 1689-1699)
· Establishes Patient-Centered Outcomes Research Trust Fund in the Fed. Treasury 

· From Medicare Hospital Trust Fund…in 2013, $1 for every Medicare enrollee.  For 2014-2019, make that $2.  Plus an uptick pegged to rise in NHE.   So in 2013 that would be around $50 million.   Goes to $100 million, etc after that.  

· Plus, appropriates from general treasury $10M in 2010, $50M in 2011, $150M in 2012, and ongoing. 

· Plus, imposes fee on insurance companies and self-insured plans, beginning in 2012, of $2 per enrollee, or employee

	Recommendation: 

· Substantial ongoing funding is essential; there is no consensus on specific funding mechanisms.



	Priorities and Strategies for Quality Improvement

	Establishment of National Priorities for Quality Improvement
SEC. 1441. (pp. 883-885)
CBO Estimate: $0.3 billion (Estimate is for entire Subtitle C)
· Secretary shall establish and periodically update, not less frequently than triennially, national priorities for performance improvement.

· Secretary shall solicit and consider recommendations from multiple outside stakeholders.
· Secretary shall ensure that priority is given to areas that: contribute to large burden of disease; have greatest potential to decrease mortality and morbidity as well as improve performance, affordability, patient-centered; variations in care; address health disparities, rapid improvement potential
·  `Quality measure' means a national consensus standard for measuring the performance and improvement of population health, or of institutional providers of services, physicians, and other health care practitioners in the delivery of health care services.

· Funding: $2M for each of the fiscal years 2010 through 2014 from Trust Funds and $2M through appropriations for each of the fiscal years 2010 through 2014.

	National Strategy for Quality Improvement
SEC. 3011. (pp. 692-698)
CBO Estimate: $0
· The Secretary, through a transparent collaborative process, shall establish a national strategy to improve the delivery of health care services, patient health outcomes, and population health.

· In identifying priorities, the Secretary shall take into consideration the recommendations submitted by the entity with a contract under section 1890(a) of the Social Security Act (i.e. NQF) and other stakeholders.

· The Secretary shall collaborate, coordinate, and consult with State agencies administering Medicaid and CHIP with respect to developing and disseminating strategies, goals, models, and timetables that are consistent with the national priorities.

· The strategic plan shall include provisions for addressing, at a minimum, the

· Coordination among agencies within the Department. 

· Agency-specific strategic plans to achieve national priorities
· Establishment of annual benchmarks for each relevant agency to achieve national priorities
· A process for regular reporting by the agencies to the Secretary on the implementation of the strategic plan
· Strategies to align public and private payers with regard to quality and patient safety efforts.

· Incorporating quality improvement and measurement in the strategic plan for health information technology required by the ARRA of 2009.
· By January 1, 2011 the Secretary will submit to Congress the national strategy and thereafter updated annually

	Recommendation: 

· Adopt Senate provisions. 
Comments:

· Advantage to Senate language:
· Better description of what priorities should include
· Outcomes, quality, efficiency
· High cost chronic disease
· Safety/medical errors, hospitalizations, readmissions, HACs
· Vulnerable populations and disparities
· Requires coordination with state agencies, Medicaid, CHIP
· More comprehensive strategic plan
· Agency coordination
· Benchmarks and reporting
· Integration with ARRA/HIT provisions
· Annual reporting to Congress


	Measure Development

	Quality Measure Development

SEC. 1442. (pp. 885-889)

CBO Estimate: $0.3 billion (Estimate is for entire Subtitle C)
· The Secretary shall fund the development and improvement of the quality measures 

· The Secretary shall consider national priorities and consult with other federal agencies in determining areas

· The Secretary shall give priority to areas on health outcomes, functional status, coordination of care, IOM STEEEP, patient experience efficiency, and other areas.

· Funding is $25M for each FY 2010-2014 from the Trust Funds and $25M for each FY 2010-2014 through appropriations
· Criteria for measure development entities: technical expertise, publicly available, measures collectible through HIT

	Quality Measure Development

SEC. 3013. (pp. 702-708) 

CBO Estimate: $0
· Triennially the Secretary, in conjunction with AHRQ and CMS, shall identify gaps where no quality measures exist as well as improvement to current measures

· The Secretary shall consider gaps identified by NQF, quality measures in the pediatric program, and quality measures in the Medicaid Quality Measurement Program 

· The Secretary shall give priority to areas on health outcomes, functional status, coordination of care, shared decision-making, meaningful use of HIT, IOM STEEEP, patient experience, efficiency, and other areas.

· The Secretary shall fund the development and improvement of the quality measures identified

· Funding is $75M for each FY 2010-2014
· Criteria for measure development entities: same as House plus incorporation of multi-stakeholder input
Manager’s Amendments:

· Provides timetable and greater direction for the development and updating of provider-level outcome measures.
· Directs the Secretary to develop methodology to assess health plan value.

	Recommendation: 

· Adopt Senate provisions which have parallel content to House version and recognize need for greater funding. 



	Fostering Quality Improvement

	Quality Improvement
SEC. 2401.  (pp.1333-1341)
CBO Estimate: N/A
· Creates a Center for Quality Improvement in AHRQ
· Requires AHRQ to fund the identification, development, evaluation & implementation of best practices for quality improvement in the delivery of health care services, and provide for the public dissemination of such information.
· Requires AHRQ to prioritize HAIs, surgery, ER care, obstetrics and pediatrics.

	Quality Improvement
SEC. 3501. (pp. 1053-1067) 
CBO Estimate: N/A
· Requires the Center for Quality Improvement and Patient Safety at AHRQ to conduct or support research and development of best practices for quality improvement, and to find ways to translate those into practice.
· Encourages AHRQ to support a Quality Improvement Network Research Program for the purpose of testing, scaling, and disseminating interventions to improve quality and efficiency in health care.

· Requires prioritization based on national strategic plan under Sec. 3011, as well as ICU care, anti-biotic resistant infections, and preventable readmissions.

· Creates a grant program for technical assistance to health care providers with limited infrastructure and financial resources to support quality improvement activities.

SEC. 3508. (pp. 1115-1118)

· Establishes demonstration program for the development and implementation of academic curricula that integrates quality improvement and patient safety in education of health professionals.
	Recommendation: 

· Adopt Senate provisions which provide for more robust improvement infrastructure, but revise to specifically provide for needed funding.




	Multi-Stakeholder Input / Endorsement and Maintenance 

	Multi-Stakeholder Pre-Rulemaking Input into Selection of Measures

SEC. 1443. (pp. 891-895)
CBO Estimate: $0.3 billion (Estimate is for entire Subtitle C)

· NQF (the entity) shall convene multi-stakeholder groups to provide input to the Secretary on the selection of individual or composite quality measures for use in public reporting or public health care programs

· Process must be open and transparent 
· Beginning in 2011, by December 1 the Secretary shall make the list of quality measures available

· Beginning in 2012, by February 1 NQF shall provide feedback to the Secretary
· The Secretary shall take into consideration the input from multi-stakeholder groups and other comments and summarize in the proposed rule these recommendation, and the extent to which the Secretary followed them, and rationale for not following
· Funding is $1M for each FY 2010-2014 from the Trust Funds and $1M for each FY 2010-2014 through appropriations
Use of non-Endorsed Measures

SEC. 1444. (pp. 895-897)
CBO Estimate: $0.3 billion (Estimate is for entire Subtitle C)
· Secretary shall use NQF-endorsed measures.  May use non-endorsed measures but submit to NQF for endorsement.  If NQF rejects, Secretary must explain continued use.


	Multi-Stakeholder Group Input

SEC. 3014. (pp. 709-15)
CBO Estimate: $0.1 billion (Estimate is for entire section)
· NQF (the entity) shall convene multi-stakeholder groups to provide input to the Secretary on the selection of quality measures and national priorities for quality improvement for use in public reporting and public health care programs

· Process must be open and transparent 
· Data sets (e.g., MDS for SNF) used for classification systems in establishing payment rates shall not be considered quality measures

· Beginning in 2011, by December 1 the Secretary shall make the list of quality measures available

· Beginning in 2012, by February 1 NQF shall provide feedback to the Secretary
· The Secretary shall take into consideration the input from multi-stakeholder groups described and measures that have not been endorsed by such entity. 
· The Secretary shall publish in the Federal Register the rationale for the use of any quality measure that has not been endorsed by NQF
· By March 1, 2012 and at least every three years thereafter, the Secretary shall make public an assessment of the impact of the use of the endorsed measures
· Not less than every three years, the Secretary shall review measures to determine which ones to continue and phase out
· Funding is $20M for each FY 2010-2014, of which the Secretary will determine amount appropriate for CMS
Manager’s Amendment 

· Clarifies generally that quality and efficiency be considered in tandem.  

	Recommendation:
· Adopt Senate provisions.




	Data Collection and Aggregation

	Data Collection

SEC. 1442. (pp. 885-889)

CBO Estimate: $0.3 billion (Estimate is for entire Subtitle C)

· Requires GAO to evaluate data collection process for quality measures used by Secretary


	Data Collection, Analysis and Public Reporting

SEC. 3015. (pp. 718-722)

CBO Estimate: -$50 million to $50 million
· Secretary shall collect and aggregate data on quality and resource use measures for public reporting
· The Secretary shall award grants/contracts to eligible entities for data-collection. Entities must meet criteria: multi-stakeholder, experience, providers can correct inaccuracies, and public report.
Manager’s Amendments:

· Strategic framework for public reporting of performance information.
· Secretary shall collect/ aggregate data from IT systems supporting health care delivery; align efforts with expansion of HIT.
· Critical recognition of the need to support modernization of CMS capacity to collect data.
	Recommendation: 

· Adopt BOTH Senate and House provisions.
Additional Improvements Desirable:

· The provisions for data collection and for modernizing CMS’s capacity to collect and analyze data need sufficient dedicated resources.



	Medicaid Quality Measurement

	Adult and Maternity Quality Measurement for Medicaid and CHIP
SEC. 1730. (pp. 1078-1082)
CBO Estimate: Between -$50 million and $50 million
· By January 1, 2011 Secretary shall develop and get comment on proposed maternity care quality measures 

· By January 1, 2012 Secretary publish standardized reporting format for States to collect and report maternity care performance 

· Secretary may enter into contracts to develop the quality measures; shall obtain pre-rulemaking multi-stakeholder input; and shall coordinate development with development of child health quality measures under CHIPRA 

· By January 1, 2013 and annually thereafter Secretary shall report to Congress on availability of maternity care and other adult health care quality data and shall make recommendations for improving the quality of such care provided under such State plans

· Appropriates $40 million for 5 years starting 2010
	Adult Quality Measurement for Medicaid

SEC. 2701. (pp. 522-526)

CBO Estimate: $0.3 billion
· By January 1, 2011 Secretary has to publish recommended core set of adult quality measures for Medicaid
· January 1, 2012 Secretary has to publish initial core set of adult quality measures for Medicaid

· January 1, 2013 Secretary, in consultation with States, develop standardized reporting format 
· Secretary establish a Medicaid Quality Measurement Program
· Includes development and testing of measures
· States must report annually to the Secretary 

· By September 30, 2014 Secretary has to publicly report information annually
	Recommendation: 

· Adopt best of combined House and Senate provisions, including assurance that:

· Measures developed include measures for newborns and development is coordinated with CHIPRA;

· Measure development and public reporting processes are aligned with other elements of the bill relating to use of endorsed measures and getting multi-stakeholder input;
· Processes assure States are consulted with on reporting formats; and

· Dedicated funds be appropriated.

Additional Improvements Desired:

· Providers should receive performance  reporting confidentially for improvement purposes prior to public release (with risk-adjustment as available).
· Providers should have opportunity to confirm data accuracy prior to public reporting.


	General Reporting 

	No Comparable Section
	Broad Public Reporting Strategy for Quality and Resource Use Measures

SEC. 3015. (pp. 717-722)

CBO Estimate: $0 billion 
· Secretary to collect quality/resource use data to implement public reporting of performance info (p. 718)

· Secretary to make quality measure data publicly available in websites.  Info to meet needs of providers, patients, consumers, researchers, policymakers, States, others (p. 721).  

· Where appropriate, quality info on websites to be “provider-specific and sufficiently disaggregated” (p. 721).
· Authorizations of appropriations allowed to occur for FYs 2010-2014 (p. 722).
· Stakeholder involvement: Where appropriate, Secretary will consult with multi-stakeholder groups for website design/format (p. 721).


	Recommendation: 

· Adopt Senate provisions. 


	No Comparable Section
	Independent Medicare Advisory Board (Independent Payment Advisory Board)
SEC. 3403. (pp. 1000-1053)

Manager’s  Amendments: 
· Provide for periodic reports on costs and quality that discretely report on public and private sector trends by sources of costs and regions.

	Recommendation:

· Adopt Senate provisions. 


	Data Collection and Analysis

SEC. 1442. (pp. 889-890)

CBO Estimate: N/A
· GAO is to periodically evaluate the implementation of data collection processes for quality measures used by the Secretary.  Study will include whether data collection provides for validation of data as relevant and credible, uses efficient and cost-effective means, etc.
	Data Collection and Analysis

SEC. 3015. (pp. 718-722)

CBO Estimate: $0
· Secretary required to collect and aggregate data on quality and resource use measures to support public reporting of performance

· Secretary may award grants/contracts to eligible entities for data aggregation.  Eligible entities must be multi-stakeholder.

	Recommendations:

· Adopt Senate provisions.



	Health Plans 

	Health Plans in the Exchange - Quality and Price 

SEC. 305. (pp. 193-194) 

CBO Estimate: N/A
· Exchange outreach activities to include broad dissemination of comparative information on participating health benefits plans.  The information “shall include information on benefits, premiums, cost-sharing, quality, provider networks, and consumer satisfaction”. The activities will be overseen by the Commissioner. 
	Health Plans in the Exchange – Quality and Price Rating System 

SEC. 1311. (p. 134)

CBO Estimate: N/A
· Exchange participating health plans will be rated “on the basis of relative quality and price.” Of plans in the same benefit level”.  Quality ratings information to be available to consumers through the internet.
	Recommendation: 

· Adopt House provisions.
Additional Improvements Desirable:

· Revise to require plans in Exchange to give consumers provider-level quality and estimated out-of-pocket costs.

· Add provision to prohibit providers from restricting health plans use of data to produce performance reports (e.g., “Notwithstanding any other provision of law, any provider of services under Section 1866 of the Social Security Act shall be prohibited from including in any contract, a provision that in any way prohibits or restricts the disclosure of quality, efficiency or cost data.”).

	No Comparable Section
	Develop Methodology for Cost to Consumers through the W-2 Form 

SEC. 9002. (p. 1996)

CBO Estimate: N/A
· The cost of employer-sponsored health coverage will be entered on the W-2 form. 
	Recommendations:

· Adopt Senate provisions.

	No Comparable Section
	Health Plans in the Exchange - Accreditation

SEC. 1311. (pp. 131-133)

CBO Estimate: N/A
· Secretary to establish criteria for certification of qualified health plans.  Minimum certification requirements include being accredited on local performance on clinical quality measures (e.g., HEDIS), patient experience (e.g., CAHPS), consumer access, utilization management quality assurance, etc.
	Recommendations:

· Adopt Senate provisions. 
Additional Improvements Desirable:

· Require Exchanges to provide health plan accreditation information to consumers.

	No Comparable Section
	Health Plan Reports on Quality

SEC. 1001. (“SEC 2717”) (pp. 26-30)

CBO Estimate: N/A
· Health plans will report to Secretary/enrollees on how health plan benefits and provider reimbursement structure improve outcomes/patient safety/readmissions etc. 
	Recommendation:

· Adopt Senate provisions. 


	Hospitals and Ambulatory Surgical Centers

	Health Care Acquired Infections

SEC. 1416. (pp. 923-928) 

CBO Estimate: N/A
· As a condition of participation, hospitals and ASCs must publicly report all infections (as defined by the Secretary); with two year deadline for reporting (and Secretary to “promptly” report to public).

See Health Care Acquired Conditions under Hospital Payment for complete description of program.

	Health Care Acquired Conditions 

SEC. 3001. (pp. 625-640)

CBO Estimate: $0 billion (estimate based on entire Hospital VBP program)

· HAC information will be publicly reported.
See Health Care Acquired Conditions under Hospital Payment for complete description of program.

	Recommendation: 

· Adopt House provisions for HAI.
· Adopt Senate provisions for HAC public reporting.

· Adopt Senate provisions for HAC payment (see Payment Recommendations). 


	Hospital Readmissions 

SEC. 1151. (pp. 449-470)

CBO Estimate:  -$9.3 billion (Estimate for entire Reducing Hospital Readmission program)

· While there is no explicit requirements for publicly reporting of hospital readmissions data, the Secretary still maintains the ability to publicly report the data

See Hospital Readmissions under Hospital Payment for complete description of program.

	Hospital Readmission Data

SEC. 3025. (pp. 784-786) 

CBO Estimate: -$7.1 billion (Estimate for entire Hospital Readmission Reduction Program)

· As part of the Hospital Readmission Reduction Program, Secretary will publicly post readmission rates on the Hospital Compare website.  

See Hospital Readmissions under Hospital Payment for complete description of program.

	Recommendation: 

· Adopt House provisions generally (with larger savings).
· Adopt Senate provisions on public reporting.



	No Comparable Section
	Value-Based Purchasing Data

SEC. 3001. (pp. 637-654)

CBO Estimate: $0 (For all VBP Program)

· Secretary to make public hospital performance data from Hospital Value-Based Purchasing (VBP) program on Hospital Compare.  Includes reporting of individual hospital performance by individual measures, by condition or procedure, & total performance. (p. 637) 
· Secretary will periodically post on Hospital Compare aggregate info of how many hospitals got VB payments, range and total amount of VB payments, and # of hospitals receiving less than the maximum VB payment available (p. 638)
· Stakeholder Involvement: Secretary will develop website reports to meet needs of different stakeholders (e.g., hospitals, patients, researchers, policy makers).  Secretary will seek input from stakeholders on format & info to include (p. 643).

	Recommendation: 
· Adopt Senate provisions. 


	Hospital Charge and Quality Data

SEC. 1783. (pp. 1151-1154)

CBO Estimate: $0
· States must establish and maintain laws to make hospital charges/quality data publicly available.  
· Deadline: Within two years of enactment of the Act, states must come into compliance with the requirements.
	Hospital Charge Data

SEC. 1001. (p. 32)

CBO Estimate: N/A
· Hospitals will annually make public a list of hospital standard charges for items/service provided by the hospital.
	Recommendation: 

· Adopt House provisions.



	Physicians 

	PQRI Data  

SEC. 1124 .(pp. 414-416)

CBO Estimate: N/A

· There is no reference to public reporting physician performance data from PQRI.
	PQRI Data

SEC. 3002. (pp. 652-658)

CBO Estimate: N/A
· There is no reference to public reporting physician performance data from PQRI.
	Recommendation:

· Public reporting remains within discretion of Secretary (still has ability to do it even if not called for in bills).  

Additional Improvements Desirable:

· Affirm importance of pushing Secretary to report and protect the Secretary’s discretion.  

	No Comparable Section
	Physician Resource Use Feedback Program

SEC. 3003. (pp. 658-663)

CBO Estimate: N/A
· There is no reference to making physician resource use data publicly available from this program.
	Recommendation:

· Adopt Senate provisions.
Additional Improvements Desirable:

· Include public reporting of individual provider performance data for this program.  


	Referrals
SEC. 1156. (pp. 491-493)
CBO Estimate: N/A

· Secretary to publish and periodically update on CMS website information on physician ownership and investment.

· Hospitals to disclose fact hospital is partially or wholly owned by physicians or has physician investors on any public website for the hospital and in any public advertising for the hospital.


	Referrals

SEC. 6001. (pp. 1532-1536) 

CBO Estimate: -$0.7 (Estimate for whole section)
· Secretary to annually publish on CMS website information on physician ownership of or investment in hospitals (p. 1536).  Hospitals would submit this information to the Secretary as a precondition of being exempt from the prohibition on self-referral.  
· Hospitals would also disclose this information on any public website for the hospital and in any public advertising for the hospital (p. 1532).

	Recommendation:

· Adopt Senate proposal and make additions that follow.

Additional Improvements Desirable:

· No deadline set for public reporting.  The Secretary will promulgate regulations for information regarding referrals by July 2011 (p.1567).  Therefore, an acceptable deadline for public reporting of information would be 2012.

	Physician Ownership and Relationships 

SEC. 1451. (pp. 906-909)

CBO Estimate: $0 
· Requires Secretary to publicly report the relationship (i.e., ownership shares, payment, value transfers) between physicians and manufacturers and distributors of medical goods and hospitals.  
· Deadline: The Secretary will establish procedures to ensure that not later than September 2011, and on June 30 of each year thereafter, this information will be made available through the internet (p. 906).
	Physician Ownership and Relationships

SEC. 6002. (pp. 1549-1552)

CBO Estimate: $0 (Estimate for entire section)
· Secretary will make publicly available information about payments or other transfers of value by manufacturers, and physician ownership or investment interest in a manufacturer.  

· Deadline: Secretary will make the information publicly available no later than September 2013 and on June 30th of each calendar year beginning thereafter.  The information will be presented by manufacturer to applicable group purchasing organization, etc. (p. 1550).  It will not include the NPI (p. 1552).
	Recommendation:
· Adopt House version with additions.  Senate and House proposals are comparable, but House version preferable because of earlier deadline of 2011.  

Additional Improvements Desirable:

· Make information available at the individual physician level.



	
	Physician Compare

Manager’s  Amendment (SEC. 10331):
· Provide for implementing “Physician Compare” website.
· Details elements of reporting on physician performance, which over time shall include outcomes, patient experience and other important indicators.

	Recommendation:

· Adopt Senate provisions. 


	Medicare Data Release

	No Comparable Section
	Manager’s  Amendment (SEC. 10332):

· Provide for release of Medicare data by the Secretary for performance measurement.


	Recommendation:

· Adopt Senate provisions.




	Nursing Home, Skilled Nursing, LTC Facilities

	Nursing Home Quality

SEC. 1413. (pp. 797-813)

CBO Estimate: $0.1 Billion (Estimate for Nursing Home Transparency section, this section is only a part of it)
· Secretary will add 8 types of info to Nursing Home Compare website (i.e. facility ownership; which facilities are in the Special Focus Facility program; staffing data, etc.) (pp. 797-801)

· Deadline: Info just must be on website no later than 1 yr after enactment of subsection (p. 802).  

· Stakeholder involvement: In revamping website, Secretary will consult w/State LTC ombudsman programs, cons advocacy groups, providers, and others (p. 803).
	Nursing Home Quality

SEC. 6103. (pp. 1585-1599)

CBO Estimate: $0 (Estimate is for Nursing Home Transparency section of bill)

· Secretary will add 5 types of info to Nursing Home Compare website (i.e. staffing data, complaints, criminal violations, etc.) (pp. 1593-1595)

· Deadline: Info is to be on website within 1 yr after enactment (p. 1595).  

· Stakeholder involvement: In revamping the website, Secretary will consult w/State LTC ombudsman programs, cons advocacy groups, providers, and others (pp. 1596-1597).
	Recommendation:

· House and Senate are similar, but House has a longer list of the types of quality data that will be reported on the Nursing Home Compare website.
Other information:

· House list of required information appears extensive and deadline appears acceptable.  
· There are strong requirements around patient and patient advocate involvement.


	SNFs survey, certification, and complaint investigation reports

SEC. 1413. (pp. 813-814)
CBO Estimate: $0.1 Billion (Estimate for Nursing Home Transparency section, this section is only a part of it)
· SNFs must have survey, certification, and complaint investigation reports from the 3 preceding years available upon request.  Reports must be posted prominently and accessible to the public (pp. 813-814).

· Deadline: 1 yr of enactment (p. 814).
	SNFs survey, certification, and complaint investigation reports 

SEC. 6103. (p. 1599)
CBO Estimate: $0 (Estimate is for Nursing Home Transparency section of bill)

· SNFs survey, certification, and complaint investigation reports from the 3 preceding yrs available upon request.  Reports to be posted prominently/ accessible to the public (pp. 1599). 
· Deadline: 1 year of enactment (p. 1599).
	Recommendation:

· Adopt either Senate or House (same language). 


	Facility Ownership and Relationships

SEC. 1411. (pp. 770-778)

CBO Estimate: $0.1 billion (Estimate is for Nursing Home Transparency section of bill, for which this section is only a part)
· SNFs, nursing facilities, and other LTC facilities required to disclose ownership/additional disclosable parties’ info.  Made public on request/ posted in lobby of the facility.
· Deadline: Info to be publicly available 1 yr after date final regulations are promulgated for this section.  Secretary must have these regulations in place w/in 2 yrs of enactment (p.778).
	Nursing Home Ownership and Relationships

SEC. 6101. (pp. 1574-1578)

CBO Estimate: $0 (Estimate is for Nursing Home Transparency section of bill)

· Nursing homes required to disclose ownership/additional disclosable parties’ info.  Secretary to make info publicly available. (p. 1578)

· Deadline: The information is to be publicly available one year after date on which the final regulations are promulgated for this section (p. 1578).  Secretary required to have these regulations in place within 2 yrs of enactment of subsection (p. 1574).
	Recommendation:

· Adopt either Senate or House generally (as sections are nearly identical).
· Adopt Senate version with regard to how the information will be disseminated (absent from House version).


	Expenditures

SEC. 1414. (pp. 818-819)

CBO Estimate: $0.1 billion (Estimate is for all Nursing Home Transparency section, for which this is only a part)
· The Secretary will establish procedures to make SNF expenditures info available to interested parties if certain preconditions are met.
	Expenditures

SEC. 6104. (p. 1605)

CBO Estimate: $0 (Estimate is for Nursing Home Transparency section of bill
· Makes SNF expenditures in this section accessible to interested parties with preconditions to be determined by the Secretary.

	Recommendation:

· Adopt either Senate or House as sections are nearly identical and make additions that follow.
Additional Improvements Desirable:

· No deadline is provided.  Add a deadline.

	No Comparable Section
	Five-Star Quality Rating System

SEC. 6107. (p. 1609)

CBO Estimate: $0 (Estimate is for Nursing Home Transparency section of bill)

· GAO to study the Five-Star Quality Rating System for CMS nursing homes.
· Deadline:  Report is due within 2 years of enactment of the Act.

	Recommendation:

· Adopt Senate proposal and make additions that follow.

Additional Improvements Desirable:

· Require comparisons to other methods of conveying information to consumers.

	Prescription Drug Risk and Benefit Information

	No Comparable Section
	Drug efficacy information to be included in labeling and print advertising of drugs 

SEC. 3507. (pp. 1113-1115)

CBO Estimate: N/A
· The Secretary will submit a report to Congress on whether adding “quantitative summaries of the of the benefits and risks of prescription drugs in a standardized format (such as a table or drug facts box) to the promotional labeling or print advertising of such drugs would improve health care decision-making  by clinicians and patients and consumers.”  If the Secretary decides that this information would be beneficial, the Secretary will promulgate regulations to implement such a format. 
· Deadline: Within a year of the enactment of this ACT, Secretary will submit the report to Congress.  Within 3 years after submission of the report, the Secretary is to promulgate the regulations if the Secretary determines that the information is beneficial. 

	Recommendation: 

· Adopt Senate provisions and make additions that follow.

Additional Improvements Desirable:

· Move up deadlines for requiring Secretary to promulgate the regulations to one year after the report.

· Include a deadline for inclusion of the drug information if the Secretary proceeds with making regulations, preferably within two years of enactment of the Act.

· Add requirement for consultation of consumers and purchasers in the decision-making process.

	Medical Device Registry

	Medical Device Data

SEC. 2571. (pp. 1520-1526) 

CBO Estimate: N/A
· Secretary will establish a National Medical Device Registry to facilitate analysis of post-market safety and outcomes data on each covered device.  The Secretary will make the information publicly accessible (pp. 1520, 1523).
· Deadline: The Secretary will promulgate final regulations within 36 months after the enactment of this subsection (p. 1523).  The final regulations will address permitting public access (pp. 1522-1523).

	No Comparable Section
	Recommendation:

· Adopt House provisions.



	Pharmacy Benefit Manager Transparency

	Reporting of Pharmacy Benefit Manager Data

SEC. 233. (pp. 125-132)

CBO Estimate: N/A
· PMBs with contracts with qualified health benefit plans in the Exchange to annually disclose to the Commissioner info on cost of prescriptions, overall % of generic drugs dispensed, aggregate average payment per prescription, etc.)

· Info is not made publicly available.
	Reporting of Pharmacy Benefit Manager Data

SEC. 6005. (pp. 1567-1570)

CBO Estimate: N/A
· Requires PBMS to submit to the Secretary data on prescription drugs (distribution numbers, price, discounts, fees, difference between what health benefit plans pays the PBM and the mount that the PBMS pays retail pharmacies, etc.)
· Info is not made publicly available.

	Recommendation
· Adopt Senate proposal.  (Senate requirements more detailed.)

Additional Improvements Desirable:

· Should include public disclosure of information useful to consumers.  
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