THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Charles W, Boustany, Jr., M.D.
U.S. House of Representatives
Washington, DC 20515

Dear Dr. Boustany:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment -
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resuiting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Since

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

‘The Honorable Diane Black
U.S. House of Representatives
Washington, DC 20515

Dear Representative Black:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently compieted its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. [ am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable David Reichert
U.S. House of Representatives
Washington, DC 20515

Dear Representative Reichert:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities,

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after J anuary 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facitities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries,

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sinc

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Paul Gosar
U.S. House of Representatives
Washington, DC 20515

Dear Representative Gosar:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). [ am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after J anuary 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

incerel

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Patrick J. Tiberi
U.S. House of Representatives
Washington, DC 20515

Dear Representative Tiberi:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after J anuary 1,2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied 2
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comument
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

1 appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

incere

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25,2011

The Honorable Aaron Schock
U.S. House of Representatives
Washington, DC 20515

Dear Representative Schock:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). [ am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 3 1,2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. [ am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerel

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Peter Roskam
U.S. House of Representatives
Washington, DC 20515

Dear Representative Roskam;

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS$ for renal dialysis services provided on or after J anuary 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011. '

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. 1am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerel

Kathleen Sebelius
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25,2011

The Honorable Marsha Blackburn
U.S. House of Representatives
Washington, DC 20515

Dear Representative Blackburn:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition, Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after J anuary 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerel

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Michael C. Burgess
U.S. House of Representatives
Washington, DC 20515

Dear Representative Burgess:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities,

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after J anuary 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerel

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Bob Gibbs
U.S. House of Representatives
Washington, DC 20515

Dear Representative Gibbs:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). 1am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition, Using this data, CMS issued an interim final rute with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, inciuding payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be exciuded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




GAMENT S

\XEMLT" &5

N
REETTY

THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201
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= May 25, 2011

The Honorabie Bill Posey
U.S. House of Representatives
Washington, DC 20515

Dear Representative Posey:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. 1 will also provide this response to the
cosigners of your letter,

Sincerel

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Tom Price
U.S. House of Representatives
Washington, DC 20515

Dear Representative Price:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). 1am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. [ am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter,

Sincerel

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable John Fleming
U.S. House of Representatives
Washington, DC 20515

Dear Representative Fleming:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment Systerm (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31 , 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. [ am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Siggcerely

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Jean Schmidt
U.S. House of Representatives
Washington, DC 20515

Dear Representative Schmidst:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April I to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. Iam confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sipcerely

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Tim Walberg
U.S. House of Representatives
Washington, DC 20515

Dear Representative Walberg:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). 1am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities,

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the futll payment
rate under the ESRD PPS for renal dialysis services provided on or after J anuary 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

[nitially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerel

Kathleen Sebelius
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‘The Honorable Mike Rogers
U.S. House of Representatives
Washington, DC 20515

Dear Representative Rogers:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after J anuary 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the Angust 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31 , 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. [ am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

incerel

Kathieen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Lynn Jenkins
U.S. House of Representatives
Washington, DC 20515

Dear Representative Jenkins:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities,

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. 1am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerel

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Billy Long
U.S. House of Representatives
Washington, DC 20515

Dear Representative Long:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after J anuary 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition,

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor wili be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. Iam confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincergl

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Jim Gerlach
U.S. House of Representatives
Washington, DC 20515

Dear Representative Gerlach:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based -
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment -
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincegel

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Stevan Pearce
U.S. House of Representatives
Washington, DC 20515

Dear Representative Pearce:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. 1 am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter,

Sinc

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Bill Cassidy
U.S. House of Representatives
Washington, DC 20515

Dear Representative Cassidy:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities. :

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 201 1, azero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. 1am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for al beneficiaries. I will also provide this response to the
cosigners of your [etter,

Sincerely

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Devin Nunes
U.S. House of Representatives
Washington, DC 20515

Dear Representative Nunes:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS apptied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

T appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincergl

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Sam Johnson
U.S. House of Representatives
Washington, DC 20515

Dear Representative Johnson:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition, Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after J anuary 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. [ will also provide this response to the
cosigners of your letter.

incergly,

Kathleen Sebelius
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The Honorable Brett Guthrie

U.S. House of Representatives

Washington, DC 20515

Dear Representative Guthrie:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). 1am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

T appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Renee Elimers
U.S. House of Representatives
Washington, DC 20515

Dear Representative Ellmers:

Thank you for your letter expressing concem about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after J anuary 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Finail Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. 1am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. [ will also provide this response to the
cosigners of your letter.

Sincerely

Kathieen Sebelius
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The Honorable Ted Poe
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Washington, DC 20515

Dear Representative Poe:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). 1am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent 1o ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 201 1, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resuiting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25,2011

The Honorable Adam Kinzinger
U.S. House of Representatives
Washington, DC 20515

Dear Representative Kinzinger:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). [ am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after J anuary 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




% THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

KR e May 25, 2011

The Honorable Erik Paulsen
U.S. House of Representatives
Washington, DC 20515

Dear Representative Paulsen:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
fgﬁities would choose to be excluded from the transition period. These projections were based
orhthe best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

1 appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter,

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Leonard Lance
U.S. House of Representatives
Washington, DC 20515

Dear Representative Lance:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). 1 am pleased to report that the Centers for Medicare &
‘Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a biended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

[nitially, CMS calcuiated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011. '

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services fumished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. Iam confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Vern Buchanan
U.S. House of Representatives
Washington, DC 20515

Dear Representative Buchanan:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Tam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rufe with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutzality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facitities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter,

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Nan Hayworth
U.S. House of Representatives
Washington, DC 20515

Dear Representative Hayworth:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter, '

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Geoff Davis
U.S. House of Representatives
Washington, DC 20515

Dear Representative Davis:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period, Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. [ am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

athleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Robert Dold
U.S. House of Representatives
Washington, DC 20515

Dear Representative Dold:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). [ am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
pertod to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. 1am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter,

Sincerely,

athleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Charlie Bass
U.S. House of Representatives
Washington, DC 20515

Dear Representative Bass:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actuaily elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD

- facilities, resulting in a 3.1 percent payment increase. Iam confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kéthleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
= WASHINGTON, D.C. 20201

TRl May 25, 2011

The Honorable Robert Hurt
U.S. House of Representatives
Washington, DC 20515

Dear Representative Hurt:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition, Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis setvices for beneficiaries.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

thleen Sebelius




By
SRS

THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

ol May 25, 2011

The Honorable Steve Scalise
U.S. House of Representatives
Washington, DC 20515

Dear Representative Scalise:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition,

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its coliection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

Tappreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Phil Gingrey
U.S. House of Representatives
Washington, DC 20515

Dear Representative Gingrey:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after J anuary 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sipcerety

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Joe Heck
U.S. House of Representatives
Washington, DC 20515

Dear Representative Heck:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. 1am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. [ will also provide this response to the
cosigners of your letter.

Sincerel

athleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Shelley Berkley
U.S. House of Representatives
Washington, DC 20515

Dear Representative Berkley:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities,

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition,

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on Aprit 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. 1am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerel

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Jim Mc¢Dermott
U.S. House of Representatives
Washington, DC 20515

Dear Representative McDermott:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition, Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose 1o opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during. the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 1o December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. [ will also provide this response to the
cosigners of your letter,

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Ron Kind
U.S. House of Representatives
Washington, DC 20515

Dear Representative Kind:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). [am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment petiod that will revise the adjustment, resulting in payment increases for ESRD
facilities,

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resuiting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter,

Sincerely,

Kathieen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Carolyn B. Maloney
U.S. House of Representatives
Washington, DC 20515

Dear Representative Maloney:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities,

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the fuil payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. 1 will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C, 20201

May 25, 2011

The Honorable Ben R. Lujan
U.S. House of Representatives
Washington, DC 20515

Dear Representative Lujan:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). 1 am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, inciuding payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which

- facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April I, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. Iam confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Ben Chandler
U.S. House of Representatives
Washington, DC 20515

Dear Representative Chandler:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the ful]l payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathieen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Adam Smith
U.S. House of Representatives
Washington, DC 20515

Dear Representative Smith:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities,

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

Iappreciate your interest in this important issue as we work towards our mutual goal of
strengthenmg the Medicare program for all beneﬁcnanes I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelins




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Linda Sanchez
U.S. House of Representatives
Washington, DC 20515

Dear Representative Sanchez:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). [ am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equais the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Norman D. Dicks
U.S. House of Representatives
Washington, DC 20515

Dear Representative Dicks:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011 , & ZEro
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will alse provide this response to the
cosigners of your letter,

Sincerely,

Kathleen Sebelius
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May 25, 2011
The Honorable Timothy J. Ryan

U.S. House of Representatives

Washington, DC 20515

Dear Representative Ryan:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
petiod to revise this adjustment. For services furnished on April 1 to December 31, 2011, 2 zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. Iam confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

Lappreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.,

Sincerely

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Leonard L. Boswell
U.S. House of Representatives
Washington, DC 20515

Dear Representative Boswell:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. 1am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerel

Kathieen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

‘May 25, 2011

The Honorable Tim Holden
U.S. House of Representatives
Washington, DC 20515

Dear Representative Holden:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). [ am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment 1o payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April I, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. 1am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutua! goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Jesse L. Jackson
U.S. House of Representatives
Washington, DC 20515

Dear Representative Jackson:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 3 1,2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

L appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter,

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Pedro R. Pierluisi
U.S. House of Representatives
Washington, DC 20515

Dear Representative Pierluisi:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities,

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

incerel

Kathleen Sebelius
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5 May 25, 2011

The Honorable Jason Altmire
U.S. House of Representatives
Washington, DC 20515

Dear Representative Altmire:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. [ am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Jerry F. Costello
U.S. House of Representatives
Washington, DC 20515

Dear Representative Costello:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities,

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose 1o opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

athleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Joe Donnelly
U.S. House of Representatives
Washington, DC 20515

Dear Representative Donnelly:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). 1am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. [ am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201
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ce May 25, 2011

The Honorable Jay Inslee
U.S. House of Representatives
Washington, DC 20515

Dear Representative Inslee:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities,

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after J anuary 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Ruile, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Charles A. Gonzalez
U.S. House of Representatives
Washington, DC 20515

Dear Representative Gonzalez:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). [ am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable G.K. Butterficld
U.S. House of Representatives
Washington, DC 20515

Dear Representative Butterfield:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
¢lected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities,

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. 1am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerel

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Gene Green
U.S. House of Representatives
Washington, DC 20515

Dear Representative Green:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius
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The Honorable Joseph Crowley
U.S. House of Representatives
Washington, DC 20515

Dear Representative Crowley:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with .
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after J anuary 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries,

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20204

May 25, 2011

The Honorable Bobby L. Rush
U.S. House of Representatives
Washington, DC 20515

Dear Representative Rush:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). 1am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition, The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April | to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. Iam confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

1 appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

incerel

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable John B, Larson
U.S. House of Representatives
Washington, DC 20515

Dear Representative Larson:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Ted Deutch
U.S. House of Representatives
Washington, DC 20515

Dear Representative Deutch:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities,

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after J anuary 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries,

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

incere

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable John Carney
U.S. House of Representatives
Washington, DC 20515

Dear Representative Carney:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after J anuary 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor witl be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. 1 am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerel

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Kenneth Thompson
U.S. House of Representatives
Washington, DC 20515

Dear Representative Thompson:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). 1am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
¢lected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities,

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerel

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable David Scott
U.S. House of Representatives
Washington, DC 20515

Dear Representative Scott:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). 1 am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment, For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. [ am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. 1 will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius
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The Honorable Diana L. DeGette
U.S. House of Representatives
Washington, DC 20515

Dear Representative DeGette:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). 1 am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter,

Sincerel

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable David Price
U.S. House of Representatives
Washington, DC 20515

Dear Representative Price:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actuaily elected to

_ opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. 1 am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Chris Van Hollen
U.S. House of Representatives
Washington, DC 20515

Dear Representative Van Hollen:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

[ appreciate your interest in this important issue as we work towards our mutual goa! of
strengthening the Medicare program for all beneficiaries. 1 will also provide this response to the
cosigners of your letter.

Sincerel

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable John Barrow
U.S. House of Representatives
Washington, DC 20515

Dear Representative Barrow:

Thank you for your letter expressing concem about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease {(ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011,

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. Iam confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. 1 will also provide this response to the
cosigners of your letter,

Sincerel

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Loretta Sanchez
U.S. House of Representatives
Washington, DC 20515

Dear Representative Sanchez:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Iam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities,

The Social Security Act (the Act) altows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Edward Markey
U.S. House of Representatives
Washington, DC 20515

Dear Representative Markey:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). Tam pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011. :

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. 1am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely

athleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Eliot L. Engel
U.S. House of Representatives
Washington, DC 20515

Dear Representative Engel:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or afier January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be exciuded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. I am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Charles Rangel
U.S. House of Representatives
Washington, DC 20515

Dear Representative Rangel:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). I am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initialty, CMS calculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. Iam confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

May 25, 2011

The Honorable Ed Pastor
U.S. House of Representatives
Washington, DC 20515

Dear Representative Pastor:

Thank you for your letter expressing concern about the transition budget neutrality adjustment
factor that is used to adjust payments under the new Medicare End Stage Renal Disease (ESRD)
Prospective Payment System (PPS). [am pleased to report that the Centers for Medicare &
Medicaid Services (CMS) recently completed its collection and analysis of data on providers that
elected to opt out of the transition. Using this data, CMS issued an interim final rule with
comment period that will revise the adjustment, resulting in payment increases for ESRD
facilities.

The Social Security Act (the Act) allows an ESRD facility to be excluded from the four-year
transition period. Facilities that choose to opt out receive payments based on the full payment
rate under the ESRD PPS for renal dialysis services provided on or after January 1, 2011, rather
than a blended payment under the transition. The Act also requires that CMS make an
adjustment to payments during the transition so that the estimated total amount of payments
under the ESRD PPS, including payments under the transition, equals the estimated total amount
of payments that would otherwise occur under the ESRD PPS without such a transition.

Initially, CMS caiculated the transition budget neutrality adjustment using projections of which
facilities would choose to be excluded from the transition period. These projections were based
on the best data available at the time. In the August 2010 ESRD PPS Final Rule, CMS applied a
transition budget neutrality adjustment factor of 3.1 percent to ESRD payments for calendar year
2011.

CMS recently completed its collection and analysis of data on providers that actually elected to
opt out of the transition, and on April 1, 2011, CMS issued an interim final rule with comment
period to revise this adjustment. For services furnished on April 1 to December 31, 2011, a zero
percent transition budget neutrality adjustment factor will be applied to payments made to ESRD
facilities, resulting in a 3.1 percent payment increase. [ am confident that Medicare’s ESRD
payments will continue to be sufficient to ensure quality dialysis services for beneficiaries.

1 appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. I will also provide this response to the
cosigners of your letter.

Sincerely,

Kathleen Sebelius
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

October 10, 2012

The Honorable Aaron Schock
U.S. House of Representatives
Washington, DC 20515

Dear Representative Schock:

Thank you for your letter regarding the Centers for Medicare & Medicaid Services’s (CMS)
Financial Alignment Demonstration (Demonstration) for Medicare-Medicaid enrollees.
appreciate hearing from you about this initiative.

Congress established authority under the Affordable Care Act to test innovative payment and
service delivery models to reduce program expenditures under Medicare, Medicaid, and CHIP
while preserving or enhancing the quality of care provided to beneficiaries. Congress also
directed CMS to consider models that would allow states to test and evaluate fully integrated
care for Medicare-Medicaid enrollees in order to improve the quality of the health care they
receive and reduce costs under both programs. The Demonstration, which is consistent with
these Affordable Care Act authorities and directions, requires CMS to evaluate the quality of
care and changes in spending for each model tested. The statute also requires the Secretary of
Health and Human Services to determine, and the Chief Actuary to certify, that the
Demonstration is expected to improve the quality of care without increasing spending, reduce
spending without reducing the quality of care, or improve the quality of care and reduce
spending. The Demonstration must be modified or terminated if these conditions are not met.

I appreciate your concern for Medicare-Medicaid enrollees and their greater and more complex
health needs compared to individuals who are eligible for only one of these programs. With this
in mind, CMS and the states are designing the Demonstration in a manner that incorporates the
strongest aspects of both Medicare and Medicaid to best meet the needs of enrollees, their
caregivers, and providers. Demonstration plans will be required to pass both a thorough review
to ensure they have robust provider networks and a readiness review of plan systems, including
those for enrollment and care coordination. CMS and the states will actively monitor each plan’s
performance; either CMS or the state may halt enroliment if a plan fails to meet established
standards.

In addition, CMS has contracted with an independent evaluator to measure and evaluate the
impact of the Demonstration. The evaluation will analyze the impacts on specific states and
subpopulations of Medicare-Medicaid enrollees on cost, quality of care and health oufcomes,
utilization of services, and beneficiary access to and experience of care. This rigorous evaluation
will establish accountability to protect taxpayer dollars.
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The Honorable Aaron Schock
October 3, 2012
Page 2

In terms of the role of Medicare Part D, the Demonstration will incorporate the successful Part D
approach by establishing payments for Part D coverage based on the standardized national
average monthly bid amount that results from the Part D competitive bidding process.

Moreover, the Demonstration will require the same Part D beneficiary protections, including
coverage of drugs in protected classes and network adequacy standards.

Medicare-Medicaid enrollees will retain the same enrollment rights they have under Part D and
Medicare Advantage programs. They can disenroll at any time from the Demonstration and can
choose whether to enroll in traditional Medicare with a Prescription Drug Plan or a Medicare
Advantage plan not participating in the Demonstration.

I appreciate you taking the time to share your feedback. CMS will continue to engage with
Congress on the progress of the Demonstration and work to ensure transparency and

accountability. [ look forward to working with you to ensure the highest quality care for these
individuals. 1will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

October 10, 2012

The Honorable Devin Nunes
U.S. House of Representatives
Washington, DC 20515

Dear Representative Nunes:

Thank you for your letter regarding the Centers for Medicare & Medicaid Services’s (CMS)
Financial Alignment Demonstration (Demonstration) for Medicare-Medicaid enrollees. 1
appreciate hearing from you about this initiative.

Congress established authority under the Affordable Care Act to test innovative payment and
service delivery models to reduce program expenditures under Medicare, Medicaid, and CHIP
while preserving or enhancing the quality of care provided to beneficiaries. Congress also
directed CMS to consider models that would allow states to test and evaluate fully integrated
care for Medicare-Medicaid enrollees in order to improve the quality of the health care they
receive and reduce costs under both programs. The Demonstration, which is consistent with
these Affordable Care Act authorities and directions, requires CMS to evaluate the quality of
care and changes in spending for each model tested. The statute also requires the Secretary of
Health and Human Services to determine, and the Chief Actuary to certify, that the
Demonstration is expected to improve the quality of care without increasing spending, reduce
spending without reducing the quality of care, or improve the quality of care and reduce
spending. The Demonstration must be modified or terminated if these conditions are not met.

I appreciate your concern for Medicare-Medicaid enrollees and their greater and more complex
health needs compared to individuals who are eligible for only one of these programs. With this
in mind, CMS and the states are designing the Demonstration in a manner that incorporates the
strongest aspects of both Medicare and Medicaid to best meet the needs of enrollees, their
caregivers, and providers. Demonstration plans will be required to pass both a thorough review
to ensure they have robust provider networks and a readiness review of plan systems, including
those for enrollment and care coordination. CMS and the states will actively monitor each plan’s
performance; either CMS or the state may halt enrollment if a plan fails to meet established
standards.

In addition, CMS has contracted with an independent evaluator to measure and evaluate the
impact of the Demonstration. The evaluation will analyze the impacts on specific states and
subpopulations of Medicare-Medicaid enrollees on cost, quality of care and health outcomes,
utilization of services, and beneficiary access to and experience of care. This rigorous evaluation
will establish accountability to protect taxpayer dollars.
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The Honorable Devin Nunes
October 10, 2012
Page 2

In terms of the role of Medicare Part D, the Demonstration will incorporate the successful Part D
approach by establishing payments for Part D coverage based on the standardized national
average monthly bid amount that results from the Part D competitive bidding process.

Moreover, the Demonstration will require the same Part D beneficiary protections, including
coverage of drugs in protected classes and network adequacy standards.

Medicare-Medicaid enrollees will retain the same enrollment rights they have under Part D and
Medicare Advantage programs. They can disenroll at any time from the Demonstration and can
choose whether to enroll in traditional Medicare with a Prescription Drug Plan or a Medicare
Advantage plan not participating in the Demonstration.

[ appreciate you taking the time to share your feedback. CMS will continue to engage with
Congress on the progress of the Demonstration and work to ensure transparency and

accountability. 1look forward to working with you to ensure the highest quality care for these
individuals. 1 will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

October 10, 2012

The Honorable Peter Roskam
U.S. House of Representatives
Washington, DC 20515

Dear Representative Roskam:

Thank you for your letter regarding the Centers for Medicare & Medicaid Services’s (CMS)
Financial Alignment Demonstration (Demonstration) for Medicare-Medicaid enrollees. I
appreciate hearing from you about this initiative.

Congress established authority under the Affordable Care Act to test innovative payment and
service delivery models to reduce program expenditures under Medicare, Medicaid, and CHIP
while preserving or enhancing the quality of care provided to beneficiaries. Congress also
directed CMS to consider models that would allow states to test and evaluate fully integrated
care for Medicare-Medicaid enrollees in order to improve the quality of the health care they
receive and reduce costs under both programs. The Demonstration, which is consistent with
these Affordable Care Act authorities and directions, requires CMS to evaluate the quality of
care and changes in spending for each model tested. The statute also requires the Secretary of
Health and Human Services to determine, and the Chief Actuary to certify, that the
Demonstration is expected to improve the quality of care without increasing spending, reduce
spending without reducing the quality of care, or improve the quality of care and reduce
spending. The Demonstration must be modified or terminated if these conditions are not met.

[ appreciate your concern for Medicare-Medicaid enrollees and their greater and more complex
health needs compared to individuals who are eligible for only one of these programs, With this
in mind, CMS and the states are designing the Demonstration in a manner that incorporates the
strongest aspects of both Medicare and Medicaid to best meet the needs of enrollees, their
caregivers, and providers. Demonstration plans will be required to pass both a thorough review
to ensure they have robust provider networks and a readiness review of plan systems, including
those for enrollment and care coordination. CMS and the states will actively monitor each plan’s
performance; either CMS or the state may halt enrollment if a plan fails to meet established
standards.

In addition, CMS has contracted with an independent evaluator to measure and evaluate the
impact of the Demonstration. The evaluation will analyze the impacts on specific states and
subpopulations of Medicare-Medicaid enrollees on cost, quality of care and health outcomes,
utilization of services, and beneficiary access to and experience of care. This rigorous evaluation
will establish accountability to protect taxpayer dollars.

ey

T T




e

The Honorable Peter Roskam
October 10, 2012
Page 2

In terms of the role of Medicare Part D, the Demonstration will incorporate the successful Part D
approach by establishing payments for Part D coverage based on the standardized national
average monthly bid amount that results from the Part D competitive bidding process.

Moreover, the Demonstration will require the same Part D beneficiary protections, including
coverage of drugs in protected classes and network adequacy standards.

Medicare-Medicaid enrollees will retain the same enrollment rights they have under Part D and
Medicare Advantage programs. They can disenroll at any time from the Demonstration and can
choose whether to enroll in traditional Medicare with a Prescription Drug Plan or a Medicare
Advantage plan not participating in the Demonstration.

I appreciate you taking the time to share your feedback. CMS will continue to engage with
Congress on the progress of the Demonstration and work to ensure transparency and

accountability. Ilook forward to working with you to ensure the highest quality care for these
individuals. I will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

October 10, 2012

The Honorable Tom Price
U.S. House of Representatives
Washington, DC 20515

Dear Representative Price:

Thank you for your letter regarding the Centers for Medicare & Medicaid Services’s (CMS)
Financial Alignment Demonstration (Demonstration) for Medicare-Medicaid enrollees. |
appreciate hearing from you about this initiative.

Congress established authority under the Affordable Care Act to test innovative payment and
service delivery models to reduce program expenditures under Medicare, Medicaid, and CHIP
while preserving or enhancing the quality of care provided to beneficiaries. Congress also
directed CMS to consider models that would allow states to test and evaluate fully integrated
care for Medicare-Medicaid enrollees in order to improve the quality of the health care they
receive and reduce costs under both programs. The Demonstration, which is consistent with
these Affordable Care Act authorities and directions, requires CMS to evaluate the quality of
care and changes in spending for each model tested. The statute also requires the Secretary of
Health and Human Services to determine, and the Chief Actuary to certify, that the
Demonstration is expected to improve the quality of care without increasing spending, reduce
spending without reducing the quality of care, or improve the quality of care and reduce
spending. The Demonstration must be modified or terminated if these conditions are not met.

I appreciate your concern for Medicare-Medicaid enrollees and their greater and more complex
health needs compared to individuals who are eligible for only one of these programs. With this
in mind, CMS and the states are designing the Demonstration in a manner that incorporates the
strongest aspects of both Medicare and Medicaid to best meet the needs of enrollees, their
caregivers, and providers. Demonstration plans will be required to pass both a thorough review
to ensure they have robust provider networks and a readiness review of plan systems, including
those for enrollment and care coordination. CMS and the states will actively monitor each plan’s
performance; either CMS or the state may halt enrollment if a plan fails to meet established
standards.

In addition, CMS has contracted with an independent evaluator to measure and evaluate the
impact of the Demonstration. The evaluation will analyze the impacts on specific states and
subpopulations of Medicare-Medicaid enrollees on cost, quality of care and health outcomes,
utilization of services, and beneficiary access to and experience of care. This rigorous evaluation
will establish accountability to protect taxpayer dollars.
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The Honorable Tom Price
October 10, 2012
Page 2

In terms of the role of Medicare Part D, the Demonstration will incorporate the successful Part D
approach by establishing payments for Part D coverage based on the standardized national
average monthly bid amount that results from the Part D competitive bidding process.

Moreover, the Demonstration will require the same Part D beneficiary protections, including
coverage of drugs in protected classes and network adequacy standards.

Medicare-Medicaid enrollees will retain the same enrollment ri ghts they have under Part D and
Medicare Advantage programs. They can disenroll at any time from the Demonstration and can
choose whether to enroll in traditional Medicare with a Prescription Drug Plan or a Medicare
Advantage plan not participating in the Demonstration,

I appreciate you taking the time to share your feedback. CMS will continue to engage with
Congress on the progress of the Demonstration and work to ensure transparency and

accountability. I look forward to working with you to ensure the highest quality care for these
individuals. I will aiso provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Joseph R. Pitts
Chair, Subcommittee on Health
Energy and Commerce Committee
1J.S. House of Representatives
Washington, DC 20515

Dear Representative Pitts: _

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). 1appreciate your bringing these
concerns to my atfention. [ am writing to inform you how this issue was addressed through the
rulemaking process,

The Department of Health and Human Services (HHHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expensc inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing praclice
~ expensc inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (/MRT)
and stereotactic body radiation therapy {(SBRT) services, While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for cach of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce-
the time the cquipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patienii. We
continued to include additional clinical labor time beyond the cquipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT, We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Joseph R. Pitts
January 30, 2013
' Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important 1ssue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

vou have any further thoughts or concerns. | will also provide this response to the co-signers of
your letter,

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Frank Pallone

Ranking Member, Subcommittee on Health
Encrgy and Commeree Committee

U.S. House of Representatives
Washington, DC 20515

Dear Representalive Pallone:

Thank you for your ietier expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). T appreciale your bringing these
concerns to my attention. Tam writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) cstablishes values for the practice
expense portion of services that are paid under MPES by using a combination of practice
expense inpuls for individual services based on the typical case for a service and surveys of
aggregate physician specially practice expenses. Since 2008 HES has been reviewing practice
cxpense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipmient was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly avaiiable information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, pertorming safety checks, and for
other work that occurs before and aller treatment.

HHS issued the CY 2013 MPES tinal rule with comument period on November 1, 2012, Afler
careful consideration of all comments, we {inalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an cstimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the praclice expense



The Honorable Frank Pallone
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments 1o radiation oncologists and radiation therapy centers.

I appreciate your interest in this important 1ssue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiarics. Please do not hesitate to contact me if
you have any further thoughts or concerns. [ will also provide this response to the co-signers of
vour letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY Of HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Debbie Wasserman Schultz
U.S. House of Representatives
Washington, DC 20515

Dear Representative Wasserman Schultz:

Thank you for your lelter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPES). 1 appreciate your bringing these
concerns to my attention. T am writing to inform you how this issuc was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPT'S by using a combination of practice
cxpense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenscs. Since 2008 HHS has been reviewing practice
expensc inputs for certain services under the potentially misvalued codes ininative. The
Affordable Care Act codified in statute this initiative beginning 1 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expensc inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutcs for cach of these scrvices, respectively,
these cquipment times differed significantly trom publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minules and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposcd for calendar year (CY) 2013 to reduce
the time the cquipment s assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the cquipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment usc time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment,

FITLS issued the CY 2013 MPT'S final rule with comment period on November 1, 2012, After
carcful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrcasc in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The [Honorable Debbie Wasserman Schultz
January 34, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
{ransition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Mcdicare program for all beneficiaries. Piease do not hesitate to contact me if
vou have any further thoughts or concerns. T will also provide this response to the co-signers of
your lctter. :

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable John Dingell
U.S. House of Representatives
Washingtlon, DC 20515

Dear Representative Dingell:

‘Thank vou for your leticr expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFES). T appreciate your bringing these
concerns to my attention. [ am writing to inform vou how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (11118) establishes valucs for the practice
expensc portion of scrvices that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician speciaily praclice expenses. Since 2008 HHS has been reviewing practice
expense inpuls for certain services under the potentially misvalued codes initiative, The
Atfordable Care Act coditied in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, 1HHHS received recommendations for revised
practicc cxpense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committce (AMA RUQC) for intensity modulated radiation therapy (IMRT)
and stercotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available intormation. we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 mimutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, tor positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment,

HI1S issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
carcful consideration of all comments, we finalized revisions to the cquipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable John Dingell
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

1 appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. PPlease do not hesitate to contact me it
you have any further thoughts or concerns. 1 will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, B.C. 206201

January 30, 2013

The Honorable David Roe
U.S. House ol Representatives
Washingion, DC 20515

Dear Representative Roe:

Thank you for vour letter expressing concemn regarding payment for certain radiation oncology
services under the Medicare Physician Fee Scheduie (MPI'S). 1 appreciate your bringing these
concerns to my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process.

The Department ol Health and Human Services (HHS) cstablishes values for the practice
expensc porilion of services that are paid under MPES by using a combination of practice
expensce inputs tor individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2808 HHS has been reviewing practice
expensc inputs for certain services under the potentially misvalued codes imtiative. The
Aftfordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recomimendations for revised
practlice cxpense inputs from the Amcerican Medical Association Specialty Socicty Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stercotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation cquipment was in usc for 60 and 90 minutes for cach of these scrvices, respectively,
these equipment times differed significantly from publicly available information that paticnts can
cxpect IMRT treatment to take between 10 and 30 minutes and SBRT 1o take up to 60 minutes.
Bascd on the publicly available information, we proposed for calendar year {(CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time bevond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment. performing safety checks, and for
other work that occeurs before and after rreatment.

HHS issuad the CY 2013 MPFES final rule with comment period on November 1, 2012, After
careful consideration of all comments, we tinalized revisions to the equipment times tor IMRT
and SBRT. We also reviewed and revised the cquipment inputs and prices used to value the
services. These changes resulted in an estimated one pereent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changges to the practice expense



The Honorable David Roe
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

“you have any further thoughts or concerns. I will also provide this response to the co-signers of
vour letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES -
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Tom Price
U.S. House of Representatives
Washington, DC 20515

Dear Representative Price:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). 1 appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the

~ services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Tom Price
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. [ will also provide this response to the co-signers of
your letter,

Sincerely,

{ Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Phil Gingrey
U.S. House of Representatives
Washington, DC 20515

Decar Representative Gingrey:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). I appreciate your bringing these
concerns to my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process. A

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Mcdical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavatlable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs beforc and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Phil Gingrey
' January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. Howcever, other policics finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers. '

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all bencficiaries. Please do not hesitate 10 contact me 1f
you have any further thoughts or concerns. [ will also provide this response 1o the co-signers of
your letter,

Sincerely,

Kathleen Scbelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Leonard Lance
U.S. House of Representatives
Washington, DC 20515

Dear Representative Lance:

Thank you for your letter expressing concern regarding payment for certain radiation oncology

services under the Medicare Physician Fee Schedule (MPFS). I appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Leonard Lance
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and & percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. [ will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C, 20201

January 30, 2013

The Honorable Gus Bilirakis
U.S. House of Representatives
Washington, DC 20515

Dear Representative Bilirakis:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). I appreciate your bringing these
concerns to my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process. '

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inpuis and prices used to value the
services, These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Gus Bilirakis
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of

strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter,

1

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 28201

January 30, 2013

The Honorable Dennis Ross
1.5, House of Representatives
Washington, DC 20515

Dear Representative Ross:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule {MPES). I appreciate your bringing these
concerns to my attention. J am writing 1o inform you how this issuc was addressed through the
rulemaking process.

‘The Department of Iealth and Human Services (I1115) establishes values for the practice
expense portion of scrvices that are paid under MPES by using a combination of practice
cxpensce inputs tor individual services based on the typical case for a service and surveys of
aggregate physiclan specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Aflordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations tor revised
praclicc cxpense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stercotactic body radiation therapy (SBRT) scrvices. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times ditfered significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for caiendar year (CY) 2013 (o reduce
+ the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional ¢linical labor time beyond the equipment use time of 36 or 60°
minutes. respectively, for positioning the patient for treatment, performing safety checks, and for
other work that oceurs before and after treaument.

HHS 1ssued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrcase 1n payments to radiation
oncologists and radiation therapy centers during 2013 [rom changes to the practice expense



The Honorable Dennis Ross
January 30, 2013
' Page 2
inpuis on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

1 appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns, I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Scoti DesJarlais
U.S. House of Representatives
Washington, DC 20515

Dear Representative Deslarlais:

Thank you for your letter expressing concern regarding payment for cerlain radiation oncology
services under the Medicare Physician Fee Schedule {(MPFS). I appreciate your bringing these
concerns to my attention. 1 am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HIIS) establishes values for the practice
expensc portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggrepate physician speclalty practice expenses. Since 2008 HHS has been reviewing praclice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentiallv misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee {AMA RUC) for intensity modutated radiation therapy (IMRT)
and stercotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for cach of these scervices, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 36 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed te be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 36 or 60
minutes. respectively, for positioning the patient for treatment, performing safety checks, and for
other work that eccurs before and alter treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used 1o valuc the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Scott Deslarlais
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me 1f
you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Martha Roby
[J.S. House of Representatives
Washington, DC 20515

Dear Representative Roby:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). 1 appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (11118} establishes values for the practice
expense portion of services that arc paid under MPFS by using a combination of practice
expense inputs {or individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses, Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
praclice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUQC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times ditfered significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposcd for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes [or IMRT and 60 minutes for
SBRT plus additional time that the cquipment is unavailable for use with another patient. We
continued to include additional clinical labor fime beyond the equipment usc time of 30 or 60
minutes, respectively, for positionming the patient for treatment, performing safety checks, and for
other work that occurs before and after trcatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finakized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services, These changes resuited in an cstimated one percent decrcase in payments o radiation
oncologists and radiation therapy centers during 2013 from changes to the practice cxpense



The Honorable Martha Roby
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radialion oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all bencficiaries. Please do not hesitate 1o contact me if
you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Brett Guthrie
U.S. House of Represéntatives
Washington, DC 20515

Dear Representative Guthrie:

Thank vou for your letter expressing concern regarding payment for certain radiation oncology

services under the Medicare Physician Fee Schedule (MPFS). 1 appreciate your bringing these
concerns to my attention. [ am writing to inform you how this 1ssue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after wreatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense .



The Honorable Brett Guthrie
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

| appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Aaron Schock
U.S. House of Represematives
Washington, DC 20515

Dear Representative Schock:

Thank you for your letter expressing concern regarding payment tor certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). [ appreciate your bringing these
concerns to my atlention. | am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (111S) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice cxpenses. Since 2008 HIS has been reviewing practice
expense inputs for certain services under the potentially misvalued coaes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs {rom the American Medical Association Specialty Society Relative
Value Scale Update Commitice (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services, While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for cach of these services, respectivety,
these equipment times ditfered significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed tor calendar vear (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 66 minutes {or
SBRT plus additional time that the equipment is unavailable tor use with another patient. We
continued to include additional clinical Jabor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient {or treatment, performing safety checks, and for
other work that occurs before and after treatinent.

HIIS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration ot all comments, we finalized revisions to the equipment times tor IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice cxpense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. [ will also provide this response to the co-signers of

your letter,

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Pete Olson
U.S. House of Representatives
Washington, DC 20515

Dear Representative Olson;

Thank you for vour letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). I appreciate your bringing these
concerns to my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregale physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this inifiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavatlable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
* other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we tinalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
scrvices. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Pete Olson
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

| appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneticiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter. o

Sincerely,

Kathleen Sebelius
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January 30, 2013

The Honorable Vern Buchanan
U.S. House of Representatives
Washington, DC 20515

Dear Represcentative Buchanan:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). 1 appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expensc portion of services that arc paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregale physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning 1n 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT {o take up to 60 minutes,
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the cquipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment,

HHS issued the CY 2013 MPFES final rule with comment period on November 1, 2012, After
carctul consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Vern Buchanan
January 30, 2013
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Marsha Blackburn
UJ.8. House of Representatives
Washington, DC 20515

Dear Representative Blackburn:

Thank you for your letter expressing concemn regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). T appreciate your bringing these
concerns to my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process.

The. Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this imitiative beginning in 2010,

As part of the potentiatly misvalued code initiative, HHS received recommendations for revised
practice expense inputs trom the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that |
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in usc to 30 minutes for IMRT and 60 minutes tor
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the cquipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in paynients to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Marsha Blackburn
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Joe Heck
U.S. House of Representatives
Washington, DC 20515

Dear Representative Heck:

Thank you for your letter expressing concern regarding payment for certain radiation oncology

services under the Medicare Physician Fee Schedule (MPFS). 1 appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services {HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative, The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar vear (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense




The Honorable Joe Heck
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, 0.C. 20201

January 30, 2013

The Honorable Mike Rogers
U.S. House of Representatives
Washington, DC 20515

Dear Representative Rogers:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). 1 appreciate vour bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Derpartment of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregale physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHHS received recommendations for revised
praclice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for cach of these services, respectively,
these equiptent times differed significantly from publicly avatlable information that patients can
expecl IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical fabor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other wark that occurs before and after treatment.

HHS issued the CY 2013 MPFES final rule with comment period on November 1, 2012, Afier
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments Lo radiation
oncologists and radiation therapy centers during 2013 from changes 1o the practice cxpense




The Honorable Mike Rogers
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposcd rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius
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January 30, 2013

The Honorable Michele Bachmann
U.S. House of Representatives
Washington, DC 20515

Dear Representative Bachmann:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). 1 appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expensc portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentiaily misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stercotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 nunutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment 1s unavailable for use with another patient. We
continued 1o inciude additional clinical 1abor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense

K]



The Honorable Michele Bachmann
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation encologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

vou have any further thoughts or concerns. [ will also provide this response to the co-signers of
your letter. '

Sincerely,

Kathleen Scbelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Steve Stivers
U.S. House of Representatives
Washington, DC 20515

Dear Representative Stivers:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). [ appreciate your bringing these

concerns o my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HUES) establishes values for the practice
expensc portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code inttiative, HHS recetved recommendaiions for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee {(AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) scrvices. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly {rom publicly available information that patients can
cxpect IMRT freatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in usc 10 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, tor positioning the patient for treaiment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, Afier
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Steve Stivers
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
' WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Daniel Webster
U.S. House of Representatives
Washington, DC 20515

Dear Representative Webster:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). [ appreciate your bringing these

concerns to my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Flealth and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in addltlonal payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

" The Honorable Devin Nunes

U.S. House of Representatives
Washington, DC 20515

Dear Representative Nunes:

.

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). 1 appreciate your bringing these
concerns to my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (11HS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes inttiative. The
Affordable Carc Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, TS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee {AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed signilicantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional ime that the equipment is unavailable for use with another patient, We
continued to include additional clinical labor time bevond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that cccurs before and after treatment.

HIS isstied the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the cquipment times for IMRT
and SBRT. We also reviewed and revised the cquipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expensc



The Honorable Devin Nunes
January 30, 2013
Page 2

‘inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns, I will also provide this response to the co-signers of

your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

‘The Honorable Kurt Schrader
U.S. House of Representatives
Washington, DC 20515

Dear Representative Schrader:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPYS). | appreciate your bringing these
concerns to my attention. I am writing to inform you how this 1ssue was addressed through the
_rulemaking process.

The Department of Health and Human Services (111S) establishes values for the practice
expense perlion of services that are paid under MPFS by using a combination of practice
-expense inputs for individual services based on the typical case for a service and surveys of
-aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs lor cerlain services under the potentiallv misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised-
_practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensily modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minuies for each ot these services, respectively,
_these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment 1o take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed {or calendar year (CY) 2013 to reduce
the time the equipment 1s assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1. 2012, After
carcful consideration of all conmuments, we finalized revisions to the equipment times for IMRT
and SBRT. Wc also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrcase tn payments to radiation
oncologists and radiation therapy centers during 2013 trom changes 1o the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. [ will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY GF HEALTH AND HUMAN SERVICES
WASHINGTCON, D.C. 20201

January 30, 2013

The Honorable Jim Langcvin
U.S, House of Representatives
Washington, DC 20515

Dear Representative Langevin:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). I appreciate your bringing these

-concerns to my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregaie physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense Inputs for certain services under the potentially misvalued codes tnitiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.

- Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for trcatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment pericd on November 1, 2012. After
careiul consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustmenits to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. 1 will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

‘The Honorable Robert Brady
U.S. House of Representatives
Washington, DC 20515

Dear Representative Brady:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFEFS). T appreciate your bringing these
concerns to my attention. [ am writing to inform you how this i1ssue was addressed through the
rulemaking process.

The Depariment of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HIIS has been reviewing pruactice
expense inpuds for certain services under the potentiatly misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
‘practice expense inputs from the American Medical Association Specialty Socicety Relative
Value Scale Update Committee {AMA RUC} for intensity modulated radiation therapy (IMR'T)
and stereotactic body radiation therapy {SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these cquipment times differed significantly from publicly available information that patients can
expect IMRT treatment 10 take between 10 and 30 minutes and SBRT to take up to 64 minutes.
Rased on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another paticni. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatiment, perforning safety checks, and for
other work that occurs before and alier {reatment,

IS 1ssued the CY 2013 MPFS final rule with comment period on November 1, 2012, Afler
careful consideration of all comments, we finalized revisions 1o the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Kathy Castor
U.S. House of Representatives
Washington, DC 20515

Dear Representative Castor:

Thank you for your letter expressing concern regarding pavment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPES). 1 appreciate your bringing these
concerns to my atteation. | am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HI1S) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses, Since 2008 HHS has been reviewing practice
expense inpuis {or certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this ntiative beginning in 2010.

As parl of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,

~these equipment times differed significantly trom publicly available information that patients can
expect IMRT treatment (o take between 10 and 30 minutes and SBR'T (o take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year {CY) 2013 1o reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and afier treatment,

HHS issued the CY 2013 MPFS final rule with commment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions lo the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments (o radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers,

1 appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathieen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Martin Heinrich
United States Senate
Washington, DC 20510

Dear Senator Heinrich:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicarc Physician Fee Schedule (MPES). 1 appreciate your bringing these
concerns to my atlention, I am wriling to inform vou how this issuce was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expensce inputs tor certain services under the potentially misvalued codes initiative, The
Affordable Care Act codified 1n statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Commitiee {AMA RUC) for intensity modulated radiation therapy (IMRT)
and stercotactic body radiation therapy (SBRT) services. Whiic the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for cach of these services, respectively,
these cquipment times diftered signiticantly from publicly available information that patients can
expect IMRT treatment 1o take between 10 and 30 minutes and SBRT o take up to 60 minutes,
Bascd on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed 1o be in use to 36 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued o include additional clinical labor time beyond the equipment usc time of 30 or 60
minules, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

FITIS tssucd the CY 2013 MPFS final rule with comment period on November 1, 2012, After
carcful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipiment inputs and prices used to value the
services. ‘These changes resulted in an ¢stimated one percent decrease in payments 1o radiation
oncologists and radiation therapy centers during 2013 from changes (o the practice expense
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mputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice [nformation Sutvey, will result in addltlonal pqymem
adjustments to radiation oncologists and radiation therapy centers.

I appreciate vour interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiarics. Please do not hesitate to contact me if
you have any further thoughts or concerns. [ will also provide this response 1o the co-signers of
your letter.

Sincerely,

Kathleen Sebetius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 26201

January 30, 2013

The Honorable David Cicilline
U.S. House of Representatives
Washington, DC 20515

Dear Representative Creilline:

Thank you for your letler expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). 1 appreciate your bringing these
concerns to my attention. 1 am writing to inform you how this issue was addressed through the
‘ruiemaking process.

The Department of Health and Human Services (HHS) establishes vaiues {or the practice
expense portion ol services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggrepate physiciaun specially practice expenses. Since 2008 HHS has been reviewing practice
expense inputs lor certain services under the poientially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 201C.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
‘practice expense inputs {rom the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services, While the AMA RUC indicated that
the radiation equipment was in use [or 60 and 90 minutes for each ot these services, respectively,
‘these equipment times differed sigmficantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year {CY) 2013 to reduce
the time the equipment is assumed to be in vse to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavaiiable for use with another patient. We
continued to inciude additional clinical labor time beyond the equipment use time ot 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs belore and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
.services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on [IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice [nformation Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your irderest in this important 1ssue as we work towards our mutnal goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me 1f
you have any further thoughts or concems. [ will also provide this response to the co-signers of
your letter,

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Steve Cohen
U.S. House of Representatives
Washington, DC 20515

Dear Representative Cohen:

Thank you for your letter expressing concem regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). I appreciate your bringing these
concerns to my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense nputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute (his injtiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBR'T) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBR'T to take up to 60 minutes.
Based on the publicly available infonmation, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for [IMRT and 60 minutes for
SBRT plus additional time that the equipment 1s unavailable for use with another patient. We
continued to Include additional clinical labor time beyond the equipment use time of 36 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPT'S final rule with comment period on November 1, 2012, After
carciul consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

1 appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. 1 will also provide this response to the co-signers of
your letter.

A Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Allyson Schwartz
U.S. Iouse of Representatives
Washington, DC 20515

Dear Representative Schwartz:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPES). 1appreciate your bringing these
concerns 1o my attention. I am writing to inform you how this issuc was addressed through the
rulemaking process,

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specially practice expenses. Since 2008 HHS has been reviewing practice
expense inputs lor certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code intiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Commitiee (AMA RUC) for intensity medulated radiation therapy (IMRT)
and stereotactic body radiation therany (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment 1o take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 3¢ or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment,

HLEIS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
carcful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRY. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Hank Johnson
U.S. House of Representatives
Washington, DC 20515

Dear Representative Johnson:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFES). | appreciate your bringing these
concerns to my attention. | am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HIS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in stafute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, H11S received recommendations for revised
practice expense inputs from the American Medical Association Specialy Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMR'1)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for cach of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposcd for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, Afier
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expensc
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncelogists and radiation therapy centers.

| appreciate your interest in this important issuc as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. 1 will also provide this response to the co-signers of
your lctter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Raul Grijalva
U.S. House of Representatives
Washington, DC 20515

Dear Representative Grijalva:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). I appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
-aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPES final rule with comment period on November 1, 2012. After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. [ will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius
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January 30, 2013

The Honorable John Larson
U.S. House of Representatives
Washingtlon, DC 20515

Dear Representative Larson:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). I appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregatc physician specialty practice expenses. Since 2008 11HS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

_As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBR'T to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment. '

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comments, we finalized revisions 1o the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. 1 will also provide this response to the co-signers of
your letter,

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Dave Loebsack
U.S. House of Representatives
"Washingten, DC 20515

Dear Representative Loebsack:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPYFS). 1appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inpuis for individual services based on the typical case for a service and surveys of
aggregaic physician specialty practice expenses. Since 2008 HHS has been reviewing practice
cxpense inputs for certain services under the potentially misvalued codes initiative. The
-Affordable Care Act codified in statute this mitiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS reccived recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
"Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT trcatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment,

“HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
carcful consideration ot all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. [ will also provide this response to the co-signers of
your letter,

Sincerely,

Kathleen Sebelius
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January 30, 2013

The Honorable John Barrow
U.S. House of Representatives
Washington, DC 20515

Dear Representative John Barrow:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS)}. | appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative, The
Aftordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committec {AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for trcatment, performing safety checks, and for
other work that occurs before and after treatment.

s HHS issued the CY 2013 MPFS final rule with comment period on November |, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. [ will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Lois Capps
U.S. House of Representatives
Washington, DC 20515

Dear Representative Capps:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). I appreciate your bringing these
concerns to my attention. [ am writing to inform you how this issue was addressed th.rough the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment 1s unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Lois Capps
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transitton to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of

strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter. '

Sincerely,

Kathleen Sebelius
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January 30, 2013

The Honorable Bill Pascrell
U.S. House of Representatives
Washington, DC 20515

Dear Representative Pascrell:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). [ appreciate your bringing these
concems to my attention. [ am writing to inform you how this issue was addressed through the

‘rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codificd in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)

. and stéreotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be tn use to 30 minutés for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient, We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
carefu] consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The tlonorable Bill Pascrell
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program [or all beneficiarics. Please do not hesitate to contact me 1f
you have any further thoughts or concerns. 1 will also provide this response to the co-signers of

vour letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Collin Peterson
U.S. House of Representatives
Washington, DC 20515

Dear Representative Peterson:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). [ appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiztive beginning in 20190.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honcrabie Collin Peterson
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inputs on IMRT and SBRT, rather than the 7 and 8 pereent reductions that had been estimated at
‘the time of the proposed ruic. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

| appreciate your intercst in this importanl issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Pleasc do not hesitate to contact me 1f
you have any further thoughts or concerns. I will alse provide this responsc to the co-signers of
your letter,

Sincerely,

Kathlecn Sebelius
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The Honorable Michael Turner
U.S. House of Representatives
Washington, DC 20515

Dear Representative Turner:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
scrvices under the Medicarc Physician Fee Schedule (MPFS}. [ appreciate your bringing these
concerns to my attention. | am writing to inform you how this issuc was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFES by using a combination of practice
expense inputs tor individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been revicewing practice
expense inputs for certan scrvices under the potentially misvalued codes mitiative. The

A ffordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice cxpense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Commuittee {AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation cquipment was in usc for 60 and 90 minutes for cach of these services, respectively,
these equipment times differed significantly from publicly available information that paticnts can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Bascd on the publicly available information, we proposcd for calendar ycar (CY) 2013 to reduce
the time the cquipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the cquipment is unavailable for use with another patient, We
continued to include additional clintcat labor time beyond the equipment use time ot 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS 1ssued the CY 20613 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the cquipment times for IMRT
and SBRT. Wc also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice ¢xpenss
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Intormation Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issuc as we work towards our mutual poal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any turther thoughts or concerns. | will also provide this response to the co-signers of
your fetter.

Sincerely,

Kathieen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Jim Gerlach
U.S. House of Representatives
Washington, DC 20515

Dear Representative Gerlach:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Scheduie (MPFS). I appreciate your bringing these
concerns to my attention. | am writing to inform you how this issue was addressed through the
rulemaking process. '

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
. expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
-careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Jim Gerlach
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will resutt in additional payment
adjusiments to radiation oncologists and radiation therapy centers.

I appreciate your interesi in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Piease do not hesitate to contact me if
you have any further thoughts or concerns, 1 will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius
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January 30, 2013

The Honorable Cathy McMorris Rodgers
U.S. House of Representatives
Washington, DC 20513

Dear Representative Rodgers:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). [ appreciate your bringing these
concerns to my attention. Iam writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services { HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Aftordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Vatue Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Bascd on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the cquipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time ot 30 or 60
minutcs, respectively, for positioning the patient for treatment. performing safety checks, and for
other work that occurs before and after treatment. '

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
carctul consideration of all comments, we finalized revisions to the equipment times for [IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services, These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changcs to the practice expense



The Honorable Cathy McMorris Rodgers
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

famuary 30, 2013

The Honorable C.W."Bill* Young
.U.S. House of Representatives
Washington, DC 20515 ~

Dear Representative Young:

Thank you for your letter expressing concern regarding payment for certain radiation oncology -
services under the Medicare Physician Fee Schedule (MPFS). 1 appreciate your bringing these
concerns to my attention. [ am wrltmg to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Scrvices (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination ol praclice
expense inputs for individual services based on the typical casc for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs {or certain services under the potentially misvalued codes initiative. The
Aftorddble Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Valuc Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stercotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Bascd on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the cquipment is unavailable for use with another patient. We
continued to include additional ¢linical labor time bevond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPES final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the pructice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. 1 will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Bill Posey
U.S. House of Representatives
Washington, DC 20515

Dear Representative Posey:

Thank you for your letler expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). I appreciate your bringing these
concerns to my attention. [ am writing to inform you how this 1ssue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion ol services that are paid under MPFS by using a combination of practice
expensc puts for individual services based on the typical casc for a service and surveys of
aggregate physiclan specialty practice expenses. Since 2008 HIIS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act coditied in statute this imtiative beginning tn 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Speciaity Society Relative
Value Scale Update Committee (AMA RUQC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was 1n use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed signiticantly from publicly availsble information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar vear (CY) 2013 to reduce
the time the equipment is assumed to be in usc to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to inciude additional clinical tabor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HIIS issued the CY 2013 MPFS final rule with comment period on November 1, 2612, After
carcful consideration of all comments, we linahized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an cstimated one percent decrease in payments to radiation
oncotogists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Bili Posey
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the fina) rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. [ will also provide this response {o the co-signers of
your letter,

Sincerely,

Kathleen Sebelius
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January 30, 2013

The Honorable Erik Paulsen
., U.S. House of Representatives
Washington, DC 20515

Dear Representative Paulsen:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPES). I appreciate your bringing these

concerns to my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of scrvices that are paid under MPFS by using a combination of practice
expense inputs-for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes inttiative. The
‘Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Socicty Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 80 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Erik Paulsen
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inputs on IMRT and SBRT, rather than the 7 and 8§ percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius
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January 30, 2013

The Honorable Peter Roskam
U.S. House of Representatives
Washington, DC 20515

Dear Representative Roskam:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFES). 1 appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPTS by using a combination of practice
expense puts for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense mmputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HIS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorabje Peter Roskam
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciale your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. [ will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30,2013

The Honorable Paul Gosar
U.S. House of Representatives
Washington, DC 20515

Dear Representative Gosar:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPES). I appreciate your bringing these
concerns to my attention. | am writing to inform you how this 1ssue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been cstimated at
the time of the proposed rulc. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiarics. Please do not hesitate to contact me if
you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely.

Kathleen Scbelius
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January 30, 2013

The Honorable Steve Scalise
U.S. House of Representatives
Washington, DC 20515

Dear Representative Scalise:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFES). [ appreciate your bringing these

concerns to my attention. I am writing to inform you how this issue was addressed through the

rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFES by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar vear {CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Steve Scalise
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and & percent reductions thal had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice [nformation Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. [ will also provide this response to the co-signers of
your letter,

Sincerely,

Kathleen Sebelius
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January 30, 2013

The Honorable Jeff Miller
U.S. House of Representatives
Washington, DC 20515

Dear Representative Miller:

Thank you for your letter expressing concern regarding payment for certain radiation oncology

services under the Medicare Physician Fee Schedule (MPFS). 1 appreciate your bringing these
concerns 10 my attention. [ am writing to inform you how this 1ssue was addressed through the
rulemaking process. '

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that arc paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice '
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Assoctation Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the eguipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional climcal labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radjation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBR, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your mnterest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Plcasc do not hesitate to contact me if
you have any further thoughts or concerns. I will also provide this rcsponse to the co-signers of
your letter.

Sincerely,

Kathleen Sebeiius
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lanuary 30, 2013

The Honorable Chris Smith
U.S. House of Representatives
Washington, DC 20515

Dear Representative Smith:
A

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). 1appreciate your bringing these
concerns to my attention. I am writing to inform you how this issuc was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the 1ypical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordabie Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the Aimnerican Medical Association Specially Society Relative
Value Seale Update Committee (AMA RUCQ) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) sérvices. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minuies for each of these services, respectively,
these equipment times differcd significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed tor calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time ot 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 trom changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8§ percent reductions that had been estimated at
the time of the proposed rule, However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy cenlers,

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. [ will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius
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January 30, 2013

The Honorable John Mica
1J.S. House of Representatives
Washington, DC 20515

Dear Representative Mica:

Thank you for your letter expressing concern regarding payment for certain radiation oncology

services under the Medicare Physician Fee' Schedule (MPFS). I appreciate your bringing these
concerns to my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2410.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Commuittee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicaled that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 3¢ minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively. for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFES final rule with comient period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will resuit in additional payment
adjustments (o radiation oncologists and radiation therapy centers.

[ appreciate your interesl in this important issue as we work towards our mutual goal of
strengthening the Medicare program f{or all beneficiaries. Please do not hesitate to contact me 1f
you have any further thoughts or concerns. I will also provide this response to the co-signers of

your letter,

Smcerely,

Kathleen bcbe ius
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January 30, 2013

The Honorable Tom Rooney
U.S. House of Representatives
Washington, DC 20515

Dear Representative Rooney:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFES). [ appreciate your bringing these
concerns (o my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentiallv misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. I will also provide this response to the co-signers of

your letter.

Sincerely,

Kathleen Sebelius
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January 30, 2013

The Honorable Jon Runyan
U.S. House of Representatives
Washington, DC 20515

Dear Representative Runyan:

Thank you for your lelter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). [ appreciale your bringing these
concerns to my attention. 1 am writing 1o inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes valucs for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
cxpense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HFS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
cxpect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly avaitable information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
conyinued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issved the CY 2013 MPFS final rule with comiment period on November 1, 2012, After
careful consideration of ail comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decreasc in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. 1 will also provide this response to the co-signers of
your letter.

Sincerely,

R . -

Kathleen Sebelius
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The Heonorable Lynn Jenkins
11.S. House of Representatives
Washinglon, DC 20515

Dear Representative Jenkins:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). [ appreciate your bringing these
concerns to my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (F1HS) establishes values for the practice
expense portion of services that are paid under MPES by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HES has been reviewing praclice
cxpensc inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received reconmumendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of tliese services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between {0 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 (o reduce
the time the eguipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additionai time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes. respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment peniod on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. Wg also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncotogists and radiation therapy centers during 2013 from changes 10 the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius
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January 30, 2013

The Honorable David McKinley
U.S. House of Representatives
Washington, DC 20515

Dear Representative McKinley:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). 1 appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the praciice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specially practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations {for revised
practice expense inputs from the American Medical Associalion Specialty Society Relative
Value Scale Ppdate Commitiee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT (o take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical iabor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
oiher work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful constderation of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciaie your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. 1 will also provide this response to the co-signers of
your letter,

Sincerely,

Kathleen Sebelius
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‘the Honorable Carolyn McCarthy
U.S. House of Representatives
Washington, DC 20515

Dear Representative McCarthy:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). [ appreciale your bringing these
concerns lo my atlention. I am writing to inform you how this issue was addressed through the
ruiemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice .
expense inputs tor individual services based on the typical case for a service and surveys of
aggregale physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inpuls for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

Ag part of the potentially misvalued code initiative, [1HS received recommendations for revised
practice expense inpuls from the American Medical Association Specialty Society Relative
Value Scale Update Commitlee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicaied that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBR'T to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar yvear (CY) 2013 1o reduce
the time the equipment is assumed to be in use to 30 minutes for IMR'T and 60 minutes tor
SBRT plus additional ime that the equipment 1s unavailable for use with another patient. We
continued 1o include additional clinical labor time bevond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment. performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used (o value the
services. These changes resulted in an estimated one percent decrcase in payments to radiation
oncologists and radiation therapy centers during 2013 froem changes 1o the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

1 appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. [ will also provide this response to the co-signers of
your letter,

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
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January 30, 2013

The Honorable Charles Rangel
U.S. House of Representatives
Washington, DC 20515

Dear Representative Rangel:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). I appreciate your bringing these
concerns to my attention. I am writing to inform you how this 1ssue was addressed through the
rulemaking process.

The Department of Health and Human Services (HIS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8§ percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. 1 will also provide this response to the co-signers of
your letter. '

Sincerely,

Kathleen Sebelius
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WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Linda Sanchez
U.S. House of Representatives
Washington, DC 20515

Dear Representative Sanchez:

Thank you for your letter expressing concern regarding payment for ceriain radiation oncology

services under the Medicare Physician Fee Schedule (MPFS). I appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued 10 include additional clinical iabor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment, '

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comments, vze finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Linda Sanchez
January 30, 2013
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C, 20201

January 30, 2013

‘the Honorable Jim Matheson
.S, House of Representatives
Washington, DC 20515

Dear Representative Matheson:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPES). 1appreciate your bringing these
concerns (o my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process,

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPES by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys ot
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Altordable Cure Act codified in statute this initiative beginning n 2010,

Ag part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT}
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 66 and 90 minutes for each of these services, respectively.
these equipment times diftered significantly from publicly available informatton that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed o be in use to 30 minutes for [IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 36 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS 1ssued the CY 2013 MPFS final rule with comment period on November i, 2612, After
careful consideration of all comments, we finalized revisions to the equipnient times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an cstimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 trom changes to the practice expense



The Honorable Jim Matheson
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. [ will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Henarable C.A. Duteh Ruppersberger
U.S. House of Representatives
Washington, DC 20515

Dear Representative Ruppersberger:

Thank you for your letter expressing concern regarding payment {or certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). 1apprectate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expensc portion of services that are paid under MPFS by using a combination of practice
expense inpuls for individual services based on the typical case for a service and surveys of
aggrcgate physician specialty practice expenses. Since 2008 HHS has heen reviewing practice
expense inputs {or certain services under the potentially misvalued codes intiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS reccived recommendations for revised
praclice expensc inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stercotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation cquipnient was in use for 60 and 90 minutes for each of these services. respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Basced on the publicly available information, we proposed for calendar veur (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated onc percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers,

I appreciate your interest in this important issuc as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. 1 will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelins



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.€. 20201

January 30, 2013

The Honorable Steve Israel
1J.S. House of Representatives
Washington, DC 20515

Dear Representative Israet:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). I appreciate vour bringing these
concerns to my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process.

he Department of Health and Human Services (HFS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggrepate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised

_ practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic bedy radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minuies for each of these services, respectively,
thesc equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 3¢ minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year {CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipnent is unavailable for use with another patient. We
continued 1o include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decreasc in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Steve lsrael
January 30, 2013
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. I will also provide this responsé to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Brian Higgins
1].S. House of Representatives
Washington, DC 20515

Dear Representative Higgins:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). I appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services thatl are paid under MPFES by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Socicty Relative
Value Scale Update Commitiee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in usc for 60 and 90 minutes for cach of these services, respectively,
these equipment times diffcred significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up 1o 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient, We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. Wc also reviewed and revised the equipment inputs and prices used to value the
services. Thesc changes resulted in an estimated one percent decrease in payments {o radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Brian Higgins
January 30, 2013
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers,

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter,

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Michael Burgess
U.S. House of Representatives
Washington, DC 20515

Dear Representative Burgess:

Thank you for your letter expressing concern regarding payment for certain radiation oncology

services under the Medicare Physician Fee Schedule (MPFS). [ appreciate your bringing these
concerns to my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses, Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The

. Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the Amernican Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 3¢ or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment,

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comment$, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
'services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Michael Burgess
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. Howcver, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

1 appreciate your interest in this imporlant issue as we work towards our mutual goal of
strengthening the Medicare program for all beneliciaries. Please do not hesitate to contact me 1t
you have any further thoughts or concerns. 1 will also provide this response to the co-signers of
your letter.

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Jan Schakowsky
U.S. House of Representatives
Washington, DC 20515

Dcar Representative Schakowsky:

Thank you for your letier expressing concern regarding payment for certain radiation oncology
services under-the Medicare Physician Fee Schedule (MPFS). | appreciate your bringing these
conceras to my attention. I am writing to inform vou how this issue was addressed through the
rulemaking process,

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by usiag a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses, Since 2008 HHS has been reviewing practice
expense lnputs tor certain services under the potentiaily misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2610

As part of the potentially misvalued code imtiative, HHS reccived recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Valuc Scale Update Committce (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for cach of these services, respectively,
these cquipment times differed significantly from publicly available information that patients can
cxpect IMRT treatment 1o take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar vear (CY) 2013 to reduce
the time the equipment is assumed to be 1 use to 30 minutes for IMRT and 60 minutes$ for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, tor positioning the patient for trcatment, performing safety checks, and for
other work that occurs before and after treatment,

11115 1ssued the CY 2013 MPES final rule with comment penod on November 1, 2012, After
carcful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Jan Schakowsky
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies linalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your intcrest in this important issuc as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. 1 will alse provide this response to the co-signers of

vour letter.

Sincercly,

Kathlecn Scbelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30,2013

The Honorable Peter Welch
U.S. House of Representatives
Washington, DC' 20515

Dear Representative Welch:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). [ appreciate your bringing these
concerns to my attention. [ am writing to inform you how this issuc was addressed through the
ruleinaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFES by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs lor certain services under the potentially misvalued codes initative, The
Affordable Care Act codified in statute this initiative beginning in 2014,

As part of the potentially misvalued code initiative, 11118 received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBR'T) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for cach of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
cxpect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed tor calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another paticnt. We
continued to include additional clinical labor time beyond the equipnent use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and afler treatment.

HHS issued the CY 2013 MPYF'S {inal rule with comment period on November 1, 2012 After
careful consideration of all comments, we {inalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Peter Welch
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter. '

Sincerely,

- Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Gerald Connolly
U.S. House of Representatives
Washington, DC 20515

Dear Representative Connolly:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFES). | appreciate your bringing these
concerns to my attention. 1 am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes vaiues for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginming in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations {or revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we propesed for calendar vear (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment. performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012, After
careful consideralion of all comments, we finalized revisions to the equipment times for IMR™T
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services, These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers duning 2013 from changes to the practice expense



The Honorable Gerald Connolly
January 30, 2013
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter,

Sincerely,

Kathleen Sebelius
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January 30, 2013

The Honorable Ron Kind
U.S. House of Representatives
Washington, DC 20515

Dzar Representative Kind:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). I appreciate your bringing these
concerns to my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process. '

The Department of Health and Human Services (HIIS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy {(IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in usc for 60 and 90 minutes for each of these services, respectively,
these equipment times ditfered significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutcs.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We¢
coatinued to mclude additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the paticnt for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated onc percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



'The Hoenorable Ron Kind
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inputs on [IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

| appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Pleasce do not hesitate to contact me if
vou have any further thoughts or concerns. I will also provide this response 1o the co-signers of
vour letter,

Sincercly

Kathleen Sebclius
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January 30, 2013

The Honorable Susan Davis
U.S. House of Representatives
Washington, DC 20515

[ear Representative Davis:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). 1 appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (1HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was int use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment 15 unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipnient use time of 30 or 60
minutes, respectively, for positioning the paticnt for treatment, performing safety checks, and for
other work that occurs before and after treatment,

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all commeunts, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in paymcents {o radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Hoenorable Susan Davis
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C, 20201

January 30,2013

The Honorable Adam Kinzinger
U.S. House of Representatives
Washington, DC 20515

Dear Representative Kinzinger:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). I appreciate your bringing these
corcerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and sterectactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after reatment.

HHS issued the CY 2013 MPFS final rule with comment period on November 1, 2012. After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipraent inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Adam Kinzinger
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and § percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

1 appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me 1f
you have any further thoughts or concerns. 1 will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

Januvary 30, 2013

The Honorable Mike Coffiman
.S, House of Representatives
Washington, DC 20515

Dear Representetive Coffinan:

Thank you for your letter expressing concern regarding pavment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). T appreciate your bringing these
concerns to my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual scrvices based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
cxpense inputs for certain services under the potentiatty misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received reconunendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale {Jpdate Committee (AMA RUC) for intensity modulated radiation therapy {IMRT)
and stercotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these scrvices, respectively,
these equipment imes differed significantly from publicly available information that patients can
expect IMRT tréatment 1o take between 10 and 38 minutes and SBR'I to take up to 60 minutes.
Based on the publicly available information, we propesed for calendar year {CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that accurs before and after treaunent.

HHS issued the CY 2013 MPFS final rule with comment period on November 1. 2012, After
carelul consideration of all comments, we finalized revisions to the equipment times for IMRT
ana SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes 1o the practice expense



The Honorable Mike Coffman
January 30, 2013
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inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate (o contact me if
you have any further thoughts or concerns. ! will also provide this response 1o the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Tim Griffin
U.8. House of Representatives
Washington, DC 20515

Dear Representative Griffin;

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). 1 appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Tluman Services (HHS) establishes values for the practice

expense portion of services that are paid under MPFS by using a combination of practice

expense inputs for individual services based on the typical case for a service and surveys of

aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice

expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively, .
these equipmernt times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT te take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minuies, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with comment period on November I, 2012, After
caretul consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Tim Griffin
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

[ appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

vou have any further thoughts or concerns. I will also provide this response to the co-signers of
your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

) January 30, 2013

The Honorable Robert Latta
U.S. House of Representatives
Washington, DC 20515

Dear Representative Laita:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). [ appreciate your bringing these

concerns to my atiention. [ am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFES by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equinment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We -
continued to include additional climcal labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFES final rule with comment period on November 1, 2012, After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Robert Latta
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at

the time of the proposed rule. However, other policies finalized in the final rule, such as the

transition to the Physician Practice Information Survey, will result in additional payment
~adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. 1 will also provide this response to the co-signers of
‘your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Alan Nunnelee
U.S. House of Representatives
Washington, DC 20515

Dear Representative Nunnelee:

Thank you for your leller expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). T appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPTFS by using a combination of practice
expense inputs for individual services based on the typical case for a service and surveys of
aggrepate physician specialty practice expenscs. Since 2008 HHS has been reviewing practice
expense inputs for cettain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Value Scale Update Committec (AMA RUC) for intensity modulated radiation therapy (IMR'T)
and stercotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differcd significantly from publicly available information that patients can
expect IMRT treatment to take between 14 and 30 minutes and SBRT 1o take up to 60 minutes.
Based on the publicly available information. we proposed for calendar year (CY) 2013 to reduce
the time the equipment 1s assumed (o be in use to 30 minutes for IMRT and 60 mimutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continucd to include additional elinical labor time bevond the equipment use tme of 30 or 60
minutes. respectively, for positioning the patient for treatment, performing saftety checks, and for
other work that occurs before and after treatment. '

HHS issued the (UY 2013 MPES final rule with comment period on November 1, 2012, After
carcful consideration of all comments, we tinalized revisions to the equipnient times for IMRT
and SBRT. We also reviewed and revised the eauipment inputs and prices used to value the
services. Thesc changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Alan Nunnelee
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

| appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns. [ will also provide this response to the co-signers of
your letter,

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C, 20201

January 30, 2013

The Honorable Rich Nugent
U.S. House of Representatives
Washington, DC 20515

Dear Representative Nugent:

Thank you tor your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). I appreciate your bringing these
concerns {o my attention. [ am writing to inform you how this issue was addressed through the
rulemaking process. '

The Department of Health and Human Services (HL1S) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expensc inputs {or individual services based on the typical case for a service and surveys of
aggregaic physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expensc mmputs for certain services under the potentially misvalued codes initiative. The
Affordable Care Act codified in statute this initiative beginning in 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Vajue Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stereotactic body radiation therapy (SBRT) services. While the AMA RUC indicated that
the radiation cquipment was in use for 60 and 90 minutes for each of these services, respectively,
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the patient for treatment, performing safety checks, and for
other work that occurs before and after treatment.

HHS issued the CY 2013 MPFS final rule with commeni period on November 1, 2012. After
careful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Rich Nugent
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me 1f
you have any further thoughts or concerns. 1 will also provide this response to the co-signers of
vour Jetter,

Sincerely,

cathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Austin Scott
U.S. House of Representatives
Washingtlon, DC 20515

Dear Representative Scott:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS), I appreciate your bringing these

concerns to my atlention. 1 am wriling to inform you how this issue was addressed through the
rulemaking process.

The Department of Health and Human Services (HHS) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inputs for individual services bascd on the typical case for a service and surveys of
aggregate physician specialty practice expenses. Since 2008 HHS has been reviewing practice
expensc inputs for certain serviees under the potentially misvalued codes imtiative. The
Affordable Care Act codified in statute this initiative beginning in 2010.

As part of the potentially misvalued code initiative, HHS received recommendations tor revised
praclice expense inpute from the American Medical Association Specialty Society Relative
Value Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMR'T)
and stereotactic body radiation therapy (SBRT) services. While the AMA KUC indicated that
the radhation cquipment was in use for 60 and 90 minutcs for each of these services, respectively,
these equipment times differed significantly from publicly avaitable information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT (o take up to 60 minutes.
Based on the publicly available information. we proposed for calendar year (CY) 2013 to reduce
the time the equipment is assumed to be in use to 30 minutes for IMRT and 60 minutes tor
SBRT plus additional tinie that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor tiime beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the paticnt for treatment, performing safety checks, and for
other work that occurs belore and after treatment.

HHS issued the CY 2013 MPT'S tinal rule with comment pertod on November 1, 2012, After
careéful consideration of all comments, we finalized revisions to the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services. These changes resulted in an estimated one percent decrease in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense



The Honorable Austin Scott
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies finalized in the final rule, such as the
transition to the Physician Practice Information Survey, will result in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate your interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all beneficiaries. Please do not hesitate to contact me if

you have any further thoughts or concerns, J will also provide this response to the co-signers of
your letter. N

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

January 30, 2013

The Honorable Dave Reichert
[1.S. House of Representatives
Washington, DC 20513

Dear Representative Reichert:

Thank you for your letter expressing concern regarding payment for certain radiation oncology
services under the Medicare Physician Fee Schedule (MPFS). [ appreciate your bringing these
concerns to my attention. I am writing to inform you how this issue was addressed through the
rulemaking process.

the Department of 1ealth and HHuman Services (11118) establishes values for the practice
expense portion of services that are paid under MPFS by using a combination of practice
expense inpuls for individual services based on the typical case for a service and surveys of
aggregate physician specially practice expenses. Since 2008 HHS has been reviewing practice
expense inputs for certain services under the potentially misvalued codes imitiative. The
Affordable Care Act codified in statute this ininative beginning n 2010,

As part of the potentially misvalued code initiative, HHS received recommendations for revised
practice expense inputs from the American Medical Association Specialty Society Relative
Valuc Scale Update Committee (AMA RUC) for intensity modulated radiation therapy (IMRT)
and stercotactic body radiation therapy (SBRT}) services. While the AMA RUC indicated that
the radiation equipment was in use for 60 and 90 minutes for cach of these services, respectively.
these equipment times differed significantly from publicly available information that patients can
expect IMRT treatment to take between 10 and 30 minutes and SBRT to take up to 60 minutes.
Based on the publicly available information, we proposed for calendar year (CY) 2013 to reduce
the time the cquipment is assumed to be in use to 30 minutes for IMRT and 60 nminutes for
SBRT plus additional time that the equipment is unavailable for use with another patient. We
continued to include additional clinical labor time beyond the equipment use time of 30 or 60
minutes, respectively, for positioning the paticnt for trcatment, performing safety checks, and for
other work that occurs before and after treatment,

ITHS 1ssued the CY 2013 MPFS final rule with comment pertod on November 1, 2012, Alter
careful consideration of all comments, we linalized revisions 1o the equipment times for IMRT
and SBRT. We also reviewed and revised the equipment inputs and prices used to value the
services, Thesc =hanges resulted in an ¢stimated one percent decredase in payments to radiation
oncologists and radiation therapy centers during 2013 from changes to the practice expense -



The Honorable Dave Reichert
January 30, 2013
Page 2

inputs on IMRT and SBRT, rather than the 7 and 8 percent reductions that had been estimated at
the time of the proposed rule. However, other policies hinalized in the final rule, such as the
transition to the Physician Practice Information Survey, will resuit in additional payment
adjustments to radiation oncologists and radiation therapy centers.

I appreciate vour interest in this important issue as we work towards our mutual goal of
strengthening the Medicare program for all heneficiaries. Please do not hesitate to contact me if
you have any further thoughts or concerns. [ will alse provide this response to the co-signers of
your letter.

Sincerely,

Kathieen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 1], 2013

The Honorable [Lynn Westmoreland

U.S. House of Representatives
Washington, DC 20515

Dear Representative Westmoreland:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they arce
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrellees about their
new health insurance options. It s our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Markcetplaces that are not conducting consumer assistance, As
part of our comprehensive outrcach and education eftort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.pov,
where they can apply and enroll in a plan.

Again, thank you for your letter. [ appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. I will also provide a copy of this

response to the co-signers of your letter.

Stncerely,

Kathieen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11. 2013

The Honorable Robert Aderholt
U.S. House ot Representatives
Washington, DC 20515

Dear Representative Aderholt:

Thank you for your letter inquiring abeut the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order 1o reach the uninsured and guide them te HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. I appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. I will also provide a copy of this
response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Trent Franks
U.S. House of Representatives
Washington, DC 20515

Dear Representative Franks:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to cnsure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance, As
part of our comprehensive outreach and education cttort for the Health Insurance Marketplace,
we arc using a mix of television, radio, and digital advertising, We are focusing our current
ciforts on television and radio. As open enrollment continues, we will shift our tocus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and ¢enroll in a plan.

Again, thank you for your letter. [ appreciate your interest in this important issuc as we work
towards our goal for all Americans to live healthicr and more productive lives. Please do not
hesitate 1o contact me with any further thoughts or concerns. 1 will also provide a copy of this

response to the co-signers of your letter,

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable David Scweikert
U.S. House of Representatives
Washington, DC 20515

Dear Representative Scweikert:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
etforts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in 2 plan.

Again, thank you for your letter. 1 appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. I will also provide a copy of this
response to the co-signers of your letter. '

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11. 2013

The Honorable Rick Crawford
U.S. House of Kepresentatives
Washington, DC 20515

Dear Represemtative Crawtord:

Thank vou for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Rescarch shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Markeiplace or how to take advantage of it. The goal of the
campaign 1s to increase awarencss of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education cftort for the Fealth Insurance Marketplace,
wce are using a mix of television, radio, and digital advertising. We are focusing our current
cfforts on television and radio, As open enrollment continues, we witl shift our focus from
traditional 1o digital media in order to reach the uninsuted and guide them to HealthCare.pov,
where they can apply and enroll in a plan.

Again, thank you for your letter. | appreciate your interest in this important 1ssue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. 1 will alse provide a copy of this

response 10 the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Steve Womack
U.S. House of Representatives
Washington, IXC 20515

Dear Representalive Womack:

Thank you for your letter inquiring about the U.S. Department of [{ealth and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like 1o have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of'it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to rcach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thark you for your letter. | appreciate your interest in this important issue as we work
towards our goa! for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of this
response to the co-signers of your letter.

Sincercly,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Paul Cook
U.S. House of Representatives
Washington, DC 20515

Dear Representative Cook:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed hezlth care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our corprehensive outreach and education eftort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
raditional to digital media in order to reach the uninsured and guide them to HealthCave.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. I appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of this
respongse to the co-signers of your letter. '

Sincerely,

Kathleen Sebelius




THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

g

e

December 11, 2013

The Henorable Doug Lamborn
U.S. louse of Representatives
Washington, DC 20515

Dcar Representative Lamborn:

Thank you for your letter inquiring about the U.S. Department of calth and Human Services’
outrcach campaign to ecducate Americans about the Health Insurance Marketplace.

Rescarch shows that many uninsurcd people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Markeiplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
nced to make informed health care decistons.

The education and outreach campaign is running in all states with a Federally-facilitated
Markeiplace or State Parinership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
whete they can apply and enroll in a plan.

Again, thank you for your letter. I appreciate vour interest in this important issue as we work
towards our goal for all Americans to live heaithicr and more productive lives, Please do not
hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of this

response to the co-signers of your letter.

Sincerely,

Kathleen Scoelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Ron DeSantis
1J.S. House of Representatives
Washington, DC 20515

Dear Representative DeSantis:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campargn is {0 increase awareness ol the Marketplace and educate poitcntial enrollees about their
new health insurance options. It is our job to ¢nsure that Americans have the information they
need to make informed health care decisions.

The educartion and ontreach campaign is running in all states with a Federally-facilitated
Marketplace o1 State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to reach the umnsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. | appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of this
response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTCN, D.C. 20201

December 11, 2013

The Honorable Jeff Miller
U.S. House of Representatives
Washington, DC 20515

Dear Representative Mitler:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. I appreciate your interest in this important issue as we work

towards our goal Tor all Americans to live healthier and more productive lives. Please do not

hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of this
response (o the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

PDecember 11, 2013

The Honorable Richard Nugent
U.S. House of Representatives
Washington, DC 20515

Dear Representative Nugent:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential cnrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
rieed to make informed health care decisions.

The cducation and oulreach campaign is running in all siates with a Federaliy-facilitated
Marketplace or State Parinership Marketplaces that are net conducting consumer assistance. As
part of our comiprehensive outreach and education effort for the Health Insurance Marketplace,
we are using 2 mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we wili shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare. gov.,
where they can apply and enroll in a plan.

Agatn, thank vou for your letter. [ appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of this

responss to the co-signers of vour letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Trey Radel
U.S. House of Representatives
Washington, DC 20515

Dear Representative Radel:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign 1o educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would iike to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it- The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job 1o ensure that Americans have the information they
necd to niake informed healih care decisions.

The education and outrcach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comiprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Apain, thank you for your letler. | appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthicr and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. I will also provide a copy of this
response to the co-signers of your letter.

Sincerely,

Kathleen Scbelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Tom Rooncy
UL.S. House of Representatives
Washington, DC 20515

Dear Representative Rooney:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services”
outreach campatgn to educate Americans about the Health insurance Marketplace.

Research shows that many uninsured people wouid tike (o have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awarencss of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job Lo ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehenstve outreach and education effort for the [1caith Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We arc focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. [ appreciate your interest in this important issuc as we work

towards our geal for all Americans to live healthier and more productive lives, Please do not

hesitate to contact me with any further thoughts or concerns. T will also provide a copy of this
response to the co-signers of your letter.

Sincerely,

Kathievn Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable lleana Ros-Lehtinen
U.S. House of Representatives
Washington, DC 20515

Dear Representative Ros-Lentinen:

Thank you {or your letter inquiring about the U.S. Department of Health and Human Services’
cutreach campaign to educate Americans about the Health Insurance Marketplace.

Rescarch shows that many uninsured people would like to have health insurance, but they are
unawarc of the Health Insurance Marketplace or how to take advantage of it The goal of the
campaign is (0 increase awarencss of the Marketplace and educate potential enrollees about their
naw health insurance options. It is our job to ensure that Americans have the infermation they
nced to make informed health care decisions.

The education and outreach campaign is running in al! stases with a Federally-facilitated
Marketplace or State Partnership Marketnlaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising, We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital inedia in order to reach the uninsured and guide thein to HealthCarc.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. I appreciate your interest in this important issue as we work
towards cur goal for all Americans to live healthicr and more productive lives. Please do not
hesitate to contact me with any further thougits or concerns. 1 will also provide a copy of this

response to the co-signers of your letter.

Sincerely.

Katkleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Henorable Dennis Ross
U.S. House of Representatives
Washington, DC 20515

Dear Representative Ross:

Thank you for vour letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Rescarck shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaigr is to increase awareness o} the Marketplace and educate potential enrollees abcut their
new health insurance options. It is our job to ensure that Amcericans have the information they
need to make informed health care decistons.

The education and outrcach campaign is running in all statcs with a Federally-facilitated
Marketplace or Siate Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprchensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
cfforts on television and radio. As open cnrellment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them 1o HealthCare. gov,
where they can apply and enroll in a plan.

Again, thank vou for your letter. [ appreciate your interest in this important issue as we work
towards our goal ior all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. I will also provide a copy of this

response 10 the co-signers of your letier.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Ted Yoho
UJ.S. House of Representatives
Washington, DC 20313

Dear Representative Yoho:

Thank you for your letter inquiring about the U.S. Departiment of Health and Human Services®
outrcach campaign to educate Americans about the Iealth Insurance Marketplace.

Research shows that many uninsured people would like to have health insucance, but they are
unaware of the Health Insurance Marketplace or how to take advantage ot it, The goal of the
campaign is to increase awarencss of the Marketplace and educate potential cnrollecs about their
new healih insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaipn is running in all states with a Federally-facilitated
Marketplace or State Parinership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education cttort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertiaing. We are tocusing our current
efforts on television and radio. As open enrcllment continues, we will shitt our focus from
traditional to digital media in order to requch the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. I appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of this

responsc (o the co-stgners of vour letter,

Sincerely.

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Doug Collins
U.S. House of Representatives
Washington, DC 20513

Dear Representative Callins:

Thank vou for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace,

Lescarch shows that many uninsured people vwould like to have health insurance, but they are
unaware of the lealth Insurance Marketplace or how 1o take advantage of it. The goal of the
campaign is to increase awareness ot the Marketplace and educate potential enrollees about their
new health insurance options. Itis our job to ensure that Amernicans have the information they
need to make informed health care decisions.

The education and outreach campaign s running in all states with a Federally-facilitated
Marketplace or State Partnership Marketpiaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education eftort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
cfforis on television and radio. As open enrollment continues. we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a pian.

Again, thank you for your letter, [ appreciate your intercest in this important issuc as we work
towards our goal for all Amcericans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. | will also provide a copy of this

response 1o the co-signers of your letier.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Pau! Brour:
U.S. House of Representatives
Washington, DC 20515

Dear Representative Broun:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware nf the Health Insurance Marketpiace or how to 1ake advantage of it. The goal of the
campaign Is to increasc awareness of the Marketplace and cducate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outrcach campaign is running in all states with a Federaliy-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outrcach and cducation effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrolliment continues, we will shift our focus from
traditional 1o digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. 1 appreciate your interest in this important issue as we work

towards our goal for all Americans to live healthier and more productive lives. Please do not

hesitate to contact me with any further thoughts or concerns. | will also provide a copy of this
response to the co-signers of your [etter.

Simcerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

[December 11,2013

The Honorable Phil Gingrey
U.S. House of Representatives
Washington, DC 20515

Dear Representative Gingrey:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outrcach campaign to cducate Amgericans about the tHealth Insurance Marketplace,

Rescarch shows that many uninsured people would like to have health insurance. but they are
unawarc of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It s our job 1o ensurc that Americans have the information they
need 1o make informed health care decisions.

‘The education and outreach campaiga is running 1n all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education eftort for the Health Insurance Marketplace,
we arc usitig o mix of television, radio, and digital advertising. We are focusing our current
cfforts onielevision and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order 1o reach the uninsured and guide them to HealthCare.gov,
waere they can apply and enroll in a plan.

Aygain, thank you for your letter. Fappreciate your interest in this important issuc as we work
towards our goal for all Americans to live healthier and mere productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of this

response to the co-stgners ol your letter.

Sincerely.

Kathlcen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honerable Jack Kingston
U.S. House of Representatives
Washington, C 20515

Dear Representative Kingston:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outrecach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is o increase awarencess of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is runaing in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
nart of our comprchensive outreach and education cffort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on teievision and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to reach the uninsuied and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Apain, thank you tor your letter. [ appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to cortact me with any further thoughts or concerns. | will also provide a copy of this

response to the co-signers of your letter.

Sinccrely.

Kathleen Schelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Tom Price
U.S. House of Representatives
Washington, DC 20515

Dear Representative Price:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outrcach campaign to educate Americans about the Hesalth Insurance Marketplace.

Research shows that many uninsured people would like 1o have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. 1t is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outrecach campaign 1s running in all states with a Federally-facilitated
Marketplace or State Parinership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Healtn Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
citorts on television and radio. As open enrollment continues. we will shitt our focus from
traditional to digital media in order tc reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. [ appreciate your interest in this important issuc¢ as we work
towards our goal for all Americans to live healthicr and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of this

responsc to the co-signers of your [etter.

Sincercly,

Kathicen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Austin Scott
U.S. House of Representatives
Washington, DC 203513

Dear Representative Scott:

Thank you for vour letter inquiring about the U'.S. Department of Health and Human Services”
outreach campaign to cducate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like o have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. “The goal of the
campaign 1¢ to tncrease awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to cnsure that Americans have the information they
need to make informed health care decistons.

The education :nd outreach campaign ts running in all states with a Federaliy-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance, As
part of our comprehensive outreach and cducation effort tfor the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
cfforts un television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. ] appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate 1o contact e with any further thoughts ¢r cencerns. § will alse provide a copy of this

response to the co-signers of your letter.

Sincerely.

Kathleen Sebelius
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201
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December 11,2013

The Honorable Tom Graves
U].S. House of Representatives
Washington, DC 20515

Dear Representative Graves:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outrcach campaign to educate Americans about the Health Insurance Marketplace.

Rescarch shows that many uninsured people would like to have health insurance. but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insarance options. It is our job to ensure that Americans have the information they
need 10 make informed health care decisions.

The education and outreach campaign is running 1n all states with a Federallv-tacititated
Marketplace or State Partnership Mackelrlaces that are not conducting consumer assislance. As
part of our comprehensive outreach and education eftort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digiial ad~ertising. We are focusing our current
eiforts on television and radio. As open enrollment continues, we will shift our tocus from
traditional to digital media in order to reach the uninsured and gunde them to HealthCare gov,
where they can apply and enroll in a pian.

Again. thank vou for your letter. [ appreciate vour interest in this inportant issuc as we work
towards our goal for all Americans to live healthier and more productive hives. Please do not
kesitate to contact me with any further thoughts or concerns. 1 will alse provide a copy of this

response to the co-signers of vour letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honarable Steve King
U.S. Housz of Representatives
Washington, DC 20513

Dear Representative King:

Thank you for your letier inguiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health [nsurance Marketplace.

Rescarch shows that many uninsured people would like 1o have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential eorollees about their
new health insurance options. It 1s our job to ensure that Americans have the information they
n2ed to make informed health care decisions.

Fhe education and eutreach campaigen s running in all states with a Yederally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assislance. As
part of our compeehensive outreach and education ¢flort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
cfforts on television and radio. As open enreliment continues, we will shift our focus from
iraditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and ¢oroll in a plan.

Again, thank you for vour letter. [ appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and mare productive lives. Please do not
hesitate to contact me with any further thoughis or concerns. I will also provide a copy of this

response to the co-signers of your letter,

Sincerely.

Kathlegen Sebelivs



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Radl Labrador
ULS. House of Representatives
Washington, DC 20515

Dear Representative Labrador:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Rescarch shows that many uninsured people would like to have health insurance. but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health inserance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreack campaign s running in all states wath a Federally-facilitated
Marketplace or State Parinership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education eftort tor the Health Insurance Marketplace,
we are using a mix of welevision, radio, and digital advertising. We are focusing our current
eflorts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for vour letter. [ appreziate youi interest in this important issuc as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of this

response to the co-signers of your letter.

Sincerely.

Kathicen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Rodney Davis
U.S. House of Representatives
Washington, DC 20515

Dear Representative Davis:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to cducate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of 1. The goal ot the
campaign is (o increase awareness of the Marketpiace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to take informed health care decisions.

Thez education and outrcach campaign is runaing in all states with a Federally-facilitated
Marhetplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education etiort for the Health Insurance Marketplace,
we ace using a mix of television, radio. and digital advertising. We are focusing our current
eftorts on television and radio. As open enroliment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thauk you for your letter. Tappreciate your interest in this important 1ssue as we work
towards our gaal for all Americans to live healthier and more productive lives. Please do not
hesitate 10 contast me with any further thoughts or concerns. T will also previde a copy of this

response to the co-sipners of vour letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERYICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Todd Rokita
U.S, Housc of Representatives
Washington, DC 20315

Dear Representative Rokita;

Thank you for your letter inquiring about the U.S. Department of Ilealth and Human Services®
outreach campaign to cducate Americans about the Health [nsurance Marketplace.

Research shows that raany uninsured people would like to have health insurance. but they are
unaware of the Health Insurance Marketplace or how to take advantage of 1t. The goal of the
campaign is (o increase awareness of the Marketplace and educate potential enrollees about their
now health insurance options. It is our job 1o ensure that Americans have the information they
need to make nformed health care decisions.

The education und outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Portnership Marketplaces that are not conducting consumer assistance. As
pert of our coniprehensive outreach and cducation eifort for the Health [nsurance Marketplace,
we are using a mix of welevision, radio. and digital advertising. We are focusing our current
efforts on television and radio. As open cnrollment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. I appreeiate your interest in this important issue as we work
towards our geal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of this

response to the co-signers of your letter.

Nincerely,

Kathlcen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 26201

December 11, 2013

The Honorabie Marlin Stutzman
U.S. House of Representatives
Washington, DC 20515

Dear Represemative Stutzman:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured peopie would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on teievision and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. 1appreciate your interest in this important 1ssue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. I will also provide a copy of this
response to the co-signers of your leiter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11,2013

The Honorable Andy Barr
U.S. tlouse of Representativas
Washington, DC 20515

Dear Representative Barr:

Thank you for your letter inquiring about the U.S. Department of [ealth and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace,

Resecarch shows that many uninsured people wouid like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The poat of the
campaign 1s to increase awareness of the Marketplace and educate poiential enrollees about their
new heatth insuranice options, 11 is our job to ensure that Amicricans have the intormation they
need to make informed health care decisions.

The education and outreach campaign is running in all siates with a Federally-facilitated
Macketplace or Statz Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education ¢ftort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues. we will shift our focus from
traditional to digital media in order to reach the uninsared and guide them to HeaithCare.gov.
where they can apply and coroll in a plan,

Again, thank you for your [etter, T appreciate your interest in this important issuc as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitale 10 contact me with any further thouphts or concerns. 1 will alse provide a copy of this

responsc 10 the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Charles Boustany
U.S. House of Representatives
Washington, DC 20515

Dear Representative Boustany:

Thanok you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in al! states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditional te digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enrol! in a plan.

Again, thank you for your letter. | appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. I will also provide a copy of this
response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius
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December 11, 2013

The Honorable Bill Cassidy
U.S. House of Representatives
Washington, DC 20515 i

Dear Representative Cassidy:

Thank vou for your letter inquiring aboui the U.S. Departiment of Health and Human Services’
outreach campaign to educate Americans about the FHealth Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance. but they are

unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the

campargn is to increase awareness of the Marketplace and educate potential enrollees about their

new health insurance options. It is our job to ensure that Americans have the information they

need to make informed health care decisions, ,

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education cftort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
etforts on television and radio. As open enrollment continues, we will shift our focus from :
traditional to d:gital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. 1appreciate vour interest in this important issue as we work |
towards our goal for atl Americans to live healthier and more productive lives. Please do not |
hesitate t¢ contact me with any further thoughts or concerns. 1 will atso provide a copy of this

response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Steve Scalise
U.S. House of Representatives
Washington, DC 20515

Dear Representative Scalise:

Thank you for vour letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign 1s to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. 1t is our job to ensure that Americans have the information they
need to make inforined health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comnprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital adverlising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to rcach the uninsured and guide them t¢ HealthCare.gov,
where they can apply and enroll in a plan.

Aguin, thank you tor your letter. [ appreciate your interest in this important issue as we work
towards our goal for all Americans te live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of this

response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Kerry Bentivolio
U.S. Housc of Representatives
Washington, DC 20515

Dear Representative Bentivolio:

Thank vou for vour letter inquiring about the U.S. Department of Health and Human Services”
outreach campaign to educate Americans about the Health Insurance Marketplace.

Rescarch shews that many uninsured people would like 1o have heaith insurance. but they are
unaware of the [Tealth Insurance Marketplace or how 1o take advantage of ii. The goal of the
campaign 1s te increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. [t is our job to ensure that Anmericans have the information they
need 1o make infermed health care decistons.

The cducation and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partaership Marketplaces that are not conducting consumer assistance, As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television. radio. and digital advertising. We are focusing our current
cftorts on televiston and radio. As open enrollment continues, we will shift our tocus from
traditional to digital media in order to reach the uninsured and guide thein to HealthCare.gov,
where thevy can apply and enroll in a plan.

Again, thank you for your letter. [ appreciate vour interest in this important issue as we work
towards our goal for all Americans to live healthier and mare productive lives. Please do not
hesitate 1o contact me with any further thoughts or concerns. 1 will also provide a copy of this

response to the co-signers of your letter.

Sincerely.

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Bill Huizenga
U.S. House of Representatives
Washington, DC 20515

Dear Represceatative Huizenga:

Thank you for vour letter inquiring about the 1S, Department of 1ecalth and Human Services’
outrcach campaipn to educate Americans about the Health Insurance Marketplace.

Rescarch shows that many uminsurcd people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awarencss of the Marketplace and educate potential enrollecs about their
new health insurance options. It is our job to ensure that Amcricans have the information they
need to make informed health care decisions.

The cducation and outreach campaign is running in all states with a Federally-facilitated
Markeiplace or State Partnership Marketplaces that are not conducting consumer assistance. As
patt of our comprehensive outreach and education eftort for the Health Insurance Marketplace,
we are using a mix ot television, radio. and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shitt our focus from
traditiona fo digital med:ia in order to reach the uninsured and guide them to HealthCare.gov.,
where they can anply and enroll in a plan.

Again, thank you for your letter. [ appreciate your interest in this imperiant issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate 1o contact me with any further thoughts ar concerns. 1 will also provide a copy of this

response 1o the co-signers of your letter.

Sincerely.

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Tim Walberg
LS. House of Representatives
Washington, DC 20515

zar Representative Walberg:

Thank you for your letter inquiring about the U.S. Department of Health and Hurman Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions,

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our compiehensive outreach and education eftfort tor the Health Insurance Marketplace,
we are using a mix of television, radio. and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditionzl to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. Iappreciate your interest in this important issue as we work
towards our geal for all Americans to live healthier and more productive lives. Please do not
hesitate 1o contact me with any further thoughts or concerns. I will also provide a copy of this
response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorabie Sam Graves
U.S. House of Representatives
Washington, DC 20515

Dear Representative Graves:

Thank ycu for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Izsurance Marketplace.

Kesearch shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is o increasc awareness of the Marketplace and cducale potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to rnake informed health care decisions.

The education and outreach campaign 1s runaing in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprechensive outreach and education effort for the lealth Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on tclevision and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank vou for your letter. I appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of this
responsc 10 the co-signers of vour letter.

Sincerely,

Kathleen Sehelius
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December 11, 2013

The Honorable Vicky Harzler
U.S. House of Representatives
Washington, DC 20515

Dear Representative Hartzler:

Thank you for your letter inquiring about the U.S. Departiment of Health and Human Services’
outreach campaign to cducate Americans about the Health Insurance Marketplace.

Rescarch shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of tt. The goal of the
campaign is to increase awareness of the Marketplace end educate potential enrollces about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comiprehensive outrcach and education cffort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
ciforts on television and radie. As open enrollment continues, we wiil shift our focus from
traditional to digital media 1n order to reach the uninsured and guide them: 1o HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. [ appreciate your intercst in this important issue as we work

towards our goal for all Americans to live healthier and more productive lives. Pleasc do not

hesitate to contact me with any further thoughts or concerns. I will also provide a copy of this
response to the co-signers of your letter,

Sincerely,

Kathleen Scbelius
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December 11.2013

The Honorable Billy Long
U.S. House of Representatives
Washington, DC 20515

Dear Representative Long:

Thank you for your letter inquiring about the U.S, Department of Health and Human Services’
outreach campaign to educate Americans about the Heolth Insurance Marketplace,

Research shows that many uninsured people would iike to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advaniage of it. The goal of the
campaign is to increase awarencess of the Marketplace and educate potential enrotlees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed heahh care decisions,

The education and outreach campaign is running in all states with a Federally-facilitated
Marxketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our coneprehensive outreach and education cttort for the Health Insurance Marketplace,
we are using a mix of television, radio. and digital advertising. We are focusing our current
cflorts on television and radio. As open enrollment continues, we will shift our focus from
tradttional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again. thank you lor your letter. appreciate vour interest in this important issue as we work
tawards our goal for all Americans to live healthier and more productive lives, Please do not
hesitate to contaci me with any further thoughts or concerns. [ will also provide a copy of this

response to the co-signers of vour letter.

Sincerely.

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 1. 2013

The Honorable Blaine Lucikemeyer
U.S. House of Representatives
Washington, DC 20515

Dear Representative Luetkemeyer:

Thank you for your letter inquiring about the U1.S. Department of Health and Human Services’
outreach campaign to educate Amcricans about the Health Insurance Marketplace.

Rescarch shows that many uninsured people would like te have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is 10 increase awareness of the Marketplace and educate potential enrellees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facihitated
Marketplace or State Partnership Marhctplaces that are not conducting consumcer assistance. As
part of our compreiensive outreach and education effon for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
eltorts on television and radio. As open enrotlment continues, we witl shift our focus from
raditionat to digatal media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. [ appreciale your interest in this important issue as we work
towards our goal for all Americans to live heslthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of this

response to the co-signers ot your letter.

Sincerely,

Kathleen Sebelius
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December 11, 2013

The Honorable Jason Smith
U.S. House of Representatives
Washington, DC 20515

Dear Representative Smith:

Thank you for vour letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that manv uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign 1s to increase awareness of the Marketplace and educate potential enrollces about their
new health insuwiance options. It 1s our job to ensure that Americans have the information they
nced to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketpiace or State Partnership Marketplaces that are not conducting consumer assistance. As
pait of our comprehensive outreach and education efiort for the Health Insurance Marketplace,
we are using a mix of {elevision, radio, and digital advertising. We are focusing our current
eftorts on television and radio. As open enrollment continucs, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. 1appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of this

response to the co-signers of vour letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Ann Wagner
U.S. House of Representatives
Washington, DC 20515

Pear Representative Wagner:

Thank you for your letter inquiring aboui the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Rescarch shows that many uninsured people would like to have health insurance. but they are
unaware of the Health Insurance Marketplace or how to 1ake advantage of'it. The goal of the
campaign is to increase awareness of the Marketplace and educate potental enrollees about their
new health insurance options. 1t is our job to ensure that Americans have the information they
need 1o make informed health care decisions.

The education and outreach campaign is running in ull states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are net conducting consumer assistance. As
part ol our coreprehensive outreach and education effort for the Health Insurance Marketplace,
we arc using a mix of television. radio, and digital advertising. We are focusing our cutrent
eflorts on television and radio. As open enrollment continues. we will shitt our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. [ appreciate your interest in this important issuc as we work
towards our goal for all Americans to live healthier and more productive hives. Please do not
hesitate to contact me with any further thoughts or concers. [ will also provide a copy of this

response 10 the co-signers of your letter.

Sincerely.

Kathleen Sebelius
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December 11, 2013

The Honorable Steven Palazzo
U.S. Housc of Representatives
Washington, DC 20515

Dear Representative Palazzo:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketptace.

Resedrch shows that many uninsured peopie would like te have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
carapaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make intormed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketpluce or State Partnership Markelplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Healih Insurance Markeiplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order 1o reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for vour letter. 1 appreciate vour interest ir1 this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with anv further thoughts or concerns. [ will also provide a copy of this

response to the co-signers of your letter,

Sincerely.

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Henorable Rence Ellmers
U.S. House of Representatives
Washington, DC 205135

Dear Representative Ellmers:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services”
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health imsurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign 15 to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to eusure that Americans have the information they
necd to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facihtated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our camprehensive outreach and education citort tor the Health Insurance Marketplace,
we are using a nilx of television. radio. and digntal advertising. We are focusing our current
cfforts on television and radio. As open cnrollment continues, we will shift our focus from
traditional 1o digital medsa 1n order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in i plan.

Again, thank you for your letter. [ appreciate vour interest in this important issuc as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. I witl also provide a copy of this

response to the co-signers of your letter,

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable George Holding
UL.S. House of Representatives
Washington, DC 20515

Dear Representative Holding:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many vainsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign Is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make inforimed health care decisions.

The education and cutreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank vou for your letter. [ appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. I will also provide a copy of this
response to the co-signers of your letter,

Sincerely,

Kathleen Sebelius
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December 11, 2013

The Honorable Richard Hudson
U.S. House of Representatives
Washington, DC 20513

Dear Representative Hudson:

Thank you for your letier inquiring about the U.S, Department of Health and Human Services’
outreach campaign to educate Americans about the Health insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campalgn is to increasc awarencss of the Marketplace and educate potential enrollees about their
new health insurance options. 1t 1s our fob to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance, As
part ot our comprehensive outreach and education cftort for ihe Health Insurance Marketplace,
we are uging a mix of television, radio. and digitul advertising. We are focusing our current
efforts on television and radio. As open enrollment continues. we will shift our focus trom
traditional to digital media in order to reach the uninsured and guide them 1o HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. [ appreciate your intercst in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any turther thoughts or concerns. [ will also provide a copy of this

response to the co-signers of your letter.

Sincerely,

Kathleen Sebeliug



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Mark Meadows
LS. House of Representatives
Waskington, DC 20515

Dear Representative Mcadows:

Thank you for your letter inquiring avout the U1.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Heulth Insurance Marketplace.

Research shows that many uninsured people would like to have health insucarce, but they are
unaware of the Health Insurance Marketplace or how 1o take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrolices about their
new health insurance options. [t is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort tor the THealth Insurance Marketplace,
we are using a mix of welevision, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues. we wil! shifi our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank vou for vour letter. [ appreciate your interest in this important 1ssue as we work
towards our goal for all Amernicans to hve healthier and more productive lives, Please do not
hesitate to contuct ime with any turther thoughts or concerns. 1 will also provide a copy of this

response o the co-signers of your letler,

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Robert Pittenger
U.S. House of Representatives
Washington, DC 20515

Dear Representative Pittenger:

Thank you for your letier inquiring about the U.S. Department of Health and Human Scrvices’
outreach campaign to educatc Americans about the Heaith Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign Is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the inforination they
need to make informed liealth care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or S1ate Partaership Marketplaces that are not conducting consumer assistance. As
part of our comprehenstve outreach and cducatton ctfort for the Health Insurance Marketplace,
we are using a mix ol television, radio, and digital advertising. We are focusing our current
cfforts an television and radio. As open enrollment continues, we will shift our focus from
traditicnal to digital media in order to rcach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. I appreciate your interest in this important issue as we work

towards our goal for all Americans to live healthier and more preductive lives, Please do not

hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of this
response to the co-signers of your letter,

Singerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11. 2013

The Honorable Bob Gibbs
U.S. House of Representatives
Washington, DC 20515

Dear Representative Gibos:

Thank you for your letter inquiring about the U.S. Departiment of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketpiace.

Rescarch shows that many uninsured people would like to have health insurance. but they are
unaware ¢f the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign i3 to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions,

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or Suate Partnership Marketplaces that are not conducting consumer assistance, As
part of our comprehensive outreach and education effon for the Health Insurance Marketplace,
vie are using a mix of teievision. radio, and digital advertising. We are focusing our current
ctforts on television and radio. As open enrollment continues, we will shift our focus tfrom
traditional to digital media in order to reach the uninsured and guide them to HealthCare. gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. Tappreciate your interest in this important issuc as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate 1o contact me with any further thoughts or concerns. T will also provide a copy of this

response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

Dezcember 11, 2013

The Honcrable Bill Johnson
U.S. House of Representatives
Washington, DC 20515

Dear Representative lohnson:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health [nsurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how 1o take advantage of it. The goal of the
campaign 1s to increase awarcness of the Markceiplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have tihe information they
need to make informed health care decisions.

‘The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive oulreach and education ¢ffort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
cttorts on television and radio. As open enrollment centinues, we will shift our focus trom
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letler. 1 appreciate your inierest in this important issuc as we work
towards our goal for all Amecricans to live healthier and more productive lives. Plcasc do not
hesitate to contact me with any further thoughts or coacerns. I will also provide a copy of this

response to the co-signers of your letter,

Sincerely,

Kathleen Scbelius
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December 11, 2013

The Honerable Jim Jordan
U.S. House of Representatives
Washington, DC 20515

Dear Representative Jordan:

‘Thank you for your letter inquiring about the U.S. Department of Health and Human Serviees’
outreach campaign to educate Americans about the Health Insurance Markcetplace.

Rescarch shows that many uninsured people would like to have health insurance, but they are
unaware of the FHealth Insurance Marketplace or how to take advantage of it. The goal ot the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It s our job to ensure that Americans have the information they
need to make informed health care decisions,

The education and autreach campaign 1s running 1n all states with a Federally-tacilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
parl of our comprehensive outreach and education etfort for the FHealth Insurance Marketplace,
we are using a mix of television. radio, and digital advertising. We are focusing our current
cttorts on television and radio. As open coroliment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. T appreciate your interest in this important 1ssue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of this

response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius
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December 11,2013

The Honorable Robert 1.atta
U.S. House of Representatives
Washington, DC 20515

Dear Represcntative Latta:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign 1o educate Amcricans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unawarc of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make tnformed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. W< are focusing our current
efforts on television and radio. As open enroliment continues, we will shift our focus from
traditional to digital media in order 10 reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Apain, thank vou for your letter. [ appreciate your interest in this important issuc as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact e with any further thoughts or concerns. [ will also provide a copy of this

response to the co-signers of vour letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Steve Stivers
U.S. House of Representatives
Washington, DC 20515

Dear Representative Stivers:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
ouireach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
cainpaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Paitnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we wili shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. Iappreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. I will also provide a copy of this
response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

Pecember t 1, 2013

The Honorable Patrick Tibert
1,.8. House of Representatives
Washington, DC 20515

Dear Representative Tiberi:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the leaith Insurance Marketplace or how to tiake advantage of'it. The goal of the
campaign is to merease awareness of the Marketplace and educate potential enrollees about their
nzw health insuranee options. 1t is our job to ensure that Americans have the information they
necd to make informed bealth care decisions.

The education and outreach campaign 1s running in all states with a Federally-facilitated
Marketpluce or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and educatior: eftort tor the Health Insurance Marketplace,
we are using a mix of television, radio. and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues. we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
whete they can apply and enrolf in a plan.

Again, thank you for your letter. 1 appreciate your interest in this important issue as we work
towards our goal for all Americans to live hezalthier and more productive hives. Please do not
hesttate to contact me with any further thoughts or concerns. 1 will also provide a copy of this

responsce 1o the co-signers of vour letter,

Sincerely,

Kathlecn Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 2020t

December 11, 2013

The Honorable Brad Wenstrup
U.S. House of Representatives
Washington, DC 20515

Dear Representative Wenstrup:

Thank you for your letter inguiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreacn carapaign is running in all states with a Federally-facilitated
Marketpliuce or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditionai to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enro!l in a plan.

Again, thank you for your letter. [ appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. I will also provide a copy of this
response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11. 2013

The Henorable Jim Bridenstine
U.S. House of Representatives
Washington, DC 20513

Dear Representative Bridenstine:

Thank you for your letter inquiring about the U.S. Department ot Health and Human Services”
outrcach campaign to cducate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like 1o have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is o increase awareness of the Marketplace and educate potential enrollecs about their
new health insurance options. [t is our job 10 cnsure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in ail states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
parl of our comprehensive outreach and education ettort for the Health Insurance Marketplace,
we are using 2 mix ot television, radio, and digital advertising. We are focusing our current
ciforts on television und radio. As open enrollment continues, we will shift our focus from
traditioral to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroil in a plan.

Again, thank you for your letter. I appreciate your inierest in this important issue as we work

towards our goal for all Americans to live healthier and more productive lives. Please do not

hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of this
resnonse 10 the co-signers of your letter,

Sir

rely,

Kathleen Sebelius
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December 1], 2013

The Honorable Tom Cole
U.S. House of Representatives
Washington, DC 20515

Dear Representative Cole:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like 1o have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign 1s to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. 1t is our job to ensure that Americans have the information they
need o make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank yeu for your letter. [ appreciate your interest in this important issuc as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughis or concerns. I will also provide a copy of this

response to the co-signers of vour letier.

Sincerely,

Kathleen Schelius
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December 11, 2013

The Honorable James Lankford
U.S. House of Representatives
Washington, DC 20515

Dear Representative Lankford:

Thank you for your letter inquiring about the UL.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Rescarch shows that tnany uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advanizege ot it. The goal of the
campaigr 1s to increase awareness of the Marketplace and educate potential enrollecs about their
new health insurance options. It is our job to ensure that Americans have the information they
need o make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplice or State Partnership Marketplaces that are not conducting consumer assistance. As
part ol our comiprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a nux of ielevision, radio, and digital advertising. We are focusing our current
cfforts on television and radio. As open enrolliment continues. we will shift our focus from
traditional 1o digital media in order to reach the uninsured and guide them to HealthCare.gov.
where they can apply and cnroll ina plan.

Again, thank you for your letter, 1appreciate your interest in this important issue as we work
towards our goal for all Ainericans to live healthier and more productive hives. Please do not
hesitate to contact me with any further thoughts or concerns. I will also provide a copy of this

response 1o the co-signers of your letter.

Sincerely,

kathleen Sebehius
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December 11,2013

The Honorable Markwayne Mullin
LU.S. House of Representatives
Washington, DC 20513

Dear Representative Mullin:

Thank you for your letter inquiring abou: the U.S. Department of Health and Human Services”
outrcach campaign to educate Americans about the Health Insurance Marketplace,

Research showes that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how 1o take advantage of it. The goal of the
campaign s to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to cnsure that Americans have the information they
nced o make miormed health care decisions.

‘The education and outreach campaign Is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance, As
part of our comprehensive vutreach and education effort for the Health Insurance Marketplace,
we are ustig o rix of televiston, radio, and digital advertising. We are focusing our current
eftorts en television and radio. As open enrol!ment continues, we will shift our focus from
traditional 1o digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. ! appreciate your interest in this important 1ssue as we work

towards our goat tar all Americans to hive healthier and more prodictive lives. Please do not

hesitate to contact me with any further thoughts or concerns. I will also provide a copy of this
response 1o the co-signers of vour letter.

Sincerely.

Kathizen Sebelius
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December 11, 2013

The Honorable Scott Perry
LS. House ot Representatives
Washington, DC 20515

Dear Representative Perry:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outrcach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they arc
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awarencss of the Marketplace and educate potential enrollees about their
new healtl insurance options. It is our job to ensurc that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and cducation cifort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues. we will shift our focus from
traditional to aigital media in order to reach the uninsured and guide them to HealthCare. gov,
where they can apply and enroll in a plan.

Again, thank you for vour lctter, [ appreciate your inicrest in this important issuc as we work
towards our geal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns, 1 will also provide « copy of this
response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December V1, 2013

The Honorable Mick Mulvaney
U.S. House ot Representatives
Washington, DC 20515

Dear Representative Mulvaney:

Thank vou for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Tealth Insurance Marketplace or how to take advantage of it. The goal of the
campaign 1s 1o increase awarencess of the Marketplace and educate patenual enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is renning i all states with a Federally-facilitated
Marketplace or State Partnership Markctplaces that are not conducting consumer assistance, Ax
part of our comprehensive outreach and education etton for the Health Insurance Marketplace,
we are using a mix ot television, radio, and digital advertising. We are focusing our current
eiforts on television and radio. As open enrollment continues, we will shift our tocus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enrull in a plan.

Again, thank vou for your ictter. [ appreciate your interest in this important issue as we work
towards cur goal for all Americans to live healthier and more productive lives. Please do not
hesitate 10 contact mc with any further thoughts or concerns. T will also provide a copy of this

response (o the So-signers of vour letter.

Singerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

Decentber 11,2013

The [lonorable Tom Rice
U.S. House of Representatives
Washington, IDC 20515

Dear Representative Rice:

Thank you for your letter inquiring about the 1S, Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaipn is to increase awareness of the Marketplace and educate potential enroliees about their
new hicalth tisurance options. Itis our job 1o ensure that Americans have the information they
need 1o make iformed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Markelplace o State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education ettort for the Health Insurance Marketplace.
we are using i mix ot television, radio, and digital advertising. We are focusing our currenl
cfforts on television and radio. As open enroliment continues, we will shitt our focus from
traditional to digital media in erder 1o reach the uninsured and guide them to HealthCare.pov,
where they can apply and enroll in a plan.

Again, thank you for your letter. [ appreciate your interest in this important 1ssue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
kesitate w contact me with any further thoughts or concerns. [ will also provide a copy of this

response to the co-signers of vour letter.

Sincerely.

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Marsha Blackbumn
U.S. House of Representatives
Washington, DC 20515

Dear Representative Blackburn:

Thank vou for your letter inguiring about the U.S. Department of Health and Human Services’
outrecach campaign 1o educate Americans about the Health Insurance Marketplace.

Resecarch shows that many unimsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplians or how 1o take advantage of it. The goal of the
campaiga is to increase awarencss of the Marketplace and cducate potential enrollees about their
new health inturance options. It is our job to ensure that Americans have the information they
need to miake informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part ot our comprehensive outreach and education effort for the Health insurance Marketplace,
we are using a mix of welevision, radio, and digital advertising, We are focusing our cuirent
efforts on television and radio. As open enrollment continues. we will shifi our fecus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enrotl ina plan.

Again, thank you for your letter. 1 appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthter and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. T will also provide a copy of this
response to the co-signers of your letter.

ineekely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11,2013

The Honorabie Stephen Fincher
1J.S. House of Represeutatives
Washington, DC 20515

Dear Representative Fincher:

Thank you for vour letter inquiring about the U.S. Department of Health and Human Scrvices’
outrecach campaign to educate Americans about the Health Insurance Marketplace.

Rescarch shows that many umnsured peopie would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to merease awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job w ensure that Awncricans have the information they
need to make informed health care decistons.

‘The education and ouireach campaign is running in all states with a Federally-facilitated
Marketpluce or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are us.ng a mix ot television, rudio, and digital advertising. We are focusing our current
etforts on television end radio. As open enroliment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they caiapply and enroll in a plan.

Agaii, thank you for your letter. [appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with anyv further thoughts or coucerns. [ will also provide a copy of this

response 1o the co-signers of your letter.

Sincerely,

Katkleen Sebelius
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December 11,2013

The Honorable Scott DesJarlais
U.S. House of Representatives
Washington, DC 20515

Dear Represeniative Deslarlais:

Thank you for your letter inquiring about the U.S. Deparument of Health and Human Scrvices’
outreacn campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured peeple would like to have health insurance, out they are
unaware of'the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign 1s to 1nerease awareness of the Marketplace and educate potential enrollees about their
new health insurance options. 1t 1s our job 1o ensure that Americans have the information they
need 1o make informed health care decisions.

The education and outreach campaign is running in al} states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive ovtreach and education etfort tor the Health Insurance Marketplace,
we are using o mix ol television, radio, and digital advertising. We are focusing our current
efforts on television and radic. As open enrollment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and e¢nroll in a plan.

Again, thank you for yvour letter. 1 appieciate your interest in this important issuc as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of this

response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 2021

December 11, 2013

‘The Honorable Phii Roe
1.8, House of Representatives
Washingion, DC 20515

Dear Representative Roe:

Thank you for your letter inquiring aboui the U.S. Department ot Health and Human Services’
aatreach campaign to educate Americans about the Health Insurance Marketpiace,

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal ol the
campaign is 10 increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. 1t is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketpiaces that are not conducting consuimer assistance. As
pat of our comprehensive outreach and educaiion eftort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising, We are focusing our current
eftorts on television and radio. As open earollment continues. we will shitt our tocus {rom
traditional *o digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank vou for veur letter. [ appreciate vour interest in this important issuce as we work
towards our goal for ali Americans to live healthier and more productive lives. Piease do not
hesitate to contact me with any further thoughts or concerns. T will also provide a copy of this

respense 1o the co-signers af vour letter.

Sincerely.

Kathleen Scbelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable John Carter
LJ.S. House of Representatives
Washington, DC 20515

Dear Representative Carter:

Thank you for your lctter inquiring about the 1.8, Department of Health and Human Services’
outreach campaign to cducate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awarcness of the Marketplace and educate potential enrollees about their
new health insurance options. 1t is our job to ensure that Americans have tlie information they
need te make intormed health care decisions.

The educatioii and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education eftort for the Health Insurance Marketplace,
we are using a mix of television, radio, ard digital advertising. We are focusing our current
ciforts on television and radio. As open cnrollment continues, we will shift our {ocus from
traditional to digital media in order to reach the uninsured and guide them te HealthCarc.gov,
where they can apply and enroll in a plan.

Again, thank you for your lctter. | appreciate your interest in this important issue as we work
towards our goal fer all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concems. I will also provide a copy of this

response 10 the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH ANO HUMAN SERVICES
WASHINGTON, D.C. 20201

Pecember 11, 2013

The Honorable Michael Conaway
11.S. House of Representatives
Washingten, DC 20515

Dear Representative Conaway:

Thank you fer your letter inquiring about the U1.S. Diepartment ot Health and Human Services’
outreach campaign to educale Amecicans about the Health Insurance Marketplace.

Rescarch shows that many uninsured people would like to have health insurance, but they are
unaware ol the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign 18 to increase awareness of the Marketplace and educate potential enroilees about their
new health insurance options. {tis our job to ensure that Americans have the information they
need to make informed health care decisions.

The cducaiion and outreach compagn s running in afl states with a Federally-factlitated
Marketplace ¢ State Partnership Marketplaces that are not conducting consumer assistance. As
part ot our comprehensive outreach and education ¢ffort for the Health [nsurance Marketplace,
we are using a mix of welevision, radio. and digital advertising. We are fecusing our current
eftorts on television and radio. As open enroliment continues, we will shift our tocus from
traditional to digial media in order to reach the uninsured and gude them 1o HealthCare.gov,
where they can apply and enroll 1 a plan.

Again, thank you for your letter. 1 appreciaic your interest in this importan? issue as we work
towards our goal for all Americans to live healthier and mors productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. [ will also provide a copy ot this

response o the co-signers of your letter.

Sincerely,

Kathleen Sebeliug



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11. 2013

The Honovable John Culberson
U.S. House of Representatives
Washington, DC 20515

Dear Representative Culberson:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educatc Americans about the lealth Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health [nsurance Marketplace or how to take advantage of'it. The geal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
nevv health insurance options, R is our job to ensure that Americans have the information they
reed (o make informed health care decisions.

The education and outreacli campaiga is running in all states with a Federally-tacilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the [ealth Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media v order to reach the uninsured and guide them to HealthCare.gov.,
where they can apply and enroll in a plan.

Again, thank you fur your letier. [appreciate your interest in this important issuc as w2 work
towards our poal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of this
response 1o the co-signers of your letter.

yincgrely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

‘The Honorable Biake Farenthold
U.S. House of Representatives
Washington, DC 20513

Dear Representative Farenthold:

Thank vou for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like o have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enroliecs about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed heelth care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Parinership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment cortinues, we will shift out focus trom
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thauk you for your letter. T appreciate your interest in this important issue as we work
towsrds our geal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts ot concerns. 1 will also provide a copy of this
response to the co-signers of your letter,

Sincerely,

Kathleen Sebelius
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December 11, 2013

The Honocable Bill Flores
U.S. House of Representatives
Washingten, DC 20515

Dear Representative Flores:

Thank you for your letter inquiring aboui the U.S. Department ot Heaith and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Rescarch shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how 10 take advantage of 1. The goal of the
campaign is to increase awarencss of the Murketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and cutreach campaign is running in all states with a Federally-facilitated
Mearketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our coreprehensive outrcach and education cftort for the Health Insurance Marketplace,
we arc using & mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open errollment continues, we will shift our focus from
traditiona! to digittal media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. [ appreciate ycur interest in this important issuc as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. | will also provide a copy of this
response 1o tnc co-signers of your letter.

Sincggely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Louie Gohmert
U.S. House of Representatives
Washington, DC 20515

Dear Representative Gohmert:

Thank you for your letter inquiring about the U.S. Departinent of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketnlace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the [Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential envollees about their
new health insurance options. It is our job to ensure that Americans have the information they
nced to make informed health care decisions.

The education and outreach campaign is runiting in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that ace not conducting consumer assistance. As
part of our coniprehensive outreach and ¢ducation effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focas from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. [ appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of this
response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C, 20201

December 11, 2013

The Honorable Michael McCaul
U.S. House of Representatives
Washington, DC 20515

Dear Representative McCaul:

Thank you for your letter inquiring about the U.S. Department of FHealth and Human Services’
outreach campaign to educate Americans about the Health [usurance Marketplace.

Lesearch shows that many uninsured people would like 1o have health isurance, but they are
unaware of the Health Insurance Marketplace or how 1o take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensurc that Americans have the information they
need to raake informed health care decisions.

The education and cutreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
pant of our comprehensive outreach and education etfort for the Health Insurance Marketplace,
we are using a mix of television, rad:o, ard digital advertising. We are focusing our current
efforts on television and radio. As open enroilment continucs, we will shift cur focus from
traditional to digital media in order to reach the uninsurcd and guide them to IHealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. [ appreciate your interest in this important issuc as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate tv contact me with any further thoughts or concerns. 1 will also provide a copy of this
response to the co-signers of vour letter. '

yincerely.

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Randy Neugebauer
L1.S. House of Representatives
Washinglon, DC 20515

Dear Representative Neugebauer:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americars about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance. bui they are
unaware of the Health Insurance Marketplace or how to take advantage of'it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enroilees about their
new health insurance options. It is our job to ensure that Americans have the infornation they
nced to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitaied
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comiprehensive outreach and education cffort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
c¢fforis on television and radio. As open enrollment continues, we will shift our focus from
raditional to digital media in order to reach the uninsured and guids them to HealthCare.gov,
where they can apply and enroll in a plarn. '

Again, thank you for your letter. I appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of this

response 10 the co-signers of your letter,

Sincerely,

Kathleen Schelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Pete Olson
U.S. House of Representatives
Washington, DC 20515

Dear Representative Olson:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outrcach campaign to cducate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health lnsurance Marketplace or how 1o take advantage of it. The goal of the
campaign is to increase awareness of the Marketplace and educate potential enrollees about their
inew health insurance options. It is our job to ensure that Americans have the information they
need to make informed health care decisions.

‘The education and outreach campaign is running in ail states with a Federally-facilitated
Marketplace or Statc Parinership Marketplaces that are not conducting consumcr assistance. As
part of our corprehensive outreach and education ceftort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We arc focusing our current
cfforts on television and radio. As open enrollment continues, we will shift our focus from
traditional 1o digitai media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank vou for your leiter. T appreciate your interest in this important issue as we work
towards our goal for all Americans to live hezalthier wid more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. 1 will aiso provide a copy of this

response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 1, 2013

The Horncrable Pete Scssions
U.S. House of Representatives
Washington, XC 20515

Dear Representative Sessions:

Thank you for your letter inquiring about the U.S. Department of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to 1ake advantage of it. The goal of the
camipaiza is to increase awareness of the Marketplace and educate potential enrollecs about their
new health insurance options. [t is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
pari oi our comprehensive outreach and education eftort for the Health Insurance Marketplace,
we are using a mix of television, radio. and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shifl our focus from
wraditional to digitai media in order to reach the uninswed and guide them to HealthCare. gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. [ appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do nos
hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of this

response to the co-signers of your letter.

Sincerely.

Kathleen Schelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honerable Lamar Smith
U.S. House of Representatives
Washington, DC 203515

Dear Representative Smiih:

Thank you for your letter inquiring about the 1.8, Department ot Health and Humnan Services’
outreach campatgn to educate Americans about the Health Insurance Marketplace.

Rescarch shows that many uninsured pecople would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign is 1o iscrease awareness of the Marketplace and educate potential enrollees ubout their
new health insurance options. It is our job to ensure that Americans have the information they
nced 1o make informed health care decisions.

The education and outrcach campaign is running in all states with a F'ederally-faciiitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance, As
part of our comprehensive outreach and education eftort for the Health Insurance Markeiplace,
we are using a mix of televiston, radio, and digital advertising. We are tocusing our current
efforts on television and radio. As open enrolliment continues. we will shift our focus from
traditionz! to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can a2pply and enroll in a plan.

Again, thank vou for your Jetter. I appreciate your inferest in this important issue as we work
towards our goal for all Americans to live healthier and meore productive lives. Pleasc do not
hesttate lo contact me with any further thoughits or concerns. 1 will also provide a copy of this

response 10 the co-signers of your letter.

Sincerely,

Kathleen Sebelius
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December 11, 2013

The Honorable Steve Stockman
U.S. Housc of Representetives
Washington, DC 20515

Dcar Representative Stockman:

Thank vou for your letter inquiring about the U.S. Department of Health and Human Scrvices’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
uniware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign 15 to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to ensure that Americans have the information they
need to make intorimed health care decisions.

The cdueation and outreach campaign is runaing in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and cducation effort for the Health Insurance Marketplace,
we are using & mix of television, radio, and digital advertising. We are focusing our current
cfforts on television and radio. As open enrollment continues, we wili shift our focus from
traditional to digital media in order to reach the uninsured and guide them 1o HealthCarce.gov,
where they can apply and enroll in a plan.

Again, thank you for vour letter, [ appreciate your interest in this important issue as we work
towards our goal for all Americans 1o live healthicr and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of this

response to the co-signers of your letter,

Sincerely,

Kathleen Scbelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 20153

The Honorable Randy Weber
U.S. House of Representatives
Washington, DC 20515

Dear Representative Weber:

Thank you for vour letter inquiring about the U.S. Department of Health and Iluman Services’
cutreach campaign to educate Americans about the Health [nsurance Marketplace.

Rescarch shows that inany uninsured people would like to have health insurance, but they are
unaware cf the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaign 1s Lo increase awareness of the Marketplace and educate potential enrollecs about their
new licaltk 1nsurance options. 1t is our job to ensure that Americans have the information they
need to make informed health care decisions.

The education and cutrcach campaign is running in all states with a Federally-facilitated
Marketplace or State Partuership Marketplaces that sre not conducting consumer assistance. As
part of vur comprehensive cutreach and education effort for the Health Insurance Marketplace,
we are usitig 4 mix of television, radio, and digital advertising. We arc {ocusing our current
cfiorts on television and radio. As open enrellment continues, we will shift our tocus from
traditicnal to digital media in order Lo reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank you for your letter. [ appreciate your interest in this tmportant issue as ve work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of this
response to the co-signers of your letter.

Sincerely,

Kathleer: S=belius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2015

The Honorable Roger Williams
11.S. House of Representatives
Washington. DC 20515

Dear Representative Williams:

Thank you for your letter inquiring about the ULS, Depariment of Health and Hunian Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like te have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
campaigh 13 to increase awareness of the Marketplace and educate potential enreilees about their
new health insurance options. It is our job to ensure that Americans have the information they
iwced to make informed health care decisions.

The educatior and outreach campaign is running m ail states with a Federaliy-facilitated
Marketpluce or State Parinership Marketplaces that are not conducting corsumer assistance. As
part of our comprehensive outreach and cducation effort for the 1calth Insurance Marketplace,
we are using 2 nux of television, radio, and digital advertising. We are focusing our current
efforis on television and radio. As open enrellment continues, we wi'l shift our focus from
traditional 10 digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Agatn, thank vou for your letter. T appreciate your interest in this important issuc as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesiate {o contact me with any further thoughts or concerns. T will also provide u copy of this

response to the co-signers of your letter,

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Chris Stewart
U.S. House of Representatives
Washington, DC 20515

Dear Representative Stewart:

Thank you for your letter inquiring about the U.S. Departinent of Health and Human Services’
outreach campaign to educate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Hezith Insurance Marketplace or how to take advantage of it. The goal of the
campaign is to increase awareness of the Marketpiace and educate potential enrollees about their
new health insurance options. It 1s our job to ensure that Americans have the information they
need 1o make informed health care decisions.

The education and outreach campaign is running in all states with a Federaliyv-tacilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of our comprehensive outreach and edvcation effort for the Health Insurance Marketplace,
we are using a mix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enrollment continues, we will shift our focus from
traditicna! to digital media in order 10 reach the uninsured and guide thens to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank vou for your letter. [ appreciate vour interest in this impeortant issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. I will also provide a copy of this

response to the co-signers of your letter.

Sincerely.

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 20 3

The Henerable Randy Forbes
U.S. House of Representatives
Washington, DC 20513

Dear Representative orbes:

Thank you for your letter inquiring about the ULS. Department of Health and Human Services’
outreach canipaign to cducate Americans about the Health Insurance Marketplace.

Rescarch shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or bow to take advantage of it. The goal of the
campaign is (o increase awareness vl the Marketplace and educate potentiul enrollees about their
new health insurance options. It is our job to ensure that Americans have the informaticn they
nced to make imformed health care decisions.

The cducation and outreach campaign is running in ali states with a ederally-tfacititated
Marketplace or State Parntnership Marketpiaces that are not conducting consumer assistance. As
part of our comprehensive outreach and education effort tor the Health Insurance Marketplace,
we are using & mix of television, radio. and digital advenising. We are focusing our current
eftorts on television and radio. As open enrollinent continues, we will shitt our focus {rom
traditional to digital media in order to reach the uninsured and guide them to HealthCare gov,
where they can apply and enroll ina plan.

Again, thank vou for your lctter. Fappreciate your interest in this important 1ssue as we work
towards our goal tor all Americans to live healthier and more productive lives, Pleasce do not
hesitate 1o contact me with any further thoughts or concerns. [ will also provide a copy of this

response 1o the co-signers of your letter.

Sincerely.

Kaihleen Sebelius
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[ecember 11, 2013

The Honorable Bob Goodlatte
.S, House of Representatives
Washington, DC 20515

Dear Representative Goodlatte;

Thank you for your letter inquiring about the U.S. Depariment of Health and Human Services’
outreach campaign to cducate Americans about the Health Insurance Marketplace.

Research shows that many uninsured people would like to have health insurance, bul they are
unaware of the Health Tnsurance Marketplace or how io take advantage of it. The goal of the
campaign is to increase awarencss of the Marketplace and cducate polential enrollees about their
aew health inzurance options. tis our job to ensure that Amcricans have the information they
need to make infornsed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marncetplace or State Partnership Marketplaces that are not conducting consumer assistance. As
pari of cur comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a nix of television, radio, and digital advertising. We are focusing our current
efforts on television and radio. As open enroliment continues, we will shiit our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.gov,
where they can apply and enroll in a plan.

Again, thank vou for your letter. 1 appreciate your interest in this important issue as we work
towards our goal for all Americans to live healthier and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of this
response to the co-signers of your letter.

yincgeely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December L1, 2013

The Honorable Lynn A. Westmoreland
1J.S. Housc of Representatives
Washington, DC 20515

Dear Representative Westmoreland:

Thank you for your letter inquiring about the U.S. Department of Healtht and Fluman Services”
outreach campaign to educate Americans about the Health Insurance Markeiplace.

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Markeiplace or how to take advantage of 1. The goal of the
campaizn 1s to increase awarencess of the Marketplace and educate potential enrollees about their
new health insurance options. To1s our job to ensure that Americans have the information they
need 10 make informed health care decisions.

The education and outreach campaign is running in all states with a Federally-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
nart of our comprehensive outreach and education effort for the Health Insurance Marketplace,
we are using a mix ar television, radio. and digital adverntising. We are focusing our current
efforts on wclevision and radio. As open enrollmenmt continues, we will shift our fecus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare gov,
where they can apply and enroll 1n a plan.

Again, thank von for your letier. | appreciate vour intercst in this important issue as we work
towurds our goal for all Americans to live healthier and inore productive lives. Please do not
hesitate to contact me with any further theughts or concerns. I will also provide a copy of this

response o the co-signers of vour lener.

Sincerely.

Katnleen Scbehus



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

December 11, 2013

The Honorable Marsha Blackburn
U.S. House of Representatives
Washington, DC 20515

Dear Representative Blackburn;

Thank you for your letter inquiring about the ULS. Department of Health and Human Services'
outreach campaign to educate Americans about the Health Insurance Marketplace,

Research shows that many uninsured people would like to have health insurance, but they are
unaware of the Health Insurance Marketplace or how to take advantage of it. The goal of the
cainpaign 1s to increase awareness of the Marketplace and educate potential enrollees about their
new health insurance options. It is our job to cnsure that Americans have the information they
need to make infermed health care decisions.

The education and outreach campaign is running in all states with a Federallv-facilitated
Marketplace or State Partnership Marketplaces that are not conducting consumer assistance. As
part of cur comprehensive outreach and cducation eftort for the Health Insurance Marketplace,
we are using a mix ot television, radio. and digital advertising. We are tocusing our current
cfforts on television and radio. As open enrollment continues, we will shift our focus from
traditional to digital media in order to reach the uninsured and guide them to HealthCare.pov,
wheie they can apply and enroll in a plan.

Again, thank you for your letter. [ appreciate your mterest in this important 1ssue as we work
towards our goal for all Americans to live healthter and more productive lives. Please do not
hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of this

response to the co-signers of your leiter,

Smcerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Dave Camp
Chairman

Committee on Ways and Means
U.S. House of Representatives
Washington, DC 20515

Dear Chairman Camp:

Thank you for your letter regarding the verification of applicant information in connection with
cligihility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secrctary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
cligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding houschold income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for venfying
much of this information, which the Secretary may modify pursuant to the authorily in Section
1411(c)(4)(B). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 1411(c) does not otherwise
specify the verification process. Both State-bascd and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have eorolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October | through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014, Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. 1 expect these numbers to continue to increase
through the end of March when open enrollment ends.



The Honorable Dave Camp
February 6, 2014
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Additionally, approximately 3.9 million Americans learned they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
eligibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. I will also provide a copy of
this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Paul Ryan
U.S. House of Representatives
Washington, DC 20515

Dear Representative Ryan:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitied 1o Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)(4)(B). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s inforrnation, when Section 1411(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information,

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline 10 obtain coverage beginning January 1, 2014. Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. [ expect these numbers to continue to increase
through the end of March when open enrollment ends.



The Honorable Paul Ryan
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Additionally, approximately 3.9 million Americans learned they are ¢ligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIPY) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majority of individuals. We will continue our
outrcach efforts and seek to ensure that individuals can enroll and receive accurate and timely
cligibility determinations.

Again, thank you for your letter and for your continued interest in ensunng that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of
this response to the co-signers of your letter,

Sincerely,

Kathleen Sebelius

Enclosure
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February 6, 2014

The Honorable Kevin Brady
U.S. House of Representatives
Washington, DC 20515

Dear Representative Brady:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Heaith and Human Services (HHS) to submit a report to Congress no later than Januvary 1, 2014,
detailing Marketplace procedures to verity eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)(4XB). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 1411(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. 1 expect these numbers to continue to increase
through the end of March when open enrollment ends.



The Honorable Kevin Brady
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Additionally, approximately 3.9 million Americans learned they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP} in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
rencwals,

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system i1s working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
eligibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of
this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Thomas Price
U.S. House of Representatives
Washington, DC 20515

Dear Representative Price:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
{APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)(4)(B). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 1411(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for venifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014, Nationwide,
December enroliment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. I expect these numbers to continue to increase
through the end of March when open enroflment ends.



The Honorable Thomas Price
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Additionally, approximately 3.9 million Americans leamed they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As cvidenced by the December enrollment surge, interest in new coverage options remains high,
and the system 1s working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
cligibility determinations.

Again, thank you for your letter and for your continucd interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of
this response to the co-signers of your letter.

Syneerely,

Kathleen Sebelius

Enclosure
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Mike Kelly
U.S. House of Representatives
Washington, DC 20515

Dear Representative Kelly:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
{APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
~ program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)X4)(B). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 141 1(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrotled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, bath of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide,
DPecember enroliment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. 1 expect these numbers to continue to increase
through the end of March when open enrollment ends.



The Honorable Mike Kelly
February 6, 2014
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Additionally, approximately 3.9 million Americans learned they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
eligibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. I will also provide a copy of
this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable James B. Renacci
U.S. House of Representatives
Washington, DC 20515

Dear Representative Renacci:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
{APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)(4)(B). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 1411(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information,

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. I expect these numbers to continue to increase
through the end of March when open enrollment ends.



The Honorable James B. Renacci
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Additionally, approximately 3.9 million Amencans learned they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
rencwals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
eligibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of
this response to the co-signers of your letter.

Sincerely,

Kathleen Scbelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Vern Buchanan
U.S. House of Representatives
Washington, DC 20515

Dear Representative Buchanan:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuving Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verily each
cligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 141 1(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifics methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c){(4)(B). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 141 1(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014, Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. I expect these numbers to continue to increase
through the end of March when open enrollment ends.
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Additionally, approximately 3.9 million Americans learned they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
eligibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. I will also provide a copy of
this response to the co-signers of your letter.

Sjncerely,

Kathleen Sebelius

Enclosure
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February 6, 2014

The Honorable Diane Black
U.S. House of Representatives
Washington, DC 20515

Dear Representative Black:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c){(4)(B). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 1411(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enroliment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. I expect these numbers to continue to increase
through the end of March when open enroilment ends.
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Additionally, approximately 3.9 million Americans learned they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
rencwals.

As evidenced by the December ¢nrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
eligibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of
this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Kenny Marchant
U.S. House of Representatives
Washington, DC 20515

Dear Representative Marchant:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)(4)(B). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 1411(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. I expect these numbers to continue to increase
through the end of March when open enrollment ends.
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Additionally, approximately 3.9 million Americans learned they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the Decemnber enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
eligibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of
this response to the co-signers of your letter.

incerely,

Kathleen Sebelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Todd Young
U.S. House of Representatives
Washington, DC 20515

Dear Representative Young:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
{APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)}(4XB). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 1411(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide,
December enroliment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. I expect these numbers to continue to increase
through the end of March when open enrollment ends.
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Additionally, approximately 3.9 million Amenicans learned they are ¢ligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP}) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
eligibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of
this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Tim Griffin
U.S. House of Representatives
Washington, DC 20515

Dear Representative Griffin:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
cligibility-related data clement that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 141 1(b) specifies the minimum information an applicant must provide, including name,
address, daie of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Sceretary may modify pursuant 1o the authority in Scction
1411{(c}4XB). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 1411({c) does not otherwisc
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and Statc-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. 1 expect these numbers to continue to increase
through the end of March when open enrollment ends.
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Additionally, approximately 3.9 million Americans leamed they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and

November. These numbers include new eligibility determinations and some Medicaid and CHIP
rencwals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system 1s working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
eligibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. I will also provide a copy of
this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius

Enclosure
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Lynn Jenkins
U.S. House of Representatives
Washington, DC 20515

Dear Representative Jenkins:

Thank you for your letter regarding the verification of applicant information in connection with
cligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
(APTC) ard cost-sharing reductions (CSRs) and the processes Marketplaces use to verily each
cligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualificd health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section [411(b} specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family sizc, and employer-sponsored coverage. Section 1411(c) specifies methods for verifving
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)(4)(B). In addition, Section 1411(d} provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 1411(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October | through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. I expect these numbers to continue to increasc
through the end of March when open enrollment ends.
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Additionally, approximately 3.9 million Americans leammed they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. Thesc numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
eligibility determinations,

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of
this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014 ‘

The Honorable Adrian Smith
U.S. House of Representatives
Washington, DC 20515

Dear Representative Smith:

Thank you for your letter regarding the verification of applicant information in connection with i
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 141 1(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)(4)(B). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 1411(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must 3
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide, ;
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five :
times that of October and November combined. I expect these numbers to continue to increase
through the end of March when open enrollment ends.
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Additionally, approximately 3.9 million Americans leamed they are ¢ligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As cvidenced by the December enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
cligibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. 1 will also providc a copy of
this responsc to the co-signers of your letter.

Sincerely,

Kathleen Sebelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Jim Gerlach
U.S. House of Representatives
Washington, DC 20515

Dear Representative Gerlach:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify cligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
cligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and cligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the casc of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)(4)(B). In addition, Section 1411({d) provides authority for the Sccretary to determine the
method for verifying an applicant’s information, when Section 141 1(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October I, 2013, approximatcly 3 million pcople nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide,
December enroliment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. [ expect these numbers to continue to increase
through the end of March when open enrollment ends.
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Additionally, approximately 3.9 million Americans learned they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system s working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
eligibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concems. 1 will also provide a copy of
this response to the co-signers of your letter,

icegely.,

Kathleen Sebelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Patrick Tiberi
U.S. House of Representatives
Washington, DC 20515

Dear Representative Tiberi:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)(4)(B). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 1411{c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. [ expect these numbers to continue to increase
through the end of March when open enrollment ends.




The Honorable Patrick Tiberi
February 6, 2014
Page 2

Additionally, approximately 3.9 million Americans learned they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
eligibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of
this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Devin Nunes
U.S. House of Representatives
Washington, DC 20515

Dear Representative Nunes:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)(4)(B). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 1411(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide,
December enroliment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. I expect these numbers to continue to increase
through the end of March when open enrollment ends.
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Additionally, approximately 3.9 million Amertcans leamed they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majonity of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
chgibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Amencans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. I will also provide a copy of
this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Peter Roskam
U.S. House of Representatives
Washington, DC 20515

Dear Representative Roskam:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Departinent of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was {ransmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411{c)(4)(B). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 141 I(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014, Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. | expect these numbers to continue to increase
through the end of March when open enrollment ends.
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Additionally, approximately 3.9 million Americans learned they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
elhigibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Plcase do
not hesitate to contact me with any further thoughts or concems. [ will also provide a copy of
this response to the co-signers of your letter.

incgrely.,

Kathleen Scbelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Dave Reichert
U.S. House of Representatives
Washington, DC 20515

Dear Representative Reichert:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specities the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)(4)(B). In addition, Section 1411{d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 141 1(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to abtain coverage beginning January 1, 2014. Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. [ expect these numbers to continue to increase
through the end of March when open enrollment ends.
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Additionally, approximately 3.9 million Americans learned they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
eligibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concems. 1 will also provide a copy of
this response to the co-signers of your letter,

Sincerely,

Kathleen Sebelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Aaron Schock
U.S. House of Representatives
Washington, DC 20515

Dear Representative Schock:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
{APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)(4)(B). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 1411(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. I expect these numbers to continue to increase
through the end of March when open enrollment ends.
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Additionally, approximately 3.9 million Amencans learned they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and

November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
eligibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. I will also provide a copy of
this response to the co-signers of your letter.

incgrely,

Kathleen Sebelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Tom Reed
U.S. House of Representatives
Washington, DC 20515

Dear Representative Reed:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, 1n the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)(4)(B). In addition, Section 1411(d) provides authority for the Secretary to determinge the
method for verifying an applicant’s information, when Section 141 1(c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximatety 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October | through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. | expect these numbers to continue to increase
through the end of March when open enrollment ends.
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Additionally, approximately 3.9 million Americans learned they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majonity of individuals. We will continue our
outrcach efforts and seek to ensure that individuals can enroll and receive accurate and timely
cligibility determinations.

Again, thank you for your letter and for your continued interest in ensuning that Americans have
access to affordablc health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of
this response to the co-signers of your letter,

incgrely,

Kathleen Sebelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Erik Paulsen
U.S. House of Representatives
Washington, DC 20513

Dear Representative Paulsen:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage., Section 141 I(c¢) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)(4)(B). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 1411{c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from QOctober | through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. 1 expect these numbers to continue to increase
through the end of March when open enrollment ends.
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Additionally, approximately 3.9 million Americans learned they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majority of individuals. We will continue our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
eligibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordablc health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of
this response to the co-signers of your letter,

Sincerely,

Kathleen Sebelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Sam Johnson
U.S. House of Representatives
Washington, DC 20515

Dear Representative Johnson:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report to Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must follow to verify eligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the eligibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
141 1{c)(4)(B). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 1411{c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. | expect these numbers to continue to increase
through the end of March when open enrollment ends.
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Additionally, approximately 3.9 million Americans leamed they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the December enrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majority of individuals. We will continuc our
outreach efforts and seek to ensure that individuals can enroll and receive accurate and timely
cligibility determinations.

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Please do
not hesitate to contact me with any further thoughts or concerns. [ will also provide a copy of
this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius

Enclosure



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 6, 2014

The Honorable Charles W. Boustany, Jr.
U.S. House of Representatives
Washington, DC 20515

Dear Representative Boustany:

Thank you for your letter regarding the verification of applicant information in connection with
eligibility determinations made by Health Insurance Marketplaces (Marketplaces).

The Continuing Appropriations Act of 2014 requires the Secretary of the U.S. Department of
Health and Human Services (HHS) to submit a report 1o Congress no later than January 1, 2014,
detailing Marketplace procedures to verify eligibility for premium tax credits and cost-sharing
reductions. That report was transmitted to Congress on December 31, 2013; enclosed is a copy
for your reference. This report outlines the statutory and regulatory requirements that
Marketplaces must [ollow to verify eligibility for advance payment of premium tax credits
(APTC) and cost-sharing reductions (CSRs) and the processes Marketplaces use to verify each
eligibility-related data element that applicants provide.

Section 1411 of the Affordable Care Act provides the Secretary with the authority to establish a
program that determines whether an individual meets the ehgibility requirements for enrollment
in a qualified health plan (QHP) through the Marketplace and eligibility for APTC and CSRs.
Section 1411(b) specifies the minimum information an applicant must provide, including name,
address, date of birth, social security number (if applicable), citizenship or immigration status,
and, in the case of an applicant for APTC or CSRs, information regarding household income,
family size, and employer-sponsored coverage. Section 1411(c) specifies methods for verifying
much of this information, which the Secretary may modify pursuant to the authority in Section
1411(c)(4)¥B). In addition, Section 1411(d) provides authority for the Secretary to determine the
method for verifying an applicant’s information, when Section 141 1{c) does not otherwise
specify the verification process. Both State-based and Federally-facilitated Marketplaces must
adhere to statutory and regulatory requirements for verifying applicant information.

Since October 1, 2013, approximately 3 million people nationwide have enrolled in a private
health insurance plan through the Federally-facilitated and State-based Marketplaces, both of
which experienced enrollment surges in December. When compared with HealthCare.gov
enrollment from October 1 through the first weeks of December, enrollment nearly doubled in
the days before the deadline to obtain coverage beginning January 1, 2014. Nationwide,
December enrollment in the State-based and Federally-facilitated Marketplaces was nearly five
times that of October and November combined. 1 expect these numbers to continue te increase
through the end of March when open enrollment ends.
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Additionally, approximately 3.9 million Amencans learned they are eligible for coverage
through Medicaid or the Children’s Health Insurance Program (CHIP) in October and
November. These numbers include new eligibility determinations and some Medicaid and CHIP
renewals.

As evidenced by the December cnrollment surge, interest in new coverage options remains high,
and the system is working well for the vast majonity of individuals. We will continue our
outrcach efforts and seek to ensure that individuals can enroll and receive accurate and timely
cligibility determinations,

Again, thank you for your letter and for your continued interest in ensuring that Americans have
access to affordable health coverage options made available through the Marketplaces. Pleasc do
not hesitate to contact me with any further thoughts or concerns. 1 will also provide a copy of
this response to the co-signers of your letter.,

Sincerely,

Kathteen Sebelius

Enctosure



ENCLOSURE



Verification of Household Income and Other Qualifications for the Provision of Affordable Care Act
Premium Tax Credits and Cost-Sharing Reductions

Introduction

The Continuing Appropriations Act 2014, Pub. L. No. 113-46, Division B, 127 Stat. 558 (2013) requires
the Secretary of Health and Human Services (“Secretary™) to submit a report to Congress no later than
January 1, 2014 which details the procedures employed by the Exchanges to verify eligibility for
premium tax credit (PTC) and cost-sharing reductions (CSRs). Under regulations adopted by the
Secretary to implement section 1411 of the Patient Protection and Affordable Care Act, Pub. L. No. 111-
148, 124 Stat. 119 (2010), as amended by the Health Care and Education Reconciliation Act of 2010,
Pub. L. No. 111-152, 124 Stat, 1029 (2010) (collectively, the Affordable Care Act (ACA)), Exchanges
make eligibility determinations for advance payments of the premium tax credit using these verification
procedures; those advance payments are later reconciled based on a determination of PTC eligibility
made by the Department of the Treasury. The Secretary is issuing this report to provide Congress with a
description of the statutory and regulatory requirements that Exchanges must follow to verify eligibility
for advance payments of the premium tax credit (APTC) and CSRs. This report also provides
descriptions of the operational processes Exchanges use to carry out eligibility-related verification of
information provided by applicants.

In accordance with statute and applicable implementing regulations, when a consumer submits an
application for insurance affordability programs {which include APTCs, CSRs, Medicaid, the Children’s
Health Insurance Program (CHIP), and the Basic Health Program (BHP)), the Exchange verifies
imformation provided by the consumer on the application as a component of making an eligibility
determination. The processes for verifying information in order to determine cligibility for enrollment
in a qualificd health ptan (QHP) through the Exchange and for APTC under section 36B of the Internal
Revenue Code (the Code) and CSRs under section 1402 of the ACA are specified in the ACA and its
implementing regulations. Pursuant to both statute and applicable regulations, the Exchanges have
implemented numerous processes to carry oul the verification of information provided by applicants.

Section 1411 of the ACA requires the Secretary to establish a program for determining whether an
applicant meets the citizenship or lawful presence requirements for eligibility for enrollment in a QHP
through the Exchange, and, if the applicant is secking eligibility for APTC or CSRs, whether the
applicant meets the income and coverage requirements for eligibility for APTC and CSRs.' Section
1411(b) specifies minimum information required to be provided by an applicant, including name,
address, date of birth, social security number (if applicable, based on the applicant’s citizenship or

! Note: Pursuant to section 1402(d) of the ACA and 45 CFR 155.350, an Exchange must determine individuals whao are members of
Federally recognized tmbes, as defined in section 4d) of 25 U.5.C. 450b{d), eligible for CSRs if household income is at or below 300
percent of the Federal Poverty Level, and issuers shall eliminate any cost-sharing for covered services under a QHP.  Additionally, an
Exchange must determine such individuals eligible for CSRs regardless of income for covered services that are fumished through an Indian
health care provider, and the issuer shall eliminate any cost-sharing for covered services under a QHP.



immigration status), and immigration status. For applicants seeking eligibility for APTC or CSR,
section 141 1(b) also specifies that the applicant must provide information regarding income and family
size, and information regarding employer sponsored coverage. Section 1411(¢) requires that some of
this information (specifically, citizenship and lawful presence attestations and household income) must
be verified against specified Federal records. In addition, section 1411(d) provides authority for the
Secretary to determine the method through which other information provided by an applicant, for which
the verification process is not otherwise specified in section 1411, is to be verified.

All Exchanges, including both State-based Exchanges (SBEs) and Federally-facilitated Exchanges
(FFEs), must follow the applicable statutory and regulatory requirements to carry out the verification
process. The individual venifications that Exchanges are required to perform as part of the cligibility
determination process and the statutory and regulatory requirements pursuant to which these processes
arc performed are identified in the next section of this report. In addition, the operational processes that
Exchanges use to perform the venifications are also described in the next section. CMS devcloped the
Federal Data Services Hub (FDSH) and the FFEs” eligibility and enrollment system consistent with
Federal statutes, regulations, and guidelines as well as industry standards that ensure the security,
privacy, and integrity of systems and the data that flows through them. CMS also has security and
privacy agreements with all Federal agencies, SBEs, and other state agencies connecting to the Hub.

While all Exchanges arc rcquired by statute and regulation to perform the eligibility verifications
outlined in this report, including the required usage of available Federal data sources to perform
cligibility venfications, there 15 some flexibility in how Exchanges can implement and perform these
verifications. For example, the operational processes that SBEs employ may differ somewhat from
those the FFEs employ. In addition to the Federal data sources available through the FDSH, which 1s
being used by SBEs as the pnimary data source for performing eligibility verifications, SBEs in some
cases have access to State data sources that can be utilized as an additional data source for performing
the eligibility verifications, in coordination with those available at the Federal level. The ability for
States to use additional data sources for purposes of conducting verificatons of certain eligibility
information 1s specified in 45 CFR 155.315 and 155.320, and the additional data sources are approved
by HHS as part of the Exchange Bluepnint, as specified in 45 CFR 155.315(h) and 45 CFR 155.105(d)
and (e).

In order to oversee and validate the processes that SBEs use to perform eligibility-related venfications,
the Department of Health and Human Services (HHS) has developed several tools. These oversight
tools ensurc that SBEs meet all statutory and regulatory requirements and also ensure that the
operational processes that the SBEs employ appropnately venfy applicant information and determine
cligibility for enroliment. The tools and methods that HHS uses for oversight and validation of SBE
processes are described in the third section of this report.



Section II: Statutory and regulatory requirements for verifications and operational processes for
. * 2
verifications

The following paragraphs describe each verification that an Exchange is required to carry out to verify
eligibility for APTC and CSRs. Certain attestations or other information provided by either the
applicant, or application filer in cases where the application filer is applying on behalf of others in the
household, are required to be verified by the Exchange. Attestations about tax filing associated with
receipt of APTCs are required to be made by the tax filer. Each subsection below describes the statutory
and regulatory requirements for a specific verification, as well as the operational processes that
Exchanges use to perform that verification.

Verification of Social Security number

Section 1411(c)(2) of the ACA states that for citizenship or immigration status, the Secrctary shall
submit specified information 1o the Commissioner of Social Security to determine whether the
information provided by the applicant or application filer i1s consistent with the information in the
records of the Commissioner. The information provided to the Social Security Administration (SSA)
includes the applicant’s name, date of birth, Social Security number, and an attestation that the
individual is a citizen, il applicable. 45 CFR 155.315 describes the verification process related to
eligibility for enrollment in a QHP through the Exchange, and section 155.315(b) describes the process
for validation of Social Security number. It states that, for any individual who provides his or her Social
Security number to the Exchange, the Exchange must transmit the Social Security number and other
identifying information to HHS, which will submit it to SSA. If the Exchange is unable to verify the
Social Security number through SSA or SSA indicates that the individual 1s deceased, the Exchange
must provide the applicant with a 90 day inconsistency period as provided in 45 CFR 155.315(b)(2) and
(f} to provide documentary evidence or otherwise resolve the inconsistency.

FFEs and SBEs use the operational process of electronic data matching with SSA to carry out the
validation of Social Security numbers (SSNs).

Verification of citizenship, status as a national, or lawful presence

Scction 1411(c)(2)(B) of the ACA states that for an individual who attests that he or she is an alicn
lawfully present in the United States or is a citizen but with respect to whom the Commissioner of Social
Security has notified the Secretary that the individual's attestation of citizenship is inconsistent with the
information in the Commissioner’s records, the Secretary shall submit specified information to the
Secretary of Homeland Security for verification of citizenship or lawful presence. The information
submitted to the Department of Homeland Security {DHS) includes the individual’s name, date of birth,
identifying information with respect to the individual's immigration status, and the attestation that the

? Except for certain tax-filing related attestations from the tax filer (who may or may not be the applicant), the attestations
discussed in the verification process may be provided by the applicant or the application filer who submits the application on
behalf of the applicant.



individual is a non-citizen lawfully present or an attestation that the individual is a citizen, as applicable,
45 CFR 155.315(c)(1) describes the process required for verification of citizenship, status as a national,
or lawful presence. It states that for an applicant for whom an attestation is provided that attests to
citizenship and the applicant’s SSN, the Exchange must transmit the SSN and other identifying
information to HHS, which will submit the information to SSA. Section 155.315(c)(2) states that for an
applicant who attests to lawful presence or attests to citizenship and for whom the Exchange cannot
verify the claim of citizenship through SSA, and who has documentation that can be verified through
DHS, the Exchange must transmit information from the applicant’s documentation and other identifying
information to HHS, which will submit the information to DHS.

FFEs and SBEs use the operational process of clectronic data matching with SSA and DHS to carry out
the verification of citizenship, status as a national, or lawful presence. For an applicant for whom an
attestation as to citizenship is provided and for whom the Exchange cannot verify the claim of
citizenship through SSA, the applicant is asked if he or she is a naturalized or derived citizen, and if so
whether he or she has naturalization or citizenship documentation verifiable by DHS. if the applicant
does, the Exchange must transmit the information to HHS, which will submit the information to DHS.
For an applicant for whom an attestation of citizenship, status as a national, or lawful presence is
provided and for whom the Exchange cannot venfy the atiestation through SSA or DHS, the Exchange
must provide the applicant with a 90 day inconsistency peniod as specified in 45 CFR 155.315(c)(3) and
(f) to provide documentary evidence or otherwisc resolve the inconsistency.

Verification of Residency

Section 1411(b)(1)(A) of the ACA requires an applicant for enrollment in a qualified health plan offered
through an Exchange to provide the name, address, and date of birth of each individual applying for
coverage. 45 CFR 155.305(a)(3) specifies the eligibility standards for residency and states that an
applicant must meet the following standards: if he or she is an individual who is age 21 and over, is not
living in an institution as defined in 42 CFR 435.403(b), is capable of indicating intent, and is not
receiving an optional State supplementary payment as addressed in 42 CFR 435.403(f), then the service
area of the Exchange of the individual is the service area of the Exchange in which he or she is living
and intends to reside or has entered with a job commitment or is seeking empleyment; or if he or she is
an individual who is under the age of 21, 1s not living in an institution as defined in 42 CFR 435.403(b),
is not eligible for Medicaid based on receipt of assistance under utle 1V-E of the Social Secunty Act as
addresscd in 42 CFR 435.403(g), is not emancipated, is not receiving an optional State supplementary
payment as addressed in 42 CFR 435.403(f), then the Exchange service area of the individual is the
service arca of the Exchange in which he or she resides or is the service area of the Exchange of a parent
of caretaker.

45 CFR 155.315(d) specifies the venification of residency required for an eligibility determination for
enrollment in a QHP through the Exchange. Section 155.315(d) states that the Exchange must verify the
attestation of an applicant’s residency, which is made subject to penalty of perjury and other applicable
penalties, including those specified in section 1411(h) of the ACA, by doing the following: examining
electronic data sources that are available to the Exchange and which have been approved by HHS for



this purpose and accepting the attestation except under specified circumstances. If the information
provided about an applicant’s residency is not reasonably compatible with other information provided
by the applicant, the Exchange must examine electronic data sources available to the Exchange that have
been approved by HHS for this purpose. If the information in these data sources is not reasonably
compatible with the information provided by the applicant, the Exchange must provide the applicant
with a 90 day inconsistency period as specified in 45 CFR 155.315(f) to provide documentary evidence
to resolve the inconsistency.

Please note that there are separate residency verification rules for Medicaid and CHIP.
Verification of incarceration status

Scction 1312(f)(1)(B) of the ACA states that an individual shall not be treated as a qualified individual
if, at the time of enrollment, the individual is incarcerated. other than incarceration pending the
disposition of charges. A qualified individual 1s defined in section 1312(f)(1 A) of the ACA with
respect to an Exchange as: an individual who is secking to enroll in a QHP in the individual market
offered through the Exchange and who resides in the State that established the Exchange, but excluding
individuals who are incarcerated other than pending the disposition of charges. 45 CFR 155.315(e)
specifies the requircments for verification of incarceration status. It states that the Exchange must verify
the attestation, which is made subject to penalty of perjury and other applicable penalties, including
those specified in section 1411(h) of the ACA, that an applicant is not incarcerated by: relying on
clectronic data sources that are available to the Exchange and which have been approved by HHS for
this purpose, or if an approved data source is unavailable, accepting the attestation; however, if the
attestation provided by the applicant or application filer is not compatible with information from
approved data sources or other information from the applicant or in the records of the Exchange, the
Exchange must provide the applicant with a 90 day inconsistency period as specified in 45 CFR
155.315(f) to provide documentary cvidence to resolve the inconsistency.

Verification of minimum essential coverage (MEC) other than through employer sponsored
insurance (ESI)

45 CFR 155.320 describes the verification process related to additional eligibility criteria for insurance
affordability programs. Section 36B(c)}(2)(B) of the Code makes APTC and CSR available to enrollees
for coverage months for which they are eligible. Scction 36B(c)(2)(B) specifics that a coverage month
shall not include any month with respect to an individual if, for such month, the individual is eligible for
minimum cssential coverage (as defined in section S000A(f) of the Code) other than through the
individual market. Accordingly, 45 CFR 155.32((b) specifies the Exchange must venfy whether an
applicant is eligible for MEC other than through an eligible employer-sponsored plan, Medicaid, CHIP
or the BHP, using information obtained by transmitting specified 1dentifying information to HHS for
verification purposes. When the Exchange transmits identifying information to HHS, this information 1s
used to verify whether the applicant is eligible for coverage through Medicare, the Veterans Health
Administration, TRICARE (Department of Defense), and the Peace Corps. The Exchange must also
verify whether an applicant has already been determined eligible for coverage through Medicaid, CHIP,



or the BHP using information obtained from the agencies administering such programs. The process by
which the Exchanges verify eligibility for MEC through an employer-sponsored plan is discussed below.

FFEs and SBEs use the operational process of electronic data matching for verification of MEC other
than ESC.?

Verification of household income and family size

Section 1411(b)(3) of the ACA specifies information that must be provided for all applicants claiming
APTC or CSRs. Such applicants are required to provide information regarding income and family size
described in section 6103{1)(21) of the Code for the taxable year ending with or within the second
calendar year preceding the calendar year in which the plan year begins. In addition, applicants are
required to provide information regarding changes in circumstances that may occur with respect to the
eligibility information specified in section 1412(b)(2) of the ACA. This includes information with
respect to individuals who were not required to file an income tax return for the taxable year ending with
or within the second calendar year preceding the calendar year in which the plan year begins or
individuals who experience changes in marital status or family size or significant reductions in income.

45 CFR 155.320(c) specifies the requirements for verification of household income and
family/household size as related to eligibility for insurance affordability programs. Section
155.320(c)(1) requires tax retum data regarding modified adjusted gross income (MAGI) and family
size to be requested for all individuals whose income is counted in calculating a tax filer’s household
income and for whom the Exchange has an SSN.

45 CFR 155.320(c)(3)(1) specifies the requirements for the family size verification process for eligibility
for APTC and CSRs. The Exchange must require an attestation identifying the number and names of the
individuals that comprise a tax filer’s family, such attestations are provided under penalty of perjury and
other applicable penalties, including those specified in section 1411(h} of the ACA. To the extent the
applicant or application filer attests that tax return data regarding MAGI-based income represents an
accurate projection of a tax filer's family size for the benefit year for which coverage is requested, the
Exchange must determine the tax filer’s eligibility for APTC and CSRs based on the family size data in
the tax retum data. To the extent that tax return data are not available, or an applicant attests that a
change in circumstances has occurred or is reasonably expected to occur such that the tax retun data
does not represent an accurate projection of a tax filer’s family for the benefit year for which coverage is
requested, the Exchange will accept the attestation of the tax filer's family size unless the Exchange
finds that an attestation of a tax filer’s family size is not reasonably compatible with other information
provided by the application filer for the family or in the records of the Exchange. With the exception of

? Electronic data matching with Medicaid and CHIP agencies is subject to the State agency’s ability to provide data at this time. Exchanges
venfy Medicaid and CHIP eligibility using data from the Medicaid and CHIP agency in the State in which the Exchange is operating, in
those States in which the Medicaid and CHIP agency is able to provide data at this time. Section 1411 explicitly addresses venfication of
employver-sponsored coverage but does not address verification of existing enrollmenteligibility in Medicaid and CHIP programs. Note
that each new applican will also have at 1cast an assessment of Medicaid and CHIP eligibility as part of the APTC and CSR eligbility
determunation.



tax return data, the Exchange must use data obtained through other electronic data sources to verify the
attestation. If such data sources are unavailable or information in such data sources is not reasonably
compatible with the applicant’s attestation. the Exchange must request additional documentation in
accordance with the procedures specified in 45 CFR 155.315(f).

The FFEs and SBEs currently do not have access to a data source with information that could be used to
verify an applicant’s attestation regarding family size, such as prior eligibility records, and are thercfore
accepting applicant attestations at this time. HHS will continue to evaluate whether electronic data
sources may be available to verify family size in the future.

45 CFR 155.320(c)}(3)(ii) specifies the requirements for the annual houschold income verification
process for eligibility for APTC and CSRs. The Exchange must compute annual household income
based on tax return data and must require an applicant to attest regarding the tax filer’s projected annual
household income, which is done under penalty of perjury and other applicable penalties, including
those specified in section 1411(h) of the ACA. To the extent the attestation indicates the tax retumn
income represents an accurate projection of the tax filer's household income for the benefit year for
which coverage is requested, the Exchange must determine eligibility for APTC and CSRs based on the
tax return information. To the extent tax return data are not available or an applicant attests that a
change in circumstances has occurred or is reasonably expected to occur, and the tax return data
therefore does not represent an accurate projection of the tax filer’s household income for the benefit
year for which coverage is requested, the Exchange must require the applicant to attest to the tax filer's
projected household income for the year for which coverage is requested.

FFEs and SBEs use the operational process of electronic data matching with IRS, SSA, and current
sources of income to verify annual household income.

Section 155.320(c)(3)(iii} describes the requirements for the verification process for increases in
household income and states the following: if an applicant’s attestation of projected household income,
which is made under penalty of perjury and other applicable penalties, including those specified in
section 141 {(h) of the ACA, indicates a tax filer’s income has increased or is reasonably expected to
increase from the income reflected in tax retumn data for the benefit year for which coverage is requested
and the Exchange has not verified the applicant’s MAGI-based income to be within the applicable
Medicaid or CHIP MAGI-based income standards, the Exchange must accept the applicant’s attestation
for the tax filer's family. However, if MAGI-based income sources available to the Exchange indicate
that the applicant’s projected annual household income is in excess of his or her attestation by a
significant amount, or if other information provided by the applicant indicates that his or her projected
annual houschold income is in excess of his or her attestation by a significant amount and information
from MAGI-based income sources is not available or is not reasonably compatible with the applicant’s
attestation, then the Exchange must request additional documentaticn to support the attestation in
accordance with the procedures specified in 45 CFR 155.315(f)(1) through (4).

FFEs and SBEs use the operational process of electronic data matching with current income sources
including, for the FFEs and some SBEs, data matching with Equifax Workforce Solutions. For SBEs,



another common data source used to verify current income is state wage data from the State Wage
Information Collection Agency (SWICA).

Section 155.320(¢)(3)(iv) specifies the requirements for the altemmate verification process for decreases
in annual household income and situations in which tax return data are unavailable. It states that a tax
filer qualifies for the altemate verification process if an applicant attests to projected annual income in
accordance with section 155.320(c)(3)(i1)(B); the tax filer does not meet the criteria for the verification
process for increases in household income; the applicants in the tax filer’s family have not established
MAGI-based income to be within the applicable Medicaid or CHIP MAGI-based income standards; and
one of the following criteria is met: the Department of the Treasury does not have tax return data that
may be disclosed for the tax filer that is at least as recent as the calendar year two years prior to the
calendar year for which APTC or CSRs would be effective; the applicant attests that the applicable
family size has changed or is reasonably expected to change for the benefit year; the applicant attests
that a change in circumstances has occurred or 15 reasonably expected to occur and so the tax filer’s
annual household income has decreased or is reasonably expected to decrease; the applicant attests that
the tax filer’s tax filing status has changed or is reasonably expected to change; or an applicant in the tax
filer’s family has filed an application for unemployment benefits.

If a tax filer qualifies for an alternate verification process and the applicant’s attestation to projected
household income is greater than ten percent below the annual household income computed by the
Exchange based on the tax return data, or if tax return data are unavailable, then the alternate
verification procedures are specified in 45 C.F.R. 155.320(c)(3)(vi). That section states that, for an
applicant in this situation, the Exchange must attempt to verify the applicant’s attestation of the tax
filer's projected annual household income by using annualized data from the MAGI-based income
sources and other electronic data sources approved by HHS, based on evidence showing that such data
sources are sufficiently accurate and offer less administrative complexity than paper venfication. If an
applicant's attestation regarding a tax filer's projected annual household income indicates that the tax
filer's annual household income has increased or is reasonably expected to increase from the data
regarding MAGI-based income for the benefit year for which coverage is requested, and the Exchange
has not verified the applicant's MAGI-based income through the verification process for Medicaid and
CHIP for MAGI-based household income to be within the applicable Medicaid or CHIP MAGI-based
income standard, the Exchange must accept the applicant's attestation, unless the Exchange finds that the
applicant's attestation of the tax filer's annual household income 1s not reasonably compatible with other
information provided by the application filer or available to the Exchange through MAGI-based income
data sources, in which case the Exchange must request additional documentation using the procedures
specified in 45 C.F R, 155.315(f). If electronic data are not available or the applicant attests to a
projected annual household income that is more than ten percent below the annual household income
computed using MAGI-based income sources, the Exchange must follow the inconsistency process
specified in 45 C.F.R. 155.315(f)(1) through (4). If following a 90 day inconsistency period, an
applicant has not provided additional information and data sources indicate that an applicant in the tax
filer's family is eligible for Medicaid or CHIP, the Exchange must not provide the applicant with
eligibility for APTC, CSRs, Medicaid, CHIP, or the BHP. If following a 90 day inconsistency period
the Exchange is unable to verify the applicant’s attestation, the Exchange must determine the applicant’s



eligibility based on the Exchange’s computation of annual houschold income based on tax return data.
If following a 90 day inconsistency period the Exchange is unable to verify the applicant’s attestation
and the tax retumn data are unavailable, the Exchange must determine the tax filer ineligible for APTC
and CSRs.

FFEs and SBEs use the operational process of electronic data matching with current income sources and
additional documentation requested from the applicant.

Verification related to enrollment in an eligible employer-sponsored plan and eligibility for
qualifying coverage in an eligible employer sponsored plan

For applicants who arc applying for APTC or CSRs on the basis that the applicant’s (or related
individual's) employer is not treated under section 36B(c)(2)(C) of the Intemmal Revenue Code as
providing minimum cssential coverage (MEC) or affordable MEC, section 1411(b){4) of the ACA
specifies the information that must be provided regarding employer sponsored coverage. This
information includes the name, address, employer identification number (1f available) of the employer;
whether the applicant (or related individual) is a full-time employee and whether the employer provides
minimum esscntial coverage; if the employer provides minimum essential coverage, the lowest cost
option for the applicant (or related individual) and the applicant’s {or related individuals) required
contribution under the employer-sponsorced plan: and if the applicant claims an employer’s minimum
essential caverage is unaffordable, the information regarding income and family size specified in section
1411({b)}3) of the ACA and discussed above.

45 CFR 155.320(d) specifies the verification related to enrollment in an cligible employer-sponsored
plan and eligibility for qualifying coverage in an ¢ligible employer-sponsored plan. The Exchange must
verify whether an applicant reasonably expects to be enrolled in an eligible employer-sponsored plan or
eligible for qualifying coverage in an eligible employer-sponsored plan for the benefit year for which
coverage is requested. The Exchange must obtain data about enrollment in and eligibility for an cligible
employer-sponsored plan from any electronic data sources available to the Exchange and which have
been approved by HHS, based on evidence showing that such data sources are sufficiently current,
accurate, and minimize administrative burden. Additionally, the Exchange must obtain any data
regarding enrollment in an employer-sponsored plan or eligibility for qualifying coverage in an eligible
employer-sponsored plan based on Federal cmployment by transmitting identifying information to HHS
to provide the necessary verification, and must obtain any available data from the SHOP that
corresponds to the state in which the Exchange is operating. Data from the SHOP are not currently
available for this purpose, but will be used for venfication once the data are available. The Exchange
accepts the applicant’s attestation regarding the employer-sponsored coverage verification unless the
applicant’s attestation is not reasonably compatible with the foregoing verification information obtained
by the Exchange, other information provided by the applicant, or other information in the records of the
Exchange. If the attestation i1s not reasonably compatible with this information, the Exchange must
follow the inconsistency procedure specified in 45 CFR 155.315(f). Additionally, for applicants for
whom the Exchange does not have any of the foregoing verification information, the Exchange must
select a statistically significant random sample of applicants and verify the attestation regarding
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employer-sponsored coverage by following the procedures specified in 45 CFR 155.320(d)(3)(iii) to
contact the employer(s) listed on the application. If the Exchange receives relevant information from an
employer, the Exchange must determine the applicant’s eligibility based on such information. If, aftera
90 day period, the Exchange has not obtained the necessary information from an employer, the
Exchange must determine eligibility based on the attestation provided with the application. The
Exchange has the option to perform verifications using this statistically significant random sample
method for the first year of operations, and must use this method for eligibility determinations for APTC
and CSRs that are effective on and after January 1, 2015. Alternatively, for the first year of operations,
the Exchange may accept the applicant’s attestation regarding enrollment in an eligible employer-
sponsored plan and cligibility for qualifying coverage in an cligible employer-sponsored plan for the
benefit ycar for which coverage is requested.

To support employer-sponsored coverage verification, the application for APTC or CSRs must include
information regarding the applicant’s access to employer-sponsored coverage on the application.

Section 11I: Procedures Emploved by CMS to Ensure Appropriate Verifications of Eligibility
Performed by State-based Exchanges

Under 45 CFR 155.105, in order for a State to receive approval from HHS to operate a State-based
Exchange (SBE), a State must complete and submit an Exchange Blueprint that documents how the
Exchange meets, or will meet, al} applicable requirements, and must demonstrate operational readincss
to operate an SBE. The Exchange Blueprint application, published in May 2012, identifies the set of
discrete requirements that an SBE must meet in order to receive this approval. These requirements
include the capacity to determine eligibility for APTC and CSRs, to conduct verifications of cligibility
pursuant to 45 CFR 155, Subpart D, and to electronically connect to data sources to conduct such
verifications.

Under the Exchange Blueprint, SBEs must be able to perform required cligibility verifications by
matching applicant data agamst the Federal data sources discussed above through an automated
connection with the FDSH. SBEs must provide supporting documentation to demonstrate their ability to
meet these requirements in order to receive Bluepnint approval from CMS. SBEs were required to
submit their Blueprint applications to HHS by December 15, 2012 and, as provided under 45 CFR
155.105, HHS granted SBEs approval of their Blueprint applications on a conditional basis on January
1,2013. Conditional approval means that each SBE has a set of conditions with timelines that must be
met in order to receive full approval as an SBE. The conditional approval of the SBE Blueprint
applications was based on the evidence of progress towards meeting the Bluepnnt requirements, along
with assurances each SBE provided that they would meet the requirements in areas where they had not
yet achieved operational readiness as of January 1, 2013. CMS took this approach towards granting
approval by the required January 1, 2013 date on the basis that all SBEs were still actively in the process
of completing implementation of information systems functionality and operational processes to perform
Blueprint-required activities when the Blueprint applications were due to CMS on December 15, 2012.
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As part of demonstrating their ability to perform Blueprint-required activities correctly and in an
automated manner, SBEs were required to perform a set of CMS-defined end-to-end information system
tests. To this end, CMS developed 23 test scenarios, representing 75 test cases, for SBEs to conduct.
Each test scenario 1s designed to test the ability to meet a particular requirement in the Exchange
Blueprint and contains a set of 3 to 4 test cases. Each set of test cases that are associated with a test
scenario vary in degree of difficulty from more basic test cases to more complex test cases. These tests,
known as “'Blueprint tests,” allow SBEs to complete a standard set of tests using CMS-specified data
inputs to amrive at CMS-specified outcomes. This approach standardizes the testing and evaluation of
results by CMS. Among the 23 Blueprint test scenanos are 10 test scenarios (listed below and
representing 30 test cases) that address the ability of an SBE to correctly verify and determine eligibility
for QHP coverage through the Exchange, both with and without eligibility for APTC and CSRs.

mmwmmmmqmmmmwmwu,mmm
to redeterminations from applicants and enrollecs online.

The Marketplace has the capacity to conduct periodic data matching pursuant to 45 CFR 155,
subpart D and act on the results of the data matching

The Marketplace has the capacity to conduct annual redeterminations and process responses
through all channels pursuant to 45 CFR 155, subpart D.

The Marketplace has the capacity to conduct verifications pursuant to 45 CFR 158, subpart D,
and is able (0 connect t¢ data sources, such as the Data Services Hub, and other sources as
needad.

The Markotpiace has the capacity to determine individual eligibility for QHP coverage
theough the Marketplace.

The Marketpiace has the capacity to determine eligibility for Medicaid and CHIP based on
MAG] or

The Marketplace has the capacity to assess eligibility for Medicaid and CHIP based on MAGL
The Marketplace has the capacity to determine eligibility for Advance Payments of the
Premium Tax Credit (APTC) and Cost Sharing Reductions (CSRs), including calculating
maximum APTC, independently or through the use of a Federally-managed service.

The Marketplace has the capacity to accept applications and updates, conduct verifications,
and determine eligibility for individual responsibility requirement and payment cxcmptlons
independently or through the use of Federally-managed services.

The Marketplace has the capacity to process QHP selections and terminations using electronic
enrollment transaction standards in coordination with issuers and CMS.

B 1he Marketplace has the capacity to compute actual APTC.

CMS defined the input data for states to use in performing these 10 Blueprint test scenarios such that
SBEs would produce certain a certain set of eligibility verification and determination outcomes if the
tests was performed correctly. These 10 Blueprint test scenarnios also required states to make calls to the
FDSH verification services so that the FDSH could respond to the verification calls by providing the
appropriate Blueprint test input data to states so they could complete the Blueprint test. Thus, in order to
complete these 10 Blueprint tests, SBEs needed to have first gone through the step of establishing
connectivity to the FDSH. This step was completed by all SBEs by October 1, 2013. Therefore, since
October 1, 2013, SBEs have been able to utilize the FDSH to perform eligibility verifications as part of
their Exchange operations. Both the CMS Blueprint tests and establishment of FDSH connectivity were
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intended to supplement and occur in conjunction with each SBE’s own internal testing of eligibility
verification and eligibility determination functionality.

As evidence that SBEs performed the Blueprint tests correctly, each SBE was required to provide
evidence and supporting documentation demonstrating their usage of the CMS-specified input data and
how they achieved the CMS-specified test outcomes. As part of this evidence and supporting
documentation, each SBE was also required to submit a certification of the Blueprint test results from
the SBE’s Independent Venfication and Validation (IV&V) entity. These are entities that each SBE
contracts with to perform independent oversight of the SBE’s information system implementation cffort,

Blueprint testing began in the summer of 2013. Blueprint testing by SBEs will continue through the end
of December 31, 2013 and into 2014, so that SBEs can perform tests using certain enhancements to the
FDSH verification services that are not yet available. This would include testing an SBE’s ability to
conduct eligibility re-determinations using the FDSH quarterly eligibility verification service, as well as
testing an SBE’s ability to correctly submit monthly and annual eligibility reperts to CMS and IRS
which are required of SBEs beginning in 2014.

Conclusion

We note that application filers must attest, under penalty of perjury, that they are not providing false or
fraudulent information when completing an application. In addition to the existing penalties for perjury,
section 141 1(h) of the ACA applies penalties when an individual fails to provide correct information
based on negligence or disregard of program rules, or knowingly and willfully provides false or
fraudulent information. Moreover, the IRS will reconcile APTC to actual PTC cligibility when
consumers file their annual tax returns, and it will recoup overpayments and provide refunds when
appropriale, subject (o statutory limits. These safeguards all apply no matter which type of Exchange is
operating in a Statc.



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Cory Gardner
U.S. House of Representatives
Washington, DC 20515

Dear Representative Gardner:

Thank you for your letter to President Obama expressing concem about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low pnces for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal govemment paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part I than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent.” An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008,

? HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 201 1. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Praject at the Brookings Institution, April 2007.



The Honorable Cory Gardner
February 10, 2014
Page 2

were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would resuit in additional savings for
the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concems to our attention. | look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Kevin Yoder
U.S. House of Representatives
Washington, DC 20515

Dear Representative Yoder:

Thank you for your letter to President Obama expressing concem about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barricrs to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achicved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. Onc analysis found that Part ) plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Pant D sponsors had been
ablc 1o obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percert. As aresult, the federal govemment paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-cligibles under Part D than it would have paid under Medicaid." A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebalces
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 pt:rcent.2 An
analysis of publicly released Part I prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achicve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls,” July 2008,

2 HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS cnrollees in Part D, including 6.79 mitlion full-benefit dual eligibles and 3.97
million other LIS enrollces. If enacted, I believe this proposal would result in additional savings for
the Part DD program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concems to our attention. 1look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D
program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



 THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

“ebruary 10, 2014

The Honorable Marsha Blackburn
U.S. House of Representatives
Washington, DC 205135

Dear Representative Blackburn:

Thank you for your letter to President Obama expressing concem about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropnate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part I plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for thesc drugs, their total costs would have been reduced
by 34 percent. As a result, the federal govemment paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid." A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part I plans for these drugs reduced Medicare costs by just 19 pcrcf.‘nt.2 An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part I LIS enrollees, enabling the federal government to achicve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, “Medicare Part D: Drug Pricing
and Manufacturer Windfalls,” July 2008.

? HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011, See also Richard Frank and Joseph Newhouse, “Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid. '

Thank you again for bringing your concems to our attention. I look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. | will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Scott Tipton
U.S. House of Representatives
Washington, DC 20515

Dear Representative Tipton:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneliciaries are overwhelmingly satisfied with their Medicare Part ) coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achicved the same low prices for low-income subsidy (LIS) beneficianes that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part 1D sponsors had been
ablc to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part ID than it would have paid under Medicaid.! A more
recent analysts found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 p(:rccnl.2 An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manutacturers® rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part 1D LIS enrollees, enabling the federal government to achicve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part [J) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority $taff Report, "Medicare Part [D: Drug Pricing
and Manufacturer Windfalls," July 2008.

? HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011. See alse Richard Frank and loseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007,



The Honorable Scott Tipton
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concerns to our attention. [ look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

‘The Honorable Tom Rooney
UJ.S. House of Representatives
Washington, DC 20515

Dear Representative Rooney:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates heanng from you and asked me to respond to you directly,

As you point out, bencficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and fower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensunng appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (L.IS) bencficiaries that arc available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficianes and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-cligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 pcr(:t:nl.2 An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates,

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' HHouse Committee on Oversight and Government Reform Majority Staff Report, “Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008.

* HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 201 1. See alse Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchastng," The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for
the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concerns to our attention. 1look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. I will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10,2014

The Honorable Patrick Meehan
U.S. House of Representatives
Washington, DC 20515

Dear Representative Mechan:

Thank you for your letier to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuning appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent.z An
analysis of publicly released Part D prescrniption drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low~income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008.

? HHS Office of Inspector General, “Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamiltor
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, | believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid. '

Thank you again for bringing your concermns to our attention. I look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program, I will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Cathy McMorris Rodgers
U.S. House of Representatives
Washington, DC 20515

Dear Representative McMorris Rodgers:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries., President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part ID costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent.” An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008.

? HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D,” August 2011, See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit; Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concems to our attention. [ look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. | will also provide this response to the co-signers of your letter.

Sincercly,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Tom Price
U.S. House of Representatives
Washington, DC 20515

Dear Representative Price:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-¢ligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid." A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part I costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent.” An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008.

% HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees, If enacted, [ believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid. -

Thank you again for bringing your concerns to our attention. I look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. | will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Patrick Tiberi
U.S. House of Representatives
Washington, DC 20515

Dear Representative Tiberi:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part I plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.' A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percenl.2 An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers 1o pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal govemment to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

! House Committee on Qversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008,

* HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D,” August 201 1. See also Richard Frank and Joseph Newhouse, “"Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing," The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees, If enacted, I believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concerns to our attention. I look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Lou Barletta
U.S. House of Representatives
Washington, DC 20515

Dear Representative Barletta:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficianies are overwhelmingly satisfied with their Medicare Part D) coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part ID plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-¢ligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 pereent. However, if the Part D sponsors had been
ablc to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.' A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent” An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

‘This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollecs, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008.

? HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared 1o Medicare Part ),” August 2011. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Enstitution, April 2007.
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were [0.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, | believe this proposal would result in additional savings for

the Part D pfogram because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bnnging your concems to our attention. [ look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part I

program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Blake Farenthold
U.S. House of Representatives
Washington, DC 20515

Dear Representative Farenthold:

Thank you for your letter 1o President Obama expressing concemn about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part [D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) bencficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficianes and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs uscd by duat-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 pcrccnl.?' An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparablc savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benelit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacterer Windfalls,” July 2008.

* HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011, See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007,
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were 10.76 million LIS enrollees in Part DD, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for
the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concems to our attention. 1 look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part 1)

program. 1 will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Rob Bishop
U.S. House of Representatives
Washington, DC 20515

Dear Representative Bishop:

Thank you for your letter to President Obama expressing concem about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal govemment paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 perce:nt.2 An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates {or brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benetit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D} and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, “Medicare Part D; Drug Pricing
and Manufacturer Windfalls," July 2008.

2 HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Resull in Lower Costs for Medicaid
Compared to Medicare Part D," August 201 L. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concemns to our attention. 1 look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Robert Hurt

U.S. House of Representatives
Washington, DC 20515

Dear Representative Hurt:

Thank you for your letter to President Obama expressing concem about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiarics, President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropnate beneficiary protections.

Despite these lower than projected overall Part I program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (L1S) beneficiaries that are available under the
Medicaid program. One analysis found that Part I plan sponsors paid $18.7 billion to purchase the
top 100 drugs most {requently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part 12 sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part DD than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, whilc the rebates
obtained by Medicare Part 1) plans for these drugs reduced Medicare costs by just 19 pcrccnt.2 An
analysis of publicly released Part D prescnption drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

Thts proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the tederal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual chgibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part ID) and other qualifying low-income individuals. As of Febrmary 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008,

* HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared ta Medicare Part D," August 201 1. See alse Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concerns to our attention. I look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20204

February 10, 2014

The Honorable Scott Perry
U.S. House of Representatives
Washington, DC 20515

Dear Representative Perry:

Thank you for your letter to President Obama expressing concermn about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciales hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part I coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing o improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part I program costs, the competitive structure has not
achteved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal povernment paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent? An
analysis of publicly released Part ID prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal govemment to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates pror to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Repen, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls,” July 2008.

* HHS Office of Inspector General, “Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 201}. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007,
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for

the Part I program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concerns to our attention. I look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D
program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Erik Paulsen
U.S. House of Representatives
Washington, DC 20515

Dear Representative Paulsen:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-¢ligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As aresult, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.' A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebales
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 peroent An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls,” July 2008.

? HHS Office of Inspector General, *Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit; Improving Consumer Choices and Restructuring Purchasing," The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part DD, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, 1 believe this proposal would result in additional savings for
the Part ID program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concems to our attention, 1 look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. 1 will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Jim Renacci
U.S. House of Representatives
Washington, DC 20515

Dear Representative Renacci:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As aresult, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent.? An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual ¢ligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

! House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008.

I HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007.



The Honorable Jim Renacci
February 10, 2014
Page 2

were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, [ believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concemns to our attention. [ look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Joe Heck
U.S. House of Representatives
Washington, DC 20515

Dear Representative Heck:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.' A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 pt:rccnt.2 An
analysis of publicly released Part D preseription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid 1f such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Qversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Wingdfalls,” July 2008.

® HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011, See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing," The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, 1 believe this proposal would result in additional savings for
the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concems to our attention, [ look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. 1 will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20204

February 10, 2014

The Honorable Leonard Lance
U.S. House of Representatives
Washington, DC 20515

Dear Representative Lance:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent.? An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D} and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls,” July 2008,

? HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011. See also Richard Frank and Joseph Newtliouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007,
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for
the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concems to our attention. I look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. | will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Jim Bridenstine
U.S. House of Representatives
Washington, DC 20515

Dear Representative Bridenstine:

Thank you for your letter to President Obama expressing concemn about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneticiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible benetficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent, As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just |9 percent.2 An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid 1if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part 1D} and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008,

¢ HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007,
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were 10.76 million LIS enrollees in Part D, including 6,79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, [ believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bnnging your concems to our attention. I look forward 1o continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D
program. | will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Mike Pompeo
U.S. House of Representatives
Washington, DC 20515

Dear Representative Pompeo:

Thank you for your letter to President Obarma expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly,

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuning appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As aresult, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent.2 An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers” rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008.

? HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Cempared to Medicare Part D," August 2011, See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual ehgibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid, -

Thank you again for bnnging your concerns to our attention. 1 look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201 |

February 10, 2014

The Honorable Brett Guthrie |
U.S. House of Representatives |
Washington, DC 20515

Dear Representative Guthrie:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-¢ligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent? An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal govemment to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

! House Committee on Oversight and Government Reform Majority Staff Report, “Medicare Part D: Drug Pricing
and Manufacturer Windfalls,” July 2008.

2 HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D,” August 201 1. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007,
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
mitllion other LIS enrollees. If enacted, 1 believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid. '

Thank you again for bringing your concemns to our attention. Ilook forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. I will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius
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February 10, 2014

The Honorable Aaron Schock
U.S. House of Representatives
Washington, DC 20515

Dear Representative Schock:

Thank you for your letter to President Obama expressing concern about the budget proposal 1o align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As aresult, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 p(:r(:ent.2 An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior 10 the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

! House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008.

® HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007,
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, | believe this proposal would result in additional savings for
the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concems to our attention. I look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. | will also provide this response to the co-signers of your letter,

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Bob Gibbs
U.S. House of Representatives
Washington, DC 20515

Dear Representative Gibbs:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries, President Obama
appreciates hearing from you and asked me te respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 pc:rcan2 An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
genenic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

! House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008.

2 HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D,” August 2011. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007
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were 10,76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, [ believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concerns to our attention. I look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathlecn Sebelius
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February 10, 2014

The Honorable Randy Hultgren
U.S. House of Representatives
Washington, DC 20515

Dear Representative Hultgren:

Thank you for your letter to President Obama expressing concemn about the budget proposal 1o align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part ) coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to compcetition, and ensuring appropnate beneficiary protections.

Despite these lower than projected overall Part I program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneliciaries that are available under the
Medicaid program. One analysis found that Pan D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiarics and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part I sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal govermment paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part I3 than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Mcdicare Part D plans for these drugs reduced Medicare costs by just 19 pt:rccnl.2 An
analysis of publicly released Part D prescrniption drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebatces.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal govermment to achicve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008.

* HHS Office of Inspector General, “Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011, See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brockings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concerns to our attention. I look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Mark Amodei
U.S. House of Representatives
Washington, DC 20515

Dear Representative Amodei:

Thank you for your letter to President Obama expressing concem about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent? An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

! House Committee on Oversight and Government Reform Majority Staff Report, *Medicare Part D: Drug Pricing
and Manufacturer Windfalls,” July 2008,

? HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D,” August 2011. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for
the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concems to our attention. I look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part [

program. 1 will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Robert Pittenger
U.S. House of Representatives
Washington, DC 20515

Dear Representative Pittenger:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciales hearing from you and asked me 10 respond to you directly.

As you point out, bencficiaries are overwhelmingly satistied with their Medicare Part ID coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve guality and lower costs in Part ID by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
ablc to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a resull, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-cligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent.” An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollecs, enabling the federal govemment to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, “Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008,

? HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011. See also Richard Frank and Joseph Newhouse, “Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, 1 believe this proposal would result in additional savings for
the Part ID program because Medicare will receive the additional rebate amount in place under
Medicaid,

Thank you again for bringing your concems to our attention. | look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Secbelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Dennis A. Ross
U.S. House of Representatives
Washington, DC 20515

Dear Representative Ross:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS} beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent.2 An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal govemment to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

! House Committee on Qversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008.

2 HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D,” August 2011. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007,
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, | believe this proposal would result in additional savings for
the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid. '

Thank you again for bringing your concems to our attention. I look forward to continuing to work
with you and ather members of Congress to ensure the continued success of the Medicare Part D
program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Peter Roskam
U.S. House of Representatives
Washington, DC 20515

Dear Representative Roskam:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-¢ligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part DD sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent” An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

! House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls,” July 2008.

2 HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011, See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concermns to our attention. [ look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part [

program. | will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



z THE SECRETARY OF HEALTH AND HUMAN SERVICES
;—-f WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Chuck Fleischmann
U.S. House of Representatives
‘Washington, DC 20515

Dear Representative Fleischmann:

Thank you for your letter to President Obama expressing concem about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiarics. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part 1) coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Parnt [} plan sponsors paid $18.7 billion to purchase the
top 100 drugs most trequently used by dual-cligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Pant D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-cligibles under Part I) than it would have paid under Medicaid.'" A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rcbatces
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 perccnt.2 An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles {for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008.

® HHS Office of Inspector General, “Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D,” August 2011. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, 1 believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concems to our attention. 1 look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. | will also provide this response 1o the ¢o-signers of your letter.

nceefxly,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, DB.C. 20201

February 10, 2014

The Honorable Todd Rokita
U.S. House of Representatives
Washington, DC 20515

Dear Representative Rokita:

‘Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D) coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barricrs to competition, and ensunng appropriate beneficiary protections.

Despite these lower than projected overall Part I program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (I.1S) beneficiaries that are available under the
Mecdicaid program. One analysis found that Pant D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part I sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 pereent. As a result, the federal government patd $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid." A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, whilc the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 pcrccnt.2 An
analysis of publicly relcased Part I> prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
genenic drugs provided to Part D LIS enrollees, enabling the federal government to achicve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Pant D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, “Medicare Part D: Drug Pricing
and Manufacturer Windfalls,"” July 2008.

2 HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011, See also Richard Frank and Joseph Newhouse, “Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bnnging your concemns to our attention. [ look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. 1 will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Martha Roby
U.S. House of Representatives
Washington, DC 20515

Dear Representative Roby:

Thank you for your letter to President Obama expressing concern about the budget proposal 1o align
Medicarc drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barmiers fo competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part ID program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (1.18) beneficianes that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part ID sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their 1otal costs would have been reduced
by 34 percent. As a result, the federal govemment paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 pereent.” An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers” rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal govermment to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls,” July 2008.

* HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011, See alse Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: lmproving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, Aprif 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees, If enacted, I believe this proposal would result in additional savings for
the Part D program because Medicare will receive the additional rebate amount in place under

Medicaid.

Thank you again for bringing your concerns to our attention. I look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D
program. I will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Ron Desantis

U.S. House of Representatives
Washington, DC 20515

Dear Representative Desantis:

Thank you for your letter to President Obama expressing concem about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to compcetition, and ensuring appropnate beneficiary protections.

Despite these lower than projected overall Part I) program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-cligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part 1D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal povernment paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-cligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part I} plans for these drugs reduced Medicare costs by just 19 percent.? An
analysis of publicly relcased Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual cligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls,” July 2008.

* HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Pan D," August 201 1. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, 1 believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concerns to our attention. I look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Renee Elmers
U.S. House of Representatives
Washington, DC 20515

Dear Representative Elmers:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part 1) coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barricrs to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part [) program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (1.1S) beneficiaries that are available under the
Medicaid program. One analysis found that Part 1) plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal povernment patd $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-¢ligibles under Part D than it would have paid under Medicaid." A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Pant D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 p(:rccnlt.2 An
analysis of publicly released Part ID prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achicve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D} and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Govemment Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008,

2 HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing," The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollces. If enacted, I believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concerns 1o our attention. | look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part [

program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10,2014

The Honorable Jackie Walorski
UJ.S. House of Represcntatives
Washington, DC 20515

Dear Representative Walorski:

Thank you for your letter to President Obama expressing concem about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiarics. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part [D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for Jow-income subsidy (1.1S) beneficiaries that are available under the
Medicaid program. Onc analysis found that Part [ plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the PPart D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-cligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, whilc the rebates
obtained by Medicare PPart D plans for these drugs reduced Medicare costs by just 19 pcrccnt.2 An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated pnices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part ): Drug Pricing
and Manufacturer Windfalls,” July 2008.

* HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared 10 Medicare Part D,” August 2011. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part DD, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for
the Part ID program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concems to our attention. 1look forward to continuing to work
with you and other members of Congress to ensurc the continued success of the Medicare Part ID

program. [ will also provide this response to the co-signers of your letter.

incerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable John Fleming
U.S. House of Representatives
Washington, DC 20515

Dear Representative [leming:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satistied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors patd $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part I2 costs by 45 percent, while the rebates
obtained by Medicare Part DD plans for these drugs reduced Medicare costs by just 19 percent.” An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

! House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls,” July 2008.

* HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 201 1. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, Aprik 2007,
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
miflion other LIS enrollees. If enacted, I believe this proposal would result in additional savings for
the Part D program because Medicare will receive the additional rebate amount in place under

Medicaid.

Thank you again for bringing your concerns to our attention. 1 look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D
program. I will also provide this response to the co-signers of your lefter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Tom Cotton
U.S. House of Representatives
Washington, DC 20515

Dear Representative Cotton:

Thank you for your letter to President Obama expressing concem about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries arc overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (1.1S) beneficiaries that are available under the
Medicaid program. One analysis found that Part ) plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficianies and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. FHowever, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-cligibles under Part D than it would have paid under Medicaid.' A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 pt:rccnt.2 An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008.

» HHS Office of Inspector General, “Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011, See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concems to our attention. I look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. 1 will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Tom Marino
U.S. House of Representatives
Washington, DC 20515

Dear Representative Marino:

Thank you for your letter to President Obama expressing concem about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you peint out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicatd program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As aresult, the federal govemment paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicatd spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent’ An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

" House Committee on Oversight and Government Reform Majority Staff Repon, “Medicare Part D: Drug Pricing
and Manufacturer Windfalls,” July 2008.

T HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011. See also Richard Frank and Joseph Newhouse, “Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007,
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollecs. If enacted, I believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concerns 1o our attention. [ look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. I will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable David Roe
U.S. House of Representatives
Washington, DC 20515

Dear Representative Roe:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent.” An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

! House Committee on QOversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls,” July 2008,

2 HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011, See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007,
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were 10.76 million LIS enrollees in Part D, including 6.79 mullion full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, I believe this proposal would result in additional savings for

the Part D program because Medicare will recetve the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concerns to our attention. | look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. [ will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Pete Olson
U.S. House of Representatives
Washington, DC 20515

Dear Representative Olson:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (LIS) beneficiaries that are available under the
Medicaid program. One analysis found that Part I plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part ID sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percent” An
analysis of publicly released Part D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufacturers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal government to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

! House Committee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls," July 2008. _

 HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D," August 2011. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brockings Institution, April 2007.
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
million other LIS enrollees. If enacted, | believe this proposal would result in additional savings for

the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid.

Thank you again for bringing your concems to our attention. Ilook forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D
program. | will also provide this response to the co-signers of your letter.

N

Kathleen Sebelius

Sincerely,



THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 10, 2014

The Honorable Chris Stewart
U.S. House of Representatives
Washington, DC 20515

Dear Representative Stewart:

Thank you for your letter to President Obama expressing concern about the budget proposal to align
Medicare drug payments with Medicaid policies for low-income beneficiaries. President Obama
appreciates hearing from you and asked me to respond to you directly.

As you point out, beneficiaries are overwhelmingly satisfied with their Medicare Part D coverage, and
the overall program has cost significantly less than projected. We want to build on this success by
continuing to improve quality and lower costs in Part D by increasing transparency, decreasing
barriers to competition, and ensuring appropriate beneficiary protections.

Despite these lower than projected overall Part D program costs, the competitive structure has not
achieved the same low prices for low-income subsidy (L.IS) beneficiaries that are available under the
Medicaid program. One analysis found that Part D plan sponsors paid $18.7 billion to purchase the
top 100 drugs most frequently used by dual-eligible beneficiaries and received rebates and discounts
that reduced their total costs for these drugs by 14 percent. However, if the Part D sponsors had been
able to obtain the Medicaid rebate amounts for these drugs, their total costs would have been reduced
by 34 percent. As a result, the federal government paid $3.7 billion more in 2006 and 2007 for the top
100 drugs used by dual-eligibles under Part D than it would have paid under Medicaid.! A more
recent analysis found that the rebates obtained by Medicaid in 2009 reduced Medicaid spending for
the top 100 brand-name drugs with the highest total Part D costs by 45 percent, while the rebates
obtained by Medicare Part D plans for these drugs reduced Medicare costs by just 19 percenl.2 An
analysis of publicly released Past D prescription drug prices found that they are 20 to 30 percent
higher than the estimated prices in Medicaid if such prices reflect the manufaciurers’ rebates.

This proposal would require manufacturers to pay Medicaid-comparable rebates for brand-name and
generic drugs provided to Part D LIS enrollees, enabling the federal govemment to achieve
comparable savings. The proposal would apply to all LIS enrollees, including Medicare-Medicaid
full-benefit dual eligibles (for whom manufacturers were required to pay Medicaid rebates prior to the
implementation of Part D) and other qualifying low-income individuals. As of February 2012, there

' House Commitiee on Oversight and Government Reform Majority Staff Report, "Medicare Part D: Drug Pricing
and Manufacturer Windfalls,” July 2008.

* HHS Office of Inspector General, "Higher Rebates for Brand-Name Drugs Result in Lower Costs for Medicaid
Compared to Medicare Part D,” August 201 1. See also Richard Frank and Joseph Newhouse, "Mending the
Medicare Prescription Drug Benefit: Improving Consumer Choices and Restructuring Purchasing,” The Hamilton
Project at the Brookings Institution, April 2007,
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were 10.76 million LIS enrollees in Part D, including 6.79 million full-benefit dual eligibles and 3.97
niillion other LIS enrollees. If enacted, I believe this proposal would result in additional savings for
the Part D program because Medicare will receive the additional rebate amount in place under
Medicaid,

Thank you again for bringing your concems to our attention. I look forward to continuing to work
with you and other members of Congress to ensure the continued success of the Medicare Part D

program. I will also provide this response to the co-signers of your letter.

Sincerely,

Kathleen Sebelius
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 28, 2013

The Honorable Tom Price
U.S. House of Representatives

Washington, DC 20515
Dear Representative Price:

Thank you for your recommendations for implementing the Medicare Quality Improvement
Organization (QIO) program provisions included in the Trade Adjustment Assistance Extension
Act of 2011. I appreciate your longstanding interest in improving the quality of care in the
Medicare program.

I agree that community involvement is essential in the QIO improvement projects and appreciate
your recommendations with respect to maintaining state-based QIO contracts and continued
involvement of local physicians in the peer review process. The Centers for Medicare &
Medicaid Services (CMS) require certain contract functions to be carried out at the local level
and by local physicians. As you may know, there is nothing in the new legislation that would
preclude the continuation of this physician involvement.

The breadth and number of the QIO’s responsibilities have grown significantly since the
program’s inception. Consistent with the Institute of Medicine’s report in 2006 on the QIO
program, a modified structure that takes advantage of the continuously evolving approaches to
quality improvement may lead to more effective conduct of some QIO activities. We will be
examining this issue in the coming months.

Regarding dividing functions among different organizations, we are committed to avoiding
fragmentation in QIOs and to targeting the quality improvement efforts that will be most
effective in achieving high-quality health care for beneficiaries. 1 also agree that QIOs should
meet high standards and avoid conflicts of interest. I assure you that these will continue to be
goals of the QIO program.

Thank you for your commitment to ensuring quality care for our Medicare beneficiaries. Ilook
forward to speaking with you as we implement key provisions of the QIO program. 1 will also
provide this response to Representative Ron Kind.

Sincerely,

athleen Sebelius
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

February 28, 2013

The Honorable Ron Kind
U.S. House of Representatives
Washington, DC 20515

Dear Representative Kind:

Thank you for your recommendations for implementing the Medicare Quality Improvement
Organization (QIO) program provisions included in the Trade Adjustment Assistance Extension
Act of 2011. 1 appreciate your longstanding interest in improving the quality of care in the
Medicare program.

[ agree that community involvement is essential in the QIO improvement projects and appreciate
your recommendations with respect to maintaining state-based QIO contracts and continued
involvement of local physicians in the peer review process. The Centers for Medicare &
Medicaid Services (CMS) require certain contract functions to be carried out at the local level
and by local physicians. As you may know, there is nothing in the new legislation that would
preclude the continuation of this physician involvement.

The breadth and number of the QIO’s responsibilities have grown significantly since the
program’s inception. Consistent with the Institute of Medicine’s report in 2006 on the QIO
program, a modified structure that takes advantage of the continuously evolving approaches to
quality improvement may lead to more effective conduct of some QIO activities. We will be
examining this issue in the coming months.

Regarding dividing functions among different organizations, we are committed to avoiding
fragmentation in QIOs and to targeting the quality improvement efforts that will be most
effective in achieving high-quality health care for beneficiaries. Ialso agree that QIOs should
meet high standards and avoid conflicts of interest. I assure you that these will continue to be
goals of the QIO program.

Thank you for your commitment to ensuring quality care for our Medicare beneficiaries. Ilook
forward to speaking with you as we implement key provisions of the QIO program. I will also
provide this response to Representative Tom Price.

Sincerely,

Kathleen Sebelius
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LIS CAPPS

24TH DISTRICT, CALIFORNIA DISTRICT OFFICES:

O 1411 MARSH STREET, SUITE 206
SaN Luis OBtsRo, CA 93401

2231 RavBuRn House OFFICE BulbaNs |806) 5468343
WasHingTon, DC 205150524

(202} 225-3601
www.capps hause.gov

O 301 EasT CarriLLO STREET, SUTE A
SaNTA Barpara, CA 93100

Congress of the United States

COMMITTEE ON
O 1101 SouUTH BROADWAY, SUITE A

ENERGY AND COMMERCE Houge of Representatives SaNTA M, OA 93404
May 22, 2015

The Honorable Sylvia Mathews Burwell

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Washington, D.C. 20201

Dear Secretary Burwell:

After twenty years of research and testing, and three years of evidence reviews by the U.S.
Preventive Services Task (USPSTF) and the Centers for Medicare and Medicaid Services
(CMS), low dose computed tomography (LDCT) screening for lung cancer has joined
mammography and colonoscopy as a covered preventive service proven to detect cancer at an
early stage and reduce mortality. We commend the Department of Health and Human Services
(HHS) for recognizing the value of this technology and urge HHS to integrate this cost-effective,
life-saving benefit into public health expeditiously.

Given that lung cancer causes more deaths each year than breast, prostate, and colon cancers
combined, detecting lung cancer at an early, treatable, and even curable stage has the potential to
save many thousands of lives a year. Exactly how many will depend on steps taken by HHS to
promote public education, access, and adherence. We are also hopeful that the implementation of
screening will lead to refinements in risk assessment and increased knowledge of other factors in
the development of lung cancer. '

Therefore, we respectfully pose the following questions to HHS in order to provide us with

information on your efforts to enhance awareness of this change:

1.  What is the process for disseminating information to patients, physicians, and insurance
companies?

2. When will providers have the information needed to bill Medicare for the screening?

3. Which agency within HHS will take the lead on promoting public awareness of this
screening benefit?

We appreciate your attentton to this important matter and look forward to YOUr response.

Sincerely,

LOIS CAPPS
Member of Congress
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, 0.C. 20201

JUN 1 0 201

The Honorable Tom Price, M.D.
U.S. House of Representatives
Washington, DC 20515

Dear Representative Price:

Thank you for vour letter about the importance of utilizing the Physician-focused Payment
Model Technical Advisory Committee {(PTAC) to develop new alternative payment models
{APMs) and for sharing your recommendations for steps we can take to realize the promise of
this provision of the Medicare Access and CHIP Reauthorization Act (MACRA).

We share your goal of increasing the vanety, efficacy, and number of altemative payment
models {APMs), including Advanced APMs, and APMs for specialists, rural physicians, and
small practices. We also share your enthusiasm for the valuable role of the PTAC in reviewing
and making recommendations on physician-focused payment models (PFPMs). We look
forward to physician and medical specialty groups engaging with the PTAC to propose models
as well as to receiving recommendations from the PTAC. We hope to leverage the expertise of
both stakeholders and the PTAC 1o inform the design of future APMs.

On April 27, 2016, we issued a proposed rule 10 implement key provisions of MACRA. The
proposed rule would implement many of these changes through a unified framework called the
“Quality Payment Program.” This program includes both the Merit-Based Incentive Payment
System (MIPS) and Advanced APMs. Effective implementation of the Quality Payment
Program is a lop priority for the Department with the goal of linking clinician payments to value
and quality. Delivering new opportunities for physicians and other clinicians to engage with
Medicare through APMs is one of the pillars of the Quality Payment Program.

The rule proposes the PFPM criteria for the PTAC to use in making comments and
recommendations on models. These criteria are available for public comment in the proposed
rule, and we look forward to receiving input on these criteria from the public. We believe that
the proposed criteria will encourage physician and medical specialty groups to submit robust
proposals for new, innovative APMs. We also believe that this process will help physician and
medical specialty groups in designing APMs that appeal 10 CMS as well as physicians.

The PTAC is developing concrete steps for the PFPM review process and has requested public
comment on a draft proposal process. We believe these public comments will be helpful to
stakeholders in planning for the process and receiving input from the PTAC during its review.
The PTAC will use their expertise to help prioritize concepts and help to guide submission of
proposals.
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In addition to the criteria proposed in the QPP NPRM, we are taking steps to increase the
transparency of CMS’s process for designing and testing APMs. We have published a list of
factors CMS considers in the selection of models for testing
(https://innovation.cms.gov/Files/x/ifj-websitepreamble.pdf). Furthermore, in order to facilitate
and potentially expedite the consideration of models for testing by CMS following PTAC review
and recommendation, we have proposed “supplemental information elements” stakeholders may
inchude in their PFPM proposals to assist CMS review. We believe these materials will better
position stakeholders to submit robust proposals to the PTAC.

We are eager to review all proposals recommended by the PTAC and believe that proposals to
the PTAC could fill gaps in our current portfolio and, therefore, be a priority for testing. We are
hoping to collaborate closely with the PTAC through consideration of their comments and
recommendations on PFPMs and through sharing information about alternative payment model
design, including the design of Advanced APMs.

Thank you for insight and for your commitment to transforming our nation’s health care delivery
system through expanding opportunities for providers to participate in APMs. If you or your
staff have questions, please feel free to contact Jim Esquea, Assistant Secretary for Legisiation,
at (202) 690-7627. | will also provide this response to the co-signers of your letter.

Sincerely,

I Mh—

a M. Burwell
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The Honorable Tom Price
U.S. House of Representatives
Washington, D.C. 20515

Dear Represeniative Price:

Thank you for your letter regarding the potential for a Medicare home health services pnor
authorization demonstration. The Centers for Medicare & Medicaid Services (CMS) is tasked
with ensuring access to quality care for Medicare beneficiaries and minimizing provider burden,
while also protecting the Medicare Trust Funds from fraud and other improper payments.

On June 8, 2016, CMS announced a pre-claim review demonstration for home health services.
This will be a three-year demonstration in Illinois, Florida, Texas, Michigan, and Massachuserts.
The demonstration will begin in Illinois no earlier than August 1, 2016, and the remaining states
will phase in duning 2016 and 2017.

This announcement follows a Paperwork Reduction Act (PRA) notice published in the Federal
Register on February 5, 2016, indicating that CMS was seeking to develop and implement a
Medicare demonstration project for the prior authorization of home heazlth services, The PRA
notice was not an announcement of a demonstration for home health services, and as such, did
not include detailed information about how such a potential demonstration would work.
However, CMS received significant number of comments regarding the possibility of a prior
authorization demonstration and took the comments into consideration as we developed the pre-
claim review demonstration for home health services.

[ share your concern about beneficiary access to home health services. The demonstration has
been carefully designed and will be implemented in such a way so as to not cause a delay in care.
The pre-claim review process is different from prior authorization in that the start of home health
services can begin before the pre-claim review is conducted. The pre-claim review will occur
after the home health agency (HHA) conducts the required intake and assessment procedures,
and submits the initial Request for Anticipated Payment, after the first service has been provided,
but before the final claim submission. In this way, there should be no delay for the start of
services while the submitted pre-claim review is being conducted. This demonstration should
not change a beneficiary’s ability to receive home health services. Once a HHA submits a pre-
claim review request, Medicare will review the submitted documentation to determine if all
coverage requirements for home health services are met and will issue a pre-claim review
decision generally within 10 days for initial submissions and 20 days for subsequent submissions
following a non-affirmed decision.

Compared to current procedures, HHAs with a provisionally affirmed pre-claim review decision

will know early in the process that they have the correct documentation necessary for payment as
long as they continue to meet all coverage requirements.
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If no pre-claim review request is submitted, when the final claim is submitted for reimbursement,
it will be subjected to pre-payment review. Such claims subjected to prepayment medical review
that are determined to be payable will be paid with a 25 percent reduction of the full claim
amount, The payment reduction requirement will begin three months after the start of the
demonstration in each state so that HHASs have an opportunity to learn the new pre-claim review
process. Under the demonstration, 8 HHA will be able to use the standard procedures in place
today to begin furnishing home health services before the pre-claim review occurs without a
payment reduction. The reduction will only apply to claims that are submitted without a pre-
claim review decision and undergo a pre-payment review. Those claims submitted with a non-
affirmed decision will be denied and ali ordinary claim appeal rights will apply. Any application
of the 25 percent reduction for failure to obtain pre-claim review would not be transferable to the
beneficiary.

The pre-claim review demonstration will not create any new or additional documentation
requirements. This demonstration will also provide HHAs with assurances that a beneficiaries’
condition meets Medicare’s coverage requirements. CMS will share detailed reasons of any non-
affirmed pre-claim review decisions with the HHA, and the HHA witl be given unlimited
resubmissions of any non-affirmed pre-claim review requests. This allows the HHA to resubmit
all necessary documentation in order to obtain a provisional affirmation before the final claim is
submitted. If a HHA receives a non-affirmed pre-claim review decision, it may either resubmit
the pre-claim review request with additional documentation or submit the claim for payment. If
the claim nevertheless is submitted for payment, the claim will be denied and all ordinary claim
appeal rights will be afforded. By having a provisionally affirmed pre-claim review decision, the
HHA will be afforded some assurance that its claim will be paid as long as all Medicare
guidelines continue to be met. Generally, the claims that have a provisionally affirmed pre-claim
review decision will not be subject to additional review, making sure there is no duplication in
review and further reducing provider burden.

We will test the demonstration under section 402(a)(1}{)) of the Social Security Amendments of
1967 (42 U.S.C. 1395b- 1 (a)(1)(D)), which avthonzes the Secretary to “develop or demonstrate
improved methods for the tnvestigation and prosecution of fraud in the provision of care or
services under the health programs established by the Social Secunity Act.” We believe the
demonstration will provide a wealth of data to analyze, which will provide for new ways of
identifying, investigating, and combating fraudulent behavior. Among other things, we wil}
analyze the number of claims submitted, the referral of potential fraud cases to investigators, and
the development of fraud cases, as necessary. The data will be used for the purpose of making
comparisons between the demonstration and non-demonstration states. The rates of prior
authorization requests that are provisionally affirmed and non-affirmed will also be collected,
along with the rate and adjudication status of appealed claims. CMS will collect qualitative
information to help determine whether and to what extent the prior authorization process
improved upon existing methods for investigating and prosecuting fraud and reducing improper
payment rates for home health services.
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Based on our previous experience, Department of Health and Human Services (HHS) Office of
Inspector General (OLG) reports, Government Accountability Office (GAO) reports, and
Medicare Payment Advisory Commission (MedPAC) findings, there is extensive evidence of
fraud and abuse in the Medicare home health program. In particular, the OIG, GAO, and
MedPAC have found significant evidence of fraud and abuse in Medicare’s home health benefit
in the demonstration states. Moreover, most of these states have also been identified as high-risk
states that have select cities and counties under the temporary moratoria on home health provider
enrollment authorized under the Affordable Care Act. Finally, the Medicare improper payment
rate for home health services increased from 17.3 percent in 2013 to 51.4 percent in 2014 and the
Fiscal Year 2015 HHS Agency Financial Report reported a further increase to 59 percent in
2015.

This demonstration will also help prevent fraud because it will educate HHAs about the
necessary documentation prior to payment of final claims, and will make sure only medically
necessary home health services are being provided to Medicare beneficianes. In addition, by
reviewing all home health, claims in the demonstration states, it will help identify patterns that
may be indicative of potential fraud. Claims where potential fraud is suspected will be referred
to the appropriate entity.

During the course of the demonstration, as well as when it concludes, CMS will monitor and
analyze data to evaluate the impact of the demonstration on fraud and other improper payments
in the demonstration states, and may consider if a more focused risk-based approach to pre-claim
review is warranted in the future. In addition, the demonstration will help assist in developing
improved procedures for the investigation and prosecution of Medicare fraud occurring among
HHAs providing services to Medicare beneficiaries, while still making sure eligible beneficiaries
receive timely care in their homes, and the Medicare Trust Funds are preserved and protecied for
all Medicare beneficiaries. Finally, we will closely monitor Medicare utilization in the
demonstration states for any unintended consequences, such as an increase in the length of
hospital stays or in the number of reademissions.

Thank you again for sharing your views on this important issue. If you or your staff have
questions, please feel free to contact Jim Esquea, Assistant Secretary for Legislation, at (202)
690-7627. 1 will also provide this response to the co-signers of your letter.

Sincerely,

M

SyMa M. Burwell
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The Honorable Tom Price, M.D.
U.S. House of Representatives
Washington, DC 20515

Dear Representative Price:

Thank you for your letter regarding the implementation of the new system for establishing
Medicare payment rates for clinical diagnostic laboratory tests required by the Protecting Access
to Medicare Act of 2014 (PAMA). Successful implementation of this new payment system is
important for the Centers for Medicare & Medicaid Services (CMS), as well as our beneficiaries.
] appreciate your bringing these views to my attention.

You note the importance of obtaining accurate data from laboratories to use in establishing the
new payment rates. | couldn’t agree more. As CMS developed the regulations for this new
payment system, the importance of obtaining accurate data was a major focus of the decisions
made. In addition, CMS has conducted national provider calls, provided guidance materials, and
met with laboratory organizations to provide information on the data reporting requirements and
use of the data reporting system. Under the new payment system, reporting entities will be held
accountable for determining whether they are required to report applicable information, for
reporting such data, and for certifying the completeness and accuracy of their data, with time for
such activities built inio the implementation timeframe.

With respect to your concern that CMS does not plan to verify the data submitted, 1 note that it is
not operationally feasible for CMS to verify such reporting, and requiring independent
verification would be burdensome and costly for the industry. CMS will engage in several
activities that will contribute to the accuracy of the data that will be used to set rates, including
making the underlying data available to the public, publishing preliminary payment rates on the
CMS website, and providing an opportunity to comment on these rates. The approach we are
using for reporting entities under this payment system is consistent with other data reporting
regimens under Medicare, in which providers are deemed responsible for knowing their
reporting obligations and certifying the accuracy of their data, such as the data reported on
average sales price by drug manufacturers. Reporting entities are also subject to civil monetary
penalties (CMPs) for failing to report, or making a misrepresentation or omission in reporting
applicable information. These provisions are similar to the current enforcement scheme under
section 1847A(d)(4) of the Social Security Act with regard to the reporting of average sales price
data by the manufacturer of a drug or biological. We believe that possible assessments of CMPs
by the Office of Inspector General will sufficiently serve to incentivize reporting entities to
appropriately report information as they do in the average sales price reporting context.
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With regard to your suggestion that we incorporate flexibility for small reporting entities under
this payment system similar to that provided under the Medicare Access and CHIP
Reauthorization Act of 2015 reporting program for clinicians, the final regulations for the new
payment system under PAMA include provisions to minimize the burden on small laboratories.
For example, under the finalized low expenditure threshold for applicable laboratories, CMS
estimates that approximately 95 percent of physician office laboratories and 55 percent of
independent laboratories will not be required to report. [t should also be noted, since Medicare
payment for clinical diagnostic laboratory tests will be based upon the applicable information
reported, it would not be appropnate to allow individual reporting entities to choose when to
begin reporting. Rather, the data collection and reporting periods were adjusted in the final rule
to allow all reporting entities sufficient {ime to comply in a meaningful way.

I appreciate your interest in this important issue as we work toward our mutual goal of
strengthening the Medicare program for all beneficiaries. If you or your staff have questions,
please feel free to contact Jim Esquea, Assistant Secretary for Legislation, at (202) 690-7627. 1
will also provide this response to the co-signers of your letter.

Sincerely,

« W, vl

Sylvia M. Burwell
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