. |PPS update'

.

-~

New York State Total (N—221)

BBA Flscal Impact Summary ($in Mllhons)

"(199.841)

T

evenue by (¢
5.0%

" 8.5%

PPS update - (38.858) (187.402) (314.048) (418.579) (495.374) (575.154),  (2,029.415) 392.209
Qutliers - (10.562) (44.180) (46.312) (48.652) (50.862) (53.174) (253.742) 91.777
IME - (18.742) (85.131) (137.774) (194.118) - (236.436)--  (239.983) (912.184) (219.936)
DSH - -- (1.305) (6.303) (11.391), (16.614) (22.052) (26.333) (83.998) (12.971)
Transfers -- 0.000 (4.756) (18.929) {18.906) (19.035) (19.331) (80.958) (16.620)
PPS capital - (27.026) (108.210) {109.851) (110.371) (111.663) - - {(111.348) (578.470) (30.045)
PPS-exempt - (2653) (54.219) (56.599) (61.629) (68.193) (75.487) (318.780) 34775
Qutpatient - (15.907) (64.939) . (66.530) . (120.518) (177.268) (181.877) {627.039) (29.129)
Bad debt - (2.616) {11.578) (17.245) . (18.993) (19.278) (19.567) (89.677) (17.180)
Direct GME - 0.000 0.000 0.000 0.000 . 0.000 0.000 0.000 76.415
Organ acquisition et al. - 0.000 0.000 -0.000 0.000 - 0.000 0.000 0.000 7.444
Total - (117.668) (567.119) (778.680) - (1,008.381) (1,200.162) (1,302.252) (4,974.262) 93283
Proposed Rule lmpact o - - -- - (52.258) (107.233) (110.021) 269512y -
IME/DSH adj. impact : [ - - -- -- 2.442 5.011 5.142 | 12.595 --
. {Managed Care Public Goods: = : ‘ ’

Missing IME, direct GME, and DSH . i ; ’ : . '

payments - -] (359.739) " (351.190) - (343.716) (340.704) (346.217)  (1,741.566) -
GME carve-out -- - 51021 98883 143.875 189.049 241.089 723917 -
Residual missing payments - - - (308.718) (252,307) (151.655) ° (105.129) .{1,017.650} -

- -3.1% -4.6%
Outliers - -2.3% -9.4% -9.3% -9.2% -9.2% -72% : 21.1%
IME - -22% -10.6% < -174%) -28.6% -28.6% -15.9% -26 8%
DSH - -0.2% -1.3% -2.2%]. -42% -5.0% -2.3% -2.5%
Transfers - 0.0% -5.6% -22.3% -22.3% -22.3% -13.6% -19.8%
PPS capital - -4.9% -18.6% -18.3% -18.0% -17.8%| -17.3% -13.8% -5.3%|
PPS-exempt - -0.4% -7.6% -7:7% -8.2% -8.9% . 96% -6.2% 5.1%
Qutpatient - -1.6% -6.6% -6.6% -11.6% -16.6% -16.6% -8.8% - -3.1%|
Bad debt - -6.3% -28.8% -41.3% -45.0% -45.0% -45.0% -30.4% -41.8%
Direct GME ) -~ 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 16.2%
Organ acquisition et al. - 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 16.2%)
Total -- -1.4% -6.4% | -85% -10.7% -12.5% -13.2% -7.8% 1.1%

T12.5%

PPS update ~0.4% -2:1% -3.4% -4.5% -5.1% -5.8% -3.2% 44.2%
Outliers - -0.1% -0.5% -0.5% -0.5% -0.5% -0.5% -0.4% 4.1%
IME - -0.2% -1.0% C-1S%) 0 20% . -25% -2.4% -1.4% 18.4%
DSH - 0.0% -0.1% -0.1% ~0.2% -0.2% -03% -0.1% 2.0%,
Transfers - 0.0% -0.1% -0.2% -02% -02% -0.2% -0.1% 1.5%
PPS capital - -0.3% -1.2% -1.2% -1.2% -1.2% -1.1% -0.9% 8.6%
PPS-exempt - 0.0% -0.6% -0.6% -0.7% -0.7% - -0,8% -0.5% 5.8%
Outpatient - -0.2% -0.7% -0.7% -1.3% -1.8% -1.8% -1.0% 14.0%
Bad debt = 0.0% -0.1% -0.2% -0.2% -0.2% -0.2% -0.1% 1.5%
Direct GME - 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% " 0.0% 0.0%
Organ acquisition et al. -~ 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%)
Total - -1.4% -6.4% -8.5% -10.7% -13.2% 100.0%

-7.8%

S

| Yo Point Chg.

Inpatient operatmg P . - -12.3%
Inpatient capital PPS 12.9% 4.7% . -8.6% - -19.8%
Inpatient PPS-exempt -0.1% -0.5% -8.4% - -10.7%
Outpatient ) -15.4% -17.5% -24.1% -31.5% - -24.0%
Direct GME -24.4% -24.4% -24.4% 24 4% - 0.0%
Organ acquisition et al. 0.0% 0.0% 0.0% 0.0% - 0.0%
Total Medicare 11.5% 9.9% 5.6% 1.0% - -13.2%|
Hospital patient care” -10.0% -10.8% -12.7% -14.7% . - -5.8%|
Hospital operating 1.1% 0.5% -1.1% -2.6% - -4.7%
Hospital bottom line 1.7% 1.0% -2.1%|. -- -4.6%

Aprt 27, 1999
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THE WHITE HOUSE'
WASHINGTON

Novemberl 4, 1999

MEMORANDUM TO THE PRESIDENT

FROM: Chris Jennings
SUBJECT: . H.R. 3075, the Medicare Balanced Budget Refinement Act of 1999
CC: . John Podesta, Steve Ricchetti, Maria Echaveste, Jack Lew, Gene Sperling,

Bruce'Reed, Larry Stein, Joel Johnson, and Mary Beth Cahill

Today, the House passed its version of the Medicare provider give-backs legislation by a vote of
388 to 25. It costs $11.8 billion over 5 years. It provides relief for hospitals, nursing homes,
home health providers, physicians, therapy providers, and rural health providers. With very few
exceptions (such as an unnecessary and ill-advised payment increase for managed care and
inadequate and controversial policies regardmg teaching hospitals), most of the provmons
1ncluded are workable with relanvely small adjustments. :

The primary challenges continue to be the lack of offsets for these new costs, the fact that no
resources are being transferred to the Medicare trust fund to avoid a negative impact on the
financial health of the Medicaré program, and the front-loaded nature of the give-backs. On the
last point, like the Senate, about half of the $11.8 billion expenditures in the House blll are spent

- in the first two years, with most of this in 2001.

Since the Congress has forward-funded so much of its 2000 budget, probably cannot live under
the unrealistic appropriations caps, and is considering tax policies that reduce revenue
significantly, the availability of on-budget surplus dollars for 2001 is — or is almost —
nonexistent. As a consequence, the dollars dedicated to 2001 spending ($4.3 billion in the House
and $5.6 billion in the Senate) may need to be pushed into 2002 and beyond so that your FY
2001 budget has resources available for high-priority initiatives. Even though the 5-year total
expenditures would. likely be the same, this approach would still likely alienate many providers
who are expecting administrative and legislative payment increases out of Washington this year
and next year. '

We are assessing whether the Congress feels strongly abut the 2001 spending issue and 1f the
Republican leadership will impose their own fiscal restraints for the early years of its budget. So
far, the Congress appears largely unwilling to unpose any fiscal restraints (or pay-for .
requlrements) on itself on this issue.

Attached is an OMB letter we sent to the Congrcss today. As you will note, it does not reference
the 2001 issue because we do not want to be the only ones raising it. We will keep you apprised

of developments



EXECUTIVE OFFICE OF THE PRESIDENT
OFFICE QF MANAGEMENT AND BUDGET
WASRINGTON, D.C. 20503

THE DIRECTOR

N{)vember s, 1999

The Honorable Richard A. Gephardt
Democratic Leader

United States House of Representatwes
Washington, D.C. 20515

Dear Mr. Leader

This letter responds to your request on our views of the Balanced Budget Act adjustment
bills that are currently being considered in Congress. As you know, the President is committed
to moderating policies in the Balanced Budget Act of 1997 that are flawed or have unintended
consequences for Medicare beneficiaries and providers. The Administration has taken numerous
administrative actions to this end and believes that the Congress should not concludc its first
session untll neccssary legislative changes are made

Most of the Admunstratmn ] spe'clﬁc policy suggestions and concerns with the House
and Senate bills have been discussed at the staff level, and we will continue that collaboration. I
want to take this opportunity to restate our commitment to broader Medicare reform and concern
- about the potential effect of the adjustment bills on the budget and Medicare trust fund.

The problems caused by the 1997 Balanced Budget Act that we have mutually identified
are serious and require immediate action. However, even greater challenges are presented by the
demographic and health changes of the 21* century. The doubling of the Medicare population in
the next 30 years and advances in medicine will strain Medicare’s ability to provide basic health
services to seniors and people with disabilities. This is why the President developed a plan to
strengthen and modernize Medicare, including adding a long-overdue, voluntary prescription
drug benefit. This plan remains one of the Adrmnlstl ation’s top priorities and we hope to work
with you to ensure its passage in 2000. -

In the absence of broader reforms, the Administration continues to bcheve that legls}lanon
to correct problems with the Balanced Budget Act policies should be paid for and not undermine
the solvency of the Medicare trust fund. The President's Medicare reform plan included a set of
proposals to modernize traditional Medicare and reduce costs which would help in this regard.
Other offsets, which could include appropriate tax offsets, could also be used. Regardless ot the
approach, I strongly encourage you to protect the progress we have made in extending the life of

the Medicare trust fund and not reverse the gains which we have worked so hard together to
achieve.




There are several provisions of the bills that we have identified in staff discussions that
could be modified or eliminated. [ want to reiterate our concern about a further slow-down of
the implementation of the managed care Tisk adjustment system. The BBA required that
payments to managed care plans be risk adjusted. To ease the transition to this system, we
proposed a S-year, gradual phase-in of the risk adjustment system. This phase-in forgoes
approximately $4.5 billion in payment reductions that would have occurred if risk adjustment -
were fully implemented xmmedlately The Medicare Payment Advisory Commission and other
experts support our planned phase-in. These experts also believe that Medicare continues to
overpay managed care plan. In light of this, we think that increased payments to managed care
plans through this mandated slow-down of risk adjustment are unwarranted at this time.

The Administration would also support the inclusion of language to clarify the intent of
Congress for determining aggregate payments to hospitals under OPD PPS. A technical drafting
error in the BBA language authorizing the PPS system has produced some confusion over the
aggregate payment formula for this system. The enactment of clarifying language on the subject
would be most useful in eliminating the confusion caused by this drafting error..

BBA was an historic and major, bipartisan achievement. Because of its magnitude, it is
not surprising that there are a number of modifications that we mutually agree are necessary to
address its unintended and negative consequences. The Administration looks forward to
working with you on these modifications to ensure that Medicare continues to provide hlgh-
quality, accessible health care.

Sincerely,

Director .



EXECUTIVE OFFICE OF THE PRESIDENT
OFFICE OF MANAGEMENT AND BUDGET
WASHINGTON, D.C. 20803

October 18, 1999

THE DIRECTOR

Honorable William M. Thomas
Chairman, Subcommittee on Health

- Committee on Ways and Means
United States House of Representatives
Washington, D. C

Dear Mr. Chaixfmén: |

Iam wntmg to respond to your request regarding how the Administration would score the
attached language clanfymg Congressional intent on the outpatient prospecuve payment system
(PPS) enacted i in the Balanced Budget Act (BBA).

. Asyou know, the outpatient PPS was intended to rationalize outpatient payment policy.
The intent of that legislation was to correct a flaw in outpatient payments, and included multi-year
savings of $7.2 billion from lower rates of cost growth under the new system. The law was not
- intended to impose an additional reduction in aggregate payments to hospital outpatient
departments. No such reduction was contemplated when the BBA was negotiated, and we -
continue to believe that such a reduction would be unwise. The Medicare program needs to -
continue to encourage outpatient care, not discourage it by failing to pay its full costs.

Unfortunately, however, a technical drafting change has produced some confusion over the
outpatient payment formula. The enactment of clarifying language on the subject would be most .
useful in eliminating the confusion caused by the technical drafting of the current law. The attached
draﬁ language would clarify the 1aw and assist in carrymg out the intent of Congress.

The Admlmstratlon would not score the draﬁ language w]:uch would not modify the
statutory provision, since it would only clarify the intent of Congress. Under the Budget
Enforcement Act, legislative action is scored only when it changes current law. Findings or
clarifications by Congress do not change the law and do not result in scoring. We are not aware of
any cases since enactment of the Budget Enforcement Act in 1990 where findings or clarifications
by Congress were scored. Therefore, the attached 1anguage if enacted would not be scored by
the Office of Management and Budget

Sincerely,

Cob J. Lew
Diréctor



SEC._INTENTION REGARDING BASE AMOUNTS IN APPLYING THE
HQSPITAL OUTP‘ATIEN*‘F PROSPECTTVE PAYMENT SYS’I‘EI;/E.-Wiﬂx respectAto
détermining thé amount of copayments-described in paragraph' {B)tA)(ii) of subsectiéﬁ
1833(t) of the Social Security Act, as added by section 4523(a) of Balanced Budget
Act of 1997, Congreés ﬁnas that such amount should be determined without regard to
such subsection and clarifies that the Secretary of Health aﬁd Human Services has the‘
authority to deténnine such amount without regard to such subsection, and that the base
amounts to be calculated under paragraph (3)(A) not reflect any reductions in aggregate

payments to hospitals for covered OPD éewices.



EXECUTIVE OFFICE OF THE PRESIDENT
OFFICE OF MANAGEMENT AND BUDGET
WASHINGTON, D.C. 20503

THE DIRECTOR

November 5, 1999‘

The Honorable Richard A. Gephardt
Democratic Leader

United States House of Representatives
Washington, D.C. 20515 '

Dear Mr. Leader:

This letter responds to your request on our views of the Balanced Budget Act adjustment
bills that are currently being considered in Congress. As you know, the President is committed
to moderating policies in the Balanced Budget Act of 1997 that are flawed or have unintended
consequences for Medicare beneficiaries and providers. The Administration has taken numerous-
administrative actions to this end and believes that the Congress should not conclude its first
- session until necessary legislative changes are made.

Most of the Administration’s specific policy suggestions and concerns with the House
and Senate bills have been discussed at the staff level, and we will continue that collaboration. 1
want to take this opportunity to restate our commitment to broader Medicare reform and concern
about the potential effect of the adjustment bills on the budget and Medicare trust fund.

The problems caused by the 1997 Balanced Budget Act that we have mutually identified
are serious and require immediate action. However, even greater challenges are presented by the
demographic and health changes of the 21* century. The doubling of the Medicare population in
the next 30 years and advances in medicine will strain Medicare’s ability to provide basic health
services to seniors and people with disabilities. This is why the President developed a plan to
strengthen and modernize Medicare, including adding a long-overdue, voluntary prescription
drug benefit. This plan remains one of the' Administration’s top priorities and we hope to work
with you to ensure its passage in 2000.

In the absence of broader reforms, the Administration continues to believe that legislation
to correct problems with the Balanced Budget Act policies should be paid for and not undermine
the solvency of the Medicare trust fund. The President's Medicare reform plan included a set of
proposals to modernize traditional Medicare and reduce costs which would help in this regard.
Other offsets, which could include appropriate tax offsets, could also be used. Regardless of the
approach, I strongly encourage you to protect the progress we have made in extending the life of

the Medicare trust fund and not reverse the gains which we have worked so hard together to
achieve. s



There are several provisions of the bills that we have identified in staff discussions that
could be modified or eliminated. I want to reiterate our concern about a further slow-down of
the implementation of the managed care risk adjustment system. The BBA required that
payments to managed care plans be risk adjusted. To ease the transition to this system, we
proposed a 5-year, gradual phase-in of the risk adjustment system. This phase-in forgoes
approximately $4.5 billion in payment reductions that would have occurred if risk adjustment
were fully implemented immediately. The Medicare Payment Advisory Commission and other
experts support our planned phase-in. These experts also believe that Medicare continues to
overpay managed care plan. In light of this, we think that increased payments to managed care
plans through this mandated slow-down of risk adjustment are unwarranted at this time.

The Administration would also support the inclusion of language to clarify the intent of
Congress for determining aggregate payments to hospitals under OPD PPS. A technical drafting
error in the BBA language authorizing the PPS system has produced some confusion over the
aggregate payment formula for this system. The enactment of clarifying language on the subject
would be most useful in ehmmatmg the confusion caused by this drafting error.

BBA was an hlstorlc and major, bipartisan achievement. Because of its mégnitude, itis
not surprising that there are a number of modifications that we mutually agree are necessary to
address its‘unintended and negative consequences. The Administration looks forward to
working with you on these modifications to ensure that Medicare continues to provide high-
quality, accessible health care.

Sincerely,

J. Lew
Director



TOP LIST OF CONCERNS

Managed care risk adjustment: Delay should be eliminated. Fall-back: possible ok with
another year in transition, but need to have 2001 progression (not just 90/10 in 2001).

Teaching hospitals: Should include Senate’s more generous IME provision (fallback: ‘00-
02 at 6.5 percent). Drop the House’s controversial redistribution proposal for graduate
medical education (cost: $0.4 billion over 5 years).

Hospital outpatient department: Both bills should include clarification of intent; both

" House and Senate should use directed scoring.

4. Children’s health: Should include the Senate extension of the $500 million outreach fund
(expires in the next few months) ‘

5. Obstructs modernization proposal and demonstration: Delays allowing the Secretary to
use “inherent reasonableness” authority that allows gives her flexibility to set rates more
appropriately (support Senate: delay until a GAO report is done). Delays competitive pricing
demonstration, requires reporting on including FFS. This demo provides important
information on competitive managed care proposals (compromise: no delay but make demo
like our competition proposal). -

6. Therapy caps: Support Senate moratorium rather than House 3™ cap, which we think is
inadequate. (compromise: raise existing caps, but drop outlier policy).

7. Home health: Drop link of cut to implementation of PPS. Drop PIP extension — will cause
worse overpayment problems that we have now.. Prefer Senate phase-in to House delay.

8. Skilled nursing facilities: Prefer House approach of using across-the-board market basket
increase to adding to rehab RUGs.

9. Hospital outpatient department: Outlier policy possible but unnecessary; transition
policies not needed if 5.7 percent fixed.

10. Pap smears: Support immediate increase but want Secretary to have the authority to update
in the future.

MISCELLANEOUS .

1. Home health: OK with OASIS payment if no double billing

2.” Rural: Have technical fix to 96-hour stay for critical access hospitals

3. Managed care: Oppose charging trust fund for education campaign

4. Rehab PPS: Prefer House, which gives Secretary transfer authority

5. Immunosupressants: Support expanding drug coverage; want to gi\}e Secretary authority to
limit coverage period to keep spending within amount allowed.

6. FQHC: Oppose Senate provision; réviewing alternatives

7. CHIP data: Support the Senate policies (none in the House)
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PRESENTATION TO THE ANNUAL CONFERENCE OF
THE HEALTHCARE ASSOCIATION OF NEW YORK STATE BY.
- FIRST LADY HILLARY RODHAM CLINTON

HANYS CONTACT:

Steven Kroll, Vice-President, Governmental Affairs

Office ’Mﬁxhjl_o.ine_Maier 8) 431-7727

Home P6/b(6)

At Conference (beginning Wednesday at noon) (518) 644-9400
[ask for HANYS conference center staff]

Cellular Phone With Voice Mail P6/b(6)

Pager P6/b(6) o

PROPOSED SCHEDULE:

Mrs. Clinton will be greeted by Daniel Sisto, the President of the Healthcare
Association New York State (HANYS).

HANYS is the statewide trade association for New York’s niot-for-
profit hospitals, health systems, and affiliated continuing care
providers. (95% of New York’s hospitals are not-for-profit)

We will be expecting the First Lady to arrive at approximately 11:20 -11:30 ‘
a.m. '

Upon arrival, we would like Mrs. Clinton to have a brief introductory
meeting of approximately ten minutes with Mr. Sisto.

Mr. Sisto will then escort Mrs. Clinton to a reception room where she will be
greeted by the HANYS [eadership for approximately fifteen minutes. | have
attached a HANYS Board list for your information (Attachment A). Many of
these individuals will be on-hand to greet Mrs. Clinton.

Mr. Sisto and the HANYS leadership will escort Mrs. Clinton to the main
auditorium where she will address an audience of hospital and health
system executives and trustees. o ~

We would be pleased if Mrs. Clinton would accept questions from the
audience. Please advise us if this will be possible. Please also advise us if
Mrs. Clinton would like us to arrange for press availability after her remarks
and prior to departing Bolton Landing.

October 7, 1999 4:00 P.M.
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ISSUES OF CONCERN FOR NEW YORK’S
HOSPITALS AND HEALTH SYSTEMS

We would he grateful if the First Lady would be wnllmg to address any or all
of these issues in her remarks.

HANYS has long shared the First Lady’s goal of expanding access to
health insurance to all Americans. HANYS believes the availability of
tobacco settiement funds presents a unique opportunity to make '
incremental progress towards this goal for both children and families.

HANYS members believe Congress and the Administration should work

together to enact legislation and promulgate regulations that restore
Medicare funding and repair the Balanced Budget Act (BBA) this fall. .
{More information on BBA repairs follows in background section of this
document.) :

HANYS believes many of the federal managed care reform proposals
currently under consideration represent an important step in ensuring
that insurers and managed care companies are more accountable to
consumers. Many of the proposed reforms have already been enacted
into law in New York and should be extended to dll Americans.

HANYS also believes that discussions of federal managed care
legislation should be broadened to address health care providers’
growing payment problems with HMOs and insurers. For example,

- HANYS supports the establishment of a federal prompt payment

standard for all payers, as New York State’s hospitals are experiencing
tremendous growth in accounts receivable and retroactwe denials of
payment by managed care plans and insurers.

HANYS has a similar managed care agenda at the state level. HANYS
“Health Insurance Payer Integrity Agenda,” which is attached :
(Attachment B) will be a key focus of the HANYS membership this fall
when the State Legislature considers HCRA successor legislation.



OCT 12 *99 @2:48PM HANYS ' B . P

BACKGROUND INFORMATION ON HANYS MEMBERSHIP AND
HANYS ADVOCACY AGENDA ‘

DIVGI’SIH of New York State s Hos ’ |tals

New York State has a dlverse hospltal commumty New York has

« some of world’s largest academ:c medical centers, V

» some of the smallest hospitals that dot the heartland of America, and

+ many suburban, community and small urban hosmtals that are
essential health care resources to the fastest growing communities in-
New York State.

The pers«ons'who govern and administer these hospitals are ﬂe’rcely‘ proud
of their individual institutions. The different types of hospitals have unique
needs and the New York hospital community works hard to balance the
needs of each type of hospital in our collective public advocacy agenda:

The entire audience would be personally touched by the Farsvt Lady’s
remarks if she would balance her address to equally recogmze each of
these three types of hospltals
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BACKGROUND INFORMATION ON HANYS MEMBERSHIP AND
| HANYS ADVOCACY AGENDA |

HANYS' Position on Balanced Budget Act Repairs

» HANYS members believe Con‘gréss and the Administration should work
together to enact legislation and promulgate regulations that restore
Medicare funding and repair the Balanced Budget Act (BBA) this fall.

» The Administration has also proposed billions of dollars in additional
provider payment cuts during 1998. The additional proposed cuts, in
_ the form of BBA extenders, are inappropriate given the BBA has already .
saved billions more than originally estimated.

» Having a balanced budget is impdrtant.l But, the Medicare cuts in the
balanced budget law went too far.

-« Lawmakers have the opportunity to make restorations to Medicare and
" reverse the mounting consequences of the BBA before our
communities are too severely impacted.

e The almost $5 billion in BBA cuts on New York State providers has
already forced hospitals to make difficult choices that may run counter
to our mission of community service. :

» The BBA repair funds proposed thus far by Congress and the
Administration are inadequate to address the unintended consequences
of the BBA in all priority areas. It will be |mpose.|ble to make meaningful
restorations to all types of hospitals, nursing homes, and home care
providers without a greater commltment of funds.

» Adequate funding must be made available so BBA relief legislation and
regulation can address the needs of teaching hospitals and non-
teaching hospitals alike — whether urban, suburban, or rural.

» Medicare's proposed outpataent PPS will disproportionately reduce
' hosmtal outpatient revenue in New York State (Additional Information
in Attachment C).
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 HANYS supports the legislative efforts in the Congressional Health
Committees to increase outpatient PPS funding. HANYS has developed
a legislative proposal that would restore funding to the outpatient PPS.
The proposal has been infroduced in the House of Represematwes as
H.R.2979. ‘

» 'Regulatory repairs to the Outpatient PPS are also necessary. HANYS is
urging the Administration to rescind the across-the-board 5.7%
reduction in payment rates in the proposed rule. A large majority of
House and Senate members of both parties oppose this. reduction,
which was not required by the BBA. This reduction will reduce
outpatient payments in New York by about $45 million per year. The
Administration should also include a teaching and stproportlonate
Share Hospital (DSH) adjustment in the outpatient PPS.

« A list of HANYS-supported legislation to repair the BBA is attached
(Attachment D).

La
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Impact of Current BBA Restoration Proposals on New York

The Administration has suggested a much smaller pool of funds for repairing the
BBA than either Republicans or Democrats in Congress. The Administration’s
proposed BBA repair fund is inadequate to address the unintended consequences of
the BBA in all priority areas. It will be impossible to make meaningful restorations

to GME, hospital outpatient, nursing homes, and home care without a greater
commitment of funds.

The BBA will reduce Medicare liospital spending in New York by
approximately $4.75 billion over five years.

The Administration’s proposed BBA extenders would reduce total Medicare.
spending in New York by approximately $3.2 billion over the next ten years,
the majority of which would likely come from hospital payments.

White House - Proposes to return $7.5. billion over ten years to providers and health
plans

New York’s Potential Share = $300 million over five years for all provxders
and health plans (not just hospitals)

Rep. Bill Thomas and House Republicans - Propose to return approxnnately $10
billion over five years to provuders and health plans

New York’s Potential Share = $800 million over five years for all prowders
and health plans (not just hospitals)

Sen. William Roth - Propose to return approximately $7.5 brlhon over five years to
providers and health plans

New York’s Potential Sh’afe = $600 million over five years for all provideré
and health plans (not just hospitals)

Sen. Tom Daschle and Senate Demb.c‘rats

Proposes to return $20 billion over five to ten years to pro?iders and health
plans ’

New York’s Potential Share = $800 million to $1.6 billion over five years for
all providers and health plans (not just hospitals)
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Major Emerging Issue — Medicare DSH Formula

The Health Care Financing Administration (HCFA) has recently begun
revisiting the Medicare Disproportionate Share Hospital (DSH) payment
formula in a manner that could result in the loss of hundreds of millions of
dollars in Medicare Disproportionate Share (DSH) payments to New York
State’s safety net hospitals.

In order for hospitals to qualify for Medicare DSH payments, they must
demonstrate that they treat a high number of poor and uninsured patients.
The proxy for calculating the number of poor and uninsured patients for
each hospital is based on a formula that includes the number of Medicaid
days. Recently, HCFA has incorrectly decided that there have been
significant DSH overpayments to hospitals as a result of the inclusion of a
state-created Medicaid category called Home Relief (HR) in this calculation
of Medicaid days.

HCFA and the Medicare Fiscal Intermediary had previously told HANYS that
New York’s Medicare DSH calculations were in compliance with federal

' requirements. However, very recently, HCFA has revised its position on

~ this issue and told hospitals that state “Medicaid” days must be excluded,
even though hospitals do not have the ability to distinguish these patients
from their “federal” Medicaid patients. The recalculation could potentially
cost New York State’'s approximately 125 DSH hospitals an estimated $160
million per year. HCFA has indicated this new policy could be both
retrospective and prospective, and result in the recoupment of funds going
back several years. In addition, approximately 19 hospitals would lose
DSH eligibility if these days were excluded.

These recoupments and future reductions would be in addition to BBA cuts
already in effect and would deepen the plight of already financially troubled
safety net providers. Our State’s Medicare DSH hospitals are located in
every corner of New York State, in every Congressional district, with one
exception. These safety-net providers use these essential DSH payments
to maintain access to health care for every patient that comes through their
doors, regardless of the patients’ ability to pay or insurance status. Many
of these providers have received letters from the fiscal intermediary
indicating that closed Medicare cost reports, dating back to 1993 or 1994,
would be reopened for the purpose of recalculating their Medicare DSH
allotments.
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BACKGROUND INFORMATION ON
NEW YORK STATE’S HOSPITALS & HEALTH SYSTEMS
FOR FIRST LADY HILLARY RODHAM CLINTON

New York Hospitals: Serving Their Communities

New York State has approximately 250 urban, rural, and suburban hospitals that
form the core of our health care system. These hospitals, which range in size
from two to 1,171 beds, are a crucial source of many essential services for all
New Yorkers. : .

New York State’s urban, suburban, and rural hospitals provide an astounding
array of high-quality health care services for their communities, as well as visitors
to the Empire State, and persons from around the world who come to New York
seeking cutting edge medical treatment. From our academic medical centers
and teaching hospitals, which provide access to the most advanced
technologies, to the community hospitals that offer local access to essential
medical and emergency services, New York State's hospitals make a difference
in thousands of lives each day. For example:

e New York State's fifteen organ transplant centers performed 1168 major
organ transplants in 1997. A

s Around-the-clock lifesaving information is just a phone call away at six
regional poison control centers.

» Advanced trauma care is always available at forty-seven regional, area, and
pediatric trauma centers. Nine burn centers are also always on stand-by.

+ Hundreds of satellite outpatient clinics bring health care directly to New York
State’s most underserved urban and rural populations. Hospitals and hospital-
sponsored primary care clinics and offices are the pnmary source of health
care for the uninsured.

Service to communities is our bottom line. Hospitals are major sponsors of
meals-on-wheels and other nutrition programs, support groups, teen outreach
programs, school-based health clinics, immunization programs, and often provide
transportation to and from health facilities for seniors and the disabled.



OCT 12 ’99 B2:30PM HANYS P.18-28

New York Hospitals:
Special Missions

Sixty-five New York State hospitals in thirty-six countaes are designated as rural,
or serve predominantly rural communities. In seventeen of these counties, there
is only one hospital. For geographically isolated New Yorkers, rural hospitals are
the only guarantee of readily accessible emergency and lifesaving care.. More
than two dozen hospitals are over fifteen miles from the nearest alternative
hospital, often over secondary roads. Rural hospitals are the safety net for their
communities and treat predominantly elderly and low-income individuals and
families. Many have developed specialized services that enable senior citizens
to get excellent health care close to home. 74% of rural hospital inpatient days in
New York are for Medicare and Medicaid patients.

More than 100 New York State hospitals have teaching programs. These
institutions make our state one of the world's premier centers for medical
excellence. The hospitals provide the finest training for more than 15,000
physicians and other health care professionals, provide access to care for the
poor and uninsured, make available cutting edge medical technology, and serve
as the foundation of a powerful biomedical research industry. New York State
trains 16% of the nation’s medical residents and educates 10% of the nation’s
medical students, drawing 10% of the nation's total National Institutes of Health
grant funding.

Despite trying financial times, many New York “Disproportionate Share* hospitals
continue developing services targeted at improving the health status of uninsured
and Medicaid patients. These hospitals are the backbone of care for New York's
-most vulnerable populations

More than 100 New York State hospitals provide specialized services for persons
living with AIDS and HIV. New York State continues to have the largest
percentage and number of persons living with AIDS in the nation. Of the 266,000

AIDS cases reported to the Centers for Disease Control through June 1998,

47,000 of the individuals, or 17.6%, live in New York.
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New York Hospitals
Strengthening The State Economy

In 18997, New York State’s hospitals employed the equivalent of approximately
410,000 full-time workers who earned almost $18 billion in wages, salaries, and
benefits that were re-circulated in the state economy.

New York State’s hospitals spent $28.9 billion on staffing, goods, and sewlces
for patient care in 1997. . .

New York State s prestigious academic medical centers and community teaching
hospitals sponsor biomedical research and teaching programs that generate an
annual $2.5 billion infusion of out-of-state funding to New York's economy,
offsetting any costs to New York State businesses or governments by an afmost
three-to-one margin.

New York Hospitals
Efficient and Effective

New York State’s hospitals had the nation’s lowest number of full-time workers
per patient caseload — 4.2 versus the national median of 5.3 in 1997.

These hospitals had a median occupancy rate of 62.4% in 1997, compared to the
national median of 44.7%.

Ninety-six percent of New York State's hospitals are either not-for-profit (83%) or
government-run (12%). Only 5% are for-profit. Recent studies have found that
not-for-profit hospitals are more cost-efficient than for-profit facilities

In the last four years, overall Medicaid spending has risen by only 5%. Medicaid

spending for hospital services in New York State has actually dropped 26% over
the same period.

10
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New York Hﬁspitals |
- Financial Challenges

The financial viability of New York State’s hoSpi’tals is being threate'ned by:

» severe reductions in Medicare and Medicaid funding, .
.- » growing problems with HMOs and other health insurers who withhold, delay,
and deny payment for health care semces that have been appropnately
' provided, and :
« the growing number of uninsured in New York State.

The number of uninsured in New York State has continued to rise -- from 2.9
million in 1994 to 3.2 million currently. New York's hospitals are the caregivers
for these New Yorkers, and for milions more who are underinsured. Our
hospitals provided $1.4 billion. in uncompensated care in 1997, and another
$1.54 billion in uncompensated care in 1998.

Under the federal Balanced Budget Act (BBA) of 1997, Medicare reimbursernerit
to New York hospitals will be reduced by approximately 4.75 billion between
1998 to 2002. Already, hospitals are feeling the severe effects of the first two
years of the BBA, as is ewdenced by their weak financial performance in 1998
and 1999.

Meanwhile, private health insurers are increasingly dénymg claims for payment
or flouting the state’s Prompt Payment Law (as evidenced by the $244 3!0 in
fines levied against 18 of the state s health plans in 1999). ‘

New York State hospltals had the second lowest “profit margin” in the Umted*
States in 1997. The median margin for New York hospitals was a razor-thin
0.82% compared to 3.83% for all U.S. hos,prtals Those slim margins are being
eroded by further funding cuts.

According to fi nanmal information filed by 194 of the state’s 240 hosp:tals the
small aggregate surplus of 1997 has been wiped out by a loss on operations of -
more than $140 million in 1998, a swing of more than $250 million in one year.
These statewide losses have translated into layoffs, postponed of teriminated
programs, unpaid vendors, a hospital bankruptcy, and several hospltals on the
edge of insolvency. ,

SOURCES ‘

Hospital Statistics 1999, American Hospltal Assocua’uon

HIV/AIDS Surveillance, December 1998, Centers for Disease Control - ‘
The Source Book: The Comparative Pen‘ormance of U.S. Hospttals Deloitte &
Touche and Health Care Investment Analysts, Inc., 1999

NYS Department of Health, Health Facilities Dmectory. July 1999

ES202 Report, NYS Department of Labor, 1998 '
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Attachment B

Health Insurance Payer integrity Agenda

Health care providers throughout New York State are experiencing
significant problems with managed care and other insurers routinely
withholding, delaying, and denying payment for health care services that
have been appropriately provided. Retroactive denial of payment for pre-
authorized services, delayed payment for services already provided, and
the financial collapse and weakness of many managed care-companies
have led to a tremendous increase in accounts receivable for all health
care providers. Despite New York State laws regulating utilization review
agents, mandating prompt payment of health care claims, and establishing
an external appeal process, health care providers have continued to see
unpaid or late bills increase significantly this year, as managed care and
other insurers refuse to comply with existing laws. Existing penalties
provide no incentive for payers to change behavior and comply with the
law. To resolve these critical and growing problems, HANYS is pressing for
active and effective enforcement of existing laws, as well as enactment of
HANYS' Payer Integrity Legislative Agenda.

12
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Attac;hment B

Health Insurance Payer Integrity Agenda

-Health care providers throughout New York State are experiencing
significant problems with managed care and other insurers routinely
withholding, delaying, and denying payment for health care services that
have been appropriately provided. Retroactive denial of payment for pre-
authorized services, delayed payment for services already provided, and
the financial collapse and weakness of many managed care companies
have led to a tremendous increase in accounts receivable for all health
care providers. Despite New York State laws regulating utilization review
agents, mandating prompt payment of health care claims, and establishing
an external appeal process, health care providers have continued to see
unpaid or late bills increase significantly this year, as managed care and
other insurers refuse to comply with existing laws. Existing penalties
provide no incentive for payers to change behavior and comply with the
law. To resolve these critical and growing problems, HANYS is pressing for
active and effective enforcement of existing laws, as well as enactment of
HANYS’ Payer Integrity Legislative Agenda.
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HEALTH INSURANCE PAYER INTEGRITY
HANYS’ LEGISLATIVE AGENDA

HEALTH INSURANCE GUARANTEE FUND .
Create a guarantee fund to ensure that health care providers are reimbursed for
services in the event of the default of a health insurance plan. The guarantee fund
would be funded by an assessment on all health insurers, imposed in the event of
a default. The proposal would be modeled after guarantee funds for life insurance
and property/casualty insurance that already exist in state law.

PROMPT PAYMENT LEGISLATION

m Define “clean claims” as a Uniform Billing Form (UB-92) with all fields
correctly filled.

® Establish a trigger mechanism for automatic enforcement of penalties.

& Reduce the timeframes for prompt payment and provide a reduced
timeframe for claims submitted through electronic transmission.

B Increase penalties for failure to comply.

YEAR 2000 PAYMENT LEGISLATION

= Requiré the state’s Medicaid system, HMOs, and other health insurers
to demonstrate the Year 2000 operational compliance of their payment
systems or to establish a prospective interim payment system.

@ Provide health care providers with liability protection if they exercise
reasonable due diligence in preparing for Year 2000 problems. '

® Alter the Medicaid payment methodology to ensure that Year 2000 cap-
ital compliance costs are fully reimbursed, rather than discounted 44%.

PRIOR AUTHORIZATION AND UTILIZATION REVIEW (UR)

@ Define “prior authorization of a health care service” 1o ensure that such

prior authorization guarantees payment to the health care provider
when the service is provided.

® Require the Department of Health to standardlze UR criteria.
g Mandate the disclosure of UR criteria used by UR agents.
@ Require advance notice of changes in the UR criteria.

& Amend the third-party appeal statute to allow providers to initiate an
appeal of concurrent denials. :

{over)

HEALTHCARE ASS0CIATION OF Ntw YORK STATE
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DISPUTE RESOLUTION

Establish a system for disputes over payments and payment practices between
health care providers and health insurance payers to be resolved by an indepen-'
dent entity.

PROSPECTIVE INTERIM PAYMENT

Require health insurers to establish a prospective interim payment (PIP) systern
when the insurer fails to comply with prompt payment and wtilization review

statutes or excessively and mappropnately denies payment through the UR
process.

- EMERGENCY MEDICAL ’I‘REATMENT AND ACTIVE LABOR ACT
. PAYMENTS

". .. Require health insurers to pay for all emergency room services that hospitals are
. mandated by federal law to provide to patients.
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HANY B

HEALTHCARE ASSOCIATION OF Niw Yory Start

Office of Federal Relations

499 So. Capital Street, SW, Suite 405
_ Washington, DC 20003

(202) 6391502 Fax: (202) 639-9542

THE BALANCED BUDGET ACT (BBA) AND
' MEDICARE OUTPATIENT PPS o
September 1999

BACKGROUND

¢ In 2000, as mandated by the BBA, Medicare will change the way in which it pays for outpatient services — from

the current system of reimbursing hospitals based on their reasonable costs — to a.prospective payment system
(PPS).

e Outpatient services are typically delivered in hospital-based clinics, ambulatory care and surgery centers, and
emergency rooms. ’

s Medical advances allow hospitals to increasingly provide care in outpatient settings. Procedures that only a few
years ago would require a multiple night hospital stay, now can be done in the outpatient setting. This trend is
an ap propriate response to our changing health care system and will result in more and more patients receiving
care in less invasive and often less expensive hospital outpatient departments.

PROBLEMS WITH THE HCFA—PROPOSED MEDICARE OUTPATIENT'PPS;

» Rather than maintaining total funding for outpatient PPS at current levels (as intended by Congress), HCFA has
proposed that hospital payments be reduced by 5.7% to reflect reductions in beneficiary co-payments. Congress
had intended to offset these beneficiary changes with Medicare funding, not provider payment cuts. The
proposed implementation of this 5.7% cut is not spread equally across the nation. New Yark will be one of the
largest losers with total outpatient payments reduced 12.1%. :

» The outpatient PPS will result in hoépitals receiving only 76 cents for each dollar spent for oﬁtpaﬁent services
provided. In New York, hospitals will lose even more — 30 cents on the dollar. These losses wiil continite to
escalate, as the BBA will reduce by 1% the annual outpatient marketbasket “inflation” update for the years 2000
to 2002.

« Certain hospitals will have disproportionately large reductions — as much as 40% of their current Medicare -
outpatient revenue. Small rural, major city and suburban teaching, city and suburban safety-net, and specialty
hospitals, like cancer hospitals, are among those that will see the largest reductions in Medicare cutpatient
revenue. ’ .

»  Many of the hospitals that lose the most under the PPS treat a larger than average number of low-income and
uninsured individuals, Many of these same hospitals also have a significantly higher percentage of clinic and
emergency department visits that other hospitals. :
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s The BBA requires HCFA to develop methods to control unnecessary outpatient volume. HCFA has proposed
constraining future Medicare hospital outpatient spending through estimated spending targets called volume and
expenditure caps. These caps do not take into account actual use of outpatient services. If triggered, these
arbitrary targets will reduce payments to every hospital, mcludmg those who have been efficient in providin g
care. These arbitrary caps may result in the limiting of services and technologies and treat all providers as ghilty
by association.

[

SOLUTIONS

The following regulatory and legislative actions can restore funding to the outpatient PPS and assure faimess to New
York’s disproportionately city, suburban, and rural hospitals.

HANYS has asked HCFA to take the following regulatory actions:

o Eliminate the proposed 5.7% reduction in outpatient hospital payments. Congress never intended to make
this reduction in outpatient funding and HCFA has the authority to rescind this reduction. More than 75 U.S.
Senators and 250 House Members have written to HCFA. requesting that this proposed reduction be rescinded.

» Eliminate the proposed volume and expenditure caps. The caps should be eliminated and replaced with an
' appropriate utilization control policy that specifically targets the abuse of services.

- & Include a teaching and disproportionate share adjustment (DSH). ‘When developing other hospital payment
systems, HCFA has consistently included teaching and DSH adjustments to assure that providers are adequately
reimbursed for the increased intensity of care provided in teaching hospitals and for providing care to large
numbers of indigent patients. HCFA should include a teaching and DSH adjustment in the outpatient PPS.

Congress should take the following legislative actions:

s Implement FLR. 2241 by Rep. Mark Foley (B-Fl(mda) When the outpatient PPS is 1mplemented many Iargc

~ urban, and small rural hospitals throughout the U.S. will lose 20-40% of their Medicare outpatient revenue in
one year. To prevent these precipitous drops in Medicare revenues from harming hospitals and the Medicare
beneficiaries who rely on them, this AHA-backed legislation should be enacted to limit each hospxtal’s outpatient
payment losses for three years.

¢ Increase payments for emergency departments (ED) and clinic visits, One of the ways to help many of the
~ essential city, suburban, and rural safety-net hospitals with the largest losses is to increase payments for
emergency department and clinic visits. EDs provide life saving care that is not available to Medicare
beneficiaries in any other setting. These services are provided without consideration of ability to pay and it is
essential that Medicare adequately reimburse hospitals for its share of emergency services. Clinics provide many
preventative and inexpensive services thet monitor and manage the health status of Medicare beneficiaries,
resulting in lower utilization of more expensive health care services. Hospitals that have the highest share of
clinic visits also treat the highest percentage of poor patients. Clinic rates should be increased to assure that
access to clinic services is preserved HANYS has drafted legislation to increase payments for ED and clinic
visits. -

*» Restore the full marketbasket update for 2000 to 2002. One way to restore funding to the outpatient PPS is

* to rescind the annual 1% reduction in the outpatlent PPS “inflation” update factor. Without the restoration of
the full marketbasket update, payments will in effect be reduced an additional 3%, eroding any other
improvements which may be implemented. HANYS has drafted legnslatxon to restore the full marketbasket
update. .
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Proposal:

Rationale:

Impact:

.

Proposal to Increase Outpatient PPS Payments for
Emergency Department and Clinic Services

Provide increased payments for emergency department (ED) and clinic APCs by establishing
a permanent fixed ED add-on factor and a permanent fixed ¢linic add-on factor. The add-on
factors will be developed such that, in the first year of the outpatient PPS, total payments for

ED visits will equal total ED visit costs and total payments for clinic visits will equal total
clinic visit costs less 3. 8%

It is mappmpnate that hospitals suffer losses of 24% or more in providing emergency and
clinic services to Medicare beneficiaries, as will happen if the Outpancnt PPS is implemented
as currently proposed. Emergency departments provide life saving care that is not available
to Medicare- beneficiaries in any other setting. These services are provided without
consideration of ability to pay and it is essential that Medicare adequately reimburse
hospitals for its share of emergency services. In addition, clinics provide many preventative
and inexpensive services that monitor and manage the health status of Medicare
beneficiaries, resulting in lower utilization of mote expensive health care services.

HANYS estimates that required ED add-on factor is 32% and the clinic add-on factor is

24%. These add-on factors would result in increased outpatient PPS payments of 3.9% (§1.9
billion over the period July 2000 to December 2004). The hospitals that would benefit the

. most from this proposal are those that tend to focus of providing for the basic health care
~ needs of their communities. For example, the characteristics of the 100 urban and 100 rural

hospitals that are helped the most are as follows:
¥ These hospitals provide core outpatient services in their communities:

» For the top 100 urban hospxtals 68% of their outpatient services are ED and ¢linic
visits;

- For the top 100 rural hospitals, 52% are ED and clinic visits.
(Nationally, ED and clinic visits account for about 25% of all outpatient visits.)

v These hospitals tend to be smaller:

= Ofthe top 100 urban hospitals, 71 have less than 200 beds;
»  Of the top 100 rural hospitals, 88 have less than 50 beds and the other 12 are
between 50 and 99 beds. :

v The top 100 rural hospitals tend to serve wide geographic 2reas and many are already
recognized as unique by Medicare:

= 63 are the only hospitals in their county and 41 are 20 or more miles from the next
closest hospital;

» 57 are either sole commumty or Medicare dependent hospitals.

These 100 urban hospitals and 100 rural hospitals would gain 15 to 16% above the butpatiem PPS
payment levels as currently proposéd.

Healthcare Association of New York State . . Septrember 23, 1999

P.23/28
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Attachmeit

D

of Legislation to
Repalr the Balanced Budget Act (BBA)

[Text, summaries, co-sponsor lists, and other information on these bills can be found on the
Library of Congress legislative information site at hup:/thomas.loc.aov.]

LEGISLATION THAT AFFECTS HOSPITALS

RESTORE FUN
MARKETBASKET, REPEAL FEE-FOR-
SERVICE DISPROPORTIONATE SHARE
CuT, AND FREEZE INDIRECT MEDICAL
EDUCATION (IME) REDUCTION AT

Medicare Hospital Emergency
Assistance Legislation (HEAL)
(H-R.2266)

Introduced by Reps. Nita Lowey (D-Harrison) &
Jack Quinn (R-Hamburg)

Rep. Maurice Hinchey (D-Saugerties)

Rep. Peter King (R-Seaford)

Rep. John LaFalce (D-Tonawanda)

Rep. Michael McNulty (D-Green Island)

Rep. Jerrold Nadler (D-Manhattan)
'Rep. Louise Slaughter (D-Fairport)

Rep. Anthony Weiner (D-Brooklyn)

DS TO HOSPITAL ‘

OCTOBER 1, LEVEL (6.5%)

T INCREASE CLINIC AND ER RATES,
RESTORE FUNDS TO OUTPATIENT

MARKETBASKET, AND THREE-YEAR
STOP-LOSS TRANSITION TO OUTPATIENT

PROSPECTIVE PAYMENT SYSTEM

Medicare Hoépital Outpatient Payment
Equity Act (H.R.2979)

~ Introduced by Rep. Rick l.azio (R-Brightwa'ters)

THREE-YEAR STOP-LOSS TRANSITION TO

QUTPATIENT PROSPECTIVE PAYMENT

The Hospital Outpatient Preservation

Act of 1999 (S.1263/H.R.2241)
Introduced by Sen. James Jeffords (R-VT) &
Rep. Mark Foley (R-FL.)

" Rep. Maurice Hinchey (D-Saugerties)

Rep. Carolyn McCarthy (D-Mineola)
Rep. Michael McNulty (D-Green Island)

 Rep. Gregory Meeks (D-Far Rockaway)
. Rep. Thomas Reynolds (R-Springville)
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- GRANTS FOR SMALL, NON-PROFIT

DisTRESSED COMMUNITY HOSPITAL:

The Community Hospital Preservation

Act (H.R.2236) - :
Introduced by Rep. John LaFaice (D-
Tonawanda)

Rep. Maurice Hinchey (D- Saugerties)

Rep. Michael MeNulty (D-Gréen Island)

Rep. Gregory Meeks (D-Far Rockaway)

“REPEAL OF MEDIGARE TRANSFER

PROVISION

Medicare Common Sense Hospital |

Payment Act of 1999 (S.37/H.R.405)

Introduced by Sen. Charles Grassley
(R-1A) & Rep‘ Jim Nussle (R-1A) -

Rep. Gary Ackerman (D- Queens)

Rep. Sherwood Boehlert (R-New Hartford)

Rep. Eliot Engel (D-Bronx) ,
Rep. Michael Forbes (D-Quogue)
Rep. Ben Gilman (R-Middletown)
Rep. Maurice Hinchey (D-Saugerties)
Rep. Sue Kelly (R-Katonah)

Rep. Peter King (R-Seaford)

Rep. John LaFalce (D-Tonawanda)
Rep. Rick Lazio (R-Brightwaters)
Rep. Nita Lowey (D-Harrison)

_Rep. Carolyn Maloney (D-Manhattan) -
Rep. Carolyn McCarthy (D-Mineola)

Rep. John McHugh (R-Pierrepont Mandr) :

Rep. Michael McNulty (D-Green Island)
Rep. Jerrold Nadler (D-Manhattan)
Rep. Major Owens (D-Brooklyn)

“Rep. Jack Quinn (R-Hamburg)

Rep. Jose Serrano (D-Bronx).

Rep. John Sweeney (R-Tray)

Rep. Nydia Velazquez (D-Brooklyn)
Rep. James Walsh (R-Syracuse)

F’ 25/ 28
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' Graduate Medical Education Payment

Restoration Act ($.1023/H.R.1785)
Introduced by Sen. Daniel Patrick Moynihan &
Rep. Charles Rangef (D-Harlem)

"~ Sen. Chuck Schumer - j

Rep. Joseph Crowléy (D-Elmihurst)

- Rep. Maurice Hinchey (D-Saugerties)

Rep. Carolyn Malohey (D-Manhattan)
Rep. Carolyn McCarthy (D-Mineola)
Rep. Michael McNulty (D-Green Island)

~ Rep. Jerrold Nadler (D-Manhattan)

'DIRECT PAYMENT OF MEDICARE
DISPROPORTIONATE SHARE TO

- HOsPITALS FOR MEDICARE+CHOICE
~ PATIENTS

Medicare+C‘hoice Carve-Out -
(H.R.1103/S.1024)

~Introduced by Rep. Charles Rangel (D- Har!em) &

Sen. Daniel Patrick Moynihar

Sen, Chuck Schumer

 Rep. Gary Ackerman’(D~Queens)

Rep. Eliot Engel (D-Bronx)
Rep. Maurice. Hinchey (D-Saugerties)
Rep. Peter King (R-Seaford)

- Rep. Johh LaFalce (D-Tonawanda)
* Rep. Nita Lowey (D-Harrison)
" Rep. Carolyn Maloney (D-Manhattan)

Rep. Carolyn McCarthy (D-Mineola) -
Rep. Michael McNulty (D-Green Island)
Rep. Gregary Meeks (D-Far Rockaway)
Rep. Jerrold Nadler (D-Manhattan)
Rep. Major Owens (D-Brooklyn)

Rep. Jack Quinn (R-Hamburg)

Rep. Jose Serrano (D-Bronx)

Rep. L.ouise Slaughter (D-Fairport)
Rep. Ed Towns (D-Brooklyn)

Rep. Nydia Velazquez (D-Brooklyn)
Rep. James Walsh (R-Syracuse)



OCT 12 ’93 ©2:54PM HANYS

DIRECT PAYMENT FOR HOSPITAL-BASED

NURSING AND ALLIED HEALTH
EDUCATION TO HOSPITALS FOR
MEDICARE+CHOICE PATIENTS

Medicare Nursing and Paramedical
Education Act of 1999 (House) and the
Nursing and Allied Health Payment
Improvement Act of 1999 (Senate)

(S.1025/H.R.1483) -
Introduced by Sen. Daniel Patrick Moynihan,
Reps. Phil Crane (R-IL) & Ken Bentsen (D-TX)

Sen. Chuck Schumer
.Rep. Michael McNulty (D-Green Island)
Rep. Charles Rangel (D-Harlem)

. P.26/28
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' LEGISLATION THAT AFFECTS HOME CARE

ELIMINATION OF 15% HOME CARE
REDUCTION, ESTABLISHMENT OF 3-YEAR

INTEREST-FREE REPAYMENT PERIOD
FOR OVERPAYMENTS

Medicare Home Health Improvement

Act (H.R.2618)
Introduced by Reps. Gary Ackerman (D-Queens)
& Sherwood Boehlert (R-New Hartford)

' Rep. Joseph Crowley (D-Elmhurst)
Rep. Michael Forbes (D-Quogue)
Rep. Maurice Hinchey. (D-Saugerties)
" Rep. Sue Kelly (R-Katonah)

Rep. Peter King (R-Seaford) -

Rep. Carolyn Maloney (D-Manhattan)
Rep. Carolyn McCarthy (D-Mineola) -
Rep. John McHugh (R-Pierrepont)
Rep. Michael McNulty (D-Green Island) -
Rep. Jerrold Nadler (D-Manhattan)
Rep. Jose Serrano (D-Bronx) '
Rep. Louise Slaughter (D-Fairpart)
Rep. Edolphus Towns (D-Brooklyn)
Rep. James Walsh (R-Syracuse)
Rep. Anthony Weiner (D-Brooklyn)

ELIMINATION OF 5% HoME CARE
REDUCTION, ESTABLISHMENT OF 5-YEAR
~ INTEREST-FREE REPAYMENT PERIOD

FOR OVERPAYMENTS, ELIMINATION OF
INCREMENTAL BILLING REQUIREMENT,

AND REPORT TO CONGRESS ON OASIS ||

" Medicare Home Health Payment |
Improverment Act of 1999 (H.R.2492)

Introduced by Reps. Eliot Engel (DuBronx) & Rick

Lazjo (R-Brightwaters)

" ELIMINATION OF 15% HoME CARE
REDUCTION, INCREASE IN PER VISIT
LimITS; INCREASE IN PAYMENTS TO

AGENCIES UNDER THE NATIONAL
- AVERAGE, ESTABLISHMENT OF 3-YEAR

INTEREST-FREE REPAYMENT PERIOD FOR
‘OVERPAYMENTS, ESTABLISHMENT OF
- OUTLIER PAYMENTS, ELIMINATION OF
INCREMENTAL BILLING REQUIREMENT,
' AND SURETY BOND CHANGES

Home Health Eqwty Act of 1999
(S.1310) '

" Introduced by Sens. Susan Collms (R-ME) &
: Chnstophar Bond (R-MO) '

~ Several other bills that would provide
'BBA relief to home care agencies have

been introduced.

Details on H.R.1917, H.R.2240, H.R.2361,
H.R.2546, H.R.2628, 5.1358, and S.1414
can be found on the Library of Congress
internet site (http://thomas.loc.gov) or
obtained from HANYS.
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PAYMENT ADD-ONS FOR COMPLICATED

RUGS THAT HAVE HIGH |
CONCENTRATION OF UTILIZERS OF NON-
THERAPY ANCILLARIES

(S.1500) /ntroduced by Sens. Orrin Hatch (R-
UT) and Pete Domenfci (R-NM)

P.28/28

D

LEGISLATION THAT AFFECTS SKILLED NURSING FACILITIES

OTHER ISSUES

PERMIT MEDICARE PAYMENT FOR ALS
INTERCEPT SERVICES FURNISHED IN
AREAS OTHER THAN RURAL AREAS

Medicare Paramédic Intercept Service

Equity Act of 1999 (H.R.2711)
Introduced by Rep. Sue Kelly (R-Katonah)

Rep. Benjamin Gilman (R-Middletown)
Rep. Thomas Reynolds (R-Springville)
Rep. John Sweeney (R-Troy)

ESTABLISH XEMPT!ONS OR REPEAL THE
~ $1,500 CAP ON OUTPATIENT |
REHABILITATION SERVICES

Medicare Rehabilitation Benefit

Improvement Act (S.472/H.R.1837)
Introduced by Sens. Charles Grassley (R-1A),
Harry Reid (D-NV), Kent Conrad (D-ND), &
Reps. Richard Burr (R-NC) & Benjamin Cardin
(D-MD)

Sen. Charles Schumer

Rep. Maurice Hinchey (D-Saugerties)
Rep. Jerrold Nadler (D-Manhattan)
Rep. James Walsh (R-Syracuse)

l FULL FDING OF MEDICARE MANAED
| CARE PAYMENT INCREASES

Reinstatement of the Medicare
Rehabilitation Benefit Act of 1999

(H.R.1385) Introduced by Rep. Jo Ann
Emerson (R-MO)

Rep. Sherwood Boehlert (R-New Hartford)
Rep. Vito Fossella (R-Staten Island)

Rep. Maurice Hinchey (D-Saugerties)
Rep. John LaFalce (D-Tonawanda)

Medicare Health Plan Fair Payment Act

of 1999 (S.307/H.R.408) Introduced by
Sens. Ron Wyden (D-OR) & Gordon Smith (R-
OR), Reps. Jim Nussle (R-IA) & Darlene Hooley
(D-OR) :

Rep. JoHn McHugh (R-Pierrepont Manor)

10/8/99



IMPACT OF THE PRESIDENT"S. MEDICARE REFORM PROPOSAL ON
HOSPITAL SYSTEMS ‘

NO NEW TRADITIONAL FEE FOR SERVICE SAVINGS UNTIL AFTER
- THE BALANCED BUDGET ACT EXPIRES IN 2003

INCREASES PAYMENT FOR‘ZOOU THROUGH 2002

A. TAKES ADMINISTRATIVE ACTION TO RELIEVE SOME BURDENS OF
BALANCED BUDGET ACT 1997

e Delay of 'hospit.arxll transfer policy

. 'I.)vélay of v‘dl’umé ciontrol mechanism

. Siow transitign fo the prospective payment system foroutpatiegt servicés
" B. PROPOSED LEGIASLATWE ENHANCEMENTS

. Diréct payments .t.o disproportionate share hospitals beginning in 2001 .
e Included $7. 5 bill'ion quality assuranée fund |

MODERATES BALANCED BUDGET ACT 1997 SAVINGS PROVISIONS
AFTER 2003 FOR HEALTH SYSTEMS

e No new cuts for hospital outpatient departments
e "No new cuts for disproportionate share hospitals.
e No new cuts for nursing homes

e No new cuts for home health providers

FULL GEOGRAPHIC ADJUSTMENT FOR MANAGED CARE
PAYMENTS



PARTICIPANTS FOR MEETING ON NEW YORK HOSPITALS
The First Lady | |
~ Senator Schumer
Senator Moynihan

Josh Isay
Senator Schumer’s COS

David Podoff
Finance Committee staff

Charles Konigsberg
Financ¢ Committee staff”

Jonathan R. Scheiner .
Congressm‘an Rangel’s office

Dennis Rivera =~ j
President, 1199 Natxonal Health and Human Servme Employees Umon SEIU

Ken Sunshme . - ' '
1199 Nanonal Health and Human Serv1ce Employees Umon SEIU

Ken Raske - , ‘
President, Greater NY Hospital Association

Dr. Spencer Foreman
_President, Montefiore Medical Center -

Rima Céken
Greater NY Hospital Association

Karen Heller
~ Greater NY Hospital Association

Jemﬁiﬁer Cunningham
SEIUNY State Council






Devorah R. Adler
10/11/89 02:29:28 PM

b MM

Record Type: Record

To: Paul D. Glastris’® WHO/EOP@EOP

ce:
Subject: asthma and pediatricians / pbor

Here is our asthma stat re: schéol attendance

Over the past 15 years, the number of children afflicted with asthma has double};f to total about
6 million. The most rapid increase in prevalence over this time period has occuftred in children
under the age of 5, with rates increasing over 160 percent Asthma is one of the leading
causes of school absenteeism, resulting in over 10 million missed school days each year. -

Here's why the pediatricians are pleased with PBOR:

It allows pediatricians {who are technically specialists) to be designated as primary care providers for
children and when discussing review of medical decisions, it requires decisions involving the care of
children to be reviewed by pediatricians.

r he pediatricians also like the strong medical necessﬂy Ianguage and the ability to write drugs oﬁ‘ thé
formulary.

Please call with questions. . ’ : : - _—_—
Devorah
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" THE NEW YORK STATE NURSES ASSOCIATION
- - Qctober 14, 1999 Annnnl Busmens Mzztmg
' Pmldlng Officer, Prmdent: Dr. Barhxm Joym, I’I:D, . S
President-Elect: Dr. Phyilis Collins, EdD, RN (‘.('wwyenrmrm ny Pmnient

| begins  10/17/99)
s Execuﬂve Dire:tor- Martha L. Orr, MN, RN S

_ ' WEY WE EXIS'I‘ b
: #'To advocate for nurses and matients - :
" Preserve nursing as an antonomous profession

Advance gtandards of quality nursing care -

Pmmnte access to quality health care as a fight ot a pnvxlcge

, WHO WE ARE '
o The pruﬁmsmna.l assoexanon for registered nurses in New York Stam and a consmuent of the -
- -American Nurses Association.
.« . The oldest (since 1901) and largest stato nurses amcmtmu (SNA) in the US with more than
33,000 membexs and the leadmg advocate for the state’s 240,000 registered nurses]901 -
"~ o The number one labur union for RNs in 'New York with 150 pubhc and pnvate seclor health B
- :anfacilrﬁcsacmssthestate : : ; _ . :
' WHAT WE DO '
C’ollecﬁve bargaining - '
e Address nurses employmant and wodsplace :nndmons }
o Advance RN participation in decision-makinp processes =~ °
- Obtam f"sirsalanes, benefits and professxonnl mrkmg ccndmons formurses

: mezce S ,
. Focus onthe dehvesty of quality nursing care A
‘Address the orgaization and delivery of mursing sewices
" Promote high standards of clinlcal practice , :
Protact the publxc by assuring that Oniy lucmsed nurses &el iver nursing care

, Legislation : R ‘ '

"+ = Seek whistleblower Iegtslatxon to protcct RNs from mhhatton whcn Turses uphold the public
s trust snd report unsafe patient care

Expand coverage for millions of New Yorkers who are uninsured or mdermsurul

* Support patients’ rights to informed decision making, including informaticn on hurse staffing

« Promots wnrkplacu safety laws, including reduction of oecupaﬁonal hazards and violence.

Educanors :
- Promotz high standards for basic and advanced nmmg education
o Identify and address the cycles of nursing shorlages -
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Important CurrentIssuer | - : - - .

_‘ Iuadequzte RN shfﬁng is renchmg a crisis pomt . '
I.na.nal:tcmpttocm:osts,fncil:ﬁesmexpe:tugRNstncmformoreandsxckm‘ _ : S
pahents ‘This has led to excessive mandatary overtime, aund to "floating," which means
moving nnrses to wiils where they are not familiar withithe equipment or medications.

- Employers arc also attempting to de-skill the nurse workforee, substituting minimally
tralned and unlicensed personnel for RNs. These practices are a threat {o patient safety.

We have used the slogans: ""Ask for a2 Real Nurze, Ask for au RN " and "Every
Pahent Dama a Registered Nmse." : '

: Nursns need wlustleblower proteu:tmn o
* Nurses wha'speak up to promote quality health care nced pmtecuon from employer
retallation, Without that protection, employers maintain an stmosphere of intimidation,
- which often prevepts nrses from speaking frankly even to inspectors, 'We have used the
slogans: "Whistleblawars Save Lives," and "Nnrses Shnuldn't HaVe to Choose
- Between Their Patlentl and Theu' Jubs."

RNS wanta larger voice in tthe orgammhon and delwery of health carc
Nurses are the most anmerous providers in the heslth care system and they have the most
* frequent, direct contact with patients. This gives them valuable insights, which should -
- help shape heslth care policy. To accomplish this, nursing needs:
Medicaid and Medicars reitnbursement directly to murse providers
‘Sufficient ﬂnancmg ta employers to recruit and retain RNs
Suppart for nursing education at thc bachelox’s and graduate lcvels 10 address the
vcychnal shortagc ofRNs. o
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'HOUSE OF REPRESENTATIVES - v -
" WASHINGTON, D.C. 20515

- ‘Extension of Remarks
‘ Reyresentauve Pete Stark .
Introductory Statement for the Health Care Worker N eedlestzck Prevenhon Act
R May 20,1999 - »

"Mr. Speaker, I am pleased o join with my co]leagues Marge Roukema (R-NJ ), George
" Miller (D-CA), and Rob Andrews (D-NJ) to introduce the Health Care Worker -
- Needlestick Prevention Act, a bill to prevent dangerous, cosﬂy and preventable o
needlestick i m}unes to our nation’s health care workers. ‘

For far too long, we have stood by ard watched as health care workezs suffer

needlestick and sharps injuries in our nation’s hospitals our health care system.

According to a 1997 report by the Occupational Safety & Health Administration

(OSHA), approximately 800,000 hospital-based workers are injured annually from ‘

accidental needlesticks. Many of those injuries infections from blocdbome dzseases, the h
_worst of which include H[V/ AIDS and Hepahhs B &C.

OSHA estimates that approxu:nately 16,000 needlesticks are contaminated by. the
HIV/AIDS. As of December 1998, the Center for Disease Control (CDC) had
documented 54 cases of HIV seroconversions from needlesticks and more than 110
“possible” cases among U.S. healthcare workers. In addition, according to the _
. International Health Care Worker Safety Center at the University of Virginia, there are
.. an estimated 18 to 35 new occupational HIV mfectmrus of health care workers occurrmg
from accidental needlesﬁcks each year . . _

These injuries are Iargely prevmtable thrcugh use of newer technologxes that use
engineering devices to minimize accidental needlesticks. Hundreds of hospitals across .
the country have already converted to the use of these devices, but there are still

- thousands that haven’t done so. Qur Ingslatmn would make such safety devices the

- norn rather than the exception. :

" The Health Caz'e Worker Need.lestlck Prevention Act is modeled after a California state
- law:. Last year, California became the first state in the nation to require needlestick
protections. The legislation was signed into law by then-Governor Pete Wilson and was
endorsed by a wide coalition including the California Health Care Assodation (the state
- Zﬁipztal trade association), Kazser Pemanente, health care workers, and labor unions
e. : ‘ :

The Cahforrua Occupaﬁonal Safety and Health Admmmtratmn (Cal—OSI—IA) has
" estimated that each needlestick injury costs between $2,234 and $3,832 for treatment,
testing, and prophylactic drugs. Cal-OSHA has also estimated that the California safe
needles and sharps law, passed last year and effective this August, will save affected
- businesses and facilities over $100 million per year in excess of the cost of the new
.. devices. Similar bills are now pending in state legislatures across the country.

‘ @Pﬂm‘.ﬂd oy leo& Paaer
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While states are stepping to the plate to address this pressing concerr, this is a national
crisis and it deserves a national solution. The Health Care Worker Needlestick
Prevention Act would amend OSHA'’s bloodborne pathogens standard to require the
use of safe needle technology as the means for preventing needlestick injuries. Itis a
real-life solution that recognizes that these technologies are still not available or
appropriate for use in every situation. To that end, it includes an exception process if
e device would interfere with patient or worker safety, interfere with the success of a
medical procedure, or if no such device is available in the marketplace. - It would also
require stricter reporting of needlestick injuries and creates a new clearinghouse on
safer needle technology within NIOSH {National Institute for Occupational Safety and
Health) to collect the data and to assist employers with training curriculum and other
advice on available technologies. e : o

- We stand here today with broad-based support similar to that which made the

- California law possible. Our legislation is endorsed by numerous organizations

including: the Service Employees International Uniorn; the American Nurses

- Assocdiation; the' American Federation of State, County and Municipal Employees;

- Kaiser Permanente; The Consumer Federation of America; Becton Dickinson, a major
medical device manufacturer; and the Emergency Nurses Association, the American
Public Health Association, and AIDS Action. - L . '

* Ttis time to take the appropriate step of ﬁrbiecﬁng our health care workers. They
- simply should not be forced to risk their lives while trying to save ours. . '

Mr. Speaker, I want to espedially thankiccngressvmman Roukema for her leadership

on this issue and urge my colleagues onboth sides of the aisle to join us in support this

-crucial effort.
Attached is amore detailed sx;m:imary of the bill.
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IMPROV’E HEAI.TH CARE FOR AMERICA‘S UNDERSER\’ED“” mrmhe

. 48.1 Main Diaan)
FATC i, A G120

COSPONSOR THE MEDICAID NURS]NG INCENTIVE AC’I’ T

: Co Aprﬂ 12 ]999
‘DzarCollmgue

‘Each year, milhons of Arnm:zns go ‘wirthowr I.‘ue halth care. scrvu::s they m:ed m.mply because
physicians are not available to weat them. This problem plagues urban and rural areas alike. From the
sweets of Los Angeles, Califarnia to the hills of North Adams, Massachuserts, Americans are unable 1o

- ﬁndphymcxanswhnarcmumgmmbhshpramesmthm:ammmues ' o

-Medicaid b:neﬁ::mes are parncula.rly vulnerable tosproblems with accessmg health care, since an
incyeasing nupber af healh professionals have chosen nof 1o care for them or bave been unwilling w
- locare in the jrmer-ciry or rural conmmunities in which many heneficiaries live. Fortunazely, there is an
* exception 1o this wend: nurse practitioners and clinical nurse specialists frequenily accept pariemts whom
others will not wrear and serve in areas where others refuse to work. This exception was highlighted in
The 1993 Physician Payment Review Commission’s Repartra Cangre:s which indicared thar nurse
pra:tmnn::s play 2 dtspmpnmonamly greater role in canng for underserved populauans than do -

Cangress has already mgxzwdthe valmble s'mvics of nurse pracﬁﬁnnérs and clinical nursé
: iali memMammUShsmﬁ&ddkmpammtmnmpmunm In-
1990, Cungzes mandated direct payment for purse practitioner services under the Federal Emplayee
. ‘Health Benefits Plan (FEHBE). In 1997, under the Balanced Bgdger Act, Congress provided direct .
- Medicare reimbwrsement for nirse practidioners and clinical murse specialists in all geographic areas. The
, bﬂ] Iam mn'cdndu.g will establish the same paymen: pohcy\mdar Med:caxd

‘Turge youte _]an me mmakmg ccsx—e&'eth\re }ngh qma]ity health cae - gvailable and accessible to
811 Ammcang Please contact Ke!ly cho of my sr.afﬁ ar 5—5335 © casponscr the Medicaid Nursing
Incennve Act. . 4

ohn W. Olver ;
Merober of Congmss

" rRouEp on RECTOLES vabth
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sconomie slowdown, a radnntion m anuiai-

" pared ravenues. or ah unaxpactad incresse (o

maudatory spending could cause publlely
held dedt to excead t:ha naw imits and éreata
a debr crisis.

) DEMOCBATIC LOCK BOX

The Demoeratic Lock Box creptes o Super-
majority point of order against a hudges res-
clusion or any legislatrion that doss umot save
at lenst 40 percont of the on-Brdges sarplua
for Medicare over ths next 15 years and adds
a new supsrmajority point of order against a
budget reeolution that violates the of[sbudg-
et treaument of Social Security. (The budget
act alresds contalus mppermajority pointa of

' .order against a dudget resolution or any leg-
~£5;Mon thar rednces the Social Samnw aur~
© opluay -

Tha Demoeratic Lock Box has gevernl ad-
vantages ovar the Reputlican approach.
(1) It protecty Social Security. The langusge

- reserves all Social Security aurpiuses for S~

olal Becurity, and does not allow thess gur

pluses to De used for anything thav does not
inorease the Solvancy of the Social Security

(2) It protacts Medicare. The Domocratic hill

- tesorves 40 percent of the on-budger surplua

for Medicare; allows sulflcient funding to ex«
tend the life of the Medicure HI Trust Fund
through ab least A7,

Q@) it relies on respauible enforcement mecha-

~ afsms. The Democratic approach does HOT ez«

tablish hinding lwmits on pudiicly hwld dabr
and 4oes not creata & 3k of defauls. Ene
forcamsent 1a through current dudgaet proce-
dures and acroes-thesboard ents. The Lock
Box aleo regtores the current pay-as-you-go

.point of order. which maikes certuin that no

oB-budget swrpius cun be used. Withount a

. change i1 law, the Republican iax cuta will

result in a poy-ss-you-go gequester, which
will come largely from Medicara,

(1) B reduces mors debr. The Democratic
Lock bax refuces mars dabt than the Rapun-

-, Hesn propossl, which will lower future (nrer-

. €36 cost3 And free up government resoglices

to meet {8 existing Scclal Seemmr and
Medicare obunn!nm .

—y—

COMPARISAN oF DBAGGREIIC AND REPUBLICAN LOCX

) BOX PROPOSALS .
[ . Broulicas -
Remewes 77 nprewnt o imif Cliyrs I reserws 6 peveret of o
otus for Scesgl Secrly ang Mtk (9 somicy for Serunly
e hut locipdes “Tap soof” P
Preves Sacial Sronty il o Allowe Sacial Secwriy gpit 1 I
Riog asat for o porpowet s o aopthing fabaied “Segiel
. refum” g
Rmﬂﬁudw Reserwrt mating for Bevficare.
&mﬂ’mmmay Enforcemen Brigh deit emsis;
wies and i Usmatwy S1atms criet wor-
: bzt ereyed the ficst mrmnmmmmu
Sudges Sumples sincy 1363, Sl Sexcurity temnils,
Respres 60 vt v wicdate off- Reguims & s (o woipte o
breattent of Soclal Secn- DUderE reanmenl ot Sooaf Sen-
ory of 5 wusy Medicim mizre mmmncm%
Rudumet delit hitd By re polis {o aedmeum e pubte o
316 inlix (n 2008,
e b Failicase. DA 3L e

Sccm.b S‘&cn'mv AYD hizntcam-: Locx sa::
acT

The "Socul Security ant Medicare Lock

Box Act' creates new hnaget pointy of order
and bodget enforgemanc wmechaniszms tHIT
wonld preciude any portion of the Social Se-
curity sarplus or any porcien of the surpius
ragerved for Medicare from being uwsed Zor
new ypending or tax cuvg. Over the mext 15
yearda, the lackbox would save 77 perceny of
the wotal umifted sarpins, The Medicare re-

- serve would sgve 15 percemt of the nmified
surplus and 40 percent of the on-budges su:-.

nma aver the next 15 yaars.
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BECTION ¥ SHORT TITLE :
'rmm the hill the “Socia] Security
v:edlme Lock Box Acp,”

. SECTIIN 2 DEFINETIONE
‘Amend.@s section 3 of the Congresatonal
Budget Act of 1974 By adding a deQnition of
the term “Medicara surplus reserve.” The
Medicare surplus reserve tefers to surplus

‘amounts reserved to Strepgthen apd extand

the Medicare JTOETRIL

SECTION J: PROTECTION OF SOCIAL SECURITY

© CTRUST PUnps .

Secr.mn 1 reaffirma Cougress's suppors for
the off-budger Weamment of Social Secaurivy
(section 13301 'of che Omwnibns Buda—az Rae~
oncilistion Act of 1090).
ZECTION 4: SOCIAL SECURITY sz—amm mm'r

" OF ORDER

Section 4 ¢feales @ supermajority point of
order in thp Honse and Sanata against a
budges resslution chat violates tha off-budg-

‘et treaument of Social Security (seation

1301 of the Ommbun Budger Baeomana.mcn

Actofl890). -

anmux« & MEDICARE smx.va RERERVE Pomw
. GF ORDER -

Sectian 5 creates 3 auparmzaomy point of
order in the Houge and Senato againat s con-
current resslation on the dudget (or amend-
ment, motion, or confersnca -eport on the
resolucion) that would doctedsse the suxplus
in any of the fiscal years covered by the
budget, resciution balow the level Qf the
Medicare sarplns regerve. .

SECTION 6 ENFORCEMENT OF MEDICARY
SUBPLUR RESERVE

Secuian § creates 3 suparmajerity point of

order 1n the Houna and Sepate against any

‘uill, joint resclution. amendrnent, mocion. o

confsrence report that would decrmase the
Medicare zurplus reserve inany of the years
covared by the budget resolution.

AECTION T; SUFERMAJORFTY POINTS OF ORDER

" Section 7 makaa all new points of arder
arenbad in thle nmendmeny walvabla only uy
a tareeIfths supermajority vote.. .

BECTION & MEDICARY SURPLUS RESERVE

Secton § li1sts the amounts resarved for
Medieare {n each yvear from ZXD-20d, Thess
arounts total 365 billlon over Z0KM2004; $I716
allion over the pertod 2000-2X8, and $707 bil-

~.Uon for the period 2000-2014. This sectlon alse
creates & procedure thar reqnires these

amounts ta be adiusced azmually ip the

. oudges recolution to make carmin thas they

are surficient to extend the selvency af the
Hogplital Insurancs Trust Pund thxough 2027,
The Medicare surplur reserve, however, cuo-
not exceed the total on-budget surplas ja
mmmuuocwdapleumsmsg.
eupity sarpius. :
sm 7 PAT-AR-TOU-GO AND nmcasm:wm‘z
CAP EXTENSION

Socﬂcn 9 axtends current bcxmsmy als-
cipiine embodied in the discretionary spand-
ing caps, the paygo rule In the Senace, and
e paygo sequestrcion provisions of the
Rudget Enforeéxnent Act uatil Cougresa an-.
scts legislation certifying thac it han en-
sured the longwterm fincal solvency of Sacial
Security and extend the solvency of Medi-
care Wirough focal year 2127,

SECTION 10° ADJUSTMENT 05 BUDGET LEVELS

AND REVEAL

Section 10 airects the Chairmen of the
Budger Commitieces to revige the udget res-
olution to male 1t conslarent with this Acc
szd repealy the praviaion of the bodsat resos
lution rhar weakened the paypo rule (n the
Seante by allowing the on-budget suralusg w
be yged for tax cues.

By Mr. DASCELE (for hirmmselr,
Mrs. BOXER. and Mr. DoEGAN):

April 22, 1999

S. B63, A bill to amend title XIX of
the Social Security Act to provide for

Medicaid coversge of all certified nurse

practitioners and clinical nurse spe-
cinlista: to the Cornmittee on Finance,
MEDICAID NURAING [NCENTIVE ACT

Mr. DASCQHLE. Mr. Presidens, today
I am;innroducmg the Meadicaid Nursing
Incentive Act, a2 bill te provide direct
Medicaid reimbarsement for nurse
yractitioners aud clinical ‘nurse * spe-
cialists,

This legislation eliminates a caun-
terprodugtive Medicaid payment pol-
icy. Under current law, State Medicaid
Programs may exclude certified nurse
practitioners and clinical nurse spe-
cialists from Medicaid reimbursement.
even though these practitioners are
fully wrained to provida many of the
sarpe services as those providad by pri-
mary care physicisus. This policy is
both discriminatory and shorrsighted;
it severs 2 critical accesgs link for Med-
icaid beneficiaries.

The ultimate goal of this propesal 4s
to enhance the avallability of cost-ef-

factive primary care to our nation's

most valnerable citizens.

Studies have documented the fact
that millions of Americana each year
go without the health care services
they need. because physiclans simply
are nat availasble to care for ther. This
problem plagues rural and uwrban areas
aliXe, in parts of the country as diverse
as suuth central Los Argelas and
Lemrmon, South Dakots.

Medicaid beneﬁ.clanea aYe particog-
larly vulnerabls. gince In recemt years
an {ncreasing number of health profes-
sfonals have chosen not To care for

them or have been unwilling toa locats.

in the Innerw<ity and rural commu-
nitles where many beuefloiaries live.
PFortunately. there 18 an exception W
the trend: nursa prectitionerss and ciin-
ical nurge gpecialiaras frequently accept
patients whom others will not treat
and serve in areas whars ot:hers refuise

" to worlk,

_Studies have shown that nurse’ nra.c-
titioners ‘and clinical purse gpecialists
Provide quality, copt-effective care.
Their advanced clizical training en-
ables them to assumne responsibility for
up @ 80 percent of the primary care
services wsually performed by physi-
ciaps, often at a lower cost agd with a
high level of pat:zent satisfaction.

Congreas hag already recognized the
eTpanding coorritmtions of nurse prac-
titiopers and sliniez] nurge specialists.
For more than a decade, CHAMPUS
has provided direct payment to nurse
practitioners. In 1880, Congress mman-
dazed direcv payrnens for nnrse practi-
tioner services under the Federal Em-
ployee Bealth Henefits Plan. The Medi-
care Program, which already covered
nurge pracritioners and climical gurse

specialist services in rural arsas, was,

modifjed under the Balanced Budgst
Ac¢r of 1997 to provide coverage for
these services in al]l geographic areas.
The bill T arn !ntrodgcing today estab-

‘lishes the same pamenu policy under .

Mediecaid.

(Y.

Y VRPN



k.

|
:
%

dY/rLas v LY DY -

- gpril 22, 1999
oM Presiden':. the rarmifications of
this issue extend beyond the Medicaid
program and its beneficiaries. There 15
& broader lesson here that applies to
owr effort to make copt-efective, high-
guality health etire services available
and hecessible vo all Americans.,

One of the cornerstones of this kind
of care is the expansion of primary and
preventive care, deljvered to individe
uvals in convenient, femiliay places
where they live. work, and go to
school, Mozre than 2 million of our na-
tion's swrses currently provide care fn
these gites—in home hkealth agencies,
nursine homes, ambulatory casre clin-
ics, and schooals. In places like South
Dakotz, nurses are ofter the only
heslth care professionals gwaflsble In
the small towns and rural counties
across the state,

These nurses and other nonphysician
" ‘henlth professionals play ag important
reole in the delivery of care. And this
role will only incerasse A2 wa move from
a gystern -that focuses on the costly
" treatment of fllness to one that empha.
gizes ‘primary preventive care and
health promotion,

But, first, we mmust resvaluate out-

dated attitudes aud brealX down bar

riers that prevent nurses Srom using
the full range of their waining and
axills in caring for patients. In 1994,
the Pew Health Professions Cammis-
glon concladed that nurse practitioners
are not deing My utilized to deliver
_ primary care services. The commiasion
“recornmended eliminating fiscal dis-
crimingtion by paying nurse yracti-
tioners directly for the services they
provide. This step will help nurse prace
titioners and cliniecal nurse specialists
expand access to the primary care that
s0 many sommunities currently lack.
As I bave worked on accoss and reim-
bursemant issues related to nurse prace
titioners and clinical purse specialists,
I have encountered two related issnes I
wonld also like to highlight.

Later this mouth, I plan to introduca
legislation to ipcrease the reimdurse-

went rate for nurse practitioners and
" elipical nurse specialists who praetice
in rural apd underserved areas. Cur-
rently, physiclans who sérve iu a
health professional sghortage sres re-
ceive 2 10 percent boost in their Medi-
carp payment as an incemtive to pro-
vide services in the regions that need
them the most, AS we Know, nurges are

already providing critical primary and -
- preventive care in thess areas and de-

serve the bonps payments that ‘phssi
cians are slready receiving.
I world also encourage tuy cnlleagnss

to-closely monitor the trupact of Med- -

icald managed eare on Acoess To cara
provided by znurse practitioners and
clinical nurse specialists. In some
areas of the country, implementation
of managed care hug prevented patients
&om continulng to receive health care
gervices from nurse practitiemers and

" . elinical nurse speciallsts becavse they

are not listed as primary care providers
or yreferred providera. Advanced prac-

cice narses provide cost-effective,

CFZUZODLIO40
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loca), quality care, and I am concerned
abour eaxly reports that access to
these professionals is being limiced by
new haslth delivers arrangemens., We
should certainly keep an eye on this

. issne ng Medicaid managed care sys-

tems develop.

Mr, President. I hope my collesgues
will carefully consider the issues I have
reized and support the measure 1 am
introducing ‘today, recognizing the
critical role nurss practitiopers and
other “nonphysician. health profes-
sionals play in cur health care delivery
system. as well as the {ncreazingly sig-
oificant contridbution thay can make ip
the future., 1 ask unanirmous consent
that ths full ﬁaxtarthebﬂl benrinmd‘
in the RECORD.

-There being no objection. the bill wsa
ordered to be pnnted.in the RECGRD, 23
follows: )

8‘ w N -

Beuenmapmsmm;fm of Rep-
resenmarines af the United. Snuas af Americs bt
Lomgress azsonbled, )

HECTION 1. SHORT TYTLE .

This Act may be cited ga .'.be “Medxca.m

Nursing Inoentive Aot of 1999

EEC. 2. MEDICAID COVEBAGE OF ALL CERTIFIED
NURSE ‘ PRACTITIONER. AND CLIN-
1CAL NUERE SPELIALIST SERVICES.

- (a) IN GENERAL~Bection J05aX21) of the’
Soetal Seomrity Act (32 T.E.C. 1364(a)(E1) 18-

amended to read 89 follows:
(21) serviaes mrninhed vy o carcified nuree
practitioner (as defined by the Sacretury) or

clintcal nurse specialist (as dsfined in sub- -
-section. (v)) whick the certified pures practl-
tioper or clinical purse ppecialisy is legally

authorized to performn under State law {(or
the Stata repgulstary mechanisin provided by
Stote law), whether of nor the certified
nurse pesctitiober or clinlekl narse gpe-
cialiss 18 under the on of, of assoct-
ated wm. a phssl:‘:laa or other health m.-re

provigery
(b) CianicaL NURsE EPECIALIST Dmmmn-
Seotion 1905 of such Act (12 U.6.C. 1396d) 15

-emended vy sdding at the end e Ollowing:

*¢v) The tarm ‘clinical nurse spacialipt'
mesns 50 1pAVidus]l Who—

{1} 1a ¢ ragisrered nurse snd 18 licenged to
prazt{es nursing in the State in which the
clinical nurse specislist services arw per-
formnsd; ang

“{2) nolda s mestar's degree in A defined
arss of clinical nurping from an scaredired
educations) institution.”.

{c) RFrEcTIVE Dnm—-irha amenaments
made by this seowion shall become affoctive
with regpeet to payments for calender gquar-
wrE beginning an or afver JADUArS 1. ZX0,

" snd
8. 854 A b;ll to deaigmce A‘prﬂ 28
Earth Day: to the Conmmittee on the

- Judiciary.

| BARTEDAY ACT .

Mr. EBINGAMAN. Mr. President, this
bill that I bave sent to the desk is
being incroduced on bakelf of mysalf
and Senator CHAYER. It is entitled
“The Earth Day Act.” Its purpose is to
designate April 22 an Earth Day. -

‘Today, of course, is April 22. Tet me
provide a listle history for my aol-
leaguaes or anyone distaging. :

The fivst Earth Day was 29 vears sgo,

30 1970, snd 1 thinks we are 21l aware

that Earth Day was fust conceived by

S4115
our former ccneagne, Sena.to. Gayxiorg
Nelsop, whe is universally ccmanrec
the founder of Earth Day, -

He has wyitten a shert suramasy of
what broaght Earch Day avount, how

carne gbout. In it he points out thas in

a speech that he pave 1 Seartle in Sep-
tember of 1868, he angounced thar
thers wonid be a Dational environ-
mental teach-in in the spring of 1970
And the wire services picked up that
story. And the negt ‘thing he kzew,
there was g mmovement afoot Lo sotu-
ally have that happen.

That first Earth Day involved same
20 million Americans. Since then, the

concept and the idea of BEarth Day hes

focussd the attention of the counrtry,
focused the attention of the world, in
fart, on the importance of onr exviron-
ment and the importance of preserving
and maintaining sur environment. We

.- have s great debt of gratitude we owa -
‘ to former Senator Nelsof for his lead-

ership on this.

We slso owe o great dsbt of pratitude
to the persaon that did the nuts and
bolts wark of organizing that first
Earch Day, and that, of coarse is Denis

' Hayes. He §& now pregident of the Se-

astle-mmped Bullitt Foundation, but he
bas been recophized recently by Tume
magnzine a8 ope of their heroes of the
phne‘h. 1 think his instrumental role,

kip emential role in ‘bringing about
that first Barth Day; maXking such &
ﬂlm dt. ft, has been recognized by

He Is now, of course, urymg to get. in
place the orgunizstion to maXe Earth

-Day 20m, which will oecelr exactly a

year from today, an 8vex grester cele-

* bration than we hove kndwn before.

Lir. Preztient, I firmaly beliove that it

is apgropriate thet we officially des-
ignate April 22 A3 Barth Day and that

. wa permanently designate it asz Earth

Day. It has come t0 be known as Earth
Day—Aprll 22—for all of us. There are
celebrations and teach-ins, and rec-

‘oguitions goiug on throughout our

country today. As we hoar the news

about Kogove, which is bad, and the

news .gbout Littleton, Colorado, and
the terrible tragedy there, which is
bad, and many of the other.newn sto-
ries that bomhbsrd us, it is good to

- lepow that there is ope news story that -

gll celebrate apnd rally around,
aple to celebrate Earth Day.

the next year o gain additional co-
‘sponsord and to obtain epastment of
this, so that by the time BEarth Day
2000 arrives, we will be able to have

-this in law, bave 1t signed by the Presi-

dent. I am sure is will be rupported by
all of pur collesgues. I think we all rec-

- ognize the imporrance of this to many-

of the people we represent, I hope very
much that the bill ean be enacted. :

By Mr_ BIDEN:

s-m.Ahmmmndthelneemal’

Ravenme Code of 1986 to provide the
sarme tax treatment far danger pay al-

lowance as for combat pay; to tha Corn— _

mittee on Fioance.

R PRk T N, R B SN Rt b

thot is that today, again, we will |

"/ Mr. President, it is my sincere hope
thayv Senator CHAYEE and I can work in
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NEEDLESTICK TALKING POINTS

e ' California is the first state to pass legislation that will require the use of safer needlestick
devices and needless systems in public and private health care facilities. Hospitals and -
health care employers in California are expected to save over $100 million per year after -

. lmplcmentmg the Calﬁorma Occupanonal Safety and Health.

. ~ Health care workers (HCWS) suffer betwecn 600,000 and one mtlhon injuries from
Co conventional needles and sharps annuaﬂy These exposures can lead to hepatitis B,
hepatitis C and Human meunodeﬁmency erus (HIV)—the virus that causes AIDS.

o At 1east 1, 000 HCWs are es‘amated to contract senous mfectxons annually from
: ' needlesnck and sharps injuries.

-

e Regxstered nurses workmg at the bedside sustam an ovenwhelmmg majonty of these |
exPosures .
T . Needlestick i mjuncs are preventable. ' Over 80% of needlestick i mJunes could be

prcvcnted w1th thc use of safer needle dewces
= Less than 15% of U S hospltals use safer needle dewces and systems.

e In 1992 the Food amd Drug Adtmmstranon issued an alert to all health care facﬂmes to
" utilize needleless IV systems wherever possible. This alert is merely a mommendaﬂon,
not a mandate. Therefore, health care facﬂmes are under no legal obligation to comply.

N «  The first safe needle desngns were paicnted in the 19705, and the FDA has approved over
© 250 devices for marketmg as safety devices.,

. More than 20 other mfectmns car be transmn:ted thmug,h needlesncks mcludmg
. tuberculosis, syphlhs malana and herpes. .

zool - ' o YNy L 8beLTsez03® TSI 86/8T/0T



Caﬁfonﬁa’ Staﬂ"ing Law

° The state of California is the first state to pass legislation addréssing nurse-staffing levels.
California Assembly bill 394 signed into law by Gavernor Gray Davis on Oct. 10, 1999
requires all patient care units in hospitals to meet fixed winimum nurse-to-patient ratios.

e This legislation also reqﬁires adequate orientation for nurses who float to other hospital
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: CALIFORNIA’S NEW NURSE STAF FING I\'IANDATE HIGHLIGHTS CRISIS I_N -~

’ NURSE STAFFING NATIONALLY

. (AB 394) October 10. “This is a signal that nurses’ and health care consumers’ concerns over

Washmgton, .C Cahforma bccame the ﬁrst State to requn‘e all patlent care units in. hospitals
to meet fixed minimum nursc_»to-panent ratios when Governor Gray Davis 51gned legislation

CISVTIEIH SMAN]

'..

nurse staffing have reached critical mass,” says Beverly L. Malone, PhD, RN, FAAN, President
of the American Nurses Association (ANA). ANA\California (ANA\C), a constituent member of
the ANA federation of state nurses associations, supponed the measure. ’

Caregivers’ and consumers’ concems have risen dmmatically as many institutions have

decreased the numbers of registered nurses (RNs) caring for an increasingly acutely ill patient
population, cutting corners by substituting unlicensed assistive personnel for RNs. “Too often,
managed care has meant managed cost,” says Malone. “If the health care mdusuy continues to
dig in its heels and fight for false economies on the backs of patients and RNs, we can expectto

" see more and more bills on the floors of stana legislatures callmg for mandated mlmmm

nurse-to-patient ratxos

* Malone points out that a number of studies have proven the link between adequate nurse staffing

7003

and positive patient outcomes. “Présently, the system works to keep patients out of the hospital
as long as possible, and to discharge them as soon as possible.- Patients are sicker, and care is
more complex. Cutting the numbers of RNs, substituting unlicensed aides for registered nurses,
and preventing RNs fmm speakmg out about panent care concerns are exactly the wrong moves,
says Malone y : : :

MORE...
ANR
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NURSE STAFFING MANDATEA...

‘ In 1ts 1999 Prmczples of Nurse Staffing, the ANA calls for srafﬁno décisions to be made on the

basis of three sets of principles: those related to patient care, staff-rclated issues, and
institution/organization concerns. Among the Principles are that appropriate staffing levels for a
patient care unit should reflect analysis of individual and aggregate patient needs. The document

- further states, "The specific needs of various patient populations should determine the

dppropriate clinical competencies required of the nurse practicing in that area.”

“What the Principles boil down to,” says Malone, “is what should be the obvious — stafﬁng
decisions should be based on real patient conditions and real provider competencies, notona =~
coolqe-cutter approach that treats both patients and thclr nurses as mdgets on an assembly line.” " 7

Citing concems related to maﬁdated‘nurse-to-paticnt ratios Malone noted, “While we’re glad

. 'that passage of the California nurse staffing mandate has once again focused public attention on

RN understaffmg, we’re also conccmed that mandated minimum ratios not also become staffing
cexlmgs - :

. ) N

“It gets more comphcatcd than that, says Malone “If an institution- simply states that it has met -

~ amandate because it has ‘X’ number of RN5 per patient in a unit, that fails to completely address

other 51gmﬁcant concerns. Some of these nurses may be “floaters,” who may be newly graduated

‘nurses who nced to become acquainted with the protocols of the unit to which they’re assigned.”

. AB 394 does require Onentauon of nurses "ﬂoatzng toa unit and of temporary nursing

persoxmcl

. “Other nurses; compelled to work niandatory overtime, may be concerned about the quality of

care they can deliver after working several days’ worth of 12-hour shifts in a row,” says Malone.

: "Understafﬁng takes a toll not only on patients, but on the health of nurses, who risk injuries

| ranging from mfecnon by bloodbomc pathogens due to needlesuck and sharps i m_mnes, to back
: m_;unes

“There isan emérg’ing hmsi:ig shortage,” says Malone, “and chronic understaifing is not hélping

‘o alleviate it. Nurses may elect to leave the acute care setting, and young people are not entenng

nursing in the numbers needed to meet the growing demand. We must remember that nurses .

_enter their profession in the first place to provide safe, quality, compassionate care.

Understaffing impedes their ability to do this. Hospitals also need to care for those who care.
No nurse should have to face preventable risks of injury and death in the course of patient care.
Also, with a shortage exacerbating patient care issues, it only highlights the importance of .
matching the appropriate providers to meet the needs of increasingly ill patients.” Malone notes
that ANA\C is one of the founding members of the California Nursing Workforce Initiative, a
commlttee that is looking at this cnncal component of adequate and appropnate staffmg

: “The 1dea that “a nurse is a nurse is anurse’ — that one can jIIST count nurse bodles and patient

bodies and state the ratio between, them -- just doesn’t hold,” says Malone, “any more than the
notion that patients are interchangeable in their specific needs. Clinical knowledge, knowledge |

of the unit, and getting enough down-time between shifts also inﬂucncek the quality of care."
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- s NURSE STAFFING MANDATE/...

*Finally,” says Malone, “nurses need to be protected from retaliation from their employers when
they advocate for their patients - more so than ever in a health care environment rendered
unnecessarily risky both to patients and their caregivers by chronic RN understaffing.” Such
whistleblower protections are included in the “Bipartisan Consensus Managed Care Improvement
Act” (HR 2723) passed by the U S. House of chresentatwes October 7. L

The “Patient Safety Act (HR 1288), mtroduced March 25, also mcludes whxstleblower

" protections for nurses, as does the companion Senate bill (S 966) introduced May 5. Both HR

1288 and S 966 would reqmre health care institutions to make public specific information on
staffing levels, stafﬁng mix, and patient outcomes. At a minimum, they would have to make
public the number of registered nurses providing direct care; numbers of unlicensed personnel
utilized to prov1de direct patient care; average number of patients per registered nurse providing
direct patient care; patient mortality rate; incidence of adverse patient care - incidents; and

‘ methods used for determmmg and adjusting staffing Ievels and panent care needs.

“John and Jane Doe can ﬁnd out more about the quahty of a car ora toaster they re thmkmv ‘
- about purchasing than about the quality of hospital care they, their parents, or their children - -~ -~
~ might expect 1o receive,” says Malone. “Some things just don’t make sense no matter how you
Iook at them, and this mablhty to find out about the quality of our health care is one of them y

AB 394 went th:ough several major changes before it reached its ﬁnal form, most notably that

. the original numeric ratios were removed from the legislation, leaving in place a requirement that
the California Department of Health Services promulgate regulations by January 1, 2001. In
signing the bill, Davis and Kuehl reached an agreement to delay the implementation schedule
one year, to January 1, 2002. This compromise was struck to ensure the Governor's s:gnature -
hospitals stated a concern about the time constramts imposed to set the ratios. -

— AB 394 b111 text (and amendments) are avallable at: www. legn__}__fo.ca gov

-- The Governor’s statemerit to the leglslature on the bill is at
www.ca,gov/s/governor/ab394sign.htm). ' » ‘

: #H# 'y
American Nurses Association is the aniy ﬁdi—servzce prafessional orgamzanon represemmg the nation’s 2 6
million Registered Nurses through its 53 constituent associations: ANA advances the masing profession by
‘ fosxermg high standards of nursing practice, promoting the economic and general welfare of nurses in the
- workplace, projecting a positive and realistic view of rursing, and by lobbying the Congress and regulatory
' agenczes on health care :ssues a_ﬁ'ectmg nurses and :he pzzblm
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MEMORANDUM OF SUPPORT

e ~ s3zs R
By Assemblyman Gottfr’icd .~ By Senator DeFrancisco
.. Passed Asstmbly o Senate Health Committee -

AN ACT to amend the public health Jaw and the educanon law, in
~ relation to disclbsure of nursing quality indicators, aud prohthng

certain use of the tltle “nurse” ‘
l .

| " The New Yark State NurSes Association, whosc membcrs include 32 000
 registered pmfessmnal nurses and whose lobbying efforts represcnt the needs of

the more than 220 oo}o registered nurses in the state and the patients they serve,
supports the above-referenced bill. This legislation is part of NYSNA’s. priority

_ ‘leg1slanve agcnda durmg this penod of health care restructunng and tmnsmon

The bill is designed o accomphsh three related goals' disclose to consumers
information related to hospital and nursing home staffing, disclose rates of

- nursing quality mdxcators and prohibit use of the title “nurse™ by anyone not
: hcensed under Arﬂcla 139 of the Educatmn Law (the Nurse Practice Act.)

Disclosure of stafﬁx} g ratms is neeaed to.afford consumers additional data

- needed to make mfonmed decisions related to choice of hospitals and nursing

hormes. In many instamces, health insurers do not provide choice of hospitals ina-

- community. Kncwlédge of staffing ratios will assist consumers in “moving the

markel’ based on many factors, including sensitivity to nursing staffing patterns.

'Information is currently maintained that details the ratio of registered professional

nurses, licensed prac.ma.l nurses, and valicensed assistive personnel within the

* direet care staffing mix. Additionally the disclosure compares this data to the

lev::l of patmnt acuxty (a. determinant of the mtensuy of pursing care required.)

‘ Disclosure ot‘ nursmg quahty indicators i 1s nsedf:d to nmrc accurately analyzc
 the quality of carc delivered in the state’s hospitals. For too long, quality

determinations have lbeen based solely on a medical model of success, one that

~uses such measurements as montality rates and length of stay following surgical .
“interventions. Discl?sure of m.u'sing quality indicators, including but not limited
*" to rates of infection occurring in the facility, incidents of patient falls and
- bedsores, and medlc{mon errors provides additional information about the quality

of care delivered. Disclosure of nursing quality indicators will enhance
knowledge of quality by providing additional information, reflecting 2 nursing
model of quality card. Additionally, nursing quality indicators have 2 direct
relationship to the quality of dircet care staffing and can be used by consumers to

‘ complcment the mf'ormatlon derived from staffing ratios.

(more)
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Prohibition on the usé of the title “nurse™ is necded to assist patients in
_ understanding who is delivering their care. Current law prohibits use of the titles
“Registered Professional Nurse™ and “Licensed Practical Nurse” except by
persons licensed underithe Nurse Practice Act. There is no such Jimit on the title
“nurse.” Unlicensed staff members have been given titles such as Nurse

Technicjan and been given name badges that only identify the individual as part
~of the Nursing Departinent. This pattern is prevalent in all health carc settings,
from the person that advertises their serviccs as “baby nurse™ to assist parents_
with ncwbom care to the medical officc teceptionist who is called “doctor’s
nurse.” These practices have led to the mistaken assumption by patients that
'unllcensed persong arc‘actually licensed provnders of nursmg care.

V 'I"hxs lchslatmn is needcd to rcstore the public’s confidence in health carc
services. Recent national public opinion surveys have {ndicated an increasing
concern for quality health care. The American Hospital Association
comrmissioned a poll on Public Perccptions of Health Carc and Hospitals. Amcmg
the ten fundamenta) opinions reported by the surveyors was a finding that “the ‘
key indicator that people referred to as 2 measure of the quality of their hospital -

- care was the nurse.. They hold a strong belief that skilled nurses are being
sysiematically replaced by poorly trained and poorly paid aides.” In a survey
comunissioned by the American Nurscs Association, of the scven cost-cutting
practices explored, the two top concerns of the public related to changes in
nursing staffs. Amecricans fear that reducing the number of repistered nurses will
‘negatively affect the quality of patient carc. . They also worry that the use of
unlicenscd health care workers to replace RNs will diminish quality. The
American Jownal of Nursing surveyed registered nurscs with results that wam
RNs are feeling the pressures of nursing staff cutbacks in hospitals and increased
use of unlicensed assistive personnel. Almost 90% of the nurses polled expressed
serious congerns that those same cost-savmg prac.tmcs are dxm:mshmg the S'tfeLy

- and quahty of patwnt care.

The lchalatxon is sought by both ihe nursing ¢ commumty and consumer gro ups
Similar legislation has been introduced by Congressman FHinchey at the request of
the American Nurses Association. NYSNA belioves that New York State must
cnact this bill to provide protections and information to New Yorkers using state
mechanisms to provide incentives for camphance We strongly urge passage of

~ these zmportant efforts. '

' 2/18/99, 2/23/99, 3/99
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i

BILL'NﬂMstz 22623

PUREOSE OR GENERAL IDEA OF BILL' To provide the

public w;th '

information regarding auramg sta!fmg levels, and tc :Lagally forbid
those who are net registergd (RNs) or licensed praetical nurses
(LPNs) from portraying thensalves to the public as Ynurses.¥

SUMMARY OF SPECIFIC Paovxsxous aequires hospitals to

dxsclose nursing quality 1nd1catars'

* Tha numbers of RNz and LENS providing dizect care and the ratio
of patients pex ENs (full-tlme equ;valent) pruviding direct care,

* The number of unlxcensed personnel utillzed ta pxov;de
direct patient care. .

* The lncxdenca of adverse patzent care xncidents includxng,
mﬂdication errors, and patient inju:ies. e _
* The methods the hespital uses far determlning and adjustzng B -
staffing levels. ; ‘

* Data regarding complaiats filed=w1th stace or federal regulatory

.. agencies or accxediting agencies, and regazdxng anVestigatlcns ag a
result of thasa camplaiats.- o ; ‘ « -
Amends section 6903 of the Educatlon Law to forbid anyene who is not an
RN or LEN (or otherwise authorized by the Education Law te practice
nursing) from using the title "nurse" or any other title er abbreviation
- that waould represent to the publi= that the pursoa is autherized to
'practlce nursing. 4

.
i

JUSTIFICATION' Em a resulh of pressure to cut cOsts,  -

many hospitals are '
decreasing the numbers of xegiatered and licansed pract;cal nurses on
‘staff and replacing tham with unllccnsed personnel. In addition to
compromising - . ‘ ‘
patient care, this sxtuatlon alsczconfusea patients, who cannot be
- gure if the "nurse" attending to them iz an RN or LPN, or an unlicensed
attendant, This ' '
bill will help combat these problems by reqniring hospitals to disclose
information on the numbers of RNs, LPNs and unlicensed staff ntilized to
pzovmde direct patient care.

The - Bducation Law cu:rently p:chibits unlicensed pecple from using
the term "registered nurge™ ox ”lzcensed practical nurse." But therec
ig no

bar to an unlicensed person using the title "nurse.” This bill would
limit use of the title "pursa" to,persons legally auhherized to
praccice nursing under the Nuxse Exactxce Act. ‘

PRIOR LEGISLATIVE HISTORY:

,\‘i A . " N | . ‘ N . 5
1997 and 1898: A 3607.pasgsed Assefbly

FISCAL IMPLICATTONS Nane !

3 ‘ , o - '
ETFECTIVE DATE:vlaO days after becoming law.

lef2 - e i
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MEMORAMDUM IN SUPPORT

A3ogs | S1453 .
By Assemhlywarnan Nolan by Sepator Spanc .
' Assembly Codes Gommlttee Senate Labor Committee

P o ON AGENDA, 3/9/99

AN ACT to amend the Iaber |aw and the public heaith law, in
“relation to prohibiting retaliatory personnel actions by certain
- employers against employees who provide certam lnformatnon toa
. gavernmental agency or department

The New York State Numes Association, repreSenung 32, 000 rchstcred profess:onal
nurses, strongly supports tihe above-referenced legislation, Enactment of
A3089/81453 is urgently needed to ensure the public that there is no gag on the

" health care workers upon whom they depend. Professional practice demands that
Ie gxstered nurses and other health care professionals advocate for the needs of their
patients. Standards defining unprofessional conduct specifically refer to failure to file
reports required by law. In fact, health professionals are individually licensed by the
- gtate, rather than institutionally licensed, to ensie that the professional upholds the
ethics and standards of the profession, in spite of the pressuzes in health care settings
placed upon them by their employers

+ LATHAM, NY121,|0~I4§9 -« 518/782-9400

<
=

il

. Tl.us bxl! part of NYSNA, 5 legxslaix ve agenda, was fust introduced in the Assembly
.. following a hearing sponsored jointly by the Labor, Health, Higher Education and
. Social Services Commitiees on the Understaffing of Professional Nurse Positions in
“Health Care. During that/hearing, nurses from throughout the state testificd on the
' staffing crises they face daily, Many acknowledged that they testified in spite of
their belief that their employers could and might retaliate against them for speaking
up. In fact, one nurse who registered to testify failed to appear after an article in her
locdl newspaper 1denhﬁcd her as a spokesperson on the staffing crisis in her area,
The nurse sent het apologles to the legislators, stating that she had already begun to
feel abused by management due to her plmmed pamcxpatxon in ’the. heanng

Regxstcred nurses fight battles for pan:nts every day. Somctimes they are unable to
change management practices by working within the system. Sometimes they arc
compelled to notify state regulators of failures 1o meet state standards of safe’
~practice, Such issues include inappropriate use of unlicensed personnel, failure to
~ follow cecupational safety standards and inappropriate staffing decisions that require
overtime at the point of exhaustion or floating to another assxgnmcnt without
sufficient preparation. o o
: o . =more-

NEW YORK STATE NURSES ASSOCIATION « 11 CORNELLROAD




LU/ 1o/ oY LUy | CFZUZGDLTIAS ' "ANA . - " [doos

- - = _— _ -
© 0CT-13-1999 WED 09:47 A NYSNA PGA : | FAX NO. 5187829533

_ The bill appropriately amends both the labor law and the public health law to ensurc
that no health employer can legally restrict any health care provider from advocating -
. for thejr patients. The public health law amendment is modeled aficr the statute
- banning mauaged car¢ gag orders. The New York State Nurses Assoclation belicves
- that paticnts in hospitals and other health care settmgs deserve no less pro tc.cuon than
the enrollees in a managed care plan o :

_NYSNA endorscs the passage of A3089/Sl453 which ensures that health care
providers in this state will not be pagged when they should be advocating for thelr
patlents :

24199, 2/19/99, 2123199, 3/5/99.
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'BILL NUMBER; S1453

PURPOSE! To provide that an employer can net discharge, penalize, or

In sny other mannezr discriminate against an empleyce for commenting to
the public subsequeut to  filing a complalny, miking zeport or
commenting Lo the approprlate gaverpmental agency ox department
regarding the policies or practices of a health caxe facility whach
- may nagatively impact. upon the quallcy of or access to pat;cnt care.

 SUMMAR! ‘OF © PROVISIONS: Saction 1 amends sgction 215 oz Lhe Labcr Law

t¢ provide that no employer ot hms agant or the officer or agent of
any corporatién , shall discharge, penalige, or in ‘any sther mannsr
digeriminace agalnst any eaployee bacaugse such empleyee hagz made a
complaint or repork Lo his o her employer, or to the commissionar orx
‘his or her authorited representatlve, or Lo the appropriaté
govarnmental = agancy or deparbment, that the employer has viglated any

. provision of this chapter, or. because such employea hag caused tn . be
- instituted a proceading under or related te this chapter, or hacause
such employes has testified or i gbout To testxfy in a investxgation
ot p:cceedlng undex - bhis chapter. . * :

If after investigation the Commxsszone- finds that an employer has
violated any provision of subsection 1 .or subsection L(a), tha
comrisaioner may, by an order which shall describe particularly the
nature of the vialatdon, assess the employer a c¢lvil penalty of not .
lesg - than two hundred npor moge thin twoe thousand dellars,
Notwithstanding the’ provis:ons of section ftwWo hundred thirtean of this
chapter, tha penalties get forth in this section thall bs the
exclusive remﬁdies ava*labla for violations of hhxs Secticn.

. Section 2 amands SQGtLOu 215 of the Labor Law by adding a new
subdivision 1-a to provide ne faciliry licansed pursuant te article

' twenty-eight or thirty-six of the public health law, shall by

 contrack, policy ox procadurs prohibit or restrict any health care

- provider from f£iling a complaint, making a report or commenting t.o the
appropriate governmental agency or department regazding the policies.
or practices of such facllity which may negatively impact upon tha
quality of ar acceys to patient care. In addition, no facillty
licensed pursuant to article twcnty—elght or thisty-six of ths public
health law, shall by contraet, policy or przocetdure prohibit or
restrict @ny health care provider  from copmenting to the public
subsaquent. to fillng & complaine, making a report orxr commenting tc the
appropriate governmental agency or department regarding the policies ~ !
or practices of such facillty which may negatively impact wupen the ’ ‘
qurlirty of or access %o patient.care, - '

Section 3 adds & new scction, 28CI-2, ke the Public Health Law to
" provide that no faclilicy licansed pursuesnt ke article twanty-eight oz
thirty-siz, of cthis chapter, shall by contract, policy or proccdurs
prehibit or xestrict any health care provider frdm filing & copplaint,
_ma<zng 2 repdrt or commenting te the app:op:ia govarnmental ageuoy
or deparumsnt | regarding the policime ox praeticas sf such facility
- whaeh may negatively impact upon the gualicy of eox zcesss to  patient
care. In addition,  no facility licansed pursuant to azricls
twenty-eight or thizty-six of nhis chapter, shall by contract, pelicy
or progeduzre prohabit or restrict any haalth <are provider from
commenting to the pubiile subgeguent o Ziling & complaint, making a

répoct or comeenting te  the apprepziate govainmantal agency or
dipartmant zegarding the policieg or practicses of such fazility. which
ay negativaly impact upon the quality of or actcess ro patient care.
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v EXISTING VLAN: No protection euists for thaso\individudls pravi&ing

,,,,,,

informatien concerhing ‘violations of the law ccourring ln health ca:m
facilities which are divulged to the public

 JUSTIFICATIOM: The public 5hou1d be p:otccted py dLSCIosuras of

dangerous health care practiges. This bill would enccurage open
discussien of thesc revelations without the reporting individual being
penalized by losing their jobas. AL hearings and zoundtables,

individuals have repeatediy noted that Tthey feared for their Johs and
that the public suffared foX the lack of dxsclosu:e

LELI»L&TIVE‘. HISTORY: S.l384-A of 1998

| FISCAL IMPLICATIONS: None.

LOCAL FISCAL IMPLICATIONS: Norié.

EFFECTIVE DI\TE Thisg acb shall take eﬁﬁecb mediatelv.
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Family Health Plus/Comparisan of Proposals

incomes below 160% of poverty
{826,720 for a famlly of four).

Those with household incomes
between 160% and 222% of poverty

1 ($26,720-837,074 for a family of

four) pay $9 per person, per month.

Those with household incomas -
between 222% and 250% ($37,074-
$41,750) pay $15 per person, per
monih.

No copayments.

Incomes below 160% of poverly

‘1 ($256,720 for a family of four).

Thase with household incomes :
betwean 160% and 200% of poverly

pay $9 per person, per month.

No copayments,

{$26,720-$33,400 for a lamily of foun -

Feature New Yark State Health Care New York State Assembly’s Version | SemalarBruno | Governor Pataki
- Campaign's Verslon’ : v ' NO PROPOSAL | NO PROPOSAL
Hig’nﬁiﬁly Covers all adults in families that earni | Covers adubis with minar chi!dren wi(h 1 11
- up 1o 250% of the poverty level | househo'd incomes up lo 200% of
] {841,750 for a family of 4), like poverty ($33,400 for a family of four) -
Child Health Plus. but only covers other adults with
‘household Incomes up to 120% of
poverty ($9,888 fora single person-
household) ,
Resource Tesi and | None, as there are none for Child lneligible if cash assels (mcludmg [2 !
Documentation Health Plus or expanded Medicaid | retirement or chitdren’s college savings) |
' eligibility for pregnant women, equal lo more than half of the
' o - household’s fecome.
Benefifs - Camprehensaive includmg vssfon Comprehemwe, excepl excludes vision { 7 - ] ’-
‘ and dental, ‘ v and dema! coverage.
Premimms 'No cost for adulls with household | Na cost for adults with househald -~ |1 1

The New Yok Siate Health Care ‘Campalgn, 94 Cenlral Avenve, Albany, NY 12206 518/465-4600
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- Fainily Health Plus/Comparison of Proposals

Direct Pay Reform

| workers wha lose thelr [obs.

Increases expanded Medicaid eligibility

for pregnant women 1o 250% of the
_poverty level. ,

Direct pay pool to make premtmns 1%$120 _mﬂiiun subsidy pool to reduce
affordable. - direct pay premiums by 10%.
Applicafion Process { A single, streamlined application Depanmem of Health must devetop a {1
process la determine eligibility for | single application for Medicald
“any of the state’s insurance- | managed care, Child Heahth Plus and
programs. ' Family Health Plus thatis “easy te. . .
' understand and complete”
Financing | 50% federal Medicald matching 50% lederal Medicaid .nul&\ing funds |1
‘ funds for all eligible adults and 90% | for all eliglble adults and 90% of the -
- of the stale share of the tobacco state share of the tobacco settlement. . |-
settlement, plus general fundsas
needed.
| Ottier Key Provisions | Subsidizes CODRA coverage for

. The New York State Health Care Campaign, 94 Cenlra! Avenue, Albany, NY 12206 518!465-4600 A
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What is Family .

" Health Plus?

- Why Does
New York
Need Family
Health Plus?

September 1999

Family Health Plus

Farnily Health Plus Is a proposal to make affordable health coverage
available to lower and moderate income working New York adults
who aarn toe much to qualify for Medicald, but have RO access 10
affordable cuverage through their employer :

ltis modeled after the successful Child Health Plus program, whu:h
offers comprehensive, affordable health insurance to children and
teenagers. . .

Like Child Health PIUS famlhes who eamn Up to 250 percent of the
poverty level would be eligible ($34,000 for a family of three), with
premiums based on income and family size,

While adults would be required to make reasonable contnbutlons to
their health care, total out of pocket expenses for Family Health Plus,
including premiumns, would ke modest and affordable to encourage
broad participation in the program. '

Farmly Health Plus would make coverage avallable to aH lower-
income working New Yorkers, including legal immigrants, giving
working families the health security they expect and deserve.

Family Health Plus would also help adults wha can afford to

" purchase private health insurance if it is reasonably priced, by

establishing a pool that would lower pmmxums in the mdlvudual
insurance. rnarket s gmﬂcant!y.

Despzte a robust economy and record-low unemployment over
3.1 million New Yarkars - nearly one in five residents under age 65
— do no have health insurance. The number of uninsured in New
Yerk Is h:gher and growing faster than in the rest of the nation.

| Thanks to recent expansians of Child Health Plus and Medicaid, the

vast majority of New York’s umnsured children will soon be ehglb
for coverage.

- However, most parents of these children, along wlth many smgle

working adults and couples with no children at home, have no
access to affardable health insurance. In most cases, parents in
three-person families have to eam less than $10,300 a year to quahfy

for Medicaid — and single, childtess adults less than 54 300 a year’

. (please wrn over)

Lgon
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How Will - Funding is avanlable for Famlly Health Plus. A prowsuon cf the

Family Health  federal welfare “reform” law allows states to expand health coverage
Plus be . to working families,) and the federal government will pay for half of
Financed? . the cost for many enrollees. Likewise, New York State will receive

$1 billion annually for the next 25 years as a result of the settlement
with tobacco companles over smoking—nelated health casts states
have Incurred over the years. ,

Allocatmg these revenues to Family Health Plus would make a
significant down-payment on esrabllshmg affordable health coverage

for all New Yorkers. ‘

. What About Fam:ly. Health Plus would be coordinated with.exIsting health v
Coordination insurance programs like Child Health Plus and Medicaid. Families
with Other  would go through a simple, streamlined application process to
Programs and - detarmine eligibility for all of the state’s insurance programs, so that

- Qutreach? ~ itis easy to enroll and easy to move from one program to another as

llgnblllty changes because of changes in age, income or family size.

" As is the case for children and teenagers applymg for Child Health
Plus, and pregnant wornen applying for expanded Medicald
coverage, there would no resource test or accompanying
docurnentation requnremenm for parents and other aduits applymg
for Medicaid or Family Health Plus, Those with modest savings for

_ retirement or a child’s education should not be forced to spend those
fesources in order to qualify for needed heaith coverage,

The Famdy Health Plus pmposal includes a series of initiatives

designed to educate familles and individuals about the Insurance

options avatlable to them and to eliminate difficulties in applying for - -
. health coverage, These inltiatives, which mirror those currently
. bemg implemented for Child Health Plus and Medicaid-eligible

children, mdudmgl community-based public education, outreach

- and enrollment asSustance, anda streamhned enrol!ment and

recertifi cat:on prccess.

Conclusioh? - There are mare than 3 million reasons why New York needs Famdy
\ : ‘Health Plus.

September 1999 - | 2
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Insert Masthead
Issue: June 1999
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Jurie 1999

- RNsAt Wﬂll‘l( Here Are the Facts

Regislered nurses in NeanrkStq!e are slmggling to pr-ovfde qucmy careto thetr pct;enls inthe che
“Vof msuﬁ‘c:enr staffing - resources mcreased pahent ccu"ry and facmfy managemenr that is oﬁen

unresponslve to theu‘ z:ancems cbour palienl care,

Thoa:ﬂr:mmof Wic findings of tha *RNs

ot Work” jurvey sanducted by NYSNA and

" amilyzed by nurte sllarmey and healh paticy
consultunt David Keepnows, The survey was
designed 1o get 8 pletoe of what RN: face in
the cougrgé of thaif wocking doy by wking 3
“shapshot” or.mft' ing levels, pativnt ccnsus,
and qthee workploce conditiond on one weeks
day March 23) and one wackend duy (March
27} Over 500 RN taspopded (o the survey,

« “mebnm:hemuwumdm:cumunu‘

nursad wota ot the snd of the sarvey form, it
+ jscleartharrinttges raworkingestrerely haod

in difficule mwxms o e [or gleker and’

sicket patienty,” said Karen Ballard, direelor
of NYINA's Practive and Governtnantal Af
Fzirs Program. “Even with theie bexx efforts,
many fursey fepolt that thay ate not akle

2t heir own Slandands, For arampls, 6%

of the nutaes respending siid they :ould nor
provide i level of nuralag care. tal mm
pau:nu needad™

Tog Many \M’Y
$ick Patlents:

The rurvey peveaded i sversge par
teng laads wire high. Hospul medical
Juryical marses a7 average pa-
Tent laad of 9.4; ¢ritieal care nufses an
average patient foadaf 3,14, Twentystwo
pereers of haspital Nurses Were pspan-
siblefor 10 oemone patenta an tholeshifl.

“Weare lna(eriticalaareunis) which
sefies only on consus, not en acnin,™
ane nurse wrute, “li is ABt uncpinmon
Joran RNt kuve 11 paritnts, We come
in garhy, get ac breaks (and) leave lacs,
1don ' baihe pattents any more. There
it no epe

"Asqnew grad. [don “rebilnied should
beraspongiblefor 1 3sH parenisanight
with only thees RNs o the floos, when
dhare shoidd befour. Ifuclscured abous
m) licease becanse Tdon't have eaaug&
expinience i case of an emdriency.”

Not sarpnuningly. $1% of hospnal
mms md 48% of ol avrses eporidd

that the eopsus on theirupit bas e reaed i
the past two years- A full 79% of hospial

© nYeres And 76% ofnursed overall regom thas

atuify hag gone up dunng that same g,
~The coptinuing rise ln pallent aculty,

" which we have seen sines the 19305, undar-

senpeg tha need to fike Jeulty imo pocolint

“orlen stalfing units,” saif Catslyn
BcCuliough, directar of NYSNA's collee

tive dargalbing pragemim, "Failing to do s

Ul patients at fsk. That's why ws are-
© increnting oy efforts 19 win Tabof Spmen

menty Got cantiin sirice staffing guldelines
based an cotsiss and patient acmty {evele"

~How Enod is The Care?
Wheat askedhelr epinlon of tha cue bty

wett ablé b give, over 6% reparted ot
they wears xor able to camplets 30 of the
» ypadent cur tisks sequired by thelr patlents.
© Ovara tlnrd mdluuh:ywm mablt le

'pruv!d: nom!m't md sugpmmpamms and
- tielr Tamilles,  Over 405% were wrable to
provids nestled cducation and esching o

parlénty and their Bamilies, Even worc dis-

" Turbing, 45%apidhatthey dld nothayvetime -

1o provide & thorough assaastbent of i
pacents—aailncal finding, "Parient prscis-
ment is absolutely spgential to detcrmining

paticat salety and planniog for patice cary -
. ueeds,” Batlard said, *Axy tulemwhu isnnt

being properly wsiated is being denled ap-
propriata frsiag eare und put st sk {ocan

_ umoward ¢yeac”

Medication umhﬁslmlun
Camies First
mmd‘mmmwmwmm‘s

grve the modt positive rexponse was in ads
. ministering mecicatlon, Bighty mine percant

said they wert able o cosys thar 3l mredicn.

tions wage givan saltly. " This resporie supe

pons what we leamad dunag the last nues-

ing shortage, which is that adminu:cnlng
- medicotlon ic 1 nurse’s top priority,”

Ballad
5aid, “When stalfing is inadequale, orber
tasks ke dogssings, reutmants, and patiant
cdoesilon may ke slighted, but that drop (n

- quality of cara will Aot Aecessanly be ra-
. Pected in an iscreassd number of xdverss

medication events,”

Askadtoratthe lovel of aape :hummng.
Wowed them to deliver on e doy of tha -
survey, 4% fell that they wern gble o pro-
vidis highvquality care. Buta Iarger murober
e BB we rated the care as “minimally
safe,™ and 4% fell thay the eam was sot even
up (o that basic lavel.

“1 bavs nevar gene off a‘xv feeling sair

JSied thar T have dore my best far my patients. .
1gohamefeeling happy o legve t}u.rlr:.wiol
gnvum.-aml but., unfulfliled a5 @ nurse,”

“Latx of uvabﬂma

Glven to pressure on 1a{fiag. it's
not pllrprising atiiurses are Workinga -
lot of ovenime. On the pwe days sud-
ied, 30% warked ane or mace hinura of
‘ovemime, almost alt of it velumary.
Hawever, 39% of thein also worked
gne ot mora hours of wipaid time.
Thirty-faur percent repared daf oy
had 1o stay beyond the cnd of theit

" shifts to cymplaiz patiest care twky,

and datfolhemmhad wo sizy to complete .
documentation, Twenty-five pereent of
nurscs didneltks dTneal bresk dunng
theirshly, )

“Thaday [ returned to work afteran
illmess, 1 was mondared to work 14
howurs, and as a rerult sy iliness haJ
reluprcd dnd ! am our nfwnrk again.” .

“Eversday off  have. staffing calls
me to work. We're alte atked o do
daubles frequently, § am a new purse
andaiready wnndermg how [ canmpin-
tain this pace,”

Conpnucd on puge 8

- New Dues Rates: wilt -

Take Effect July 1
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RNs At Work: Here Aza the FAClS cauucdson pe

ks Anyone Lstentmg?

A nriking cesult of the suevay was RNy
strong epintons that thels condemms are not
undersmood and addressed. Over threnqinic-
Jers said that their fcility’s chlcf exextgve
uilicer snd/or boagy] do nat yedersand the
problcmEthat nurses fic o in providing patient
e, A strong majorlly — 6% — said Quot
fheirdonctmi akout paticnteearcrotaken

- qeriously,

“We are aikod to aesimc more dad more
respansibilities with lege supporr and viru-
ellyno maragement prasente atall. ifwe oy

" lo verbalize legltimare conesrny abowr safely

or paridnt necds we are labeled troublemak-
21 and retaliargn ir taken® :
*Adminisirarion yets up smrcalisue goals
Jor fioor niirzes. | think
toueh und toa for removad ra se¢ Now hard ix
U tg accomplish eversihing, 1 doubi they
couldper outonafloorand dolrthemeelves ™
© “The only thing managenidnt secms to
were ohout & paperwork. -
Fonty
perfonm lasks for which they da: ot feel
tompletely competent,-gnd 45% sald thm
they bove Been asked 1o floal to ather utits

CY are Yery out of

percent said that thoy are asked o -

Almost theee-quartes of be nurtes who
responded sud that they betleve it Cacilicy
and ygcrcy admigisiracars §o not sppreciae
thu extant (o winch work demonds impass
upon the RN's family abd other obligadons.

good News

Abuurt Collegially
Nowbly, a majatity baliaves hot it nume

- manager decs het best to nespand to it pob-

lema, Alvo toable, and eocouraging, Gt fact

thot fully BS% saiddae Mﬁ-"@u&% g will

asmat them when they vood help, .
“We dre gbie 10 provide gaod carc only

because the nurses ou oy wais form o colie-.

sive ream, " avediig .
" “The condliions in my it are
Jrustrasing ond strexgfd but ihe nurses !
wark with are uly caring prafersionuls wha
&o the exera mite every day.”

Chossing a Faciity -
«and 3 Carpee o
Whenatkedif they would recommend that
telatives or fricnds recsive trestmeént in tuir
Gacility, 26% sbid tias they would aot; 45%

'Fax NO. b1 (B2Ysas

.\,wwsﬁ.nyﬁ:nzl‘.nrg{:], Lo

L do14

© When asked what chajce they would
make If deciding on 3 career loday, 23%
a3idihay woyld chooss nursing: 2 { % would -
chioose anothicr career in henlith sare; while
3% would Jook autside af besith care
catircly. Abaut iwo-thirds of nucses plan to
beworking In nussing in saothas fve years,
Nincleen pércent 3ay that they plan to b
working in snother fisld, and 15% do get
plan Ia be working. )

. e MaMe urses

New York's RNy hava strong opiaions
about what van be dope o imprave the
dificulag they face In ying lo pravide
good patiuit carg, Eighty-eipht percang said
that heir focilily or dgency noeds ro hire
piora RN, Sixty-2ix percenl said thay the
faellity ar ageacy Deeds s hire more upli-
cansed perxonne] lo asiigt RNe. Howsver,
only37% thoughtthar more LPNsaceneaded,

Most NYSNA members will not ba sure
pirisad ot the pesulis of this survey, [t cone
frms 3necdotal reports from the field and
underscares e beed for ¥ gnifloamt changes
in the way bealthues (s delivered. In tre
supyey’s comments section, one gurse afier

YHealtheare today ir simply businesy,
‘Moncy b fitst. Pusient is lait™”

This disterion of prigritesdecply troubles
nries and adds to the stoess level thal mady
respondenty desgribed, : :

1 wins 5o exhausted at the end of my shif,
1 did mot hgve the energy to give floor repen,
L eame hame with chess painand a headache

~ Now What? «
This sypvey is the Ootgtep ln whatwill 5e
an engoing offot by NYSNA toamasz infor.
mation on the RN warkfercs, The Asrecia.
tion bas hired as consaliants two nurse -
gearchers, Christing T. Kavper of New York

Uruversity and Carol S Brawer of the Ui

versity at Beffalo (SUNY), who ye analyz.
ing available infarmation on the New York
sate nursing workforee and employmen;
Uends, NYSENA will use ihis in&mmﬁnq
during Labor negotintlons, 1o suppar legisla
tve initiatives, and in I3 copacts with the
NYS3 Departraents of Haplth and Education.

Nete: NYSNA thanks all those pembers

who laok rims from their busy schedides 10
compléts the seiffing survey. You have donea

without proper oricAtation. : $aid they would: and 385 wercuswe. - gauvlher milgrated e same sbservadion:  service wyour parianes ond your coltéaguer.
DEMOG PH' ) Typ- of Fast . . N N : .
‘ : lurge homa | achood | ebnd | dingniostds .| HMD/ communlly | nuning | skats smbijelory | other
TN tuiching | hoaltty © | bwsbrwat | manegsd | boapital howm | Incliy | com
. -_Loeatian: woupital {1 cunbar _ {care ’ :
o ‘“:;';“" = 377 128 | 23 | & 4 5 334 53, | 10 28 |38
s 2 3% - a% 0% a% 1 8% . 6% 1% 3% 4%
7% ] 29% 56w 2 13w 1% . 0% A1 30% :
. Wt@ulwmmmmw'dmm had just hod open heant surgery.
Unfortunalaly, kaely we howe boen sedafing and peralying curinibaied palents much more
then Inthe padd, sinco e we Uimble fo wold over the polients casaly.” .
. . . . i}
_Ciinleat E-I& ¢ » : R - .
ambufatury | eifeal rontoly DR piychlatric | pubilc hugith, | med suty panit<hild § achosl ) other '
. &6 153 - 88 28 &2 4G 235_; &6, 24 385 " wark a5 @ PiCLI nistsa
_—— 2TE Ix (2% I 2% 24% L%, 121% Whan ol cehEUS isiow, we
“Whatd ime ta ;!o a suw This was hdawpf:ul ‘ are frequently flssicd lotha
. doy. Usvally undetsiaHed ~wiheyt derial suppart e o,
cnd with much gregler tumaver.” : abewe units ore adult uhils.
. 1knawior afoe! that na ane
ShIfk workeds : In tho PICY hag been ori-
| Dayasd | Eves/8 | Hign's/8 | Swya/12 | Kighte/42 " anied io these wnils..”
385 144 50 isd | 148 : . B
4d% | 16% 10% 17% 3%
;_@L'A&MN“ ame 4K (sdng.8)
tullme | pari-tme | por- pot- '——-‘v“"‘—r““m e T
24 534 | 1544 | 45.54 | 5584
::"Vw :“‘“"} 13 | 167 |83 _}202 |3go [ad
748 i35 34 -ms"—‘a | 2% \ 12% .| M1% ] 32% 12_&_ 2%
La3% 13% 4% | 0% ' ‘
' ' « 19.9 led>8.8 “Jbazicalyy lovg myjob, On OB, we rgrely
: : ) N‘”’;}: m 1:::"‘;3;5%;‘) hava stalfing problems, My frustrations ore
< labor wilh n finen, minimal er nopexisie A 1561331 1262 1153 withikeadminigronon’slackaf understond-
ant phamocy, aon-defivery of lube feedings, o 10% | 3% m"—‘éj% 14 ing. tompassion, and grajiiude for jobs
Jrays, pecr rangpor backup andenand on s, I — - well dona.”
gomelimes a miraclg (hatwe givaas good carg lo
the pallents os we da ] love nursing and con- ‘
: . Highoat sducation lovsl .
sidorit Ire mostimportant lob thaticould dot Yar, Py St
B . DPlploma | BSN M3% | Dociomle« | Assaclaty | Bucsalaiizater | Maslers. | Poclorats
f ¢ould not regammend tas a pm(es:rpfx nuning_ oier I < ster
- l1s8 1306 |Eg - LW 558 17 32 4
Y0 Lasd A% | 7% 25% a% % o

Pt iy Srocil N yresin it Vreverly

g% |
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BACKGROUND ON NEW YORK MEDICARE .
BALANCED BUDGET ACT (BBA) BILLS

. There are four major issues in the Medicare Balanced Budget Act (BBA) adjustments act
that have strong implications for New York.

The first, clearly, is the indirect medical education (IME) adjustment provision. Under
the BBA, this adjustment was lowered from 7.0 to 5.0 percent between 1999 and 2002.
The Senate bill would keep this adjustment at 6.5 percent (the 1999 level) through 2003
while the House would keep it at 6.0 percent (the 2000 level) for an additional year
(2001). The Senate provision costs $800 million over 5 years, versus the House
provision’s cost of $300 million. We prefer the Senate but could potentially extend the
6.5 percent adjustment until 2002 rather than 2003.

The second issue is the House proposal to change the current direct graduate medical
education (GME) payment to a national average payment amount. Although studies
suggest that the current variation in GME payments is hard to explain, sucha change
would have profound geographical distribution effects, particularly on New York. Asa
note, the Administration supported this proposal in 1993 and, if asked publicly, we can
say that this is not a BBA fix and should be further studied.

Third, the hospital outpatient department payment issue remains a major concern for New
York hospitals. We are hoping that Congress will provide the technical fix (directed
scoring of a legislative clarification of intent) that we need to administratively correct the
5.7 percent payment reduction that was erroneously put into law in 1997.

Finally, New York has two of the ten cancer hospitals nationwide. Under the BBA’s
hospital prospective payment system (PPS), cancer hospitals’ payments would be
reduced by over 30 percent. The Senate bill would include these hospitals in PPS but
would ensure that their payments are no less than 100 percent of their 1996 payments.
The House exempts them from the system for 2 