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(2) CONSIDERATIONS.—In making a deter-

mination under paragraph (1), the appro-
priate Federal official shall consider the tox-
icity of the harmful algal bloom, the sever-
ity of the hypoxia, its potential to spread, 
the economic impact, the relative size in re-
lation to the past 5 occurrences of harmful 
algal blooms or hypoxia events that occur on 
a recurrent or annual basis, and the geo-
graphic scope, including the potential to af-
fect several municipalities, to affect more 
than 1 State, or to cross an international 
boundary. 

(c) DEFINITIONS.—In this section: 
(1) APPROPRIATE FEDERAL OFFICIAL.—The 

term ‘‘appropriate Federal official’’ means— 
(A) in the case of a marine or coastal hy-

poxia or harmful algal bloom event, the 
Under Secretary of Commerce for Oceans and 
Atmosphere; and 

(B) in the case of a freshwater hypoxia or 
harmful algal bloom event, the Adminis-
trator of the Environmental Protection 
Agency. 

(2) EVENT OF NATIONAL SIGNIFICANCE.—The 
term ‘‘event of national significance’’ means 
a hypoxia or harmful algal bloom event that 
has had or will likely have a significant det-
rimental environmental, economic, subsist-
ence use, or public health impact on an af-
fected State. 

(3) HYPOXIA OR HARMFUL ALGAL BLOOM 
EVENT.—The term ‘‘hypoxia or harmful algal 
bloom event’’ means the occurrence of hy-
poxia or a harmful algal bloom as a result of 
a natural, anthropogenic, or undetermined 
cause. 
SEC. 8. AUTHORIZATION OF APPROPRIATIONS. 

Section 609(a) (33 U.S.C. 4009(a)) is amended 
by inserting ‘‘, and $22,000,000 for each of fis-
cal years 2019 through 2023’’ before the period 
at the end. 

Mr. CORNYN. Mr. President, I ask 
unanimous consent that the motion to 
reconsider be considered made and laid 
upon the table. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

f 

CREATING HIGH-QUALITY RE-
SULTS AND OUTCOMES NEC-
ESSARY TO IMPROVE CHRONIC 
(CHRONIC) CARE ACT OF 2017 
Mr. CORNYN. Mr. President, I ask 

unanimous consent that the Senate 
proceed to the immediate consider-
ation of Calendar No. 206, S. 870. 

The PRESIDING OFFICER. The 
clerk will report the bill by title. 

The bill clerk read as follows: 
A bill (S. 870) to amend title XVIII of the 

Social Security Act to implement Medicare 
payment policies designed to improve man-
agement of chronic disease, streamline care 
coordination, and improve quality outcomes 
without adding to the deficit. 

There being no objection, the Senate 
proceeded to consider the bill, which 
had been reported from the Committee 
on Finance, with an amendment to 
strike all after the enacting clause and 
insert in lieu thereof the following: 
SECTION 1. SHORT TITLE; TABLE OF CONTENTS. 

(a) SHORT TITLE.—This Act may be cited as 
the ‘‘Creating High-Quality Results and Out-
comes Necessary to Improve Chronic (CHRON-
IC) Care Act of 2017’’. 

(b) TABLE OF CONTENTS.—The table of con-
tents of this Act is as follows: 
Sec. 1. Short title; table of contents. 
TITLE I—RECEIVING HIGH QUALITY CARE 

IN THE HOME 
Sec. 101. Extending the Independence at Home 

Demonstration Program. 

Sec. 102. Expanding access to home dialysis 
therapy. 

TITLE II—ADVANCING TEAM-BASED CARE 

Sec. 201. Providing continued access to Medi-
care Advantage special needs 
plans for vulnerable populations. 

TITLE III—EXPANDING INNOVATION AND 
TECHNOLOGY 

Sec. 301. Adapting benefits to meet the needs of 
chronically ill Medicare Advan-
tage enrollees. 

Sec. 302. Expanding supplemental benefits to 
meet the needs of chronically ill 
Medicare Advantage enrollees. 

Sec. 303. Increasing convenience for Medicare 
Advantage enrollees through tele-
health. 

Sec. 304. Providing accountable care organiza-
tions the ability to expand the use 
of telehealth. 

Sec. 305. Expanding the use of telehealth for in-
dividuals with stroke. 

TITLE IV—IDENTIFYING THE 
CHRONICALLY ILL POPULATION 

Sec. 401. Providing flexibility for beneficiaries 
to be part of an accountable care 
organization. 

TITLE V—EMPOWERING INDIVIDUALS AND 
CAREGIVERS IN CARE DELIVERY 

Sec. 501. Eliminating barriers to care coordina-
tion under accountable care orga-
nizations. 

Sec. 502. GAO study and report on longitudinal 
comprehensive care planning serv-
ices under Medicare part B. 

TITLE VI—OTHER POLICIES TO IMPROVE 
CARE FOR THE CHRONICALLY ILL 

Sec. 601. Providing prescription drug plans with 
parts A and B claims data to pro-
mote the appropriate use of medi-
cations and improve health out-
comes. 

Sec. 602. GAO study and report on improving 
medication synchronization. 

Sec. 603. GAO study and report on impact of 
obesity drugs on patient health 
and spending. 

Sec. 604. HHS study and report on long-term 
risk factors for chronic conditions 
among Medicare beneficiaries. 

TITLE VII—OFFSETS 

Sec. 701. Medicare Improvement Fund. 
Sec. 702. Medicaid Improvement Fund 

TITLE I—RECEIVING HIGH QUALITY CARE 
IN THE HOME 

SEC. 101. EXTENDING THE INDEPENDENCE AT 
HOME DEMONSTRATION PROGRAM. 

Section 1866E of the Social Security Act (42 
U.S.C. 1395cc–5) is amended— 

(1) in subsection (e)— 
(A) in paragraph (1), by striking ‘‘5-year pe-

riod’’ and inserting ‘‘7-year period’’; and 
(B) in paragraph (5), by striking ‘‘10,000’’ and 

inserting ‘‘15,000’’; 
(2) in subsection (g), in the first sentence, by 

inserting ‘‘, including, to the extent practicable, 
the use of electronic health information systems 
as described in subsection (b)(1)(A)(vi),’’ after 
‘‘program’’; and 

(3) in subsection (i)(A), by striking ‘‘will not 
receive an incentive payment for the second of 
2’’ and inserting ‘‘did not achieve savings for 
the third of 3’’. 
SEC. 102. EXPANDING ACCESS TO HOME DIALYSIS 

THERAPY. 
(a) IN GENERAL.—Section 1881(b)(3) of the So-

cial Security Act (42 U.S.C. 1395rr(b)(3)) is 
amended— 

(1) by redesignating subparagraphs (A) and 
(B) as clauses (i) and (ii), respectively; 

(2) in clause (ii), as redesignated by subpara-
graph (A), strike ‘‘on a comprehensive’’ and in-
sert ‘‘subject to subparagraph (B), on a com-
prehensive’’; 

(3) by striking ‘‘With respect to’’ and inserting 
‘‘(A) With respect to’’; and 

(4) by adding at the end the following new 
subparagraph: 

‘‘(B) For purposes of subparagraph (A)(ii), an 
individual determined to have end stage renal 
disease receiving home dialysis may choose to 
receive monthly end stage renal disease-related 
clinical assessments furnished on or after Janu-
ary 1, 2019, via telehealth if the individual re-
ceives a face-to-face clinical assessment, without 
the use of telehealth, at least once every three 
consecutive months.’’. 

(b) ORIGINATING SITE REQUIREMENTS.— 
(1) IN GENERAL.—Section 1834(m) of the Social 

Security Act (42 U.S.C. 1395m(m)) is amended— 
(A) in paragraph (4)(C)(ii), by adding at the 

end the following new subclauses: 
‘‘(IX) A renal dialysis facility, but only for 

purposes of section 1881(b)(3)(B). 
‘‘(X) The home of an individual, but only for 

purposes of section 1881(b)(3)(B).’’; and 
(B) by adding at the end the following new 

paragraph: 
‘‘(5) TREATMENT OF HOME DIALYSIS MONTHLY 

ESRD-RELATED VISIT.—The geographic require-
ments described in paragraph (4)(C)(i) shall not 
apply with respect to telehealth services fur-
nished on or after January 1, 2019, for purposes 
of section 1881(b)(3)(B), at an originating site 
described in subclause (VI), (IX), or (X) of para-
graph (4)(C)(ii).’’. 

(2) NO FACILITY FEE IF ORIGINATING SITE FOR 
HOME DIALYSIS THERAPY IS THE HOME.—Section 
1834(m)(2)(B) of the Social Security (42 U.S.C. 
1395m(m)(2)(B)) is amended— 

(A) by redesignating clauses (i) and (ii) as 
subclauses (I) and (II), and indenting appro-
priately; 

(B) in subclause (II), as redesignated by sub-
paragraph (A), by striking ‘‘clause (i) or this 
clause’’ and inserting ‘‘subclause (I) or this sub-
clause’’; 

(C) by striking ‘‘SITE.—With respect to’’ and 
inserting ‘‘SITE.— 

‘‘(i) IN GENERAL.—Subject to clause (ii), with 
respect to’’; and 

(D) by adding at the end the following new 
clause: 

‘‘(ii) NO FACILITY FEE IF ORIGINATING SITE FOR 
HOME DIALYSIS THERAPY IS THE HOME.—No facil-
ity fee shall be paid under this subparagraph to 
an originating site described in paragraph 
(4)(C)(ii)(X).’’. 

(c) CONFORMING AMENDMENT.—Section 
1881(b)(1) of the Social Security Act (42 U.S.C. 
1395rr(b)(1)) is amended by striking ‘‘paragraph 
(3)(A)’’ and inserting ‘‘paragraph (3)(A)(i)’’. 
TITLE II—ADVANCING TEAM-BASED CARE 

SEC. 201. PROVIDING CONTINUED ACCESS TO 
MEDICARE ADVANTAGE SPECIAL 
NEEDS PLANS FOR VULNERABLE 
POPULATIONS. 

(a) EXTENSION.—Section 1859(f)(1) of the So-
cial Security Act (42 U.S.C. 1395w–28(f)(1)) is 
amended by striking ‘‘and for periods before 
January 1, 2019’’. 

(b) INCREASED INTEGRATION OF DUAL SNPS.— 
(1) IN GENERAL.—Section 1859(f) of the Social 

Security Act (42 U.S.C. 1395w–28(f)) is amend-
ed— 

(A) in paragraph (3), by adding at the end the 
following new subparagraph: 

‘‘(F) The plan meets the requirements applica-
ble under paragraph (8).’’; and 

(B) by adding at the end the following new 
paragraph: 

‘‘(8) INCREASED INTEGRATION OF DUAL SNPS.— 
‘‘(A) DESIGNATED CONTACT.—The Secretary, 

acting through the Federal Coordinated Health 
Care Office established under section 2602 of the 
Patient Protection and Affordable Care Act, 
shall serve as a dedicated point of contact for 
States to address misalignments that arise with 
the integration of specialized MA plans for spe-
cial needs individuals described in subsection 
(b)(6)(B)(ii) under this paragraph and, con-
sistent with such role, shall— 

VerDate Sep 11 2014 05:25 Sep 27, 2017 Jkt 069060 PO 00000 Frm 00051 Fmt 0624 Sfmt 6333 E:\CR\FM\A26SE6.048 S26SEPT1



CONGRESSIONAL RECORD — SENATES6148 September 26, 2017 
‘‘(i) establish a uniform process for dissemi-

nating to State Medicaid agencies information 
under this title impacting contracts between 
such agencies and such plans under this sub-
section; and 

‘‘(ii) establish basic resources for States inter-
ested in exploring such plans as a platform for 
integration, such as a model contract or other 
tools to achieve those goals. 

‘‘(B) UNIFIED GRIEVANCES AND APPEALS PROC-
ESS.— 

‘‘(i) IN GENERAL.—Not later than April 1, 2020, 
the Secretary shall establish procedures, to the 
extent feasible, unifying grievances and appeals 
procedures under sections 1852(f), 1852(g), 
1902(a)(3), 1902(a)(5), and 1932(b)(4) for items 
and services provided by specialized MA plans 
for special needs individuals described in sub-
section (b)(6)(B)(ii) under this title and title 
XIX. The Secretary shall solicit comment in de-
veloping such procedures from States, plans, 
beneficiaries and their representatives, and 
other relevant stakeholders. 

‘‘(ii) PROCEDURES.—The procedures estab-
lished under clause (i) shall be included in the 
plan contract under paragraph (3)(D) and 
shall— 

‘‘(I) adopt the provisions for the enrollee that 
are most protective for the enrollee and, to the 
extent feasible as determined by the Secretary, 
are compatible with unified timeframes and con-
solidated access to external review under an in-
tegrated process; 

‘‘(II) take into account differences in State 
plans under title XIX to the extent necessary; 

‘‘(III) be easily navigable by an enrollee; and 
‘‘(IV) include the elements described in clause 

(iii), as applicable. 
‘‘(iii) ELEMENTS DESCRIBED.—Both unified ap-

peals and unified grievance procedures shall in-
clude, as applicable, the following elements de-
scribed in this clause: 

‘‘(I) Single written notification of all applica-
ble grievances and appeal rights under this title 
and title XIX. For purposes of this subpara-
graph, the Secretary may waive the require-
ments under section 1852(g)(1)(B) when the spe-
cialized MA plan covers items or services under 
this part or under title XIX. 

‘‘(II) Single pathways for resolution of any 
grievance or appeal related to a particular item 
or service provided by specialized MA plans for 
special needs individuals described in subsection 
(b)(6)(B)(ii) under this title and title XIX. 

‘‘(III) Notices written in plain language and 
available in a language and format that is ac-
cessible to the enrollee, including in non-English 
languages that are prevalent in the service area 
of the specialized MA plan. 

‘‘(IV) Unified timeframes for grievances and 
appeals processes, such as an individual’s filing 
of a grievance or appeal, a plan’s acknowledg-
ment and resolution of a grievance or appeal, 
and notification of decisions with respect to a 
grievance or appeal. 

‘‘(V) Requirements for how the plan must 
process, track, and resolve grievances and ap-
peals, to ensure beneficiaries are notified on a 
timely basis of decisions that are made through-
out the grievance or appeals process and are 
able to easily determine the status of a griev-
ance or appeal. 

‘‘(iv) CONTINUATION OF BENEFITS PENDING AP-
PEAL.—The unified procedures under clause (i) 
shall, with respect to all benefits under parts A 
and B and title XIX subject to appeal under 
such procedures, incorporate provisions under 
current law and implementing regulations that 
provide continuation of benefits pending appeal 
under this title and title XIX. 

‘‘(C) REQUIREMENT FOR UNIFIED GRIEVANCES 
AND APPEALS.—For 2021 and subsequent years, 
the contract of a specialized MA plan for special 
needs individuals described in subsection 
(b)(6)(B)(ii) with a State Medicaid agency under 
paragraph (3)(D) shall require the use of unified 
grievances and appeals procedures as described 
in subparagraph (B). 

‘‘(D) REQUIREMENTS FOR INTEGRATION.—For 
2021 and subsequent years, a specialized MA 
plan for special needs individuals described in 
subsection (b)(6)(B)(ii) shall meet one or more of 
the following requirements, to the extent per-
mitted under State law, for integration of bene-
fits under this title and title XIX: 

‘‘(i) The specialized MA plan must meet the 
requirements of contracting with the State Med-
icaid agency described in paragraph (3)(D) in 
addition to coordinating long-term services and 
supports or behavioral health services, or both, 
by meeting an additional minimum set of re-
quirements determined by the Secretary through 
the Federal Coordinated Health Care Office es-
tablished under section 2602 of the Patient Pro-
tection and Affordable Care Act based on input 
from stakeholders, such as notifying the State in 
a timely manner of hospitalizations, emergency 
room visits, and hospital or nursing home dis-
charges of enrollees, assigning one primary care 
provider for each enrollee, or sharing data that 
would benefit the coordination of items and 
services under this title and the State plan 
under title XIX. Such minimum set of require-
ments must be included in the contract of the 
specialized MA plan with the State Medicaid 
agency under such paragraph. 

‘‘(ii) The specialized MA plan must meet the 
requirements of a fully integrated plan described 
in section 1853(a)(1)(B)(iv)(II) (other than the 
requirement that the plan have similar average 
levels of frailty, as determined by the Secretary, 
as the PACE program), or enter into a capitated 
contract with the State Medicaid agency to pro-
vide long-term services and supports or behav-
ioral health services, or both. 

‘‘(iii) In the case where an individual is en-
rolled in both the specialized MA plan and a 
Medicaid managed care organization (as defined 
in section 1903(m)(1)(A)) providing long term 
services and supports or behavioral health serv-
ices that have the same parent organization, the 
parent organization offering both the special-
ized MA plan and the Medicaid managed care 
plan must assume clinical and financial respon-
sibility for benefits provided under this title and 
title XIX.’’. 

(2) CONFORMING AMENDMENT TO RESPONSIBIL-
ITIES OF FEDERAL COORDINATED HEALTH CARE 
OFFICE.—Section 2602(d) of the Patient Protec-
tion and Affordable Care Act (42 U.S.C. 
1315b(d)) is amended by adding at the end the 
following new paragraphs: 

‘‘(6) To act as a designated contact for States 
under subsection (f)(8)(A) of section 1859 of the 
Social Security Act (42 U.S.C. 1395w–28) with re-
spect to the integration of specialized MA plans 
for special needs individuals described in sub-
section (b)(6)(B)(ii) of such section. 

‘‘(7) To be responsible for developing regula-
tions and guidance related to the implementa-
tion of a unified grievance and appeals process 
as described in subparagraphs (B) and (C) of 
section 1859(f)(8) of the Social Security Act (42 
U.S.C. 1395w–28(f)(8)).’’. 

(c) IMPROVEMENTS TO SEVERE OR DISABLING 
CHRONIC CONDITION SNPS.— 

(1) CARE MANAGEMENT REQUIREMENTS.—Sec-
tion 1859(f)(5) of the Social Security Act (42 
U.S.C. 1395w–28(f)(5)) is amended— 

(A) by striking ‘‘ALL SNPS.—The require-
ments’’ and inserting ‘‘ALL SNPS.— 

‘‘(A) IN GENERAL.—Subject to subparagraph 
(B), the requirements’’; 

(B) by redesignating subparagraphs (A) and 
(B) as clauses (i) and (ii), respectively, and in-
denting appropriately; 

(C) in clause (ii), as redesignated by subpara-
graph (B), by redesignating clauses (i) through 
(iii) as subclauses (I) through (III), respectively, 
and indenting appropriately; and 

(D) by adding at the end the following new 
subparagraph: 

‘‘(B) IMPROVEMENTS TO CARE MANAGEMENT 
REQUIREMENTS FOR SEVERE OR DISABLING CHRON-
IC CONDITION SNPS.—For 2020 and subsequent 
years, in the case of a specialized MA plan for 

special needs individuals described in subsection 
(b)(6)(B)(iii), the requirements described in this 
paragraph include the following: 

‘‘(i) The interdisciplinary team under sub-
paragraph (A)(ii)(III) includes a team of pro-
viders with demonstrated expertise, including 
training in an applicable specialty, in treating 
individuals similar to the targeted population of 
the plan. 

‘‘(ii) Requirements developed by the Secretary 
to provide face-to-face encounters with individ-
uals enrolled in the plan not less frequently 
than on an annual basis. 

‘‘(iii) As part of the model of care under 
clause (i) of subparagraph (A), the results of the 
initial assessment and annual reassessment 
under clause (ii)(I) of such subparagraph of 
each individual enrolled in the plan are ad-
dressed in the individual’s individualized care 
plan under clause (ii)(II) of such subparagraph. 

‘‘(iv) As part of the annual evaluation and 
approval of such model of care, the Secretary 
shall take into account whether the plan ful-
filled the previous year’s goals (as required 
under the model of care). 

‘‘(v) The Secretary shall establish a minimum 
benchmark for each element of the model of care 
of a plan. The Secretary shall only approve a 
plan’s model of care under this paragraph if 
each element of the model of care meets the min-
imum benchmark applicable under the preceding 
sentence.’’. 

(2) REVISIONS TO THE DEFINITION OF A SEVERE 
OR DISABLING CHRONIC CONDITIONS SPECIALIZED 
NEEDS INDIVIDUAL.— 

(A) IN GENERAL.—Section 1859(b)(6)(B)(iii) of 
the Social Security Act (42 U.S.C. 1395w– 
28(b)(6)(B)(iii)) is amended— 

(i) by striking ‘‘who have’’ and inserting 
‘‘who— 

‘‘(I) before January 1, 2022, have’’; 
(ii) in subclause (I), as added by clause (i), by 

striking the period at the end and inserting ‘‘; 
and’’; and 

(iii) by adding at the end the following new 
subclause: 

‘‘(II) on or after January 1, 2022, have one or 
more comorbid and medically complex chronic 
conditions that is life threatening or signifi-
cantly limits overall health or function, have a 
high risk of hospitalization or other adverse 
health outcomes, and require intensive care co-
ordination and that is listed under subsection 
(f)(9)(A).’’. 

(B) PANEL OF CLINICAL ADVISORS.—Section 
1859(f) of the Social Security Act (42 U.S.C. 
1395w–28(f)), as amended by subsection (b), is 
amended by adding at the end the following 
new paragraph: 

‘‘(9) LIST OF CONDITIONS FOR CLARIFICATION 
OF THE DEFINITION OF A SEVERE OR DISABLING 
CHRONIC CONDITIONS SPECIALIZED NEEDS INDI-
VIDUAL.— 

‘‘(A) IN GENERAL.—Not later than December 
31, 2020, and every 5 years thereafter, the Sec-
retary shall convene a panel of clinical advisors 
to establish and update a list of conditions that 
meet each of the following criteria: 

‘‘(i) Conditions that meet the definition of a 
severe or disabling chronic condition under sub-
section (b)(6)(B)(iii) on or after January 1, 2022. 

‘‘(ii) Conditions that require prescription 
drugs, providers, and models of care that are 
unique to the specific population of enrollees in 
a specialized MA plan for special needs individ-
uals described in such subsection on or after 
such date and— 

‘‘(I) as a result of access to, and enrollment 
in, such a specialized MA plan for special needs 
individuals, individuals with such condition 
would have a reasonable expectation of slowing 
or halting the progression of the disease, im-
proving health outcomes and decreasing overall 
costs for individuals diagnosed with such condi-
tion compared to available options of care other 
than through such a specialized MA plan for 
special needs individuals; or 

‘‘(II) have a low prevalence in the general 
population of beneficiaries under this title or a 
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disproportionally high per-beneficiary cost 
under this title. 

‘‘(B) REQUIREMENT.—In establishing and up-
dating the list under subparagraph (A), the 
panel shall take into account the availability of 
varied benefits, cost-sharing, and supplemental 
benefits under the model described in paragraph 
(2) of section 1859(h), including the expansion 
under paragraph (1) of such section.’’. 

(d) QUALITY MEASUREMENT AT THE PLAN 
LEVEL FOR SNPS AND DETERMINATION OF 
FEASABILITY OF QUALITY MEASUREMENT AT THE 
PLAN LEVEL FOR ALL MA PLANS.—Section 
1853(o) of the Social Security Act (42 U.S.C. 
1395w–23(o)) is amended by adding at the end 
the following new paragraphs: 

‘‘(6) QUALITY MEASUREMENT AT THE PLAN 
LEVEL FOR SNPS.— 

‘‘(A) IN GENERAL.—Subject to subparagraph 
(B), the Secretary may require reporting of data 
under section 1852(e) for, and apply under this 
subsection, quality measures at the plan level 
for specialized MA plans for special needs indi-
viduals instead of at the contract level. 

‘‘(B) CONSIDERATIONS.—Prior to applying 
quality measurement at the plan level under this 
paragraph, the Secretary shall— 

‘‘(i) take into consideration the minimum 
number of enrollees in a specialized MA plan for 
special needs individuals in order to determine if 
a statistically significant or valid measurement 
of quality at the plan level is possible under this 
paragraph; 

‘‘(ii) take into consideration the impact of 
such application on plans that serve a dis-
proportionate number of individuals dually eli-
gible for benefits under this title and under title 
XIX; 

‘‘(iii) if quality measures are reported at the 
plan level, ensure that MA plans are not re-
quired to provide duplicative information; 

‘‘(iv) ensure that such reporting does not 
interfere with the collection of encounter data 
submitted by MA organizations or the adminis-
tration of any changes to the program under 
this part as a result of the collection of such 
data. 

‘‘(C) APPLICATION.—If the Secretary applies 
quality measurement at the plan level under this 
paragraph, such quality measurement may in-
clude Medicare Health Outcomes Survey (HOS), 
Healthcare Effectiveness Data and Information 
Set (HEDIS), Consumer Assessment of 
Healthcare Providers and Systems (CAHPS) 
measures and quality measures under part D. 

‘‘(7) DETERMINATION OF FEASIBILITY OF QUAL-
ITY MEASUREMENT AT THE PLAN LEVEL FOR ALL 
MA PLANS.— 

‘‘(A) DETERMINATION OF FEASIBILITY.—The 
Secretary shall determine the feasibility of re-
quiring reporting of data under section 1852(e) 
for, and applying under this subsection, quality 
measures at the plan level for all MA plans 
under this part. 

‘‘(B) CONSIDERATION OF CHANGE.—After mak-
ing a determination under subparagraph (A), 
the Secretary shall consider requiring such re-
porting and applying such quality measures at 
the plan level as described in such subpara-
graph.’’. 

(e) GAO STUDY AND REPORT ON STATE-LEVEL 
INTEGRATION BETWEEN DUAL SNPS AND MED-
ICAID.— 

(1) STUDY.—The Comptroller General of the 
United States (in this paragraph referred to as 
the ‘‘Comptroller General’’) shall conduct a 
study on State-level integration between special-
ized MA plans for special needs individuals de-
scribed in subsection (b)(6)(B)(ii) of section 1859 
of the Social Security Act (42 U.S.C. 1395w–28) 
and the Medicaid program under title XIX of 
such Act (42 U.S.C. 1396 et seq.). Such study 
shall include an analysis of the following: 

(A) The characteristics of States in which the 
State agency responsible for administering the 
State plan under such title XIX has a contract 
with such a specialized MA plan and that deliv-
ers long term services and supports under the 

State plan under such title XIX through a man-
aged care program, including the requirements 
under such State plan with respect to long term 
services and supports. 

(B) The types of such specialized MA plans, 
which may include the following: 

(i) A plan described in section 
1853(a)(1)(B)(iv)(II) of such Act (42 U.S.C. 
1395w–23(a)(1)(B)(iv)(II)). 

(ii) A plan that meets the requirements de-
scribed in subsection (f)(3)(D) of such section 
1859. 

(iii) A plan described in clause (ii) that also 
meets additional requirements established by the 
State. 

(C) The characteristics of individuals enrolled 
in such specialized MA plans. 

(D) As practicable, the following with respect 
to State programs for the delivery of long term 
services and supports under such title XIX 
through a managed care program: 

(i) Which populations of individuals are eligi-
ble to receive such services and supports. 

(ii) Whether all such services and supports are 
provided on a capitated basis or if any of such 
services and supports are carved out and pro-
vided through fee-for-service. 

(E) How the availability and variation of inte-
gration arrangements of such specialized MA 
plans offered in States affects spending, service 
delivery options, access to community-based 
care, and utilization of care. 

(F) The efforts of State Medicaid programs to 
transition dually-eligible beneficiaries receiving 
long term services and supports (LTSS) from in-
stitutional settings to home and community- 
based settings and related financial impacts of 
such transitions 

(2) REPORT.—Not later than 2 years after the 
date of the enactment of this Act, the Comp-
troller General shall submit to Congress a report 
containing the results of the study conducted 
under paragraph (1), together with rec-
ommendations for such legislation and adminis-
trative action as the Comptroller General deter-
mines appropriate. 

TITLE III—EXPANDING INNOVATION AND 
TECHNOLOGY 

SEC. 301. ADAPTING BENEFITS TO MEET THE 
NEEDS OF CHRONICALLY ILL MEDI-
CARE ADVANTAGE ENROLLEES. 

Section 1859 of the Social Security Act (42 
U.S.C. 1395w–28) is amended by adding at the 
end the following new subsection: 

‘‘(h) NATIONAL TESTING OF MODEL FOR MEDI-
CARE ADVANTAGE VALUE-BASED INSURANCE DE-
SIGN.— 

‘‘(1) IN GENERAL.—In implementing the model 
described in paragraph (2) proposed to be tested 
under section 1115A(b), the Secretary shall re-
vise the testing of the model under such section 
to cover, effective not later than January 1, 
2020, all States. 

‘‘(2) MODEL DESCRIBED.—The model described 
in this paragraph is the testing of a model of 
Medicare Advantage value-based insurance de-
sign that would allow Medicare Advantage 
plans the option to propose and design benefit 
structures that vary benefits, cost-sharing, and 
supplemental benefits offered to enrollees with 
specific chronic diseases proposed to be carried 
out in Oregon, Arizona, Texas, Iowa, Michigan, 
Indiana, Tennessee, Alabama, Pennsylvania, 
and Massachusetts. 

‘‘(3) TERMINATION AND MODIFICATION PROVI-
SION NOT APPLICABLE UNTIL JANUARY 1, 2022.— 
The provisions of section 1115A(b)(3)(B) shall 
apply to the model described in paragraph (2), 
including such model as expanded under para-
graph (1), beginning January 1, 2022, but shall 
not apply to such model, as so expanded, prior 
to such date. 

‘‘(4) FUNDING.—The Secretary shall allocate 
funds made available under section 1115A(f)(1) 
to design, implement, and evaluate the model 
described in paragraph (2), as expanded under 
paragraph (1).’’. 

SEC. 302. EXPANDING SUPPLEMENTAL BENEFITS 
TO MEET THE NEEDS OF CHRON-
ICALLY ILL MEDICARE ADVANTAGE 
ENROLLEES. 

(a) IN GENERAL.—Section 1852(a)(3) of the So-
cial Security Act (42 U.S.C. 1395w–22(a)(3)) is 
amended— 

(1) in subparagraph (A), by striking ‘‘Each’’ 
and inserting ‘‘Subject to subparagraph (D), 
each’’; and 

(2) by adding at the end the following new 
subparagraph: 

‘‘(D) EXPANDING SUPPLEMENTAL BENEFITS TO 
MEET THE NEEDS OF CHRONICALLY ILL ENROLL-
EES.— 

‘‘(i) IN GENERAL.—For plan year 2020 and sub-
sequent plan years, in addition to any supple-
mental health care benefits otherwise provided 
under this paragraph, an MA plan may provide 
supplemental benefits described in clause (ii) to 
a chronically ill enrollee (as defined in clause 
(iii)). 

‘‘(ii) SUPPLEMENTAL BENEFITS DESCRIBED.— 
‘‘(I) IN GENERAL.—Supplemental benefits de-

scribed in this clause are supplemental benefits 
that, with respect to a chronically ill enrollee, 
have a reasonable expectation of improving or 
maintaining the health or overall function of 
the chronically ill enrollee and may not be lim-
ited to being primarily health related benefits. 

‘‘(II) AUTHORITY TO WAIVE UNIFORMITY RE-
QUIREMENTS.—The Secretary may, only with re-
spect to supplemental benefits provided to a 
chronically ill enrollee under this subpara-
graph, waive the uniformity requirement under 
subsection (d)(1)(A), as determined appropriate 
by the Secretary. 

‘‘(iii) CHRONICALLY ILL ENROLLEE DEFINED.— 
In this subparagraph, the term ‘chronically ill 
enrollee’ means an enrollee in an MA plan that 
the Secretary determines— 

‘‘(I) has one or more comorbid and medically 
complex chronic conditions that is life threat-
ening or significantly limits the overall health 
or function of the enrollee; 

‘‘(II) has a high risk of hospitalization or 
other adverse health outcomes; and 

‘‘(III) requires intensive care coordination.’’. 
(b) GAO STUDY AND REPORT.— 
(1) STUDY.—The Comptroller General of the 

United States (in this subsection referred to as 
the ‘‘Comptroller General’’) shall conduct a 
study on supplemental benefits provided to en-
rollees in Medicare Advantage plans under part 
C of title XVIII of the Social Security Act. To 
the extend data are available, such study shall 
include an analysis of the following: 

(A) The type of supplemental benefits pro-
vided to such enrollees, the total number of en-
rollees receiving each supplemental benefit, and 
whether the supplemental benefit is covered by 
the standard benchmark cost of the benefit or 
with an additional premium. 

(B) The frequency in which supplemental ben-
efits are utilized by such enrollees. 

(C) The impact supplemental benefits have 
on— 

(i) indicators of the quality of care received by 
such enrollees, including overall health and 
function of the enrollees; 

(ii) the utilization of items and services for 
which benefits are available under the original 
Medicare fee-for-service program option under 
parts A and B of such title XVIII by such en-
rollees; and 

(iii) the amount of the bids submitted by Medi-
care Advantage Organizations for Medicare Ad-
vantage plans under such part C. 

(2) REPORT.—Not later than 5 years after the 
date of the enactment of this Act, the Comp-
troller General shall submit to Congress a report 
containing the results of the study conducted 
under paragraph (1), together with rec-
ommendations for such legislation and adminis-
trative action as the Comptroller General deter-
mines appropriate. 
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SEC. 303. INCREASING CONVENIENCE FOR MEDI-

CARE ADVANTAGE ENROLLEES 
THROUGH TELEHEALTH. 

(a) IN GENERAL.—Section 1852 of the Social 
Security Act (42 U.S.C. 1395w–22) is amended— 

(1) in subsection (a)(1)(B)(i), by inserting ‘‘, 
subject to subsection (m),’’ after ‘‘means’’; and 

(2) by adding at the end the following new 
subsection: 

‘‘(m) PROVISION OF ADDITIONAL TELEHEALTH 
BENEFITS.— 

‘‘(1) MA PLAN OPTION.—For plan year 2020 
and subsequent plan years, subject to the re-
quirements of paragraph (3), an MA plan may 
provide additional telehealth benefits (as de-
fined in paragraph (2)) to individuals enrolled 
under this part. 

‘‘(2) ADDITIONAL TELEHEALTH BENEFITS DE-
FINED.— 

‘‘(A) IN GENERAL.—For purposes of this sub-
section and section 1854: 

‘‘(i) DEFINITION.—The term ‘additional tele-
health benefits’ means services— 

‘‘(I) for which benefits are available under 
part B, including services for which payment is 
not made under section 1834(m) due to the con-
ditions for payment under such section; and 

‘‘(II) that are identified as clinically appro-
priate to furnish using electronic information 
and telecommunications technology when a 
physician (as defined in section 1861(r)) or prac-
titioner (described in section 1842(b)(18)(C)) pro-
viding the service is not at the same location as 
the plan enrollee. 

‘‘(ii) EXCLUSION OF CAPITAL AND INFRASTRUC-
TURE COSTS AND INVESTMENTS.—The term ‘addi-
tional telehealth benefits’ does not include cap-
ital and infrastructure costs and investments re-
lating to such benefits. 

‘‘(B) PUBLIC COMMENT.—Not later than No-
vember 30, 2018, the Secretary shall solicit com-
ments on— 

‘‘(i) what types of items and services (includ-
ing those provided through supplemental health 
care benefits) should be considered to be addi-
tional telehealth benefits; and 

‘‘(ii) the requirements for the provision or fur-
nishing of such benefits (such as licensure, 
training, and coordination requirements). 

‘‘(3) REQUIREMENTS FOR ADDITIONAL TELE-
HEALTH BENEFITS.—The Secretary shall specify 
requirements for the provision or furnishing of 
additional telehealth benefits, including with 
respect to the following: 

‘‘(A) Physician or practitioner licensure and 
other requirements such as specific training. 

‘‘(B) Factors necessary to ensure the coordi-
nation of such benefits with items and services 
furnished in-person. 

‘‘(C) Such other areas as determined by the 
Secretary. 

‘‘(4) ENROLLEE CHOICE.—If an MA plan pro-
vides a service as an additional telehealth ben-
efit (as defined in paragraph (2))— 

‘‘(A) the MA plan shall also provide access to 
such benefit through an in-person visit (and not 
only as an additional telehealth benefit); and 

‘‘(B) an individual enrollee shall have discre-
tion as to whether to receive such service 
through the in-person visit or as an additional 
telehealth benefit. 

‘‘(5) TREATMENT UNDER MA.—For purposes of 
this subsection and section 1854, additional tele-
health benefits shall be treated as if they were 
benefits under the original Medicare fee-for- 
service program option. 

‘‘(6) CONSTRUCTION.—Nothing in this sub-
section shall be construed as affecting the re-
quirement under subsection (a)(1) that MA 
plans provide enrollees with items and services 
(other than hospice care) for which benefits are 
available under parts A and B, including bene-
fits available under section 1834(m).’’. 

(b) CLARIFICATION REGARDING INCLUSION IN 
BID AMOUNT.—Section 1854(a)(6)(A)(ii)(I) of the 
Social Security Act (42 U.S.C. 1395w– 
24(a)(6)(A)(ii)(I)) is amended by inserting ‘‘, in-
cluding, for plan year 2020 and subsequent plan 

years, the provision of additional telehealth 
benefits as described in section 1852(m)’’ before 
the semicolon at the end. 
SEC. 304. PROVIDING ACCOUNTABLE CARE ORGA-

NIZATIONS THE ABILITY TO EXPAND 
THE USE OF TELEHEALTH. 

(a) IN GENERAL.—Section 1899 of the Social 
Security Act (42 U.S.C. 1395jjj) is amended by 
adding at the end the following new subsection: 

‘‘(l) PROVIDING ACOS THE ABILITY TO EXPAND 
THE USE OF TELEHEALTH SERVICES.— 

‘‘(1) IN GENERAL.—In the case of telehealth 
services for which payment would otherwise be 
made under this title furnished on or after Jan-
uary 1, 2020, for purposes of this subsection 
only, the following shall apply with respect to 
such services furnished by a physician or practi-
tioner participating in an applicable ACO (as 
defined in paragraph (2)) to a Medicare fee-for- 
service beneficiary assigned to the applicable 
ACO: 

‘‘(A) INCLUSION OF HOME AS ORIGINATING 
SITE.—Subject to paragraph (3), the home of a 
beneficiary shall be treated as an originating 
site described in section 1834(m)(4)(C)(ii). 

‘‘(B) NO APPLICATION OF GEOGRAPHIC LIMITA-
TION.—The geographic limitation under section 
1834(m)(4)(C)(i) shall not apply with respect to 
an originating site described in section 
1834(m)(4)(C)(ii) (including the home of a bene-
ficiary under subparagraph (A)), subject to 
State licensing requirements. 

‘‘(2) DEFINITIONS.—In this subsection: 
‘‘(A) APPLICABLE ACO.—The term ‘applicable 

ACO’ means an ACO participating in a model 
tested or expanded under section 1115A or under 
this section— 

‘‘(i) that operates under a two-sided model— 
‘‘(I) described in section 425.600(a) of title 42, 

Code of Federal Regulations; or 
‘‘(II) tested or expanded under section 1115A; 

and 
‘‘(ii) for which Medicare fee-for-service bene-

ficiaries are assigned to the ACO using a pro-
spective assignment method, as determined ap-
propriate by the Secretary. 

‘‘(B) HOME.—The term ‘home’ means, with re-
spect to a Medicare fee-for-service beneficiary, 
the place of residence used as the home of the 
beneficiary. 

‘‘(3) TELEHEALTH SERVICES RECEIVED IN THE 
HOME.—In the case of telehealth services de-
scribed in paragraph (1) where the home of a 
Medicare fee-for-service beneficiary is the origi-
nating site, the following shall apply: 

‘‘(A) NO FACILITY FEE.—There shall be no fa-
cility fee paid to the originating site under sec-
tion 1834(m)(2)(B). 

‘‘(B) EXCLUSION OF CERTAIN SERVICES.—No 
payment may be made for such services that are 
inappropriate to furnish in the home setting 
such as services that are typically furnished in 
inpatient settings such as a hospital.’’. 

(b) STUDY AND REPORT.— 
(1) STUDY.— 
(A) IN GENERAL.—The Secretary of Health and 

Human Services (in this subsection referred to 
as the ‘‘Secretary’’) shall conduct a study on 
the implementation of section 1899(l) of the So-
cial Security Act, as added by subsection (a). 
Such study shall include an analysis of the uti-
lization of, and expenditures for, telehealth 
services under such section. 

(B) COLLECTION OF DATA.—The Secretary may 
collect such data as the Secretary determines 
necessary to carry out the study under this 
paragraph. 

(2) REPORT.—Not later than January 1, 2026, 
the Secretary shall submit to Congress a report 
containing the results of the study conducted 
under paragraph (1), together with rec-
ommendations for such legislation and adminis-
trative action as the Secretary determines ap-
propriate. 
SEC. 305. EXPANDING THE USE OF TELEHEALTH 

FOR INDIVIDUALS WITH STROKE. 
Section 1834(m) of the Social Security Act (42 

U.S.C. 1395m(m)), as amended by section 

102(b)(2), is amended by adding at the end the 
following new paragraph: 

‘‘(6) TREATMENT OF STROKE TELEHEALTH SERV-
ICES.— 

‘‘(A) NON-APPLICATION OF ORIGINATING SITE 
REQUIREMENTS.—The requirements described in 
paragraph (4)(C) shall not apply with respect to 
telehealth services furnished on or after Janu-
ary 1, 2021, for purposes of evaluation of an 
acute stroke, as determined by the Secretary. 

‘‘(B) NO ORIGINATING SITE FACILITY FEE.—In 
the case of an originating site that does not 
meet the requirements described in paragraph 
(4)(C), he Secretary shall not pay an originating 
site facility fee (as described in paragraph 
(2)(B)) to the originating site with respect to 
such telehealth services.’’. 

TITLE IV—IDENTIFYING THE 
CHRONICALLY ILL POPULATION 

SEC. 401. PROVIDING FLEXIBILITY FOR BENE-
FICIARIES TO BE PART OF AN AC-
COUNTABLE CARE ORGANIZATION. 

Section 1899(c) of the Social Security Act (42 
U.S.C. 1395jjj(c)) is amended— 

(1) by redesignating paragraphs (1) and (2) as 
subparagraphs (A) and (B), respectively, and 
indenting appropriately; 

(2) by striking ‘‘ACOS.—The Secretary’’ and 
inserting ‘‘ACOS.— 

‘‘(1) IN GENERAL.—Subject to paragraph (2), 
the Secretary’’; and 

(3) by adding at the end the following new 
paragraph: 

‘‘(2) PROVIDING FLEXIBILITY.— 
‘‘(A) CHOICE OF PROSPECTIVE ASSIGNMENT.— 

For each agreement period (effective for agree-
ments entered into or renewed on or after Janu-
ary 1, 2020), in the case where an ACO estab-
lished under the program is in a Track that pro-
vides for the retrospective assignment of Medi-
care fee-for-service beneficiaries to the ACO, the 
Secretary shall permit the ACO to choose to 
have Medicare fee-for-service beneficiaries as-
signed prospectively, rather than retrospec-
tively, to the ACO for an agreement period. 

‘‘(B) ASSIGNMENT BASED ON VOLUNTARY IDEN-
TIFICATION BY MEDICARE FEE-FOR-SERVICE BENE-
FICIARIES.— 

‘‘(i) IN GENERAL.—For performance year 2018 
and each subsequent performance year, if a sys-
tem is available for electronic designation, the 
Secretary shall permit a Medicare fee-for-service 
beneficiary to voluntarily identify an ACO pro-
fessional as the primary care provider of the 
beneficiary for purposes of assigning such bene-
ficiary to an ACO, as determined by the Sec-
retary. 

‘‘(ii) NOTIFICATION PROCESS.—The Secretary 
shall establish a process under which a Medi-
care fee-for-service beneficiary is— 

‘‘(I) notified of their ability to make an identi-
fication described in clause (i); and 

‘‘(II) informed of the process by which they 
may make and change such identification. 

‘‘(iii) SUPERSEDING CLAIMS-BASED ASSIGN-
MENT.—A voluntary identification by a Medi-
care fee-for-service beneficiary under this sub-
paragraph shall supersede any claims-based as-
signment otherwise determined by the Sec-
retary.’’. 

TITLE V—EMPOWERING INDIVIDUALS AND 
CAREGIVERS IN CARE DELIVERY 

SEC. 501. ELIMINATING BARRIERS TO CARE CO-
ORDINATION UNDER ACCOUNTABLE 
CARE ORGANIZATIONS. 

(a) IN GENERAL.—Section 1899 of the Social 
Security Act (42 U.S.C. 1395jjj), as amended by 
section 304(a), is amended— 

(1) in subsection (b)(2), by adding at the end 
the following new subparagraph: 

‘‘(I) An ACO that seeks to operate an ACO 
Beneficiary Incentive Program pursuant to sub-
section (m) shall apply to the Secretary at such 
time, in such manner, and with such informa-
tion as the Secretary may require.’’; 

(2) by adding at the end the following new 
subsection: 
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‘‘(m) AUTHORITY TO PROVIDE INCENTIVE PAY-

MENTS TO BENEFICIARIES WITH RESPECT TO 
QUALIFYING PRIMARY CARE SERVICES.— 

‘‘(1) PROGRAM.— 
‘‘(A) IN GENERAL.—In order to encourage 

Medicare fee-for-service beneficiaries to obtain 
medically necessary primary care services, an 
ACO participating under this section under a 
payment model described in clause (i) or (ii) of 
paragraph (2)(B) may apply to establish an 
ACO Beneficiary Incentive Program to provide 
incentive payments to such beneficiaries who 
are furnished qualifying services in accordance 
with this subsection. The Secretary shall permit 
such an ACO to establish such a program at the 
Secretary’s discretion and subject to such re-
quirements, including program integrity require-
ments, as the Secretary determines necessary. 

‘‘(B) IMPLEMENTATION.—The Secretary shall 
implement this subsection on a date determined 
appropriate by the Secretary. Such date shall be 
no earlier than January 1, 2019, and no later 
than January 1, 2020. 

‘‘(2) CONDUCT OF PROGRAM.— 
‘‘(A) DURATION.—Subject to subparagraph 

(H), an ACO Beneficiary Incentive Program es-
tablished under this subsection shall be con-
ducted for such period (of not less than 1 year) 
as the Secretary may approve. 

‘‘(B) SCOPE.—An ACO Beneficiary Incentive 
Program established under this subsection shall 
provide incentive payments to all of the fol-
lowing Medicare fee-for-service beneficiaries 
who are furnished qualifying services by the 
ACO: 

‘‘(i) With respect to the Track 2 and Track 3 
payment models described in section 425.600(a) 
of title 42, Code of Federal Regulations (or in 
any successor regulation), Medicare fee-for- 
service beneficiaries who are preliminarily pro-
spectively or prospectively assigned (or other-
wise assigned, as determined by the Secretary) 
to the ACO. 

‘‘(ii) With respect to any future payment mod-
els involving two-sided risk, Medicare fee-for- 
service beneficiaries who are assigned to the 
ACO, as determined by the Secretary. 

‘‘(C) QUALIFYING SERVICE.—For purposes of 
this subsection, a qualifying service is a primary 
care service, as defined in section 425.20 of title 
42, Code of Federal Regulations (or in any suc-
cessor regulation), with respect to which coin-
surance applies under part B, furnished 
through an ACO by— 

‘‘(i) an ACO professional described in sub-
section (h)(1)(A) who has a primary care spe-
cialty designation included in the definition of 
primary care physician under section 425.20 of 
title 42, Code of Federal Regulations (or any 
successor regulation); 

‘‘(ii) an ACO professional described in sub-
section (h)(1)(B); or 

‘‘(iii) a Federally qualified health center or 
rural health clinic (as such terms are defined in 
section 1861(aa)). 

‘‘(D) INCENTIVE PAYMENTS.—An incentive 
payment made by an ACO pursuant to an ACO 
Beneficiary Incentive Program established 
under this subsection shall be— 

‘‘(i) in an amount up to $20, with such max-
imum amount updated annually by the percent-
age increase in the consumer price index for all 
urban consumers (United States city average) 
for the 12-month period ending with June of the 
previous year; 

‘‘(ii) in the same amount for each Medicare 
fee-for-service beneficiary described in clause (i) 
or (ii) of subparagraph (B) without regard to 
enrollment of such a beneficiary in a medicare 
supplemental policy (described in section 
1882(g)(1)), in a State Medicaid plan under title 
XIX or a waiver of such a plan, or in any other 
health insurance policy or health benefit plan; 

‘‘(iii) made for each qualifying service fur-
nished to such a beneficiary described in clause 
(i) or (ii) of subparagraph (B) during a period 
specified by the Secretary; and 

‘‘(iv) made no later than 30 days after a quali-
fying service is furnished to such a beneficiary 

described in clause (i) or (ii) of subparagraph 
(B). 

‘‘(E) NO SEPARATE PAYMENTS FROM THE SEC-
RETARY.—The Secretary shall not make any sep-
arate payment to an ACO for the costs, includ-
ing incentive payments, of carrying out an ACO 
Beneficiary Incentive Program established 
under this subsection. Nothing in this subpara-
graph shall be construed as prohibiting an ACO 
from using shared savings received under this 
section to carry out an ACO Beneficiary Incen-
tive Program. 

‘‘(F) NO APPLICATION TO SHARED SAVINGS CAL-
CULATION.—Incentive payments made by an 
ACO under this subsection shall be disregarded 
for purposes of calculating benchmarks, esti-
mated average per capita Medicare expendi-
tures, and shared savings under this section. 

‘‘(G) REPORTING REQUIREMENTS.—An ACO 
conducting an ACO Beneficiary Incentive Pro-
gram under this subsection shall, at such times 
and in such format as the Secretary may re-
quire, report to the Secretary such information 
and retain such documentation as the Secretary 
may require, including the amount and fre-
quency of incentive payments made and the 
number of Medicare fee-for-service beneficiaries 
receiving such payments. 

‘‘(H) TERMINATION.—The Secretary may ter-
minate an ACO Beneficiary Incentive Program 
established under this subsection at any time for 
reasons determined appropriate by the Sec-
retary. 

‘‘(3) EXCLUSION OF INCENTIVE PAYMENTS.— 
Any payment made under an ACO Beneficiary 
Incentive Program established under this sub-
section shall not be considered income or re-
sources or otherwise taken into account for pur-
poses of— 

‘‘(A) determining eligibility for benefits or as-
sistance (or the amount or extent of benefits or 
assistance) under any Federal program or under 
any State or local program financed in whole or 
in part with Federal funds; or 

‘‘(B) any Federal or State laws relating to 
taxation.’’; 

(3) in subsection (e), by inserting ‘‘, including 
an ACO Beneficiary Incentive Program under 
subsections (b)(2)(I) and (m)’’ after ‘‘the pro-
gram’’; and 

(4) in subsection (g)(6), by inserting ‘‘or of an 
ACO Beneficiary Incentive Program under sub-
sections (b)(2)(I) and (m)’’ after ‘‘under sub-
section (d)(4)’’. 

(b) AMENDMENT TO SECTION 1128B.—Section 
1128B(b)(3) of the Social Security Act (42 U.S.C. 
1320a–7b(b)(3)) is amended— 

(1) by striking ‘‘and’’ at the end of subpara-
graph (I); 

(2) by striking the period at the end of sub-
paragraph (J) and inserting ‘‘; and’’; and 

(3) by adding at the end the following new 
subparagraph: 

‘‘(K) an incentive payment made to a Medi-
care fee-for-service beneficiary by an ACO 
under an ACO Beneficiary Incentive Program 
established under subsection (m) of section 1899, 
if the payment is made in accordance with the 
requirements of such subsection and meets such 
other conditions as the Secretary may estab-
lish.’’. 

(c) EVALUATION AND REPORT.— 
(1) EVALUATION.—The Secretary of Health 

and Human Services (in this subsection referred 
to as the ‘‘Secretary’’) shall conduct an evalua-
tion of the ACO Beneficiary Incentive Program 
established under subsections (b)(2)(I) and (m) 
of section 1899 of the Social Security Act (42 
U.S.C. 1395jjj), as added by subsection (a). The 
evaluation shall include an analysis of the im-
pact of the implementation of the Program on 
expenditures and beneficiary health outcomes 
under title XVIII of the Social Security Act (42 
U.S.C. 1395 et seq.). 

(2) REPORT.—Not later than October 1, 2023, 
the Secretary shall submit to Congress a report 
containing the results of the evaluation under 
paragraph (1), together with recommendations 

for such legislation and administrative action as 
the Secretary determines appropriate. 
SEC. 502. GAO STUDY AND REPORT ON LONGITU-

DINAL COMPREHENSIVE CARE PLAN-
NING SERVICES UNDER MEDICARE 
PART B. 

(a) STUDY.—The Comptroller General shall 
conduct a study on the establishment under 
part B of the Medicare program under title 
XVIII of the Social Security Act of a payment 
code for a visit for longitudinal comprehensive 
care planning services. Such study shall include 
an analysis of the following to the extent such 
information is available: 

(1) The frequency with which services similar 
to longitudinal comprehensive care planning 
services are furnished to Medicare beneficiaries, 
which providers of services and suppliers are 
furnishing those services, whether Medicare re-
imbursement is being received for those services, 
and, if so, through which codes those services 
are being reimbursed. 

(2) Whether, and the extent to which, longitu-
dinal comprehensive care planning services 
would overlap, and could therefore result in du-
plicative payment, with services covered under 
the hospice benefit as well as the chronic care 
management code, evaluation and management 
codes, or other codes that already exist under 
part B of the Medicare program. 

(3) Any barriers to hospitals, skilled nursing 
facilities, hospice programs, home health agen-
cies, and other applicable providers working 
with a Medicare beneficiary to engage in the 
care planning process and complete the nec-
essary documentation to support the treatment 
and care plan of the beneficiary and provide 
such documentation to other providers and the 
beneficiary or the beneficiary’s representative. 

(4) Any barriers to providers, other than the 
provider furnishing longitudinal comprehensive 
care planning services, accessing the care plan 
and associated documentation for use related to 
the care of the Medicare beneficiary. 

(5) Potential options for ensuring that appli-
cable providers are notified of a patient’s exist-
ing longitudinal care plan and that applicable 
providers consider that plan in making their 
treatment decisions, and what the challenges 
might be in implementing such options. 

(6) Stakeholder’s views on the need for the de-
velopment of quality metrics with respect to lon-
gitudinal comprehensive care planning services, 
such as measures related to— 

(A) the process of eliciting input from the 
Medicare beneficiary or from a legally author-
ized representative and documenting in the med-
ical record the patient-directed care plan; 

(B) the effectiveness and patient-centeredness 
of the care plan in organizing delivery of serv-
ices consistent with the plan; 

(C) the availability of the care plan and asso-
ciated documentation to other providers that 
care for the beneficiary; and 

(D) the extent to which the beneficiary re-
ceived services and support that is free from dis-
crimination based on advanced age, disability 
status, or advanced illness. 

(7) Stakeholder’s views on how such quality 
metrics would provide information on— 

(A) the goals, values, and preferences of the 
beneficiary; 

(B) the documentation of the care plan; 
(C) services furnished to the beneficiary; and 
(D) outcomes of treatment. 
(8) Stakeholder’s views on— 
(A) the type of training and education needed 

for applicable providers, individuals, and care-
givers in order to facilitate longitudinal com-
prehensive care planning services; 

(B) the types of providers of services and sup-
pliers that should be included in the inter-
disciplinary team of an applicable provider; and 

(C) the characteristics of Medicare bene-
ficiaries that would be most appropriate to re-
ceive longitudinal comprehensive care planning 
services, such as individuals with advanced dis-
ease and individuals who need assistance with 
multiple activities of daily living. 
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(9) Stakeholder’s views on the frequency with 

which longitudinal comprehensive care plan-
ning services should be furnished. 

(b) REPORT.—Not later than 18 months after 
the date of the enactment of this Act, the Comp-
troller General shall submit to Congress a report 
containing the results of the study conducted 
under subsection (a), together with rec-
ommendations for such legislation and adminis-
trative action as the Comptroller General deter-
mines appropriate. 

(c) DEFINITIONS.—In this section: 
(1) APPLICABLE PROVIDER.—The term ‘‘appli-

cable provider’’ means a hospice program (as de-
fined in subsection (dd)(2) of section 1861 of the 
Social Security Act (42 U.S.C. 1395ww)) or other 
provider of services (as defined in subsection (u) 
of such section) or supplier (as defined in sub-
section (d) of such section) that— 

(A) furnishes longitudinal comprehensive care 
planning services through an interdisciplinary 
team; and 

(B) meets such other requirements as the Sec-
retary may determine to be appropriate. 

(2) COMPTROLLER GENERAL.—The term 
‘‘Comptroller General’’ means the Comptroller 
General of the United States. 

(3) INTERDISCIPLINARY TEAM.—The term 
‘‘interdisciplinary team’’ means a group that— 

(A) includes the personnel described in sub-
section (dd)(2)(B)(i) of such section 1861; 

(B) may include a chaplain, minister, or other 
clergy; and 

(C) may include other direct care personnel. 
(4) LONGITUDINAL COMPREHENSIVE CARE PLAN-

NING SERVICES.—The term ‘‘longitudinal com-
prehensive care planning services’’ means a vol-
untary shared decisionmaking process that is 
furnished by an applicable provider through an 
interdisciplinary team and includes a conversa-
tion with Medicare beneficiaries who have re-
ceived a diagnosis of a serious or life-threat-
ening illness. The purpose of such services is to 
discuss a longitudinal care plan that addresses 
the progression of the disease, treatment op-
tions, the goals, values, and preferences of the 
beneficiary, and the availability of other re-
sources and social supports that may reduce the 
beneficiary’s health risks and promote self-man-
agement and shared decisionmaking. 

(5) SECRETARY.—The term ‘‘Secretary’’ means 
the Secretary of Health and Human Services. 
TITLE VI—OTHER POLICIES TO IMPROVE 

CARE FOR THE CHRONICALLY ILL 
SEC. 601. PROVIDING PRESCRIPTION DRUG 

PLANS WITH PARTS A AND B CLAIMS 
DATA TO PROMOTE THE APPRO-
PRIATE USE OF MEDICATIONS AND 
IMPROVE HEALTH OUTCOMES. 

Section 1860D–4(c) of the Social Security Act 
(42 U.S.C. 1395w–104(c)) is amended by adding 
at the end the following new paragraph: 

‘‘(6) PROVIDING PRESCRIPTION DRUG PLANS 
WITH PARTS A AND B CLAIMS DATA TO PROMOTE 
THE APPROPRIATE USE OF MEDICATIONS AND IM-
PROVE HEALTH OUTCOMES.— 

‘‘(A) PROCESS.—Subject to subparagraph (B), 
the Secretary shall establish a process under 
which a PDP sponsor of a prescription drug 
plan may submit a request for the Secretary to 
provide the sponsor, on a periodic basis and in 
an electronic format, beginning in plan year 
2020, data described in subparagraph (D) with 
respect to enrollees in such plan. Such data 
shall be provided without regard to whether 
such enrollees are described in clause (ii) of 
paragraph (2)(A). 

‘‘(B) PURPOSES.—A PDP sponsor may use the 
data provided to the sponsor pursuant to sub-
paragraph (A) for any of the following pur-
poses: 

‘‘(i) To optimize therapeutic outcomes through 
improved medication use, as such phrase is used 
in clause (i) of paragraph (2)(A). 

‘‘(ii) To improving care coordination so as to 
prevent adverse health outcomes, such as pre-
ventable emergency department visits and hos-
pital readmissions. 

‘‘(iii) For any other purpose determined ap-
propriate by the Secretary. 

‘‘(C) LIMITATIONS ON DATA USE.—A PDP spon-
sor shall not use data provided to the sponsor 
pursuant to subparagraph (A) for any of the 
following purposes: 

‘‘(i) To inform coverage determinations under 
this part. 

‘‘(ii) To conduct retroactive reviews of medi-
cally accepted indications determinations. 

‘‘(iii) To facilitate enrollment changes to a dif-
ferent prescription drug plan or an MA-PD plan 
offered by the same parent organization. 

‘‘(iv) To inform marketing of benefits. 
‘‘(v) For any other purpose that the Secretary 

determines is necessary to include in order to 
protect the identity of individuals entitled to, or 
enrolled for, benefits under this title and to pro-
tect the security of personal health information 

‘‘(D) DATA DESCRIBED.—The data described in 
this clause are standardized extracts (as deter-
mined by the Secretary) of claims data under 
parts A and B for items and services furnished 
under such parts for time periods specified by 
the Secretary. Such data shall include data as 
current as practicable.’’. 
SEC. 602. GAO STUDY AND REPORT ON IMPROV-

ING MEDICATION SYNCHRONI-
ZATION. 

(a) STUDY.—The Comptroller General of the 
United States (in this section referred to as the 
‘‘Comptroller General’’) shall conduct a study 
on the extent to which Medicare prescription 
drug plans (MA–PD plans and standalone pre-
scription drug plans) under part D of title XVIII 
of the Social Security Act and private payors 
use programs that synchronize pharmacy dis-
pensing so that individuals may receive multiple 
prescriptions on the same day to facilitate com-
prehensive counseling and promote medication 
adherence. The study shall include a analysis of 
the following: 

(1) The extent to which pharmacies have 
adopted such programs. 

(2) The common characteristics of such pro-
grams, including how pharmacies structure 
counseling sessions under such programs and 
the types of payment and other arrangements 
that Medicare prescription drug plans and pri-
vate payors employ under such programs to sup-
port the efforts of pharmacies. 

(3) How such programs compare for Medicare 
prescription drug plans and private payors. 

(4) What is known about how such programs 
affect patient medication adherence and overall 
patient health outcomes, including if adherence 
and outcomes vary by patient subpopulations, 
such as disease state and socioeconomic status. 

(5) What is known about overall patient satis-
faction with such programs and satisfaction 
with such programs, including within patient 
subpopulations, such as disease state and socio-
economic status. 

(6) The extent to which laws and regulations 
of the Medicare program support such programs. 

(7) Barriers to the use of medication synchro-
nization programs by Medicare prescription 
drug plans. 

(b) REPORT.—Not later than 18 months after 
the date of the enactment of this Act, the Comp-
troller General shall submit to Congress a report 
containing the results of the study under sub-
section (a), together with recommendations for 
such legislation and administrative action as 
the Comptroller General determines appropriate. 
SEC. 603. GAO STUDY AND REPORT ON IMPACT OF 

OBESITY DRUGS ON PATIENT 
HEALTH AND SPENDING. 

(a) STUDY.—The Comptroller General of the 
United States (in this section referred to as the 
‘‘Comptroller General’’) shall, to the extent data 
are available, conduct a study on the use of pre-
scription drugs to manage the weight of obese 
patients and the impact of coverage of such 
drugs on patient health and on health care 
spending. Such study shall examine the use and 
impact of these obesity drugs in the non-Medi-
care population and for Medicare beneficiaries 

who have such drugs covered through an MA– 
PD plan (as defined in section 1860D–1(a)(3)(C) 
of the Social Security Act (42 U.S.C. 1395w– 
101(a)(3)(C))) as a supplemental health care 
benefit. The study shall include an analysis of 
the following: 

(1) The prevalence of obesity in the Medicare 
and non-Medicare population. 

(2) The utilization of obesity drugs. 
(3) The distribution of Body Mass Index by in-

dividuals taking obesity drugs, to the extent 
practicable. 

(4) What is known about the use of obesity 
drugs in conjunction with the receipt of other 
items or services, such as behavioral counseling, 
and how these compare to items and services re-
ceived by obese individuals who do not take obe-
sity drugs. 

(5) Physician considerations and attitudes re-
lated to prescribing obesity drugs. 

(6) The extent to which coverage policies cease 
or limit coverage for individuals who fail to re-
ceive clinical benefit. 

(7) What is known about the extent to which 
individuals who take obesity drugs adhere to 
the prescribed regimen. 

(8) What is known about the extent to which 
individuals who take obesity drugs maintain 
weight loss over time. 

(9) What is known about the subsequent im-
pact such drugs have on medical services that 
are directly related to obesity, including with re-
spect to subpopulations determined based on the 
extent of obesity. 

(10) What is known about the spending associ-
ated with the care of individuals who take obe-
sity drugs, compared to the spending associated 
with the care of individuals who do not take 
such drugs. 

(b) REPORT.—Not later than 18 months after 
the date of the enactment of this Act, the Comp-
troller General shall submit to Congress a report 
containing the results of the study under sub-
section (a), together with recommendations for 
such legislation and administrative action as 
the Comptroller General determines appropriate. 
SEC. 604. HHS STUDY AND REPORT ON LONG- 

TERM RISK FACTORS FOR CHRONIC 
CONDITIONS AMONG MEDICARE 
BENEFICIARIES. 

(a) STUDY.—The Secretary of Health and 
Human Services (in this section referred to as 
the ‘‘Secretary’’) shall conduct a study on long- 
term cost drivers to the Medicare program, in-
cluding obesity, tobacco use, mental health con-
ditions, and other factors that may contribute to 
the deterioration of health conditions among in-
dividuals with chronic conditions in the Medi-
care population. The study shall include an 
analysis of any barriers to collecting and ana-
lyzing such information and how to remove any 
such barriers (including through legislation and 
administrative actions). 

(b) REPORT.—Not later than 18 months after 
the date of the enactment of this Act, the Sec-
retary shall submit to Congress a report con-
taining the results of the study under subsection 
(a), together with recommendations for such leg-
islation and administrative action as the Sec-
retary determines appropriate. The Secretary 
shall also post such report on the Internet 
website of the Department of Health and 
Human Services. 

TITLE VII—OFFSETS 
SEC. 701. MEDICARE IMPROVEMENT FUND. 

Section 1898(b)(1) of the Social Security Act 
(42 U.S.C. 1395iii(b)(1)) is amended by striking 
‘‘$270,000,000’’ and inserting ‘‘$0’’. 
SEC. 702. MEDICAID IMPROVEMENT FUND. 

Section 1941(b)(1) of the Social Security Act 
(42 U.S.C. 1396w–1(b)(1)) is amended by striking 
‘‘$5,000,000’’ and inserting ‘‘$0’’. 

Mr. WYDEN. Mr. President, today is 
a big day in the ongoing effort to up-
date and strengthen Medicare’s guar-
antee to seniors. Senate passage of the 
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Finance Committee’s chronic care bill 
means seniors with multiple chronic 
illnesses will have their individual 
needs better met and get the type of 
care they need earlier. 

It is my judgment that the Finance 
Committee has no job more significant 
than updating the Medicare guarantee, 
and that is exactly what today is all 
about. The CHRONIC Care Act begins a 
transformational change in the way 
Medicare works for seniors who suffer 
from chronic illnesses like cancer, dia-
betes, and Alzheimer’s disease. 

If you could bring the lawmakers re-
sponsible for the creation of Medicare 
into 2017, they would barely recognize 
the program they created more than 
half a century ago. Back then, if a sen-
ior needed surgery for a broken hip, he 
or she visited a hospital and used Medi-
care Part A. If a senior needed treat-
ment for a nasty bout of the flu, he or 
she visited their doctor and used Part 
B. 

Today, more than 90 percent of the 
Medicare dollar goes toward seniors 
who have two or more chronic condi-
tions. Today’s seniors get their care in 
a variety of ways. It is not just fee-for- 
service; there are Medicare Advantage, 
Accountable Care Organizations, and 
other new systems under development. 

Keeping up with those changes—up-
dating the Medicare guarantee—is a 
big policymaking challenge, and that 
is why the Finance Committee worked 
so hard, for so long, to get this bill 
across the finish line. There are still 
more steps before these policies reach 
the President’s desk, but with strong 
bipartisan backing of the entire U.S. 
Senate, I am confident the job will get 
done. 

The CHRONIC Care Act will mean 
more care at home and less in institu-
tions. It will expand the use of life-
saving technology. It places a stronger 
focus on primary care. It gives seniors, 
however they get Medicare, more tools 
and options to receive care specifically 
targeted to address their chronic ill-
nesses and keep them healthy. Those 
are all important steps forward in up-
dating the Medicare guarantee. Still to 
come is ensuring that every senior 
with multiple chronic conditions has 
an advocate to help them navigate 
through the Byzantine healthcare sys-
tem. 

Finally just a few points about the 
bipartisan process leading to this bill’s 
passage today. The Finance Com-
mittee, in my view, has handed the 
Congress a model for how to legislate 
on a bipartisan basis. I want to thank 
Chairman HATCH, with whom I formed 
a bipartisan chronic care working 
group almost exactly 2 years ago, and I 
want to thank Senators WARNER and 
ISAKSON who generously took on the 
challenge of leading it. 

Of course this bill wouldn’t have ma-
terialized at all if not for the sweat eq-
uity put in by staff. Somewhere amid 
all the endless hours of work that went 
into writing this bill, they found time 
for multiple weddings, the birth of 

three children, and a handful of job 
changes. Thank you to Karen Fisher, 
Hannah Hawkins, Kelsey Avery, Leigh 
Stuckhardt, Liz Jurinka, Beth Vrabel, 
and Matt Kazan—our chronic care 
lead—all on my team. Chairman 
HATCH, I thank you for your commit-
ment to keep working on this and to 
your staff, including Jay Khosla, Brett 
Baker, Jen Kuskowski, Katie Meyer- 
Simeon, and the chronic care lead, Erin 
Dempsey. Thank you also to Senators 
WARNER and ISAKSON for lending us 
Marvin Figueroa and Jordan 
Bartolomeo. 

Mr. CORNYN. Mr. President, I ask 
unanimous consent that the com-
mittee-reported amendment be agreed 
to, and the bill, as amended, be consid-
ered read a third time. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

The committee-reported amendment 
in the nature of a substitute was 
agreed to. 

The bill was ordered to be engrossed 
for a third reading and was read the 
third time. 

Mr. CORNYN. Mr. President, I know 
of no further debate on the bill. 

The PRESIDING OFFICER. Is there 
further debate on the bill? 

Hearing none, the bill having been 
read the third time, the question is, 
Shall it pass? 

The bill (S. 870), as amended, was 
passed. 

Mr. CORNYN. Mr. President, I ask 
unanimous consent that the motion to 
reconsider be considered made and laid 
upon the table. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

f 

MEASURE READ THE FIRST 
TIME—H.R. 3354 

Mr. CORNYN. Mr. President, I under-
stand there is a bill at the desk, and I 
ask for its first reading. 

The PRESIDING OFFICER. The 
clerk will read the bill by title for the 
first time. 

The bill clerk read as follows: 
A bill (H.R. 3354) making appropriations 

for the Department of the Interior, environ-
ment, and related agencies for the fiscal year 
ending September 30, 2018, and for other pur-
poses. 

Mr. CORNYN. Mr. President, I now 
ask for a second reading and, in order 
to place the bill on the calendar under 
the provisions of rule XIV, I object to 
my own request. 

The PRESIDING OFFICER. Objec-
tion is heard. 

The bill will be read for the second 
time on the next legislative day. 

f 

ORDERS FOR WEDNESDAY, 
SEPTEMBER 27, 2017 

Mr. CORNYN. Mr. President, I ask 
unanimous consent that when the Sen-
ate completes its business today, it ad-
journ until 10 a.m., Wednesday, Sep-
tember 27; further, that following the 
prayer and pledge, the morning hour be 

deemed expired, the Journal of the pro-
ceedings be approved to date, the time 
for the two leaders be reserved for their 
use later in the day, and morning busi-
ness be closed; finally, that following 
leader remarks, the Senate resume 
consideration of the motion to proceed 
to S. 1519. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

f 

ORDER FOR ADJOURNMENT 

Mr. CORNYN. Mr. President, if there 
is no further business to come before 
the Senate, I ask unanimous consent 
that it stand adjourned under the pre-
vious order, following the remarks 
from the Senator from Maryland, Mr. 
VAN HOLLEN. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

The Senator from Maryland. 
f 

PUERTO RICO AND U.S. VIRGIN 
ISLANDS RECOVERY EFFORT 

Mr. VAN HOLLEN. Mr. President, I 
want to start by saying a few words 
about what is happening in Puerto 
Rico and the Virgin Islands where, in 
front of our eyes on the television sets, 
we see a growing humanitarian crisis 
that needs our urgent attention. 

Hurricane Maria has left unimagi-
nable devastation. Less than half of the 
population of Puerto Rico has potable 
water. Cell service is out on 95 percent 
of the island, making it difficult to 
contact loved ones and call emergency 
services, and only 5 percent of the 
power grid in Puerto Rico is working. 

My office has been fielding hundreds 
of calls from across the State of Mary-
land, some from constituents who are 
eager and desperate to reach their 
loved ones, others from fellow Ameri-
cans who are watching the devastation 
and who are asking us to act quickly. 

We all know that in the runups to 
Hurricanes Harvey and Irma, Texas 
and Florida braced for impact. We here 
in the Senate quickly organized to 
promise we would deliver the resources 
they would need to rebuild. We pro-
vided an emergency downpayment, and 
we gave them assurances that we 
would also stand ready to provide as-
sistance when it comes to rebuilding. 

We need to make that same urgent 
commitment to the people of Puerto 
Rico and the U.S. Virgin Islands, our 
fellow Americans. The administration 
needs to bring to bear its full resources 
from the military, to the Army Corps, 
to FEMA to deliver critical supplies 
and access to people in all parts of 
those areas. 

We have heard that we might get an 
emergency request for appropriations 
in a week or two. We need to move 
much more quickly, given the urgency 
of the situation; 3.5 million of our fel-
low Americans should not be left to 
languish without water or power. That 
is not who we are. We need all hands on 
deck, and we need them now, so I hope 
we will move on to that. 
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