America‘s Healthy Future Act of 2009

Senate Finance Committee Health Reform Bill, as Amended

List of Key Sections Relevant for AAHSA Members

(excluding requirements for members as employers)
Deletes Inclusion of Private LTC Insurance in Cafeteria Plans

Secretary to Conduct Study on EHR Use by Health Plans and Providers
Proposed  State Plan Amendments for Medicaid to be published
                        in Federal Register& CMS website
Long Term Services and Supports Special Provisions 
· $10M/year for Aging Resource Centers (ADRCs)

· Community First Choice Option (state plan option for community based
                attendant supports and services to individuals with disabilities) 

·  Spousal Impoverishment (in all Medicaid home and community based services  programs by requiring states to apply the same spousal impoverishment rules currently provided to the spouses of nursing home residents in Medicaid)  

· Home and Community Based Services ( provides states that undertake structural reforms proven to increase nursing home diversions and access to home and community based services in their Medicaid programs a targeted increase in the federal medical assistance percentage (FMAP). 

· Sense of the Senate. (An expression that this Congress should address long-term services and supports in a comprehensive way that guarantees elderly and disabled individuals the care they need.)
Money Follows the Person Rebalancing Demonstration (extended through 9/30/2016)
Removes smoking cessation drugs, barbiturates, and benzodiazepines from 
               Medicaid‘s excluded drug list, effective January 1, 2014
Clarifies that Medicaid demonstration authority for coordinating care

               for dual eligibles is as long as five years
New federal entity’s goals include “eliminating cost shifting between 
               Medicare and Medicaid”
Grants to States to develop Quality measures for Medicaid

Potential expansion to other health care providers and Medicaid of reimbursement
penalties previously applied just to Medicare & hospitals for health care acquired conditions-HACs

Medicaid Bundled Payments Demonstration Project in 8 states, hospitals & post acute
Indian Tribes are Payer of Last Resort, after Medicaid & other insurance 
Secretary to establish Quality reporting for Hospice by FY 2013

Medicare Home Health Agency and Skilled Nursing Facility Value-based Purchasing
                     Implementation Plans to Congress by 2011 & 2012
HHS to contract for Quality Measure Development: filling gaps & making

                     improvements; must have process for input from stakeholders, ensure

                     open/transparent process
Accountable Care Organizations, which might include post acute care providers,
                     to share in Medicare savings 
New Federal Center for Innovation: fast turn-around pilots to test new models, 

                    specially those duals eligibles and for those with chronic conditions

                    and disabilities
National Pilot Program on Medicare Payment Bundling for hospitals and post acute care

Medicare hospital payments reduced for high rates of avoidable hospital readmissions,

                    Starting in 2013 
3-Year Transitional Care pilot for hospitals & community-based organizations to reduce
                    preventable readmissions, targets  Medicare beneficiaries at highest risk for 
                    readmission or for a poor transition from a hospital to a post-hospital site of 
                    care. 
“Independence at Home” Chronic Care Management Program Pilot funded
National Advisory Committee to Develop a National Workforce Strategy
Demonstration Projects to Address Health Professions Workforce Needs includes
a demonstration program to competitively award grants to up to six states
for three years to develop core training competencies and certification
programs for personal and home care aides. 

Advance Practice Nurse Training: grants for hospitals who partner with non-hospital 
             community-based care settings where at least half of all clinical training occurs.
Physician Fee Schedule altered and rates temporarily improved 
Two-year  extension of  the exceptions process for therapy caps, through December 31, 2011. 
Physician Assistants without a direct or indirect employment relationship 
with a SNF, but who are working in collaboration with a physician, 
allowed to certify the need for post-hospital extended care services for Medicare
 payment purposes. 
Physician Assistants recognized as “Attending Physicians” to Serve Hospice Patients 
MedPAC Study on Adequacy of Medicare Payments for Health Care Providers
     
Serving Rural Areas 
Coverage improved in the Part D Coverage Gap [“doughnut hole”]
Medicare Part D Copays for full-benefit, dual eligible beneficiaries receiving care
 under a home and community based services under sections 1915, 1932 or 
1115 waivers would be equal to the cost sharing for those who otherwise receive institutional care. 

Long-Term Care Pharmacies to reduce waste associated with 30-day fills. 
Medicare Advantage Payment reduced; PACE plans exempt 
Extension of Specialized MA Plans for Special Need Individuals; new “fraility”

payment adjustment for selected fully-integrated dual-eligible SNPs; SNPS 
to be certified by the National Committee for Quality Assurance (NCQA) in order 
to serve targeted populations. 
Erickson Demonstrations allowed to be a type of MA SNP
Home Health Payment Changes 
Updating Home Health Payments through Rebasing: starting in CY2013, 
Secretary directed to rebase payments , take into account –among other things- differences between hospital-based and freestanding HH providers;  differences in for-profit and non-profit providers 

Provider-Specific Cap on Home Health Outlier Payments: Starting in CY2011, the 
Secretary would be directed to establish a provider-specific annual cap of ten percent of
revenues that a HH agency may be reimbursed in a given year from outlier payments. Provider-specific outlier payments would be calculated using provider cost reports. 

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

Study Regarding the Development of Home Health Payment Reforms to 
Ensure Access to Care and Quality Services, including necessary changes to 
reflect the resource use relative to providing home health care to low-income 
beneficiaries or beneficiaries living in medically underserved areas
Hospice Payment System Changes: Secretary required to collect 
additional data and information by 2011 in order to revise payments; to implement changes in FY 2013 
Medicare Hospice Concurrent Care (HCC) Demonstration.  Secretary to conduct
a three-year demonstration program that would allow patients who are eligible 
for hospice care to also receive all other Medicare covered services during the same period of time. 

MedPAC to Report on Plan to Reform Medicare Hospital Wage Index by 12/31/2011

 [Same index is used for SNFs & HHAs]
Durable Medical Equipment:  
Elimination of “Add-on” Payment in 2014 for DME 
Power Wheelchairs. Starting in 2011, limits the option to purchase a power-driven
wheelchair with a lump-sum payment only to complex, rehabilitative power
wheelchairs. 
Market Basket Cuts:

HHAs: reduces the market basket updates for home health providers by 
one percent in 2011 and 2012. 

Hospice providers: reduces market basket by 0.5 percent in 2013-2019
 in addition to the productivity adjustments referenced in the next section.

Productivity Adjustments to reduce future market basket updates for all 
Parts A and B providers who are subject to a MB or CPI update, including

HHAs and SNFs, beginning in 2012
Establishment of new Medicare Commission [“MedPAC on Steroids”] with substantial 

Authority over future rates, except that prior to December 31, 2019 may not
 impact providers scheduled to receive a reduction to their inflationary payment
updates in excess of a reduction due to productivity in a year in which the Commission‘s proposals would take effect.
MedPAC would continue to exist in its current form as an advisory body to Congress. 

MedPAC to Review and Report to Congress on Medicaid and Commercial Payments.
 In 2012 and thereafter, MedPAC shall report aggregate Medicaid
 and commercial trends in spending, utilization and financial performance for providers. 
Nursing Home Transparency 
Required Disclosure of Ownership
Accountability Requirements. Require SNFs and nursing homes to develop
 and implement compliance and ethics programs
The Secretary would create regulations on quality assurance and performance
 improvement (QAPI) plans.. 

Changes to Nursing Home Compare Website includes standardized staffing
 data on nursing staff and other staff that is submitted by facilities in a uniform way 

The Secretary would be required to establish a process to review the accuracy, clarity of the presentation, timeliness, and comprehensiveness of information currently reported on Nursing Home Compare; and a process to modify or revamp the site in accordance with comments received after review.. 

Required Reporting of Direct Care Expenditures on Cost Report, 

by type of staff 
Standardized Complaint Form to be developed 
Ensuring Staffing Accountability. Secretary to establish a process to 
require SNF and nursing facilities to regularly report staffing data, including
 agency and contract staff, by staff position categories (based on payroll and other verifiable 
and auditable data). 

Civil Monetary Penalties.  Secretary to promulgate regulations providing facilities
with the opportunity for participation in an independent informal dispute 
resolution process that would produce a written record and occur within 30 days of 
imposition of the penalty. In instances where deficiencies are cited at the level of actual harm
and immediate jeopardy, the Secretary would have the authority to place civil monetary
penalties (CMPs) in an escrow account following completion of the informal dispute
resolution process, or the date that is 90 days after the date of the imposition of the CMP,
whichever is earlier. Monetary amounts collected and placed in escrow would
be kept in an interest bearing escrow account pending the resolution of any appeals. 

The Secretary and states would have the authority to reduce CMPs if the 
deficiency was self-reported and promptly corrected within ten calendar days after 
imposition. 

National Independent Monitor Pilot Program.  Secretary to develop, test, 
and implement a two-year pilot for an independent monitor program to oversee large
 interstate and intrastate SNF and nursing home chains. 

Notification of Facility Closure. SNFs and nursing homes to notify in a 
timely fashion state, Federal, and stakeholder officials, as well as residents of impending
 nursing facility closure. 
Demonstration Projects on (1) Culture Change and (2) use of Information
Technology in Nursing Homes. 
Dementia and Abuse Prevention Training. Adds staff training requirements
for SNF and nursing homes. The Secretary would revise initial nurse aide training 

Nursing Home Background Checks. Secretary required to establish a 
nationwide program for national and State background checks
Federal Data Bases related to controlling fraud and abuse to include

 a national patient abuse/neglect registry
Recovery Audit Contractors program to extend to Medicare Parts C
 and D and Medicaid. 

Adjustments to the Medicare Durable Medical Equipment, Prosthetics, 
Orthotics, and Supplies Competitive Acquisition Program:

number of areas expanded
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