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NIH Funding – FYs 2000-2014  
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Labor-HHS Budget Authority only 
 
Sources:  NIH Budget Office; House and Senate Appropriations Committees 

2 



7,390 7,578 

8,566 8,765 
9,101 9,396 

10,411 
10,020 

9,599 
9,129 

10,323 
9,714 

9,121 9,386 
8,706 8,986 

8,283 

0 

2,000 

4,000 

6,000 

8,000 

10,000 

12,000 

1997 1999 2001 2003 2005 2007 2009 2011 2013 

Competing RPGs 

NIH Competing RPGs Lowest 
Since 1998 

Source: NIH Budget Office 
3 



FY 2013 
Estimate 

(with 
sequester) 

President’s 
Budget 
(without 

sequester) 

H. Con. 
Res. 25 

(with 
sequester) 

S. Con. 
Res. 8 
(with 

sequester) 

Defense $552   $552  $497 

Nondefense $506  $414 $469  

   Labor-HHS $149.6 $165.8 $121.8 tbd 

Total $986  $1,058 $966 $966 

Discretionary Spending Caps – 
FY 2014 [in billions] 
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NIH As A Percent of Labor-HHS-
Ed Discretionary Funding 
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NIH Budget [in billions] 

House Labor-H 
subcommittee has 
not marked up; 
assumes -18.6% 
allocation is 
applied evenly 
across all 
programs. 



Congressional “Dear Colleague”  
NIH Sign-on Letters 

Reps. Ed Markey (D-Mass.) and 
David McKinley (R-W.Va.) led letter 
with 168 Members of Congress, 
April 2013 
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Senators Robert Casey (D-Pa.) 
and Richard Burr (R-N.C.) led 
letter with 50 Senators, April 2013 
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• Invite Members of Congress or staff to your 
campus to talk about contributions research 
makes to your community’s health and 
economic vitality. 

• Submit op-eds to local newspapers  
• Run ads in local papers including the AAMC’s 

logo, institution’s logo, and other local groups 
• Encourage faculty, students, and alumni to e-

mail messages to the president and Congress 
on the consequences of sequestration 
(http://capwiz.com/aamc/home/)  

What You Can Do 

http://capwiz.com/aamc/home/�
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Reps. Deutch and Frankel and FAU Researchers 
Discuss Sequestration’s Impact on Funding for the 
National Institutes of Health, June 7, 2013 



• House Appropriations Committee approved 
allocation for Labor-H subcommittee that is 
18.6% below current level 

• If applied evenly across all programs in 
subcommittee’s jurisdiction, it would mean a 
$5.3 billion cut. 

• Number of Capwiz responses (as of June 14) 
 291 people sent 874 messages 
 Top states: 

1. Michigan – 112 
2. Georgia – 37 
3. Maryland – 19  
4. California - 14 
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A Conundrum 



Potpourri: 
Immigration 
Veterans Affairs 
Student Loans 

 
 
 
 Matthew Shick, JD 
AAMC Government Relations 
mshick@aamc.org 
202-862-6116 



J-1 H-1B 
visa type Exchange Visitor (Training) Temporary Work 

oversight ECFMG Certification State Licensure 

testing         USMLE Steps 1 and 2         USMLE Steps 1, 2, and 3 

visa caps No numerical caps Annual numerical and country 
caps (some exemptions) 

duration  Valid for length of residency Subject to durational limits  
(3 years, 6 with extension) 

wage data none Requires prevailing wage data 

fees Less More 

brain drain 2-year home service (can be 
waived by U.S. public service) 

“Shorter” pathway with greater 
flexibility (recruitment) 

NEW? academic medical center 
waiver slots 

DOL posting, “equal or better” 
assurances, additional fees  G
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Seeking Volunteers for Four Work Groups: 
1) Contract Pricing and Documentation 
2) Contract Performance and Quality Assurance, 

Credentialing, and Privileging  
3) Contract Policy and Information Security 
4) Training for Affiliates 
www.va.gov/oaa/sole_source_teleconference.asp 

 
Deadline: July 5 

Meetings: July, August, September 
 

VA Sole Source Contracting 



July 1 is not a deadline – $170,000 average 
already fixed at 6.8% 
Market-based sustainability is critical – if not 
Congress cuts grad/prof to save undergrad 
Proposals are comparable – all reduce grad 
interest rates, and close grad/undergrad gap 
Partisan stalemate – more confusing than usual 
This is a campaign issue? – probably won’t 
sway my vote, and if it did, I probably won’t know 
who to give the credit 
What’s Happening with GME? 
 

Student Loans: 
Medical Student Perspective 



GRR Meeting Staff Update  
 

•GME Update 
 

•Sustainable Growth Rate 
 

 
Len Marquez  
Director, Government Relations 
202-862-6281 
lmarquez@aamc.org 
June 19, 2013 
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Courtney Summers 
Legislative Analyst, Office of Government Relations 
202-862-6042 
csummers@aamc.org 
June 19, 2013 
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Primary Care Update 
 
 
 
Tannaz Rasouli  
Director, Government Relations 
June 19, 2013 
trasouli@aamc.org  
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30 Million New Patients and 11 Months to Go: 
Who Will Provide Their Primary Care? 
January 29, 2013 
 

 
AAMC Statement for the Record: 
https://www.aamc.org/download/327162/data/aamcstatementforsenatehelpsub
committeehearingonprimarycareshort.pdf  

 
Successful Primary Care Programs:  
Creating the Workforce We Need 
April 23, 2013 
 

 
AAMC Statement for Record: 
https://www.aamc.org/download/334538/data/aamcstatementforsenatehelpsub
committeehearingonprimarycareworkf.pdf  
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HELP Subcommittee Hearings 

https://www.aamc.org/download/327162/data/aamcstatementforsenatehelpsubcommitteehearingonprimarycareshort.pdf�
https://www.aamc.org/download/327162/data/aamcstatementforsenatehelpsubcommitteehearingonprimarycareshort.pdf�
https://www.aamc.org/download/334538/data/aamcstatementforsenatehelpsubcommitteehearingonprimarycareworkf.pdf�
https://www.aamc.org/download/334538/data/aamcstatementforsenatehelpsubcommitteehearingonprimarycareworkf.pdf�


Introduced June 12, 2013, by: 
• Senator Jack Reed (D-R.I.) 

 

staff contact: Kate Mevis 
           kate_mevis@reed.senate.gov 
 

• Senator Roy Blunt (R-Mo.) 
 

staff contact: Kristina Weger 
           kristina_weger@blunt.senate.gov  

 
Summaries of the bill are available at the 
registration table. AAMC supports this bill. 
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Building A Health Care Workforce 
for the Future Act (S. 1152) 

mailto:kate_mevis@reed.senate.gov�
mailto:kristina_weger@blunt.senate.gov�


Mentorship Program for Medical Students 
• Developing Effective Primary Care Mentors 
• Improving Mentorship Opportunities for Students 

 
Grants for New Competencies 
 

 
Study on E/M Documentation Requirements  
 
 

State Scholarship Program 
• Matching funds to states for scholarship programs 
• At least 50% of funds for primary care scholarships 
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Building A Health Care Workforce 
for the Future Act (S. 1152) 



July GME Summit 

Christiane Mitchell 
Director, Federal Affairs 
June 19, 2013 
cmitchell@aamc.org 
202-828-0526 
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FY 2014 Inpatient PPS 
Proposed Rule Update 

 
 
 
 

 
 
 
 
AAMC Staff:  
Allison Cohen, JD, LLM 
Senior Policy and Regulatory Specialist 
acohen@aamc.org 



FY 2014 Market Basket Update 
• Market basket projected increase = 2.5 percent 

o Less 2 percent if hospital doesn’t submit quality data 
o Less multi-factor productivity adjustment = 0.4 

percent  
o Less an additional 0.3 percent (ACA) 
o Less 0.8 percent due to documentation and coding 

recoupment adjustment (subject to comment) 
o Less 0.2 percent offset for admission and medical 

review criteria (subject to comment) 

 
FY 2014 Payment Update: 0.8%  
However, other factors may affect your payments 
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Additional Factors Affecting 
Aggregate Payments – FY 2014 

Policy Impact 
DSH Payment Modification -0.9% 
Readmissions -0.2% 
Higher SCH rate update +0.1% 
Expiration of MDH Special Status  -0.1% 
Frontier Wage Index Floor +0.1% 
MS-DRG reweighting/Wage Index Changes +0.1% 

Impact from Additional Factors -0.9% 
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Payment impact analysis shows aggregate amounts decreasing 
0.1%  



Documentation & Coding Proposal 
• CMS proposes a -0.8 percent recoupment 

adjustment to begin to recover the $11 billion 
required by the ATRA. 
 
 ATRA requires the full adjustment ($11B) to 

be completed by FY 2017.  CMS’ proposal 
would begin phasing this in slowly. 
 

 CMS estimates the -0.8 percent for FY 2014 
will recover almost $1B. 
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New DSH Payments Under ACA Sec. 3133 
DSH payments will be split into 2 separate 
payments: “Empirically Justified” and the 
“Uncompensated Care Payment” 

25% of DSH Payments (“Empirically Justified”) 
will be paid the same way they have been paid. 

75 % of DSH payments will be used toward the 
uncompensated care (UC) payment. 

This 75% (UCC payment pool) will be reduced 
as the uninsured population decreases (11.2% 
reduction to the 75% pool in FY 2014) 

UCC payments will be periodic interim 
payments instead of through the PRICER.  This 
has implications for MA plans and Outliers. 
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The New “Uncompensated Care Payment” 

Factor 1 

• 75% of what 
otherwise would 
have been paid 
as Medicare 
DSH Payments 

Factor 2 

• Reduces the 
75% to reflect 
changes in the 
percentage of 
people under 
age 65 who are 
newly insured 
due to ACA 
Implementation. 

Factor 3 

• Represents a 
hospital’s 
uncompensated 
care amount 
relative to the 
uncompensated 
care amount for 
all hospitals 
(expressed as a 
%) 

Product of Factors 1 and 2 = 
Total UC Pool 

UC Pool multiplied by 
Factor 3 = Your UC 
Payment 
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How to Figure Out Your UC Payment 

The UC Payment Pool = 75% x 
$12.338 = $9.2535 B 

The Pool is Reduced by the 
Percentage Insured = $9.2535 x 
88.8% = $8.217 B 

UC Payment = $8.217 B x [(Your Hospital 
Medicaid Days + Medicare SSI Days) ÷ 
(Medicaid Days + Medicare SSI Days for All 
DSH Eligible Hospitals)] = YOUR UC 
PAYMENT 
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PRICER Issue 
 
• MA plans may end up underpaying hospitals if 

the DSH policy is implemented as proposed. 
 CMS PRICER will only report the immediate 

DSH payment and not the interim UC 
payment. 

 MA plans are often contracted to pay 
hospitals based on the amounts reported in 
the PRICER. 

• AAMC will raise in comment letter. 
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Looking ahead… 
 
• CMS only plans to use the proxy for 

determining uncompensated care (Medicaid 
days + Medicare SSI days) temporarily. 

• CMS is not proposing to use S-10 data in this 
proposed rule due to data deficiencies. 

• CMS will likely propose to use S-10 data to 
determine uncompensated care costs in the 
future. 

• Please get in touch if you have questions about 
S-10 reporting. 
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GME – Labor & Delivery Days 
 
• CMS proposes to include labor and delivery 

days as inpatient days in the Medicare 
utilization calculation. 
 L & D days would be considered inpatient 

days for purposes of determining Medicare 
share for DGME payments. 

 CMS estimates this change would decrease 
DGME payments by $15 M for FY 2014 
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GME - FTE Residents at CAHs 
 

• CMS clarifies that a CAH is a provider, and 
therefore, CMS proposes that a hospital may not 
claim the time FTE residents are training at a 
CAH for IME and/or DGME purposes. 
 

• Currently, teaching hospitals can count time that residents 
rotate to CAHs if the teaching hospital incurs the costs of 
stipends and benefits of the residents and the resident 
spends his/her time on patient care activities. 

 
• If CMS’ proposal is finalized, teaching hospitals would no 

longer be able to count time residents spend training at 
CAHs.  
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GME – PRA Ceiling Freeze 
 
• CMS provides notice that the “freeze” for per 

resident amounts (PRAs) that exceed the 
ceiling expires in FY 2014, as required by 
statute.   

 
• This means that starting Oct. 1, 2013, the usual 

full CPI-U updates would apply to all PRAs for 
DGME payment purposes.   
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GME- Sec. 5506 Closure Notice 
 

• Closure of Peninsula Hospital Center in Far Rockaway NY 
(“Round 4”) of Section 5506. 

• Peninsula Hospital Center’s IME cap is 28.32 and its DGME 
cap is 36.34. 

• Applications must be received by the CMS Central Office no 
later than July 25, 2013. 

• CMS recently announced Round 5 of the Sec. 5506:  Closure of 
Infirmary West Hospital in Mobile, AL, and Montgomery 
Hospital of Morristown, PA.   

• Infirmary West Hospital’s IME cap is 31.74 and its DGME cap is 
31.84.  Montgomery Hospital’s IME cap is 16.56 and its DGME 
cap is 15.33.   

• Applications for the slots must be received by 5 pm ET on 
August 29, 2013.  
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Questions? 
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Hospital Acquired 
Condition (HAC) 
Reduction Program 
 
 
 
Mary Wheatley  
Director, Physician Quality 
and Payment Policies 
mwheatley@aamc.org 
202-862-6297 

mailto:mwheatley@aamc.org�


What is it? 
• Penalty program for hospitals with worst performance 

on hospital-acquired conditions 
• Established by Section 3008 of the ACA  
• Automatic 1% reduction to 25% of all hospitals 
• Affects IME/DSH as well as Base DRG 
• This HAC program is in addition to the HAC Non-

Payment Program 
 
CMS Proposals 
• What measures to use 
• How to calculate the “worst quartile” 
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Hospital Acquired Condition 
(HAC) Reduction Program  



HAC Reduction Program Framework 

Measures 
 

Domains 

Total 
Score 

Total HAC Score 

Domain 1 

AHRQ PSI AHRQ 
Composite 

Domain 2 

CDC 
NHSN 
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OR 

Similar to VBP: 

However: 
  Different methodology to assign points 
  Worse performance = more points 
  Most hospitals receive zero points for each measure 
  No improvement points  
  No incentive payments 

Worst quartile 
receives 

automatic 1% 
reduction 



CMS Estimates Teaching Hospitals 
will be Disproportionately Affected 

41 

Calculation is based on CMS data, which has not been 
verified 



AAMC Concerns 
• Disproportionate effect on teaching hospitals 

(and the impact on IME/DSH) 
• Overlap of measures in HACs and VBP 
• What is the best methodology –  

• Current measures have methodological 
issues 
• Clinically validated measures should have 

greater weight than claims-based 
measures 

• Impact of scoring adjustments 
• Lack of available data to study alternatives 
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