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Conduct a thorough review of all federal
programs and services designed to assist sen-
iors with their housing needs

Facilitate the ‘‘aging in place’ of seniors

Make recommendations about how to re-
duce duplication among programs and how
to more effectively coordinate programs and
services

Collect and disseminate data and informa-
tion on seniors and their needs

Maintain an updated website with informa-
tion on how seniors can access housing and
services that fit their needs

Work with States to coordinate programs
and services at the State and local level

Implement the recommendation of the 1999
Congressionally established Seniors Commis-
sion that the federal government streamline
and consolidate its programs and services for
seniors

This Interagency Council will be comprised
of the Secretaries (or designees) of the agen-
cies which operate programs for seniors:
HUD, HHS, DOT, Agriculture, Treasury,
Labor, Veterans Affairs, as well as the Com-
missioner of the Social Security Administra-
tion, the Administrator of the Centers for
Medicare and Medicaid Services and the Ad-
ministrator of the Administration on Aging.

The legislation authorizes $1.5 million per
year for 5 years to pay for staff and other ex-
penses. .

The legislation is supported by many orga-
nizations involved in housing and services
for seniors, including: AARP (American As-
sociation of Retired Persons), NAHRO (the
National Association of Housing and Rede-
velopment Officials), AAHSA (American As-
sociation of Homes and Services for the
Aging), the Elderly Housing Coalition, and
the National Low Income Housing Coalition.

AGING NEEDS IN THE UNITED STATES

Our Nation’s Senior Population is Rapidly
Growing, and Americans are Living Longer
Than Ever Before.

The senior population (age 65 and older) is
expected to double by 2030, from 36 million to
70 million, one-fifth of the Nation’s popu-
lation.

By 2050 there will be over 86 million sen-
iors, an increase of 147% since 2000.

The average American life expectancy is
anticipated to increase from 76 to 81 by 2060.

By 2020 the number of seniors over age 85 is
expected to double to 7 million and then dou-
ble again to 14 million by 2040.

Seniors Want to Age in Place.

82% of Americans age 45 and older say that
even if they need help caring for themselves,
they prefer receiving services that allow
them to stay in their current home.

89% of those 55 and older desire to age in
place, up from 84% in 1992.

To Facilitate Aging in Place,
Must Be Connected to Housing.

While many seniors want to remain at
home, over 18% of seniors (over 5.8 million)
who do not reside in nursing facilities have
difficulty performing their daily activities
without assistance, and over one million of
these seniors are severely impaired, requir-
ing assistance with many of their basic
tasks.

Many other seniors, those that can per-
form their daily functions, still require ac-
cess to health care, transportation and other
services.

In fact, nearly 20% of seniors have signifi-
cant long-term care needs.

It is predicted that both shrinking family
size and increasing workforce participation
by women could make informal care less
available (women currently provide the ma-
jority of such care), leading to a greater reli-
ance on care from other sources.

In 2005, $129 billion will be spent on paid
care for seniors; roughly $15,000 per senior.

Services
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To pay for long-term care, many seniors
rely on government funding—Medicaid (39%)
and Medicare (20%), while 36% of seniors pay
out-of-pocket expenses.

Today, approximately one-third of all Med-
icaid spending pays for long-term care, mak-
ing Medicaid our Nation’s largest source of
payment for such services and supports.

Medicaid spent a total of $83.8 billion for
long-term care services in 2003.

Of those over age 85, roughly 55% are im-
paired and require long-term care.

A Florida study showed that more than
34% of seniors in government-assisted hous-
ing have no family to turn to if sick or dis-
abled.

Many Seniors Are Not in a Financial Posi-
tion to Pay for the Housing and/or Services
They Need.

There are nearly six times as many seniors
in need of affordable housing as are cur-
rently served in rent-assisted housing.

81% of seniors are homeowners, but: 44% of
those have incomes of less than 50% of Area
Median Income; 40% have no savings; 26%
have less than $25,000 saved.

35% of senior renters are severely rent bur-
dened and pay more than 50% of their in-
come for rent.

The median income of older persons in 2002
was $19,436 for males and $11,406 for females.

In home support services are expensive and
can cost from $140-$200 per day, or up to
$73,000 per year.

Roughly one-third of seniors who enter a
nursing home are eligible for Medicaid upon
admission; another third deplete their assets
paying for care and then turn to Medicaid to
pay for the portion of care that exceeds their
income.

Nuring Homes: Without services, seniors
find it difficult to remain outside of nursing
homes or other institutional settings.

One third of seniors leave their homes to
go to nursing homes.

Nursing home costs average $60,000 per
year; these costs are expected to rise at least
5% annually.

Almost 20% of seniors over age 85 live in
nursing homes, compared with less than 2%
of seniors age 65-84.

65% of nursing home admissions are di-
rectly from hospitals, giving families little
time to explore other options.

The Congressionally established Seniors
Commission found in their 2002 report that
the unsynchronized federal housing and
health policies often lead to premature insti-
tutionalization.

Assisted Living Facilities: Many seniors
could be well served in assisted living facili-
ties, an immediate step between aging in
place and nursing homes.

Assisted living is the fastest growing type
of senior housing in the United States, ac-
counting for roughly 75% of all new senior
housing produced in recent years.

The typical assisted living resident is a
widowed White woman, age 85.

Roughly 50% of assisted living residents
have Alzheimer’s disease or other cognitive
impairment.

In 2002, over 36,000 assisted living facilities
served approximately 910,000 residents.

Assisted living costs between $2,100 and
$2,900 a month, and is primarily private pay.
Few people have private insurance coverage,
and public subsidies are limited.

In 2002, 41 states provided at least some
Medicaid coverage for assisted living (serv-
ing about 102,000 elderly Medicaid bene-
ficiaries), but this covered personal care
services, not room and board.

Programs and Services for Seniors are
Fragmented: Regardless of where seniors
live, it is clear that housing and services
must be linked.

The 1999 Congressionally established Sen-
iors Commission found that ‘‘the most strik-
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ing characteristic of seniors’ housing and
health care in this country is the disconnec-
tion of one field from another.”

The Seniors Commission also found that
“the time has come for coordination among
Federal and State agencies and administra-
tors.”

What these facts illustrate is that there is
tremendous stress on seniors and on their
families to find, maintain and afford hous-
ing; to acquire and pay for personal care as-
sistance or long term care; and to access
other needed services that can keep them
independent and enable them to stay con-
nected to their communities and age in
place.

Senator Sarbanes has introduced an Inter-
agency Council on Meeting the Housing and
Service Needs of Seniors, to better coordi-
nate housing programs and related services
so that seniors can age in place and access
needed services.

Mr. GRASSLEY. I ask unanimous
consent that the committee-reported
amendment be agreed to, the bill as
amended be read a third time and
passed, the motion to reconsider be
laid on the table, and any statements
be printed in the RECORD.

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

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

The bill (S. 705), as amended, was
read the third time and passed.

———

UNANIMOUS CONSENT
AGREEMENT—H.J. RES. 72

Mr. FRIST. Mr. President, I ask
unanimous consent that when the Sen-
ate proceeds to H.J. Res. 72 on Friday,
that Senator HARKIN be recognized in
order to offer an amendment related to
CSBG, which is at the desk. I further
ask consent that there be 20 minutes
for debate in relation to the amend-
ment, no other amendments be in
order, and that following that debate
the Senate proceed to a vote in rela-
tion to the Harkin amendment; fur-
ther, that following that vote, the joint
resolution be read a third time and the
Senate proceed to a vote on the joint
resolution, with no intervening action
or debate.

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

WIRED FOR HEALTH CARE
QUALITY ACT

Mr. FRIST. Mr. President, I ask
unanimous consent that the Senate
proceed to the immediate consider-
ation of Calendar No. 178, S. 1418.

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

The legislative clerk read as follows:

A Dbill (S. 1418) to enhance the adoption of
a nationwide interoperable health informa-
tion technology system and to improve the
quality and reduce the costs of health care in
the United States.

There being no objection, the Senate
proceeded to consider the bill, which
had been reported from the Committee
on Health, Education, Labor, and Pen-
sions, with an amendment.

(Strike the part shown in black
brackets and insert the part shown in
italic.)



November 17, 2005

S. 1418

Be it enacted by the Senate and House of Rep-
resentatives of the United States of America in
Congress assembled,

[SECTION 1. SHORT TITLE.

[This Act may be cited as the ‘“Wired for
Health Care Quality Act”.

[SEC. 2. IMPROVING HEALTH CARE, QUALITY,
SAFETY, AND EFFICIENCY.

[The Public Health Service Act (42 U.S.C.
201 et seq.) is amended by adding at the end
the following:

“TITLE XXIX—HEALTH INFORMATION
TECHNOLOGY

[“SEC. 2901. DEFINITIONS.

[“‘In this title:

[‘“(1) HEALTH CARE PROVIDER.—The term
‘health care provider’ means a hospital,
skilled nursing facility, home health entity,
health care clinic, federally qualified health
center, group practice (as defined in section
1877(h)(4) of the Social Security Act), a phar-
macist, a pharmacy, a laboratory, a physi-
cian (as defined in section 1861(r) of the So-
cial Security Act), a health facility operated
by or pursuant to a contract with the Indian
Health Service, a rural health clinic, and any
other category of facility or clinician deter-
mined appropriate by the Secretary.

[“(2) HEALTH INFORMATION.—The term
‘health information’ has the meaning given
such term in section 1171(4) of the Social Se-
curity Act.

[‘‘(3) HEALTH INSURANCE PLAN.—The term
‘health insurance plan’ means—

[“(A) a health insurance issuer (as defined
in section 2791(b)(2));

[““(B) a group health plan (as defined in
section 2791(a)(1)); and

[‘“(C) a health maintenance organization
(as defined in section 2791(b)(3)).

[“(4) LABORATORY.—The term ‘laboratory’
has the meaning given that term in section
353.

[“(5) PHARMACIST.—The term ‘pharmacist’
has the meaning given that term in section
804 of the Federal Food, Drug, and Cosmetic
Act.

[‘(6) QUALIFIED HEALTH INFORMATION TECH-
NOLOGY.—The term ‘qualified health infor-
mation technology’ means a computerized
system (including hardware, software, and
training) that—

[““(A) protects the privacy and security of
health information;

[“(B) maintains and provides permitted ac-
cess to health information in an electronic
format;

[“(C) incorporates decision support to re-
duce medical errors and enhance health care
quality;

[“(D) complies with the standards adopted
by the Federal Government under section
2903; and

[““(E) allows for the reporting of quality
measures under section 2908.

[¢“(7T) STATE.—The term ‘State’ means each
of the several States, the District of Colum-
bia, Puerto Rico, the Virgin Islands, Guam,
American Samoa, and the Northern Mariana
Islands.

[“SEC. 2902. OFFICE OF THE NATIONAL COORDI-
NATOR OF HEALTH INFORMATION
TECHNOLOGY.

[‘‘(a) OFFICE OF NATIONAL HEALTH INFOR-
MATION TECHNOLOGY.—There is established
within the Office of the Secretary an Office
of the National Coordinator of Health Infor-
mation Technology (referred to in this sec-
tion as the ‘Office’). The Office shall be head-
ed by a National Coordinator who shall be
appointed by the President, in consultation
with the Secretary, and shall report directly
to the Secretary.

[““(b) PURPOSE.—It shall be the purpose of
the Office to carry out programs and activi-
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ties to develop a nationwide interoperable
health information technology infrastruc-
ture that—

[“(1) ensures that patients’ health infor-
mation is secure and protected;

[“(2) improves health care quality, reduces
medical errors, and advances the delivery of
patient-centered medical care;

[‘(8) reduces health care costs resulting
from inefficiency, medical errors, inappro-
priate care, and incomplete information;

[‘(4) ensures that appropriate information
to help guide medical decisions is available
at the time and place of care;

[“(B) promotes a more effective market-
place, greater competition, and increased
choice through the wider availability of ac-
curate information on health care costs,
quality, and outcomes;

[¢“(6) improves the coordination of care and
information among hospitals, laboratories,
physician offices, and other entities through
an effective infrastructure for the secure and
authorized exchange of health care informa-
tion;

[““(7T) improves public health reporting and
facilitates the early identification and rapid
response to public health threats and emer-
gencies, including bioterror events and infec-
tious disease outbreaks;

[*“(8) facilitates health research; and

[“(9) promotes prevention of chronic dis-
eases.

[‘“(c) DUTIES OF THE NATIONAL COORDI-
NATOR.—The National Coordinator shall—

[““(1) serve as a member of the public-pri-
vate American Health Information Collabo-
rative established under section 2903;

[‘“(2) serve as the principal advisor to the
Secretary concerning the development, ap-
plication, and use of health information
technology, and coordinate and oversee the
health information technology programs of
the Department;

[“(3) facilitate the adoption of a nation-
wide, interoperable system for the electronic
exchange of health information;

[‘‘(4) ensure the adoption and implementa-
tion of standards for the electronic exchange
of health information to reduce cost and im-
prove health care quality;

[“(6) ensure that health information tech-
nology policy and programs of the Depart-
ment are coordinated with those of relevant
executive branch agencies (including Federal
commissions) with a goal of avoiding dupli-
cation of efforts and of helping to ensure
that each agency undertakes health informa-
tion technology activities primarily within
the areas of its greatest expertise and tech-
nical capability;

[““(6) to the extent permitted by law, co-
ordinate outreach and consultation by the
relevant executive branch agencies (includ-
ing Federal commissions) with public and
private parties of interest, including con-
sumers, payers, employers, hospitals and
other health care providers, physicians, com-
munity health centers, laboratories, vendors
and other stakeholders;

[¢“(7) advise the President regarding spe-
cific Federal health information technology
programs; and

[““(8) submit the reports described under
section 2903(i) (excluding paragraph (4) of
such section).

[‘‘(d) DETAIL OF FEDERAL EMPLOYEES.—

[“(1) IN GENERAL.—Upon the request of the
National Coordinator, the head of any Fed-
eral agency is authorized to detail, with or
without reimbursement from the Office, any
of the personnel of such agency to the Office
to assist it in carrying out its duties under
this section.

[‘‘(2) EFFECT OF DETAIL.—Any detail of per-
sonnel under paragraph (1) shall—
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[“(A) not interrupt or otherwise affect the
civil service status or privileges of the Fed-
eral employee; and

[““(B) be in addition to any other staff of
the Department employed by the National
Coordinator.

[“(3) ACCEPTANCE OF DETAILEES.—Notwith-
standing any other provision of law, the Of-
fice may accept detailed personnel from
other Federal agencies without regard to
whether the agency described under para-
graph (1) is reimbursed.

[‘‘(e) RULE OF CONSTRUCTION.—Nothing in
this section shall be construed to require the
duplication of Federal efforts with respect to
the establishment of the Office, regardless of
whether such efforts were carried out prior
to or after the enactment of this title.

[“(f) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated such
sums as may be necessary to carry out the
activities of the Office under this section for
each of fiscal years 2006 through 2010.

[“SEC. 2903. AMERICAN HEALTH INFORMATION
COLLABORATIVE.

[‘‘(a) PURPOSE.—The Secretary shall estab-
lish the public-private American Health In-
formation Collaborative (referred to in this
section as the ‘Collaborative’) to—

[“(1) advise the Secretary and recommend
specific actions to achieve a nationwide
interoperable health information technology
infrastructure;

[“(2) serve as a forum for the participation
of a broad range of stakeholders to provide
input on achieving the interoperability of
health information technology; and

[“(3) recommend standards (including con-
tent, communication, and security stand-
ards) for the electronic exchange of health
information for adoption by the Federal Gov-
ernment and voluntary adoption by private
entities.

[““(b) COMPOSITION.—

[“(1) IN GENERAL.—The Collaborative shall
be composed of—

[“(A) the Secretary, who shall serve as the
chairperson of the Collaborative;

[¢“(B) the Secretary of Defense, or his or
her designee;

[¢“(C) the Secretary of Veterans Affairs, or
his or her designee;

[¢“(D) the Secretary of Commerce, or his or
her designee;

[““(E) the National Coordinator for Health
Information Technology;

[““(F) representatives of other relevant
Federal agencies, as determined appropriate
by the Secretary; and

[¢“(G) representatives from each of the fol-
lowing categories to be appointed by the Sec-
retary from nominations submitted by the
public—

[“(i) consumer and patient organizations;

[“(ii) experts in health information pri-
vacy and security;

[‘“(iii) health care providers;

[‘‘(iv) health insurance plans or other third
party payors;

[“(v) standards development organizations;

[*“(vi) information technology vendors;

[¢“(vii) purchasers or employers; and

[¢‘(viii) State or local government agencies
or Indian tribe or tribal organizations.

[“(2) CONSIDERATIONS.—In appointing
members under paragraph (1)(G), the Sec-
retary shall select individuals with expertise
in—

[“(A) health information privacy;

[“(B) health information security;

[“(C) health care quality and patient safe-
ty, including those individuals with experi-
ence in utilizing health information tech-
nology to improve health care quality and
patient safety;

[“(D) data exchange; and
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[““(E) developing health information tech-
nology standards and new health informa-
tion technology.

[‘“(3) TERMS.—Members appointed under
paragraph (1)(G) shall serve for 2 year terms,
except that any member appointed to fill a
vacancy for an unexpired term shall be ap-
pointed for the remainder of such term. A
member may serve for not to exceed 180 days
after the expiration of such member’s term
or until a successor has been appointed.

[‘“(c) RECOMMENDATIONS AND POLICIES.—
The Collaborative shall make recommenda-
tions to identify uniform national policies
for adoption by the Federal Government and
voluntary adoption by private entities to
support the widespread adoption of health
information technology, including—

[¢“(1) protection of health information
through privacy and security practices;

[‘‘(2) measures to prevent unauthorized ac-
cess to health information;

[“(3) methods to facilitate secure patient
access to health information;

[“(4) the ongoing harmonization of indus-
try-wide health information technology
standards;

[¢“(5) recommendations for a nationwide
interoperable health information technology
infrastructure;

[“(6) the identification and prioritization
of specific use cases for which heath infor-
mation technology is valuable, beneficial,
and feasible;

[¢“(7T) recommendations for the establish-
ment of an entity to ensure the continuation
of the functions of the Collaborative; and

[“(8) other policies determined to be nec-
essary by the Collaborative.

[‘(d) STANDARDS.—

[“(1) EXISTING STANDARDS.—The standards
adopted by the Consolidated Health
Informatics Initiative shall be deemed to
have been recommended by the Collaborative
under this section.

[‘“(2) FIRST YEAR REVIEW.—Not later than 1
year after the date of enactment of this title,
the Collaborative shall—

[““(A) review existing standards (including
content, communication, and security stand-
ards) for the electronic exchange of health
information, including such standards adopt-
ed by the Secretary under paragraph (2)(A);

[¢“(B) identify deficiencies and omissions in
such existing standards; and

[¢“(C) identify duplication and overlap in
such existing standards;
and recommend modifications to such stand-
ards as necessary.

[“(3) ONGOING REVIEW.—Beginning 1 year
after the date of enactment of this title, and
annually thereafter, the Collaborative
shall—

[““(A) review existing standards (including
content, communication, and security stand-
ards) for the electronic exchange of health
information, including such standards adopt-
ed by the Secretary under paragraph (2)(A);

[¢“(B) identify deficiencies and omissions in
such existing standards; and

[¢“(C) identify duplication and overlap in
such existing standards;
and recommend modifications to such stand-
ards as necessary.

[‘(4) LIMITATION.—The standards described
in this section shall be consistent with any
standards developed pursuant to the Health
Insurance Portability and Accountability
Act of 1996.

[‘‘(e) FEDERAL ACTION.—Not later than 60
days after the issuance of a recommendation
from the Collaborative under subsection
(d)(2), the Secretary of Health and Human
Services, the Secretary of Veterans Affairs,
and the Secretary of Defense, in collabora-
tion with representatives of other relevant
Federal agencies, as determined appropriate
by the Secretary, shall jointly review such
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recommendations. The Secretary shall pro-

vide for the adoption by the Federal Govern-

ment of any standard or standards contained
in such recommendation.

[¢“(f) COORDINATION OF FEDERAL SPEND-
ING.—Not later than 1 year after the adop-
tion by the Federal Government of a rec-
ommendation as provided for in subsection
(e), and in compliance with chapter 113 of
title 40, United States Code, no Federal agen-
cy shall expend Federal funds for the pur-
chase of any form of health information
technology or health information technology
system for clinical care or for the electronic
retrieval, storage, or exchange of health in-
formation that is not consistent with appli-
cable standards adopted by the Federal Gov-
ernment under subsection (e).

[‘‘(g) COORDINATION OF FEDERAL DATA COL-
LECTION.—Not later than 3 years after the
adoption by the Federal Government of a
recommendation as provided for in sub-
section (e), all Federal agencies collecting
health data for the purposes of surveillance,
epidemiology, adverse event reporting, re-
search, or for other purposes determined ap-
propriate by the Secretary shall comply with
standards adopted under subsection (e).

[¢“(h) VOLUNTARY ADOPTION.—Any stand-
ards adopted by the Federal Government
under subsection (e) shall be voluntary with
respect to private entities.

[““(i) REPORTS.—The Secretary shall sub-
mit to the Committee on Health, Education,
Labor, and Pensions and the Committee on
Finance of the Senate and the Committee on
Energy and Commerce and the Committee on
Ways and Means of the House of Representa-
tives, on an annual basis, a report that—

[“(1) describes the specific actions that
have been taken by the Federal Government
and private entities to facilitate the adop-
tion of an interoperable nationwide system
for the electronic exchange of health infor-
mation;

[“(2) describes barriers to the adoption of
such a nationwide system;

[¢“(3) contains recommendations to achieve
full implementation of such a nationwide
system; and

[“(4) contains a plan and progress toward
the establishment of an entity to ensure the
continuation of the functions of the Collabo-
rative.

[““(j) APPLICATION OF FACA.—The Federal
Advisory Committee Act (6 U.S.C. App.)
shall apply to the Collaborative, except that
the term provided for under section 14(a)(2)
shall be 5 years.

[¢“(k) RULE OF CONSTRUCTION.—Nothing in
this section shall be construed to require the
duplication of Federal efforts with respect to
the establishment of the Collaborative, re-
gardless of whether such efforts were carried
out prior to or after the enactment of this
title.

[“(1) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated such
sums as may be necessary to carry out this
section for each of fiscal years 2006 through
2010.

[“SEC. 2904. IMPLEMENTATION AND CERTIFI-
CATION OF HEALTH INFORMATION
STANDARDS.

[““(a) IMPLEMENTATION.—

[‘“(1) IN GENERAL.—The Secretary, based
upon the recommendations of the Collabo-
rative, shall develop criteria to ensure uni-
form and consistent implementation of any
standards for the electronic exchange of
health information voluntarily adopted by
private entities in technical conformance
with such standards adopted under this title.

[¢“(2) IMPLEMENTATION ASSISTANCE.—The
Secretary may recognize a private entity or
entities to assist private entities in the im-
plementation of the standards adopted under
this title using the criteria developed by the
Secretary under this section.
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[*“(b) CERTIFICATION.—

[¢“(1) IN GENERAL.—The Secretary, based
upon the recommendations of the Collabo-
rative, shall develop criteria to ensure and
certify that hardware, software, and support
services that claim to be in compliance with
any standard for the electronic exchange of
health information adopted under this title
have established and maintained such com-
pliance in technical conformance with such
standards.

[‘‘(2) CERTIFICATION ASSISTANCE.—The Sec-
retary may recognize a private entity or en-
tities to assist in the certification described
under paragraph (1) using the criteria devel-
oped by the Secretary under this section.

[‘“(c) DELEGATION AUTHORITY.—The Sec-
retary, through consultation with the Col-
laborative, may delegate the development of
the criteria under subsections (a) and (b) to
a private entity.

[“SEC. 2905. GRANTS TO FACILITATE THE WIDE-
SPREAD ADOPTION OF INTEROPER-
ABLE HEALTH INFORMATION TECH-
NOLOGY.

[‘‘(a) COMPETITIVE GRANTS TO FACILITATE
THE WIDESPREAD ADOPTION OF HEALTH INFOR-
MATION TECHNOLOGY.—

[‘“(1) IN GENERAL.—The Secretary may
award competitive grants to eligible entities
to facilitate the purchase and enhance the
utilization of qualified health information
technology systems to improve the quality
and efficiency of health care.

[¢‘(2) ELIGIBILITY.—To be eligible to receive
a grant under paragraph (1) an entity shall—

[““(A) submit to the Secretary an applica-
tion at such time, in such manner, and con-
taining such information as the Secretary
may require;

[¢“(B) submit to the Secretary a strategic
plan for the implementation of data sharing
and interoperability measures;

[(C) be a—

[“(i) not for profit hospital;

[“(ii) group practice (including a single
physician); or

[‘“(iii) another health care provider not de-
scribed in clause (i) or (ii);

[¢“(D) adopt the standards adopted by the
Federal Government under section 2903;

[““(E) require that health care providers re-
ceiving such grants implement the measure-
ment system adopted under section 2908 and
report to the Secretary on such measures;

[““(F) demonstrate significant financial
need; and

[‘“(G) provide matching funds in accord-
ance with paragraph (4).

[‘“(3) USE OF FUNDS.—Amounts received
under a grant under this subsection shall be
used to facilitate the purchase and enhance
the utilization of qualified health informa-
tion technology systems.

[‘‘(4) MATCHING REQUIREMENT.—To be eligi-
ble for a grant under this subsection an enti-
ty shall contribute non-Federal contribu-
tions to the costs of carrying out the activi-
ties for which the grant is awarded in an
amount equal to $1 for each $3 of Federal
funds provided under the grant.

[‘‘(5) PREFERENCE IN AWARDING GRANTS.—In
awarding grants under this subsection the
Secretary shall give preference to—

[“(A) eligible entities that are located in
rural, frontier, and other underserved areas
as determined by the Secretary; and

[“(B) eligible entities that will link, to the
extent practicable, the qualified health in-
formation system to local or regional health
information networks.

[‘‘(b) COMPETITIVE GRANTS TO STATES FOR
THE DEVELOPMENT OF STATE LOAN PROGRAMS
TO FACILITATE THE WIDESPREAD ADOPTION OF
HEALTH INFORMATION TECHNOLOGY.—

[‘“(1) IN GENERAL.—The Secretary may
award competitive grants to States for the
establishment of State programs for loans to
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health care providers to facilitate the pur-
chase and enhance the utilization of quali-
fied health information technology.

[‘‘(2) ESTABLISHMENT OF FUND.—To be eligi-
ble to receive a competitive grant under this
subsection, a State shall establish a quali-
fied health information technology loan fund
(referred to in this subsection as a ‘State
loan fund’) and comply with the other re-
quirements contained in this section. A
grant to a State under this subsection shall
be deposited in the State loan fund estab-
lished by the State. No funds authorized by
other provisions of this title to be used for
other purposes specified in this title shall be
deposited in any State loan fund.

[“(3) ELIGIBILITY.—To be eligible to receive
a grant under paragraph (1) a State shall—

[““(A) submit to the Secretary an applica-
tion at such time, in such manner, and con-
taining such information as the Secretary
may require;

[¢“(B) submit to the Secretary a strategic
plan in accordance with paragraph (4);

[“(C) establish a qualified health informa-
tion technology loan fund in accordance with
paragraph (2);

[*“(D) require that health care providers re-
ceiving such loans—

[““(i) link, to the extent practicable, the
qualified health information system to a
local or regional health information net-
work; and

[“(ii) consult with the Center for Best
Practices established in section 914(d) to ac-
cess the knowledge and experience of exist-
ing initiatives regarding the successful im-
plementation and effective use of health in-
formation technology;

[““(E) require that health care providers re-
ceiving such loans adopt the standards
adopted by the Federal Government under
section 2903(d);

[““(F) require that health care providers re-
ceiving such loans implement the measure-
ment system adopted under section 2908 and
report to the Secretary on such measures;
and

[‘“(G) provide matching funds in accord-
ance with paragraph (8).

[‘‘(4) STRATEGIC PLAN.—

[““(A) IN GENERAL.—A State that receives a
grant under this subsection shall annually
prepare a strategic plan that identifies the
intended uses of amounts available to the
State loan fund of the State.

[‘“(B) CONTENTS.—A strategic plan under
subparagraph (A) shall include—

[““(i) a list of the projects to be assisted
through the State loan fund in the first fis-
cal year that begins after the date on which
the plan is submitted;

[“(ii) a description of the criteria and
methods established for the distribution of
funds from the State loan fund; and

[‘“(iii) a description of the financial status
of the State loan fund and the short-term
and long-term goals of the State loan fund.

[‘‘(5) USE OF FUNDS.—

[““(A) IN GENERAL.—Amounts deposited in a
State loan fund, including loan repayments
and interest earned on such amounts, shall
be used only for awarding loans or loan guar-
antees, or as a source of reserve and security
for leveraged loans, the proceeds of which
are deposited in the State loan fund estab-
lished under paragraph (1). Loans under this
section may be used by a health care pro-
vider to facilitate the purchase and enhance
the utilization of qualified health informa-
tion technology.

[“(B) LIMITATION.—Amounts received by a
State under this subsection may not be
used—

[“(i) for the purchase or other acquisition
of any health information technology system
that is not a qualified health information
technology system;
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[‘‘ii) to conduct activities for which Fed-
eral funds are expended under this title, or
the amendments made by the Wired for
Health Care Quality Act; or

[“‘dii) for any purpose other than making
loans to eligible entities under this section.

[¢‘(6) TYPES OF ASSISTANCE.—Except as oth-
erwise limited by applicable State law,
amounts deposited into a State loan fund
under this subsection may only be used for
the following:

[““(A) To award loans that comply with the
following:

[““(i) The interest rate for each loan shall
be less than or equal to the market interest
rate.

[‘‘(ii) The principal and interest payments
on each loan shall commence not later than
1 year after the loan was awarded, and each
loan shall be fully amortized not later than
10 years after the date of the loan.

[“(iii) The State loan fund shall be cred-
ited with all payments of principal and inter-
est on each loan awarded from the fund.

[¢“(B) To guarantee, or purchase insurance
for, a local obligation (all of the proceeds of
which finance a project eligible for assist-
ance under this subsection) if the guarantee
or purchase would improve credit market ac-
cess or reduce the interest rate applicable to
the obligation involved.

[¢“(C) As a source of revenue or security for
the payment of principal and interest on rev-
enue or general obligation bonds issued by
the State if the proceeds of the sale of the
bonds will be deposited into the State loan
fund.

[¢“(D) To earn interest on the amounts de-
posited into the State loan fund.

[(7) ADMINISTRATION OF STATE LOAN
FUNDS.—
[‘(A) COMBINED FINANCIAL ADMINISTRA-

TION.—A State may (as a convenience and to
avoid unnecessary administrative costs)
combine, in accordance with State law, the
financial administration of a State loan fund
established under this subsection with the fi-
nancial administration of any other revolv-
ing fund established by the State if other-
wise not prohibited by the law under which
the State loan fund was established.

[¢“(B) COST OF ADMINISTERING FUND.—Each
State may annually use not to exceed 4 per-
cent of the funds provided to the State under
a grant under this subsection to pay the rea-
sonable costs of the administration of the
programs under this section, including the
recovery of reasonable costs expended to es-
tablish a State loan fund which are incurred
after the date of enactment of this title.

[“(C) GUIDANCE AND REGULATIONS.—The
Secretary shall publish guidance and pro-
mulgate regulations as may be necessary to
carry out the provisions of this subsection,
including—

[‘“‘() provisions to ensure that each State
commits and expends funds allotted to the
State under this subsection as efficiently as
possible in accordance with this title and ap-
plicable State laws; and

[‘‘(ii) guidance to prevent waste, fraud, and
abuse.

[¢“(D) PRIVATE SECTOR CONTRIBUTIONS.—

[“‘(A) IN GENERAL.—A State loan fund estab-
lished under this subsection may accept con-
tributions from private sector entities, ex-
cept that such entities may not specify the
recipient or recipients of any loan issued
under this subsection.

[€“(i1) AVAILABILITY OF INFORMATION.—A
State shall make publically available the
identity of, and amount contributed by, any
private sector entity under clause (i) and
may issue letters of commendation or make
other awards (that have no financial value)
to any such entity.

[“(8) MATCHING REQUIREMENTS.—
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[““(A) IN GENERAL.—The Secretary may not
make a grant under paragraph (1) to a State
unless the State agrees to make available
(directly or through donations from public or
private entities) non-Federal contributions
in cash toward the costs of the State pro-
gram to be implemented under the grant in
an amount equal to not less than $1 for each
$1 of Federal funds provided under the grant.

[‘‘(B) DETERMINATION OF AMOUNT OF NON-
FEDERAL CONTRIBUTION.—In determining the
amount of non-Federal contributions that a
State has provided pursuant to subparagraph
(A), the Secretary may not include any
amounts provided to the State by the Fed-
eral Government.

[‘‘(9) PREFERENCE IN AWARDING GRANTS.—
The Secretary may give a preference in
awarding grants under this subsection to
States that adopt value-based purchasing
programs to improve health care quality.

[“(10) REPORTS.—The Secretary shall an-
nually submit to the Committee on Health,
Education, Labor, and Pensions and the
Committee on Finance of the Senate, and
the Committee on Energy and Commerce and
the Committee on Ways and Means of the
House of Representatives, a report summa-
rizing the reports received by the Secretary
from each State that receives a grant under
this subsection.

[‘‘(c) GRANTS FOR THE IMPLEMENTATION OF
REGIONAL OR LOCAL HEALTH INFORMATION
TECHNOLOGY PLANS.—

[‘“(1) IN GENERAL.—The Secretary may
award competitive grants to eligible entities
to implement regional or local health infor-
mation plans to improve health care quality
and efficiency through the electronic ex-
change of health information pursuant to
the standards, protocols, and other require-
ments adopted by the Secretary under sec-
tions 2903 and 2908.

[“(2) ELIGIBILITY.—To be eligible to receive
a grant under paragraph (1) an entity shall—

[““(A) demonstrate financial need to the
Secretary;

[¢“(B) demonstrate that one of its principal
missions or purposes is to use information
technology to improve health care quality
and efficiency;

[¢“(C) adopt bylaws, memoranda of under-
standing, or other charter documents that
demonstrate that the governance structure
and decisionmaking processes of such entity
allow for participation on an ongoing basis
by multiple stakeholders within a commu-
nity, including—

[““(i) physicians (as defined in section
1861(r) of the Social Security Act), including
physicians that provide services to low in-
come and underserved populations;

[‘“(ii) hospitals (including hospitals that
provide services to low income and under-
served populations);

[‘‘(iii) pharmacists or pharmacies;

[¢“(iv) health insurance plans;

[“(v) health centers (as defined in section
330(b)) and Federally qualified health centers
(as defined in section 1861(aa)(4) of the Social
Security Act);

[“(vi) rural health clinics (as defined in
section 1861(aa) of the Social Security Act);
[‘“(vii) patient or consumer organizations;

[¢“(viii) employers; and

[“(ix) any other health care providers or
other entities, as determined appropriate by
the Secretary;

[¢“(D) adopt nondiscrimination and conflict
of interest policies that demonstrate a com-
mitment to open, fair, and nondiscrim-
inatory participation in the health informa-
tion plan by all stakeholders;

[““(E) adopt the standards adopted by the
Secretary under section 2903;
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[“(F) require that health care providers re-
ceiving such loans implement the measure-
ment system adopted under section 2908 and
report to the Secretary on such measures;

[*“(G) facilitate the electronic exchange of
health information within the local or re-
gional area and among local and regional
areas;

[““(H) prepare and submit to the Secretary
an application in accordance with paragraph
(3); and

[““(I) agree to provide matching funds in
accordance with paragraph (5).

[“(3) APPLICATION.—

[““(A) IN GENERAL.—To be eligible to re-
ceive a grant under paragraph (1), an entity
shall submit to the Secretary an application
at such time, in such manner, and con-
taining such information as the Secretary
may require.

[‘(B) REQUIRED INFORMATION.—At a min-
imum, an application submitted under this
paragraph shall include—

[““(i) clearly identified short-term and
long-term objectives of the regional or local
health information plan;

[‘“(ii) a technology plan that complies with
the standards adopted under section 2903 and
that includes a descriptive and reasoned esti-
mate of costs of the hardware, software,
training, and consulting services necessary
to implement the regional or local health in-
formation plan;

[¢“(iii) a strategy that includes initiatives
to improve health care quality and effi-
ciency, including the use and reporting of
health care quality measures adopted under
section 2908;

[““(iv) a plan that describes provisions to
encourage the implementation of the elec-
tronic exchange of health information by all
physicians, including single physician prac-
tices and small physician groups partici-
pating in the health information plan;

[““(v) a plan to ensure the privacy and se-
curity of personal health information that is
consistent with Federal and State law;

[“(vi) a governance plan that defines the
manner in which the stakeholders shall
jointly make policy and operational deci-
sions on an ongoing basis; and

[¢“(vii) a financial or business plan that de-
scribes—

[¢““(T) the sustainability of the plan;

[¢““(TI) the financial costs and benefits of
the plan; and

[“““(TII) the entities to which such costs
and benefits will accrue.

[‘“(4) USE OF FUNDS.—Amounts received
under a grant under paragraph (1) shall be
used to establish and implement a regional
or local health information plan in accord-
ance with this subsection.

[*‘(5) MATCHING REQUIREMENT.—

[““(A) IN GENERAL.—The Secretary may not
make a grant under this subsection to an en-
tity unless the entity agrees that, with re-
spect to the costs to be incurred by the enti-
ty in carrying out the infrastructure pro-
gram for which the grant was awarded, the
entity will make available (directly or
through donations from public or private en-
tities) non-Federal contributions toward
such costs in an amount equal to not less
than 50 percent of such costs ($1 for each $2
of Federal funds provided under the grant).

[‘‘(B) DETERMINATION OF AMOUNT CONTRIB-
UTED.—Non-Federal contributions required
under subparagraph (A) may be in cash or in
kind, fairly evaluated, including equipment,
technology, or services. Amounts provided
by the Federal Government, or services as-
sisted or subsidized to any significant extent
by the Federal Government, may not be in-
cluded in determining the amount of such
non-Federal contributions.

[‘(d) REPORTS.—Not later than 1 year after
the date on which the first grant is awarded
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under this section, and annually thereafter
during the grant period, an entity that re-
ceives a grant under this section shall sub-
mit to the Secretary a report on the activi-
ties carried out under the grant involved.
Each such report shall include—

[““(1) a description of the financial costs
and benefits of the project involved and of
the entities to which such costs and benefits
accrue;

[¢“(2) an analysis of the impact of the
project on health care quality and safety;

[“(3) a description of any reduction in du-
plicative or unnecessary care as a result of
the project involved;

[“(4) a description of the efforts of recipi-
ents under this section to facilitate secure
patient access to health information; and

[(6) other information as required by the
Secretary.

[‘‘(e) AUTHORIZATION OF APPROPRIATIONS.—

[““(1) IN GENERAL.—For the purpose of car-
rying out this section, there is authorized to
be appropriated $125,000,000 for fiscal year
2006, $150,000,000 for fiscal year 2007, and such
sums as may be necessary for each of fiscal
years 2008 through 2010.

[¢(2) AVAILABILITY.—Amounts appro-
priated under paragraph (1) shall remain
available through fiscal year 2010.

[“SEC. 2906. DEMONSTRATION PROGRAM TO IN-

TEGRATE INFORMATION  TECH-
NOLOGY INTO CLINICAL EDU-
CATION.

[‘“(a) IN GENERAL.—The Secretary may
award grants under this section to carry out
demonstration projects to develop academic
curricula integrating qualified health infor-
mation technology systems in the clinical
education of health professionals. Such
awards shall be made on a competitive basis
and pursuant to peer review.

[““(b) ELIGIBILITY.—To be eligible to re-
ceive a grant under subsection (a), an entity
shall—

[“(1) submit to the Secretary an applica-
tion at such time, in such manner, and con-
taining such information as the Secretary
may require;

[“(2) submit to the Secretary a strategic
plan for integrating qualified health infor-
mation technology in the clinical education
of health professionals and for ensuring the
consistent wutilization of decision support
software to reduce medical errors and en-
hance health care quality;

[¢(3) be—

[‘(A) a health professions school;

[“(B) a school of nursing; or

[¢“(C) a graduate medical education pro-
gram;

[‘‘(4) provide for the collection of data re-
garding the effectiveness of the demonstra-
tion project to be funded under the grant in
improving the safety of patients, the effi-
ciency of health care delivery, and in in-
creasing the likelihood that graduates of the
grantee will adopt and incorporate health in-
formation technology in the delivery of
health care services; and

[(6) provide matching funds in accordance
with subsection (c).

[““(c) USE OF FUNDS.—

[““(1) IN GENERAL.—With respect to a grant
under subsection (a), an eligible entity
shall—

[““(A) use grant funds in collaboration with
2 or more disciplines; and

[“(B) use grant funds to integrate qualified
health information technology into commu-
nity-based clinical education.

[“(2) LIMITATION.—An eligible entity shall
not use amounts received under a grant
under subsection (a) to purchase hardware,
software, or services.

[‘(d) MATCHING FUNDS.—

[““(1) IN GENERAL.—The Secretary may
award a grant to an entity under this section
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only if the entity agrees to make available
non-Federal contributions toward the costs
of the program to be funded under the grant
in an amount that is not less than $1 for each
$2 of Federal funds provided under the grant.

[‘‘(2) DETERMINATION OF AMOUNT CONTRIB-
UTED.—Non-Federal contributions under
paragraph (1) may be in cash or in kind, fair-
ly evaluated, including equipment or serv-
ices. Amounts provided by the Federal Gov-
ernment, or services assisted or subsidized to
any significant extent by the Federal Gov-
ernment, may not be included in deter-
mining the amount of such contributions.

[‘“(e) EVALUATION.—The Secretary shall
take such action as may be necessary to
evaluate the projects funded under this sec-
tion and publish, make available, and dis-
seminate the results of such evaluations on
as wide a basis as is practicable.

[¢‘(f) REPORTS.—Not later than 1 year after
the date of enactment of this title, and annu-
ally thereafter, the Secretary shall submit
to the Committee on Health, Education,
Labor, and Pensions and the Committee on
Finance of the Senate, and the Committee
on Energy and Commerce and the Committee
on Ways and Means of the House of Rep-
resentatives a report that—

[‘“(1) describes the specific projects estab-
lished under this section; and

[¢“(2) contains recommendations for Con-
gress based on the evaluation conducted
under subsection (e).

[‘‘(g) AUTHORIZATION OF APPROPRIATIONS.—
There is authorized to be appropriated to
carry out this section, $5,000,000 for fiscal
year 2007, and such sums as may be necessary
for each of fiscal years 2008 through 2010.

[“(h) SUNSET.—This section shall not apply
after September 30, 2010.

[“SEC. 2907. LICENSURE AND THE ELECTRONIC
EXCHANGE OF HEALTH INFORMA-
TION.

[‘“(a) IN GENERAL.—The Secretary shall
carry out, or contract with a private entity
to carry out, a study that examines—

[“(1) the variation among State laws that
relate to the licensure, registration, and cer-
tification of medical professionals; and

[“(2) how such variation among State laws
impacts the secure electronic exchange of
health information—

[““(A) among the States; and

[¢“(B) between the States and the Federal
Government.

[‘‘(b) REPORT AND RECOMMENDATIONS.—Not
later than 1 year after the date of enactment
of this title, the Secretary shall publish a re-
port that—

[¢(1) describes the results of the study car-
ried out under subsection (a); and

[‘(2) makes recommendations to States re-
garding the harmonization of State laws
based on the results of such study.

[“SEC. 2908. QUALITY MEASUREMENT SYSTEMS.

[‘“(a) IN GENERAL.—The Secretary of
Health and Human Services, the Secretary of
Veterans Affairs, the Secretary of Defense,
and representatives of other relevant Federal
agencies, as determined appropriate by the
Secretary, (referred to in the section as the
‘Secretaries’) shall jointly develop a quality
measurement system for the purpose of
measuring the quality of care patients re-
ceive.

[““(b) REQUIREMENTS.—The Secretaries
shall ensure that the quality measurement
system developed under subsection (a) com-
ply with the following:

[¢“(1) MEASURES.—

[““(A) IN GENERAL.—Subject to subpara-
graph (B), the Secretaries shall select meas-
ures of quality to be used by the Secretaries
under the systems.

[‘‘(B) REQUIREMENTS.—In selecting the
measures to be used under each system pur-
suant to subparagraph (A), the Secretaries
shall, to the extent feasible, ensure that—
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[‘(i) such measures are evidence based, re-
liable and valid;

[‘‘(ii) such measures include measures of
process, structure, patient experience, effi-
ciency, and equity; and

[¢“(iii) such measures include measures of
overuse, underuse, and misuse of health care
items and services.

[“(2) PRIORITIES.—In developing the sys-
tem under subsection (a), the Secretaries
shall ensure that priority is given to—

[“(A) measures with the greatest potential
impact for improving the quality and effi-
ciency of care provided under Federal pro-
grams;

[‘(B) measures that may be rapidly imple-
mented by group health plans, health insur-
ance issuers, physicians, hospitals, nursing
homes, long-term care providers, and other
providers; and

[¢“(C) measures which may inform health
care decisions made by consumers and pa-
tients.

[¢“(3) WEIGHTS OF MEASURES.—The Secre-
taries shall assign weights to the measures
used by the Secretaries under each system
established under subsection (a).

[“(4) RISK ADJUSTMENT.—The Secretaries
shall establish procedures to account for dif-
ferences in patient health status, patient
characteristics, and geographic location. To
the extent practicable, such procedures shall
recognize existing procedures.

[“(5) MAINTENANCE.—The Secretaries shall,
as determined appropriate, but in no case
more often than once during each 12-month
period, update the quality measurement sys-
tems developed under subsection (a), includ-
ing through—

[““(A) the addition of more accurate and
precise measures under the systems and the
retirement of existing outdated measures
under the systems; and

[‘“(B) the refinement of the weights as-
signed to measures under the systems.

[‘(c) REQUIRED CONSIDERATIONS IN DEVEL-
OPING AND UPDATING THE SYSTEMS.—In devel-
oping and updating the quality measurement
systems under this section, the Secretaries
shall—

[“(1) consult with, and take into account
the recommendations of, the entity that the
Secretaries has an arrangement with under
subsection (e);

[¢“(2) consult with representatives of
health care providers, consumers, employers,
and other individuals and groups that are in-
terested in the quality of health care; and

[“‘(3) take into account—

[““(A) any demonstration or pilot program
conducted by the Secretaries relating to
measuring and rewarding quality and effi-
ciency of care;

[¢“(B) any existing activities conducted by
the Secretaries relating to measuring and re-
warding quality and efficiency;

[¢“(C) any existing activities conducted by
private entities including health insurance
plans and payors; and

[¢“(D) the report by the Institute of Medi-
cine of the National Academy of Sciences
under section 238(b) of the Medicare Pre-
scription Drug, Improvement, and Mod-
ernization Act of 2003.

[‘‘(d) REQUIRED CONSIDERATIONS IN IMPLE-
MENTING THE SYSTEMS.—In implementing the
quality measurement systems under this sec-
tion, the Secretaries shall take into account
the recommendations of public-private enti-
ties—

[¢“(1) that are established to examine
issues of data collection and reporting, in-
cluding the feasibility of collecting and re-
porting data on measures; and

[‘‘(2) that involve representatives of health
care providers, consumers, employers, and
other individuals and groups that are inter-
ested in quality of care.
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[‘“(e) ARRANGEMENT WITH AN ENTITY TO
PROVIDE ADVICE AND RECOMMENDATIONS.—

[¢“(1) ARRANGEMENT.—On and after July 1,
2006, the Secretaries shall have in place an
arrangement with an entity that meets the
requirements described in paragraph (2)
under which such entity provides the Secre-
taries with advice on, and recommendations
with respect to, the development and updat-
ing of the quality measurement systems
under this section, including the assigning of
weights to the measures under subsection
(0)(2).

[¢“(2) REQUIREMENTS DESCRIBED.—The re-
quirements described in this paragraph are
the following:

[“(A) The entity is a private nonprofit en-
tity governed by an executive director and a
board.

[¢“(B) The members of the entity include
representatives of—

[“(i) health insurance plans and providers
with experience in the care of individuals
with multiple complex chronic conditions or
groups representing such health insurance
plans and providers;

[“(ii) groups representing patients and
consumers;

[“(iii) purchasers and employers or groups
representing purchasers or employers;

[“(iv) organizations that focus on quality
improvement as well as the measurement
and reporting of quality measures;

[‘“(v) State government health programs;

[“(vi) individuals or entities skilled in the
conduct and interpretation of biomedical,
health services, and health economics re-
search and with expertise in outcomes and
effectiveness research and technology assess-
ment; and

[“(vii) individuals or entities involved in
the development and establishment of stand-
ards and certification for health information
technology systems and clinical data.

[“(C) The membership of the entity is rep-
resentative of individuals with experience
with urban health care issues and individuals
with experience with rural and frontier
health care issues.

[“(D) If the entity requires a fee for mem-
bership, the entity shall provide assurances
to the Secretaries that such fees are not a
substantial barrier to participation in the
entity’s activities related to the arrange-
ment with the Secretaries.

[““(E) The entity—

[“(i) permits any member described in sub-
paragraph (B) to vote on matters of the enti-
ty related to the arrangement with the Sec-
retary under paragraph (1); and

[‘“(ii) ensures that member voting provides
a balance among disparate stakeholders, so
that no member organization described in
subparagraph (B) unduly influences the out-
come.

[“(F) With respect to matters related to
the arrangement with the Secretary under
paragraph (1), the entity conducts its busi-
ness in an open and transparent manner and
provides the opportunity for public com-
ment.

[‘“(G) The entity operates as a voluntary
consensus standards setting organization as
defined for purposes of section 12(d) of the
National Technology Transfer and Advance-
ment Act of 1995 (Public Law 104-113) and Of-
fice of Management and Budget Revised Cir-
cular A-119 (published in the Federal Reg-
ister on February 10, 1998).

[““(f) USE OF QUALITY MEASUREMENT SYS-
TEM.—

[““(1) IN GENERAL.—For purposes of activi-
ties conducted or supported by the Secretary
under this Act, the Secretary shall, to the
extent practicable, adopt and utilize the
measurement system developed under this
section.
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[“(2) COLLABORATIVE AGREEMENTS.—With
respect to activities conducted or supported
by the Secretary under this Act, the Sec-
retary may establish collaborative agree-
ments with private entities, including group
health plans and health insurance issuers,
providers, purchasers, consumer organiza-
tions, and entities receiving a grant under
section 2908, to—

[“(A) encourage the use of the health care
quality measures adopted by the Secretary
under this section; and

[“(B) foster uniformity between the health
care quality measures utilized by private en-
tities.

[‘‘(g) DISSEMINATION OF INFORMATION.—Be-
ginning on January 1, 2008, in order to make
comparative quality information available
to health care consumers, health profes-
sionals, public health officials, researchers,
and other appropriate individuals and enti-
ties, the Secretary shall provide for the ag-
gregation and analysis of quality measures
collected under section 2905 and the dissemi-
nation of recommendations and best prac-
tices derived in part from such analysis.

[‘“(h) TECHNICAL ASSISTANCE.—The Sec-
retary shall provide technical assistance to
public and private entities to enable such en-
tities to—

[¢“(1) implement and use evidence-based
guidelines with the greatest potential to im-
prove health care quality, efficiency, and pa-
tient safety; and

[“(2) establish mechanisms for the rapid
dissemination of information regarding evi-
dence-based guidelines with the greatest po-
tential to improve health care quality, effi-
ciency, and patient safety.

[“SEC. 2909. APPLICABILITY OF PRIVACY AND SE-
CURITY REGULATIONS.

[‘““The regulations promulgated by the Sec-
retary under part C of title XI of the Social
Security Act and sections 261, 262, 263, and
264 of the Health Insurance Portability and
Accountability Act of 1996 with respect to
the privacy, confidentiality, and security of
health information shall—

[¢“(1) apply to any health information
stored or transmitted in an electronic for-
mat on or after the date of enactment of this
title; and

[“(2) apply to the
standards, programs,
this title.

[“SEC. 2910. STUDY OF REIMBURSEMENT INCEN-
TIVES.

implementation of
and activities under

[““The Secretary shall carry out, or con-
tract with a private entity to carry out, a
study that examines methods to create effi-
cient reimbursement incentives for improv-
ing health care quality in Federally qualified
health centers, rural health clinics, and free
clinics.”.

[SEC. 3. HEALTH INFORMATION TECHNOLOGY
RESOURCE CENTER.

[Section 914 of the Public Health Service
Act (42 U.S.C. 299b-3) is amended by adding
at the end the following:

[‘‘(d) CENTER FOR BEST PRACTICES.—

[¢“(1) IN GENERAL.—The Secretary, acting
through the Director, shall develop a Center
for Best Practices to provide technical as-
sistance and develop best practices to sup-
port and accelerate efforts to adopt, imple-
ment, and effectively use interoperable
health information technology in compli-
ance with section 2903 and 2908.

[‘‘(2) CENTER FOR BEST PRACTICES.—

[‘“(A) IN GENERAL.—The Center shall sup-
port activities to meet goals, including—

[“(i) providing for the widespread adoption
of interoperable health information tech-
nology;

[‘“(ii) providing for the establishment of re-
gional and local health information net-
works to facilitate the development of inter-
operability across health care settings and
improve the quality of health care;
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[“‘(iii) the development of solutions to bar-
riers to the exchange of electronic health in-
formation; or

[““(iv) other activities identified by the
States, local or regional health information
networks, or health care stakeholders as a
focus for developing and sharing best prac-
tices.

[*“(B) PURPOSES.—The purpose of the Cen-
ter is to—

[““(i) provide a forum for the exchange of
knowledge and experience;

[‘(ii) accelerate the transfer of lessons
learned from existing public and private sec-
tor initiatives, including those currently re-
ceiving Federal financial support;

[¢“(iii) assemble, analyze, and widely dis-
seminate evidence and experience related to
the adoption, implementation, and effective
use of interoperable health information tech-
nology; and

[‘“(iv) assure the timely provision of tech-
nical and expert assistance from the Agency
and its contractors.

[*‘(C) SUPPORT FOR ACTIVITIES.—To provide
support for the activities of the Center, the
Director shall modify the requirements, if
necessary, that apply to the National Re-
source Center for Health Information Tech-
nology to provide the necessary infrastruc-
ture to support the duties and activities of
the Center and facilitate information ex-
change across the public and private sectors.

[“(83) TECHNICAL ASSISTANCE TELEPHONE
NUMBER OR WEBSITE.—The Secretary shall es-
tablish a toll-free telephone number or Inter-
net website to provide health care providers
and patients with a single point of contact
to—

[“(A) learn about Federal grants and tech-
nical assistance services related to inter-
operable health information technology;

[“(B) learn about qualified health informa-
tion technology and the quality measure-
ment system adopted by the Federal Govern-
ment under sections 2903 and 2908;

[¢“(C) learn about regional and local health
information networks for assistance with
health information technology; and

[¢“(D) disseminate additional information
determined by the Secretary.

[‘‘(4) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated to
carry out this subsection, such sums as may
be necessary for each of fiscal years 2006
through 2010.”.

[SEC. 4. REAUTHORIZATION OF INCENTIVE
GRANTS REGARDING TELEMEDI-
CINE.

[Section 330L(b) of the Public Health Serv-
ice Act (42 U.S.C. 254c-18(b)) is amended by
striking ‘2002 through 2006’ and inserting
‘2006 through 2010’".]

SECTION 1. SHORT TITLE.

This Act may be cited as the
Health Care Quality Act”.

SEC. 2. IMPROVING HEALTH CARE QUALITY,
SAFETY, AND EFFICIENCY.

The Public Health Service Act (42 U.S.C. 201
et seq.) is amended by adding at the end the fol-
lowing:

“TITLE XXIX—HEALTH INFORMATION
TECHNOLOGY AND QUALITY
“SEC. 2901. DEFINITIONS.

“In this title:

‘(1) HEALTH CARE PROVIDER.—The term
‘health care provider’ means a hospital, skilled
nursing facility, home health entity, health care
clinic, federally qualified health center, group
practice (as defined in section 1877(h)(4) of the
Social Security Act), a pharmacist, a pharmacy,
a laboratory, a physician (as defined in section
1861(r) of the Social Security Act), a health fa-
cility operated by or pursuant to a contract with
the Indian Health Service, a rural health clinic,
and any other category of facility or clinician
determined appropriate by the Secretary.

“Wired for
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““(2) HEALTH INFORMATION.—The term ‘health
information’ has the meaning given such term in
section 1171(4) of the Social Security Act.

‘“(3) HEALTH INSURANCE PLAN.—The term
‘health insurance plan’ means—

“(A) a health insurance issuer (as defined in
section 2791(b)(2));

“(B) a group health plan (as defined in sec-
tion 2791(a)(1)); and

“(C) a health maintenance organization (as
defined in section 2791(b)(3)).

““(4) LABORATORY.—The term ‘laboratory’ has
the meaning given that term in section 353.

““(5) PHARMACIST.—The term ‘pharmacist’ has
the meaning given that term in section 804 of the
Federal Food, Drug, and Cosmetic Act.

“(6) QUALIFIED HEALTH INFORMATION TECH-
NOLOGY.—The term ‘qualified health informa-
tion technology’ means a computerized Ssystem
(including hardware and software) that—

“(A) protects the privacy and Security of
health information;

“(B) maintains and provides permitted access
to health information in an electronic format;

“(C) incorporates decision support to reduce
medical errors and enhance health care quality;

“(D) complies with the standards adopted by
the Federal Government under section 2903; and

‘“(E) allows for the reporting of quality meas-
ures under section 2908.

“(7) STATE.—The term ‘State’ means each of
the several States, the District of Columbia,
Puerto Rico, the Virgin Islands, Guam, Amer-
ican Samoa, and the Northern Mariana Islands.
“SEC. 2902. OFFICE OF THE NATIONAL COORDI-

NATOR OF HEALTH INFORMATION
TECHNOLOGY.

“(a) OFFICE OF NATIONAL HEALTH INFORMA-
TION TECHNOLOGY.—There is established within
the Office of the Secretary an Office of the Na-
tional Coordinator of Health Information Tech-
nology (referred to in this section as the ‘Of-
fice’). The Office shall be headed by a National
Coordinator who shall be appointed by the
President, in consultation with the Secretary,
and shall report directly to the Secretary.

“(b) PURPOSE.—It shall be the purpose of the
Office to coordinate and oversee programs and
activities to develop a nationwide interoperable
health information technology infrastructure
that—

‘(1) ensures that patients’ health information
is secure and protected;

“(2) improves health care quality, reduces
medical errors, and advances the delivery of pa-
tient-centered medical care;

“(3) reduces health care costs resulting from
inefficiency, medical errors, inappropriate care,
and incomplete information;

‘“(4) ensures that appropriate information to
help guide medical decisions is available at the
time and place of care;

“(5) promotes a more effective marketplace,
greater competition, and increased choice
through the wider availability of accurate infor-
mation on health care costs, quality, and out-
comes;

“(6) improves the coordination of care and in-
formation among hospitals, laboratories, physi-
cian offices, and other entities through an effec-
tive infrastructure for the secure and authorized
exchange of health care information;

“(7) improves public health reporting and fa-
cilitates the early identification and rapid re-
sponse to public health threats and emergencies,
including bioterror events and infectious disease
outbreaks;

“(8) facilitates health research; and

““(9) promotes prevention of chronic diseases.

““(c) DUTIES OF THE NATIONAL COORDI-
NATOR.—The National Coordinator shall—

“(1) serve as a member of the public-private
American Health Information Collaborative es-
tablished under section 2903;

“(2) serve as the principal advisor to the Sec-
retary concerning the development, application,
and use of health information technology, and
coordinate and oversee the health information
technology programs of the Department;
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‘“(3) facilitate the adoption of a nationwide,
interoperable system for the electronic exchange
of health information;

‘““(4) ensure the adoption and implementation
of standards for the electronic exchange of
health information to reduce cost and improve
health care quality;

‘“(5) ensure that health information tech-
nology policy and programs of the Department
are coordinated with those of relevant executive
branch agencies (including Federal commis-
sions) with a goal of avoiding duplication of ef-
forts and of helping to ensure that each agency
undertakes health information technology ac-
tivities primarily within the areas of its greatest
expertise and technical capability;

““(6) to the extent permitted by law, coordinate
outreach and consultation by the relevant exec-
utive branch agencies (including Federal com-
missions) with public and private parties of in-
terest, including consumers, payers, employers,
hospitals and other health care providers, phy-
sicians, community health centers, laboratories,
vendors and other stakeholders;

‘““(7) advise the President regarding specific
Federal health information technology pro-
grams; and

““(8) submit the reports described under section
2903(i) (excluding paragraph (4) of such sec-
tion).

““(d) DETAIL OF FEDERAL EMPLOYEES.—

‘(1) IN GENERAL.—Upon the request of the Na-
tional Coordinator, the head of any Federal
agency is authoriced to detail, with or without
reimbursement from the Office, any of the per-
sonnel of such agency to the Office to assist it
in carrying out its duties under this section.

‘“(2) EFFECT OF DETAIL—Any detail of per-
sonnel under paragraph (1) shall—

““(A) not interrupt or otherwise affect the civil
service status or privileges of the Federal em-
ployee; and

‘““(B) be in addition to any other staff of the
Department employed by the National Coordi-
nator.

““(3) ACCEPTANCE OF DETAILEES.—Notwith-
standing any other provision of law, the Office
may accept detailed personnel from other Fed-
eral agencies without regard to whether the
agency described under paragraph (1) is reim-
bursed.

““(e) RULE OF CONSTRUCTION.—Nothing in this
section shall be construed to require the dupli-
cation of Federal efforts with respect to the es-
tablishment of the Office, regardless of whether
such efforts were carried out prior to or after
the enactment of this title.

“(f) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated to carry
out this section, $5,000,000 for fiscal year 2006,
$5,000,000 for fiscal year 2007, and such sums as
may be necessary for each of fiscal years 2008
through 2010.

“SEC. 2903. AMERICAN HEALTH INFORMATION
COLLABORATIVE.

““(a) PURPOSE.—The Secretary shall establish
the public-private American Health Information
Collaborative (referred to in this section as the
‘Collaborative’) to—

“(1) advise the Secretary and recommend spe-
cific actions to achieve a nationwide interoper-
able health information technology infrastruc-
ture;

“(2) serve as a forum for the participation of
a broad range of stakeholders to provide input
on achieving the interoperability of health in-
formation technology; and

“(3) recommend standards (including content,
communication, and security standards) for the
electronic exchange of health information (in-
cluding for the reporting of quality data under
section 2908) for adoption by the Federal Gov-
ernment and voluntary adoption by private en-
tities.

“(b) COMPOSITION.—

‘(1) IN GENERAL.—The Collaborative shall be
composed of—

‘““(A) the Secretary, who shall serve as the
chairperson of the Collaborative;
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‘““(B) the Secretary of Defense, or his or her
designee;

“(C) the Secretary of Veterans Affairs, or his
or her designee;

‘““(D) the Secretary of Commerce, or his or her
designee;

‘“(E) the National Coordinator for Health In-
formation Technology;

‘“(F) representatives of other relevant Federal
agencies, as determined appropriate by the Sec-
retary; and

‘“(G) representatives from each of the fol-
lowing categories to be appointed by the Sec-
retary from nmominations submitted by the pub-
lic—

“(i) consumer and patient organizations;

““(ii) experts in health information privacy
and security;

““(iti) health care providers,

“(iv) health insurance plans or other third
party payors;

“(v) standards development organizations;

“(vi) information technology vendors;

“(vii) purchasers or employers; and

“(viii) State or local govermment agencies or
Indian tribe or tribal organizations.

““(2) CONSIDERATIONS.—In appointing members
under paragraph (1)(G), the Secretary shall se-
lect individuals with expertise in—

““(A) health information privacy;

“(B) health information security;

‘“(C) health care quality and patient safety,
including those individuals with expertise in
utilizing health information technology to im-
prove health care quality and patient safety;

‘“(D) data exchange; and

“(E) developing health information tech-
nology standards and new health information
technology.

““(3) PARTICIPATION.—Membership and proce-
dures of the Collaborative shall ensure a bal-
ance among various sectors of the healthcare
system so that no single sector unduly influ-
ences the recommendations of the Collaborative.

““(4) TERMS.—Members appointed under para-
graph (1)(G) shall serve for 2 year terms, except
that any member appointed to fill a vacancy for
an unexpired term shall be appointed for the re-
mainder of such term. A member may serve for
not to exceed 180 days after the expiration of
such member’s term or until a successor has
been appointed.

“(c) RECOMMENDATIONS AND POLICIES.—Not
later than 1 year after the date of enactment of
this title, and annually thereafter, the Collabo-
rative shall recommend to the Secretary uniform
national policies for adoption by the Federal
Government and voluntary adoption by private
entities to support the widespread adoption of
health information technology, including—

““(1) protection of health information through
privacy and security practices;

““(2) measures to prevent unauthoriced access
to health information;

““(3) methods to facilitate secure patient access
to health information;

“(4) fostering the public understanding of
health information technology;

“(5) the ongoing harmonization of industry-
wide health information technology standards;

““(6) recommendations for a nationwide inter-
operable health information technology infra-
structure;

‘““(7) the identification and prioritication of
specific use cases for which health information
technology is valuable, beneficial, and feasible;

““(8) recommendations for the establishment of
an entity to ensure the continuation of the
functions of the Collaborative; and

‘““(9) other policies (including recommenda-
tions for incorporating health information tech-
nology into the provision of care and the orga-
nization of the health care workplace) deter-
mined to be necessary by the Collaborative.
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“(d) STANDARDS.—

““(1) EXISTING STANDARDS.—The standards
adopted by the Consolidated Health Informatics
Initiative shall be deemed to have been rec-
ommended by the Collaborative under this sec-
tion.

‘“(2) FIRST YEAR REVIEW.—Not later than 1
year after the date of enactment of this title, the
Collaborative shall—

“(A) review existing standards (including con-
tent, communication, and security standards)
for the electronic exchange of health informa-
tion, including such standards adopted by the
Secretary under paragraph (2)(4);

“(B) identify deficiencies and omissions in
such existing standards; and

“(C) identify duplication and overlap in such
existing standards;

and recommend new standards and modifica-
tions to such existing standards as necessary.

““(3) ONGOING REVIEW.—Beginning 1 year after
the date of enactment of this title, and annually
thereafter, the Collaborative shall—

“(A) review existing standards (including con-
tent, communication, and security standards)
for the electronic exchange of health informa-
tion, including such standards adopted by the
Secretary under paragraph (2)(A4);

‘“(B) identify deficiencies and omissions in
such existing standards; and

“(C) identify duplication and overlap in such
existing standards;
and recommend new standards and modifica-
tions to such existing standards as necessary.

““(4) LIMITATION.—The standards and time-
frame for adoption described in this section
shall be consistent with any standards devel-
oped pursuant to the Health Insurance Port-
ability and Accountability Act of 1996.

‘“‘(e) FEDERAL ACTION.—Not later than 60 days
after the issuance of a recommendation from the
Collaborative under subsection (d)(2), the Sec-
retary of Health and Human Services, the Sec-
retary of Veterans Affairs, and the Secretary of
Defense, in collaboration with representatives of
other relevant Federal agencies, as determined
appropriate by the Secretary, shall jointly re-
view such recommendations. The Secretary shall
provide for the adoption by the Federal Govern-
ment of any standard or standards contained in
such recommendation.

““(f) COORDINATION OF FEDERAL SPENDING.—
Not later than 1 year after the adoption by the
Federal Government of a recommendation as
provided for in subsection (e), and in compli-
ance with chapter 113 of title 40, United States
Code, no Federal agency shall expend Federal
funds for the purchase of any form of health in-
formation technology or health information
technology system for clinical care or for the
electronic retrieval, storage, or exchange of
health information that is not consistent with
applicable standards adopted by the Federal
Government under subsection (e).

““(9) COORDINATION OF FEDERAL DATA COL-
LECTION.—Not later than 3 years after the adop-
tion by the Federal Government of a rec-
ommendation as provided for in subsection (e),
all Federal agencies collecting health data for
the purposes of quality reporting, surveillance,
epidemiology, adverse event reporting, research,
or for other purposes determined appropriate by
the Secretary, shall comply with standards
adopted under subsection (e).

“(h) VOLUNTARY ADOPTION.—

‘(1) IN GENERAL.—Any standards adopted by
the Federal Govermment under subsection (e)
shall be voluntary with respect to private enti-
ties.

““(2) RULE OF CONSTRUCTION.—Nothing in this
section shall be construed to require that a pri-
vate entity that enters into a contract with the
Federal Government adopt the standards adopt-
ed by the Federal Government under section
2903 with respect to activities not related to the
contract.
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“(3) LIMITATION.—Private entities that enter
into a contract with the Federal Government
shall adopt the standards adopted by the Fed-
eral Government under section 2903 for the pur-
pose of activities under such Federal contract.

‘(i) REPORTS.—The Secretary shall submit to
the Committee on Health, Education, Labor,
and Pensions and the Committee on Finance of
the Senate and the Committee on Energy and
Commerce and the Committee on Ways and
Means of the House of Representatives, on an
annual basis, a report that—

‘(1) describes the specific actions that have
been taken by the Federal Government and pri-
vate entities to facilitate the adoption of an
interoperable nationwide system for the elec-
tronic exchange of health information,

““(2) describes barriers to the adoption of such
a nationwide system;

““(3) contains recommendations to achieve full
implementation of such a nationwide system;
and

‘““(4) contains a plan and progress toward the
establishment of an entity to ensure the con-
tinuation of the functions of the Collaborative.

““(j) APPLICATION OF FACA.—The Federal Ad-
visory Committee Act (5 U.S.C. App.) shall
apply to the Collaborative, except that the term
provided for under section 14(a)(2) shall be 5
years.

““(k) RULE OF CONSTRUCTION.—Nothing in this
section shall be construed to require the dupli-
cation of Federal efforts with respect to the es-
tablishment of the Collaborative, regardless of
whether such efforts were carried out prior to or
after the enactment of this title.

“(1) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated to carry
out this section, $4,000,000 for fiscal year 2006,
$4,000,000 for fiscal year 2007, and such sums as
may be necessary for each of fiscal years 2008
through 2010.

“SEC. 2904. IMPLEMENTATION AND CERTIFI-
CATION OF HEALTH INFORMATION
STANDARDS.

“(a) IMPLEMENTATION.—

‘(1) IN GENERAL.—The Secretary, based upon
the recommendations of the Collaborative, shall
develop criteria to ensure uniform and con-
sistent implementation of any standards for the
electronic exchange of health information vol-
untarily adopted by private entities in technical
conformance with such standards adopted
under this title.

“(2) IMPLEMENTATION ASSISTANCE.—The Sec-
retary may recognize a private entity or entities
to assist private entities in the implementation
of the standards adopted under this title using
the criteria developed by the Secretary under
this section.

““(b) CERTIFICATION.—

‘(1) IN GENERAL.—The Secretary, based upon
the recommendations of the Collaborative, shall
develop criteria to ensure and certify that hard-
ware and software that claim to be in compli-
ance with any standard for the electronic ex-
change of health information adopted under
this title have established and maintained such
compliance in technical conformance with such
standards.

“(2) CERTIFICATION ASSISTANCE.—The Sec-
retary may recognize a private entity or entities
to assist in the certification described under
paragraph (1) using the criteria developed by
the Secretary under this section.

““(c) DELEGATION AUTHORITY.—The Secretary,
through consultation with the Collaborative,
may accept recommendations on the develop-
ment of the criteria under subsections (a) and
(b) from a Federal agency or private entity.
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“SEC. 2905. GRANTS TO FACILITATE THE WIDE-
SPREAD ADOPTION OF INTEROPER-
ABLE HEALTH INFORMATION TECH-
NOLOGY.

““(a) COMPETITIVE GRANTS TO FACILITATE THE
WIDESPREAD ADOPTION OF HEALTH INFORMA-
TION TECHNOLOGY.—

‘““(1) IN GENERAL.—The Secretary may award
competitive grants to eligible entities to facilitate
the purchase and enhance the utilization of
qualified health information technology systems
to improve the quality and efficiency of health
care.

““(2) ELIGIBILITY.—To be eligible to receive a
grant under paragraph (1) an entity shall—

““(A) submit to the Secretary an application at
such time, in such manner, and containing such
information as the Secretary may require;

‘““(B) submit to the Secretary a strategic plan
for the implementation of data sharing and
interoperability measures;

“(C) be a—

““(i) not for profit hospital;

““(ii) individual or group practice; or

““(iii) another health care provider mot de-
scribed in clause (i) or (ii);

‘““(D) adopt the standards adopted by the Fed-
eral Government under section 2903;

‘“(E) implement the measurement system
adopted under section 2908 and report to the
Secretary on such measures;

‘“(F) demonstrate significant financial need;
and

‘“(G) provide matching funds in accordance
with paragraph (4).

‘““(3) USE OF FUNDS.—Amounts received under
a grant under this subsection shall be used to
facilitate the purchase and enhance the utiliza-
tion of qualified health information technology
systems and training personnel in the use of
such technology.

“(4) MATCHING REQUIREMENT.—To be eligible
for a grant under this subsection an entity shall
contribute non-Federal contributions to the
costs of carrying out the activities for which the
grant is awarded in an amount equal to $1 for
each 33 of Federal funds provided under the
grant.

““(5) PREFERENCE IN AWARDING GRANTS.—In
awarding grants under this subsection the Sec-
retary shall give preference to—

““(A) eligible entities that are located in rural,
frontier, and other underserved areas as deter-
mined by the Secretary;

‘““(B) eligible entities that will link, to the ex-
tent practicable, the qualified health informa-
tion system to local or regional health informa-
tion plan or plans; and

“(C) with respect to an entity described in
subsection (a)(2)(C)(iii), a nonprofit health care
provider.

““(b) COMPETITIVE GRANTS TO STATES FOR THE
DEVELOPMENT OF STATE LOAN PROGRAMS TO
FACILITATE THE WIDESPREAD ADOPTION OF
HEALTH INFORMATION TECHNOLOGY.—

‘““(1) IN GENERAL.—The Secretary may award
competitive grants to States for the establish-
ment of State programs for loans to health care
providers to facilitate the purchase and enhance
the utilization of qualified health information
technology.

““(2) ESTABLISHMENT OF FUND.—To be eligible
to receive a competitive grant under this sub-
section, a State shall establish a qualified
health information technology loan fund (re-
ferred to in this subsection as a ‘State loan
fund’) and comply with the other requirements
contained in this section. A grant to a State
under this subsection shall be deposited in the
State loan fund established by the State. No
funds authorized by other provisions of this title
to be used for other purposes specified in this
title shall be deposited in any State loan fund.

“(3) ELIGIBILITY.—To be eligible to receive a
grant under paragraph (1) a State shall—
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“(A) submit to the Secretary an application at
such time, in such manner, and containing such
information as the Secretary may require;

“(B) submit to the Secretary a strategic plan
in accordance with paragraph (4);

“(C) establish a qualified health information
technology loan fund in accordance with para-
graph (2);

““(D) require that health care providers receiv-
ing such loans—

‘(i) link, to the extent practicable, the quali-
fied health information system to a local or re-
gional health information network; and

“(ii) consult with the Health Information
Technology Resource Center established in sec-
tion 914(d) to access the knowledge and experi-
ence of existing initiatives regarding the suc-
cessful implementation and effective use of
health information technology;

“(E) require that health care providers receiv-
ing such loans adopt the standards adopted by
the Federal Government under section 2903;

“(F) require that health care providers receiv-
ing such loans implement the measurement sys-
tem adopted under section 2908 and report to the
Secretary on such measures; and

“(G) provide matching funds in accordance
with paragraph (8).

““(4) STRATEGIC PLAN.—

““(A) IN GENERAL.—A State that receives a
grant under this subsection shall annually pre-
pare a strategic plan that identifies the intended
uses of amounts available to the State loan fund
of the State.

““(B) CONTENTS.—A strategic plan under sub-
paragraph (A) shall include—

““(i) a list of the projects to be assisted through
the State loan fund in the first fiscal year that
begins after the date on which the plan is sub-
mitted;

“‘(ii) a description of the criteria and methods
established for the distribution of funds from the
State loan fund; and

““(iii) a description of the financial status of
the State loan fund and the short-term and
long-term goals of the State loan fund.

““(5) USE OF FUNDS.—

““(A) IN GENERAL.—Amounts deposited in a
State loan fund, including loan repayments and
interest earned on such amounts, shall be used
only for awarding loans or loan guarantees, or
as a source of reserve and security for leveraged
loans, the proceeds of which are deposited in
the State loan fund established under para-
graph (1). Loans under this section may be used
by a health care provider to facilitate the pur-
chase and enhance the utilization of qualified
health information technology and training of
personnel in the use of such technology.

““(B) LIMITATION.—Amounts received by a
State under this subsection may not be used—

‘(i) for the purchase or other acquisition of
any health information technology system that
is not a qualified health information technology
system;

““(ii) to conduct activities for which Federal
funds are expended under this title, or the
amendments made by the Wired for Health Care
Quality Act; or

“(iii) for any purpose other than making
loans to eligible entities under this section.

“(6) TYPES OF ASSISTANCE.—Ezxcept as other-
wise limited by applicable State law, amounts
deposited into a State loan fund under this sub-
section may only be used for the following:

“(A) To award loans that comply with the fol-
lowing:

‘(i) The interest rate for each loan shall be
less than or equal to the market interest rate.

“(ii1) The principal and interest payments on
each loan shall commence not later than 1 year
after the loan was awarded, and each loan shall
be fully amortized not later than 10 years after
the date of the loan.
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‘“(iii) The State loan fund shall be credited
with all payments of principal and interest on
each loan awarded from the fund.

‘““(B) To guarantee, or purchase insurance for,
a local obligation (all of the proceeds of which
finance a project eligible for assistance under
this subsection) if the guarantee or purchase
would improve credit market access or reduce
the interest rate applicable to the obligation in-
volved.

‘“(C) As a source of revenue or security for the
payment of principal and interest on revenue or
general obligation bonds issued by the State if
the proceeds of the sale of the bonds will be de-
posited into the State loan fund.

‘(D) To earn interest on the amounts depos-
ited into the State loan fund.

“(7) ADMINISTRATION OF STATE LOAN FUNDS.—

““(A) COMBINED FINANCIAL ADMINISTRATION.—
A State may (as a convenience and to avoid un-
necessary administrative costs) combine, in ac-
cordance with State law, the financial adminis-
tration of a State loan fund established under
this subsection with the financial administra-
tion of any other revolving fund established by
the State if otherwise not prohibited by the law
under which the State loan fund was estab-
lished.

“(B) COST OF ADMINISTERING FUND.—Each
State may annually use not to exceed 4 percent
of the funds provided to the State under a grant
under this subsection to pay the reasonable
costs of the administration of the programs
under this section, including the recovery of
reasonable costs exrpended to establish a State
loan fund which are incurred after the date of
enactment of this title.

“(C) GUIDANCE AND REGULATIONS.—The Sec-
retary shall publish guidance and promulgate
regulations as may be necessary to carry out the
provisions of this subsection, including—

““(i) provisions to ensure that each State com-
mits and expends funds allotted to the State
under this subsection as efficiently as possible
in accordance with this title and applicable
State laws; and

‘“‘(ii)) guidance to prevent waste, fraud, and
abuse.

‘(D) PRIVATE SECTOR CONTRIBUTIONS.—

‘(i) IN GENERAL.—A State loan fund estab-
lished under this subsection may accept con-
tributions from private sector entities, except
that such entities may not specify the recipient
or recipients of any loan issued under this sub-
section.

‘(i) AVAILABILITY OF INFORMATION.—A State
shall make publicly available the identity of,
and amount contributed by, any private sector
entity under clause (i) and may issue letters of
commendation or make other awards (that have
no financial value) to any such entity.

““(8) MATCHING REQUIREMENTS.—

‘““(A) IN GENERAL.—The Secretary may mnot
make a grant under paragraph (1) to a State
unless the State agrees to make available (di-
rectly or through donations from public or pri-
vate entities) non-Federal contributions in cash
toward the costs of the State program to be im-
plemented under the grant in an amount equal
to not less than $1 for each 381 of Federal funds
provided under the grant.

‘““(B) DETERMINATION OF AMOUNT OF NON-FED-
ERAL  CONTRIBUTION.—In  determining the
amount of mnon-Federal contributions that a
State has provided pursuant to subparagraph
(A), the Secretary may not include any amounts
provided to the State by the Federal Govern-
ment.



November 17, 2005

‘“(9) PREFERENCE IN AWARDING GRANTS.—The
Secretary may give a preference in awarding
grants under this subsection to States that
adopt value-based purchasing programs to im-
prove health care quality.

‘““(10) REPORTS.—The Secretary shall annually
submit to the Committee on Health, Education,
Labor, and Pensions and the Committee on Fi-
nance of the Senate, and the Committee on En-
ergy and Commerce and the Committee on Ways
and Means of the House of Representatives, a
report summarizing the reports received by the
Secretary from each State that receives a grant
under this subsection.

““(c) COMPETITIVE GRANTS FOR THE IMPLEMEN-
TATION OF REGIONAL OR LOCAL HEALTH INFOR-
MATION TECHNOLOGY PLANS.—

‘(1) IN GENERAL.—The Secretary may award
competitive grants to eligible entities to imple-
ment regional or local health information plans
to improve health care quality and efficiency
through the electronic exchange of health infor-
mation pursuant to the standards, protocols,
and other requirements adopted by the Sec-
retary under sections 2903 and 2908.

““(2) ELIGIBILITY.—To be eligible to receive a
grant under paragraph (1) an entity shall—

‘“(A) demonstrate financial need to the Sec-
retary;

‘“‘(B) demonstrate that one of its principal mis-
sions or purposes is to use information tech-
nology to improve health care quality and effi-
ciency;

‘“(C) adopt bylaws, memoranda of under-
standing, or other charter documents that dem-
onstrate that the governance structure and deci-
sionmaking processes of such entity allow for
participation on an ongoing basis by multiple
stakeholders within a community, including—

‘(i) physicians (as defined in section 1861(r)
of the Social Security Act), including physicians
that provide services to low income and under-
served populations;

““(ii) hospitals (including hospitals that pro-
vide services to low income and underserved
populations);

““(iii) pharmacists or pharmacies;

““(iv) health insurance plans;

‘“(v) health centers (as defined in section
330(b)) and Federally qualified health centers
(as defined in section 1861(aa)(4) of the Social
Security Act);

“(vi) rural health clinics (as defined in section
1861(aa) of the Social Security Act);

““(vii) patient or consumer organizations;

““(viii) employers; and

‘““(ix) any other health care providers or other
entities, as determined appropriate by the Sec-
retary;

‘““(D) demonstrate the participation, to the ex-
tent practicable, of stakeholders in the elec-
tronic exchange of health information within
the local or regional plan pursuant to para-
graph (2)(C);

‘“(E) adopt nondiscrimination and conflict of
interest policies that demonstrate a commitment
to open, fair, and nondiscriminatory participa-
tion in the health information plan by all stake-
holders;

‘“(F) adopt the standards adopted by the Sec-
retary under section 2903;

‘“(G) require that health care providers receiv-
ing such grants implement the measurement sys-
tem adopted under section 2908 and report to the
Secretary on such measures;

‘““(H) facilitate the electronic exchange of
health information within the local or regional
area and among local and regional areas;

‘(1) prepare and submit to the Secretary an
application in accordance with paragraph (3);
and

“(J) agree to provide matching funds in ac-
cordance with paragraph (5).

“(3) APPLICATION.—
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“(A) IN GENERAL.—To be eligible to receive a
grant under paragraph (1), an entity shall sub-
mit to the Secretary an application at such time,
in such manner, and containing such informa-
tion as the Secretary may require.

‘“(B) REQUIRED INFORMATION.—At a minimum,
an application submitted under this paragraph
shall include—

‘(i) clearly identified short-term and long-
term objectives of the regional or local health in-
formation plan;

““(ii) a technology plan that complies with the
standards adopted under section 2903 and that
includes a descriptive and reasoned estimate of
costs of the hardware, software, training, and
consulting services necessary to implement the
regional or local health information plan;

““(iii) a strategy that includes initiatives to im-
prove health care quality and efficiency, includ-
ing the use and reporting of health care quality
measures adopted under section 2908;

“(iv) a plan that describes provisions to en-
courage the implementation of the electronic ex-
change of health information by all physicians,
including single physician practices and small
physician groups participating in the health in-
formation plan;

“(v) a plan to ensure the privacy and security
of personal health information that is consistent
with Federal and State law;

“(vi) a governance plan that defines the man-
ner in which the stakeholders shall jointly make
policy and operational decisions on an ongoing
basis;

“(vii) a financial or business plan that de-
scribes—

“(I) the sustainability of the plan;

“(I1) the financial costs and benefits of the
plan; and

“(III) the entities to which such costs and
benefits will accrue; and

“(viii) if the case of an applicant entity that
is unable to demonstrate the participation of all
stakeholders pursuant to paragraph (2)(C), the
justification from the entity for any such non-
participation.

‘““(4) USE OF FUNDS.—Amounts received under
a grant under paragraph (1) shall be used to es-
tablish and implement a regional or local health
information plan in accordance with this sub-
section.

““(5) MATCHING REQUIREMENT.—

“(A) IN GENERAL.—The Secretary may mnot
make a grant under this subsection to an entity
unless the entity agrees that, with respect to the
costs to be incurred by the entity in carrying out
the infrastructure program for which the grant
was awarded, the entity will make available (di-
rectly or through donations from public or pri-
vate entities) non-Federal contributions toward
such costs in an amount equal to not less than
50 percent of such costs ($1 for each $2 of Fed-
eral funds provided under the grant).

‘“(B) DETERMINATION OF AMOUNT CONTRIB-
UTED.—Non-Federal contributions required
under subparagraph (A) may be in cash or in
kind, fairly evaluated, including equipment,
technology, or services. Amounts provided by
the Federal Government, or services assisted or
subsidized to any significant extent by the Fed-
eral Government, may not be included in deter-
mining the amount of such mon-Federal con-
tributions.

“‘(d) REPORTS.—Not later than 1 year after the
date on which the first grant is awarded under
this section, and annually thereafter during the
grant period, an entity that receives a grant
under this section shall submit to the Secretary
a report on the activities carried out under the
grant involved. Each such report shall include—

“(1) a description of the financial costs and
benefits of the project involved and of the enti-
ties to which such costs and benefits accrue;

“(2) an analysis of the impact of the project
on health care quality and safety;
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“(3) a description of any reduction in duplica-
tive or unnecessary care as a result of the
project involved;

‘““(4) a description of the efforts of recipients
under this section to facilitate secure patient ac-
cess to health information; and

““(5) other information as required by the Sec-
retary.

“(e) REQUIREMENT TO ACHIEVE QUALITY IM-
PROVEMENT.—The Secretary shall annually
evaluate the activities conducted under this sec-
tion and shall, in awarding grants, implement
the lessons learned from such evaluation in a
manner so that awards made subsequent to each
such evaluation are made in a manner that, in
the determination of the Secretary, will result in
the greatest improvement in quality measure-
ment systems under section 2908.

““(f) LIMITATION.—An eligible entity may only
receive one non-renewable grant under sub-
section (a), one non-renewable grant under sub-
section (b), and one non-renewable grant under
subsection (c).

““(9) AUTHORIZATION OF APPROPRIATIONS.—

‘(1) IN GENERAL.—For the purpose of carrying
out this section, there is authorized to be appro-
priated $116,000,000 for fiscal year 2006,
$141,000,000 for fiscal year 2007, and such sums
as may be necessary for each of fiscal years 2008
through 2010.

““(2) AVAILABILITY.—Amounts appropriated
under paragraph (1) shall remain available
through fiscal year 2010.

“SEC. 2906. DEMONSTRATION PROGRAM TO INTE-
GRATE INFORMATION TECHNOLOGY
INTO CLINICAL EDUCATION.

‘““(a) IN GENERAL.—The Secretary may award
grants under this section to carry out dem-
onstration projects to develop academic cur-
ricula integrating qualified health information
technology systems in the clinical education of
health professionals. Such awards shall be made
on a competitive basis and pursuant to peer re-
view.

“(b) ELIGIBILITY.—To be eligible to receive a
grant under subsection (a), an entity shall—

‘(1) submit to the Secretary an application at
such time, in such manner, and containing such
information as the Secretary may require;

““(2) submit to the Secretary a strategic plan
for integrating qualified health information
technology in the clinical education of health
professionals and for ensuring the consistent
utilization of decision support software to re-
duce medical errors and enhance health care
quality;

“(3) be—
““(A) a health professions school;
‘““(B) a school of nursing; or

“(C) an institution with a graduate medical
education program;

‘“(4) provide for the collection of data regard-
ing the effectiveness of the demonstration
project to be funded under the grant in improv-
ing the safety of patients, the efficiency of
health care delivery, and in increasing the like-
lihood that graduates of the grantee will adopt
and incorporate health information technology,
and implement the quality measurement system
adopted under section 2908, in the delivery of
health care services; and

‘““(5) provide matching funds in accordance
with subsection (c).

““(c) USE OF FUNDS.—

‘““(1) IN GENERAL.—With respect to a grant
under subsection (a), an eligible entity shall—

“(A) use grant funds in collaboration with 2
or more disciplines; and
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‘“‘(B) use grant funds to integrate qualified
health information technology into community-
based clinical education.

““(2) LIMITATION.—An eligible entity shall not
use amounts received under a grant under sub-
section (a) to purchase hardware, software, or
services.

“(d) MATCHING FUNDS.—

‘(1) IN GENERAL.—The Secretary may award a
grant to an entity under this section only if the
entity agrees to make available non-Federal
contributions toward the costs of the program to
be funded under the grant in an amount that is
not less than $1 for each 32 of Federal funds
provided under the grant.

‘“(2) DETERMINATION OF AMOUNT CONTRIB-
UTED.—Non-Federal contributions under para-
graph (1) may be in cash or in kind, fairly eval-
uated, including equipment or services. Amounts
provided by the Federal Government, or services
assisted or subsidized to any significant extent
by the Federal Government, may not be in-
cluded in determining the amount of such con-
tributions.

‘““(e) EVALUATION.—The Secretary shall take
such action as may be necessary to evaluate the
projects funded under this section and publish,
make available, and disseminate the results of
such evaluations on as wide a basis as is prac-
ticable.

““(f) REPORTS.—Not later than 1 year after the
date of enactment of this title, and annually
thereafter, the Secretary shall submit to the
Committee on Health, Education, Labor, and
Pensions and the Committee on Finance of the
Senate, and the Committee on Energy and Com-
merce and the Committee on Ways and Means of
the House of Representatives a report that—

‘(1) describes the specific projects established
under this section; and

““(2) contains recommendations for Congress
based on the evaluation conducted under sub-
section (e).

““(9) AUTHORIZATION OF APPROPRIATIONS.—
There is authoriced to be appropriated to carry
out this section, $5,000,000 for fiscal year 2007,
and such sums as may be necessary for each of
fiscal years 2008 through 2010.

““(h) SUNSET.—This section shall not apply
after September 30, 2010.

“SEC. 2907. LICENSURE AND THE ELECTRONIC
EXCHANGE OF HEALTH INFORMA-
TION.

‘““(a) IN GENERAL.—The Secretary shall carry
out, or contract with a private entity to carry
out, a study that examines—

‘(1) the variation among State laws that re-
late to the licensure, registration, and certifi-
cation of medical professionals; and

““(2) how such variation among State laws im-
pacts the secure electronic exchange of health
information—

“(A) among the States; and

‘““(B) between the States and the Federal Gov-
ernment.

“(b) REPORT AND RECOMMENDATIONS.—Not
later than 1 year after the date of enactment of
this title, the Secretary shall publish a report
that—

““(1) describes the results of the study carried
out under subsection (a); and

““(2) makes recommendations to States regard-
ing the harmonization of State laws based on
the results of such study.

“SEC. 2908. QUALITY MEASUREMENT SYSTEM.

‘““(a) IN GENERAL.—The Secretary, in consulta-
tion with the Secretary of Veterans Affairs, the
Secretary of Defense, and representatives of
other relevant Federal agencies, as determined
appropriate by the Secretary, shall develop or
adopt a quality measurement system, including
measures to assess that effectiveness, timeliness,
patient self-management, patient centeredness,
efficiency, and safety, for the purpose of meas-
uring the quality of care patients receive.
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“(b) REQUIREMENTS.—The Secretary shall en-
sure that the quality measurement system devel-
oped under subsection (a) comply with the fol-
lowing:

“(1) MEASURES.—

““(A) IN GENERAL.—Subject to subparagraph
(B), the Secretary shall select measures of qual-
ity to be used by the Secretary under the sys-
tems.

‘“(B) REQUIREMENTS.—In selecting the meas-
ures to be used under each system pursuant to
subparagraph (A), the Secretary shall, to the ex-
tent feasible, ensure that—

‘(i) such measures are evidence based, reliable
and valid;

““(ii) such measures include measures of clin-
ical processes and outcomes, patient experience,
efficiency, and equity; and

““(iii) such measures include measures of over-
use and underuse of health care items and serv-
ices.

““(2) PRIORITIES.—In developing the system
under subsection (a), the Secretary shall ensure
that priority is given to—

“(A) measures with the greatest potential im-
pact for improving the quality and efficiency of
care provided under Federal programs;

“(B) measures that may be rapidly imple-
mented by group health plans, health insurance
issuers, physicians, hospitals, nursing homes,
long-term care providers, and other providers;
and

“(C) measures which may inform health care
decisions made by consumers and patients.

“(3) WEIGHTS OF MEASURES.—The Secretary
shall assign weights to the measures used by the
Secretary under each system established under
subsection (a).

‘““(4) RISK ADJUSTMENT.—The Secretary shall
establish procedures to account for differences
in patient health status, patient characteristics,
and geographic location. To the extent prac-
ticable, such procedures shall recognize existing
procedures.

““(5) MAINTENANCE.—The Secretary shall, as
determined appropriate, but in no case more
often than once during each 12-month period,
update the quality measurement systems devel-
oped under subsection (a), including through—

“(A) the addition of more accurate and pre-
cise measures under the systems and the retire-
ment of existing outdated measures under the
systems; and

“(B) the refinement of the weights assigned to
measures under the systems.

“(c) REQUIRED CONSIDERATIONS IN DEVEL-
OPING AND UPDATING THE SYSTEMS.—In devel-
oping and updating the quality measurement
systems under this section, the Secretary shall—

“(1) consult with, and take into account the
recommendations of, the entity that the Sec-
retary has an arrangement with under Sub-
section (e);

“(2) consult with representatives of health
care providers (including physicians, phar-
macists, nurses, and other health care profes-
sionals), consumers, employers, and other indi-
viduals and groups that are interested in the
quality of health care; and

“(3) take into account—

“(A) any demonstration or pilot program con-
ducted by the Secretary relating to measuring
and rewarding quality and efficiency of care;

“(B) any existing activities conducted by the
Secretary relating to measuring and rewarding
quality and efficiency;

“(C) any existing activities conducted by pri-
vate entities including health insurance plans
and payors; and

“(D) the report by the Institute of Medicine of
the National Academy of Sciences under section
238(b) of the Medicare Prescription Drug, Im-
provement, and Modernization Act of 2003.

‘“(d) REQUIRED CONSIDERATIONS IN IMPLE-
MENTING THE SYSTEMS.—In implementing the
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quality measurement systems under this section,
the Secretary shall take into account the rec-
ommendations of public-private entities—

‘(1) that are established to erxamine issues of
data collection and reporting, including the fea-
sibility of collecting and reporting data on meas-
ures; and

‘““(2) that involve representatives of health
care providers (including physicians, phar-
macists, nurses, and other health care profes-
sionals), consumers, employers, and other indi-
viduals and groups that are interested in qual-
ity of care.

“(e) ARRANGEMENT WITH AN ENTITY TO PRO-
VIDE ADVICE AND RECOMMENDATIONS.—

‘““(1) ARRANGEMENT.—Omn and after July 1,
2006, the Secretary shall have in place an ar-
rangement with an entity that meets the re-
quirements described in paragraph (2) under
which such entity provides the Secretary with
advice on, and recommendations with respect to,
the development and updating of the quality
measurement systems under this section, includ-
ing the assigning of weights to the measures
under subsection (b)(2).

““(2) REQUIREMENTS DESCRIBED.—The require-
ments described in this paragraph are the fol-
lowing:

‘““(A) The entity is a private nonprofit entity
governed by an executive director and a board.

“(B) The members of the entity include rep-
resentatives of—

““(i) health insurance plans and health care
providers with experience in the care of individ-
uals with multiple complex chronic conditions or
groups representing such health insurance
plans and providers;

““(ii) groups representing patients and con-
sumers;

‘‘(iii) purchasers and employers or groups rep-
resenting purchasers or employers;

““(iv) organizations that focus on quality im-
provement as well as the measurement and re-
porting of quality measures;

“(v) State government health programs;

“(vi) individuals or entities skilled in the con-
duct and interpretation of biomedical, health
services, and health economics research and
with expertise in outcomes and effectiveness re-
search and technology assessment; and

“(vii) individuals or entities involved in the
development and establishment of standards
and certification for health information tech-
nology systems and clinical data.

‘““(C) The membership of the entity is rep-
resentative of individuals with experience with
urban health care issues and individuals with
experience with rural and frontier health care
issues.

‘(D) If the entity requires a fee for member-
ship, the entity shall provide assurances to the
Secretary that such fees are not a substantial
barrier to participation in the entity’s activities
related to the arrangement with the Secretary.

‘““(E) The entity—

‘(i) permits any member described in subpara-
graph (B) to vote on matters of the entity re-
lated to the arrangement with the Secretary
under paragraph (1); and

““(ii) ensures that member voting provides a
balance among disparate stakeholders, so that
no member organization described in subpara-
graph (B) unduly influences the outcome.

‘““(F) With respect to matters related to the ar-
rangement with the Secretary under paragraph
(1), the entity conducts its business in an open
and transparent manner and provides the op-
portunity for public comment.
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‘“(G) The entity operates as a voluntary con-
sensus standards setting organization as defined
for purposes of section 12(d) of the National
Technology Transfer and Advancement Act of
1995 (Public Law 104-113) and Office of Man-
agement and Budget Revised Circular A-119
(published in the Federal Register on February
10, 1998).

“(f) USE OF QUALITY MEASUREMENT SYS-
TEM.—

‘““(1) IN GENERAL.—For purposes of activities
conducted or supported by the Secretary under
this Act, the Secretary shall, to the extent prac-
ticable, adopt and utilize the measurement sys-
tem developed under this section.

“(2) COLLABORATIVE AGREEMENTS.—With re-
spect to activities conducted or supported by the
Secretary under this Act, the Secretary may es-
tablish collaborative agreements with private
entities, including group health plans and
health insurance issuers, providers, purchasers,
consumer organizations, and entities receiving a
grant under section 2905, to—

‘““(A) encourage the use of the health care
quality measures adopted by the Secretary
under this section; and

““(B) foster uniformity between the health care
quality measures utilized by private entities.

‘““(3) REPORTING.—The Secretary shall imple-
ment procedures to enable the Department of
Health and Human Services to accept the elec-
tronic submission of data for purposes of quality
measurement using the quality measurement
system adopted under this section and using the
standards adopted by the Federal Government
under section 2903.

““(9) DISSEMINATION OF INFORMATION.—Begin-
ning on January 1, 2008, in order to make com-
parative quality information available to health
care consumers, health professionals, public
health officials, researchers, and other appro-
priate individuals and entities, the Secretary
shall provide for the dissemination, aggregation,
and analysis of quality measures collected
under section 2905 and the dissemination of rec-
ommendations and best practices derived in part
from such analysis.

‘““(h) TECHNICAL ASSISTANCE.—The Secretary
shall provide technical assistance to public and
private entities to enable such entities to—

‘(1) implement and use evidence-based guide-
lines with the greatest potential to improve
health care quality, efficiency, and patient safe-
ty; and

““(2) establish mechanisms for the rapid dis-
semination of information regarding evidence-
based guidelines with the greatest potential to
improve health care quality, efficiency, and pa-
tient safety.

“SEC. 2909. ENSURING PRIVACY AND SECURITY.

““Nothing in this title shall be construed to af-
fect the scope or substance of—

‘(1) section 264 of the Health Insurance Port-
ability and Accountability Act of 1996;

““(2) sections 1171 through 1179 of the Social
Security Act; and

“(3) any regulation issued pursuant to any
such section;
and such sections shall remain in effect.

“SEC. 2910. STUDY OF REIMBURSEMENT INCEN.-
TIVES.

“The Secretary shall carry out, or contract
with a private entity to carry out, a study that
examines methods to create efficient reimburse-
ment incentives for improving health care qual-
ity in Federally qualified health centers, rural
health clinics, and free clinics.”’.

SEC. 3. HEALTH INFORMATION TECHNOLOGY RE-
SOURCE CENTER.

Section 914 of the Public Health Service Act
(42 U.S.C. 299b-3) is amended by adding at the
end the following:

“(d) HEALTH INFORMATION TECHNOLOGY RE-
SOURCE CENTER.—
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‘(1) IN GENERAL.—The Secretary, acting
through the Director, shall develop a Health In-
formation Technology Resource Center to pro-
vide technical assistance and develop best prac-
tices to support and accelerate efforts to adopt,
implement, and effectively wuse interoperable
health information technology in compliance
with section 2903 and 2908.

““(2) HEALTH INFORMATION TECHNOLOGY RE-
SOURCE CENTER.—

““(A) IN GENERAL.—The Center shall support
activities to meet goals, including—

‘(i) providing for the widespread adoption of
interoperable health information technology;

“(ii) providing for the establishment of re-
gional and local health information networks to
facilitate the development of interoperability
across health care settings and improve the
quality of health care;

“‘(iii) the development of solutions to barriers
to the exchange of electronic health informa-
tion; or

“(iv) other activities identified by the States,
local or regional health information networks,
or health care stakeholders as a focus for devel-
oping and sharing best practices.

““(B) PURPOSES.—The purpose of the Center is
to—

“(i) provide a forum for the exchange of
knowledge and experience;

“‘(i1) accelerate the transfer of lessons learned
from existing public and private sector initia-
tives, including those currently receiving Fed-
eral financial support; and

“‘(iii) assemble, analyze, and widely dissemi-
nate evidence and experience related to the
adoption, implementation, and effective use of
interoperable health information technology.

““(C) SUPPORT FOR ACTIVITIES.—To provide
support for the activities of the Center, the Di-
rector shall modify the requirements, if nec-
essary, that apply to the National Resource
Center for Health Information Technology to
provide the necessary infrastructure to support
the duties and activities of the Center and fa-
cilitate information exchange across the public
and private sectors.

“(3) TECHNICAL ASSISTANCE TELEPHONE NUM-
BER OR WEBSITE.—The Secretary shall establish
a toll-free telephone number or Internet website
to provide health care providers and patients
with a single point of contact to—

“(4) learn about Federal grants and technical
assistance services related to interoperable
health information technology;

“(B) learn about qualified health information
technology and the quality measurement system
adopted by the Federal Government under sec-
tions 2903 and 2908;

“(C) learn about regional and local health in-
formation metworks for assistance with health
information technology; and

“(D) disseminate additional information de-
termined by the Secretary.

““(4) RULE OF CONSTRUCTION.—Nothing in this
subsection shall be construed to require the du-
plication of Federal efforts with respect to the
establishment of the Center, regardless of
whether such efforts were carried out prior to or
after the enactment of this subsection.’’.

SEC. 4. REAUTHORIZATION OF INCENTIVE
GRANTS REGARDING TELEMEDI-
CINE.

Section 330L(b) of the Public Health Service

Act (42 U.S.C. 254c-18(b)) is amended by striking

2002 through 2006 and inserting ‘2006
through 2010°°.
Mr. FRIST. Mr. President, I ask

unanimous consent that the Enzi sub-
stitute at the desk be agreed to, the
committee-reported amendment, as
amended, be agreed to, the bill, as
amended, be read a third time and
passed, the motion to reconsider be
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laid upon the table, and that any state-
ments relating to the bill be printed in
the RECORD.

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

The amendment (No. 2671) was agreed
to.

(The amendment is printed in today’s
RECORD under ‘‘Text of Amendments.”’)

The committee amendment in the
nature of a substitute, as amended, was
agreed to.

The bill (S. 1418), as amended, was
read the third time and passed.

Mr. FRIST. Mr. President, the Sen-
ate just passed a bill that takes a
major step—major step—to bringing
health care into the information age,
finally. This bill, the Wired for Health
Care Quality Act, reflects the hard
work by Senator ENzI, to whom I will
turn the floor over shortly, myself,
Senator KENNEDY, Senator CLINTON,
and many others.

This bill will do as much as anything
we have done in this Congress and the
last Congress and the Congress before
that to cut waste and inefficiency out
of our health care system. What the
bill does is encourage the use of secure
and interoperable health care records,
electronic records, electronic medical
records.

This has a huge benefit for every
American. It reduces waste and ineffi-
ciency. It reduces medical errors. It
improves the quality of health care. It
reduces health care costs throughout
the system, raising quality. When you
lower costs and you raise quality, by
definition, you improve access as well.

This bill will help empower patients
to become full partners in what we all
have as a vision; and that is, a patient-
centered, provider-friendly, consumer-
driven system that will be driven by in-
formation, and be driven by choice, and
be driven by control.

Patient privacy is protected. This se-
cure exchange of lifesaving informa-
tion improves efficiency throughout
the system. It will allow, for the first
time, because there are interoperable
standards that are set, the exchange of
information, which will seamlessly
help integrate health care delivery
from the time a patient first presents
to see a physician or a nurse to ulti-
mate discharge and treatment.

So this really is a pivotal moment. I
encourage the House to act quickly on
the legislation.

Again, I thank Senator ENZI for his
leadership. Without it, this moment
simply would not be possible. I thank
Senator CLINTON who has stressed,
from day one, the importance of having
quality injected into this bill, and Sen-
ator KENNEDY. I thank them all for
their commitment to this effort.

I thank the staff who have worked
many hours: Andrea Palm, Katy Barr,
Steve Northrup, and David Bowen, and
many others.

Mr. President, I do want to at least
turn to my colleague to thank him and
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so he can make a few comments be-
cause this is truly historic legislation.
And although it is mighty early in the
morning now—Ilate at night or early in
the morning—this really is a historic
time for health care and health care
delivery.

The PRESIDING OFFICER. The Sen-
ator from Wyoming.

Mr. ENZI. Mr. President, I thank the
leader for his kind comments but much
more so for his diligent work and lead-
ership on this issue. As the heart doc-
tor of the Senate, and the doctor with
a lot of heart, he understands the need
for health information technology and
worked in a very bipartisan way with
Senator CLINTON to come up with some
of the precepts we have in this bill.
Senator KENNEDY and I were working
on some other aspects of it. And we
merged those two to come up with a
much more comprehensive health IT
bill.

This will make a huge difference in
the country. A RAND study that was
recently released said this will save
about $162 billion a year in medical
costs. In my opinion, that is not even
going to be the biggest benefit. The
biggest benefit is that it is going to
allow medical data to move with the
people as they move.

When they go to the doctor’s office,
they will not have to take that little
clipboard and fill out whatever it is
they can remember about their health.
And it will not matter because a lot
more information will be available to
the doctor so he can make the right
kinds of decisions and choices.

It will also benefit travelers. If a
tourist is out on the road and has a
wreck and has to see a doctor, they
will have their information with them.
They will have access to it so the doc-
tor will know what medications they
are on, even if they are in a coma, and
can make sure they are taken care of
properly. And yes, it will reduce med-
ical errors and eliminate some adverse
reactions from medications or even
missed medications.

So this will make a huge difference
to the people of this country. The dif-
ficulty with doing something by unani-
mous consent is that a lot of times peo-
ple think there is not much to it, or if
there wasn’t much controversy, that
nothing really happened. But there has
been controversy that has been taken
care of behind the scenes, where people
got together and actually realized how
important this was. So they worked to-
gether to come up with solutions, and
came up with a truly bipartisan solu-
tion in this instance.

So it is almost too bad that it has to
go through unanimous consent, that we
cannot have some very heated debates
on the floor so people will realize the
intensity and the interest in the bill.

But there is not anything bad about
the bill. This was a teamwork effort
from both sides of the aisle. I appre-
ciate the leader mentioning a number
of the people who were involved in this
bill. This is a truly monumental piece
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of legislation we just passed, and I add
the encouragement to have the House
act on it quickly.

Mr. President, I rise today to applaud
the Senate passage of S. 1418, the Wired
for Health Care Quality Act. As chair-
man of the Committee on Health, Edu-
cation, Labor, and Pensions, I have
been working to improve the quality
and reduce the cost of health care in
this Nation.

Some of the most serious challenges
facing health care today—medical er-
rors, inconsistent quality, and rising
costs—can be addressed through the ef-
fective application of available health
information technology linking all ele-
ments of the health care system. Infor-
mation-sharing networks have the po-
tential to enable decision support any-
where at any time, thus improving the
quality of health care and reducing
costs.

Health IT allows medical data to
move with people as they move. When
they go to the doctor’s office they
won’t have to take the clipboard and
write down everything they can re-
member about themselves. This system
also benefits travelers. If a tourist were
to get in a car wreck or hurt in some
other way, the doctor would be able to
find out everything he or she needs to
know. If in a coma this technology
could save a person’s life and if they
happen to be on medications, it could
prevent adverse drug reactions. This
system could also cut down on medical
errors with prescriptions—instead of
deciphering the doctor’s handwriting,
the information could be given to the
pharmacist electronically.

A RAND study recently released sug-
gested that health IT has the potential
to save $162 billion a year. In order for
these savings to be realized, we must
create an infrastructure for interoper-
ability. S. 1418 is the first step in build-
ing that infrastructure.

Most folks agree that there are sig-
nificant barriers to widespread adop-
tion of interoperable health informa-
tion technology. One of the primary
barriers is the current lack of agreed-
upon standards and common implemen-
tation guides and a certification proc-
ess. This bill addresses those factors in
a way that appropriately incorporates
involvement of both the public and pri-
vate sectors.

This legislation brings the govern-
ment and the private sector together
to make health care better, safer and
more efficient by accelerating the
widespread adoption of interoperable
health information technology and
quality measurement across our health
care system. The legislation formalizes
involvement of private entities in the
standards and policy-setting process by
directing the Secretary to establish
and chair the public-private American
Health Information Collaborative,
which shall be composed of representa-
tives of the public and private sectors.
S. 1418 also codifies the Office of the
National Coordinator for Health Infor-
mation Technology. President Bush,
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Secretary Leavitt, and Dr. Brailer have
done a lot to advance the health IT in-
frastructure, and I am glad that Con-
gress 1is finally stepping up to the
plate.

In order to address the health infor-
mation technology ‘‘adoption gap’ in
the United States, S. 1418 authorizes
three grant programs that will care-
fully target financial support to health
care providers and consortia for the
purpose of facilitating the adoption of
interoperable health information tech-
nology. To maximize the Secretary of
Health and Human Service’s flexi-
bility, the bill leaves to the discretion
of the Secretary the allocation of the
authorization among the three pro-
grams.

In addition, the greatest improve-
ments in quality of health care and
cost savings will be realized when all
elements of the health care system are
electronically connected and speak a
common technical language—that is
they are interoperable. For this reason,
each grant program requires that each
grant recipient acquire only qualified
health information technology systems
that are capable of supporting common
technical standards adopted by the
Federal Government.

Another barrier to widespread adop-
tion of interoperable health informa-
tion is cultural. I recognize that many
physicians and hospitals are hesitant
to move from paper-based systems to
electronic systems. Some physicians
have been writing prescriptions by
hand for many years and may resist
changing to electronic prescribing. One
way to address this cultural barrier to
the widespread adoption of health in-
formation technology is to support
teaching hospitals and continuing edu-
cation programs that integrate health
information technology in the clinical
education of health care professionals.
Exposing students and residents to ef-
fective everyday uses of health IT will
lead to a greater adoption by these stu-
dents and residents when they grad-
uate and begin practicing on their own.
The bill authorizes the Secretary to
award demonstration grants to health
professions centers and academic
health centers to integrate health IT
into clinical education in community
settings.

The issue of health IT is also critical
for effective response in public health
emergencies. Interoperable health IT
systems will help to track infectious
disease outbreaks and increase the
Federal Government’s rapid response
in emergency situations.

I thank all of my Senate colleagues
for their support of this very important
legislation, which will help facilitate
the widespread adoption of electronic
health records to ultimately result in
fewer mistakes, lower costs, better
care, and greater patient participation
in their health and well-being. This is a
great stride forward in the journey to
improve our Nation’s health care sys-
tem. I look forward to seeing meaning-
ful health information technology leg-
islation signed into law this Congress.
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I would like to commend various
staff for the hard work they did in
bringing this bill to fruition. First, I
want to recognize my fine staff from
the Senate HELP Committee, who have
doggedly worked with many interested
parties over many months—Stephen
Northrup and Katy Barr. I would also
like to recognize David Bowen from
Senator KENNEDY’s office for his dedi-
cation to this legislation. Elizabeth
Hall of Senator FRIST’s office did a
good job providing leadership support
throughout the process. I should also
mention Andrea Palm from Senator
CLINTON’s office and Michelle Spence
with Senator ENSIGN’s office for ensur-
ing that the health care quality provi-
sions stayed strong. Secondly, I want
to recognize the work of the Senate Fi-
nance Committee and the complemen-
tary bill supporting improvements in
health care quality in the Medicaid and
Medicare programs that has contrib-
uted to our success today. Mark Hayes
and Ted Totman from the Senate Fi-
nance Committee were very dedicated
to seeing this bill pass. And finally,
without the dedication and patience of
Bill Baird of Senate Legislative Coun-
sel, we would not have the bill that
will pass here today.

Mr. KENNEDY. Mr. President, today
the Senate has passed legislation that
can help transform our health care sys-
tem and save lives. The Wired for
Health Care Quality Act will improve
the use of lifesaving health informa-
tion technology in hospitals and doc-
tors’ offices across the country. In so
doing, we will improve the quality of
care, lower administrative costs, and
reduce medical errors.

This legislation is being considered
by the Senate because of the leadership
and commitment of the chairman of
our Health Committee, Senator ENZI.
He made health information tech-
nology a priority for our committee,
and he has guided this legislation to
the Senate floor. Successful legislation
takes creative thinking and hard
work—and Senator ENZI has supplied
an abundance of both to this measure.

I also thank our partners in this leg-
islation, Senator FRIST and Senator
CLINTON. As a surgeon, Senator FRIST
knows firsthand the importance of
making sure that doctors have the in-
formation they need to provide the
best possible care for patients—and
that they get that information in time
for it to be of value. It is inconceivable
that in the 21st century, doctors are
asked to treat patients in life or death
situations without knowing their med-
ical histories or even the medications
they are taking—but that happens
every hour of every day in hospitals
and emergency rooms around the coun-
try. Senator FRIST has been tireless in
his commitment to correcting this un-
acceptable situation.

Senator CLINTON has done an excel-
lent job as well. She has championed
better studies of the comparative effec-
tiveness of medications, she is dedi-
cated to improving the quality of care
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for every patient, and this legislation
owes much to her ability and commit-
ment.

This legislation is urgently needed,
because we live in a new era of medical
miracles and rapid changes in medi-
cine.

Modern electronics have given doc-
tors implantable pacemakers to save
patients from sudden cardiac failure.

The sequencing of the human genome
offers extraordinary opportunities for
new cures and better treatments.

But there is another medical miracle
to add to the list.

Modern information technology can
transform health care as profoundly as
any of these discoveries.

We have a moral responsibility to
make the miracles of modern medicine
available to every American—but we
have failed to meet that responsibility.
Costs are crushing our health care sys-
tem. Premiums are going through the
roof. The ranks of the uninsured grow
every day. Families are forced to
choose between paying the cost of
health care or paying for food, rent,
and college tuition. That is not the
American dream.

Information technology alone can’t
solve these problems, but it can help
substantially. Electronic medical
records. Software to warn if a treat-
ment could harm a patient. Computer
prescribing. These and many other ap-
plications of information technology
can save lives and dramatically reduce
costs.

Despite the wonders of modern medi-
cine, too many patients today are
harmed by preventable mishaps. They
waste hours and face new risk when
tests must be duplicated, because a
crucial record is locked in another ar-
chive. Too many doctors only guess at
the right course of treatment, because
they don’t know a patient’s medical
history. Millions of patients are need-
lessly put at risk, and billions of dol-
lars are wasted.

When so many Americans are already
struggling to afford health care for
their families, it is profoundly wrong
to squander more than half a trillion
dollars each year on administrative ex-
penses.

The Department of Health and
Human Services estimates that better
use of information technology will save
$140 billion every year. Such savings
would produce a technology dividend
worth over $700 on the cost of an aver-
age family’s insurance policy. That is
like getting 1 month free every year.

Other nations are already using this
extraordinary technology to cut costs
and save lives—but America lags be-
hind. We can’t continue to allow the
high cost of health care to price Amer-
ican goods and services out of the glob-
al marketplace.

The need to invest in this technology
is urgent. In the words of Secretary
Leavitt, “Every day that we delay,
lives are lost.” The time to act is now.
The bill before us will improve care,
save lives and make health care more
affordable for every American.
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The need to reduce medical errors is
especially urgent. It is already 6 years
since the Institute of Medicine re-
ported that medical errors cause 98,000
deaths every year. According to the
National Patient Safety Foundation, 42
percent of Americans have been af-
fected by a medical error, either per-
sonally or through a friend or relative.
One out of every three of those affected
said that the error had a permanent
negative effect on the patient’s health.
The exact figures may be the subject of
debate, but it is undeniable that pre-
ventable deaths occur in our health
care system all too often. For even one
patient to die needlessly in our health
care system ought to be unacceptable.

Our response should be broad based.
New technology, new ideas, aud new
ways of practicing medicine all have a
role in improving the quality of care
and saving lives. We no longer expect
airline pilots to navigate by looking at
the stars or local landmarks. Engineers
no longer rely on slide rules to design
strong buildings. In virtually every
field except medicine, professionals use
computers to expand their skills. Yet
in medicine, we expect doctors to keep
in their heads the possible interactions
of the dozens of medications that a pa-
tient may be receiving. Under these
circumstances, the wonder is not that
errors occur, but that they don’t occur
even more frequently.

The evidence that information tech-
nology can save lives is undeniable. In
terms of drug safety alone, a recent
analysis by the RAND Corporation es-
timates that by using computerized
data, the nation could prevent 2.2 mil-
lion adverse drug events, and 1 million
additional days in the hospital.

What we have today, in the words of
the Institute of Medicine, is a ‘‘quality
chasm.’”” Doctors repeat tests that have
already been performed. Residents take
medical histories that have already
been taken. Patients show up for doc-
tor’s appointments that are essentially
a waste of time because the tests have
been performed but the results have
not yet been delivered.

Information technology can help
close this gap by improving the coordi-
nation of care, providing guidance on
the best methods of care and reminding
busy physicians when it’s time to
schedule preventive screenings. The
Veterans Administration is a national
leader in using IT to improve quality,
and patients get better preventive serv-
ices there than almost any other pa-
tient group in America gets, especially
in areas such as proper cholesterol
screening, eye exams for diabetic pa-
tients, and proper immunization
against pneumonia.

Electronic medical records improve
the quality of care, and can also im-
prove our ability to monitor drug safe-
ty, detect outbreaks of disease before
they become epidemics and decide
which treatments are most effective
for patients.

Electronic medical records can be
critical in a natural disaster. The dev-
astation of Hurricane Katrina was
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compounded because most hospitals
kept their records on paper. As a re-
sult, medical histories of tens of thou-
sands of hurricane survivors were
irretrievably lost. It would be inexcus-
able if we didn’t make the investments
needed for the nation to benefit from
these innovations.

Information technology doesn’t sim-
ply improve the quality of care—it re-
duces costs as well. According to the
Institute of Medicine, each prescrip-
tion error that is prevented saves $4,000
in additional care. This isn’t just a the-
ory. Since 1996, when the Veterans Ad-
ministration began investing signifi-
cantly in information technology, its
costs per patient have actually de-
creased by 7 percent while private sec-
tor costs per patient have increased by
62 percent.

Excessive administrative costs are
weighing down our health care system.
We are spending over $500 billion a year
on such costs—nearly 33 cents out of
every health care dollar. These already
high costs are also growing 50 percent
faster than other health costs. It can
cost as much as $20 to process a single
insurance claim using antiquated paper
records—and nearly half the 18 billion
insurance claims in America are still
settled in this old-fashioned way every
year. We know that paper-based
records are prone to error. About one
in four health insurance claims is ini-
tially rejected because of errors. By
contrast, in the financial industry,
only 1 in 10,000 ATM transactions has
an error.

Despite clear evidence that health IT
saves lives and cuts costs, its use is
still scandalously low. Our health care
system should be the envy of the world,
but nations from Australia to Scan-
dinavia are outpacing us in this tech-
nology. In Sweden and Holland, nine
out of ten primary care physicians use
electronic medical records. In Britain,
Austria, Finland and many other na-
tions, it is over half. But in the United
States, less than a quarter of all doc-
tors use electronic medical records.

Obviously, there are significant bar-
riers to the adoption of health informa-
tion technology that Congress should
also address. Many providers don’t
have the financial ability to absorb the
costs of buying the equipment, making
the transition to computer systems,
and training staff. It costs a physi-
cian’s office $30,000 and significant ag-
gravation to install the system. The
savings from its use tend to come over
the longer term, while the costs are
immediate, which is a major financial
barrier to hospitals, physicians, and
nursing homes already drowning in red
ink. Providers get savings over the
long run, but the largest share of the
savings goes to payers, not providers. If
a diabetic is kept out of the hospital by
better management of his condition as
the result of information technology,
that’s a loss of revenue to the hospital.

This bipartisan legislation will help
overcome these barriers. It requires the
development of standards on interoper-
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ability and other technical measures
for health information technology, and
it establishes a public-private con-
sultation to develop those standards.

But standards without Federal re-
sources are not enough to achieve the
goal of a modern health care system
that we all share. That is why the leg-
islation includes financial assistance
to hard pressed providers to meet the
technical standards. It provides this as-
sistance in three ways in recognizing
the fact that different health care pro-
viders and different communities will
have different needs. It authorizes di-
rect grants to needy providers. It au-
thorizes financial assistance to estab-
lish regional networks. And it creates
an innovative Federal-State, public-
private partnership to modernize
health care by enabling states to fund
low interest loans to help health pro-
fessionals in financial need to acquire
the technology to improve the quality
and efficiency of health care.

Getting the right hardware and soft-
ware into the hands of doctors is only
half the battle. It is also essential to
see that doctors have access to the
knowledge necessary to make the tech-
nology a success. The legislation estab-
lishes a Best Practices Center where
technology users can learn from the ex-
perience of others who have established
such networks. It sets up a Help line at
the Department of Health and Human
Services to answer technical questions
and help meet technical requirements.
To assist doctors in sorting through
the confusing array of options for this
technology, the legislation establishes
a certification program, so that pro-
viders can quickly determine whether
particular systems meet the applicable
technical standards.

There are many Senate colleagues
who deserve great credit for their
thoughtful contributions to this legis-
lation and for their leadership in get-
ting to this moment.

Again, I commend the chairman of
our Health Committee, Senator ENZI,
for his impressive leadership on this
issue. It has been a privilege to work
closely with him and his staff since the
beginning of this year and to deal with
this priority.

The pending legislation combines the
bill that Chairman ENzI and I intro-
duced and the bill that Senator FRIST
and Senator CLINTON introduced. We
have also had broad input from many
other committee members, and we
have produced a better bill because of
it.

Senator DODD was a leader on the
issue in the last Congress as well, and
our bill includes many of his ideas, es-
pecially on making sure that standards
are widely available.

Senator ENSIGN made sure that best
practices are front and center in imple-
menting this technology.

Our subcommittee chairman, Senator
BURR, has a strong interest in using in-
formation technology to improve our
ability to respond to bioterrorist at-
tacks or other disease emergencies,
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when lost hours can mean countless
lost lives.

Senator REED of Rhode Island had
the innovative idea of including a 1-800
number to help providers on technical
questions. Senator HARKIN contributed
important proposals to use the tech-
nology to improve the treatment of
chronic diseases.

Senator REID of Nevada has shown
impressive leadership in making sure
technology improves the lives of Amer-
ican families, and I thank him for his
strong support.

Senator SNOWE and Senator
STABENOW have a major commitment
to effective funding for this tech-
nology, and I look forward to working
with them on this issue in the days to
come. I also commend Senator SNOWE
for her strong commitment to pro-
tecting the privacy of electronic med-
ical data.

I also commend Steve Northrup and
Katy Barr of Senator ENzI's staff, An-
drea Palm of Senator CLINTON’s staff,
Liz Hall of Senator FRIST’s staff, and
my own health staff, for their effective
work on this issue for so many months.

I thank these and all our Senate col-
leagues who contributed to the legisla-
tion we consider today. I look forward
to working with all of you and with our
colleagues in the House to see this
needed measure signed into law as soon
as possible.

Mr. ENZI. Mr. President, I rise today
to speak about the passage of 1418, the
Wired for Health Care Quality Act. As
chairman of the Committee on Health,
Education, Labor, and Pensions, I have
been working to improve the quality
and reduce the cost of health care in
this Nation. I commend the ranking
member of my committee for his dedi-
cation to this great cause.

I want to commend my colleague
from Maine, Senator SNOWE, and my
colleague from Michigan, Senator
STABENOW, for their leadership on the
issue of health information technology.
They have made a major contribution
to the debate, and I look forward to
working with them as we continue to
consider this important issue.

I see the legislation we consider
today as the first step toward more ef-
fective use of information technology
in health care. This proposal will pro-
vide the framework to improve the use
of health IT. Senator SNOWE and Sen-
ator STABENOW have several thoughtful
proposals on providing additional fi-
nancial incentives through Medicare
for the use of health information tech-
nology.

Providing adequate funding for
health IT is a critically important
issue, and I believe that it should be
carefully considered in our committee
and by the Senate. I look forward to
working with my colleagues on the
committee and with Senator SNOWE
and Senator STABENOW to see that
health IT receives an appropriate level
of funding.
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I also believe it is important to ex-
amine carefully the privacy protec-
tions that apply to individually identi-
fiable health information maintained
in electronic databases. The manager’s
amendment to S. 1418 contains several
important provisions relating to pri-
vacy, including a GAO investigation on
methods to enhance privacy protec-
tions for electronically stored and
transmitted health information.

I believe it is important to examine
the issues surrounding implementation
and adoption of health IT systems
carefully. To that end, I intend to hold
a hearing by the Memorial Day recess
next year on the essential issue of
funding to promote wide adoption of
health information technology. We will
also examine the report of the GAO to
address the critical issue of protections
for the privacy of health information
that must be part of health IT systems
and practices. I will work closely with
my colleagues, Senator SNOWE and
Senator STABENOW, as well as with the
ranking member on this hearing.

I will also work with the Finance
Committee, the committee with juris-
diction over Medicare, and with Sen-
ators STABENOW and SNOWE on legisla-
tion to spur the widespread adoption of
interoperable health information tech-
nology through such innovative financ-
ing mechanisms, and we will work to
achieve passage of that legislation be-
fore the end of this Congress.

I happen to be an original sponsor of
legislation in the Finance Committee
to reward high-quality health -care
through value based purchasing under
Medicare. By rewarding doctors and
hospitals for the quality of care they
provide, not just the quantity of care,
we can improve health care quality in
a fiscally responsible way.

I look forward to working with Sen-
ators KENNEDY, GRASSLEY, BAUCUS,
SNOWE, STABENOW, FRIST, and CLINTON
on these important proposals, and I
commend them for their leadership on
this important field of health IT.

Mr. KENNEDY. I thank the distin-
guished chairman of our Health Com-
mittee for his impressive leadership on
the issue of health information tech-
nology. Health information technology
can revolutionize health care, with
lasting benefits in areas from improv-
ing quality to better detection of bio-
terrorist attacks and epidemics.

I also commend my colleagues, Sen-
ator STABENOW and Senator SNOWE, for
their commitment to seeing that we
provide adequate financial support for
doctors and hospitals to use health in-
formation technology systems. I will
work closely with them, and with our
chairman and our colleagues on the
health committee, to see that we build
on the legislation under consideration
today in order to assist health care
providers to meet the cost of acquiring
health IT.

Senator SNOWE and Senator
STABENOW have made a major contribu-
tion to our debate, and I look forward
to working with them on additional
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proposals on this important issue in
the very near future.

Ms. SNOWE. Mr. President, I want to
commend Senators ENzI, KENNEDY,
FRrIST, and CLINTON for their work in
addressing the inadequate state of our
individual health records today. The
Wired for Health Care Quality Act will
accelerate the development of essential
standards to protect investment in
health information technology. Very
soon the Federal Government will re-
quire compliance with these standards
for its purchases—a long overdue step
in modernizing health care information
management.

I began work with on this issue in the
last Congress when we learned from the
Institute of Medicine that an estimated
98,000 Americans die each year as a re-
sult of medical errors. Technology can
help us prevent these deaths and inju-
ries from medical mistakes. That is
one reason I joined with Senator
STABENOW to assure that we implement
live saving technology.

A second reason for our work is that
information technology, IT, will help
us reduce the cost of health care. As
health care costs increase far more rap-
idly than inflation, care becomes less
affordable and the ranks of the unin-
sured grow. Each of us appreciates that
technology will help us reduce that
unsustainable trend. Recent reports
demonstrate that the cost of imple-
menting health IT is exceeded by a sin-
gle year of savings. That is a remark-
able return on investment, but since an
estimated 89 percent of savings accrues
to payers, not providers, standards
alone will not spur adoption.

Since the rewards for adoption pri-
marily accrue to payers and patients,
it is wholly appropriate that payers—
including the Federal Government—act
in their best interest to reduce costs.
That means we must ensure adoption
not just by those providers for whom
investment is relatively easy, but by
those with lesser resources, such as the
many who provide care for our Medi-
care, Medicaid, and SCHIP bene-
ficiaries. I look forward to working
with my colleagues to see that we im-
plement financing—including grants
and tax incentives—to allow all pro-
viders to adopt this promising tech-
nology. Otherwise we will see a two-
tiered system develop.

If some patients do not receive the
benefits of the electronic health record
the President has set as a goal, their
care will suffer. In fact, if their pro-
viders cannot adopt technology, their
clinical data may not be not properly
integrated in pay-for-performance
methodologies. If the resulting criteria
don’t account for such patients, they
then pose the risk of inadequate com-
pensation to providers, and many may
decline to serve them. So it is critical
that we assure all providers can adopt
health IT.

I thank Chairman ENZzI and the Sen-
ator KENNEDY for their commitment to
a hearing next spring on the adoption
and financing issue. I also thank the
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majority leader for his assistance. The
issue of adoption certainly multiple
committees, and we appreciate his ef-
forts in helping the full Senate to con-
sider promising financing proposals to
assure broad adoption.

As we move forward together, we
should also remember to follow the
physician’s adage—certainly one the
leader knows so well—to ‘‘first do no
harm”. We are all agreed that genetic
information, which may indicate prob-
ability of disease, must be protected.
One’s medical record includes even
more than probability—it is indis-
putable evidence of the presence of dis-
ease, the drugs one uses, your full
physical and mental health history.
Consequently, Americans are worried
about their health records. A recent
survey demonstrates that two-thirds of
all consumers have substantial con-
cerns about the privacy of their med-
ical records. The same proportion say
that recent reports of privacy breaches
have actually increased these concerns.
So it comes as no surprise that con-
sumers engage in behaviors to avoid
such data from even being created—
such as paying out-of-pocket for med-
ical expenses, using a different physi-
cian on occasion, or simply asking that
vital information not be included in
their chart. Patients even forgo treat-
ment altogether in fear of disclosure.
This compromises health, so we simply
must provide Americans with con-
fidence in the security of their health
record.

We simply must have the highest lev-
els of data security. So first we must
see procedures established to assure
that inappropriate disclosure does not
occur. Next, if a data breach does
occur, the patient must be informed.
To do otherwise is unconscionable.

I am pleased to see that the man-
agers amendment requires such notifi-
cation for those handling data under
the programs established by this legis-
lation, and the bill also establishes a
process to address concerns on medical
data privacy by directing a GAO study
to guide us in providing the assurance
all Americans must have that their
medical data is protected. I thank my
colleagues for including these essential
provisions.

Today marks the beginning of a proc-
ess to offer all Americans a safer, more
affordable system of health care. I look
forward with Senator STABENOW to
working with the majority leader and
Senators ENZI, KENNEDY, and CLINTON,
as well as Senators GRASSLEY and BAU-
cus, as we move forward to realizing
the full potential of health IT become
reality for our constituents. The re-
wards in lives and dollars saved com-
pels us to act promptly.

Ms. STABENOW. Mr. President, I
want to commend the leadership of
Senators ENzI, KENNEDY, FRIST, and
CLINTON in this critically important
arena. Their diligent work in intro-
ducing and passing S. 1418 establishes
the groundwork necessary to begin to
realize the promises of health informa-
tion technology, IT.
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The evidence showing the ability of
health IT to reduce costs and improve
quality of care is simply over-
whelming. Dr. David Brailer’s office at-
tributes savings from widespread adop-
tion of electronic health records in the
range of 7.5 percent to 30 percent of an-
nual health care spending that is be-
tween $135 and $540 billion annually.

Manufacturers in Michigan and
across the country are struggling to re-
main competitive in a global market
with skyrocketing health care costs.
Health IT can, and should, play a key
role in managing these costs.

Equally compelling is the promise
health IT holds for improving the qual-
ity of our health care system by ensur-
ing that patients get the care they
need, at the right time, and in the best
setting.

To realize these promises, however,
Congress must enact legislation pro-
viding meaningful resources through
Federal financial incentives, both man-
datory grants and tax incentives, to
physicians, hospitals, skilled nursing
facilities, and community health and
mental health centers for health infor-
mation technology.

Health care providers are struggling
to keep up with their daily needs at the
same time they are anticipating cuts
in their rates. A major barrier to wide-
spread use of IT is the initial invest-
ment cost: the costs of procuring and
implementing health IT can be stag-
gering.

Every day we delay providing Federal
seed money through a grant program
and accelerated depreciation of health
information technology expenses, we
delay getting health information tech-
nology systems in place, and busi-
nesses, taxpayers and patients pay in
both dollars and lives.

I appreciate the majority leader’s
commitment to encourage the chair-
man and ranking member of the Fi-
nance Committee and the chairman
and ranking member of the HELP Com-
mittee to schedule, at the earliest op-
portunity, consideration of legislative
proposals to ensure federal funding to
accelerate adoption of health IT.

A meaning Federal investment must
be robust, funded with mandatory,
rather than discretionary, dollars, and
available to individual providers and
health care systems.

This is not the place to skimp on dol-
lars; we know every dollar we spend
will come back to us many times over.
Federal investments, through grants
and tax incentives, in health informa-
tion technology will result in lower
Medicare, Medicaid and SCHIP spend-
ing, reduced medical errors, and great-
er quality and efficiency in our health
care system. We must provide a level of
funding that will allow a significant
percentage of our health care providers
to adopt and use health IT systems.
Additionally, funding must not be lim-
ited to authorizations of appropria-
tions. We must actually provide the
dollars needed to begin realizing the
benefits of health IT.

CONGRESSIONAL RECORD — SENATE

Nor should we limit funds to pro-
viders in networks. We should work to-
wards a system where all health care
providers are linked, but we do not
need to wait for those networks to be
formed to see the benefits of health IT.
Standalone e-prescribing systems could
reduce medication errors by 50 percent;
there is no reason to delay the quality,
safety, and financial savings possible
through immediate health IT adoption
by individual providers.

In addition to funding, we must pay
careful attention to privacy and con-
fidentiality rights and concerns. A pa-
tient’s right to health information pri-
vacy is paramount, and an essential
component of the health care provider-
patient relationship. According to a
survey recently released by the Cali-
fornia HealthCare Foundation, CHCF,
67 percent of Americans remain con-
cerned about the privacy of their per-
sonal health information. The survey
also reports that many consumers may
be putting their health at risk by
avoiding their regular doctor or for-
going needed tests over privacy con-
cerns. Apprehension over privacy and
confidentiality, if not addressed
thoughtfully, could pose enormous bar-
riers to the savings and health care im-
provements possible through adoption
of health information technologies.
Strong, enforceable privacy safeguards
based on a patient’s right to health in-
formation privacy are absolutely crit-
ical as we move towards a nationwide,
interoperable electronic health care
system.

I appreciate provisions included in
the managers’ amendment addressing
the need for patients to be notified if
their individually identifiable health
information is wrongfully disclosed and
a study by the General Accounting Of-
fice examining the issue as it relates to
all Americans.

I look forward to working with the
majority leader, and Senators SNOWE,
ENzI, KENNEDY, and CLINTON, as well as
Senator GRASSLEY and BAUCUS to en-
sure passage of legislation this Con-
gress providing meaningful, substantial
Federal financial incentives to accel-
erate adoption of life and dollar saving
health information technologies.

Mr. FRIST. Mr. President, I am
pleased to speak in support of S. 1418. 1
share an important goal with Senators
ENzI, KENNEDY, SNOWE, STABENOW, and
CLINTON—t0 improve health care qual-
ity and reduce costs through the use of
health information technology tools.

I spent 20 years as a physician and
heart surgeon before coming to the
Senate. Like most physicians, I wanted
the latest and best medical technology,
anything that could make my patients
healthier or more comfortable, while
reducing health care costs and increas-
ing efficiency.

But amidst the artificial heart assist
devices, lasers, CT Scan machines,
endoscopic devices, digital X-Rays, and
digital thermometers, doctors today
keep patient records the same way I
did and the way my father did 50 years
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ago: on paper, in manila folders in file
cabinets, in the basements of clinics
and hospitals. Yet computers, and com-
puter technology, is everywhere, both
inside and outside the hospitals and
clinics. From bedside monitors to mas-
sive MRI machines, computers power
almost all of the diagnostic devices we
rely on.

S. 1418 represents an important and
crucial first step towards recognizing
the importance of computers and the
electronic medical record in contem-
porary health care. Establishing inter-
operability of the electronic medical
record, an essential hurdle towards ef-
fective use of health information tech-
nology, is a priority. Proposals for pro-
viding Federal financial incentives for
physicians, community health centers,
community mental health centers, hos-
pitals and skilled nursing facilities like
that introduced by Senator SNOWE and
Senator STABENOW need to be consid-
ered.

Assuring proper funding of health IT
is an issue of major importance for the
Senate to consider in the coming con-
gressional session. I will work with the
chairman and ranking member of the
Finance Committee and the chairman
and ranking member of the HELP com-
mittee as well as Senators SNOWE and
STABENOW to encourage these commit-
tees to schedule, at the earliest oppor-
tunity, consideration of legislative pro-
posals to ensure creative and reason-
able Federal funding for such an impor-
tant and relevant mission. I will also
work with relevant committees to en-
courage consideration of legislation
that would enable providers to connect
to a secure, interoperable network for
the electronic exchange of health infor-
mation.

Mrs. CLINTON. I would like to com-
mend Chairman ENZI and Senator KEN-
NEDY for all of their work on this legis-
lation. I would also like to recognize
the commitment and leadership of the
majority leader, who I have been work-
ing closely with on this issue. Today’s
passage of S. 1418, the Wired for Health
Care Quality Act, is a fundamental
first step in establishing a nationwide,
interoperable health IT infrastructure.

Our legislation provides the frame-
work and authorizes several grant pro-
grams to begin the process of funding
health IT projects that are compliant
with the framework established in the
bill. The legislation introduced by Sen-
ators SNOWE and STABENOW and their
work more broadly on this issue will be
critical as we work on additional fi-
nancing mechanisms. I am anxious to
begin that work and am committed to
working closely with them, and my
colleagues on the HELP and Finance
committees to ensure that physicians
and hospitals are able to afford to par-
ticipate in a 21st century health care
system.

Mr. ENZI. I see this bill as the first
step of many in improving the health
care in the United States. I look for-
ward to working with my friends on
the Finance Committee as well as
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working with Senators SNOWE and
STABENOW to look at creative financing
mechanisms to help doctors and hos-
pitals go on line.

Mr. FRIST. Mr. President, in closing
our comments on this bill, I also thank
my staff who have been shepherding
this for me for the last 3 years, Liz
Hall, Jennifer Romans, and many oth-
ers. The real significance is that pa-
tient care will be improved. It will get
the waste and abuse out of the system.
It makes the health care system more
efficient. I am excited about it. Having
interoperable standards that people
begin to agree with means you will
have an influx of private capital which
will help with the spreading of this in-
formation technology infrastructure
over time.

———

TERRORISM RISK INSURANCE
EXTENSION ACT OF 2005

Mr. FRIST. Mr. President, I ask
unanimous consent that the Senate
proceed to the immediate consider-
ation of Calendar No. 287, S. 467.

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

The legislative clerk read as follows:

A bill (S. 467) to extend the applicability of
the Terrorism Risk Insurance Act of 2002.

There being no objection, the Senate
proceeded to consider the bill which
had been reported from the Committee
on Banking, Housing, and Urban Af-
fairs with an amendment, as follows:

(Strike the part shown in black
brackets and insert the part shown in
italic.)

S. 467

Be it enacted by the Senate and House of Rep-
resentatives of the United States of America in
Congress assembled,

[SECTION 1. SHORT TITLE.

[This Act may be cited as the ‘“‘Terrorism
Risk Insurance Extension Act of 2005.”.

[SEC. 2. EXTENSION OF TERRORISM RISK INSUR-
ANCE PROGRAM.

[(a) EXTENSION OF PROGRAM YEARS.—Sec-
tion 108(a) of the Terrorism Risk Insurance
Act of 2002 (156 U.S.C. 6701 note, 116 Stat. 2336)
is amended by striking ‘2005’ and inserting
2007,

[(b) CONTINUING AUTHORITY OF THE SEC-
RETARY.—Section 108(b) of the Terrorism
Risk Insurance Act of 2002 (15 U.S.C. 6701
note, 116 Stat. 2336) is amended by striking
“arising out of”’ and all that follows through
“this title”.

[SEC. 3. CONFORMING AMENDMENTS.

[(a) DEFINITIONS.—

[(1) PROGRAM YEARS.—Section 102(11) of the
Terrorism Risk Insurance Act of 2002 (15
U.S.C. 6701 note, 116 Stat. 2326) is amended by
adding at the end the following:

“[(E) PROGRAM YEAR 4.—The term ‘Pro-
gram Year 4’ means the period beginning on
January 1, 2006 and ending on December 31,
2006.

“[(F) PROGRAM YEAR 5.—The term ‘Pro-
gram Year 5 means the period beginning on
January 1, 2007 and ending on December 31,
2007.

“[(G) OTHER PROGRAM YEARS.—Except
when used as provided in subparagraphs (B)
through (F), the term ‘Program Year’ means,
as the context requires, any of Program Year
1, Program Year 2, Program Year 3, Program
Year 4, or Program Year 5.”.
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[(2) INSURED LOSSES.—Section 102(5) of the
Terrorism Risk Insurance Act of 2002 (15
U.S.C. 6701 note, 116 Stat. 2324) is amended—

[(A) by inserting ‘“‘on or before December
31, 2007, as required by this title,”” before ‘‘if
such loss’’;

[(B) by striking ‘‘(A) occurs within” and
inserting the following:

“[(A) occurs on or before the earlier of the
expiration date of the insurance policy or
December 31, 2008; and

“[(B) occurs—

“[(i) within”’; and

[(C) by striking ‘‘occurs to an air carrier”
and inserting the following:

“[(ii) to an air carrier”.

[(3) CONFORMING AMENDMENTS.—Section 102
of the Terrorism Risk Insurance Act of 2002
(15 U.S.C. 6701 note, 116 Stat. 2323) is amend-
ed—

[(A) in paragraph (1)(A)@ii)(I), by striking
“(5)(B)”’ and inserting ‘“(5)(B)(ii)”’; and

[(B) in paragraph (4), by striking ‘‘subpara-
graphs (A) and (B)” and inserting ‘‘subpara-
graph (B)”.

[(b) APPLICABLE INSURER DEDUCTIBLES.—
Section 102(7) of the Terrorism Risk Insur-
ance Act of 2002 (15 U.S.C. 6701 note, 116 Stat.
2325) is amended—

[(1) in subparagraph (D)—

[(A) by inserting ‘‘and each Program Year
thereafter’ before *‘, the value’’; and

[(B) by striking ‘‘preceding Program Year
3” and inserting ‘‘preceding that Program
Year”; and

[(2) in subparagraph (E), by striking ‘‘for
the Transition” and all that follows through
“Program Year 3’ and inserting the fol-
lowing: ‘“‘for the Transition Period or any
Program Year”.

[(c) CONTINUATION OF MANDATORY AVAIL-
ABILITY.—Section 103(c)(1) of the Terrorism
Risk Insurance Act of 2002 (156 U.S.C. 6701
note, 116 Stat. 2327) is amended—

[(1) by striking ‘‘last day of Program Year
2” and inserting ‘‘termination date estab-
lished under section 108(a)’’; and

[(2) by striking the paragraph heading and
inserting ‘‘IN GENERAL.—’.

[(d) DURATION OF POLICIES.—Section 103(c)
of the Terrorism Risk Insurance Act of 2002
(15 U.S.C. 6701 note, 116 Stat. 2327) is amend-
ed—

[(1) by redesignating paragraph (2) as para-
graph (3); and

[(2) by inserting after paragraph (1) the fol-
lowing:

“[(2) MANDATORY DURATION.—Coverage for
insured losses required by paragraph (1)
under a policy issued at any time during
Program Year 5 shall remain in effect for not
less than 1 year following the date of
issuance of the policy, except that no loss oc-
curring after the earlier of the expiration
date of the subject insurance policy or De-
cember 31, 2008, shall be considered to be an
insured loss for purposes of this title.”.

[(e) INSURED LOSS SHARED COMPENSA-
TION.—Section 103(e) of the Terrorism Risk
Insurance Act of 2002 (15 U.S.C. 6701 note, 116
Stat. 2328) is amended—

[(1) in paragraph (2)(A), by striking ‘‘end-
ing on” and all that follows through ‘‘Pro-
gram Year 3’ and inserting ‘‘ending on the
termination date established under section
108(a)’’; and

[(2) in paragraph (3), by striking ‘‘ending
on’’ and all that follows through ‘‘Program
Year 3" and inserting ‘‘ending on the termi-
nation date established under section
108(a)’.

[(f) AGGREGATE RETENTION AMOUNT.—Sec-
tion 103(e)(6) of the Terrorism Risk Insur-
ance Act of 2002 (15 U.S.C. 6701 note, 116 Stat.
2328) is amended—

[(1) in subparagraph (B), by striking ‘‘and”
at the end;
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[(2) in subparagraph (C), by striking the
period at the end and inserting a semicolon;
and

[(3) by adding at the end the following:

“[(D) for Program Year 4, the lesser of—

“[() $17,500,000,000; and

“[(ii) the aggregate amount, for all insur-
ers, of insured losses during such Program
Year; and

“[(E) for Program Year 5, the lesser of—

“[() $20,000,000,000; and

“[(ii) the aggregate amount, for all insur-
ers, of insured losses during such Program
Year.”.

[SEC. 4. COVERAGE OF GROUP LIFE INSURANCE.

[Section 103 of the Terrorism Risk Insur-
ance Act of 2002 (15 U.S.C. 6701 note, 116 Stat.
2327) is amended by striking subsection (h)
and inserting the following:

[‘‘(h) APPLICABILITY TO GROUP LIFE INSUR-
ANCE.—

[“(1) IN GENERAL.—The Secretary shall, by
rule, apply the provisions of this title to pro-
viders of group life insurance, in the manner
determined appropriate by the Secretary,
consistent with the purposes of this title.

[‘(2) CONSISTENT APPLICATION.—The rules
of the Secretary under this subsection shall,
to the extent practicable, apply the provi-
sions of this title to providers of group life
insurance in a similar manner as those pro-
visions apply to an insurer otherwise under
this title.

[‘“(3) CONSIDERATIONS.—In determining the
applicability of this title to providers of
group life insurance, and the manner of such
application, the Secretary shall consider the
overall group life insurance market size, and
shall consider the establishment of separate
retention amounts for such providers.

[‘(4) RULEMAKING REQUIRED.—Not later
than 90 days after the date of enactment of
the Terrorism Risk Insurance Extension Act
of 2005, the Secretary shall issue final regula-
tions to carry out this subsection.

[‘“(5) RULE OF CONSTRUCTION.—Nothing in
this subsection may be construed to affect or
otherwise alter the applicability of this title
to any insurer, as defined in section 102.

[“(6) DEFINITION.—As used in this sub-
section, the term ‘group life insurance’
means an insurance contract that provides
term life insurance coverage, accidental
death coverage, or a combination thereof, for
a number of persons under a single contract,
on the basis of a group selection of risks.”.
[SEC. 5. RECOMMENDATIONS FOR LONG-TERM

SOLUTIONS.

[Section 108 of the Terrorism Risk Insur-
ance Act of 2002 (15 U.S.C. 6701 note, 116 Stat.
2328) is amended by adding at the end the fol-
lowing:

[‘‘(e) RECOMMENDATIONS FOR LONG-TERM
SOLUTIONS.—The Presidential Working
Group on Financial Markets shall, in con-
sultation with the NAIC, representatives of
the insurance industry, and representatives
of policy holders, not later than June 30,
2006, submit a report to Congress containing
recommendations for legislation to address
the long-term availability and affordability
of insurance for terrorism risk.”.

SECTION 1. SHORT TITLE.

This Act may be cited as the ‘“‘Terrorism Risk
Insurance Extension Act of 2005°°.

SEC. 2. EXTENSION OF TERRORISM RISK INSUR-
ANCE PROGRAM.

(a) PROGRAM EXTENSION.—Section 108(a) of
the Terrorism Risk Insurance Act of 2002 (15
U.S.C. 6701 note; 116 Stat. 2336) is amended by
striking ‘2005’ and inserting 2007.

(b) MANDATORY AVAILABILITY.—Section 103(c)
of the Terrorism Risk Insurance Act of 2002 (15
U.S.C. 6701 note; 116 Stat. 2327) is amended—

(1) by striking paragraph (2);

(2) by striking ‘‘AVAILABILITY.—" and all that
follows through ‘‘each entity”’ and inserting
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