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tween States and the Indian Health Service,
Indian Tribes, Tribal Organizations, or Urban
Indian Organizations for such Service, Tribes,
or Organizations to conduct administrative
activities under such subchapters.

(b) Requirement to facilitate cooperation

The Secretary, acting through the Centers for
Medicare & Medicaid Services, shall take such
steps as are necessary to facilitate cooperation
with, and agreements between, States and the
Indian Health Service, Indian Tribes, Tribal Or-
ganizations, or Urban Indian Organizations with
respect to the provision of health care items and
services to Indians under the programs estab-
lished under subchapter XIX or XXI.

(¢) Definition of Indian; Indian Tribe; Indian
Health Program; Tribal Organization; Urban
Indian Organization

For purposes of this section, subchapter XIX,
and subchapter XXI, the terms ‘‘Indian’’, “In-
dian Tribe’’, ‘“‘Indian Health Program’, ‘‘Tribal
Organization”, and ‘Urban Indian Organiza-
tion” have the meanings given those terms in
section 1603 of title 25.

(Aug. 14, 1935, ch. 531, title XI, §1139, as added
Pub. L. 100-203, title IX, §9136, Dec. 22, 1987, 101
Stat. 1330-316; amended Pub. L. 100-647, title
VIII, §8201, Nov. 10, 1988, 102 Stat. 3798; Pub. L.
10145, title IV, §409, June 30, 1989, 103 Stat. 130;
Pub. L. 101-239, title VI, §6221, Dec. 19, 1989, 103
Stat. 2255; Pub. L. 101-508, title IV, §4207(k)(6),
formerly §4027(k)(6), title V, §50567, Nov. 5, 1990,
104 Stat. 1388-125, 1388-230; Pub. L. 103-432, title
I, §160(d)(4), title II, §264(d), Oct. 31, 1994, 108
Stat. 4444, 4468, Pub. L. 111-3, title II, §202(a),
Feb. 4, 2009, 123 Stat. 39; Pub. L. 111-148, title II,
§2901(d), Mar. 23, 2010, 124 Stat. 333.)

AMENDMENTS

2010—Subsec. (c). Pub. L. 111-148 substituted ‘‘For
purposes of this section, subchapter XIX, and sub-
chapter XXI” for ‘‘In this section”.

2009—Pub. L. 111-3 amended section generally. Prior
to amendment, section related to the National Com-
mission on Children.

1994—Subsec. (d). Pub. L. 103-432, §264(d), repealed
Pub. L. 101-508, §5057. See 1990 Amendment note below.

1990—Subsec. (d). Pub. L. 101-508, §5057, which di-
rected amendment of subsec. (d) by substituting ‘“‘an in-
terim report no later than September 30, 1990, and a
final report no later than March 31, 1991 for ‘‘an in-
terim report no later than March 31, 1991, and a final
report no later than September 30, 1990”°, and could not
be executed, was repealed by Pub. L. 103-432, §264(d).
See Construction of 1990 Amendment note below.

Pub. L. 101-508, §4207(k)(6), formerly §4027(k)(6), as re-
numbered by Pub. L. 103-432, §160(d)(4), substituted ‘‘in-
terim report no later than March 31, 1990, and a final
report no later than March 31, 1991, setting forth’ for
“interim report no later than March 31, 1991, and a final
report no later than September 30, 1990, setting forth’.

1989—Subsec. (d). Pub. L. 101-239, §6221(1), which di-
rected the substitution of ‘“March 31, 1990 for ‘‘Sep-
tember 30, 1988’ and ‘‘March 31, 1991” for ‘‘March 31,
1990 [1989]°, could only be executed in part by sub-
stituting ‘“March 31, 1991 for ‘“March 30, 1990 in view
of amendment by Pub. L. 100-647. See 1990 Amendment
note above.

Subsec. (e)(1)(A), (H(B). Pub. L. 101-239, §6221(2), sub-
stituted ‘‘March 31, 1991” for ‘‘September 30, 1990°°.

Subsec. (f). Pub. L. 101-45 amended subsec. (f) gener-
ally. Prior to amendment, subsec. (f) read as follows:

‘(1) The Commission shall appoint an Executive Di-
rector of the Commission who shall be compensated at
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a rate fixed by the Commission, but which shall not ex-
ceed the rate established for level V of the Executive
Schedule under title 5.

‘“(2) In addition to the Executive Director, the Com-
mission may appoint and fix the compensation of such
personnel as it deems advisable, in accordance with the
provisions of title 5 governing appointments to the
competitive service, and the provisions of chapter 51
and subchapter III of chapter 53 of such title, relating
to classification and General Schedule pay rates.”

Subsec. (j). Pub. L. 101-239, §6221(3), substituted
‘“‘through fiscal year 1991, such sums’ for ‘‘such sums’’.

Subsecs. (k), (I). Pub. L. 101-239, §6221(4), added sub-
secs. (k) and (7).

1988—Subsec. (d). Pub. L. 100-647, §8201(1), (2), sub-
stituted ‘“March 31, 1990’ for ‘‘September 30, 1988 and
‘““September 30, 1990 for ‘‘March 31, 1989 in introduc-
tory provisions.

Subsec. (e)(1)(A), (4)(B). Pub. L. 100-647, §8201(3), (4),
substituted ‘‘September 30, 1990’ for ‘‘March 31, 1989°.

Subsec. (j). Pub. L. 100-647, §8201(5), inserted ‘‘for
each of fiscal years 1989 and 1990’ before period at end.

EFFECTIVE DATE OF 2009 AMENDMENT

Amendment by Pub. L. 111-3 effective Apr. 1, 2009, and
applicable to child health assistance and medical as-
sistance provided on or after that date, with certain ex-

ceptions, see section 3 of Pub. L. 111-3, set out as an Ef-
fective Date note under section 1396 of this title.

EFFECTIVE DATE OF 1994 AMENDMENT

Pub. L. 103-432, title II, §264(h), Oct. 31, 1994, 108 Stat.
4469, provided that: ‘‘Each amendment made by this
section [amending this section and sections 602, 1382a,
and 1383 of this title] shall take effect as if included in
the provision of OBRA-1990 [Pub. L. 101-508] to which
the amendment relates at the time such provision be-
came law.”

CONSTRUCTION OF 1990 AMENDMENT

Pub. L. 103432, title II, §264(d), Oct. 31, 1994, 108 Stat.
4468, provided that: ‘“‘Section 5057 of OBRA-1990 [Pub. L.
101-508, amending this section], and the amendment
made by such section, are hereby repealed, and section
1139(d) of the Social Security Act [42 U.S.C. 1320b-9(d)]
shall be applied and administered as if such section 5057
had never been enacted.”

§ 1320b-9a. Child health quality measures

(a) Development of an initial core set of health
care quality measures for children enrolled
in Medicaid or CHIP

(1) In general

Not later than January 1, 2010, the Secretary
shall identify and publish for general comment
an initial, recommended core set of child
health quality measures for use by State pro-
grams administered under subchapters XIX
and XXI, health insurance issuers and man-
aged care entities that enter into contracts
with such programs, and providers of items
and services under such programs.

(2) Identification of initial core measures

In consultation with the individuals and en-
tities described in subsection (b)(3), the Sec-
retary shall identify existing quality of care
measures for children that are in use under
public and privately sponsored health care
coverage arrangements, or that are part of re-
porting systems that measure both the pres-
ence and duration of health insurance cov-
erage over time.

(3) Recommendations and dissemination

Based on such existing and identified meas-
ures, the Secretary shall publish an initial
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core set of child health quality measures that
includes (but is not limited to) the following:
(A) The duration of children’s health in-
surance coverage over a 12-month time pe-
riod.
(B) The availability and effectiveness of a
full range of—

(i) preventive services, treatments, and
services for acute conditions, including
services to promote healthy birth, prevent
and treat premature birth, and detect the
presence or risk of physical or mental con-
ditions that could adversely affect growth
and development; and

(ii) treatments to correct or ameliorate
the effects of physical and mental condi-
tions, including chronic conditions and,
with respect to dental care, conditions re-
quiring the restoration of teeth, relief of
pain and infection, and maintenance of
dental health, in infants, young children,
school-age children, and adolescents.

(C) The availability of care in a range of
ambulatory and inpatient health care set-
tings in which such care is furnished.

(D) The types of measures that, taken to-
gether, can be used to estimate the overall
national quality of health care for children,
including children with special needs, and to
perform comparative analyses of pediatric
health care quality and racial, ethnic, and
socioeconomic disparities in child health
and health care for children.

(4) Encourage voluntary and standardized re-
porting
Not later than 2 years after February 4, 2009,
the Secretary, in consultation with States,
shall develop a standardized format for report-
ing information and procedures and ap-
proaches that encourage States to use the ini-
tial core measurement set to voluntarily re-
port information regarding the quality of pedi-
atric health care under subchapters XIX and
XXI.
(5) Adoption of best practices in implementing
quality programs

The Secretary shall disseminate information
to States regarding best practices among
States with respect to measuring and report-
ing on the quality of health care for children,
and shall facilitate the adoption of such best
practices. In developing best practices ap-
proaches, the Secretary shall give particular
attention to State measurement techniques
that ensure the timeliness and accuracy of
provider reporting, encourage provider report-
ing compliance, encourage successful quality
improvement strategies, and improve effi-
ciency in data collection using health infor-
mation technology.

(6) Reports to Congress

Not later than January 1, 2011, and every 3
years thereafter, the Secretary shall report to
Congress on—

(A) the status of the Secretary’s efforts to
improve—
(i) quality related to the duration and
stability of health insurance coverage for
children under subchapters XIX and XXI;
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(ii) the quality of children’s health care
under such subchapters, including preven-
tive health services, dental care, health
care for acute conditions, chronic health
care, and health services to ameliorate the
effects of physical and mental conditions
and to aid in growth and development of
infants, young children, school-age chil-
dren, and adolescents with special health
care needs; and

(iii) the quality of children’s health care
under such subchapters across the domains
of quality, including clinical quality,
health care safety, family experience with
health care, health care in the most inte-
grated setting, and elimination of racial,
ethnic, and socioeconomic disparities in
health and health care;

(B) the status of voluntary reporting by
States under subchapters XIX and XXI, uti-
lizing the initial core quality measurement
set; and

(C) any recommendations for legislative
changes needed to improve the quality of
care provided to children under subchapters
XIX and XXI, including recommendations
for quality reporting by States.

(7) Technical assistance

The Secretary shall provide technical assist-
ance to States to assist them in adopting and
utilizing core child health quality measures in
administering the State plans under sub-
chapters XIX and XXI.

(8) Definition of core set

In this section, the term ‘‘core set’” means a
group of valid, reliable, and evidence-based
quality measures that, taken together—

(A) provide information regarding the
quality of health coverage and health care
for children;

(B) address the needs of children through-
out the developmental age span; and

(C) allow purchasers, families, and health
care providers to understand the quality of
care in relation to the preventive needs of
children, treatments aimed at managing and
resolving acute conditions, and diagnostic
and treatment services whose purpose is to
correct or ameliorate physical, mental, or
developmental conditions that could, if un-
treated or poorly treated, become chronic.

(b) Advancing and improving pediatric quality

measures

(1) Establishment of pediatric quality meas-
ures program

Not later than January 1, 2011, the Secretary
shall establish a pediatric quality measures
program to—

(A) improve and strengthen the initial
core child health care quality measures es-
tablished by the Secretary under subsection
(a);

(B) expand on existing pediatric quality
measures used by public and private health
care purchasers and advance the develop-
ment of such new and emerging quality
measures; and

(C) increase the portfolio of evidence-
based, consensus pediatric quality measures
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available to public and private purchasers of
children’s health care services, providers,
and consumers.

(2) Evidence-based measures

The measures developed under the pediatric
quality measures program shall, at a mini-
mum, be—

(A) evidence-based and, where appropriate,
risk adjusted;

(B) designed to identify and eliminate ra-
cial and ethnic disparities in child health
and the provision of health care;

(C) designed to ensure that the data re-
quired for such measures is collected and re-
ported in a standard format that permits
comparison of quality and data at a State,
plan, and provider level;

(D) periodically updated; and

(B) responsive to the child health needs,
services, and domains of health care quality
described in clauses (i), (ii), and (iii) of sub-
section (a)(6)(A).

(3) Process for pediatric quality measures pro-
gram

In identifying gaps in existing pediatric
quality measures and establishing priorities
for development and advancement of such
measures, the Secretary shall consult with—

(A) States;

(B) pediatricians, children’s hospitals, and
other primary and specialized pediatric
health care professionals (including mem-
bers of the allied health professions) who
specialize in the care and treatment of chil-
dren, particularly children with special
physical, mental, and developmental health
care needs;

(C) dental professionals, including pedi-
atric dental professionals;

(D) health care providers that furnish pri-
mary health care to children and families
who live in urban and rural medically under-
served communities or who are members of
distinct population sub-groups at heightened
risk for poor health outcomes;

(BE) national organizations representing
children, including children with disabilities
and children with chronic conditions;

(F) national organizations representing
consumers and purchasers of children’s
health care;

(G) national organizations and individuals
with expertise in pediatric health quality
measurement; and

(H) voluntary consensus standards setting
organizations and other organizations in-
volved in the advancement of evidence-based
measures of health care.

(4) Developing, validating, and testing a port-
folio of pediatric quality measures

As part of the program to advance pediatric
quality measures, the Secretary shall—

(A) award grants and contracts for the de-
velopment, testing, and validation of new,
emerging, and innovative evidence-based
measures for children’s health care services
across the domains of quality described in
clauses (i), (ii), and (iii) of subsection
(a)(6)(A); and
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(B) award grants and contracts for—

(i) the development of consensus on evi-
dence-based measures for children’s health
care services;

(ii) the dissemination of such measures
to public and private purchasers of health
care for children; and

(iii) the updating of such measures as
necessary.

(5) Revising, strengthening, and improving ini-
tial core measures

Beginning no later than January 1, 2013, and
annually thereafter, the Secretary shall pub-
lish recommended changes to the core meas-
ures described in subsection (a) that shall re-
flect the testing, validation, and consensus
process for the development of pediatric qual-
ity measures described in subsection! para-
graphs (1) through (4).

(6) Definition of pediatric quality measure

In this subsection, the term ‘‘pediatric qual-
ity measure’ means a measurement of clinical
care that is capable of being examined through
the collection and analysis of relevant infor-
mation, that is developed in order to assess 1
or more aspects of pediatric health care qual-
ity in various institutional and ambulatory
health care settings, including the structure
of the clinical care system, the process of care,
the outcome of care, or patient experiences in
care.

(7) Construction

Nothing in this section shall be construed as
supporting the restriction of coverage, under
subchapter XIX or XXI or otherwise, to only
those services that are evidence-based.

(c) Annual State reports regarding State-specific

quality of care measures applied under Med-
icaid or CHIP

(1) Annual State reports

Each State with a State plan approved under
subchapter XIX or a State child health plan
approved under subchapter XXI shall annually
report to the Secretary on the—

(A) State-specific child health quality
measures applied by the States under such
plans, including measures described in sub-
paragraphs (A) and (B) of subsection (a)(6);
and

(B) State-specific information on the qual-
ity of health care furnished to children
under such plans, including information col-
lected through external quality reviews of
managed care organizations under section
1396u-2 of this title and benchmark plans
under sections 1396u-7 and 1397cc of this
title.

(2) Publication

Not later than September 30, 2010, and annu-
ally thereafter, the Secretary shall collect,
analyze, and make publicly available the in-
formation reported by States under paragraph
(D).

180 in original.
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(d) Demonstration projects for improving the
quality of children’s health care and the use
of health information technology

(1) In general

During the period of fiscal years 2009
through 2013, the Secretary shall award not
more than 10 grants to States and child health
providers to conduct demonstration projects
to evaluate promising ideas for improving the
quality of children’s health care provided
under subchapter XIX or XXI, including
projects to—

(A) experiment with, and evaluate the use
of, new measures of the quality of children’s
health care under such subchapters (includ-
ing testing the validity and suitability for
reporting of such measures);

(B) promote the use of health information
technology in care delivery for children
under such subchapters;

(C) evaluate provider-based models which
improve the delivery of children’s health
care services under such subchapters, includ-
ing care management for children with
chronic conditions and the use of evidence-
based approaches to improve the effective-
ness, safety, and efficiency of health care
services for children; or

(D) demonstrate the impact of the model
electronic health record format for children
developed and disseminated under sub-
section (f) on improving pediatric health, in-
cluding the effects of chronic childhood
health conditions, and pediatric health care
quality as well as reducing health care costs.

(2) Requirements

In awarding grants under this subsection,
the Secretary shall ensure that—

(A) only 1 demonstration project funded
under a grant awarded under this subsection
shall be conducted in a State; and

(B) demonstration projects funded under
grants awarded under this subsection shall
be conducted evenly between States with
large urban areas and States with large
rural areas.

(3) Authority for multistate projects

A demonstration project conducted with a
grant awarded under this subsection may be
conducted on a multistate basis, as needed.

(4) Funding

$20,000,000 of the amount appropriated under
subsection (i) for a fiscal year shall be used to
carry out this subsection.
(e) Childhood obesity demonstration project
(1) Authority to conduct demonstration

The Secretary, in consultation with the Ad-
ministrator of the Centers for Medicare &
Medicaid Services, shall conduct a demonstra-
tion project to develop a comprehensive and
systematic model for reducing childhood obe-
sity by awarding grants to eligible entities to
carry out such project. Such model shall—

(A) identify, through self-assessment, be-
havioral risk factors for obesity among chil-
dren;

(B) identify, through self-assessment,
needed clinical preventive and screening
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benefits among those children identified as
target individuals on the basis of such risk
factors;

(C) provide ongoing support to such target
individuals and their families to reduce risk
factors and promote the appropriate use of
preventive and screening benefits; and

(D) be designed to improve health out-
comes, satisfaction, quality of life, and ap-
propriate use of items and services for which
medical assistance is available under sub-
chapter XIX or child health assistance is
available under subchapter XXI among such
target individuals.

(2) Eligibility entities 2
For purposes of this subsection, an eligible
entity is any of the following:

(A) A city, county, or Indian tribe.

(B) A local or tribal educational agency.

(C) An accredited university, college, or
community college.

(D) A Federally-qualified health center.

(E) A local health department.

(F) A health care provider.

(G) A community-based organization.

(H) Any other entity determined appro-
priate by the Secretary, including a consor-
tia3 or partnership of entities described in
any of subparagraphs (A) through (G).

(3) Use of funds

An eligible entity awarded a grant under
this subsection shall use the funds made avail-
able under the grant to—

(A) carry out community-based activities
related to reducing childhood obesity, in-
cluding by—

(i) forming partnerships with entities,
including schools and other facilities pro-
viding recreational services, to establish
programs for after school and weekend
community activities that are designed to
reduce childhood obesity;

(ii) forming partnerships with daycare
facilities to establish programs that pro-
mote healthy eating behaviors and phys-
ical activity; and

(iii) developing and evaluating commu-
nity educational activities targeting good
nutrition and promoting healthy eating
behaviors;

(B) carry out age-appropriate school-based
activities that are designed to reduce child-
hood obesity, including by—

(i) developing and testing educational
curricula and intervention programs de-
signed to promote healthy eating behav-
iors and habits in youth, which may in-
clude—

(I) after hours physical activity pro-
grams; and

(IT) science-based interventions with
multiple components to prevent eating
disorders including nutritional content,
understanding and responding to hunger
and satiety, positive body image devel-
opment, positive self-esteem develop-

280 in original. Probably should be ‘‘Eligible entities’.

380 in original. Probably should be ‘‘consortium’.
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ment, and learning life skills (such as
stress management, communication
skills, problemsolving and decision-
making skills), as well as consideration
of cultural and developmental issues,
and the role of family, school, and com-
munity;

(ii) providing education and training to
educational professionals regarding how to
promote a healthy lifestyle and a healthy
school environment for children;

(iii) planning and implementing a
healthy lifestyle curriculum or program
with an emphasis on healthy eating behav-
iors and physical activity; and

(iv) planning and implementing healthy
lifestyle classes or programs for parents or
guardians, with an emphasis on healthy
eating behaviors and physical activity for
children;

(C) carry out educational, counseling, pro-
motional, and training activities through
the local health care delivery systems in-
cluding by—

(i) promoting healthy eating behaviors
and physical activity services to treat or
prevent eating disorders, being over-
weight, and obesity;

(ii) providing patient education and
counseling to increase physical activity
and promote healthy eating behaviors;

(iii) training health professionals on how
to identify and treat obese and overweight
individuals which may include nutrition
and physical activity counseling; and

(iv) providing community education by a
health professional on good nutrition and
physical activity to develop a better un-
derstanding of the relationship between
diet, physical activity, and eating dis-
orders, obesity, or being overweight; and

(D) provide, through qualified health pro-
fessionals, training and supervision for com-
munity health workers to—

(i) educate families regarding the rela-
tionship between nutrition, eating habits,
physical activity, and obesity;

(ii) educate families about effective
strategies to improve nutrition, establish
healthy eating patterns, and establish ap-
propriate levels of physical activity; and

(iii) educate and guide parents regarding
the ability to model and communicate
positive health behaviors.

(4) Priority

In awarding grants under paragraph (1), the

Secretary shall give priority to awarding
grants to eligible entities—

(A) that demonstrate that they have pre-
viously applied successfully for funds to
carry out activities that seek to promote in-
dividual and community health and to pre-
vent the incidence of chronic disease and
that can cite published and peer-reviewed re-
search demonstrating that the activities
that the entities propose to carry out with
funds made available under the grant are ef-
fective;

(B) that will carry out programs or activi-
ties that seek to accomplish a goal or goals
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set by the State in the Healthy People 2010
plan of the State;

(C) that provide non-Federal contribu-
tions, either in cash or in-kind, to the costs
of funding activities under the grants;

(D) that develop comprehensive plans that
include a strategy for extending program ac-
tivities developed under grants in the years
following the fiscal years for which they re-
ceive grants under this subsection;

(E) located in communities that are medi-
cally underserved, as determined by the Sec-
retary;

(F) located in areas in which the average
poverty rate is at least 150 percent or higher
of the average poverty rate in the State in-
volved, as determined by the Secretary; and

(G) that submit plans that exhibit multi-
sectoral, cooperative conduct that includes
the involvement of a broad range of stake-
holders, including—

(i) community-based organizations;
(ii) local governments;
(iii) local educational agencies;
(iv) the private sector;
(v) State or local departments of health;
(vi) accredited colleges, universities, and
community colleges;
(vii) health care providers;
(viii) State and local departments of
transportation and city planning; and
(ix) other entities determined appro-
priate by the Secretary.
(5) Program design
(A) Initial design

Not later than 1 year after February 4,
2009, the Secretary shall design the dem-
onstration project. The demonstration
should draw upon promising, innovative
models and incentives to reduce behavioral
risk factors. The Administrator of the Cen-
ters for Medicare & Medicaid Services shall
consult with the Director of the Centers for
Disease Control and Prevention, the Direc-
tor of the Office of Minority Health, the
heads of other agencies in the Department of
Health and Human Services, and such profes-
sional organizations, as the Secretary deter-
mines to be appropriate, on the design, con-
duct, and evaluation of the demonstration.
(B) Number and project areas

Not later than 2 years after February 4,
2009, the Secretary shall award 1 grant that
is specifically designed to determine wheth-
er programs similar to programs to be con-
ducted by other grantees under this sub-
section should be implemented with respect
to the general population of children who
are eligible for child health assistance under
State child health plans under subchapter
XXI in order to reduce the incidence of
childhood obesity among such population.

(6) Report to Congress

Not later than 3 years after the date the Sec-
retary implements the demonstration project
under this subsection, the Secretary shall sub-
mit to Congress a report that describes the
project, evaluates the effectiveness and cost
effectiveness of the project, evaluates the ben-
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eficiary satisfaction under the project, and in-
cludes any such other information as the Sec-
retary determines to be appropriate.
(7) Definitions

In this subsection:

(A) Federally-qualified health center

The term ‘‘Federally-qualified health cen-
ter’” has the meaning given that term in sec-
tion 1396d(1)(2)(B) of this title.

(B) Indian tribe

The term ‘‘Indian tribe’’ has the meaning
given that term in section 1603 of title 25.

(C) Self-assessment

The term ‘‘self-assessment’ means a form
that—

(i) includes questions regarding—

(I) behavioral risk factors;

(IT) needed preventive and screening
services; and

(ITI) target individuals’ preferences for
receiving follow-up information;

(ii) is assessed using such computer gen-
erated assessment programs; and
(iii) allows for the provision of such on-
going support to the individual as the Sec-
retary determines appropriate.
(D) Ongoing support

The term ‘‘ongoing support’” means—

(i) to provide any target individual with
information, feedback, health coaching,
and recommendations regarding—

(I) the results of a self-assessment
given to the individual;

(IT) behavior modification based on the
self-assessment; and

(ITITI) any need for clinical preventive
and screening services or treatment in-
cluding medical nutrition therapy;

(ii) to provide any target individual with
referrals to community resources and pro-
grams available to assist the target indi-
vidual in reducing health risks; and

(iii) to provide the information described
in clause (i) to a health care provider, if
designated by the target individual to re-
ceive such information.

(8) Appropriation

Out of any funds in the Treasury not other-
wise appropriated, there is appropriated to
carry out this subsection, $25,000,000 for the
period of fiscal years 2010 through 2014, and
$10,000,000 for the period of fiscal years 2016
and 2017.

(f) Development of model electronic health
record format for children enrolled in Medic-
aid or CHIP

(1) In general

Not later than January 1, 2010, the Secretary
shall establish a program to encourage the de-
velopment and dissemination of a model elec-
tronic health record format for children en-
rolled in the State plan under subchapter XIX
or the State child health plan under sub-
chapter XXI that is—

(A) subject to State laws, accessible to
parents, caregivers, and other consumers for
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the sole purpose of demonstrating compli-
ance with school or leisure activity require-
ments, such as appropriate immunizations
or physicals;

(B) designed to allow interoperable ex-
changes that conform with Federal and
State privacy and security requirements;

(C) structured in a manner that permits
parents and caregivers to view and under-
stand the extent to which the care their
children receive is clinically appropriate and
of high quality; and

(D) capable of being incorporated into, and
otherwise compatible with, other standards
developed for electronic health records.

(2) Funding

$5,000,000 of the amount appropriated under
subsection (i) for a fiscal year shall be used to
carry out this subsection.

(g) Study of pediatric health and health care

quality measures
(1) In general

Not later than July 1, 2010, the Institute of
Medicine shall study and report to Congress on
the extent and quality of efforts to measure
child health status and the quality of health
care for children across the age span and in re-
lation to preventive care, treatments for acute
conditions, and treatments aimed at amelio-
rating or correcting physical, mental, and de-
velopmental conditions in children. In con-
ducting such study and preparing such report,
the Institute of Medicine shall—

(A) consider all of the major national pop-
ulation-based reporting systems sponsored
by the Federal Government that are cur-
rently in place, including reporting require-
ments under Federal grant programs and na-
tional population surveys and estimates con-
ducted directly by the Federal Government;

(B) identify the information regarding
child health and health care quality that
each system is designed to capture and gen-
erate, the study and reporting periods cov-
ered by each system, and the extent to
which the information so generated is made
widely available through publication;

(C) identify gaps in knowledge related to
children’s health status, health disparities
among subgroups of children, the effects of
social conditions on children’s health status
and use and effectiveness of health care, and
the relationship between child health status
and family income, family stability and
preservation, and children’s school readiness
and educational achievement and attain-
ment; and

(D) make recommendations regarding im-
proving and strengthening the timeliness,
quality, and public transparency and acces-
sibility of information about child health
and health care quality.

(2) Funding

Up to $1,000,000 of the amount appropriated
under subsection (i) for a fiscal year shall be
used to carry out this subsection.

(h) Rule of construction

Notwithstanding any other provision in this

section, no evidence based quality measure de-
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veloped, published, or used as a basis of meas-
urement or reporting under this section may be
used to establish an irrebuttable presumption
regarding either the medical necessity of care or
the maximum permissible coverage for any indi-
vidual child who is eligible for and receiving
medical assistance under subchapter XIX or
child health assistance under subchapter XXI.
(i) Appropriation

Out of any funds in the Treasury not other-
wise appropriated, there is appropriated for each
of fiscal years 2009 through 2013, $45,000,000 for
the purpose of carrying out this section (other
than subsection (e)), and there is appropriated
for the period of fiscal years 2016 and 2017,
$20,000,000 for the purpose of carrying out this
section (other than subsections (e), (f), and (g)).
Funds appropriated under this subsection shall
remain available until expended.

(Aug. 14, 1935, ch. 531, title XI, §1139A, as added
and amended Pub. L. 111-3, title IV, §401(a), title
V, §501(g), Feb. 4, 2009, 123 Stat. 72, 838; Pub. L.
111-148, title IV, §4306, Mar. 23, 2010, 124 Stat. 587;
Pub. L. 114-10, title III, §304, Apr. 16, 2015, 129
Stat. 158.)

AMENDMENTS

2015—Subsec. (e)(8). Pub. L. 114-10, §304(a), inserted
¢, and $10,000,000 for the period of fiscal years 2016 and
2017 after <<2014”.

Subsec. (i). Pub. L. 114-10, §304(b), inserted ¢, and
there is appropriated for the period of fiscal years 2016
and 2017, $20,000,000 for the purpose of carrying out this
section (other than subsections (e), (f), and (g))”’ after
‘“‘(other than subsection (e))”’.

2010—Subsec. (e)(8). Pub. L. 111-148 amended par. (8)
generally. Prior to amendment, text read as follows:
“There is authorized to be appropriated to carry out
this subsection, $25,000,000 for the period of fiscal years
2009 through 2013.”

2009—Subsec. (a)(3)(B)(ii). Pub. L. 111-3, §501(g)(1), in-
serted ‘‘and, with respect to dental care, conditions re-
quiring the restoration of teeth, relief of pain and in-
fection, and maintenance of dental health” after
‘“‘chronic conditions’.

Subsec. (a)(6)(A)(ii). Pub. L. 111-3, §501(g)(2), inserted
‘“‘dental care,” after ‘‘preventive health services,”’.

EFFECTIVE DATE

Section and amendment by Pub. L. 111-3 effective
Apr. 1, 2009, and applicable to child health assistance
and medical assistance provided on or after that date,
with certain exceptions, see section 3 of Pub. L. 111-3,
set out as a note under section 1396 of this title.

§ 1320b-9b. Adult health quality measures

(a) Development of core set of health care qual-
ity measures for adults eligible for benefits
under Medicaid

The Secretary shall identify and publish a rec-
ommended core set of adult health quality
measures for Medicaid eligible adults in the
same manner as the Secretary identifies and
publishes a core set of child health quality
measures under section 1320b-9a of this title, in-
cluding with respect to identifying and publish-
ing existing adult health quality measures that
are in use under public and privately sponsored
health care coverage arrangements, or that are
part of reporting systems that measure both the
presence and duration of health insurance cov-
erage over time, that may be applicable to Med-
icaid eligible adults.
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(b) Deadlines
(1) Recommended measures

Not later than January 1, 2011, the Secretary
shall identify and publish for comment a rec-
ommended core set of adult health quality
measures for Medicaid eligible adults.

(2) Dissemination

Not later than January 1, 2012, the Secretary
shall publish an initial core set of adult health
quality measures that are applicable to Medic-
aid eligible adults.

(3) Standardized reporting

Not later than January 1, 2013, the Sec-
retary, in consultation with States, shall de-
velop a standardized format for reporting in-
formation based on the initial core set of adult
health quality measures and create procedures
to encourage States to use such measures to
voluntarily report information regarding the
quality of health care for Medicaid eligible
adults.

(4) Reports to Congress

Not later than January 1, 2014, and every 3
years thereafter, the Secretary shall include
in the report to Congress required under sec-
tion 1320b-9a(a)(6) of this title information
similar to the information required under that
section with respect to the measures estab-
lished under this section.

(5) Establishment of Medicaid quality measure-
ment program

(A) In general

Not later than 12 months after the release
of the recommended core set of adult health
quality measures under paragraph (1))1, the
Secretary shall establish a Medicaid Quality
Measurement Program in the same manner
as the Secretary establishes the pediatric
quality measures program under section
1320b-9a(b) of this title.

(B) Revising, strengthening, and improving
initial core measures

Beginning not later than 24 months after
the establishment of the Medicaid Quality
Measurement Program, and annually there-
after, the Secretary shall publish rec-
ommended changes to the initial core set of
adult health quality measures that shall re-
flect the results of the testing, validation,
and consensus process for the development
of adult health quality measures.

(c) Construction

Nothing in this section shall be construed as
supporting the restriction of coverage, under
subchapter XIX or XXI or otherwise, to only
those services that are evidence-based, or in
anyway limiting available services.

(d) Annual State reports regarding State-specific
quality of care measures applied under Med-
icaid

(1) Annual State reports

Each State with a State plan or waiver ap-
proved under subchapter XIX shall annually

180 in original. The second closing parenthesis probably

should not appear.
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