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MEDICARE GOVERNANCE: PERSPECTIVES ON
THE CENTERS FOR MEDICARE AND MED-
ICAID SERVICES (FORMERLY HCFA)

TUESDAY, JUNE 19, 2001

U.S. SENATE,
COMMITTEE ON FINANCE,
Washington, DC.

The hearing was convened, pursuant to notice, at 10:04 a.m., in
room 215, Dirksen Senate Office Building, Hon. Max Baucus
(chairman of the committee) presiding.

Present: Senators Breaux, Conrad, Kerry, Lincoln, Grassley,
Hatch, Snowe, and Kyl.

OPENING STATEMENT OF HON. MAX BAUCUS, A U.S. SENATOR
FROM MONTANA, CHAIRMAN, COMMITTEE ON FINANCE

The CHAIRMAN. The hearing will come to order.

Good morning, everybody. I welcome you all today, particularly
Secretary Thompson, Mr. Scully, witnesses.

We are shifting gears a little bit today, moving from tax legisla-
tion to prescription drugs and Medicare issues. We are very hon-
ored today to have a different part of the executive branch here.
Secretary Thompson and Mr. Scully, we very much appreciate your
coming today.

Essentially, we are trying to determine jointly just what we can
do to help seniors in our country, providers, and everyone affected
feel even better about Medicare, about prescription drugs, and
about the organization of HCFA, now CMS. As public servants we
are charged with the task of trying to help people better under-
stand and feel better about the agency and ensure it is working a
lot better.

I need not remind you, Mr. Secretary, that virtually every mem-
ber of Congress has at one time or another said we should reform
Medicare, we should reform HCFA, and Medicare should provide
p}l;escription drug benefits for seniors. The President has also said
this.

In fact, many of us have been making some of those same state-
ments for decades. I might add that this committee had 15 hear-
ings on prescription drug benefits in the last Congress. We were
unable to pass legislation, but I think the number of hearings indi-
cates the level of interest in the subject.

I think I speak for all of the committee when I say that enough
time has passed. It is time for us to start acting. For that reason,
both Senator Grassley and I agree that we should that we should
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do our level best to report a bill out by the end of July, that is,
before the August recess. It is a bit ambitious.

Secretary THOMPSON. Congratulations, Senator.

The CHAIRMAN. Well, thank you, Mr. Secretary. It is a bit ambi-
tious but we are going to do our level best to accomplish that in
that time schedule.

Some people will say that we have to do probably even more to
cover benefits than this committee might be willing to do at this
point. Some say we should not worry so much about benefits, but
rather reform Medicare. It is my judgment, Mr. Secretary, that we
should try to do both. That is, while we are providing benefits, we
also should seriously undertake efforts to “reform” the program.

Now, reform is in the eyes of the beholder, naturally. But I think
all of us know that we need to inject some competition into Medi-
care. We definitely need more competition and we need to give sen-
iors some choices. More than anything else, we ought to make sure
that the program runs better.

This brings me to the subject of the hearing. I know that you,
Mr. Secretary, have given HCFA a new name. I know that you
were considering another name and, for various reasons, thought
that was not entirely appropriate. But giving the agency the new
name, Centers for Medicare and Medicaid Services, I think, helps.
It is a psychological signal and a start to getting something done.

Secretary THOMPSON. It really is.

The CHAIRMAN. I also know the agency is under-funded. Over the
years, Congress has been asking HCFA to do more and more with-
O}lllt corresponding increases in resources. This committee knows
that.

I know some of the problems you are facing with the Appropria-
tions Committees. I would like to explore with you, Mr. Secretary,
ways that we can work with you and the Appropriations Com-
mittee to address that.

I think the problems really come down to just a few main ones.
First, and probably the most important, is how the agency commu-
nicates with people and with organizations affected by its decisions.

Time and time again, I hear complaints from both beneficiaries
and providers, and I know you do, too. They complain about cus-
tomer service, about confusing rules and regulations.

Another big problem, is personnel. I do not mean to imply that
HCFA, CMS, lacks dedicated employees; you certainly have plenty.
Rather, I think the agency lacks some of the necessary skills.

For example, few of its employees have experience in the private
sector. They may not have experience overseeing private health
plan options, which they are now asked to do. Having spent some
time in the private sector as a practicing attorney, I know that it
does make a big difference to see both sides.

I am also concerned about information technology. At a time
when we have become so reliant on technology, I hear again and
again that HCFA’s technology is outdated and is inadequate.
Again, this is a resource issue.

I am also interested in hearing more about HCFA’s ability to
oversee its contractors. I am glad to hear that the administration
is focusing on making HCFA, or CMS, more responsive. There are
a lot of new, provocative ideas on selecting contractors, nomina-
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tions, et cetera. I think those ideas are good ones that need to be
pursued.

I am interested in hearing, Mr. Secretary, what changes you plan
to make on your own. I am also interested in hearing from you
what changes you think that Congress must make, either in the
context of prescription drugs or in the context of Medicare reform.
So, with that I welcome you to the hearing.

I would like, now, to turn to my good friend and colleague, Sen-
ator Grassley.

OPENING STATEMENT OF HON. CHARLES E. GRASSLEY, A U.S.
SENATOR FROM IOWA

Senator GRASSLEY. You were reflecting on turning from taxes to
Medicare. We thought taxes were tough. Medicare will be very
tough. Also, whatever words you use about reform of Medicare, or
improvement of Medicare, restructuring, what it all adds up to—
and I am not disagreeing with anything that the Chairman said—
is that Medicare should reflect the practice of medicine today.

Quite frankly, you cannot have a Medicare program reflecting
the practice of medicine today if it does not include an emphasis
upon prescription drugs. Obviously, the reason for the emphasis
upon prescription drugs is prescription drug programs now are one
way of keeping people out of hospitals. When Medicare was struc-
tured in the first place, the practice of medicine was to put people
into hospitals. So, the two very much go together.

I thank Chairman Baucus for calling this hearing because I
think it is always important that our committee keep up on what
is going on through bureaucratic decision making, administrative
decision making, as well as what we do here in the Congress as a
whole.

In fact, along that line, when we talk about changes of Medicare
that reflect the practice of medicine, obviously all those changes do
not have to be done by legislative action.

In fact, I have heard from people within the administration that
perhaps even more than a majority of the changes that can be
made can be done through administrative action. So, obviously we
are not only here to keep up on what you are doing. We encourage
you to do what you are up to.

So, we look at today as an opportunity to have a progress report
from the Secretary of HHS, Governor Thompson and his team to
strengthen the administration of Medicare and Medicaid.

These programs obviously are critically important to our con-
stituents and we can, and should, make them work better. I know
that is what you are about doing, Secretary Thompson.

In my view, right now it is surely too soon to expect major re-
sults from a new team. You have been on the job, Secretary
Thompson, for just 5 months; the person beside you, highly-quali-
fied Mr. Scully, has been there less than 1 month.

So, I assure you that this hearing is by no means a final exam.
As you know well, there is much more to do. I notice that the re-
forms that you announced on Thursday, you yourself referred to
them as first steps. So, you clearly recognize that there are many
more steps ahead, and maybe even some follow-up hearings for our
having an opportunity to discuss those changes with you.
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I think I should make clear that I have been impressed by your
initial efforts, Secretary Thompson, and those of Administrator
Scully. The President chose you to do these jobs because you are
well-known as can-do reformers who can shake things up and get
things done. Obviously, this is a breath of fresh air.

Today, I do want to hear more details on changes recently an-
nounced for the agency now known as the Centers for Medicare
and Medicaid Services. I am particularly interested in learning
more about your ideas for the Medicare education campaign be-
cause I have long felt that there is much more than can be done
to educate beneficiaries about the often confusing Medicare pro-
grams. Now that you have taken these first steps, I also want to
hear your ideas about what the next steps might be.

I am also interested in the CMMS’s ability to administer major
program improvements that I hope that we will enact this year, in-
cluding the prescription drug benefit.

I look forward to working closely with you to continue to improve
efficiency and responsiveness of the newly-named agency, Centers
for Medicare and Medicaid Services.

Thank you.

The CHAIRMAN. Thank you very much, Senator Grassley.

Now, for a brief statement from my good friend and colleague,
Senator Breaux.

OPENING STATEMENT OF HON. JOHN BREAUX, A U.S.
SENATOR FROM LOUISIANA

Senator BREAUX. Thank you, Mr. Chairman. Thank you for invit-
ing the Secretary and Administrator to be the first witnesses on
this very important subject. It seems that the more difficult the
problem, the more we talk about it or the more we appoint commis-
sions to help us solve the problems.

Of course, Medicare is a prime example of that. Last year, we
had 17 days of hearings on Medicare reform and we did not
produce a single sentence on reform. I think the problem is im-
mense, but it is not insolvable.

Medicare, in 1965, was a wonderful program. But, since 1965, we
have basically just added to it. We have never really reformed it,
we have just added more things that you have to do. Today, we
have 133,000 pages of regulations, which I am sure you have read
each and every one of those pages and understand it fully.

Secretary THOMPSON. Twice.

Senator BREAUX. But we have a program that is a 1965 program
that we are trying to make work in the 21st century, and you just
cannot do that. There are some things you can do internally. I ap-
plaud you for doing it.

Changing the name is the beginning, but there is a lot more that
needs to be done in terms of fundamentally modernizing it and re-
structuring the program. Hopefully, we can hear some of these sug-
gestions and ideas today.

It is not enough for us to just add more benefits, because if we
do that without fundamentally reforming the system, we will make
a serious mistake.

This committee cannot continue to micromanage this program.
We cannot continue to sit in this little back room and figure out
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what the proper reimbursement rate is for rural ambulance serv-
ices, which we do, among other things, on a regular basis.

So we have to think big picture, and hopefully your earlier state-
ments, Mr. Secretary, have indicated that that is exactly what you
want to do. We applaud you for that.

The CHAIRMAN. Thank you, Senator.

Senator Conrad?

OPENING STATEMENT OF HON. KENT CONRAD, A U.S.
SENATOR FROM NORTH DAKOTA

Senator CONRAD. Thank you, Mr. Chairman.

Thank you, Mr. Secretary, for being here, and Tom Scully as
well.

I also applaud your efforts, and I like the name change. I think
it communicates better exactly what the role and function is. So,
I think it is a useful thing because it helps people understand pre-
cisely what is going on.

Two things I wanted to mention just briefly, Mr. Chairman, if I
could. One, is rural health care. We have a very substantial dif-
ference between the reimbursement for Medicare for urban facili-
ties and rural facilities.

Even among rural facilities there are very substantial dif-
ferences. If you go to Mercy Hospital in Devil’s Lake, North Dakota
and you look at Mercy Hospital in New York, you look at a heart
attack, the hospital in New York gets twice as much reimburse-
ment from Medicare to deal with that illness. The same is true for
illness after illness. This is a gap that really needs to be closed.

I have introduced legislation, along with a bipartisan group in
the Senate and a bipartisan group in the House, to address some
of these problems, including the base payment problem and the
low-volume adjustment payment.

The smallest hospitals are the ones that are really hem-
orrhaging. I have got 44 hospitals in my State, 12 of them are in
danger of closing. We all know that those small hospitals have neg-
ative margins on their Medicare patients, according to the studies
that have been done, and that needs to be addressed.

The final point I wanted to make is on Medicare payment delays.
We have had, in May, hospitals come to us and indicate that Medi-
care was as much as 3 months in arrears on payments. When you
have got hospitals that are already in serious trouble, having Medi-
care be three months in arrears

Secretary THOMPSON. It is not acceptable.

Senator CONRAD [continuing]. Is a very serious matter.

I sent a letter to you on May 16, 2001 on this subject, and the
arrearages were brought up to date. I want to thank you for that.
But I do want to focus on the issue because something is wrong
and requires your attention.

I thank the Chairman.

The CHAIRMAN. Thank you very much, Senator.

Senator Kerry, any comments you want to make?
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OPENING STATEMENT OF HON. JOHN F. KERRY, A U.S.
SENATOR FROM MASSACHUSETTS

Senator KERRY. Mr. Chairman, I guess technically not a member
of the committee.

The CHAIRMAN. Well, you are here in spirit.

Senator KERRY. I hope I am here in more than spirit.

The CHAIRMAN. You will be soon. Body, spirit, and officially a
member.

Senator KERRY. Body, spirit, and mind.

Well, thank you for allowing me the privilege of speaking before
we pass a resolution. I appreciate that.

Just very briefly. In the years that I have been here now, and
it is a long time but not as long as the two gentlemen at the head
of the dais, a certain frustration builds up over time.

I know, Mr. Secretary, you have expressed that frustration. We
pass a law, we think we are going to fix something, and then the
interminable bureaucracy just interprets it in the most wild ways
and we wind up with counterproductive efforts and not accom-
plishing our goals.

Nowhere is this more true, it seems, than in the health care sys-
tem, and particularly in the predecessor entity HCFA, which has
become one of the most reviled bureaucracies in American govern-
ment today.

Obviously a lot of it is cliche, but we need desperately to try to
work through this. I know you want to do that, and we want to do
that with you here.

Senator Murkowski and I have introduced the Medicare Regu-
latory and Education Fairness Act in an effort to try to at least
deal with one tiny component of it. That is part of the problem. We
are always doing these little Band-Aid pieces, a little bit here, a lit-
tle bit there.

My hope is that we will be able to do that in the context of this
new user-friendly, service-oriented, well-named entity. But obvi-
ously—and you know this better than anybody—changing the
name is not going to do anything unless we change the practices.

When Senator Murkowski and I announced this, we had a
table—I think it was this table right here—just completely filled
with all of the books, regulations, paperwork, and things people
have to do. It is absurd.

Moreover, some of the practices, as they then get interpreted, are
crazy. The auditing process. The extrapolation method for audits
where you take one ¥450 human error, non-intentional error, and
translate it into a $37,000 or $47,000 fine and put people out of
business almost. I mean, it is just a sort of nonsense approach that
I think is driving everybody crazy.

But the most important piece as we look at the Medicare reform
effort in the larger context, is I met the other day with all of the
leading hospitals up in Boston. I know that you know, Mr. Sec-
retary, they are great hospitals. They are extraordinary institu-
tions.

We have people who come from all over the world for medical
care here. We have driven the technology curve in the provision of
medicine in this country. People will belly-ache when there is
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change in the air. Indeed, probably, we had too many hospitals
over a period of time.

But as some people have looked at the problem of rural America,
which Senator Conrad just talked to, or as they have looked at the
problem in other parts of the country, this is not a one-size-fits-all
solution. It just does not work that way.

Indeed, I will tell you, our hospitals have done an amazing job
of reducing cost cutting, changing practices. Now we are really at
a point where quality of care is impacted. But, as an administrator,
you cannot make a decision over the long term because we do not
even know what the fix is going to be for this year.

They do not know what the returns are going to be. You do not
have a revenue stream. You cannot plan. You cannot hold on to
good doctors. You cannot go out and find new ones. So we are actu-
ally losing practitioners in the greater Boston area now as a con-
sequence of the quality of the delivery structure itself.

So, I just would say to you, Mr. Secretary and Mr. Chairman,
this committee, I hope, this year will work diligently with you. We
politicians have got to bite the bullet. We cannot allow this issue
to become the sort of political ping-pong ball that gets tapped back
and forth, with the ultimate result that politics is played well but
policy is terrible. I hope we will do that with you.

But it is going to require us to be a little bit courageous and
stand up and tell some truth to the American people about what
costs matter and how we can structure this thing better. I certainly
hope we will do that with you.

Secretary THOMPSON. Thank you, Senator Kerry.

The CHAIRMAN. Thank you very much, Senator. In fact, the bill
you referred to that you are introducing along with Senator Mur-
kowski is legislation that I am seriously looking at. It will probably
need some modifications, but it is certainly a step in the right di-
rection. I hope to include it in the bill that we report out.

Senator KERRY. I appreciate that, Mr. Chairman.

If T could also encourage you to perhaps embrace the Nursing Re-
investment Act as a component of that, too, which has bipartisan
support. But I would like to look at that and talk to you about that
also, Mr. Secretary.

The CHAIRMAN. Thank you.

Senator Hatch?

OPENING STATEMENT OF HON. ORRIN G. HATCH, A. U.S.
SENATOR FROM UTAH

Senator HATCH. Thank you, Mr. Chairman.

I commend you, Tommy, for the work you are doing. Let me just
say, briefly, I commend both you and Tom Scully for your commit-
ment to make CMMS—I am going to call it CMMS now.

Secretary THOMPSON. That is a good name.

Senator HATCH. That is a good thing, you think?

Secretary THOMPSON. Yes.

Senator HATCH. I like the way you answer questions and make
comments. But I am pleased with your commitment to make this
agency work better and more responsive to the beneficiaries, to the
providers, to Congress.



8

If there is anyone in this town that can make significant im-
provements to this particular agency, it would certainly be you and
Tom. I have great respect and confidence that you will make this
happen. I want you to know that I will work with you to help in
any way I can to make it happen.

Now, first of all, let me say that you have got a really tough job,
Mr. Secretary, in many respects. This committee, I think, is going
to be a committee that will help you fulfill the responsibilities that
you have and do the things that you want to do.

Mr. Scully has a very difficult job. I personally think that CMMS
can become much more efficient, do a much better job, and be
much less intrusive and bureaucratic than it has been in the past,
and I am hopeful that you can help bring about those kind of
changes.

But I have great respect for both of you. With that, I will end.

The CHAIRMAN. Thank you very much, Senator.

All right. Mr. Secretary, I would like to hear your statement. I
might say, before you begin, you came to this town as a man with
a reputation for action, for getting things done, and you are doing
it. It is my impression thus far that you have done a heck of a job.
You have taken this job on, grabbed the bull by the horns, and you
are trying to do your very best.

I also deeply appreciate you being a man of your word. That is
something that is very important in life, especially in this town.

Third, I am glad that you are taking the time to travel a little
bit and work at different sites in your organization. I understand
you spent some time up at Baltimore. You worked out of the Balti-
more office for about a week, helping introduce Mr. Scully to his
job up there.

I think that is good. I am glad you are doing that. It is going to
give you a really good sense of what is going on, it helps morale,
and it helps find solutions to problems. I know Mr. Scully is going
to bﬁ doing the same thing, and I just want to thank you very
much.

STATEMENT OF HON. TOMMY THOMPSON, SECRETARY OF
HEALTH AND HUMAN SERVICES, WASHINGTON, DC

Secretary THOMPSON. Thank you very much, Senator.

Let me just start out, Chairman Baucus, and just say thank you.
Thank you and Senator Grassley, Senator Hatch, Senator Breaux,
Senator Conrad, and Senator Kerry. This, to me, this little oppor-
tunity to come in front of you and to listen to your opening state-
ments, really helps Tom Scully and myself.

First, I am very impressed with the fact that I have Tom Scully
coming out to be the Administrator. He knows the subject, he
works hard, and is going to be a tremendous partner with me.

We really want to change. We want to make the Department of
Health and Human Services the most responsive department in the
Federal Government. These are just the first of many changes that
we are going to be making. We would love the opportunity to come
back in front of this committee and tell you what we are planning
and what we intend to do.

In regards to what you were talking about, Medicare reform and
prescription drugs, I wanted to get up and cheer you, Senator Bau-
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cus, and tell you that that is exactly what has to be done. We have
to do it on a bipartisan basis. We want to be able to help you do
that.

Senator Breaux and Senator Conrad, in regard to your state-
ments, we absolutely agree with you in regard to change and help-
ing out rural hospitals and rural practice.

Senator Kerry, the only thing that I differed with in all the state-
ments this morning was the fact that you implied that technology
was really at the forefront in the delivery of medical services. It
needs to be. I do not think we are there yet. I think we have to
do a lot more.

I would like to be able to come back sometime and talk to you
and this Finance Committee about what we intend to do and what
we need to do to drive more technology in the delivery of medical
services in America. I think we are way behind and we have to do
a lot better job.

Senator Grassley and Senator Hatch, I applaud you and thank
you so very much.

I want to give you a short statement and then I am going to ask
Tom Scully to also give a few remarks. But we have lots of ideas
that we want to bounce off this committee in the future, and hope
that we will have the opportunity, Chairman Baucus, to come back
and work with you and give you our ideas. If they do not measure
up, we will reject them.

The CHAIRMAN. I think that is a good idea. I think it is good to
set some benchmarks, and then at a subsequent date come back
and see how we are doing and what we need to do to make
changes. It is important to keep driving this dialogue and keep it
going. I appreciate that, and we will do so.

Secretary THOMPSON. I did spent a week up at HCFA. I told the
individuals up there that everybody hates you. When I went
through the confirmation process, Republicans, Democrats, Inde-
pendents disliked and said, you know, you have got to change
HCFA. You cannot change HCFA without changing the name be-
cause there is such a feeling of distrust and dislike and abuse, that
it just would not work. So, we had to change the name.

I also moved out this week to HRSA, so every month I am going
to go to a different division and spend a week there, actually get-
ting to know the operation, getting to know the employees, and get-
ting a chance to see how the programs are working.

But today I am going to discuss changes that we are bringing to
the Centers for Medicare and Medicaid Services, formerly known as
the Health Care Financing Administration, or HCFA. I told the
employees, how could anybody like something called a HCFA? I
mean, it is just not warm and it is not really what it is all about,
Medicare and Medicaid services for people.

The transformation of the centers which we are proposing to call
CMMS, or CMS for short—I like that, Senator Hatch—is part of a
larger effort to renew the whole Department of HHS.

We are going to take aggressive, positive steps towards bringing
a culture of responsiveness to the department. We intend to rein-
vigorate the entire department with a spirit of responsiveness.



10

I have sent a clear message to everyone at HHS, namely that ac-
cepting the status quo is not acceptable. The American people de-
serve excellence. In the new HHS, we hope to give it to them.

We have demanded a renewed dedication to answering people
when they need help. When people write us, whether physicians,
members of Congress, or ordinary Americans, they should be able
to get a quick and accurate response.

To that end, I have directed the Executive Secretary at HHS to
develop and implement a new protocol for responding to requests
for help and information. They have been charged with clearing
away all the backlogged correspondence. Some of it goes back a
year, 18 months, but it is supposed to be all cleared up by July 1.

An answer to any letter for my signature must be on my desk
within 15 business days of its arrival in my office. Frankly, I think
that is too long, but at least it sets a firm time limit.

We are also moving towards a paperless system, Senator Kerry,
automation, technology, to speed up our response time. I have in-
sisted that all written material be expressed in plain English. I am
a country lawyer. If I cannot understand the rules, I reject them.

If I cannot understand them, I do not expect doctors, hospital ad-
ministrators, and clinics to be able to understand them either. If
we can perform cross-continental surgery using satellite tech-
nology, we certainly should be able to explain ourselves clearly and
simply.

Responsiveness must extend to States as well. As all of you
know, I was a Governor for over 14 years and I know the frustra-
tions that you have, and Governors have, in trying to get help from
Washington.

The difficulty lies not with any one group of individuals—because
I think we have great employees, I just think they need new direc-
tion—but with a system that sometimes seems to put nicely filled
out forms, as you have pointed out, Senator Kerry, up here with
the books and the forms, ahead of pressing human needs.

Of course, there is a genuine need for some rules and regula-
tions, but rules should exist to help our efforts to help people, not
impede them. When regulations obscure, even thwart the help,
they need to be changed.

In the past 4 months, I have approved over half of the waivers
and State plan amendments, some of which had gone back to 1985.
We had some waivers that went back over 15 years.

We are going to have all the backlog cleaned up by September
1, and then all waivers and permits are going to be handled within
90 days. I authorized those waivers because people without imme-
diate needs cannot wait for a rumbling bureaucracy to plod along.

Medicaid and SCHIP waiver requests must be handled promptly
so States know where they are going to go, efficiently and with a
sense of compassion for the people that they will be benefitting. We
Will1 not be satisfied until we develop a process that achieves those
goals.

To that end, I am announcing today some important regulatory
streamlining measures. Plans, providers, and other stakeholders
have raised concerns about the extent, as you have, Senator Kerry,
of the regulatory burden and the cost of doing business, Senator
Conrad, with Medicare.
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We are going to take a number of steps to reduce the unneces-
sary burden and complexity of requirements. CMMS will move to
a quarterly schedule of announcements and directions given to
plans and providers instead of coming out willy-nilly. They are
going to come out on a quarterly basis so people are going to be
able to plan for those changes, bringing more predictability to com-
munications from the agency.

CMMS will pursue electronic rulemaking to make it easier to ac-
cess and respond to those regulations. We are also forming an on-
going regulatory reform group to look for rules that prevent the
physicians and other health care providers from helping people in
the most effective way possible.

I talked to the AMA this past Sunday in Chicago. I told them,
if you have got a rule and you are frustrated, write to me about
it. But just do not write and complain, write to me about a solu-
tion. Criticize, but also come up with a solution and we will take
that up and see what we can do.

This group will determine what rules need to be streamlined and
what rules need to be cut altogether. I am very mindful that, with-
in HHS, we must solve our own technology problems.

For example, CMMS has a mainframe computer system that was
launched in 1970. We process a billion claims a year. We have soft-
ware, processing those claims, that is over 30 years old. Do you
know any insurance company, any law office, any office dealing in
any business with software that is 30 years old? We are a $375 bil-
lion agency and we have software processing claims across Amer-
ica. We are an accident waiting to happen.

We are going to be able to hopefully improve and be able to bring
in a new computer system at CMMS that is going to be able to use
the newest technology.

The transformation of the Department of Health and Human
Services has begun. It is going to take time and it is going to de-
mand some expenditure of resources, but it can be done, and it is
going to be done. There is no place where the transformation is
more critical than at CMMS.

Tom and I are committed to ensuring that CMMS is more re-
sponsive to our provider partners, to the Congress, to the States,
and the tens of millions of Americans who depend upon them on
a daily basis.

We want to work with this committee—this is a very important
committee for us—and with Congress as a whole in a bipartisan
fashion because today what I heard was that everybody wants to
help, Democrats and Republicans. That was music to my ears. We
want to be able to accomplish our objectives so that these critical
programs are prepared to meet not only today’s needs, but tomor-
row’s challenges.

We will reorganize the Centers for Medicare and Medicaid Serv-
ices into three centers that more clearly reflect what precisely the
centers do and how they should be serving the millions of Ameri-
cans better.

The first one, is the Center for Beneficiary Choices. It is going
to focus on the Medicare+Choice program and provide beneficiaries
with information they need to make a wise choice in choosing what
is best for them.
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The second, will be the Center for Medicare Management. That
is going to focus on the traditional fee-for-service Medicare pro-
gram. Then the third one, will be the Center for Medicaid and
State Operations. This will focus on programs administered by the
States, including Medicaid, SCHIP, as well as insurance regula-
tions.

To make the agency more consumer-friendly, we will name a
Medicaid SCHIP contact for each State at our regional main office
to cut through bureaucratic bottlenecks.

Each State will have one person they deal with and with whom
their representatives will build a long-term relationship. So, in
your case, Senator Conrad, the hospitals will be able to have one
person they can contact.

We are going to select senior HHS staff members to be able to
serve as primary contacts for beneficiaries groups, physicians, pro-
viders, and suppliers.

We will also find better ways to resolve problems, increase train-
ing and education, which is absolutely vital in order to respond to
Congress and other groups more promptly.

However, these changes will be for naught if we cannot reach the
people we are here to serve, the beneficiaries who we are set up
to serve, to ensure they understand what services are available to
them. Too many of the people I have met around the country as
Secretary and as Governor tell me they do not understand what
services are available to them.

Consider just the multiple programs that currently exist: Medi-
care, Medigap, Medicare Select, Medicare+Choice. That is a lot to
keep straight. We need to do a better job of explaining these pro-
grams and help people make more informed health care decisions.

During this open enrollment period this fall, we are going to
launch a major media campaign, Senator Grassley, to highlight the
health care options and resources available to Medicare clients.

This campaign will begin this fall and is the brain child of Tom
Scully. It is going to be a very important tool in reaching bene-
ficiaries.

This fall, we are also going to make the 1-800 Medicare phone
line available 24 hours a day, 7 days a week, so callers in Utah will
be able to call in and get their answer anytime during the day,
Senator Hatch, and will be able to receive information about health
plan options available in that respective area.

We are going to improve the Medicare Web site to help bene-
ficiaries compare benefits and the quality of the providers. We will
propose grants to public libraries and train librarians to assist sen-
iors in being able to obtain information about Medicare.

Finally, we want, Mr. Chairman, to be able to pursue Medicare
contracting reform. I talked to you about this when I came in front
of you on the budget several weeks ago.

We need to reform the legislation to reduce the number of pri-
vate health insurance companies that process claims and provide
other administrative services from 49, to date, to down to no more
than 20 by 2006. We have just too many and we have no discretion
in being able to find the best providers, so we need to change that.

We should be able to award these contracts on a competitive
basis, and on the basis of performance-based contracts, instead of
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just based upon costs. This standard will allow us to improve serv-
ice and quality to beneficiaries and providers.

I want to work with each of you, as Tom does, to ensure that this
is done efficiently and in an effective manner. This needs to have
your approval. It has got to be changed by a statute, and I hope
that we will be able to do it this year.

These ambitious, but crucial, proposals, and one that will deter-
mine the future effectiveness of the Centers for Medicare and Med-
icaid Services. As I have said throughout my remarks today, we
must not remain entrenched in the old way of doing things.

We must always be willing to change our new name that cer-
tainly reflects a new attitude and more apt description of what our
agency does, administer Medicare and Medicaid.

But, as I said at the beginning of these comments, our real goal
is not just to make the trains run a little bit more on time, but ac-
tually to fulfill our duty as a department, to serve our fellow citi-
zens faithfully and well.

We are here to provide essential services to millions of health
care consumers and the providers that serve them, and to the Con-
gress that actually implements them and are our bosses. We want
to be able to provide these services at a level of excellence that
Americans deserve.

This is just the beginning. We are going to continue to strength-
en and modernize CMMS, as well as the whole department, as long
as I am there. That is my pledge to each of you. I also pledge to
work with you on a bipartisan basis to be successful in all of these
regards.

I want to thank you, Mr. Chairman. Now I would like to ask my
Administrator, Tom Scully, to make short remarks also.

The CHAIRMAN. Thank you very much, Mr. Secretary.

[The prepared statement of Secretary Thompson appears in the
appendix.]

The CHAIRMAN. Mr. Scully?

STATEMENT OF THOMAS A. SCULLY, ADMINISTRATOR,
CENTERS FOR MEDICARE AND MEDICAID SERVICES

Mr. ScuLLy. Mr. Chairman, thanks. I will be very brief.

First, I would like to say it is great to have a boss who likes to
change and shake things up. It makes things a lot easier. It has
been a very entertaining, and hopefully semi-fruitful, first month.

I have spent almost 20 years working with the Finance Com-
mittee, and certainly with every Senator that is here today, and
had terrific experience on lots and lots of legislative issues. So, I
look forward to working with all of you and your staff to accom-
plish a lot.

I think we had the entire staff up to the agency formerly known
as HCFA, CMS, about a month ago. I think it was great for them,
and I hope we can do a lot more of that.

The place needs change. There are great people there, the Sec-
retary found that out. They are kind of looking for direction to do
things differently.

Just one example. This past Friday, Houston, as you probably
know, had a lot of hospitals close for floods. One of them had a
transplant center that shut down and they wanted to move it half
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a mile to a sister hospital for transplants. The initial answer was
no.
So, we shook things up a little bit. In the course of about 12
hours we got it turned around, and we moved the transplant cen-
ter. But the actual rules and statute did not allow for that. The
people down there got a little frustrated, and we found some cre-
ative ways to do new things.

I think generally the people at CMS want to do the right thing.
They are terrificly talented. They are just not used to finding more
creative ways to get things done. I think, with the Secretary’s very
strong guidance, it has been a huge help in getting them to think
outside the box and has been very helpful.

I think one of the frustrations, having been on the Hill myself
before, and I know from many of you, is the responsiveness of
HCFA to Congress. Within HCFA, the average letter from a mem-
ber of the House or Senate was about five and a half months this
spring. We have gotten that down to 14 days, 15 days, I hope, that
I am aware of right now. That is certainly our goal.

We have set a goal as well, for the end of the summer, to have
every Congressional request that comes in responded to in 14 days.
So, I hope you will see some responsiveness on that.

The Secretary already mentioned the idea with the States. The
States, I think, get as frustrated as you do that they cannot get a
straight answer. We have pushed very hard to get one human
being at the regional offices and one in Baltimore who is going to
be responsive to them, and will be responsive to the Secretary and
to me.

So if a State has a frustration, obviously, you cannot give every-
body the answer they want all the time, but they should get
straight answers, and hopefully they will.

Finally, I would just say my favorite project is this education
campaign, as the Secretary mentioned. I found from our polling
when I first came in—we do very significant polling, and have for
years—of Medicare beneficiaries that over 50 percent of them have
no idea what their options are.

It is not just Medicare+Choice, it is Medigap. As much as any-
thing else, 1t is Medigap, which is obviously very prevalent among
seniors. They just flat-out do not understand their options.

So our goal this fall is to educate all seniors about all their op-
tions, whether it is just Medigap, which most seniors do have,
Medicare+Choice, Medicare Select, our goal is to have very, very
educated seniors.

As some of you know, we have pushed back, for instance, in the
Medicare+Choice program, the ACR filing date to try to keep more
Medicare+Choice plans in, because a lot of them are dropping out.
That was part of the decision, we also thought we had to really go
the extra mile to really, really push to educate beneficiaries this
fall.

So, I hope it will work. We are investing a lot of money in it. We
certainly would love guidance from you on how to do it. We are get-
ting the project started this week and hopefully you will find a
much more educated, much more informed group of beneficiaries by
Christmas time.

Thank you, Mr. Chairman.
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The CHAIRMAN. Thank you very much, Mr. Scully. I think you
will find this committee and this Congress very willing to work
with you to solve these problems. I think the time has finally come.

Sometimes a problem has to get so great, the confusion is just
so impossible, that a crisis emerges and we finally get together and
put partisan politics aside and quit the carping and complaining
and roll up our sleeves and get the job done. I think that time has
arrived.

In listening to you, I was struck, first, with your energy and
dedication that you have taken to solve all of the various problems
surrounding CMS. I was also struck by the ambitious nature of
ymér plans. That is, there is a lot that you need to do and want
to do.

It would be helpful for me to know what your priorities are and
what your time tables are for the various proposals that you men-
tioned, so that down the road we can go back and look to see how
well you have progressed and what we still need to do.

There is a lot we have to do here. We all want to help you do
it, but we need a sense of how long it is going to take and what
we can do to help organize this and make sure that it gets done
this time.

Secretary THOMPSON. Well, first off, the name change and the
rule changes that we are in the process of, the publicity campaign
that will be done this fall, all of this.

The name change is going to be phased in because, being con-
servative, we do not want to waste all of the stationery we have.
So, we are going to phase it in. When we use up the HCFA sta-
tionery, then we will reprint some other stuff so we do not have
to come back and ask you for any money to do this. We are going
to be changing it in incremental steps.

In regard to the bookkeeping system, the bookkeeping system is
terrible at the Centers for Medicare and Medicaid Services. We still
have a single-entry bookkeeping type of system, and it needs to be
changed.

It is called HIGLAS. That is in this budget. I think we asked for
$36 million. Hopefully, Congress will give us that amount of
money. That is going to take about 3 years to implement a brand-
new bookkeeping system for the whole department.

Then the computer system. We have got to get started on that
this fall. We are going to try and fund what needs to be funded in-
ternally, but that is going to be a huge overall expenditure. We
have over 200 different computer systems in the Department of
Health and Human Services, a lot of which cannot communicate
with one another. What we need to do is centralize a brand-new,
high-tech computer system.

The software system, I would like to be able to get changed over
the course of the next 12 months because it is extremely important
is the one that is processing the claims.

I think it would be an embarrassment, especially for the depart-
ment but I think it would spill over on Congress, if we have a
breakdown in the processing of claims. So, that is important and
we need some money for that.

In regard to the contracting, this is something that we are asking
you to help us with, Chairman Baucus. It is going to be controver-
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sial. I am not coming in here to tell you that it is not going to be
controversial, because the people who have contracts right now will
not want to have to compete on a wholesale level, and it is impor-
tant for us to do so.

I think it is going to be easier to change the way we contract
with claims processors. I think there is a much better way to do
it, but that is going to have to depend upon how soon Congress will
introduce a bill and help us on it.

The CHAIRMAN. I wonder if you could do this for us, please. First,
list the changes that you plan to make administratively for the
record, and then send us a letter in the next couple of weeks or
something to outline this, and their priority, along with time lines
indicating when you think you can get them accomplished.

Secretary THOMPSON. Absolutely. We will be more than happy to
do so.

The CHAIRMAN. Next, list the legislative changes. If you could
prioritize those, too, which ones you think are most important for
improving service to beneficaries. And which of the legislative sug-
gestions do you think make the most sense?

While we are at it, an obvious question a lot of us have, is how
well can the agency take on additional work, additional charges,
additional mandates? I know a lot of us believe that CMS is al-
ready strapped, and then Congress comes along and gives it new
responsibilities.

Now we are talking about adding prescription drug benefits. We
have talked about Medicare reform. The Balanced Budget Act has
not totally worked its way through yet. What is your sense on how
easily we could do all this?

[The information referred to above can be found in the appendix
on page 108.]

Secretary THOMPSON. Chairman Baucus, you have raised a very
valid point. I do not think we can do much more with the amount
of resources, the amount of technology that we have.

We are sort of at the bending point of saying that we cannot do
any more. I am not being critical, because that is not my style. I
want to come here and point out a plan on how we can be able to
be helpful.

But it seems that in the past there has been such a distrust and
dislike of HCFA, that every time Congress did not have an idea
where they wanted to put a proposal they gave it to HCFA, but no
additional resources. HCFA, right now, is overloaded with HIPAA
and with the privacy rules and regulations, with Medicare and
Medicaid, and SCHIP, and so on. I do not think we can really take
on any more responsibilities.

The CHAIRMAN. Well, what do we say to the seniors in our coun-
try who need a prescription drug benefit? Seniors in my State of
Montana—I daresay this is true in other parts of the country—who
are not covered pay more in prescription drug costs than do seniors
in any other part of the civilized world.

Secretary THOMPSON. I am saying that prescription drugs, with
the reform of Medicare, we can handle that. But I am not saying
additional programs, I am saying Medicare. That is our primary
reason for existing, so we have to do that. We have to do prescrip-
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tion drugs. That is why the Centers for Medicare and Medicaid
Services were set up. That is number one.

I am saying, additional responsibilities beyond that, at this point
in time, I do not think we can do unless we get additional re-
sources. But reformation of Medicare, with a prescription drug
component, we have to do that.

The CHAIRMAN. Thank you.

Senator Grassley?

Senator GRASSLEY. I join the Chairman in welcoming and ap-
plauding your enthusiasm as you approach this very important job
of making an agency a very effective agency.

I think you probably answered the concern that I would have
with most people in any position of leadership, either you run the
organization or it will run you. So, I am pleased that you are tak-
ing this very important role of knowing that you are in charge and
are going to do what needs to be done.

I am pleased to hear you speak about the need to ease regulatory
burdens on Medicare providers. I am also committed to see that the
Medicare program improves in a way that relates to both bene-
ficiaries and providers, specifically the need for improved commu-
nication and coordination between the center CMMS office and its
regional offices and contractors, also improving the dispute resolu-
tion process, and lastly, improving communication to the bene-
ficiaries. These are all issues that come up regularly, so it is very
good to see you working on these.

I understand some of these concerns may be addressed adminis-
tratively, others will require legislation. You are going to outline
that, as you just indicated to Senator Baucus. But hopefully we can
work together to determine which areas are in need of legislation,
then we can help in that area very quickly.

If you are able to elaborate, I would be interested in hearing
some of your ideas on easing the paperwork burden and improving
communication between CMMS and providers.

Secretary THOMPSON. We have good communication routes set up
in all of our divisions that are not being utilized, and I want to uti-
lize them, Senator Grassley. I want to be able to put out programs
for providers, especially for the physicians, hospitals, and clinics
across America, throughout these three centers for what these pro-
grams are all about. I want to be able to do that on a regular basis.

We also want to be able to set out this communication program
this fall that Tom Scully outlined that is going to be able to really
give the information to our senior citizens about what is available
and how they can interact, and be able to set up this hotline, that
any time a senior wants to call us throughout the day or evening,
they will have the opportunity to do so, and have somebody there
that can give them a correct answer on a quick, efficient basis. This
is our overall plan.

Senator GRASSLEY. Could you also address your efforts to reduce
the paperwork burden? We hear that more from nurses at nursing
homes, nurses in hospitals, doctors. We hear that an awful lot. I
aisume that is the kind of paperwork reduction you are talking
about.

Secretary THOMPSON. Absolutely. Absolutely. We are trying, Sen-
ator Grassley, to be able to put our rules and regulations in simple,
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straightforward language that the common person can understand.
They are so confusing. When they come up to my desk and I cannot
understand them, I ship them back.

Senator GRASSLEY. You do not need to elaborate, but have you
identified specific things that need to be done in that area or are
you still exploring?

Secretary THOMPSON. No. We have identified some, but we are
exploring at the same time. We are setting up a regulatory commis-
sion, but at the same time we are simplifying. Tom, you may want
to comment.

Mr. ScuLrLy. First, what the Secretary announced today, and this
is a fairly simple step. Providers get regulatory announcements 30
days a month. So one thing we are going to do, is we are going to
put out a compendium at the beginning of each quarter which will
list anything that is going to come out that quarter from HCFA,
whether it is a regulation or just guidance. Then we are only going
to put out all of our guidance, unless there is some emergency—
this is kind of a self-imposed restraint—1 day a month. So, it will
be one day a month that you will get everything from HCFA.

The reason for that, having been in the provider community in
the past, is you are not going to have to look at the Federal Reg-
ister every day, you will have to look once a month. You will also
know, in the compendium, if something is coming that quarter.

You will get a list at the beginning of the quarter of everything
that is on the agenda for that quarter, so you will not get any more
surprises and you will not have to have every provider in the coun-
try hire a lawyer to read the Federal Register every day. That is
a fairly simple reform, but I think it is a first step and I think it
will be helpful.

Senator GRASSLEY. Thank you.

Secretary Thompson, as you know, this week we are going to be
considering the Patient’s Bill of Rights. Some of the proposals we
have heard include a greatly expanded role for CMMS in regu-
lating private health insurance plans. HCFA was given a similar
task in 1996 by the Health Insurance Portability and Account-
ability Act, HIPAA, we call it.

My perception, is that the agency has really struggled with that
function, which is quite different from the core Medicare and Med-
icaid tasks. What are your thoughts on the wisdom of adding more
responsibilities in this area to CMMS?

Secretary THOMPSON. I am certainly not encouraging any more
additional oversight as far as HIPAA is concerned, or the Patient
Bill of Rights, at the Centers for Medicare and Medicaid Services.

I think, as I mentioned to Chairman Baucus, we are at the end
point as far as assuming more responsibilities, especially with the
fact that our primary objective is prescription drugs and reforming
and strengthening Medicare. We have to do that, and that is what
we want to do. Adding additional things at this time for CMMS,
I do not think, is something that we are going to be able to do as
well as I would like to be able to them. I do not like to take on
things unless I am going to be able to do them. I want to be up
front about that.

In HIPAA, we are still struggling. There are four items in
HIPAA that we are supposed to be regulating at the State level
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and we are not doing a very good job yet. That is because we did
not have the additional resources when HIPAA was passed to do
that and we have had to try to internalize it, and we have not been
very effective at it as of yet.

Senator GRASSLEY. Thank you, Mr. Secretary.

The CHAIRMAN. Thank you, Senator.

Next on the list is Senator Breaux.

Senator BREAUX. Thank you, Mr. Chairman.

Thank you, Mr. Secretary and Mr. Scully, for your presentations.

Where do you start? I have got so many places we could start
with your agency. I will start with one idea. Mr. Scully, if you are
going to be an average Administrator, you have only got about 10
months left. [Laughter.]

Mr. ScuLLy. I think my wife might help with that.

Senator BREAUX. The average tenure of a HCFA Administrator
is 1 year. You wonder why we have a problem with continuity
within an agency where the average Administrator survives 12
months, and then they put somebody else in.

Most times, we operate this entire agency with an acting Admin-
istrator. That does not give a lot of confidence as far as the people
that you have to work with, the people that work with you as well
as all the providers that you have to deal with.

So, I would hope that you will be able to break the average and
stay there for a period of time to give you an opportunity to do
some things which I think need to be done.

You have got a good team, Mr. Secretary. Utilize them.

I forget who made the comment, but it is going to run you if you
do not run it. The people in any bureaucracy know that they are
going to be there a lot longer than you.

Secretary THOMPSON. That is true.

Senator BREAUX. Political appointees come and go, but they are
going to be there forever. It is very, very important to have an atti-
tude that you are going to make changes as quickly as you can and
get them done.

There are all kinds of areas when you are dealing with 133,000
pages of regulations. We are still dealing with things that we
passed in 1997 which have not been put in final regulatory form
today.

Secretary THOMPSON. Absolutely.

Senator BREAUX. I mean, I am thinking of the diabetes self man-
agement training. That is still not finalized, and we passed that in
1997. So, the things that we do in Congress take years to even get
through the system.

Let me talk about a bigger picture, though. That is, there are
some of us that believe Medicare+Choice could never work because
of the way it was managed within HHS and within HCFA.

What Congress was essentially saying, is we want a new com-
petitive system to compete with the government, but the govern-
ment is going to run it. If I can be the referee, I am never going
to lose. I am always going to win. I think that is what happened
with Medicare+Choice.

So I want to understand the new boxes that you are proposing.
You are creating a Center for Beneficiary Choices, one box. You are
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creating a Center for Medicare Management, another box. And
then the Center for Medicaid and State Operations.

My understanding from your testimony is that the Center for
Beneficiary Choices would be the organization within CMMS that
will manage the traditional fee-for-service. Is that correct?

Secretary THOMPSON. No. The Center for Management. The Cen-
ter for Beneficiary Choices will have all the choices in it. The fee-
for-service will be in the second center.

Senator BREAUX. All right. The Center for Medicare Management
will be the traditional fee-for-service program.

Secretary THOMPSON. That is correct.

Senator BREAUX. All right. So you will have a Center for Medi-
care Management which will run you traditional fee-for-service pro-
grams as we know it under Medicare today.

Then the new Center for Beneficiary Choices will be in charge of
what is now known as Medicare+Choice, a competitive system that
will compete with traditional fee-for-service.

Secretary THOMPSON. That is correct.

Senator BREAUX. Both of those boxes will be under HCFA/CMMS
or under HHS?

Secretary THOMPSON. They will all be under HHS, but they will
be directed by CMMS.

Senator BREAUX. So how is that going to be any different from
what we have now where the fee-for-service competes with
Medicare+Choice under HCFA? Is this not the same thing? How is
this any different?

Mr. ScuLLy. It is broken out within HCFA. Currently, the Center
for Health Plans and Providers is basically jointly managed by the
same group of people, so these are definitely two different blocks.

The Center for Beneficiary Choices is not only the
Medicare+Choice program, is also all the beneficiaries educational
services. We already expend quite a bit of money every year on
beneficiary education as it is. Basically, they are existing pieces of
the old HCFA that are put together under CMS in places that we
thought would work well.

o Sef(n%tor BrREAUX. You have different people in the two different
ocks?

Mr. ScuLrLy. There are in fact, a number of senior people at
HCFA switching around to run that center. In fact, we actually
have not hired a political person to run that center, but Michael
McMullen, who has been the Acting Administrator for 6 months,
will be over there temporarily running it.

Senator BREAUX. If Congress creates a prescription drug pro-
gram, where does it go under this new arrangement, what you
would recommend?

Mr. ScuLLy. I believe it depends. In the Medicare+Choice pro-
gram, I think that would be under the Center for Beneficiary
Choices sector, obviously absent legislative direction, and under the
Center for Medicare Management area for the fee-for-service. So, if
it was an addition to the fee-for-service area, it would be in that.

Senator BREAUX. We could spend a lot more time on all of this,
obviously.

Secretary THOMPSON. Senator Breaux?

Senator BREAUX. Mr. Secretary?
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Secretary THOMPSON. Senator Breaux, I would like to point out,
this is the first giant step, but this is not the last one. We are look-
ing at the whole structure of the Medicare+Choice program. We
may be coming back with some other ideas about splitting it out,
we may be coming back asking you for some support in hiring a
professional private manager.

But those decisions have not been made. I just want you to know
that this is not the end. This is an ongoing process to improve the
quality and the efficiencies of the services of all three of the cen-
ters.

Senator BREAUX. Thank you.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator.

Senator Conrad?

Senator CONRAD. Thank you, Mr. Chairman.

First of all, let me just say to you, Mr. Secretary, I like your atti-
tude. I like it a lot. We need to have some energy there and some
feeling that we are going to do things differently. Setting specific
goals, that is exactly what is needed and I applaud you for it. I am
just delighted to hear your discussion here this morning.

I could not be more pleased that you have as an Administrator
Mr. Scully. Many of us have worked with him on a bipartisan basis
for years. When I heard he was being considered, I knew it was a
substantial personal sacrifice and I urged him to take this on.

Secretary THOMPSON. I am glad you did, Senator Conrad.

Senator CONRAD. That almost discouraged him. [Laughter.] But
this is important. This really matters in people’s lives, so doing our
best is important.

I want to go back to where I started my opening statement and
just briefly go through a couple of things. Then I am going to ask
you about legislation that, now, 20 of us have introduced.

It is truly bipartisan. My staff informs me, as of this morning,
there are 10 Democrats, 9 Republicans, and 1 Independent on this
bill. So, we have got all of the elements.

Let me just go back to this Medicare disparity. The blue bar is
Mercy Hospital in Devil’s Lake, North Dakota. The red bar is Lady
of Mercy Hospital in New York City. Simple pneumonia, $8,500—
nearly $8,600—in New York, $4,200 in Devil’s Lake, North Dakota.

My dear friend Senator Breaux says, well, it costs a lot more to
live in New York. It does cost more to live in New York. But the
delivery of medical services is not a 100 percent difference.

When we have to buy technology we do not get a discount be-
cause we live in Devil’s Lake. The difference in the labor rates,
while there is a difference and it is a significant difference, it is not
a 100 percent difference. Yet, we are left with a 100 percent dif-
ferential here. The same is true on heart failure, 2:1.

Let me go to the next one. Here is the result. Inpatient margins.
The aqua bar is urban hospitals, the dark blue bar is rural hos-
pitals. Almost 3:1 in terms of their margins. This is according to
MEDPAC’s analysis of HCFA data, CMMS data, now.

On overall margins, look at the difference here. Rural hospitals
have a negative 3 percent margin on Medicare patients. Now, you
cannot survive very long on that.
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This chart makes that point. This is the percentage of hospitals
by the number of discharges per year, percent with losses. The
aqua bar is those hospitals with 200 or less in discharges. Look. Al-
most 70 percent of those institutions are losing money. It steps
right down from 201 to 500, the blue bar, where over 50 percent
are experiencing losses.

Now, we cannot go on this way. I can tell you that, in rural set-
tings, these hospitals are going broke. Most of them average 70
percent Medicare-eligible patients. That is their patient make-up.

So, the legislation that we have introduced, 20 Senators and
more than 30 House members, again, about evenly divided in both
the House and the Senate in terms of party membership, this is
what it would do. It would close up those margins.

Instead of a 3:1 on inpatient margins, urban institutions over
rural, we would close the gap. We would close the gap. We would
not eliminate it, but we would close it.

I just want to ask you if you would take a look at this legislation,
it is Senate bill 1030, and give us your impressions. Is this some-
thing the administration could support? What changes would you
recommend?

The second point I want to get to, is this question of Medicare
payment delays. I indicated we were having hospitals with 3
months of backlog. Last year, Congress provided the agency a 32
percent increase in administrative resources to be used for improv-
ing these services. It was a $1.3 billion increase.

Could you give us some idea on how you are using that increase
to improve Medicare contracting services?

Secretary THOMPSON. I would say that the best thing we could
do to improve the quality of contracting and be able to get the pay-
ments out, is to have the contracts put out on on a performance
base, and merit base, and so on, instead of cost, and be able to re-
duce the number of contract fiscal intermediaries, as well as car-
riers.

If we can reduce that and put the contracts out on performance
and allow anybody to bid on them, I am confident we could improve
that system considerably.

In regard to rural hospitals versus urban hospitals, as I men-
tioned to you when I was in front of you for confirmation as well
as for the budget, I told you that I come from a very small rural
community, population 1,400.

My home hospital is in a very rural area, suffering the same
problems that you have pointed out. I want to be able to help that
hospital like you want to help all the hospitals in your State. I
want to do it for all the small rural hospitals in America.

I would love to look at your legislation and make suggestions. We
will be back to you within our 14 business days with an answer,
Senator Conrad. Tom and I both will respond to it.

Senator CONRAD. All right. I appreciate that very much.

The CHAIRMAN. Thank you very much, Senator.

Senator Kerry is not here. Senator Hatch?

Senator HATCH. I am glad Senator Conrad brought that up.
Utah, in particular. There is a disparity even among rural States.
Utah is not treated very fairly on reimbursement rates, and it is
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very similar to what North Dakota has to face. So, this is a really
important issue to try and resolve.

First of all, let me say that I want to commend you, Mr. Sec-
retary, for the outstanding work you are doing to make the agency
run more efficiently, and your obvious commitment to improving
many aspects of the overall management of CMMS.

Clearly, this job is extremely difficult. You and Tom Scully have
a very, very big job ahead of you. But you are definitely on the
right track. I want you to know that I will do everything I can to
help you to make the agency better, and will certainly do what I
can to address that objective.

Now, I know you addressed some of my questions in your testi-
mony, but I am compelled to raise just a few issues because they
remain outstanding issues for me, and for other members of this
committee.

Specifically, I am concerned about your thoughts on contractor
reform. Medicare contractors work in partnership with CMMS and
they are a very major part in dealing with providers. Frankly, one
of the most common complaints that I hear from Medicare pro-
viders are problems that they have with their contractors.

Now, these problems range from disputes over reimbursements
or withholding of payments to simple matters involving returning
phone calls or being able to talk to someone, anyone, who really
knows what they are talking about.

Would you discuss in just a little more detail your thoughts on
improving contractor performance and what efforts you will pursue
to improve customer service to providers?

Secretary THOMPSON. First off, we want to put one person in
every State out of the regional office.

Senator HATCH. I like that idea.

Secretary THOMPSON. So they are going to be able to have a con-
tact person that they know, in Utah, that that person represents
Utah.

The CHAIRMAN. When will that occur, by what date? When will
each of us in our States know who that person is?

Secretary THOMPSON. Tom has got it.

The CHAIRMAN. It is all right there?

Mr. ScuLLy. Yes.

The CHAIRMAN. Good.

Senator HATCH. Well, it would be nice for us to know today then.

The CHAIRMAN. Who do you have for Utah?

Mr. ScuLLy. For Utah, it is Aaron Blight in the Baltimore office,
and Tilly Roland in the regional office, which is Denver.

The CHAIRMAN. Why don’t you read those for the Senators who
are here. This is not on your time.

Mr. ScuLLy. We can give you this. We have a more detailed one
with names and phone numbers.

The CHAIRMAN. Well, who do you have for Arkansas?

Mr. ScuLLy. For Arkansas, in the central office, which is Balti-
more, it is Marty Svolos. In the regional office, it is Ford Blunt,
which is the Dallas regional office.

The CHAIRMAN. All right.

And for Louisiana?
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Mr. ScuLLy. For Louisiana, it is Wayne Smith in Baltimore, and
Joe Reeder in the regional office.

The CHAIRMAN. All right. Oh, good. I have a copy in front of me.

Mr. ScuLLY. There is also about a 15-page list of the same people
with phone numbers, e-mail lists, and other things. So, hopefully
they are all preparing for this onslaught.

The CHAIRMAN. All right. Good. Can you make this available for
all the Senators so we know who our people are?

Senator CONRAD. I would like to have a copy.

The CHAIRMAN. Good. Thank you.

Secretary THOMPSON. Can I just expand a little bit further?

The CHAIRMAN. Sure.

Secretary THOMPSON. When Medicare was passed in 1965, there
was an agreement with the hospitals and with the AMA that they
were able to nominate individuals to be the fiscal intermediaries
from a particular State, from a particular hospital, and from a par-
ticular clinic. It evolved out of that, in order to get Medicare
passed, that that was written into the law.

The contracts are put out on how much it costs to deliver the
services. There is no uniformity, as the decision is made by the fis-
cal intermediaries or the carriers. What Tom and I are trying to
do, is change the law, Senator Hatch, so that we could put it out
on performance contracts and be able to reduce the number of fis-
cal intermediaries, because we do not need 50. We do not need 50
carriers.

When you have that many, you have a disparity as to what is
paid and what is not paid. It causes confusion and frustration
when some doctor gets paid for something from this fiscal inter-
mediary and does not from this one.

Then, finally, we have 30-year-old software that is in the process
of paying out these claims. That is an accident waiting to happen,
as [ mentioned.

So, what we are trying to do is reorganize and reauthorize the
contracting provisions so that we can put out contracts and limit
the number of individuals, and put them out in RFPs based upon
performance. We think we can get a better product, more uni-
formity, and faster services to the providers. That is what we are
asking for.

Senator HATCH. Well, let me just raise one other area of concern
to me, because my time is running out. It is the role of the depart-
ment’s efforts in addressing fraud and abuse. As you know, health
care fraud and abuse is a very serious issue, and one that I am
particularly concerned about.

In 1996, I was very instrumental in developing the fraud and
abuse provisions in the Health Insurance Portability and Account-
ability Act, which dedicated a special fund for fraud and abuse ac-
tivities.

Now, these new provisions have empowered HHS and the Justice
Department with significant tools to address this problem. More-
over, providers are now more diligent in their implementation of ef-
fective compliance programs, which is what they should be doing.

Nevertheless, I have heard concerns among the provider commu-
nity about the perception that these fraud and abuse efforts have
been carried to extremes. In fact, some Medicare providers tell me
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that they perceive Medicare as overly aggressive and claim that it
has had a chilling effect on the provision of care and provider par-
ticipation.

They allege that there has been an impression that the law en-
forcement agencies are operating under the assumption that every
provider is likely guilty of something and that they can be assumed
to be guilty until proven innocent.

Now, this sentiment apparently carries down to the contractor
level as well. I know this question is just a little bit outside the
scope of this hearing, but I wanted to bring it to your attention be-
cause I think it is something we need to keep in focus as we look
at reforming this agency.

I would appreciate any thoughts you have on the subject of fraud
and abuse activities.

Secretary THOMPSON. Well, Senator Hatch, there are some seri-
ous questions about fraud and abuse in the Medicare system, and
in the Medicaid system as well. We want to be able to do our part
to prevent it.

I think one of the best ways we can help and educate people is
through our centers, and put out educational programs, simplify
the rules and regulations, have more uniformity in the decision
making at the contracting basis as well as at the fiscal inter-
mediary stage, and be able to put out better and more frequent
educational programs to doctors, to hospitals, and to other pro-
viders through these three centers.

We got the telecommunication equipment set up on the Centers
for Medicare and Medicaid Services, and we should be using that
equipment better and interactively to get the information out. We
think we can do a much better job. We think we can also, in the
same process, reduce fraud and abuse.

Senator HATCH. Thank you.

Did you care to add anything, Mr. Scully?

Mr. ScuLLy. I would just say, there is a lot that can be done. Ob-
viously, I have heard, since I used to be on the provider side, a lot
of the same things. I was the Compliance Committee chair on two
different companies the last 4 years. I think some of that is legiti-
mate, some of it is probably a little overdone as well.

I think one of the things that is important, is the Justice Depart-
ment, HCFA/CMS, and the IG have really always worked together
on this. I think Janet Renquist, the new Inspector General nominee
will be very helpful. She happened to be a classmate of mine in col-
lege. I have known her for 20 years, so I think we will have a good
relationship, hopefully.

Senator HATCH. And a former staffer of mine, by the way. She
is really very good.

Mr. ScuLLy. Yes. Former UVA person. Finally, the Justice De-
partment, with Attorney General Ashcroft. Generally, they have
had a health care person over there. I think the three agencies,
working together to make sure that the fraud and abuse guidelines
and implementation are consistent, is really important.

So, I think Justice is also looking at some people for that post.
But I think the three agencies working together consistently is
really the key to making sure you have fair enforcement.

Senator HATCH. Well, thank you.
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Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator.

Senator Snowe?

Senator SNOWE. Thank you, Mr. Chairman.

Welcome, Mr. Secretary, Mr. Scully, for being here today. Mr.
Secretary, I want to commend you for your very vigorous leader-
ship in revamping HCFA, or former HCFA. I commend you, be-
cause it is long overdue.

Obviously it has been an area that has been a source of conten-
tion and controversy for quite some time, so I really applaud you
for the effort that you are making in your early tenure as Sec-
retary.

Let me just get back to the issue of the paperwork burden. You
mentioned in your initial statement about taking swift action to re-
duce the unnecessary paperwork burden.

It is interesting. Not too long ago, a small hospital of mine in
Maine, about 15 beds, which also has home health care responsibil-
ities as well and they serve about 100 patients a day, and the ad-
ministrator of the hospital happened to bring me the number of
forms that are required for them to fill out, for all patients, not just
Medicare patients. Just anybody who serves and provides home
health care, obviously, gets Medicare dollars.

Here are the forms for a patient, just one patient. These forms
extend 56 feet. There are 61 pages of forms. In fact, they had cir-
culated this around the room that I was in with 40 hospital admin-
istrators and it went around the room. I mean, that is 56 feet long
for just one patient. Then it is required, not just for Medicare pa-
tients, but for all patients in that institution. So that is what we
are dealing with here.

Up until 1999, it was about three pages of forms. Then there was
a requirement for 90 different questions and forms to be filled out
that results in this extensive list here today.

So, obviously it is preposterous. It is demoralizing, it is costly. It
prevents health care providers from doing what they need to do.
Obviously, some information is important and critical to the out-
come and what they are doing. Obviously, we need to have account-
ability. But this goes, I think, beyond any level of principles of re-
sponsibility in having them to do this kind of work.

So I think if you can accomplish that, reducing the number of
forms, I hope that is in your ultimate priority here. This really bor-
ders on the ridiculous, to put anybody through this kind of paper-
work requirement for each and every patient.

Secretary THOMPSON. Senator Snowe, there are several things I
want to say. First off, thank you for bringing it up. Second, yes, we
are very tuned in to the number of forms that we are asking for.
Third, to ask for your help. When you pass legislation, be cognizant
of what you are requiring us to ask for.

Fourth, I have already put into place some ways in which we can
reduce the number of questions that have to be asked every time
a patient comes in. If they have to come in on a weekly basis for
chemotherapy, we have to ask them the same questions.

One of the questions is, have you got black lung? Well, you did
not have it last week, you never worked in the mines. Why do you
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keep asking whether or not? It is things like that that are common
sense that we are going to be changing, and we are in the process.

Finally, I have got a suggestion. I am sorry Senator Hatch left,
since he is very much involved in fraud and abuse. I think hos-
pitals, and I think the delivery of medical services in America, we
are way behind, as I mentioned to Senator Kerry.

When you check in a patient or give prescriptions out in a hos-
pital, it is the old-fashioned way. There is new technology out there
and we should be using it. There is better technology in checking
out groceries in a grocery store than checking in a person in the
hospital, or administering drugs. That is not right.

What I am suggesting, Senator Snowe, is a lot of that paperwork
could be done away with. We should get to a paperless kind of sys-
tem in hospitals and clinics. What I am suggesting, is maybe we
should take some of the fraud money that we get and plow it back
in to best practice and purchase a mini Hill-Burton law to purchase
new technology in hospitals to get to a paperless society or
paperless hospital on admitting patients and administering drugs.

You would be able to reduce the number of forms, you would do
it faster, you would allow nurses to be able to provide health care
better instead of filling out forms. You would not be so frustrated,
and you would also reduce medical mistakes. Suggestion.

Senator SNOWE. I think that is an excellent idea. In fact, Senator
Gramm and I have introduced legislation to adopt the technology
to eliminate medical errors when issuing prescriptions in hospitals,
for example.

Secretary THOMPSON. Well, consider the idea of setting up a mini
Hill-Burton law, using the fraud money to put out in places for new
automation, then let us try it. I think we could get to a hospital,
paperless kind of clinic, and we would be able to reduce those
forms completely.

Senator SNOWE. Good point. That is a good point.

And what about a provider ombudsman in the agency, in your
Centers for Medicare and Medicaid Services?

Secretary THOMPSON. We think we are doing that. We are not
calling it that, but we think we are doing that by having a person
representing each State out in the regions, then having somebody
representing the department in Baltimore. I do not know if you
were here, but Tom was listing the names.

Who do you have for Maine, Tom?

Mr. ScuLLy. This is more for Medicaid. But for Maine, in the
central office, it is Roger Buchanan, and for the Boston office, it is
Irv Rich.

But we have been talking about a variety of different compliance
ideas. We have not quite decided yet as to what idea is the most
appropriate one, but I think your ombudsman was one that we
have talked about.

The CHAIRMAN. Thank you very much, Senator.

Senator SNOWE. Thank you. Thank you.

The CHAIRMAN. Senator Lincoln?

Senator LINCOLN. Thank you, Mr. Chairman. I certainly appre-
ciate you holding this hearing today on the role and the expectation
of the newly-named Centers for Medicare and Medicaid Services
and the challenges that the Secretary faces in that agency. We wel-
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come you to the committee, Mr. Secretary, Mr. Administrator. Glad
to have you.

Secretary THOMPSON. Thank you.

Senator LINCOLN. I look forward to a working relationship as we
face some of these problems.

Just touching on what Senator Snowe was talking about, I notice
that it sparked a great deal of interest in you in working towards
better technology and this paperless system.

I would just reiterate the maps or the charts that Senator
Conrad presented. In traveling in the last two breaks and visiting
many of my rural hospitals, they are pretty much required to get
to a very similar system of paperless operations in order to meet
both the demands of the contractors, as well as the HIPAA, in
some of the technology that they are having to put into their hos-
pitals.

It is very difficult when they have absolutely no resources, as a
rural hospital does, falling in that line in that category of, I think,
a negative 2 percent.

So, I hope that we can work on that, and particularly pay atten-
tion to those hospitals that are striving to do that for other regu-
latory purposes, but also who are working at a disadvantage al-
ready in terms of the reimbursements. Because the reimburse-
ments are low and because their percentages sometimes are at 60,
70 percent Medicare, they are really, really strapped. So, I hope we
can work towards that.

Secretary THOMPSON. Thank you very much. I want to work with
you on it.

Senator LINCOLN. Absolutely. I think that we can bring to the
table not only some situations that these hospitals are going
through, but also some ideas and solutions that they are looking
for themselves right now to try to meet those terms.

You all had mentioned that your technology is somewhat anti-
quated, dating back to the 1970’s. To accomplish some of the goals
that, Mr. Secretary, you and Administrator Scully have set for the
CMMS, such as replacing this outdated technology and expanding
the educational campaign for beneficiaries, do you anticipate need-
ing further financial resources?

Secretary THOMPSON. Senator Lincoln, we have $36 million in
the President’s budget for a new bookkeeping system called
HIGLAS, which is really probably the most important thing right
now for the Centers for Medicare and Medicaid Services.

We have got money set aside for new computer systems, and we
are looking at a whole new initiative to modernize the computer
system. But we are not asking for any extra money at this time for
that. We will put together a budget initiative for the next fiscal
year in regard to that.

Senator LINCOLN. And what is your time frame? I am sorry, I
came to the hearing late. I may have missed that. But what is your
tilme ?frame for really working to put that new technology into
place?

Secretary THOMPSON. Well, the HIGLAS bookkeeping system has
got to be done. The first phase of it is $36 million. We are expect-
ing, hopefully, that Congress will approve that in the President’s
budget. We will get started on it as soon as it passes. We have al-
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ready started the preliminary work towards that. We are already
looking at a whole new IT system and we are reorganizing the de-
partment.

We are looking at setting up an IT division for the department
so that it can purchase new computer systems for all of the divi-
sions, so we can get down to one complete, modern, new system.

We spend millions of dollars in that department on new com-
puter systems, and we have over 200 different computer systems.
Nobody can talk to each other. It is the worst system I have ever
encountered.

What we are trying to do, as is it is not efficient and it is not
able to accomplish your objective or our objective, we would like to
be able to get that down to one system so that we could have a
computer system that Congress could plug into, that we could plug
into, and that we could all communicate and deliver the services
better.

So, instead of asking you for more resources, we are looking at
a whole, complete, intense study of the whole department’s needs
to try and figure out if we have the resources internally. We spend
all this other money. Maybe we would have the money if we had
just bought a brand-new computer system. We may have enough
money to give you some money back.

Senator LINCOLN. Well, I know that when I came in 1998 I ac-
quired, or inherited, a very antiquated system myself. Finding out
not only how much it was going to cost to update it, or better yet
replace it, also the time involved, that is why I was interested to
know that not only if you find the resources within, or certainly
from the President’s budget, being able to allow you to do that.

Secretary THOMPSON. We have 3,200 servers, 2,900 people to
maintain 3,200 servers. We have 200 different computer systems.
We have 85,000 workplace stations for 63,000 employees. You tell
me if that is a system that works.

Senator LINCOLN. No. I am just hoping that, as you plan through
replacing all of that, you also look at the time frame in which it
is going to happen and that it does not take too long.

Secretary THOMPSON. It is going to take a while.

Senator LINCOLN. Well, hopefully not too long.

Secretary THOMPSON. But I am a pusher.

Senator LINCOLN. Good. Well, we appreciate that and we look
forward to working with you.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you very much, Mr. Secretary. A couple
of points. One, I think you know that the Senators have a lot of
very deep concern about these issues. Frankly, I think the passion,
anxiety, and concern probably could have been voiced even stronger
than it was by members of this committee.

But I think you essentially did not hear it because this was an
opportunity for you to explain what you are doing at the depart-
ment with CMS. But I do not want you to go away from here think-
ing, well, things are under control, we just have to keep moving
along, because they are not.

Secretary THOMPSON. They are not.

The CHAIRMAN. It is a crisis. It is a real urgency here.
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This leads me to a second point. Namely, we have just touched
the tip of the iceberg here in this hearing. We have not even begun
to get down deep into what has got to be done.

Secretary THOMPSON. I hope you call us back.

The CHAIRMAN. I definitely will. That is my next point, that we
will have a subsequent hearing. But I want to give you the time
to do what you need to do, because you are, after all, in charge.

I was serious when I mentioned that I would like you to send to
the committee a letter of the administrative changes, the priorities,
with deadlines and time lines, and then also a list of legislative re-
quests that you think make sense, and priorities there as well.

I know from experience that you need to set deadlines. You need
t<1) set dates, deadlines, and benchmarks, otherwise things tend to
slip.

I do not want this to be just another HCFA hearing where we
all have the right motives and speak with great intentions, but be-
cause of the rush of business and things that happen, things slip
a little bit and something else arises and pushes aside the efforts
we are attempting to undertake.

So that is why we are going to have subsequent hearings, to take
stock of how we are doing and what needs to be done. I want this
committee to help you in finally solving this thing.

As 1 said, we have just begun to touch the tip of the iceberg. I
did not begin to give you all the complaints that I hear. I did not
do so, because I want you to solve them in advance. If you do not,
you are going to hear them.

Secretary THOMPSON. Thank you.

The CHAIRMAN. Thank you very much.

Secretary THOMPSON. I want to thank you, Mr. Chairman, and
all the Senators, for giving us this opportunity. I think that this
has been the best hearing that I have been in front of since I have
been here four and a half months ago.

I came out here to do a job. Tom Scully gave up a very lucrative
profession to come in to help me, and I appreciate that very much.
We want to change. We do not want to just change for change sake,
we want to change so that it is better and more responsive, not
only to you, but to your constituents and to all Americans.

The CHAIRMAN. Thank you very much. We appreciate your tak-
ing the time.

Our next panel consists of Mr. Bill Scanlon, Director of Health
Care Issues for the General Accounting Office; Michael Gluck, who
is a Ph.D. and professor at the Institute for Health Care Research
and Policy at Georgetown; Dr. Judith Hibbard, Professor of Health
Policy, Department of Planning, Public Policy, and Management at
the University of Oregon; and Dr. Nick Wolter, who is the presi-
dent and CEO of Deaconess Billings Clinic in Billings, MT.

Dr. Hibbard, I understand that you earlier had a time constraint.
Do you still have that?

Dr. HiBBARD. I do, yes. I can stay a little bit beyond the time.

The CHAIRMAN. By what time do you have to leave?

Dr. HIBBARD. If I could leave by 10 after 12:00.

The CHAIRMAN. All right. Why don’t you proceed first then? Then
that will help us if we get into a bind here.

Dr. HIBBARD. Thank you.
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STATEMENT OF DR. JUDITH HIBBARD, PROFESSOR OF
HEALTH POLICY, DEPARTMENT OF PLANNING, PUBLIC POL-
ICY, AND MANAGEMENT, UNIVERSITY OF OREGON, EUGENE,
OR

Dr. HiBBARD. Chairman Baucus, Senator Grassley, and members
of the committee, thank you for this opportunity to testify. I am Ju-
dith Hibbard. I am a professor of Health Policy at the University
of Oregon.

I currently work with the National Quality Forum, where I pro-
vide expertise on how to effectively report health care information
to consumers. I am pleased to be here today to testify about the
information needs of Medicare beneficiaries.

In my research, I have investigated how consumers make choices
and I have studied consumers of all ages, including Medicare bene-
ficiaries. My current work is supported by CMMS, the Robert Wood
Johnson Foundation, and the Public Policy Institute at AARP.

As you know, the Medicare program works best when bene-
ficiaries make informed choices. Recent changes have expanded
those choices and the amount of information that beneficiaries re-
ceive.

My research has focused on how beneficiaries are faring under
this new condition. As Mr. Scully indicated, what we have found
too is that there are serious deficits in what beneficiaries know
about their choices.

Of greater concern is our recent finding that more than half of
the beneficiaries population has difficulty understanding the com-
parative information about Medicare options.

When asked to review comparative tables and charts showing
plan characteristics, a majority of beneficiaries had difficulty accu-
rately interpreting that information. Compared to the under-65
population, older beneficiaries make about three times as many er-
rors in looking at simple charts and tables with the same informa-
tion.

So those beneficiaries who have the most difficulty also felt that
having choices, many choices and lots of information, was a burden.
They preferred to have someone else make a choice for them.

What beneficiaries need to be able to do to make an informed
choice is formidable. They need to understand the information and
to be able to differentially weight cost factors, quality, and benefit
factors to match their individual needs.

These kinds of tasks are difficult for most people, and they are
particularly difficult for the elderly. So helping beneficiaries use in-
formation and apply it to their own situation it the type of assist-
ance that is most urgently needed.

This means providing help that goes beyond information dissemi-
nation to providing some decision support. Decision support can be
provided via group counseling, over the telephone, or through com-
puter-aided decision tools, but most beneficiaries prefer to have as-
sistance in a one-to-one counseling with a live person.

The most effective approach to communicating with beneficiaries
will have to take into account the tremendous differences within
the beneficiary population in their ability to comprehend and use
information and choices.
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This means tailoring education to the different segments and to
their ability levels. Making the choice test easier for beneficiaries
would also help. This could be accomplished by having fewer types
of plan designs to choose from, and less complexity associated with
each of those choices.

Three final recommendations. First, the National Medicare Edu-
cation program requires adequate resources. The complexity of the
options and the diverse abilities in the Medicare population make
beneficiary education a very challenging task.

Because beneficiaries still lack the understanding of their
choices, it is premature to implement the lock-in feature of the
Medicare+Choice program scheduled to be implemented in 2002.

Finally, providing information does not equal understanding.
Beneficiaries have been provided with information but they still do
not understand. It will be very important for the new Centers for
Medicare and Medicaid Services to assess beneficiary knowledge
levels on an ongoing basis to determine the degree to which their
educational efforts are actually successful.

I was very pleased to hear Secretary Thompson’s announcement
that beneficiary education is going to be a higher priority. This is
an important step.

The centers’ challenge is to improve communications to bene-
ficiaries by tailoring information to the diverse needs in the popu-
lation and to find ways to provide assistance to beneficiaries that
moves beyond information dissemination to education and decision
support.

Thank you for this opportunity to testify today. I am happy to
answer any questions.

[The prepared statement of Dr. Hibbard appears in the appen-
dix.]

Senator GRASSLEY. Thank you, Dr. Hibbard.

What we will do is go through the panel, then because you have
to go by 10 after 12:00, we will ask you questions first.

Dr. Scanlon?

STATEMENT OF WILLIAM J. SCANLON, DIRECTOR, HEATLH
CARE ISSUES, U.S. GENERAL ACCOUNTING OFFICE, WASH-
INGTON, DC

Dr. ScaNLON. Thank you very much, Senator Grassley, Senator
Breaux, and Senator Lincoln.

I am very pleased to be here as you discuss the ability of CMS,
or HCFA, to carry out its mission to manage the Medicare program
both now and in the future.

It was very heartening to hear the consensus about the chal-
lenges, as well as some of the initial steps in terms of trying to
meet those challenges that HCFA faces. However, of course, we
need to focus very much on the details in order to be able to find
effective solutions.

Medicare will always pose an enormous management challenge
regardless of who runs it. Any agency that manages a $220 billion
program and must respond to the vast and varied universe of
health care providers, beneficiaries, and taxpayers will be the tar-
get of parties that feel disadvantaged or harmed by some of its de-
cisions.
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Nevertheless, it is possible to take stock of HCFA’s past experi-
ence and determine what lessons they hold for CMS in the future.

Tasked with administering the extremely complex Medicare pro-
gram, HCFA earns mixed reviews. On the one hand, the agency
presides over a program that is very popular with beneficiaries and
the general public. It has implemented payment methods that have
helped constrain program cost growth, and each year pays almost
900 million claims quickly with very small administrative budgets.

On the other hand, HCFA has difficulty making refinements to
payment methods, such as the calibration for urban/rural dif-
ferences that Senator Conrad was talking about. It has also fallen
short in its efforts to minimize inappropriate claims payment and
ensure the quality of Medicare services.

In recent years, HCFA has taken steps to achieve greater success
in these areas. However, the agency now faces criticism for impos-
ing payment safeguards that many providers feel constitute an
undue administrative burden.

As we look at HCFA’s record for managing Medicare, we note
that major gaps exist between the agency’s capabilities and expec-
tations for what it should be doing.

First, we and others believe—and that includes Secretary
Thompson—that HCFA may have too many things on its plate. In
addition to Medicare, HCFA must oversee 50-plus Medicaid and 50-
plus State’s Children’s Health Insurance Programs, compliance
with HIPAA standards by insurance plans in several States, and
quality inspections of nursing homes, home health agencies, clinical
laboratories, and other providers. To manage all this work, the
agency has a total of 49 senior executives.

Moreover, as Senator Breaux indicated, HCFA has a real prob-
lem in terms of continuity of leadership. In 24 years since its incep-
tion, there have been 21 administrators or acting administrators.
Such short tenures and frequent leadership shifts have not been
conducive to developing or carrying out strategic plans or long-term
innovations.

HCFA’s capacity is strained compared to its multiple complex re-
sponsibilities. Human capital and information system deficiencies,
coupled with constraints on its flexibility, hinder the agency’s per-
formance.

Staff shortages, in terms of skills and numbers, beset HCFA.
These shortages were brought into sharp focus as the agency strug-
gled to handle the many changes in the Balanced Budget Act, such
as expanding Medicare’s managed care options. Few staff had expe-
rience in dealing with existing health maintenance organizations,
let alone the new entities that the Act introduced.

Conducting a nationwide information campaign to assist bene-
ficiaries in making plan choices involved marketing and commu-
nication expertise not previously needed.

Staffing constraints have also meant that important tasks well
within the agency’s capabilities are just not done with sufficient
frequency. For example, HCFA’s oversight of State inspection ac-
tivities is essential to ensuring quality of care.

Yet, in 1999 the number of Federal reviews of State nursing
home inspections averaged about two per state, a number totally
inadequate to fairly assess how well any State is doing.
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In a program with such a large number of beneficiaries, pro-
viders, health plans, and the vast number of claims being paid, a
modern information system is an essential foundation to effective
management.

Indeed, when we look at how Medicare and private insurance
have diverged over the past 30 years, an element that stands out
is how some insurers have attempted to use information to become
effective, prudent purchasers.

Regrettably, Medicare is not in a similar position. HCFA’s infor-
mation systems are antiquated and inadequate. Implementing pro-
gram changes such as those in the BBRA or the BBA is a time-
consuming and arduous task, draining scarce resources from other
activities.

Even more importantly, the systems do not provide the informa-
tion needed to effectively manage the program. As the array of
BBA changes was implemented and calls were made for modifica-
tions, HCFA had great difficulty in providing the Congress solid in-
formation on the actual impact of these changes on beneficiaries
and providers. That type of information is what should guide for-
mulation and refinement of policy.

Finally, HCFA’s performance is also hindered by a lack of flexi-
bility. As a public program of such great magnitude, we would not
expect or want Medicare to have as much flexibility as private or-
ganizations. However, we need to find the right balance between
flexibility and accountability so that Medicare can be managed as
effectively and efficiently as possible.

How Medicare contracts with companies to process claims is a
great example. Rules enacted in 1965 limit who contractors can be,
what tasks they do, and how they are paid, all constraints that ef-
fect how well HCFA can ensure contractors’ activities are per-
formed satisfactorily.

With the growth and transformation of the health care industry,
there are expectations that an agency running the Nation’s largest
health insurer will act as a prudent purchaser and will carry out
customer relations effectively. There are also expectations that the
agency will be prepared to implement restructuring and add bene-
fits in the context of Medicare reform.

Today’s Medicare agency, while successful in certain areas, may
not be able to meet those expectations effectively without further
Congressional attention to its multiple missions, capacity, and
flexibility.

The agency will also need to do its part by planning strategically.
That is, setting priorities, documenting resource needs, and holding
managers accountable for accomplishing program goals. This has
not been its strong suit in the past, yet these tasks are critical to
successfully dealing with the challenges of the future.

Thank you very much, Senator Grassley. I would be happy to an-
swer any questions you or members of the committee may have.

Senator GRASSLEY. Thank you.

[The prepared statement of Dr. Scanlon appears in the appen-
dix.]

Senator GRASSLEY. Now, Dr. Gluck?
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STATEMENT OF MICHAEL GLUCK, PH.D., RESEARCH ASSO-
CIATE PROFESSOR, INSTITUTE FOR HEALTH CARE RE-
SEARCH AND POLICY, GEORGETOWN UNIVERSITY, WASH-
INGTON, DC

Dr. GLUCK. Senator Grassley, Senator Breaux, Senator Lincoln,
my name is Michael Gluck, and I am happy to be here today as
you consider the management and governance of the Medicare pro-
gram.

As a faculty member at Georgetown University’s Institute for
Health Care Research and Policy, I am engaged in research on this
very topic, funded by the Public Policy Institute of AARP.

In addition to synthesizing existing data and literature, my col-
leagues and I have conducted 40 structured interviews with experts
who have hands-on experience in the management of CMS activi-
ties. They include providers, beneficiary representatives, current
and former career employees, and political appointees from both
parties.

Prior to coming to Georgetown, I directed a large project on
Medicare reform at the nonpartisan National Academy of Social In-
surance, where we also considered issues of Medicare management.

My testimony today is drawn from work at both Georgetown and
at NASI, but I speak only for myself and not for any organization.

In my statement I would like to focus on the important chal-
lenges facing HCFA, now known as CMS. These are staffing, infor-
mation technology, the agency’s administrative budget, and bene-
ficiary and provider services. My written testimony discusses addi-
tional issues.

There is a clear need for more staff with experience in modern
private health insurance industry. The agency now has little capac-
ity to attract and retain such individuals.

There is a perception among many outside of CMS that the agen-
cy has a conscious or unconscious bias against managed care in
favor of the traditional fee-for-service program.

Our analysis suggests that the problem is actually a general lack
of in-house experience with how health insurance plans go about
their business, whether they are fee-for-service or HMOs. Our anal-
ysis also indicates difficulties in maintaining sufficient expertise in
the areas of medicine and information technology.

The limiting factor appears to be the agency’s salary structure.
Among the options Congress may want to consider are adjustments
and supplements to CMS’s compensation structure sufficient to at-
tract individuals from the private sector. Other parts of the Federal
Government have some flexibility to pay more to maintain a skilled
workforce.

As we have heard this morning, computers are essential for pay-
ing Medicare providers. They also have great potential in improv-
ing quality and in helping beneficiaries negotiate Medicare’s com-
plexity. However, the program’s computer technology is antiquated.

To 1ts credit, Medicare does have a strategic plan for its informa-
tion technology, but we found nearly universal agreement that
Medicare needs significant new investment in this area.

Our interviews also suggested lessons from the failed Medicare
Transaction System (MTS) of the 1990’s that may help as the agen-
cy addresses these issues.
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Chief among these is that changes should be made in discrete
pieces and staggered over time to allow the agency to learn as it
goes. One interesting idea that emerged from our work, is that
CMS might commission several prototype systems before settling
on a single contractor, much as the Department of Defense does
when procuring a new jet fighter.

Our work suggests that the strain on Medicare’s administrative
budget has hit provider and beneficiary services particularly hard.
Funds for provider education this year are half of what they were
in 1995.

The vast majority of providers want to bill Medicare correctly,
but they need help in understanding the complexity of the rules.
At a time when Congress has made the elimination of improper
Medicare payments a priority, such education is vital. Funds for
contractors to answer beneficiary inquiries are also very limited.

CMS itself has come a long way since 1997 in developing written
materials explaining Medicare and the choices available to bene-
ficiaries, but it still has a long way to go.

The next step is for Medicare to develop better ways to help indi-
vidual beneficiaries with their own particular needs. The toll-free
telephone line is largely focused on specific health plans available
to beneficiaries. In an effort to assure that beneficiaries receive cor-
rect information, the telephone agents work only from scripts.

The State Health Insurance Programs also appear to be under-
funded and vary greatly across the country. Some have suggested
that CMS itself should have a local presence, such as one employee
in each Social Security office. Others suggested that the Internet
and modern telecommunications would allow Medicare to provide
the same individualized service in a more cost-effective manner.

Our initial analysis suggests that the right course of action is not
obvious, and we will be conducting a more detailed analysis on
this, and other issues, in the coming months.

I am happy to answer your questions, and thank you for the op-
portunity to be here.

The CHAIRMAN. Well, thank you very much, Dr. Gluck. I apolo-
gize for not being able to hear you testimony. But thank you very
much for testifying. We certainly have your statement for the
record.

[The prepared statement of Dr. Gluck appears in the appendix.]

The CHAIRMAN. Now I would like to introduce our next panelist
who is from Montana. Dr. Nick Wolter is a practicing physician. He
is also the CEO of the largest hospital in the State of Montana, and
he serves on the board of the Montana Hospital Association. I have
known Nick for years.

I might say to my colleagues that he is one of the most thought-
ful, wisest, and most caring, bright persons I have ever had the
privilege to know. He is a great asset to Montana, to the hospital
community, to the State, and to patients. It is an honor for all of
us to have him here.

I just want to thank you, Nick, for coming to talk to us.

I also want to thank Jim Duncan, sitting behind him. Jim is also
associated with Deaconness Hospital in Billings and has done a
tremendous job for that community. And Kathy Kenyon, the gen-
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eral counsel of Deaconness, is also here with us. We thank you very
much, and thank you for taking the time.

STATEMENT OF DR. NICK WOLTER, PRESIDENT/CEO,
DEACONNESS BILLINGS CLINIC, BILLINGS, MT

Dr. WoLTER. Well, thank you, Senator Baucus. Of course, we
thank you for all the help you have given us over the years on
health care issues. It is a pleasure for me to hear the vantage point
of the other committee members, and actually gives me a little op-
timism to hear some of the issues that have already been ex-
pressed.

I would just quickly say that Deaconness Billings Clinic, in addi-
tion to a hospital, includes a very large group practice of about 170
physicians. We manage very small rural hospitals, including crit-
ical access hospitals. We have a nursing home. We are a sponsor
of a health plan. So, we are involved in really all aspects of health
care delivery.

I think, if there is one message I bring that is very loud and
clear from the physicians, the nurses, the pharmacists, the res-
piratory therapists that I work with, it is that the regulation, the
ambiguity, the amount of paperwork has become so overwhelming
that it truly is draining away the time and attention that providers
have for patients. I think this has become obvious to the patients
themselves as well.

Now, as an executive from an organizational standpoint, I will
also tell you that the cost of complying with these regulations and
ambiguities is very, very high.

We at Deaconess Billings Clinic, for example, employ 12 coders
who do nothing but support the difficult coding requirements for
Medicare. The cost of their salaries and benefits, plus other con-
sultation and expertise that we bring in annually, is a half a mil-
lion dollars per year. Surely these funds could be spent in other
ways.

I would like to tell you one story, too, from my testimony. This
concerns a 60-year-old gentleman who presented to the hospital in
Sidney, Montana, which is about 250 miles away from Billings.

The CHAIRMAN. By air.

Dr. WoOLTER. He was having chest pain. He presented up in Sid-
ney. I think he was brought in by his family. His initial studies
showed that he was having an acute myocardial infarction, and his
treating physician made the decision to transport him by air to Bil-
lings, Montana to Deaconess Billings Clinic, which was done. Upon
arrival, he had further studies, a cardiac catheterization, and ulti-
mately underwent coronary bypass surgery.

The air ambulance claims submitted to Medicare have subse-
quently been denied because it is the judgment of RFI that this
transport was not medically necessary.

This particular story illustrates a number of issues with the pro-
gram that have been bothering us. First of all, we now have had
110 denials over the last 5 or 6 months, which are about similar
cases. This represents about $500,000 in reimbursement to us, and
this to a program that we already subsidize by $1 million a year.
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It illustrates the inconsistency from one region to another. We
understand that in other regions this very narrow interpretation of
medical necessity is not occurring.

We find that the dispute resolution process is very, very frus-
trating. The administrative law judge process is expensive, it is un-
wieldy, and rarely, if ever, does it result in new policy making. We
find there is no one to go to who will take accountability for helping
us to resolve this issue.

I think, most importantly, it goes to the heart of quality of care,
however. If patients who are in immediate need of urgent care are
not going to be supported by the Medicare program, this is obvi-
ously very frustrating to a physician.

I will tell you, as a physician who as an intensive care unit doc-
tor has supervised many flights like this, it would be malpractice
for us not to transport a patient with these circumstances. Yet, we
find ourselves in a very cumbersome process of denials around
medical necessity.

We certainly hope that some of what we heard from Secretary
Thompson today will begin to address accountability and timeliness
of response in a different way than we have experienced in recent
years.

The last thing I would like to emphasize, as Senator Breaux said,
is where do you start with some of the issues in a program like
this? There are so many things we could say. But the rural issues
are very significant. Montana, like Arkansas, like North Dakota,
like Iowa, is a very rural State.

So many parts of the Medicare program have built-in geographic
adjustments that do not pay rural providers, whether it be hos-
pitals or physicians, in the same way that there is payment in
other parts of the country.

The ability to invest in infrastructure, technology, recruit and re-
tain nurses and physicians, is much more challenging in rural
States, much less the ability to come up with the resources to deal
with the new regulations, HIPAA, and many of the other new
things that are coming our way. We would strongly support an ap-
proach to looking at these rural inequities.

My testimony includes a number of other recommendations. Sec-
retary Thompson did ask that we try to provide solutions, not just
complaints, and we look forward to working with the committee,
with the newly-named organization, and with anyone who would
invite us to participate in solutions for the future.

Thank you very much.

The CHAIRMAN. Thank you very much, Doctor.

[The prepared statement of Dr. Wolter appears in the appendix.]

The CHAIRMAN. Dr. Hibbard, if you have a time constraint, you
may be excused.

Senator BREAUX. May I ask her one question?

The CHAIRMAN. Sure. Do you have a couple of minutes, Doctor?

Dr. HIBBARD. Yes.

The CHAIRMAN. Thank you.

Senator BREAUX. On the question of information, there are some
who would argue that Medicare beneficiaries are not capable of
making informed choices, therefore you need to stay in the tradi-
tional fee-for-service program.
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If you give them choices in the private sector that they have to
make, that they are really not capable—I am sort of summa-
rizing—of making these informed choices.

Do you have a comment on that?

Dr. HiBBARD. I think what we found in our research is that there
is really quite an array of abilities to use information in decision
making. So there are maybe about half of the Medicare bene-
ficiaries that have the skills to comprehend the information, to use
it in choice, but there is also a significant portion who have dif-
ficulty. So, any program to educate and to help is really going to
need to take into consideration this diversity in people’s ability and
provide help.

Senator BREAUX. It seems to me they make an awful lot of
choices now. In traditional fee-for-service, a Medicare beneficiary
has to pick the doctor they are going to go to, or the hospital they
want to go to.

They either make that decision unilaterally if they are capable,
or they have their children or grandchildren help them, or a senior
center help them in making those choices.

I am not sure that there is going to be a great deal of difference
giving them other choices in the private sector that they may want
to have to make and decide which is the best place to go from what
they have already. It seems like they make an awful lot of choices
now under the current fee-for-service system.

Dr. HIBBARD. Yes, people do make a lot of choices now. They may
not be the best-informed choices. But those who do have this dif-
ficulty really find having a lot of choices and a lot of information
a problem and a burden. They do not want that responsibility.

The CHAIRMAN. Thank you, Senator. I think she has to leave
pretty quickly. I think it will give us a chance to ask a couple of
questions.

One question I have, Dr. Hibbard, is this. Social Security used
to administer Medicare, but it became a secondary issue for Social
Security offices around the country, so they withdrew. We do not
have Medicare offices around the country like we have Social Secu-
rity offices around the country.

Can the consumer education aspect of this be solved, by and
large, without having Medicare offices all around the country as we
do now with Social Security offices? I think Social Security is a bet-
ter-accepted program because people can go into the Social Security
office and have some comfort, person-to-person. But that is not true
with Medicare.

Dr. HIBBARD. Yes. It would definitely help to have a person, for
example, in a Social Security office that is trained to deal with
Medicare. This is what beneficiaries want. They want access to a
real person to talk to and to help them through the issues. I think
that would be a tremendous help.

The CHAIRMAN. Senator Lincoln?

Senator LINCOLN. Thank you, Mr. Chairman.

Dr. Hibbard, in your research about the ways that beneficiaries
get access to their information, what observations, if any, have you
made in regard to seniors in rural areas?

Dr. HIBBARD. Well, coming from a rural State, I am familiar with
some of the issues for beneficiaries. The example of the Social Secu-
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rity office is a good one because that is something that people know
where to go. But in rural areas there are just less resources, but
the issues and the problems are still the same.

Senator LINCOLN. But getting that information poses an even
greater challenge out there, as you said, without a Medicare office
or a Medicare-trained individual in that Social Security office giv-
ing that information to them.

Dr. HiBBARD. Right. And when you look at, like the SCHIP of-
fices, in big cities they have a lot more resources, and as you get
flﬁrther out there is less and less out there for beneficiaries to help
them.

Senator LINCOLN. Thank you.

The CHAIRMAN. Thank you, Dr. Hibbard.

Dr. HIBBARD. Thank you.

The CHAIRMAN. Thanks for taking time.

Dr. Wolter, I wonder if you could address some of the regional
variations in administration of Medicare programs. That is, we are
told that different regional offices interpret some of these regula-
tions a little bit differently and it makes it quite confusing for
health care providers. Is that the case or not?

Dr. WOLTER. Well, we certainly have found several instances
where major inconsistencies in interpretation have occurred. The
most dramatic, is the case that I just cited in terms of looking at
the criteria for necessity of medical air transport.

When these occur, finding a way to get some resolution and some
way of looking at it more nationally so there is more consistency
is very, very difficult.

The CHAIRMAN. What does this all come down to?

Should there be a separate agency as there is with Social Secu-
rity Administration, a single administrator, a separate budget to
Congress, a more specific focus than an agency under HHS, or is
it a whole new system we need in providing health care benefits?

If you were Mr. Scully or Mr. Thompson and you could wave the
magic wand and Congress and the President would do whatever
you wanted them to do what would you do?

Dr. WOLTER. I do not know if you remember this, Senator Bau-
cus. But 8 or 10 years ago I was in my scrubs in the intensive care
unit at Deaconess Hospital and you walked in, you sat down next
to me, and you said, well, what should we do about health care?
I am not sure I came up with a very good answer that day.

I think the question you just asked me is obviously one that this
committee has been wrestling with for a number of years. I heard
about the number of days of testimony you had last year with noth-
ing written coming out of that. I think the complexity of the situa-
tion is one that has people wondering if, indeed, we can find a way
to move forward.

But I go back to what I think I heard Senator Breaux say in his
introductory comments. There are significant improvements that
are on the table that we can begin to start addressing, and that
is the best answer I can give you, is let us start. There are a num-
ber of things we can do better.

Let us start with those, one by one. We have some new energy
in the department. I think that is the place to start. Will events
over the next two or 3 years precipitate a more major way of look-
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ing at what kind of changes might be necessary? That is certainly
possible.

The CHAIRMAN. One thought that has occurred to me, and I
think it was the Secretary who was talking about a paperless ad-
ministration network, was how much would that really solve the
problem. Under the current system, data still has to be entered.
Even if you have a computer system, somebody still has to enter
the data.

One of the reasons that things are so complex, it seems to me,
is we have so many different health care systems with different
needs and different requests. I mean, there is Medicare, there are
all the private managed care companies, there is Tricare, there is
the VA system. They are all trying to provide health care, but they
are all a little different.

Maybe some effort has to be undertaken to standardize some of
the different components so there is not so much complexity and
overlap between different carries, different providers, and different
insurance companies, all with different ways of doing things.

A lot of it, too, is the litigious nature of our society. That is, peo-
ple ask for more data to protect themselves in case there is a law-
suit filed.

I do not know that a paperless society is going to solve these
problems. Your thoughts?

Dr. WoOLTER. Well, I would agree with Secretary Thompson that
health care is behind other industries in the application of tech-
nology in much of what we do. But I would also agree with Senator
Kerry, that when you look at the technology we have and apply it
to individual patient care, we are doing some wonderful things.

But in terms of claims administration, information gathering and
collection, making sure that data is available to caregivers at the
time that they need to give care, there are many, many improve-
ments I think that technology will be bringing us over the next 5
or 10 years.

I think that technology works, however, only when the processes
that it is supporting are also streamlined. I think that is the chal-
lenge for Secretary Thompson.

The CHAIRMAN. Now that you have listened to Secretary Thomp-
son, did he say anything that you would like to respond to?

Dr. WoLTER. Well, one thing I was quite pleased to hear is look-
ing at the contractors and trying to standardize how they are se-
lected and what kind of criteria are used in looking at best prac-
tices. I think that may help us address some of these consistency
issues.

The CHAIRMAN. All right. Thank you very much. My time has ex-
pired.

Senator Grassley?

Senator GRASSLEY. I am going to start with Dr. Scanlon. You
have had an opportunity to hear both Dr. Hibbard and Secretary
Thompson talk about the need for beneficiary education. I think it
is very urgent, but I think we also need to establish some prior-
ities, given the fact that there is $35 million for that purpose.

That may sound like a lot of money, and the Secretary is com-
mitted to it. But what would you see as the most pressing needs
if you were going to have some priorities? Or even if you would
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only list one, the important things is, what do you think that $35
million ought to be spent on?

Dr. ScaANLON. I think, given that in the past several years we
have provided Medicare beneficiaries with a handbook providing a
comprehensive picture of their benefits that can serve as the ref-
erence work, that what we need to focus on in the coming year is
the issue of choice. Beneficiaries do have a set of choices to make
in terms of enrollment in plans. They need very clear information
about what those choices are, and they need some basis for making
a choice among plans.

This is an area, I believe, in terms of Dr. Hibbard’s work, where
we need effective communication on how plans differ in terms of
what they are offering, and the quality that they are offering to
beneficiaries. Those are key in terms of an information campaign.

The second thing, if you will give me a second thing, I think we
do need to take advantage of technology. We do need to have the
1-800 number working extremely effectively in terms of being able
to respond to beneficiaries’ inquiries. We need to publicize its avail-
ability well enough so that beneficiaries are very aware of it.

We do also need to make sure that, in using the Internet—al-
though I have some concerns about the fact that only a certain seg-
ment of the beneficiary population have access to the Internet—we
are using it effectively in terms of putting information out there
that is very comprehensible and understandable for those that are
using it.

Senator GRASSLEY. Dr. Gluck, and then maybe Dr. Scanlon
would like to comment. You made a number of helpful points about
the CMMS’ need in the areas of personnel and information tech-
nology. More flexibility in these areas seems to be critical to CMMS
being able to adapt to change.

You did not mention the civil service laws to which CMMS is
subject. The reason I bring that up, is because in 1996 the Social
Security Administration was taken out of Health and Human Serv-
ices and increased personnel flexibility was given to the new agen-
cy.
I would like to hear from you and Dr. Scanlon on whether simi-
lar flexibility would help the agency prepare for changes that it
would have to do for the future.

Dr. GLUucK. We have not come to any conclusion about whether
breaking the agency out of the department is a net plus or not. In
the interviews that we did, I think the old adage of where you sit,
or in this case where you sat, tells you a lot about where you stand.
People who were in the agency talked a lot about the additional
burdens that were placed on it by having to go through depart-
mental processes.

People in the department saw the current structure as a good op-
portunity to make sure that there was consistency with administra-
tion policy, and to be able to give a broad overview of what went
on in the agency. Our analysis is ongoing.

Senator GRASSLEY. Personnel flexibility.

Dr. GLUCK. On the issue of personnel flexibility, what came
through was a clear need to be able to attract what we referred to
as the best and the brightest from the world of modern health care
insurance management. The agency cannot do it.
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You mentioned the example of Social Security. In the Public
Health Service they have the capacity to pay senior scientists—and
physicians as well—at a level that is sufficient to attract the folks
that they need to carry out their business. At a very minimum, I
think that is a worthy area to look at.

Senator GRASSLEY. Anything to add, Dr. Scanlon?

Dr. ScANLON. Well, Senator, I would concur. I think the prece-
dent for granting this kind of flexibility has been when the private
sector competition is too great and it is impossible for government
to recruit an adequate number of the types of individuals that it
needs, that there has been some flexibility granted.

HCFA currently has some flexibility in terms of information tech-
nology personnel. But, as we have indicated, both Dr. Gluck and
myself, today, in the area of private insurance there is also a need
for expertise within HCFA, and that they have had difficulty over
time in terms of trying to recruit people in that area.

I think it is very important that the agency come to the Congress
with very specific plans as to what authority is needed and how it
would be used to be able to guide your decision in this area.

Senator GRASSLEY. Thank you.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator. That was very helpful.
Thank you, Dr. Scanlon.

Senator Breaux?

Senator BREAUX. Dr. Scanlon, thank you for the usual good job
that you do in the health areas on behalf of GAO.

You mentioned one of the things in your testimony, when over
looking at HCFA and HHS, that estimates by the HHS Inspector
General of payments made in error amounted to $11 billion last
year.

Dr. SCANLON. That is correct, Senator.

Senator BREAUX. Now, tell me a little bit about how you think
the HHS Inspector General goes about finding $11 billion in error
in terms of payments that are made. If, in effect, they have made
a determination that $11 billion of payments were made in error,
why were they made?

Why was the Inspector General not up there looking at all of this
and saying, no, this should not be done, yes, this can be done? Why
did they find this out after the fact?

And this is not just last year. The previous year, too. This is all
consistent over 10 years, and probably averages $110 billion in pay-
ments in error. We could do an awful lot in 10 years if we had %Jlll
billion. You could go a long way to getting a decent prescription
drug program implemented.

But the question is, if we can determine that these payments
were made in error, why can we not determine that they should
not be made?

Dr. SCANLON. The problem is that the resource intensity required
to be able to identify that the payments were made in error is so
large, that we could not afford to do it for all the claims that are
processed in the system.

As T indicated, there are about 900 million claims processed
every year. Most of them are processed electronically. They are
never, in some respects, touched by human hands.
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They are reviewed for certain consistencies in terms of diagnosis
and procedure, whether the beneficiary has used certain services in
the past, and if all those consistencies check out, the claim is paid.

In terms of the Inspector General’s review, what is different is
that they go to the provider and ask for documentation, the med-
ical record, for this particular beneficiary, for this particular serv-
ice.

In looking at the details within that medical record, they are able
to make a much more sound judgment as to whether or not this
was a medically necessary service.

Now, a portion of those claims that the Inspector General says
were inappropriately paid are because the providers never sent in
the documentation, so there was nothing to review. The presump-
tion is that, if the provider does not provide documentation, then
it was an inappropriate payment.

Senator BREAUX. So it is easier to define the error than it is to
prevent the error.

Dr. ScaNLON. Well, we also need to remember that the Inspector
General only works with a very small sample of claims and makes
an extrapolation to estimate that there are $11 billion in inappro-
priate payments. So, it was not easy for them to identify the inap-
propriate payments that they did. In fact, it was a very resource-
intensive activity.

Senator BREAUX. If you run across, in your review, a situation
whereby Medicare does not proceed against companies that they
have already paid the Medicare payment to, an insurance company
issue where a Medicare person may have had their bills paid by
a third party insurance company that Medicare pays also—I am
thinking of the example of a Medicare beneficiaries who is hit by
a car that has insurance coverage.

That patient is picked up, taken to the hospital, and presumably
Medicare would pay the hospital and medical charges for that pa-
tient. But there is a third party responsible which has liability cov-
erage, which I understand is not pursued against very much on the
part of Medicare. Have you ever run across that?

Dr. ScaANLON. We have. One of the responsibilities of the Medi-
care contractors is to identify when Medicare should be what is
known as a secondary payor and to allow some other third party,
an insurance company, workman’s compensation program, or what-
ever to be the primary payor and to pay the bill.

The issue is that there has been variable performance on the
part of contractors in being able to identify claims that should be
paid by another payor and where Medicare should be the secondary
payor. It is an area where there needs to be improvement.

It is also an area where, again, we have a challenge because it
is hard sometimes to identify the information that you need to
know that there is another primary payor involved. It involves put-
ting a burden on providers or it involves putting a burden on bene-
ficiaries, sometimes, to get that information. It is a concern we
have had.

Senator BREAUX. I have had people tell me that if Medicare just
contracted out the pursuit of those secondary payors, that it would
be a very worthwhile endeavor. I mean, there are literally hun-
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dreds of millions of dollars that should be the responsibility of a
third party payor that Medicare is not pursuing.

Dr. SCANLON. Well, I think in the context of thinking about con-
tractor reform, one of the issues is how you could specialize certain
functions that contractors do today, and whether or not you can
gain efficiencies from such specialization.

Right now, in the Medicare integrity program, with the authority
that you have given HCFA to have program safeguard contractors,
there are experiments, in some respects, under way. There are ap-
proximately a dozen contractors who have contracts with HCFA to
do different safeguard functions, and pursue these different types
of activities in different ways so that we can learn what is most
effective. We may come to the conclusion, secondary payer activity
is a function that is best to contract out separately.

?Senator BREAUX. Do you think that would be a positive endeav-
or’

Dr. SCANLON. It is possibly a positive endeavor. First of all, we
have a contractor now that is doing the function for us. The ques-
tion is, do we need a specialized contractor who focuses on this? If
we do, under what terms should that contractor operate?

The CHAIRMAN. Thank you very much, all of you. This has been
a good first step, but there are many more to go. Thank you for
taking the time.

The hearing is adjourned.

[Whereupon, at 12:25 p.m., the hearing was concluded.]
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Good morning. The Committee will come to order.

This hearing gives us an opportunity to shift gears. I'm not talking about shifting
from a Republican to a Democratic majority. Sure, that’s happened. And it makes
a difference. But, by and large, we have to work together, on a bipartisan basis, if
we’re going to get anything done. That’s as true now as it was last month. So I hope
to continue the bipartisan approach begun by Senator Grassley. Instead, I'm taking
about shifting gears in the focus of our work. Up until now, we’ve been focused pret-
ty much on the big tax bill. That’s behind us now.

But another issue, that’s just as important, lies ahead. Reforming Medicare. Vir-
tually every member of Congress has said that we should reform Medicare to cover
payments for prescription drugs. So has the President. In fact, many of us have
been saying this for years. In this Committee alone, we’'ve had 15 hearings. The
time for talk has passed. It’s time to act. For these reasons, both Senator Grassley
and I are committed to reporting a bill, by the August recess, that reforms Medicare
to cover prescription drugs. That’s an ambitious schedule. But I think it can be met.

Now, some people will say that we have to do more than provide prescription drug
coverage. We should, they say, reform other parts of the Medicare program. I agree.
We need to bring Medicare up to date. We need more competition. We need to give
seniors more choices. Perhaps more than anything else, we need to need to make
the program run better.

That brings me to the subject of today’s hearing. I know that HCFA, or CMS as
it’s now called, has a lot on its plate. I also know that it’s underfunded. Over the
years, Congress has been asking HCFA to do more and more without a cor-
responding increase in resources. But it seems to me that the problems really come
down to a few main ones.

The most important is how the agency communicates with the people and organi-
zations affected by its decisions. Time and time again, I hear complaints, from both
beneficiaries and providers. They complain about bad customer service, and about
confusing rules and regulations.

Another big problem is personnel. Now, I don’t mean to imply that HCFA lacks
dedicated employees. It has plenty. Rather, the agency lacks some of the necessary
skills. For example, few of its employees have experience in the private sector. They
may not have experience overseeing private health plan options, which they are now
asked to do.

I'm also concerned about information technology. At a time when we have become
so reliant on technology, I hear again and again that HCFA’s technology is outdated
and inadequate.

Finally, 'm interested in hearing more about HCFA’s ability to oversee its con-
tractors. 'm glad to hear that the Administration is focusing on making HCFA, or
CMS more responsive.

I'm interested in hearing about the changes the Administration plans to make
under current law. And I'm interested in hearing what further changes should be
made legislatively, either as part of a prescription drug bill or otherwise.

I look forward to hearing from our witnesses.

(47)
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PREPARED STATEMENT OF MICHAEL E. GLUCK, PH.D.

Chairman Baucus, Senator Grassley, and members of the committee, my name is
Michael E. Gluck, and I am happy to be here today as you consider the management
and governance of the Medicare program.

Since last fall I have been on the faculty at Georgetown University’s Institute for
Health Care Research and Policy. For the five previous years, I was Director of
Health Policy Studies at the nonpartisan National Academy of Social Insurance
(NASI) where I headed up staff work for a large project examining Medicare’s long-
term future, including an on-going study of the program’s administration. Since
coming to Georgetown, my colleague Richard Sorian and I have continued work in
this area with funding from the Public Policy Institute of AARP. We will be writing
over the next several months about the challenges and potential remedies for Medi-
care administration. As part of both projects, I have engaged in structured conversa-
tions with over 50 individuals who have hands-on experience with the Health Care
Financing Administration, now to be known as the Centers for Medicare and Med-
icaid Services (CMS). They include providers, beneficiary representatives, political
appointees at the agency from both parties, current and former career employees,
and others. I am happy to be here today to share with you some of what I have
learned from my work at both NASI and Georgetown. In my testimony, I speak only
for myself and not for NASI, AARP, or any other organization.

I would like to begin this morning by suggesting two general themes that I believe
characterize CMS at this time, and I will then move on to what I see as the most
important challenges the agency faces and some ideas for addressing them.

As someone who has been a student of Medicare policy with particular interest
in the program’s benefits and financing, the sheer enormity of the program’s admin-
istration is most impressive. CMS must carry out an extraordinarily large number
of diverse an complicated operational tasks. In general these include:

¢ management of contracts to pay claims for traditional (fee-for-service) Medicare
management of Medicare+Choice contracts
assuring adequate beneficiary information and services
safeguarding program integrity
making national coverage decisions
implementing payment rates and procedures
overseeing the survey and certification of health care facilities and other quality
assurance activities

¢ setting standards and writing regulations to carry out many of these functions

¢ overseeing demonstrations and research to improve the program, plan for future

financing, and to understand Medicare’s role in the overall health care system

In addition to Medicare, CMS also has responsibilities for Medicaid, the State
Children’s Health Insurance program (SCHIP), and parts of the Health Insurance
Portability and Accountability Act (HIPAA). Even though CMS contracts with other
organizations to carry out many of these activities, it must still coordinate, oversee,
and assure consistency among these contractors. Often CMS can only indirectly
manage contractors’ work even though it is ultimately accountable to Congress,
beneficiaries, providers, and other taxpayers for how well these contractors do their
jobs. Over time, CMS’s responsibilities have grown with the adoption of prospective
payment, the growing complexity of medical practice, and the growth of Medicare
managed care. Even though Medicare’s administrative budget has not grown to
match these new challenges, beneficiaries get the health care they need and pro-
viders generally are paid accurately and on time. I will return to the issue of CMS’s
budget later in this testimony.

Another important theme to emerge from our work is that CMS has multiple
goals and that these can conflict with one another. In general these goals are:

« protecting beneficiaries (i.e. assuring access to and quality of health care)

¢ protecting providers and suppliers (i.e. assuring timely payment for services

provided)

¢ protecting the taxpayer (i.e. assuring the Medicare trust funds are appropriately

spent)

The potential conflicts among these goals have increased as Medicare and health
care have become more complex. For example, regulations to protect patient rights
in Medicare+Choice plans impose some costs and burdens on health plans and pro-
viders. So too do data requirements for risk adjustment designed to assure that
plans are paid properly and that beneficiaries have access to them. Similarly, efforts
to eliminate waste, fraud, and abuse (i.e. protecting the taxpayer) can impose bur-
dens on other providers. Tradeoffs among these goals are an inherent feature of the
Medicare program and CMS’s mission and will create inevitable tensions for CMS
as it works its various constituencies.
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I would now like to turn to the most important challenges facing CMS staffing,
information technology, Medicare’s administrative budget, provider and beneficiary
services, and contractor reform.

Staffing

According to the experienced CMS-watchers whom we interviewed, staffing and
information technology are the agency’s most pressing needs. These are also perhaps
the most amenable to intervention.

In the case of staffing, the experts with whom we spoke saw the problem to be
more about the backgrounds and experience of current CMS employees than their
actual numbers. CMS had 4219 full time equivalent employees in FY 1999, up
somewhat from 3,979 two years earlier.! However, the agency has little capacity to
attract individuals with experience in private health insurance. One example of how
this lack of private experience may place CMS at a disadvantage is the concept of
value purchasing of health care. In the old world of health insurance upon which
Medicare and CMS were modeled, a health plan simply paid claims. The idea that
a health care payer should rigorously seek value for money had not yet entered the
work of health care. Today this idea is a fundamental goal of today’s private health
insurance. However, few at CMS have had the opportunity to learn how private
health plans try to incorporate value purchasing into their business.

There is a perception among many outside of CMS that the agency has a con-
scious or unconscious bias against managed care in favor of the traditional fee-for-
service program. Our analysis suggests that the problem is actually a general lack
of in-house experience with how modern private health insurance plans go their
business, whether they are fee-for-service or an HMO.

Some have suggested creating a new agency to manage Medicare+Choice and any
potential new drug benefit, leaving CMS to manage the traditional fee-for-service
program. Our analysis suggests that a better and sufficient alternative would be to
hire new CMS staff with relevant private sector experience. Not only could this
strategy invigorate both traditional Medicare program and Medicare+Choice, it
would also avoid the potential lack of coordination and confusion for beneficiaries
that could result from having two agencies running the Medicare program.

Our work also indicates significant difficulties in CMS’s ability to attract suffi-
cient numbers of physicians and experts in cutting edge information technology.

The limiting factor appears to be CMS’s salary structure. The agency simply can-
not provide compensation sufficient to compete with private health plans for the
best and brightest. A number of our interviewees also pointed to the agency’s inabil-
ity to retain talented young professionals at the agency given the better salaries
they can garner in the private sector. Even if the number of Medicare beneficiaries
receiving their health care through managed care plans, the agency will still require
talented staff with a good understanding of private health plans to oversee
Medicare+Choice and traditional Medicare.

Among the options Congress may want to consider are adjustments and supple-
ments to CMS’s compensation structure sufficient to attract individuals from the
private sector, medicine, and the information technology industry. The Public
Health Service has the authority to pay Senior Scientist supplements to assure it
can retain the talent it needs. Other parts of the federal government also have the
flexibility to pay more to maintain a skilled workforce.

Providing CMS staff with the opportunity to be “detailed” to appropriate private
organizations for a time would be an additional way for the agency to take on more
of the philosophy and relevant best practices of the private sector. According to a
1991 report of the National Academy of Public Administration, 71 percent of HCFA
staff at that time were 40 years or older, and 25 percent were 50 years or older.2
Long-time agency employees have begun to retire and more will do so during the
next decade. This presents a golden opportunity to bring new talent and a new out-
look to the agency through the natural attrition of current staff.

Information Technology

Computers have been vital to CMS’s work since the beginning of the Medicare
program. They are the main mechanism for paying providers on time and according
to Medicare’s rules for reimbursable services. They are also tools in assuring pro-
gram integrity and quality health care. Through the Medicare Compare database,

1Health Care Financing Administration, Justification of Estimates for Appropriations Com-
mittees. Fiscal Year 2001.

2National Academy of Public Administration. An Agency At Risk: An Evaluation of Human
Resources Management at HCFA. A Report for the Health Care Financing Administration in
fulfillment of contract no. 500-90-0018. Washington, DC. September 1991.
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we have seen the very beginnings of how information technology might help Medi-
care better serve its beneficiaries and their families. However, our interviews, along
with the excellent work of the General Accounting Office and other’s underscore how
far CMS’s information technology is from achieving its full potential.

Medicare’s computer technology is antiquated. Most of the systems were devel-
oped in the early 1970s. At that time, data were processed in batches with delays
and constraints on one’s ability to integrate information from different sources and
points in time. This contrasts with current technology in many organizations that
allows information to be available to a user as soon as it is entered. Furthermore,
CMS and its contractors must update computer code in a patchwork fashion in order
to incorporate new payment rules. Two years ago, CMS achieved Y2K compliance
in the same fashion. Such patches take time and create a risk for error as the num-
ber of patches compound. Delays in the availability of useful data mean they are
often not available for policy planning, quality improvement, or program account-
ability. The lack of timely data also limits the program’s ability to solve the prob-
lems for individual beneficiaries and providers.

There are also multiple computer systems to support Medicare operations. The
number of systems itself is not the problem. In fact, the experience of the Medicare
Transaction System (MTS) in the 1990s suggests that it may be inadvisable to ex-
pect one system to do everything.

However, it is a significant problem that the various systems cannot easily “talk”
to one another. Each fiscal intermediary, carrier, and other Medicare contractor has
its own data system. Although all systems are expected to conform to standards, it
is difficult (and not routine) to pull data from different contractors to put together
a profile of services and payments involving a particular beneficiary or provider, or
to look in aggregate across different Medicare services.

How should CMS go about improving its computer systems? To its credit, the
agency does have a strategic plan for its information technology. In our interviews,
we discussed the MTS experience and the factors that led to its abandonment. De-
spite the problems with MTS, we found universal agreement that Medicare must
invest significantly in its computer systems. Our interviews suggested a few other
ideas as well:

¢ Although Medicare’s computer systems should be integrated across different

services and contractors, changes should be made in discrete pieces and stag-
gered over time. This will allow CMS to alter later phases of the project to in-
corporate lessons learned in implementing the earlier phases. It also provides
CMS with additional opportunities to measure how well its contractors are ful-
filling their obligations and, if necessary, change contractors.

¢ The scope of work for developing and implementing the new information tech-

nology system should be as specific as possible. Several interviewees indicated
that a lack of specificity of the contract’s scope of work contributed to the failure
of MTS. This suggestion underscores the need for CMS to hire additional staff
with a thorough understanding of both cutting-edge computer technology and
the best management practices of private health plans.

¢ One interesting idea that emerged from our work is that CMS might commis-

sion several prototype systems before settling on a single contractor much as
the Department of Defense does when procuring a new jet fighter. Although
CMS would spend some money on systems it would not ultimately develop, the
agency would reduce the risk of contracting with a single firm that might fail.
Furthermore, the final information technology system could incorporate the best
elements of each of the prototypes.

The Administrative Budget

CMS has been proud of its lean budget, recently boasting, that Medicare’s admin-
istrative expenses “are less than two percent [of benefit payments,] far below the
private insurance industry average of 12 percent.”? HCFA’s administrative budget
includes funds for its contractors, its own staff and infrastructure, the Peer Review
Organizations (PROs), and State Health Insurance Assistance Programs (SHIPs). In
reality, these amounts have been too low given the growing size of the program and
the dramatic increase in the number and complexity of administrative tasks we ex-
pect it to perform. Any significant restructuring of the program or the addition of
a prescription drug benefit (whether integrated into Medicare or offered through pri-
vate health plans) will add to Medicare’s administrative responsibilities.

In the interest of spending each tax dollar wisely, there may be a tendency to as-
sume that administrative expenditures are wasteful i.e. that they support a govern-

3Health Care Financing Administration, “Medicare 2000: 35 Years of Improving Americans’
Health and Security” July 2000.
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ment bureaucracy rather than directly providing benefits. CMS’s unique appropria-
tions process may contribute to this tendency with the result of under-investing in
program administration. Most of CMS’s administrative funds are discretionary,
while federal Medicare and Medicaid health benefits are mandatory spending. For
other federal health agencies, such as the National Institutes of Health, administra-
tive budgets are considered together with expenditures designed to improve health.
Despite the significant role CMS plays in improving the health and well-being of
70 million Americans, only its administrative budget is the focus of the appropria-
tions process. CMS’s administrative budget must compete for funds against human
genome research and many other popular programs in the Department of Health
and Human Services.

Rather than assuming administrative expenditures could be better spent in some
other way, it may be useful to consider them as investments—investments to assure
the Medicare tax dollar is spent well, investments to assure that beneficiaries re-
ceive quality health care, and investments to assure that providers and suppliers
are paid.# Under this rubric, the question becomes what return are we realizing for
our administrative expenditures. In some cases, we may realize a greater return by
investing more money.

One option suggested by others5 for which there is precedent would be to set the
administrative budget for Medicare (and the other mandatory programs for which
CMS has responsibility) according to a formula related to benefit payments. This is
already done for the Social Security Administration’s administrative budget, for
Medicare PRO program, and for the SHIP program. In order to maintain account-
ability and assure an appropriate administrative budget, Congress could review the
formula along with CMS’s administrative priorities and accomplishments every few
years with the advice of Medpac, GAO, or some other expert body. Adjustments
should reflect Congress’ expectations of the agency. For example, major changes like
the adoption of a prescription drug benefit or significant new payment rules for pro-
viders should be accompanied by appropriate increases in administrative budgets.

Beneficiary and Provider Services

Services Through Contractors. The reorganization announced by Secretary
Thompson this past week stresses the need for CMS to “respond to all constitu-
encies faster and better.” Our work suggests that the strain on Medicare’s adminis-
trative budget has hit provider and beneficiary services particularly hard. Medicare
contractors have traditionally been the first and best source of information for phy-
sicians and other providers trying to understand Medicare’s payment rules and to
resolve billing problems. They have also served as a resource for beneficiaries trying
to resolve problems or confusion over their Medicare claims. As budgets have be-
come tighter in recent years, contractors have received less for provider and bene-
ficiary services. Funds for provider education have held steady at $15.8 million over
the last three years, down from $31.4 million in FY 1995.6 Funds for beneficiary
communications have held steady at $181.6 million for the last two years. Because
contractors’ first priority is to pay claims in a timely fashion, their ability to provide
beneficiary and provider service has suffered.

For providers, an important element of the services they need from contractors
is education and guidance about billing and reimbursable services. The vast major-
ity of providers want to bill Medicare correctly for the services they provide to bene-
ficiaries, but they need help in understanding the complexities of Medicare’s rules.
At a time when Congress has made the elimination of improper payments a priority
for Medicare, such education is a vital.

Carriers and fiscal intermediaries should also be in the best position to help bene-
ficiaries understand how the Summary of Benefits forms they receive relate to the
care they have sought and any bills providers have sent to them. We found strong
support among our interviewees for providing contractors with the necessary funds
to provide these important services.

Other Sources of Information for Beneficiaries. Our analysis and the opin-
ions of the experts with whom we spoke indicate that CMS has come a long way
since 1997 in developing written materials explaining Medicare and the choices
available to beneficiaries. Much thought, research, and testing has gone into the

4Blumenthal, D. “Administrative Issues in Health Care Reform,” New England Journal of
Medicine. 329 (August 5, 1993) 6: 428-429. U.S. Congress, Office of Technology Assessment,
International Comparisons of Administrative Costs in Health Care, BP-H-135. Washington,
DC: U.S. Government Printing Office, September 1994.

5See for example, Vladeck B.C. and Cooper B.S. “Making Medicare Work Better,” New York:
Institute for Medicare Practice, Mount Sinai School of Medicine. March 2001.

6Tilson S., Congressional Research Service. Memorandum to the Senate Finance Committee
on “HCFA Budget, Organization, and Staffing Information.” Washington, DC. January 30, 2001.
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Medicare Handbook that each beneficiary receives in the fall as well as the Medi-
care Compare website, the toll-free telephone line, and the information available to
private organizations that help beneficiaries understand their benefits and choose
a health plan.

While these resources are now excellent, comprehensible references for bene-
ficiaries and their families, the next step is for CMS to develop better resources to
help beneficiaries with their own particular needs. Other research that my col-
leagues and I undertook at NASI indicated that most beneficiaries seek information
only when they need it and look for information tailored to their individual health
and financial circumstances.” In choosing a health plan,® beneficiaries seek a plan
with particular benefits they think they will need. When beneficiaries encounter
problems with claims or coverage, they seek out individuals who can resolve the sit-
uation and offer clear individualized explanations.

Current sources of individualized help are limited. The toll-free telephone line is
limited to helping beneficiaries make health plan choices. In an effort to assure that
beneficiaries receive correct information, the telephone agents work from scripts.
They do not attempt to give individualized advice. They refer beneficiaries with
claims problems to the appropriate Medicare contractor. They can also refer bene-
ficiaries to the SHIP in their area. Our interviews suggest that the SHIPs are
under-funded and vary from state to state in how well they meet beneficiaries’
needs. They all rely on volunteers. In some SHIPs, close contact with the contractors
and CMS regional offices facilitate solving beneficiaries’ problems. In other states,
the relationships with contractors and regional offices are less well-developed.

The limited resources for individualized beneficiary help has led some to suggest
that CMS itself should have a local presence, such as one employee in each Social
Security district office. Others in our interviews have suggested that the internet
and modern telecommunications would allow CMS to provide the same individual-
ized service in a more cost-effective manner. Our initial analysis suggests that the
right course of action is not obvious, and we will be conducting a more detailed ex-
amination of these options in the coming months. However individualized bene-
ficiary services are provided, the counselors need competent and ongoing training
as well as good access to data and individuals from the local carriers, inter-
mediaries, and regional offices.

Contractor Reform

In the area of more contractor reform, the types of restrictions placed on Medicare
contracting in the 1965 statute appear out-of-sync with the complexity of the cur-
rent health care marketplace and Medicare. We found strong support in our inter-
views for continuing to reduce the number of contractors as well as for furthering
the flexibility first given to CMS as part of HIPAA in the types of services for which
the agency may contract. Other suggestions that we have not yet analyzed in any
detail include more competitive selection of contractors and tying some part of con-
tractor compensation to objective measures of their performance.

Other Issues

In my testimony, I have focused on issues where we have found some agreement
across the experts with whom we spoke. There are other questions where there was
less consensus and for which we will do additional analysis to characterize the prob-
lems and potential solutions. For example:

e Over the last two years, CMS has implemented an impressive transformation
in its process for national coverage decisions to make them more transparent
and evidence-based. However, several important questions still remain: What
should be the role of national coverage decisions versus contractor and regional
decisions in evaluating new medical technologies, particularly as biomedical in-
novation changes medical practice at such a fast pace? What criteria should be
used in making coverage decisions? Can and should such decisions be insulated
from the political process?

e CMS has ten regional offices around the country. Our interviews suggest a po-
tential lack of coordination between the regional and central offices in some as-
pects of Medicare operations. What roles should these regional offices play, and
how can we assure sufficient coordination and communications?

7Bernstein J., Gluck M.E., “Medicare Managed Care and Choice: What Do Californians Have
to Say,” in Iglehart, J.K., ed., Medicare and Managed Care: A Primer from Health Affairs and
the California HealthCare Foundation. Millwood, VA: Project Hope, 1999.

8In this case, health plan refers to either the traditional fee-for-service Medicare program or
a Medicare+Choice option.
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¢ A number of interviewees as well as other recent policy reports® have suggested
making CMS an independent agency outside of the Department of Health and
Human Services as was done for the Social Security Administration. What are
the pros and cons of this proposal?
As my colleagues and I grapple with these questions in the current months, we
would be happy to share our analyses and conclusions with you.
I thank you for this opportunity to participate today, and I am happy to answer
any questions you may have.

PREPARED STATEMENT OF HON. CHARLES E. GRASSLEY

Today’s hearing gives us an opportunity for a progress report on the efforts of Sec-
retary Thompson and his team to strengthen the administration of Medicare and
Medicaid. These programs are critically important to our constituents, and we must
make them work better.

In my view, right now it is surely too soon to expect major results from the new
team. Secretary Thompson, you’ve been on the job five months, and Administrator
Scully has been in place for less than a month. So I assure you that this hearing
is by no means a “final exam.” As you know well, there is much more to do; I no-
ticed that the reforms you announced on Thursday were described as “First Steps.”
So you clearly recognize that there are many more steps ahead.

But I do want to make it clear that I have been impressed by your initial efforts,
Secretary Thompson, and those of Administrator Scully. The President chose you for
these jobs because you are well-known as can-do reformers who would shake up the
bureaucracy. You've been a breath of fresh air.

Today, I do want to hear more details on the changes recently announced for the
agency now known as the Centers for Medicare & Medicaid Services (CMS). I am
particularly interested in learning more about your ideas for the Medicare education
campaign, because I have long felt that we need to do much more to educate bene-
ficiaries about the often-confusing Medicare program. And now that you've taken
ic)hese “First Steps,” I also want to hear your ideas on what the “Next Steps” might

e.

I am also interested in CMS’s ability to administer major program improvements
that I hope we will enact this year, including a prescription drug benefit. I look for-
ward to working closely with you to continue to improve the efficiency and respon-
siveness of CMS.

PREPARED STATEMENT OF JUDITH HIBBARD

Chairman Baucus, and members of the Committee, thank you for this opportunity
to testify. I am Judith Hibbard from Eugene, Oregon. I am a professor in the De-
partment of Planning, Public Policy, and Management at the University of Oregon
and Clinical Professor of Public Health and Preventive Medicine at the Oregon
Health Sciences University. I am a member of the Strategic Framework Board
(SFB) of the National Quality Forum, where I provide expertise on how to effectively
report health care information to consumers. I am pleased to be here today to dis-
cuss the information needs of Medicare beneficiaries.

My research interests focus on how consumers can make choices that will help
to ensure that they gain access to the best quality of care that is available to meet
their own needs and preferences. In this context, I have investigated how consumers
make choices, and how these choices vary depending on how well they understand
the information and how that information is actually presented. I have studied con-
sumers of all ages, including Medicare beneficiaries. My current research has been
supported by the Centers for Medicare and Medicaid Services (formerly HCFA), the
Robert Wood Johnson Foundation, and the AARP.

As you know, the Medicare Program works best when beneficiaries make in-
formed choices about their options. Recent changes in the program have expanded
options as well as the amount and type of information available to beneficiaries.
This represents a new situation for beneficiaries. They now need to understand the
various choices available in their local area, how they differ, and how those dif-
ferences might affect their costs and their care.

My research has focused on how beneficiaries are faring under these new condi-
tions of more choice and more information. What we have found is that there are
serious deficits in what beneficiaries know about how Medicare works, and what

9Vladeck and Cooper, op. cit.
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they understand about the differences between the original Medicare program and
managed care options. Even in areas were there are many managed care options,
the majority of beneficiaries have very little understanding of the differences or
what they should be considering when making a choice.

Of greater concern is our recent finding that more than half of the beneficiary
population has difficulty understanding the comparative information about Medicare
options (Older Consumers’ Skill in Using Comparative Data to Inform Health Plan
Choice: A Preliminary Assessment, Sept. 2000). When asked to review comparative
tables or charts showing plan characteristics or how well health plans perform, a
majority of beneficiaries had difficulty accurately interpreting the information. Com-
pared to the population under 65 years of age, older beneficiaries make about 3
times as many errors in interpreting information (Health Affairs, May 2001). Those
who were older (80+), who were in poorer health, and who had less education had
the most difficulty using information. Those beneficiaries who had the most dif-
ficulty also felt that having many choices and lots of information was a burden.
They preferred to have someone else make Medicare plan decisions for them. A sur-
prising finding was that the beneficiaries who had the most difficulty were no more
likely to seek formal help than beneficiaries who were more able to understand and
use information in making choices.

At the same time, almost half of beneficiaries were able to correctly interpret com-
parative information. These beneficiaries who have more skill, do welcome the ex-
panded Medicare choices and having the information to inform those choices. These
findings underscore the importance of segmenting the population and tailoring infor-
mation to meet the needs of the diverse segments.

Research findings have important implications for the Medicare program.

¢ What beneficiaries need to know to make an informed choice is formidable.
They need to understand how managed care versus the fee-for-service program
will affect their costs, their access, and the quality of their care. They need to
be able to understand the performance information associated with each of their
plan options and bring this information together with the information about
plan characteristics, benefit packages, and cost. They need to be able to dif-
ferentially weight these factors to match their own needs and preferences.
While these tasks are difficult for most people, they are particularly difficult for
the elderly. Beneficiaries need assistance with this process.

* The most effective approach to communicating with beneficiaries will take into
account the tremendous differences within the beneficiary population in their
ability to comprehend and use information in choice. Educational approaches
and communication strategies need to be tailored to the different segments and
their ability levels. This implies putting sufficient resources into the communica-
tion and education budget to accommodate tailoring of information.

¢ Because they are the least able to make informed choices, it is important to
identify those beneficiaries who have more difficulty in using information and
provide them with the needed assistance. Using a simple screening approach
may enable Medicare counselors to identify those with the least ability to use
information on their own. Triaging individualized in-person help to these bene-
ficiaries is probably the best way to use what is likely to be a limited resource.

¢ Providing decision-support by helping beneficiaries understand and apply infor-
mation to their own situation, helping them weigh the different factors, and en-
abling them to bring these all together into a choice is the kind of assistance
that beneficiaries most urgently need. This means providing help that goes be-
yond simple information dispensing, which is what most current CMS and SHIP
efforts entail, to providing decision-support. Decision-support can be provided
via group counseling, individual in-person or telephone counseling, or through
the provision of decision-support computer tools. Most beneficiaries prefer deci-
sion-support help in the form of one-one-one counseling with a live person. For
example, placing a Medicare representative in each Social Security office to an-
swer questions and provide information is one way to make expert help more
available to people in their local communities.

¢ Making the choice task easier for beneficiaries would also help them make bet-
ter selections. This could be accomplished by having fewer types of plan designs
to choose from and less complexity associated with each of the choices. Medigap
choices were simplified by standardizing options and language, and similar ap-
proaches could be taken with the Medicare+Choice options.

¢ The National Medicare Education Program requires adequate resources. The
complexity of the options and the diverse abilities of the Medicare population,
make beneficiary education and communication an especially challenging task.

¢ Finally, because most beneficiaries still lack an understanding of their choices,
it is premature to implement the lock-in feature of the Medicare+Choice pro-
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gram scheduled to begin in 2002. The lock-in was built on the assumption that
beneficiaries would understand their options and make careful and appropriate
choices. At the present time, this is obviously not the case.

Providing information does not equal understanding. Beneficiaries have been pro-
vided with information but many still do not have enough understanding to make
informed choices. It will be very important for the new Centers for Medicare and
Medicaid Services (CMS) to assess beneficiary knowledge levels on an ongoing basis
to determine the degree to which their educational efforts are actually successful.

I was pleased to hear Secretary Thompson’s announcement that beneficiary edu-
cation and outreach will become a higher priority. This is an important step. As the
Medicare program becomes more complex, many beneficiaries will need individual
help to make good choices. The amount of help they will need is likely proportional
to the number of choices and the complexity of those choices. The Centers’ challenge
is to improve communications to beneficiaries by tailoring information for the di-
verse Medicare population, and to find ways to provide assistance to beneficiaries
that moves beyond information dissemination to education and decision-support.

Attachment.
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Executive Summary
Background

Recent changes in the Medicare program increase the potential health plan options
available to Medicare beneficiaries. Along with the expanded choices, there is also an
unprecedented effort by federal agencies, health providers, advocates, and others to inform older
Americans about their health options. Most of Medicare’s 39 million beneficiaries receive a
detailed booklet annually describing the choices. Beneficiaries can also call a toll-free number
for information, of go to a counseling center or the Internet for additional help.

Purpose

How well do older Americans handle these new demands for using information and
making choices? Liule is known about older adults’ ability to use information in decision
making and the degree to which they possess the skills needed to make sound decisions. The
goals of this study are to begin to assess decision skill among Medicare beneficiaries and to
assess the relationship between decision making skill level and how much assistance in decision
making is desired. The study explores whether those who are most likely to seek help are the
ones most in need of assistance. Specific research questions are:

. Can we measure decision skill among Medicare beneficiaries?

. Do Medicare beneficiaries who have poor decision skills have a greater desire to delegate
decisions and/or to have help in making decisions than beneficiaries with better decision
making skills do?

. Are beneficiaries who have less decision skill more likely to view having and making

choices as burdensome?
Method

This study employs a cross-sectional analysis to address the research questions. A
convenience sample of 253 Medicare beneficiaries was recruited and paid for participation in the
study. Beneficiaries were recruited at Engene/Springfield, Oregon senior centers. Study
participants are an average age of 75 years, with ages ranging from 65-94 years. Sixty-one
percent of our study population is female. Twenty-four percent have a college degree or higher,
while only 9 percent have less than a high school education. Only 17 percent of the study
population rate their health as fair or poor, while 25 percent of the total Medicare population rate
their health as poor or fair. The study sample has higher educational levels, has better self-
reported health, and is younger than the Medicare population as a whole.

A preliminary index of skill was constructed that appears to be both valid and reliable.
The index assesses an individual's ability to interpret comparative infonmation accurately for use
in making health plan choices.
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Findings

o A large proportion of study participants lacks the skills to use comparative information in
health plan decisions. Many had a high error rate (30 percent or more errors), indicating they
could not accurately use information to make informed choices on health plan options. Out
of 35 decision tasks, the average participant made errors in 25 percent of them.

e Medicare beneficiaries differ enormously in their ability to use comparative information in
making choices. Those in the bottom quartile of performance had a 57 percent error rate on
average, while those in the top quartile averaged only 5 percent errors.

o Based on a proxy measure of skill, an estimated 56 percent of the total Medicare population
has difficulty accurately using comparative information to make choices.

e Many Medicare beneficiaries feel burdened by making choices. Those with less skill viewed
Medicare decision making as burdensome. Compared to those with higher comprehension
skill, they more often preferred to delegate these decisions.

o Those with less skill are no more likely to seek help than those with higher skill are. Those
who are seeking assistance are not necessarily those who need the most help.

Summary

The findings from this study indicate that using comparative information to inform health
plan choice is a difficult task for most Medicare beneficiaries. The degree of diversity of
functioning within this population is a key issue for shaping interventions to inform and educate
these individuals and support their decisions. This suggests that strategies aimed at an older
population need to be tailored to skill level rather than to a homogeneous group. Identifying
those with low skills and providing supports should be a priority. Aggressive outreach to those
with less skill may be needed. Consideration should also be given to policy approaches that will
simplify the choices Medicare Beneficiaries must make.

Even though preliminary, the findings are significant, in that they point to alternative
policy directions and suggest the need for additional research to inform current policy. Given
that the study sample has higher educational levels and reports better health than that of the
Medicare population as a whole, the study sample is likely higher functioning than the general
Medicare population is. Therefore, comprehension skill among Medicare beneficiaries generally
may be lower than the level observed in the study sample.
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Foreword

The Balanced Budget Act of 1997 authorized several coverage options for Medicare;
collectively, these options constitute the Medicare+Choice (M+C) program. Although most of
the authorized plan types have yet to appear in the Medicare marketplace, their inclusion in M+C
signaled Congress’ intent to make Medicare look more like the private sector. In addition,
creation of M+C has served to heighten awareness among policymakers, researchers, and
advocates of the importance of providing information and conducting educational activities to
help Medicare beneficiaries make informed health care choices.

Being an informed health care consumer means being able to take in and process a myriad
of details about complex concepts and topics. Aside from choices concerning their clinical care,
beneficiaries must be able to understand information about costs, benefits, and health care
quality. Most Medicare beneficiaries have, at a minimum, a choice of at least the Original
Medicare Plan and one health maintenance organization (HMOs), so they must be able to
compare the differences between these two options. In locations where there are several HMOs,
they must also be able to distinguish differences among plans on the basis of costs, benefits, and
quality of care.

To support informed choice, the Health Care Financing Administration (HCFA) has
embarked on a major, multifaceted information and educational initiative, the National Medicare
Education Program. Although this program is providing needed information, much remains to
be done to ensure that beneficiaries can actually make informed choices.

The present study by Judith Hibbard of the University of Oregon and colleagues from
Decision Research examines the ability of Medicare beneficiaries to use and understand
comparative information. Specificaily, Dr. Hibbard explores the question of how the decision-
making skills of beneficiaries can be measured, with the objective of creating an index of those
skills that could be used by those who provide information to Medicare beneficiaries. This could
help them better tailor their efforts to the individual needs of their clients.

AARP was pleased to sponsor this study under a Memorandum of Understanding with
HCFA’s Center for Beneficiary Services. We continue to be interested in exploring M+C’s
consumer choice strategy. Many researchers are studying how to help Medicare beneficiaries
adapt to the new emphasis on choices, so that they can navigate within the new structure; we
agree that this is an important line of inquiry. It may also be productive to explore how well
beneficiaries are likely to fare in a system based on informed choice. Is a program based on this
strategy the correct approach for the Medicare program? Do all Medicare beneficiaries value
having a wide range of health coverage options? Can all of them use comparative information to
make informed choices? Is the information burden too great, or is it manageable?

Although this is a preliminary study, the findings, if confirmed by further
research, could have significant public policy implications. At a minimum, they suggest the
importance of recognizing the diversity of the beneficiary population and the need to tailor

iii
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materials and strategies to support their different capacities and needs. The findings also call into
question whether some of the current features of M+C are appropriate for certain segments of the
older Medicare population. For example, given the finding that many who are over 80 years old
cannot adequately understand comparative information, is a program based on the need to select
from among multiple plan options a workable program design? Is the “lock-in” provision that
will keep M+C enrollees in the same risk-based plan (initially for six months in 2002, then nine
months in 2003 and subsequent years) suitable for beneficiaries who may not be able to
understand the implications of their choices? Clearly, more research must be conducted to
confirm the findings of this study. AARP is committed to ensuring that the Medicare program
remains responsive to the needs of the entire beneficiary population. We encourage HCFA and
others to continue learning how best to accomplish this objective.

Joyce Dubow
Senior Policy Advisor
Public Policy Institute, AARP
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Introduction

Recent changes in Medicare broaden the possible array of enrollment options available to
the program’s beneficiaries. These new choices reflect a growing complexity of insurance
mechanisms and delivery system options. While most of these new options have not yet
materialized, HCFA has begun to provide more information about the characteristics and
performance of HMOs, the predominant plan type that is available. The assumption is that,
provided with information to explain the available options, beneficiaries will be able to make
choices that fit their individual needs and preferences. There is also the hope that with
comparative performance information, beneficiaries will choose higher-performing plans and that
this, in turn, will increase incentives for health plans to improve care and patient satisfaction.

Little is known about how well older adults can process and use comparative information
in making choices, or how much information they can effectively use. Whether Medicare
beneficiaries view having more health plan options as an advantage or as a burden is also not
known. Understanding these questions is particularly important as we evaluate different possible
directions for the future of the Medicare program. For example, several of the options under
consideration take Medicare in the direction of a premium support program. This approach
would rely on the market to provide a wide array of options and would place a greater burden on
Medicare beneficiaries to be able to understand those options and their potential personal,
financial, and health care consequences.

The research questions addressed in this study are:

. Can we measure decision skill among Medicare beneficiaries?

. Do Medicare beneficiaries who have poor decision skills have a greater desire to delegate
decisions and/or seek assistance in making decisions than beneficiaries with better
decision making skills do?

. Are beneficiaries who have less decision skill more likely to view having and making

choices as burdensome?

The current study is done through a memorandum of understanding between AARP’s
Public Policy Institute and the Health Care Financing Administration (HHCFA). The data were
collected under a HCFA contract.

Background

To use comparative information in making health care choices, consumers need several
skills. At the basic level is the ability to understand comparative information, then apply it to
one's own situation, interests, and needs. Being able to differentially weight the various factors
under consideration (e.g., costs, benefits, different performance dimensions) according to one's
needs and preferences is a complex cognitive task. Similarly, making trade-offs among the
factors under consideration and bringing all the factors together into a choice are cognitively
difficult. While little is known about the ability of older adults to carry out these steps in the
decision process, there is evidence that aging-related changes in cognitive functioning could
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influence these abilities (Hershey et al., 1990; Light, 1994; Meyer et al, 1993; Salthouse, 1986;
Zacks & Hasher, 1997).

Older consumers face a number of barriers to being able to use comparative information
effectively to make plan choices. These multi-layered barriers range from age-related declines in
cognitive and physical functioning to literacy and knowledge deficits.

Studies of cognitive aging reveal that there are age-related declines in information
processing with respect to speed, memory capacity, reasoning, problem solving, and text
processing (Hershey et al., 1990; Light, 1994; Meyer et al., 1993; Salthouse, 1986; Zacks &
Hasher, 1997). Older adults may also have a decreased ability to ignore extraneous information
{Salthouse, 1991; Saithouse 1996; Hasher & Zacks, 1988). As a result, it may be difficult for
thern to find the relevant information when reviewing muitiple pages of text or tables. In
addition, because of these cognitive changes, older adults often have difficulty in switching tasks,
for example, switching from reading about differences in premiums to comparing quality
measures. Poorer performance on these different cognitive tasks likely translates to poorer
performance on decision making tasks (Schwarz, Park, Knauper, & Sudman, 1998). At the same
time, older adults may actually perform better than younger persons on decision tasks in other
ways. For example, because older adults have more life experience, they may have better
everyday problem-solving skills (Cornelius & Caspi, 1987).

Almost all of the research on decision making has excluded older adults. As aresult,
very little is known about how older adults integrate information into decisions and how the
presentation of information affects their interpretation and use of that information (Peters,
Finucane, MacGregor, & Slovic,(2000); Schwarz, Park, Knauper, & Sudman, 1998). There is
general evidence that older adults seek less information about medical decisions, make important
treatment decisions more quickly, and exhibit less sophisticated reasoning about decisions
{Mever, Russo, & Talbot, 1995; Park et al,, 1999). There also appears to be a high degree of
diversity of functioning in this population (Park, Morrell, & Shifren, 1999). One source of this
diversity may be variation in the rate of decline in cognitive function. There are a variety of
reasons for this heterogeneity, including variation in physiological functioning, the presence of
multiple comorbidities, differences in life experience, and differences in social history and ethnic
background. This diversity suggests that some older adults will be competent at using
comparative information to inform their choices, while others will need substantial help.

In addition to age-related cognitive changes, knowledge deficits about the health care
delivery system are barriers to older adults making informed health plan choices. Most Medicare
beneficiaries have low levels of knowledge about Medicare and the different options they have
within the program (McGee, Sofaer, & Kreling 1996). To be able to decide between the original
Medicare program and a Medicare managed care plan, beneficiaries need to understand what the
differences are. Hibbard et al. (1998) found that knowledge levels about these differences were
very low in high penetration Medicare managed care markets. Those enrolled in managed care
plans had significantly lower knowledge levels than did beneficiaries in the original Medicare
program.

Educational and literacy levels are other factors that affect the ability to use comparative

by
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information in making choices. The National Adult Literacy Survey (National Center for
Education Statistics, 1999) estimates that 3% percent of those age 60 and older function at the
lowest literacy level (level 1), compared to 16 percent of the total population who function at this
level. Those at literacy level 1 cannot read at all or can locate only one piece of specific
information in short, uncomplicated text, such as a short newspaper article. The literacy study
also indicates that a high percentage of those age 65 and older have difficulty reading tables,
charts, and graphs.

Methods

Study Design, Sample, and Data Collection. This study employs a cross-sectional
analysis to address the research questions. The study uses a convenience sample of 253
Medicare bencficiaries. Participants were recruited and paid for their participation. Recruitment
and data collection took place primarily at Bugene/Springfield, Oregon senior centers.
Participants were asked to review information and complete several decision tasks related to
using comparative information in making health plan selections.

Only aged Medicare beneficiaries were included, and there was no upper age limit on
participation. Because recruitment took place at community centers, homebound and
institutionalized beneficiaries were de facto excluded.

Table 1 shows the characteristics of the study sample and how it compares to a nationally
representative sample of Medicare beneficiaries (Medicare Current Beneficiary Survey [MCBS],
1995). Study participants are on average 75 years old. Ages range from 65-94 years (Table 1).
Sixty-one percent of the study population are female. Twenty-four percent have a college degree
or higher, while only 9 percent have less than a high school education. A similar pattern is found
with regard to household income. Only 17 percent of the study population rate their health as fair
or poor. The study sample is younger, has higher educational levels, and reports better health
than that of the Medicare population as a whole. Thus, the sample is likely higher functioning
than is the Medicare population as a whole.

Variables.

The main dependent variable is the comprehension index that assesses the ability to
accurately interpret and use comparative information. This index examines whether participants
can correctly understand the information presented in tables, charts, and text form. It also
assesses ability to make optimal choices when viewing unambiguous data.

The comprehension index summarizes performance on 35 decision tasks (see Appendix
C). These decisions involved interpretation of data presented in different ways, including
interpreting text, bar graphs, tables with numbers, and data displays that use symbols
instead of numbers. The score on the comprehension index represents the number of
errors made in interpreting unambiguous data and/or making suboptimal choices, such as
choosing lower-performing plans within given cost strata. The score on the
comprehension index measures the respondent’s ability to accurately use comparative
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information.
Variables used as validity checks to the comprehension skill index.

Two variables that, on their face, would seem to be related to the comprehension
skill index are used to assess construct validity.
o Self-rated skill in using comparative information in choices is a single item with
these response categories: excellent, good, fair, and poor.
»  Self-rated ability to understand the differences between Medicare HMOs and
original Medicare is a single item with these response categories: excellent, good,
fair, and poor.

Predictor variables include social, demographic, and health status measures. In addition,
we developed several indices to assess experiences with decision making, and an index for
possible use as a screening tool. The indices are listed below.

The decision burden index is a simple summated index based on a factor analysis.
The seven items in the index focus on the degree to which choices and decisions
are viewed as burdensome by study participants. Index scores range from 7-28,
with a mean of 17. A higher index score indicates a greater perceived burden
associated with making Medicare choices. The index is reliable with a Cronbach's
alpha of .8. The seven items are:

. I prefer not to have the responsibility for choosing.

. I am more likely to make a wrong choice if T have lots of different options
to choose from.

. Choosing a Medicare health plan is a task I would rather avoid.

. 1 often feel overwhelmed because there is too much information about
each health plan to take in.

. T have difficulty understanding all the information about each Medicare
health plan.

. ‘Whenever I make a choice, I worry it will be the wrong one.

- Instead of choosing myself, I'd rather have a family member or close friend

help me decide which Medicare plan to choose.

Desire for choice/information are two separate items that ask about wanting choice and
information to support Medicare choices:

. 1 am more likely to make a good choice if ] have lots of different options to
choose from. (Strongly Agree, Agree, Disagree, Strongly Disagree)
. 1 prefer to have lots of information about each Medicare health plan choice.

(Strongly Agree, Agree, Disagree, Strongly Disagree)

Seeking decision assistance is measured using two separate items. One asks about the
likelihood of seeking help in the coming year. The other item asks the respondents
whether they have ever sought assistance. Both items have four response categories;
however, because of low responses to some categories, only dichotomized versions of the

4
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items are shown in the analysis:

. If you had to make a choice of a Medicare health plan in the coming year, how
much assistance would you seek in making that choice?
. Have you ever sought assistance when you needed to choose a health plan?

The screening index is a three-item index made up of education, age, and self-rated
health. It is highly related to the comprehension skill index, and is used in the analysis as
a proxy measure for comprehension skill. It is also used to estimate the prevalence of
comprehension skill deficits in the Medicare population. The index is constructed using
an additive non-linear approach with the weighting derived from regression analysis.
The index ranges from 3-17. Scoring is: age: (65-69=1), (70-75=2), (75-79=3),
(80+=7); education: (post college=1), (college=2), (some college=3), (high school=3),
(less than high school=5); Self-rated health: (excellent=1), (very good=2), (good=3),
(fair=4), (poor=5). ’

Findings

o How can we measure decision skill among Medicare beneficiaries?

Making decisions requires skills in several areas: Being able to interpret unambiguous
data correctly is the lowest level skill involved in using information for decision making. Most
comparative information includes multiple factors and often has no obvious dominant choice.
Decision making requires accurate interpretation, as well as much higher-level skills. These
include being able to identify the important factors to integrate into a decision; making trade-offs;
and bringing all the factors together and weighting them in ways that match one's individual
needs and values. The comprehension index was originally conceptualized as a way of capturing
a range of these skills. However, it became clear that the lowest-level skill, just being able to
interpret unambiguous data comparing options on one dimension, was a serious barrier for a
significant portion of the study population. Thus, we have focused our measurement and
assessment of comprehension on this most basic level of performance.

Reliability and validity of comprehension index. A preliminary index to assess
comprehension was created. The 35-item index is highly reliable with a Cronbach's alpha of .9.
One indication of the validity of the comprehension index is whether it correlates with other
measures that also measure ability to understand and use information. Two factors were chosen
for this validity check: (1) self-rated skill in using comparative information; and (2) self-assessed
understanding of the differences between original and Medicare managed care. In fact, both
factors are highly correlated with the comprebension index score. Those who have poorer skills
seem to recognize their lesser skill and rate themselves lower (Figure 1).!

At the same time, those who say that they have a poor understanding of the differences
between original and Medicare managed care also tend to score pootly on the comprehension
index (Figure 2). That is, those who are more confused about Medicare also have more difficuity

1. The item asking respondents to rate their own skill came after they had been asked to complete several decision
tasks using comparative information. It is possible that their rating might have been different if they had been asked
to rate their decision skill prior to the decision tasks.
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understanding comparative information about the health plan options.

. Are there differences among Medicare beneficiaries in terms of their comprehension
skills?

An initial examination of the comprehension index indicates that there is a high degree of
variability within the older population concerning their ability to interpret information accurately
(Figure 3). Out of 35 decision tasks, the average number of errors was 8.7, or a 25 percent error
rate. The range of performance on these tasks was 0 errors to 28 errors. Those in the bottom
quartile of performance had an average of a 57 percent error rate, while those in the top quartile
averaged only 5 percent errors.

Because the study population was recruited from local senior centers, the participants are
socially active and engaged. They are overall in better health, have higher educational levels, and
are younger than the general Medicare population is (Table 1). Thus, participants are likely
better functioning than the larger beneficiary population is. This is important to keep in mind in
reviewing the level of skill observed within the study population.

. What beneficiary characteristics predict skill?

A number of factors are strongly related to performance level on the comprehension
index: self-rated health, education, and age (Figures 4-6). Those with poorer health, and less
education, and those who are older, tend to score lower on the index. After age 80, there is a
large drop-off in performance. Those who are 80 years or older have about four times the
number of errors compared to those who are 65-69 years old. It is also interesting to note that
higher education levels are related to improved performance on the comprehension index, until
age 80 (Figure 7). After age 80, education is unrelated to performance. This suggests that the
observed lower performance in older age groups is not just a literacy effect, but an aging effect as
well.

. Do Medicare beneficiaries who have poor comprehension skills have a greater desire
for assistance in making choices than beneficiaries with better comprehension skills
do? Do they view having and making choices as being more burdensome than those
with more skills do?

Thirty-seven percent of the study population prefers to delegate Medicare health plan
decisions. A desire to delegate these decisions is highly correlated with performance on the
comprehension index. Those who have the lowest comprehension scores (e.g., highest error rate)
are also more likely to have a greater desire to delegate Medicare decisions to an expert
(Figure 8). In addition, those with lower comprehension skill are also more likely to view
Medicare choices as burdensome. Those with the highest error rate score the highest on the
decision burden index (Figure 9). That is, those with less skill view having more information
and more options to choose from as an unwelcome burden. In addition, those with less
comprehension skill are also more likely to say they would like to have a friend or family
member help them decide on a Medicare plan (Figure 10).
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However, those beneficiaries who score poorly on the comprehension index are no more
likely to say they will seek help on a Medicare health plan decision in the coming year than are
those who score higher (Figure 11). Similarly, beneficiaries who have high errors are no more
likely to say they had sought belp in the past on a Medicare plan decision (Figure 12) than are
those with low errors. Thus, although those with poor comprehension skills indicate a greater
willingness to delegate decisions, they apparently are no more likely to act on this by seeking
decision assistance. The desire to have someone else decide may be just a passive desire.
Seeking assistance requires taking action.

At the same time, those who want to have more choices and desire a lot of information to
make choices tend to be those who have more comprehension skill (Figures 13 and 14).

s Can we estimate what portion of the Medicare population would have difficulty using
comparative information in choices?

We created an index of the variables that are highly related to comprehension skill score:
age, education, and self-rated health status for possible use as a screening tool. The creation of
this tool is very preliminary, as are estimates we generate from them. It appears that with this
screening index, we can predict with 70 percent accuracy whether a beneficiary falls into the
higher or lower scoring region of the comprehension index. That is, for those beneficiaries with
amedian score or above on the screening index, there is a 70 percent probability that they will
have a median score or higher (high errors) on the comprehension index.? Figure 15 shows the
scatter-plot of the study population distributed on both the screening index and the
comprehension index.

Because the study population is a convenience sample, it is not possible to generalize to
the larger bepeficiary population. However, because we are able to predict with a relatively high
degree of accuracy performance level on the comprehension index, using the screening index as a
proxy for skill, we can estimate the proportion of the population that is likely to perform at the
high and low ends on the comprehension index. This estimate is based on the assumption that the
screening index is a reasonable proxy for comprehension skill. Because this assumption needs
further testing, the estimate should be viewed as preliminary.

We can estimate the percentage of the beneficiary population that would have a high or
low score on the cornprehension index by recreating the screening index, using a nationally
representative survey sample (MCBS) (Figures 15 and 16). Based on the MCBS survey
population, 63 percent of the population scores eight or higher on the screening tool, and 37
percent would score below eight.

Using the findings from our study sample and assuming that the screener is a valid proxy
for comprehension skill, we can estimate the expected percentage of true positives, true
negatives, false positives, and false negatives if we used the screening tool in the larger Medicare
population. For example, for the 63 percent who had a high score on the screening index, we
would expect 70 percent to have a high error score. Thus, .63 X .70 = 44, or 44 percent of the
total population would be true positives. We would also expect about 37 percent of alt

2. Comprehension skill index is dichotomized on median score.
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beneficiaries to have a low score on the screening index. Of those 37 percent, 33 percent would
be false negatives (that is, they would actually have a high error score on the comprehension
index). Therefore, we would expect 12 percent of the population to be false negatives (.37 X .33
=12 percent).

Altogether, we would expect about 56 percent of the beneficiary population to score on
the high-error end of the comprehension index (true positives + false negatives =44+.12 = 56
percent).

To summarize, if we tested the whole beneficiary population and scored it on the
comprehension index and on the screening index, we would expect to find that about 44 percent
of the population {or about 17 million beneficiaries) had a high error rate and had a high risk
score on the screening tool. We would also expect to find that about 5 million beneficiaries
would have a high error score on the comprehension index but would fall into the low risk end of
the screening index (false negatives on the screening test). Thus, using the comprehension index
alone, about 22 million beneficiaries would be identified as having difficulty in using
comparative information. However, if just the screening tool were used, 17 million beneficiaries
would be correctly identified as having difficulty in using comparative informmation, while 5
million would be missed.

Based on these estimates, about 22 million beneficiaries would have a median error rate
of 17 percent in using comparative information.® Since we don’t really know what level of error
would define inability to use comparative information, in this analysis, we used the median error
rate for the study population. We can, however, estimate how many beneficiaries would have an
even higher error rate (higher than median). For example, based on our estimates, about 11
million would have a 30 percent error rate in using comparative health plan information.

These estimates are preliminary and are based on the assumption that an index of age,
education, and self-rated health status can serve as a proxy measure of comprehension skill.
Further testing with both the comprehension index and the screening tool would be needed to
confirm the validity of both estimates.

Discussion

The results of this study show that using cornparative information to inform health plan
choice is a difficult task for many beneficiaries, likely, the majority of them. Nevertheless, the
findings should be considered preliminary, in that they are based on a small convenience sample.
Nevertheless, the findings are significant, as they strongly suggest the need for further work in
this area, particularly work that examines larger, more representative samples and provide a first
Iook at skill level in the Medicare population.

It is important to note that the findings reported here likely overestimate skill level in the
beneficiary population. First, because the sample is younger, in better health, and better

3. Seventeen percent is the median error rate from the study population.
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educated, it likely reflects a higher-functioning population than the beneficiary population as a
whole. Second, we measured only the lowest level of skill needed for decision making:
comprehension. It is probably safe to assume that if we had a measure of decision-skill that
included higher-level cognitive skills used in decision making, we would observe a much higher
percentage of the population with serious deficits for making decisions. We estimate that 56
percent of the Medicare population has difficulty with just the comprehension of comparative
information, the lowest level skill needed for decision making.

In addition to observing high errors for the population as a whole, we also observed that
there is a high degree of variability within the older population with regard to being able to
interpret information accurately. Out of 35 decision tasks, the average number of errors was 8.7
or a 25 percent error rate. The range of performance on these tasks is enormous. Those in the
bottom quartile of performance had an average of a 57 percent error rate, while those in the top
quartile averaged only 5 percent errors.

Those with lower comprehension skill are more likely to view Medicare choices as
burdensome and prefer to delegate the task to others. However, this greater desire to delegate is
apparently not acted upon. Those beneficiaries with lower skill are no more likely to say they
will seek help on a Medicare health plan decision in the coming year than are those with higher
skill. Those with less skill appear to be passive in their desire for help. They feel burdened by
Medicare choices and generally less capable of making these choices, but they still do not
actively seek out belp.

The screening index, if developed further, might be used as a screening tool to help
identify beneficiaries who need decision assistance. Once validated, it would be useful as a
short, simple, and easily administered proxy measure for comprehension skill. The degree of
diversity of functioning within the Medicare population is a key issue for shaping interventions to
inform and educate these individuals and support their decisions.

Study Limitations. There is almost no work on measuring skill level in using
information in decisions among older adults. Thus, this work is exploratory and preliminary.
The ability to generalize the findings is limited by the use of a convenience sample. Therefore,
we cannot assume that the degree of comprehension deficits found in the stady population
extends to the general population. However, it is nnlikely that the use of a convenience sample
influences the internal validity or the observed relationships among variables. Any bias
introduced as a result of the sample would more likely affect the generalizability of the
prevalence of comprehension deficits and less likely to affect the observed correlates of
comprehension deficits (e.g., the relationship between errors made and perceived burden of
decision making). Nevertheless, studies based on larger and more representative samples are
needed.

The comprehension index includes only the lowest skill level in decision making; higher
level tasks are not included. Further, this index does not indicate the level at which performance
is adequate or inadequate. Both of these study limitations are areas that could be the focus of
future work but are beyond the scope of this project. Further work that validates the screening
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index and comprehension index is also needed.

Implications for Future Research. In the present study, we constructed a preliminary
index of comprehension skill that appears to be both valid and reliable. The index assesses an
individual's ability to interpret and understand comparative information for use in choices. Those
who perform at the high error end of the comprehension index, making 30 percent or more
errors, are clearly not capable of using comparative information in decision making on their own.

However, where the cut-off should be (i.e., percentage of errors) is not clear. What is clear is
that it is possible to measure at least this basic element of decision skill, and that the beneficiary
population varies substantially at this most elemental level of decision skill.

The diversity in functioning strongly suggests a segmentation approach to educating,
informing, and supporting decisions in the older population. Such an approach will need to be
supported by a planned research agenda. First, more work on a measure of decision skill is
needed. What are all the elements of decision skill required to make decisions about one's
Medicare choices? What is an adequate level of skill? Can we develop a screening tool to
achieve a higher level of accuracy? What are the best ways of communicating information to the
different segments of the Medicare population? Can we, with different presentation approaches
for each segment, make information more usable and used? There is a need to test different
presentation approaches to make information more evaluable or usable for different segments of
the population. Are there approaches that would work with the lower-skilled population? For
example, would narratives or stories help beneficiaries with less skill use the information more
effectively in making choices? If, instead of delivering information in charts and tables, we
delivered it in a story that provides context and affect, would that be a more effective format for
those beneficiaries who have difficulty using charts and tables? Would audio or video programs
be more effective? What kind of decision support would be most effective for the different
segments of the Medicare population?

Policy Implications

The findings show that those with less comprehension skill are more willing to delegate
decisions and find making decisions and having choice more burdensome than those with higher
skills do. However, those with less skill are no more likely to say they will seek help. We
cannot assume that those most in need of assistance will be the ones seeking it. This presents a
serious challenge to helping this population; engaging in aggressive outreach may be necessary.
Screening and triaging those who do seek assistance is another approach. For example, it would
be possible for State Health Insurance Program counselors, or any information intermediaries, to
use the screening tool developed here for prioritizing and triaging beneficiaries who come in for
help. Decision support tools could be developed and designed specifically for those with lower
skills.

If we accept that a large proportion of the Medicare population will have difficulty using
comparative information in choices on its own, it would seem that three directions are possible:
. Simplify the task required of beneficiaries in Medicare decisions. This could be

accomplished by having fewer types of plan designs to choose from and less complexity

10
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in the nature of the choices. Medigap choices were simplified by standardizing options,

and similar approaches could be taken with Medicare+Choice. The benefit packages,

cost structures, and case management mechanisms of the various Medicare options have a

high level of complexity and likely are a barrier both for making choices and for

navigating within a pasticular system.

Proposals for modernizing Medicare and stand-alone prescription drug insurance also

appear to introduce more complexity into choices for beneficiaries. These propesals

should be examined in light of the burden they place on beneficiaries, then adjusted to
reflect realistic decision tasks for this heterogeneous population.

. Investigate ways, including nonprint approaches, to make the information easier to
understand and more accessible to the lower-skilled portion of the Medicare population.
We also need to examine other areas where there is a high reliance on giving information
to beneficiaries to guide their decisions and behavior (e.g., clinical decisions, adherence
to medical regimens), and assess its usability and ways to make it more accessible to a
lower-skilled population.

. Identify those most in need and provide assistance to them. Screening the population as
they seek assistance will help to ensure that those most in need will get priority in
receiving assistance. However, because those who are less skilled are not more likely to
seek assistance, helping them will require active outreach. The current system is not
designed to reach out to beneficiaries; rather, it is set up to help those who seek out help.
Outreach programs, including those directed to family members, will be needed.

. The high degree of variability in functioning suggests that strategies aimed at Medicare
beneficiaries need to be tailored to skill level and not targeted to a homogeneous
population. A segmentation approach to communicating with this population will be
essential to achieving educational program objectives and supporting informed decisions.

Identifying and estimating the size of the different segments are important initial steps in
the process of tailoring information and services.

It may be prudent to pursue a strategy that includes all three of these elements. However,
as we embark on policy directions that rely so heavily on giving Medicare beneficiaries more
information and more cheice, it is critical that we (1) understand what portion of the older
population has the skills to cope successfully with the information and the choices available; (2)
support that pertion with appropriate information; (3) and not burden those who lack decision
skills with too much information and too many choices.
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Table 1: Characteristics of the Study Population

Study Population N of study MCBS*
population

Age

65 to 69 18% 44 25%

70074 35% 88 27%

751079 29% 72 21%

80 or more 19% 47 27%
Education

Less than high school 9% 22 40%

High school diploma 31% 76 32%

Some college / vocational school 37% 91 14%

College graduate or more 24% 60 14%
Gender

Female 61% 153 56%
Health

Excellent / Very Good 44% 29/78 45%

Good 40% 96 30%

Fair / Poor 17% 35/5 25%
Income

Less than $10,000 16% 38 30%

$10,000 to $19,999 34% 82 30%

$20,000 to $39,999 34% 81 29%

$40,000 to $59,999 11% 26 5%

$60,000 or more 5% 13 6%
Marital Status

Married 54% 135 56%
Total 253

* 1995 Medicare Current Beneficiary Survey
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Figure 1: Comprehension Score by Self-Assessed Skill in Using Tables and Graphs
Average percentage of errors by "How would you rate your skill in using information
from tables and charts to make decisions?”

50%
40% +
Percentage
Errors on
Comprehension 30%
Index
20%
10 %

Excellent Good Fair Poor

Self-Assessed Skill in Using Tables and Graphs
r=-37.p<.001,n=228

Figure 2: Comprehension Score by Self-Reported Understanding of the Difference Between
Medicare HMOs and Original Medicare
Average percentage of errors by "How well do you understand the difference between
Medicare HMOs and original Medicare?”
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r=.23,p<.00l,n=243
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Figure 3: How Participants Are Distributed on Comprehension Score
Average percentage of errors by respondents in the four quartiles of the comprehension

index
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Figure 4: What Factors Are Related to Comprehension Score? Education
Average percentage of errors by education
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Figure 5: What Factors Are Related to Comprehension Score? Health Status
Average percentage of errors by self-reported health status
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Figure 6: What Factors Are Related to Comprehension Score? Age
Average percentage of errors by age
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Figure 7: Effect of Education on Comprehension Score Decreases with Age.
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Figure 8: Those Who Want to Delegate Decision Have Lower Comprehension Scores.
Average percentage of errors by “When choosing a Medicare health plan, instead of
choosing myself, I'd rather have an expert tell me which Medicare plan is best.”
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Figure 9: Those Who View Medicare Decisions As Burdensome Have Lower

Comprehension Scores.
Average percentage of errors by Burden Index
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Figure 10: Those Who Want Help from Family or Friends Making the Decision Have

Lower Comprehension Scores.
Average percentage of errors by “Instead of choosing myself, I'd rather have a family

member or close friend help me decide which Medicare plan to choose.”
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Figure 11: Seeking Assistance Is Unrelated to Comprehension Scores.
Average percentage of errors by "If you had to make a choice of a Medicare health plan
in the coming year, how much assistance would you seek in making that choice?"
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Figure 12: Assistance Sought Is Unrelated to Comprehension Scores.
Average percentage of errors by “Have you ever sought assistance when you needed to
choose a Medicare plan?”
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Figure 13: Those Who Want More Choices Have Higher Comprehension Scores.
Average percentage of errors by "I am more likely to make a good chaice if I have lots of
different options to choose from."
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Figure 14: Those Who Desire More Information Have Higher Comprehension Scores.
Average percentage of errors by “"When choosing a Medicare health plan, I prefer to have
lots of information about each Medicare health plan choice.”
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Figure 15: Scatter Plot: Sample Distribution on Screening Index and Comprehension Score
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The horizontal line indicates the median comprehension index score.
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Figure 16: Calculations for Estimating Score on the Comprehension Index in the Larger

Beneficiary Population

False Negatives = 12%

[37% of MCBS sample has a low screening
score] x [33% of study population with a Jow
screening score has a high error rate] = 12%

False Negatives = (.37 x .33 = .12)

True Positives = 44%

[63% of MCBS sample has a high screening
score] x [70% of study population with a high
screening score has a high error rate] = 44%

True Positives = (.63 x .70 = .44)

True Negatives = 25%

[37% of MCBS sample has a low screening
score] x [67% of study population with a low
screening score has a low error rate] =25%

True Negatives = (.37 x .67 = .25).

False Positives = 19%

[63% of MCBS sample has a high screening
score] x {33% of study population with a high
screening score has a low error rate] = 19%

False Positives = (.63 x .30=.19)

Source: Medicare Current Beneficiary Survey, 1995

High screening scores are defined as greater than the median score (8) for the screening index
within the study population. Low scores are those that are less than or equal to the median.

High error rates are defined as being greater than the median percentage of errors (17%) for the
study population. Low scores are those that are less than or equal to the median.

)
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Appendix A: Attitudes about managed care and choice

For these first questions, we are interested in your opinions. There are no right or
wrong answers.

How much do you agree or disagree with each of the following statements?
Mark one box on each line.) (Strongly disagree, Disagree, Agree, Strongly Agree

a. In general, the quality of medical care that people on Medicare get in an HMO
1s worse than the care that people get who have traditional Medicare.

b. In general, the more expensive the monthly premiums are for a health plan, the
higher the quality of medical care is.

¢. Health plans are all about the same in terms of how good the medical care is.

If you had to make a choice today, how hard or easy would it be to decide
which Medicare health plan to enroll in? (Very Hard, Hard, Easy, Very easy)

If you made a bad choice when selecting a Medicare health plan, how serious
a problem would that be for you? (Not a problem, A small problem, A medium
problem, A large problem

Have you ever asked for help in choosing a Medicare health insurance plan
from a group or organization that provides health insurance counseling?
(Yes, No)

Is there a service in the Eugene-Springfield area that offers free counseling to
people on Medicare about choosing a health insurance plan? (Yes, No)

The last time you chose a Medicare health plan, did you seek assistance to
help you choose? (Yes, No)

IF YES

7.

Who did you seek assistance from? (Mark all that apply):
A health insurance program counselor

A health plan

A physician

Employer or benefits manager

An insurance salesman or broker
Consumer group, (e.g., consumer reports)
A pharmacist

A Family member

A Friend

An 800 Medicare telephone help-line

An Internet Web site

TR0 e o

24
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Assuming you have to make a choice of a Medicare health plan in the coming
year, how much assistance are you likely to seek in making that choice? (No
assistance, A minimal amount of assistance, A moderate amount of assistance, A
lot of assistance)

Considering all the information that you saw or heard during the past six
months, how would you rate your understanding of the different types of
health insurance plans for people on Medicare? Would you say your
understanding is (Poor, Fair, Good, Very good, Excellent)

How much do you agree or disagree with the following statements? (Strongly
disagree, Disagree, Agree, Strongly agree)

(a) I prefer to not have the responsibility for choosing.

(b) I prefer to have lots of information about each Medicare health plan choice.............

(c) Tam more likely to make a wrong choice if I have lots of different options to choose
from.

(d) I am more likely to make a good choice if I have lots of different options to choose from.

(e) Iprefer to have someone knowledgeable help me decide among the options.

(f) Iprefer to choose a Medicare health plan without help from anyone.

(g) Choosing a Medicare health plan is a task I would rather avoid.

(h) I often feel overwhelmed because there is too much information about each health plan to
take in

(i) Ihave difficulty understanding all the information about each Medicare health plan.

(j) Whenever 1 make a choice, I worry it will be the wrong one.

(k) Instead of choosing myself, I'd rather have an expert tell me which Medicare plan is best.

() Instead of choosing myself, Id rather have a family member or close friend help me
decide which Medicare plan to choose.
How would you rate your skill in using information from tables and charts to
make decisions? Would you say your skill is... (Poor, Fair, Good, Excellent)
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Appendix B: Health and Demographics
YOUR HEALTH AND HEALTH CARE

1. In general, would you say your health is...(Excellent, Very good, Good, Fair, Poor
2. About how many times have you visited a doctor or nurse in the last month? Please

include any visits you made to a doctor’s office, community clinic, or emergency room. Do
not include hospital overnight stays or dental visits.

3. How many nights did you stay overnight as a patient in the hospital in the past
year

4. How many different prescription medicines do you take on a regular basis

5. Has a doctor or nurse told you that you have any of the following health problems?
(Mark all that apply.) (High blood pressure, High cholesterol, Arthritis, Chronic back pain or
sciatica, Cancer, Heart disease, Diabetes, Depression, Asthma, Chronic Bronchitis)

DEMOGRAPHICS

1. What is your date of birth?

2. Are you male or female?

3. Are you currently living alone?

4. What is your marital status (Single, Married, Divorced, Widowed)
5. Are you of Hispanic or Latino background?

6. How would you describe your race? (Check all that apply) (American Indian or
Alaskan Native, Asian or Pacific Islander, Black/African American, White/Caucasian, Another
race SPECIFY: )

7. What is the highest grade you completed in school? (Check one) (§th grade or less,
Some high school, but did not graduate, High school graduate or GED, Vocational or trade
school, Some college or 2-year degree, 4-year college graduate, More than 4-year college
degree.)

9. What is your current employment status? (Retired, Working full time, Working part
time)

10.  How satisfied are you with your current Medicare plan? (Very Satisfied, Satisfied,
Dissatisfied, Very Dissatisfied)

11. ‘Which of the following categories best describes your household’s total income
before taxes last year? Please include income from all sources such as salaries and
wages, Social Security, refirement income, investments, and other sources. (Less
than $10,000, $10,000 - $19,999, $20,000 - $39, 999, $40,000- $59,999, $60,000 -
$79,999, $80,000 or more)

26
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HEALTHPLANTYPE

L.

“Medicare is a program that provides health insurance for citizens 65 years or older. The
traditional Medicare plan covers things like doctors visits, lab tests, X-rays and hospital
stays. It works pretty much like any health insurance policy. Some people choose to
enroll in an HMO instead of the traditional Medicare plan. Then they get all their
medical care from that Medicare HMO. Medicare helps pay for their HMO enrollment.”

Do you have traditional Medicare or do you have a Medicare HMO plan? (Traditional

Medicare, Medicare HMO, Both, Pon’t know)

la. If you decided on your own to go to a doctor who was not part of your Medicare
HMO, would the HMO still pay part of the bill?

Do you have a supplement or Medigap policy? {Yes, No)

2a. For that supplement or Medigap policy, do you have to choose doctors from an
approved list, or can you see any doctor you want?

27
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Appendix C: Summary of comprehension measures

A. Pick the Best, Seven tasks selecting the best health plan from among five plans.
Format: Tables ONY ...ovc et e b 29

B. Pick the Best with different versions, Fifteen tasks to select the best health
plan from among three, five, or fifteen plans. Format: Tables only, Tables with stars,
Bar-Charts only, or Bar-Charts with stars........ccoviiiiini 30-32

C. Comprehension test from available information experiment: Five tasks of
reading tables and making INfErences........cooivviiivoninn 33-35

D. Trend comprehension tasks. Three questions to assess ability to interpret
the table: One version with explicit trend and COSt ... 36

E. Ordered Health Plan Choices: Pick three preferred plans based on cost and
satisfaction. Non-optimal choices include preferring a plan that scores lower on

satisfaction than another plan within the same cost stratum. ..., 37-38
Index Experiment Description Range

A Pick the Best 0-7

B Pick the Best, Versions 0-15

cC Comprehension from 0-5

available information

D Trend comprehension 0-3

E Ordetring 0-3
Comprehension 1 A+C+D Sum of tasks in which all 0-15

respondents received the
same information

Full Comprehension A+B+C+D+ | Sum of all tasks 0-33
E
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A. Pick the Best:

Satisfaction with HMO

HMO members rated their HMO on a survey question asking: All things considered,
how satisfied are you with your current HMO?"

Given the information below, which plan would you choose? (check 1 box)

Tem 1 Percentage of members who were:

Check Neither satisfied Somewhat Very or completely
one box Dissatisfied nor dissatisfied satisfied satisfied

0 Plan A 16% 7% 30% 47%

{1 Plan B 10% 7% 27% 56%

[ Plan C 20% 6% 31% 43%

O Plan D 14% 4% 24% 57%

{d PlanE 7% 4% 20% 69%

29
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B. Pick the Best with Different Versions: Version 1 (Table only):

Satisfaction with HMO

HMO members rated their HMO on a survey question asking: All things considered,
how satisfied are you with your current HMO?"

Given the information below, which plan would you choose? (check 1 box)

kem 1 Percentage of members who were:

Check Neither satisfied Somewhat Very or completely
one box Dissatisfied nor dissatisfied satisfied satisfied

O Plan A 16% 7% 30% 47%

J Plan B 10% 7% 27% 56%

0 Plan C 20% 6% 31% 43%

Version 2 (Table with Stars):
Satisfaction with HMO

HMO members rated their HMO on a survey question asking: All things considered,
how satisfied are you with your current HMO?"

The stars telt which plans did:

* %k
&
*

better than most other plans,

about the same as most other plans, or

worse than most other plans.

Given the information below, which plan would you choose? (check 1 box)

Trem 1 Percentage of members who were:
Neither Very or
Check satisfied nor Somewhat completely
one box Dissatisfied dissatisfied satisfied satisfied
* 03 Plan A 16% T% 30% 47%
* %% [ Plan B 10% 7% 27% 56%
* [J Plan C 20% 6% 31% 43%

30
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B. Pick the Best with Versions: Version 3 (Bar-Charts only):

Satisfaction with HMO

HMO members rated their HMO on a survey question asking: All things considered,
how satisfied are you with your current HMO?"

Percentage of members who were ---

S Neither satisfied 2271 Somewhat Very or completely
% Dissatisfied D nor dissatisfied 4% satistied satisfied

ltem 1: Given the information below, which plan would you choose? {check 1 box)

[ Plan C

Check

one box
J Plan A : %///////%//Z%/////////}
QO Plan B
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B. Pick the Best with Versions: Version 4 (Bar-Charts with Stars)

Satisfaction with HMO

HMO members rated their HMO on a survey question asking: All things considered,
how satisfied are you with your current HMO?"

Percentage of members who were ---

== Neither satisfied ’// Somewhat . Very or completely
kiasy] Dissatisfied D nor dissatisfied /,4 satisfied satisfied

The star symbols to the left of each plan tell how each health plan compares to the
survey average for all plans. The survey average for a topic is based on the answers
from all people surveyed in all the health plans. The stars only tell which plans did:

* K K better than most other plans,
* % about the same as most other plans, or
+* worse than most other plans.

ltem 1: Given the information below, which plan would you choose? (check 1 box)

Check
one box

*  Drma Gkl 5|
*%% [ Plan B =T @@
*  OPmC Fawiien 2
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C. Comprehension Test from Availabie information Experiment:
Understanding HMOs

A. Consider the information about an HMO present below, and answer the
following questions. (Note that all the information required to answer the

questions is available in the table.)

1999 monthly premium $100
Annual premium increase 2.0%
Benefits
In-hospital services No co-payment
Office visits $10 co-payment

Treatment Quality Indicators
Members "very satisfied" with physician access 41%

Members "very satisfied" with availability of
preventive care (e.g. immunizations) 39%

1. What percentage of members are "very satisfied” with physician access?
(Circle only one response.)

2  100%
b) 2%
o 41%
dy  39%

2. In the year 2000, this HMO's monthly premium will be:
(Circle only one response.)

a) $98
by $100
c) $102

d)y  §120

)
8]
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C. Comprehension Test from Available Information Experiment:

{cont)
Which HMO?
Member Preventive Accessto  Customer Premium
Satisfaction Care Strategies ~ Specialists Service
HMO A * %k * % * % % * $60
HMO B * * Kk ok * * Hok S60
HMO C * % Kk * * * * % Kk $60
*=Below Average * % = Average * %k % = Above Average

David doesn’t want any HMO that is below average on member satisfaction.
He also doesn’t want any HMO below average on access to specialists.

Which HMO will David choose? (Check one box).

=] HMO A
Q HMO B
[ HMO C

34
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C. Comprehension Test from Available Information Experiment:
{cont)

Understanding HMOs

B. Consider the information about four HMOs presented below, and answer
the following questions. (Note that all the information required to answer the

guestions is available in the table.)

HMO HMO HMO HMO

A B C D
Monthly Premium $50 $75 $48 $63
Copayment for office visit with $10 $5 $15 310

primary care doctor

Percentage of members “very
satisfied" with treatment quality
Percentage of members "very
dissatisfied with treatment guality

38% 34% 28% 38%

12% 14% 10% 10%

1. Which HMO requires the lowest copayment for a visit with a primary care
doctor? (Circle only one response)

(a) HMO A
(b) HMO B
{cy HMOC

(d) HMOD

2

‘Which HMO provides the best treatment quality according to the members'
ratings? (Circle only one response)

(a) HMO A
(b) HMO B
(c) HMOC

(&) HMO D

103
wn
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D. Trend Comprehension Test

HMO Trend Choice — il

Please imagine that each year you need to compare and choose between two
HMOs. This year you HMO choices differ only in cost and member satisfaction
with the quality of care received.

How to compare HMO scores:
An HMO can score from 0 to 100. Both of the plans below are considered

to be relatively good. HMO scores that are fewer than three points apart may not
show real differences.

Monthly
Member satisfaction with quality of care premiums
In past years: This year: This year:
1995 1996 1997 1998 1999 1999
HMO plan C score 67 68 68.5 70 71 $55
(% change from +1.5% +0.7% +2.2% +1.4%
previous year)
HMO plan D score 81 80 78 77 76 $70
(% change from -12% -25%  -13% -1.3%
previous year)

1. Based on the information above, has member satisfaction with quality of
care in recent years (please check one box);

[J; Gone up in Plan C and down in Plan D
[J; Gone down in Plan C and up in Plan D, or
[J5 Stayed the same in both Plan C and Plan D

2. Based on the information above, is member satisfaction with quality of care
currently higher in (please check one box);

O Plan C, or
0,Plan D
3. Based on the information above, which plan costs more each month?
0, Plan C, or
,Plan D
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E. Ordered Health Plan Choices: Form A

Below are 15 health plans. For each plan you have (a) the monthly cost to be paid by you (above
the cost paid by your employer) and (b) the distribution of member ratings on the question “All

things considered, how satisfied are you with your current HMO?”

Please examine this information carefully and indicate your first, second, and third preferences
by placing a 1, 2, or 3 in the space to the left of the three plans you select.

Mark Percentage of members who were:

preferred

plans 1, 2, Neither satisfied Somewhat  Very or completely

and 3 below Cost Dissatisfied nor dissatisfied satisfied satisfied
___ PlanE $100 7% 4% 20% 69%
____PlanH 3100 13% 5% 20% 61%
____PlanB $100 10% 7% 27% 56%
____PlanJ $100 12% 5% 25% 58%
. PlanK $100 14% 5% 22% 58%
____PlanD $75 14% 4% 24% 57%
___ PlanF $75 14% 7% 25% 55%
____PlanI $73 13% 8% 26% 54%
___ PlanN $75 13% 7% 27% 53%
___ PlanG $75 17% 6% 25% 53%
.. PlanM $50 16% 7% 26% 51%
___ PlanA $50 16% 7% 30% 47%
___PlanC $50 20% 6% 31% 43%
. PlanO $50 20% 10% 31% 39%
__ PlanL $50 22% 11% 31% 36%




E. Ordered Health Pian Choices (cont): Form B

100

Below are 15 health plans. For each plan you have (a) the monthly cost to be paid by you {above
the cost paid by your employer) and (b) the distribution of member ratings on the question “All

things considered, how satisfied are you with your current HMO?”

Please examine this information carefully and indicate your first, second, and third preferences
by placing a 1, 2, or 3 in the space to the left of the three plans you select.

Mark Percentage of members who were:

preferred

plans 1,2, Neither satisfied Somewhat  Very or completely

and 3 below Cost Dissatisfied nor dissatisfied satisfied satisfied
.. Plan A $50 16% 7% 30% 47%
o Plan B $100 10% T% 27% 36%
. PlanC $50 20% 6% 31% 43%
o PlanD 375 14% 4% 24% 57%
e Plan E $100 1% 4% 20% 69%
e Plan F §75 14% 7% 25% 55%
e Plan G 575 17% 6% 25% 53%
o Plan H 3100 13% 3% 20% 1%
o PlanI $75 13% 8% 26% 54%
e Planl $100 12% 5% 25% 58%
e Plan K $100 14% 3% 22% 58%
o Plan L $50 22% 11% 31% 36%
.. PlanM $30 16% 7% 26% 1%
.. PlanN 575 13% 7% 27% 33%
o Plan O $50 20% 10% 31% 39%

38
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PREPARED STATEMENT OF HON. ToMMY G. THOMPSON

Chairman Baucus, Senator Grassley, distinguished members of the Committee,
it’s a pleasure to be with you. I appreciate the Committee’s excellent work on so
many issues important to our economy and to the lives of people across our country.
And I welcome the opportunity of appearing before you to talk about what we’re
doing at the Department of Health and Human Services to make our department
?cire capable of fulfilling the mission our name describes service to people who need

elp.

Today, I'm going to discuss changes we’re bringing to the Centers for Medicare
and Medicaid Services, or CMS—formerly known as the Health Care Financing Ad-
ministration, or HCFA. But I want to set my remarks about the Centers in a broad-
er context. The transformation of the Centers is part of a larger effort to renew my
Department, to make it more efficient so that it can be more effective.

We are taking aggressive steps toward bringing a culture of responsiveness to
HHS. This culture, this spirit, is rooted in a commitment to compassion and a call
to responsibility. We intend to reinvigorate the entire department with a spirit of
responsiveness to our constituents to you, members of Congress; to our colleagues
in government, here in Washington and throughout the nation; and to those who
really are our most important constituents, the men and women and children we
serve. And we intend to answer our call to serve our constituents with a deepened
sense of responsibility and a heightened sense of mission.

Too often, we’ve had to deal with an attitude that says, “This is the ways it’s al-
ways been. It’s the best we can do.” I reject that attitude completely. HHS is a won-
derful department staffed by thousands of dedicated public servants. Yet it’s human
nature to accept the status quo. So, I've sent a clear message—accepting mediocrity
runs counter to our duty as servants of the public’s interests and the public’s trust.
Our constituents, the American people, deserve better. Under the new spirit we're
bringing to HHS, they will have better.

One of the first thing’s we’ve done is to demand a renewed dedication to answer-
ing people when they need help. When physicians call us, when ordinary people
write us, when other agencies ask for help and when people like you in the Senate
or the House have questions and concerns, we need to respond quickly, thoroughly
and accurately. The days of long delays, unintelligible answers and inadequate as-
sistance are over. To that end, we’ve established a new protocol for responding to
requests for help and information. As a first step, the HHS Executive Secretariat
has been charged with clearing away all backlogged correspondence by July 1. I've
directed that an answer to any letter for my signature must be on my desk within
15 business days of the time it arrives in my office. Frankly, I think even that’s
too long. But at least it sets a deadline for accountability. We are also moving to-
ward a paperless system to speed up our response time. And I've insisted that all
written material be expressed in plain, understandable English. If we can perform
cross-continental surgery using satellite technology and electronic data transfer, we
can write a simple English sentence that anyone can understand.

Responsiveness must extend to states, as well. As all of you know, I was a gov-
ernor for 14 years. From my own experience, I know the frustration of trying to get
help from Washington. Let me emphasize that the difficulty lies not with any one
group of individuals but with a system that sometimes seems to put nicely filled-
out forms ahead of pressing human needs. Of course, there is a genuine need for
some rules. But rules should exist to help, not hinder, our efforts to assist hurting
people. When regulations, mandates and paperwork obscure or even thwart the help
we are called to provide, those rules need to be changed.

In the past four months, I've approved more than 600 Medicaid and SCHIP waiv-
ers and State Plan Amendments. I have authorized these changes because people
with immediate needs cannot wait for a rumbling bureaucracy to plod along. They
need help when they need it and in most cases, that means not at some distant
point in the future, but now.

We must give states the flexibility to develop Medicaid and SCHIP programs that
suit their needs and we must speed approval of their innovative ideas and solutions.
As is indicated by the number of waivers and State Plan Amendments I have ap-
proved, we have already made significant progress in this area, but we know there
is much more to be done. Since I became Secretary, we have reengineered the Med-
icaid waiver process with a focus on “getting to yes.” We are working with states
to be more responsive and timely in our decision-making on waivers and amend-
ments, to encourage innovation by the states and to grant speedy approval for “look-
alike” waivers. We are also cleaning-up the backlog of State Plan Amendments, now
have a new database in place to track the status of state waiver requests and are
fostering a new culture at CMS of giving states an answer—period. Of course, we
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would like the answer to be “Yes,” but whatever the answer, we must foster a cul-
ture of deciding and of answering even if the answer is “No.”

In addition, we’re forming a new regulatory reform group that will look for regula-
tions that prevent physicians and other health care providers from helping people
in the most effective way possible. This group will determine what rules need to be
better explained, what rules need to be streamlined and what rules need to be cut
altogether.

Within HHS, we must solve our own technology problems. For example, HHS cur-
rently is home to nearly 1,200 different computer systems, most of which can’t talk
to one another. There are 981 toll free numbers, hundreds of computer rooms and
many of individual agency support services, such as help desks. In one department
office, we have five financial management systems, 13 grants management systems,
six acquisition management systems, six personnel systems and 13 email systems.
As one might guess, they have difficulty communicating with one another since
there is no common infrastructure. When I arrived at HHS and learned about this,
it seemed to me that this was very much like a city in which every block had its
own power plant and its own telephone company.

In the short time I've been in HHS, I've taken a number of steps to start making
sense of all of this. First, I am determined that HHS Information Technology will
be managed on an enterprise basis with a common infrastructure, rather than by
many separate agencies.

I will establish the HHS Chief Information Officer with authority over HHS infor-
mation technology resources with the charge to implement a “One Department,”
one-enterprise approach to information technology. I've recently decided that HHS
will have one financial management system for CMS. It’s called HIGLAS, and I will
describe it in a moment. There will be another management system for the rest of
the department. And I have decided that HHS will have one personnel system.

So, the transformation of the Department of Health and Human Services has
begun. It will take time and will demand some expenditure. But it can be done, and
it will be done.

There is no place where that transformation is more critical than in the agency
that administers Medicare, Medicaid, and the State Children’s Health Insurance
Program (SCHIP). Administrator Tom Scully and I are committed to ensuring these
programs are more responsive to our provider partners, the States, and the millions
of Americans who depend on them. We intend to work with this Committee and
with Congress in a bipartisan fashion to accomplish our objectives, so that these
critical programs are prepared to meet not only today’s needs, but also tomorrow’s
challenges.

BACKGROUND

CMS is the nation’s largest health insurer, providing coverage to more than 70
million Americans. This year alone the Medicare, Medicaid, and SCHIP programs
will pay an estimated $476 billion in benefits. CMS has one of the largest budgets
of any federal agency or Department. Each year Medicare alone processes nearly
one billion claims from over one million physicians and other health care providers.

The Medicare and Medicaid programs have been the center of our society’s com-
mitment to protect the low-income and ensure that all of our seniors enjoy a healthy
and secure retirement. Honoring this commitment means making sure that the
Medicare program is financially prepared for new beneficiaries, and ensuring that
current beneficiaries have access to the highest quality care. And it means ensuring
that States are afforded flexibility to meet the needs of their citizens. It also means
changing the way the CMS does business, improving its relationship with its busi-
ness partners, and taking bold action to modernize its programs for the future. As
Tom Scully and I announced last week, we have made several important manage-
ment improvements to CMS. I will discuss these and other changes in greater detail
in my testimony today and also highlight future objectives that I hope we can ac-
complish together during this Congress.

NEW AGENCY NAME AND STRUCTURE

Last week, we announced our plans to rename the Health Care Financing Admin-
istration and call it the Centers for Medicare and Medicaid Services. The depart-
ment asked a variety of sources for suggestions and reactions to the proposed
names, including seniors, the Agency’s provider partners, State Health Insurance
Assistance Programs, and State Medicaid Directors. We conducted extensive focus
group testing. We even set up a contest for our employees to offer suggestions. This
change is more than cosmetic. It represents a new openness and a new atmosphere
at CMS. It also better reflects the Agency’s mission to serve Medicare and Medicaid
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beneficiaries and it makes it clear to the Americans, who rely on these programs,
that the CMS is responsible for administering these programs. All the focus groups
said, “What is HCFA?” and “Medicare and Medicaid should be in the name.” So, we
did what they suggested. In addition to the name-change, several constructive orga-
nizational changes were also announced. The Agency has been reorganized and sim-
plified around three centers that better represent the Agency’s major lines of busi-
ness. These core centers will give beneficiaries, States, physicians and other pro-
viders a clear and direct point of contact within the Agency for information on poli-
cies and programmatic changes that impact them. The three core centers are as fol-
lows:

e The Center for Beneficiary Choices will focus on educating beneficiaries about
their health care choices. From traditional fee-for-service and Medigap, to Medi-
care Select and Medicare+Choice, beneficiaries too often do not understand their
options and we are determined to change that. The Center also will be respon-
sible for managing the Medicare+Choice plans, conducting consumer research
and demonstration programs, providing beneficiary education, as well as over-
seeing beneficiary grievance and appeals processes.

¢ The Center for Medicare Management will be responsible for managing the tra-
ditional fee-for-service Medicare program. The center will develop and oversee
the Agency’s fee-for-service payment policies and manage the Medicare fee-for-
service contractors. These functions are over 85 percent of Medicare program
operations and represent CMS’s largest functions.

¢ The Center for Medicaid and State Operations will be primarily responsible for
programs administered by the States. The center will work in partnership with
the States in administering the Medicaid and SCHIP programs, as well as over-
seeing insurance regulatory activities, survey and certification, and clinical lab-
(ératories. The profile of the center will be raised, so will its responsiveness to

tates.

IMPROVING AND EXPANDING EDUCATION

In the next few months, we also will launch an aggressive new education cam-
paign to ensure that all Medicare beneficiaries understand the program, their cov-
erage options, and the costs associated with the health care decisions they may
make. We know from our polling and focus groups that far too many Medicare bene-
ficiaries have a limited understanding of the Medicare program in general, as well
as their Medigap, Medicare Select, and Medicare+Choice options. We firmly believe
that CMS must improve and enhance its existing outreach and education efforts so
that beneficiaries understand their health care options. In addition, CMS will tailor
its educational information so that it more accurately reflects the health care deliv-
ery systems and choices available in beneficiaries’ local areas. We know that edu-
cating beneficiaries and providing them more information is vital to improving
health care and patient outcomes. With that goal in mind and in an effort to ensure
that Medicare beneficiaries are active and informed participants in their health care
decisions, the CMS will expand and improve the existing Medicare & You edu-
cational campaign. For example, CMS is:

¢ Initiating a Multimedia Education Campaign to raise awareness among Medi-

care beneficiaries of their health care options. The Agency will use major tele-
vision, print, and other media to reach out and share information and edu-
cational resources to all Americans who rely on Medicare, their families, and
their caregivers.

¢ Increasing the Capacity of Medicare’s Toll-Free Lines so that the new wave of

callers to 1-800-MEDICARE generated by the advertising campaign receives
comprehensive information about the health plan options that are available in
their specific area. By October 2001, the operating hours of the toll-free lines
will be expanded and made available to beneficiaries, their families, and care-
givers 24 hours a day, seven days a week. The information available by phone
also will be significantly enhanced, so that specific information about the health
plan choices available to beneficiaries in their state, county, city, or town can
be obtained and questions about specific options, as well as costs associated
with those options, can be answered. Call center representatives will be able to
help callers walk-through their health plan choices step-by-step and obtain im-
mediate information about the choices that best meet the beneficiary’s needs.

For example, a caller from Bozeman, Montana could call 1-800-MEDICARE and

discuss specific Medigap options in Montana. Likewise, a caller from Des
Moines, Iowa or Dallas, Texas could call and get options and costs for Medigap
or Medicare+Choice alternatives. If requested, the call centers will follow-up by
mailing a copy of the information discussed after the call.
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¢ Improving Internet Access to Comparative Information and providing new deci-
sion making support tools on the Agency’s excellent website, www.medicare.gov.
These enhanced electronic learning tools will allow visitors, including seniors,
family members, and caregivers to compare benefits, costs, options, and pro-
vider quality information. This expanded information is similar to comparative
information already available, such as Nursing Home Compare and ESRD Com-
pare websites. With these new tools, beneficiaries will be able to narrow down
by zip code the Medicare+Choice plan options that are available in their area
based on characteristics that are most important to them, such as out-of-pocket
costs, whether beneficiaries can go out of network, and extra benefits. They also
will be able to compare the direct out-of-pocket costs between all their health
insurance options and get more detailed information on the plans that most ap-
propriately fit their needs. In addition, the Agency will provide similar State-
based comparative information on Medigap options and costs.

CREATING A CULTURE OF RESPONSIVENESS

One of my top priorities, as Secretary and I know one of Tom Scully’s top prior-
ities, is to improve the CMS’s responsiveness. The concerns and interests of bene-
ficiaries and the Agency’s provider, plan, State, and Congressional partners clearly
deserve greater attention and focus. And we are committed to addressing this head-
on and fostering a new culture at CMS. The Agency is:

e Eliminating Regulatory Red Tape for the plans, providers, and other stake-
holders who provide services to Medicare beneficiaries. Far too many of our
partners have raised concerns about the extent of the Medicare program’s regu-
latory burden and the cost of doing business with Medicare. I am committed to
taking swift action to reduce unnecessary burden and complexity. We need to
streamline Medicare’s requirements, bring openness and responsiveness into the
process, and ensure that regulatory changes are sensible and predictable.

» Establishing Key Contacts for the States at the regional and central office level.
These staff will work directly with the States to help eliminate Agency obstacles
in obtaining answers, feedback, and guidance. Each State will have one Med-
icaid staff assigned to them in the regions and another in Baltimore, who will
be accountable for their specific issues. I have attached a list of these contacts
to my testimony.

¢ Creating Primary Contacts for beneficiary groups, plans, physicians, providers,
and suppliers to strengthen communication and information sharing between
stakeholders and the Agency. CMS will designate a senior-level staff member
as the principal point-of-contact for each specific provider group, such as hos-
pitals, physicians, nursing homes, and health plans. These designees will work
with the industry groups to facilitate information sharing and enhance commu-
nication between the Agency and its business partners. The designees will help
ensure that industry groups’ voices are heard within CMS.

¢ Enhancing Outreach and Education to providers, plans, and practitioners by
building on the current educational system with a renewed spirit of openness,
mutual information sharing, and partnership. The Agency will provide improved
training on new program requirements and payment system changes, increase
the number of satellite broadcasts available to industry groups, and make great-
er use of web-based information and learning systems.

¢ Responding More Rapidly and Appropriately to Congress and External Partners
by promptly responding to Congressional inquiries. The Agency also is exploring
ways to make data, information, and trend analyses more readily available to
the Agency’s partners and the public in a timely manner. In addition, the Agen-
cy will make explicit and widely publicize the requirements for obtaining data
and analyses from the Agency, including protecting the confidentiality of the
data. I have attached to my testimony a copy of a detailed response to a letter
from Representatives Nancy Johnson and Pete Stark, which posed a series of
questions I know many of you have asked of Tom Scully and me. I think this
response, which was completed within two weeks of Tom’s arrival, is indicative
of this new culture at the Department and CMS. We are committed to respond-
ing promptly to Congressional inquiries.

ADMINISTRATIVE REFORM

Contracting Reform

Since 1965, when Medicare was created, the government has relied on private
health insurance company contractors to process claims and perform related admin-
istrative services. Today, CMS relies on 49 contractors to provide these services. In
May, I moved my office to CMS headquarters in Baltimore to get a firsthand look
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at the employees, operations, and programs administered by CMS. Of the extensive
technical briefings I received from the Agency staff that week, none was more eye
opening than the briefing on the Agency’s fee-for-service contractors. I was stunned
at the way these contractor arrangements work it is one of the worst remnants of
Medicare’s original 1965 design. I came away from that meeting convinced that we
must take bold action to reform the current contracting system and I want to work
with this Committee to achieve this important objective.

In order to manage the Medicare program efficiently and effectively, we must
change the Centers for Medicare and Medicaid Services’ relationship with the Medi-
care fee-for-service contractors. I firmly believe that this work should be awarded
competitively to the best-qualified entities using performance-based service con-
tracts that include appropriate payment methodologies that result in contracts re-
ceiving payment when they deliver something of value and profit only when they
perform at or above the satisfactory level. We must be able to maximize economies
of scale and improve the level of service to our beneficiaries and providers. We
would like to work cooperatively with our existing contractors to get to this goal but
the changes will require legislative action.

Today, the fee-for-service contractors are governed by Medicare laws that impose
outdated requirements and diverge from general federal acquisition laws in several
respects. The Medicare statute restricts the Secretary as to the types of entities that
may administer Medicare claims. On the Part A side, providers nominate the entity
that processes their claims. For Part B, the program must use health insurers to
process claims. We intend to forward legislation to address these differences and we
want to work with this Committee and Congress on a viable, sensible solution.

Through these changes, the CMS hopes to accomplish the followmg

Provide flexibility to CMS and its contractors to better Adapt changes in the
Medicare Program.

* Promote competition, leading to more efficiency and accountability.

« Establish better coordination and communication between CMS, its Contractors

and providers.

¢ Promote CMS’ ability to negotiate incentives for Medicare contractors to per-

form well.

These changes will enhance the Agency’s ability to more effectively manage claims
processing for the Medicare program in the future and ensure that the future
changes to the Medicare program’s operating structure are free from unnecessary
constraints.

Financial Management Reform

On a related topic, CMS currently lacks a dual entry financial management sys-
tem that fully integrates the Agency’s accounting systems with those of its Medicare
contractors. Today, many Medicare contractors rely on PC-based spreadsheets and
a series of fragmented and overlapping systems to maintain their accounts receiv-
able. Most contractors do not use double entry accounting methods or have claims
processing systems with general ledger capabilities. As a result, the accuracy of re-
ported activities must be verified manually, which increases the risk of administra-
tive and operational errors and misstatements. Despite these difficulties, I am proud
that CMS has maintained clean audit opinions in recent years. A major component
of the Department’s Chief Financial Officer’s (CFO) audit comprehensive plan is to
replace these systems with a state-of-the-art, integrated accounting system, which
will include our Medicare contractors’ activities and ensure the Medicare Trust
Funds and the Agency’s financial operations are protected from needless waste and
errors.

Conclusion

I want to assure you that Tom Scully and I are committed to working with this
Committee and Congress on a bipartisan basis to strengthen the programs adminis-
tered by the CMS. We already have taken the first steps towards improving CMS’s
management and changing the culture and attitude of the Agency. We are com-
mitted to strengthening beneficiary understanding of the Agency’s programs, en-
hancing education and outreach to the Agency’s provider and State partners, and
reforming fee-for-service contracting so that the Agency’s programs are prepared for
the future. Thank you again for the opportunity to be here today. I appreciate your
interest and commitment and I am happy to answer any questions.
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CENTERS FOR MEDICARE AND MEDICAID SERVICES (CMS)

Central Office Contact
Bill Lasowski
Richard Strauss
Linda Murphy
Rhonda Rhodes
Marty Svolos
Richard Chambers
Todd Lawson
Susan Hill

Mike Goldman
Rick Fenton

Penny Thompson
Linda Strumsky
Janet Brunader
Larry Reed
Georgia Johnson
Mary Beth Hance
Anita Pinder
Mary Jean Duckett
Frank Sokolik
Sandy Haydock
Wayne Smith
Roger Buchanan
Randy Graydon
Tom Hamilton
Rachel Block
Terry Pratt

Pam Vocke

Steve Pelovitz
Helene Fredeking
Dave Witt

Judy Yost

Jan Tarantino
Fred Gladden
Susan Cuerdon

STATE CONTACTS

State
ALABAMA
ALASKA
AMERICAN SAMOA
ARIZONA
ARKANSAS
CALIFORNIA
COLORADO
CONNECTICUT
DELAWARE
DISTRICT OF
COLUMBIA
FLORIDA
GEORGIA
GUAM
HAWAII
IDAHO
ILLINOIS
INDIANA
IOWA
KANSAS
KENTUCKY
LOUISIANA
MAINE
MARYLAND
MASSACHUSETTS
MICHIGAN
MINNESOTA
MISSISSIPPI
MISSOURI
MONTANA
NEBRASKA
NEVADA
NEW HAMPSHIRE
NEW JERSEY
NEW MEXICO

Regional Office Contact
Jay Gavens

John Grabowski
Bruce Campbell
Ronald Reepen
Ford Blunt

Pat Daley

Penny Finnegan
Elena Byrne
Elizabeth Wheeler
Marguerite Clark

Eugene Grasser
Hugh Webster
Eddie Martin
Susan Castlebury
Judy Ramberg
Vera Drivalas
Jean Hall
Brenda Jackson
Jackie Glaze
Cathy Kasriel
Joe Reeder

Irv Rich

James Hake
Patricia Hitz McKnight
Ruth Hughes
Doris Ross
Vernell Britton
Judith Flynn
Robert Lyon
Sharon Taggart
Lee Netzer
Harold Finn
Lou Schiro
Jack Allen



Central Office Contact
Charlene Brown

Joe Razes

James Merrill

Irene Dustin

Deirdre Duzor
Melissa Hulbert
Allissa DeBoy
Cheryl Austein-Casnoff
Cindy Melanson
Rick Friedman
Helaine Jeffers
David Eddinger
Mike Fiore

Dave McNally
Aaron Blight
Clarke Cagey
Ginni Hain

Cindy Graunke
Gale Arden

Joan Simmons
Glenn Stanton
Marjorie Eddinger
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State

NEW YORK

NORTH CAROLINA

NORTH DAKOTA

N. MARIANA
ISLANDS

OHIO
OKLAHOMA
OREGON
PENNSYLVANIA
PUERTO RICO
RHODE ISLAND

SOUTH CAROLINA

SOUTH DAKOTA
TENNESSEE
TEXAS

UTAH
VERMONT
VIRGINIA
VIRGIN ISLANDS
WASHINGTON
WEST VIRGINIA
WISCONSIN
WYOMING

Regional Office Contact
Sue Kelly

Donna Cross

Bernadette Quevedo-
Mendoza

Mary Rydell

Gwendolyn Sampson
Phil Koether

Dan Dolan

Michael Cruse
Frank Fournier
Richard Pecorella
Thomas Couch
Cindy Myers

Patsy Evans

Shirley Glaspie
Tilly Rollin
William Mackenzie
Jake Hubik
Ricardo Holligan
Robert Reed

Ted Gallagher

Pam Carson

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

JuL 30 20t

The Honorable Charles Grassley
United States Senate
Washington, DC 20510

Dear Senator Grassley:

Thank you for the opportunity for me to testify before the Senate Finance Committee regarding the
future of Medicare. | look forward to continuing our constructive working relationship.

L am happy to report T have been busy implementing a number of administrative reforms at the Centers
for Medicare & Medicaid Services (CMS). As you requested at the hearing, I am enclosing a list and
brief description of the major administrative changes that have been implemented or will be
implemented shortly.

In addition to the administrative reforms at CMS, you also asked for our legislative priorities. Medicare
contracting reform is one of my top legislative priorities, and on June 28, 2001, we forwarded our
proposal to Congress. I have enclosed a copy of the legislation. This proposal will allow us to manage
the Medicare contractors more effectively and efficiently though performance based contracts.

Our proposal will:

*  Provide flexibility to CMS and its contractors to work together more effectively and better adapt to
changes in the Medicare program.

¢ Promote competition, leading to more efficiency and greater accountability.

e Tistablish better coordination and communication between CMS, contractors and providers.

e Promote CMS's ability to negotiate incentives to reward Medicare contractors that perform well.

Thank you for the opportunity to share my thoughts on these important issues. Your continued interest

and support are essential for the Medicare program’s success. If you have any questions or concerns,
please do not hesitate to contact me. An identical letter is being sent to Mr, Baucus.

ﬁerel\,
Tomm%

"hompson

Enclosures
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Centers for Medicare & Medicaid Services
Administrative Actions

Renamed Agency

On June 14, 2001, Administrator Scully and I announced that the Health Care Financing
Administration would be renamed the Centers for Medicare & Medicaid Services (CMS). The
change was made as part of a first wave of improvements to reform and strengthen the Agency’s
operations, and to improve access to information avaifable to the nearly 70 million beneficiaries
and the health care providers who serve them.

Agency Restructuring
As part of the Agency reorganization plan, CMS has been restructured into three Centers.

o The Center for Medicare Management (CMM) focuses on management of the traditional
fee-for-service Medicare program, including development of payment policy and
management of the Medicare fee-for-service contractors.

s The Center for Beneficiary Choices (CBC) focuses on the Medicaret+Choice program and
providing beneficiaries with information on Medicare, Medicare Select, Medicare+Choice
and Medigap options. It also includes management of the Medicare+Choice plans, consumer
research and demonstrations, and grievance and appeals functions.

o The Center for Medicaid and State Operations (CMSQ) focuses on programs administered
by States, including Medicaid, the State Children’s Health Insurance Program (SCHIP),
insurance regulation functions, survey and certification, and the Clinical Laboratory
Improvements Act (CLIA). '

The Agency restructuring was effective July 1, 2001.

Culture of Responsiveness

Administrator Scully and I have made it a top priority to improve CMS’s responsiveness to the
concerns and interests of beneficiaries and the Agency’s provider, plan, state and congressional
partners. To help foster this new culture, the Agency is:

¢ Responding More Rapidly and Appropriately to Congress and External Partners by setting
a new standard of promptly responding to congressional inquirics within fourteen days. The
Agency also is exploring ways to make data, information, and trend analyses more readily
available to the Agency’s partners and the public in a timely manner.

e Consulting with Congressional Committees by establishing a regular schedule of meetings
with three committees of jurisdiction — House Ways and Means, House Energy and
Commerce and Senate Finance — to provide information on activities that the Agency is
undertaking such as rulemaking and other program guidance.
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¢ FEnhancing Outreach and Education to Providers, Plans, and Practitioners by building on
the current educational system with a renewed spirit of openness, mutual information
sharing, and partnership. The Agency will provide improved training on new program
requirements and payment system changes, increase the number of satellite broadcasts
available to industry groups, and make greater use of web-based information and learning
systems. The plan to enhance outreach and education is effective immediately.

o Establishing Key Contacts for the States at the regional and central office level. These staff
will work directly with the Governors and State officials to help eliminate Agency obstacles
in obtaining answers, feedback, and guidance on Medicaid and State Children’s Health
Insurance Program (SCHIP) matters. Each state will have one high-level Medicaid staff’
member assigned to them in their regional office and another in Baltimore, who wili be
accountable for their specific issues. This was effective June 19, 2001.

¢ Creating Primary Contacts for beneficiary groups, plans, physicians, providers, and
suppliers to strengthen communication and information sharing between stakeholders and the
Agency. Effective immediately, CMS will designate a senior-level staff member as the
principal point-of-contact for each specific provider group, such as hospitals, physicians,
nursing homes, and health plans. These designees will work with the industry groups to
facilitate information sharing and enhance communication between the Agency and its
business partners. The designees will help ensure that industry groups’ voices are heard
within CMS.

Regulatory Streamlining

CMS will work to eliminate regulatory red tape for the plans, providers and other stakeholders
who provide services to Medicare beneficiaries. Far too many of our partners have raised
concerns about the extent of the Medicare program’s regulatory burden and the cost of doing
business with Medicare. Administrator Scully and I are committed to taking swift action to
reduce unnecessary burden and complexity. We need to streamline Medicare’s requirements,
bring openness and responsiveness into the process, and ensure that regulatory changes are
sensible and predictable. CMS will:

* Move towards the use of electronic rulemaking as a means to reduce paper usage and make
the rulemaking process more efficient. CMS already has started to post updated regulations
on its website once they are published in the Federal Register. This innovation has been well
received by providers and other interested parties.

* [ssue a prototype quarterly compendium of all charges to Medicare instructions that affect
providers. This will be effective October 2001.

Beneficiary Education Initiative

Later this year, CMS will launch an aggressive new education campaign to ensure that all
Medicare beneficiaries understand the program, their coverage options, and the costs associated
with the health care decisions they may make. CMS is:
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Initiating a Multimedia Education Campaign in fall 2001, to raise awareness among
Medicare beneficiaries of their bealth care options, The Agency will use major television,
print, and other media to reach out and share information and cducational resources to all
Americans who rely on Medicare, their families, and their caregivers.

Increasing the Capacity of Medicare’s Toll-Free Lines so that the new wave of callers to |-
800-MEDICARE generated by the advertising campaign receives comprehensive
information about the health plan options that are avatlable in their specific area. By October
2001, the operating hours of the toll-free lines will be expanded and made available to
beneficiaries, their families, and caregivers 24 hours a day, seven days a week. The
information available by phone also will be significantly enhanced, so that specific
information about the health plan choices available to beneficiaries in their state, county, city,
or town can be obtained and questions about specific options, as well as costs associated with
those options, can be answered.

Improving Internet Access to Comparative Information and providing new decision-making
support tools on our excellent beneficiary education website, www.medicare.gov, in the Fall
2001. These enhanced electronic learning tools will allow visitors, including seniors, family
members, and caregivers to compare benefits, costs, options, and provider quality
information. This expanded information is similar to comparative information already
available, such as Nursing Home Compare and ESRD Compare websites. With these new
tools, beneficiaries will be able to narrow down by zip code the Medicare+Choice plan
options that are available in their area based on characteristics that are most important to
them, such as out-of-pocket costs, whether beneficiaries can go out of network, and extra
benefits. They also will be able to compare the direct out-of-pocket costs between alt their
health insurance options and get more detailed information on the plans that most
appropriately fit their needs. In addition, the Agency will provide similar State-based
comparative information on Medigap options and costs.

For practicing physicians and their office staff, the existing array of Medicare
information on the Agency website (www.hcfa, gov) is extensive, but is poorly presented
for their office and billing needs. We are creating a new website architecture that takes
this existing information and organizes navigation to be both easy and intuitive to the
physician user. The same design is being used in creating a manua} of *“Medicare Basics”
for physicians. We just completed field-testing the first mock-ups for the project at the
recent American Medical Association House of Delegates meeting. Once this is
successfully implemented, we will move to organize sumilar web navigation tools for
other Medicare providers.

In addition, doctors, other providers, practice staff, and other interested individuals can
use the website to access a growing number of informational courses designed to improve
their understanding of Medicare. Some courses focus on important administrative and
coding issues, such as how to check-in new Medicare patients or correctly complete
Medicare claims forms, while others explain Medicare's coverage for home health care,
women's health services, and other benefits. From October 2000 to March 2001, the
computer-based training courses have averaged over 14,000 hits per month.
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Simplification of Patient Assessment Instruments

One of CMS’s priorities is to undertake a thorough review of the assessment instruments that our
programs employ. To determine what 1¢ truly required to adequately operate payment systems
and perform quality improvements, we will evaluate the number of items included in the
instruments and the frequency with which assessments must be completed. CMS will convene
Technical Experts Panels to examine and simplify both the Outcome and Assessment
Information Set (OASIS) and the Minimum Data Set (MDS).

Risk-Adjustment Mechanism for Medicare+Choice

It is my goal to preserve and expand the Medicare+Choice (M+C) program so that many other
beneficiaries can benefit from this option. As a first step, I delayed the deadline for
Medicare+Choice Organizations (M+COs) to submit notice of non-renewal for contract year
2002 until September 17, 2001. M+COs will be required to submit, by July 2, 2001, summary,
non-binding information required for their rate and benefit filings. However, this information
will not be made public and the complete, final band binding filing will not be due until
September 17, 2001.

I believe these steps will allow M+COs additional time to collect cost data and to determine the
viability of their provider networks prior to making a decision for 2002 with respect to their
benefits and service areas. It will also allow time for benefit approval and beneficiary
notification. 1 will continue working with the Congress to determine 1f it is possible, on a
permanent basis, to modity the legislative date for submission of rate and benefit filings.

In addition, after reviewing the Department’s proposed implementation of its risk-adjustment
mechanism, I suspended the required filing of physician and hospital outpatient encounter data
through July 1, 2002. In the interim, the Department will work closely with all interested partics
to explore and implement a risk adjustment process for M+C payments that balances accuracy
and administrative burden. We are committed to the implementation of an improved risk
adjustment methodology. CMS wil} explore the use of alternative data collection methods that
will be less burdensome to the managed care industry. In the event that a satisfactory alternative
is not available, CMS will resume collection of physician and hospital outpatient encounter data
in July 2002.

Expansion of Single Task Weorkers

While in Wisconsin, we successfully utilized “single task workers™ in situations that are safe and
appropriate. At a recent hearing before the Senate Special Committee on Aging, [ announced
that the Centers for Medicare & Medicaid Services will provide administrative guidance to the
States that will enable greater use of single task workers in transporting nursing home residents
from one area of the facility to another. CMS will also issue a proposed regulation to address
other types of single tasks as well.

Medicaid and the State Children’s Health Insurance Program

e OnJune 22, 2001, we issued a regulation aimed at providing health coverage to more
children in the United States. The rule gives states increased flexibility under SCHIP to
provide coverage and enables States to use streamlined cnrollment procedures. With this
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new flexibility for States, we hope millions more children will gain access to needed health
care services.

¢ In the past four months, 1 bave approved more than 600 Medicatd and SCHIP waivers and

State Plan Amendments. 1 have authorized these changes hecause people with immediate
needs cannot wait for a rumbling bureaucracy to plod along. Since | became Sccwturv we
have reengineered the Medicaid waiver process with a focus on “getting to ‘ves'.” We are
working with States to be more responsive and timely in our decision-making on waivers and
amendments, to encourage innovation by the States and to grand speedy approval for “look-

alike” watvers. We are also cleaning-up the backlog of State Plan Amendments, now have a

new database in place to track the status of State waiver requests and are fostering 2 new
culture at CMS of giving States an answer in a timely maaner.

* In March 2001, we published a proposed regulation that would create a new, shorter
transition period for the new Medicaid upper payment limit requirements for those states that
had pending plan amendments as of March 13, 2001 - the eftective date of the January 12,
2001, final rule designed to close the loophole. Although those plans will be considered
under the rules in cifect at the time they were submitted, the new proposed rule would

shorten the transition period for those plans to a single year. The ruie estimates $600 million
in potential savings from the change compared to the cost of what would happen il the
affected plans had received a full two-year transition.

Summary of Pending CMS Regulations

As previously noted, beginning October |, we will publish a quarterty compendium of all CMS
regulations and instructions impacting pm\'xdtrs. The compendium will contain a listing of the
regulations CMS expects to publish in the Federal Register within the next 90 days, as well as
provide the day each month that the public can look for CMS documents in the Federal Register
As a courtesy, the compendium will also contain a listing of the regulations that were published
in the past 90 dayi as well as on what dates they were published. The compendium wiil
subsequently be published on a quarterly basis on the first business day of each calendar year
quarter.

Attached, you will find a listing of the congressionally mandated regulations that are currently
under development within CMS. In several instances the same provision is listed twice in
recognition that we must publish both a proposed rule and a final rule. Tt is expected that as
these regulations move forward they will be included in the quanterly compendiun.

Future Changes to CM$’s Data Systems

CMS’s Information Technology (1T) environment is large and complex, and supports our four
main business areas: Program Operations (ie, Medicare fee-for-service claims processing,
Managed Care, Medicaid, and CLIA), Program Development (i, data management — supporting
policy development, actuarial science, education, research, ete.), Infrastructure Support (ie, CMS
data center, internal networks, intranet, extranet, and e-mail}. and Security and Privacy. Our IT
vision involves building an IT architecture that better supports our existing business operations
and allows us to more effectively respond to our changing business needs. Our goal is fo
stabilize our current systems environment, modernize our systemns, and manage our IT
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investments wisely, Our target architecture, which is depicted in the attact
diagrarn, will eliminate replivated fanctions, provide » reliable, single do
the confidentiality, integrity, and availability of data through unified sceu

We are building inerementally and modularly towards our envisicned architecture, while
maimaining our current operations. We are taking several key steps toward reaching our goals.
We are:

o Conselidating our claims processing systems into three selected systems
In 1998, we transitioned all durable medical equipment claims processing carriers into a
single system. Wg have transitioned twenty-three intermediaries to the sclected Part A

in the process of transitioning Part B camers 1o the Pant B selected system, Over
6 percent of Part 13 claims are now processed on the selected system, and we are continuing
to transition the carriers that use the three remaining systems on a system-by-system basts.
We expect to complete the transition in 2004,

*  fmplementing o dual-entry accounting system (HIGLAS).

One of CMS’s greatest financial management challenges is the fack of a dual entry financial
management eny that fully integrates CMS's accountin stemns with those of our
Muedicare contractors, One of our top priorities Is to purchase a state-of-the-art, integrated
accounting systern, or HIGLAS, which will include our Medivare contractors’ activities.
HIGLAS represents s major information technology investment to standardize the collection,
recording, and reporting of Medicare financial information in order to enhance the
management, accounting, and oversight of our programs. The project is well underway. On
Jarwary 31, 2001, we issued a request for quotation and demonstration that will result in the
procurement and implementation of a conunercial i accounting system. We will

the-shel
select a vendor for HIGLAS by Outober 2001 Our implementation plan includes pilots at
two Medicare contractors, & fiscal intermediary and a carrier, in October 2002, and our goal
is to have HIGLAS fully implemented at all Medicare contractors by fall 2006. We will
begin work on the central office’s core accounting and administrative functions afler
completion of the pilot projects. We expect to begin full operstion under HIGLAS in 2007,

*  Redesigning the Medicare Managed Care System.

We have initiated & Medicare Managed Care System Redesign program which will allow us

to switch from ap outdated database environment to a more current, industry-supported one.

The redesign program consists of five, integrated software development efforts, including:

« Implementation of a new Medicare beneficiary database into the current managed care
systems environment in June 2001,
Implementation of a new beneficiary enrollment and capitation system in May 2003,

» Implementation of the risk adjustment system, to develop beneficiary risk adjustment
factors for computing beneficiary capitation amounts in July 2003,

s Implementaton of the Medicare Managed Care Beneficiary Appeals svstem, to record
and report on beneficiary appealts of M+C plan service denials in August 2003,
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¢ Implementation of the Medicare Managed Care Plan Payment System, to compute and
track monthly plan payments on behalf of Medicare enrollees in September 20603,

»  Modernizing ouwr Enrollment and Utilization Databases.

sficiary Database ~ We are in the process of modemizing the Medicare
Benefictary Database, which provides a complete insurance profile, including
heneficiaries’ health insurance choices and coverage both inside and outside of the
Medicare program, as well as liability status information. The database will giveusa
central repository of beneficiary level data for the first ime. Once populated and
integrated with other systems, the new database will be the authoritative source of
beneficiary level information and will provide full support for 2 wide aray of benefht
plans and choices, including managed care enrollments, payvments to Managed Carc
Organizations, and other Agency functions. Data from the Enrollment Database and the
Group Health Plan systems were recently loaded into the Medicare Beneficiary Database,
and should be available for the Central Office, Regional Offices and Managed Care
Organizations in query mode in August 2001,

so are modemnizing the National

o National Medicare Utifization Database — We a
Medicare Utilization Database, which is the re x
custom-developed database contains the beneficiary-specific claims history data, which
will allow us to build future operational data marts, This
under our current system in which data is stored on hundreds of tape cartridges. The new
database will allow a higher degree of analy nd accessibility of Medicare claims data
than is currently possible. We will load and test the database in 2002, and we expect that
it will be fully operational in 2003.

Medicare Rx Discount Card Program

President Bush has announced a new Medicare-endorsed prescription drug discount card
program, which will immediately help beneficiaries receive discounts on drugs. All Medicare
beneficiaries will be able to enroll in their choice of several Medicare-endorsed discount card
organizations. Each discount card organization will conduct its own enrollment activities,
enrolling individuals or groups of individuals (including M+C plan members, Medigap enrollecs
and beneficiaries with employer-sponsored retiree health insurance}, and 1-800-MEDICARE as
well as www. ¢.gov will provide general information and refer beneficiaries to individual
programs. Enrollment in the Medicare Rx Discount Card Program will begin as early as
November 1, 2001

CMS will annually endorse private organizations that meet certain qualifications, including
financial stability, accessibility, availability of discounts, ability to communicate discounts to
enrollees and other customer service features. Each program can use formularies, patient
education, pharmacy networks, mail order and other commonly used tools to secure deeper
discounts for beneficiaries. The endorsed programs will be expected to fund the cost of
administering their programs through manufacturer rebates, administrative fees or other means.

Each of the endorsed discount card programs will participate in and fund a private consortium
that will conduct several adminstrative functions, including development and implementation of
a system to ensure that beneficiaries are enrolled in only one program at a time: making
comparative discount and other information available; and reviewing marketing matetials used
by the discount cand programs, Member organizations will make decisions ahout ongoing
operations of the consortivm.




\«ﬁ@ﬁawazu
previpaiy |

116

21B(] POZIPIRDURIS
pue pafeuepy Jo 2107

Buyssaooayd mzw.m.u
o e pue ylaey

T

/ apty
/ dupitom maﬁnwmmu

o

e

\\ SIIPIAOL /./ 7
-

WO SR Ly
\ VA\

S e
e ~,

wIB(] 55300 0}

’d
DOV DIBPURIS

mnc_wmumammé 32LMI0N
sﬁwm%&%nu sisAlenY \\

{ e ,‘
/\\\,\\ w::g /Buryuy
4

UOISIA LI VADH °4L




117

9Jo { oting

1007 ‘01 dpnr ‘dopsany

yawdosasp Japun 9ErV-8E60 Sjualupually atey 891dsop SIeoIpap d~ZZ0L-SWO

wawdoaAsp Japun 9EMVY-8€60 SjusIpUaY alen 901dsoH aJedlpap 4-ZZ0L-SNO
ajnpeyos

Jswdosasp Jepun 9OMV-8E60 294 Aq ABojopoyiepy ab1ey) 9|qeuosSEaYy Jo Juswaoe(day 4-010L-SND

awdojeAap Japun 0EMY-8E60 Sa2IAI8S SoUBINGUIY JO JuBWARY J0j 9NPaYDS B84 24-2001-SND

Juewdolenep Japur 8S1V-8E£60 SUOJOBSUB | DjU0JIIB[T J0} SpJEpUEB)S Z4-6¥L0-SND

wawdojgaap Japun COMVY-8E60 sainjeubls owol0e|] Joj splepues A-1G00-SWD

Juawdojaap Japun ZVY-8BE60 (Z92 UOIO8S YV dIH) PJEPUBIS JUSWYOBRY SWiE|D d-0500-SWO

Jualudolarap Japun Z2OMY-8£60 (29Z U0OSS VY diH) PlepUElS JUBWILOENY SWiel) 4-0600-SWO

JusWwdo[eAsp tepun £SIV-8€60 (VddIH) spJepuelg Allinoag 4-6%00-SIND

awdoeaep Jepun 6GIv-8£60 sJafo|dwi3 10} 1aynuap] anbiun 4-L¥00-SND

JuowdolaAsp Japup 66HV-8E£60 I911JUBP| JBPIADIH BJBD LIEaH enblun piepurlg 4-§¥00-SWD
spiepugyg Buipog

Juawdoaasp Japun 98MY-8E60 OQN JO UGBUIWIF-SUONIBSUBL| D1UCLD8(T 10} spiepuels d-9000-SWO
spJepue)g Buipop

Juaudolaaap sapun 98MV-8E60 O0N JO UOREUIWEZ-SUOIOESUE | DIUOIJ08(T 0} SpIEpUElS 4-9000-SWO
) suonoeSUel | DU0A08(]

juswidogaap Japun 9IMV-8E60 10} SPIEPUBIS J8G BP0 PUB UCOBSUB)] 0} SUOISIABY d-5000-SWD
uofoESUERL] DIUCL08|T

swdo@asp Japun YOMY-8E60 10} SPJEPUEJS 0} SUONESIIPOW |WIOJeY SDUBINSU| U)jesH d4-£000-SWD

SALV.LS HILIL HAO0D VAIOH

suoyvn3ay pappuvpy AJpuoissassuo)) fo smvis



118

9fo 7 adng

1002 ‘01 &qny “Aopsany

juatudojensp Japup

wawdoeaap Japun

Juswdojeaap Jepun

yswidopasp Jopun

juswdojsAap Bpun

yuswdojaaap Japupn

wewdojsaep Jopun

Juawdojeasp sapupn

awdoteaap Japun

uawdoeAsp Japun

Juswdoeasp opun
Juswdopaap Japun

jusuido|saap Japun

LINY-8E60

LLINY-8E60

LGAY-8E60

LENV-8E60

LYMV-8E60

£6MY-8E60

YSUVY-8E60

YSHY-8E60

£LY-8E60
SINMV-8E60

GSry-8£60
6Erv-8€60
6ErY-8€60

uoljejnoie) juawsnipy
telidson aieyg ejeuoiiodoids|q Juspedu) ssesipely

uolje|nojes juawysnipy

[e)ldsO sJeYS sjeuonJodolds|q Juapedu) aleotpapy

C00C Jed Jepusied

10} BINPBYDS 884 UB(DISALd 8Y] Jopun SHUN enfep aAleey
3y} 0} s1usURSNIPY pUB $3101|0d JUSWARY O} SUOISIAGY
2002 JeoA sepualen

10} BINPBYOS 884 UBINSAUM BUJ Jepun SHUM anjea sAneey
Y3 O} sjuaLsnipy pue $8I91j0d JUaWARY 0} SUOISIAGY

Z00T J29A [BOSI4 J0) senipoey BuisinN pa|g
10} Buijjig palepl|osuon pue WaisAg JustiAed aaljadsold

. £00Z Ad
104 ajepdn sjey WalsAS JuswAed dA0RAS0Id Y)ieoH BWOoH

2002 AT 10}
(Scld dO) WwasAs Juawhed anjpadsold jusneding |e)dsoH

2002 AD 10}
(Sdd dO) wasAg juswAed aaljoadso.d juaieding [e)dsoH

saley ZO0Z JBIA [BOS(4 pue We)SAS
juswihed aanoadsold jusiedul |ejdsoH auy o) sabueyn

sweiboud Buiuiel ) ABojoysksd [eoiul[D) Jo) JUBLIAEY

Se0IAIeg feydsop UORE)IGeYsy Jualiedu
10} WRJSAG JUBWARY 9AN)08ds0.1d WelB0ld a1edipaiy

(VIVLNT) 10V Joge pue juswieas | [edipap Aousbiow
(VIVLINT) 10V Joge pue juawieal | [2oipejy Aousbiews

d*LLLL-SWO

4" LLLE-SWD

d-691L-SWO

4-69L1-SND

4"€9LL-SWO

ON-L9LL-SIND

d-6511-SWO

4-651L1-SND

4-85L1-SWD
4-6801-SIWD

04-6901-SIND
d-€90L-SWO
4-€90L-SWO

SALVIS

NIY

HTLIL

AqOI VAOH



119

9.jo g aldng

100 ‘01 Sy ‘“Aopsan

1#)e N

JuswdojeAap Jepun 80IY-8€60 dnogy ey} u aBeIBA0D) UIESH Ul UONRUIWIIOSIPUON 'YddiH 4-Z202-SWO
suoljeziuebio

BwdoaAap Japun 901'Y-8£60 aleD) pabeuepy pledipaly Jo MaiAay Alent) [eulaixs 4-G102-SWD
2661
0 10y Jabpng paoueieg ay) O SUOISINOI PIEDIPBIY Ulela)

100Z/41/80 Ihun paketeq 0LIV-8€60 uswiaydiul 0} weubo.d Aiojenbey ‘a1 pabeuepy pieoipapy 4-100Z-SWO
$20iA12G UBIDISAl UBL | JOYI0 SADIAIBS

yawdo@aap Jepun L6MV-8€60 g Hed |l 0} ssausiqeuoseay Jualayu} jo uoiedyddy 4-8061-SWO
sIg)ual
1eaIBing Alojeinquuy Jo} 8inpanold [ed1Bing paleAns) Jo 18t

Juswdo[eAap Jepun L 8HV-8E60 ay) pue sajey JuswAed ‘ABojopoyiapy Buesajey jo ayepdn 04-6881-SWD
{| aseyd-sdiysuoijeey [BiouBul4 dAeH Ay |

usudolerap Jspun LOMVY-8E60 UOIYM Yim s8juT 81eD ileaH O} s|eidjoy, sueioishld J4-0181-SWO

Juauwdojerep Japun SLMV-8E60 sajey JYS3 doI0Y+84BOIPAN N4-Z8L1-SWO
SUOID8L0Y) [BOIULDD | PUB 'YdIg

awdopaap Japun 06MY-8E£60 Ui SUOISIAOI- UO pased sajny aJeD) paieueyy 0} SUCHIEOHIPON 4-18LL-SND
vdig

yswdojeaap Japun | IMY-8£60 JO SUOISIADIA UG paseg sajny alel) pabeuepy 0} SUOHEOIPON d-0811-SWD
SUOI984I0D) [EOIUYDS ) PUB Vdig

juswdoeAsp Jepun L IMY-8E60 O SUOISIAOIA UO paseq] sajny aled pebeueyy 0} suoeoljpopn 4-08LL-SWD
vdig Aq pajepuepy saolMeg jusieding

wawdo|aasp Japun 65MY-8E60 [2)1dSOH 40} We)sAg Juawhed aA)oadsold U} 0} SUOISIAGY 241-6LLL-SND
£00C JesA

yuswdojanap Japun 69MY-8E60 [Bost 10} WwesAS JuswAed aaldadsold aie) wis | Buo d~LLL SO

wawdojeAap Jepury 80VZ-8£60 2002 A4 xapu| afep aoidsoH weibold ajedlpapy N-SZLL-SND

SALYLS NIY HTLLL HAOD VAIH



120

190% "1 Gup “Topsany

fuiise | Auxaidwon
wslwidoeAsp sspur £OMY-8E60 yliip Buniiopsg sauopioge 0 SI018H(] 10} suewBanbey A¥60Z-SHO
S)ualiaNnbey ACINEIS LM A ULIONIG?)
wawdoaap 1epun 9EMY-8E60 Aomeintioy pue Yo (IOH) sAREmU) JUBISIBAQ [BICSoH 4-B80Z-SWO
wstidopaap Jopury LZIY-8EBD uoddng pIuD ey (pletipeiy o LBOT-SWD
WBLGOBAST JBDUN LZI-8E60 uoddng P BOPER pIRIDSY 4-180Z-8WD
WBWLTBARD JBPUN LOHY-BEED se0IMBG J0j AR O Seiped paU L o) Agger o-080Z-SWD
wadolpaap sspun LOMHY-8¢60 SHOIAJEY 10} ARd O] Soled Py Jo) Apger 4-080Z-8WD
suseifiolg sspuEm
juawdo@asp sapun 6LMY-8860 apl4 euog Joj Buplewsing pesodosd JO BUION WY diH 4§L0Z-SWD
SOAIBY BT [euosiBd Bunpoey sjuslEd Joj sluswannhbey
0 Aeary peramyuory pue senuely UNBeH S0 U SR
PIEODSP-UONBIROIDBN-UON 104 {SISY(] 198 UohRULIOML]
BWHIOBABD JOPUN LAYZ-8E60 JMDWSSBSSY DUE SIODINY JO voIssiusuRl L Anjepuepy N-LOT-SWD
(SCIAL) BSBaSI [BIUBIN J0] SLIORMISU]
JuawdopABp JBpun VIrY-8E60 ~GueiAed (M) EIdsoH aieys eeuoododsi) N-Z90Z-SWO
WBRIGOBABD Japur BEMY-8E60 VRPN SOURINSU] UieaH Gnodsy 8l v AGeHOG A BP0Z-SWD
sueid UHBsk dnosy poseg-afoidurs saseys 1800
WBGOBAaD JepUn PYHY-8LE0 JBpUL SISOy PIEIDAY JO USILIIoNT o) Sjuswenbey D4 LV0T-SND
spiawenly plegey
BWGDRABD JBpUN ZyAY-8E60 Japury sBriC JanBdINgG PasanoD 10} awAR DEOIPBI 38v0Z-SWO
fwooeisew
awdo@rap sopun PYIY-8E60 B 404y UCHOBHSUO0Y 100[3 UL UBWO A 10} UDHDaI04Y DA-0r0T-SWO
wBdoRASD Japun GOMY-8E80 YW WO Juexs] SuBld BIUSWILIBAGEY [2IBDRH-UON O41EE02-SND
SALVIS NTY HILIL AAOD VAIH



121

1007 ‘01 4ynr ‘Aopsany

$20UG onnedesayy | ‘usBAXO

Juswdo@Asp Japun 86/V-8£60 40} sjuewalinbey Buuiel | o) pajejey spiepuess Jaddng d=0L09-SIND
ss0yg onhadessy ) ‘usbAxQ

wewdojaaap Japun 861V-8£60 104 sjuswalinbay Bulwes | o) pajejey splepuels Jalddng 4-0109-SND
sabajialid Bulig

awdojeasp Japun £LHY-8£60 ajeapeiy Buiuiejuiepy pue Buiysiiqes3 Jo) siuawadinbay d=2009-SWO

awdojeasp sapun L8rY-8E60 sousby yjeeH awWoH Joj sjuswalnbay puog Aeing d-1008-SNO
sjustuaalby

wswdojeAap Jepun ZIV-8£60 afleyoing winjwaid esueinsu; [eojpaly Aejuswalddng d-L00y-SIND
uofjedjdied

usldojenep Japun 6.9V-8€60 10 SUOHIPUOD [elidSOH PIEDIPS|N/BIEDIPBIN O UOISIADY 4-§vLE-SWO

awdojeasp Japun 261VY-8€60 Bupjewainy pajenoben :3sa ] qe- onsoubelq jeoiulo 4-052¢-SND
suoneulwIala(] abelero)

juawdojarap Jepun QOMY-BE60 {307 puUE suoBUILIaleC abeIBA0D [BUOIIEN JO SMBIASY d-€90€-SND
(SQON) suopeuiwielag

juswdojaap Jopun LONY-BE60 abelaro) [euonen aJeoipely Bupjely Joj sSe00ld pesiney N-Z90E-SWO
SIOPINCId WRYSAG JuawAed aAjoadsold Joj sasusdxy

wawdoAsp Japun 8IMY-8€60 Adooojolyd o JupWesINGLIIgY JO BjBY 8y} Ul aseelou| d-550€-SND
SISPINOL WRISAS JuBLUARg 9ADadsOLd 104 Sesuadxy

Juawdojeaap sepun BIMYV-REB0 Adooojoud jo juswasinquiay jo ajey 8y} Ui asee.ou| 4-GS0E-SWO
. S3)e)g 10}

juetudojansp Japun SZHV-8€60 $53004] [JON.BI 82URINSU| YYEBSH [ENPIAIPU] 8U} Ul Aligenod 4-2882-SWD
V(10 Bunuswadw)

juawdoaasp Jepufn YZHY-8E60 suopenfiey o} suclsirey-sjuswwanbay qeT ey 4-9222Z-SWD
Bupsa | Auxsjdwon

JuawdoleAep Japun £OMV-8E60 ybiH Butulious ] SaL0JeI0gET JO SI0}J0R4(] 10§ Sjuawanbey d-y602-SWO

SALVLS NIY FILIL HAOD VAIH



122

9 fo g 28ng

1002 ‘o1 Gnr ‘dopsan]

166} 0 10y 19Bpng pesuejeg

1002/L 1/10 U0 paysigngd GLIV-8E60 ay) Bunusweidw ‘weibo.lg 8oUBINSU| YJIESH SUSIPIYD By | 4-9002-V4OH
sdiysuopelay {eioueul] eAeH Asy ]

1L00Z/v/) Uo paysiignd 089V-8E60 UDIUM UK SeRiU3 2180 UieoH 0} sewsjey sueisiyd 04-6081-V4IH
L00Z/PL/G0 U0 9ANO8Y3 uopesnp3

100Z/2 /10 U0 pausKand 6.3v-8E60 WiesH pallly pue BuisinN Joj JuswAed ‘wieiBoid siedlpajy 3-9891-V4AOH
s)sa | AiojeioqeT MaN Jo} SUojieuWISled

1002/62/90 U0 paysiand 08XV-8E60 uawhed pue Buipag 1oj SUOEYNSUD JliNd 10} SBINPESVIH N-98LL-V4OH

+00Z/10/50 U0 paysiqnd SL)V-8E60 sy gYST 90l0yJ+aledpsy Nd-Z8i 1-V4OH
2002 JeaA [20sl4 J0} Safjjioe BuIsInN pojins

1002/0L/50 U0 paysijangd LYNV-8E60 pajepijosuo) pue WesAg Juewhed aAl0edsold d-€91L1-V40H
sa)jey g00g JeaA (89SI4 PUB WOISAg

100Z/p0/S0 U0 paysiignd SINY-BEB0 Juswhed aaoadsold Jusitedu| [eyidsol ay} o) sefiueyd d-8511-V4OH
sejey Z00Z JESA |BOSI4 PUB WRISAS

100Z/70/50 UG paystgnd SIMV-8£60 uswAhey saloedsold jueljedu) fendso ey o) sebueyn d-8541-V40H
2002 A4 104

1002/62/90 paysiand L SHV-8E60 WwaysAG Judwihed aaosdsold yeeH 8o sy o} ajepdn ON-LPLL-V4OH
- ustapnul
1BYIO peIsNBYX3 BABH OUAA SIENPIAIPUI PRiqesIq uleed

wawdolersap Jopun 104 pue paby painsuun au1 10} ZOOZ 10} Wnwe.d v Wed N-ZL08-SWD
2002 40} SJUNOWY 8OUBINSUINY) S3TIALeS aJeD

juawdotanap Jopun papuaixg pue [eydsoH pue s(qionpaq (eydsoy juaedur N-1108-SND
sajjuoyiny

weawdo@aap Japun BYMVY-8E60 UONJOUBS PISIADY PUB ‘SJUBLUSSESSY ‘saljjeusd Aauo Al 24-SL9-SIND

SNLVIS NI FILIL HAOD YAOH



123

"Medicare Contracting Reform Amendments of 2001"
Section-by-Section Summary

(Except as otherwise indicated, this bill amends provisions of the Social Security Act.
References to the "Secretary” are to the Secretary of Health and Human Services.)

SEC. 2. INCREASED FLEXIBILITY IN CONTRACTING FOR MEDICARE
CLAIMS PROCESSING.

Section 2 propbses reforms to provide for increased flexibility in contracts with Medicare fiscal
intermediaries (entities that process claims under part A of the Medicare program} and carriers
(entities that process claims under part B of the Medicare program), including contracts with
entities that perform both intermediary and carrier functions. Except where otherwise noted,
these amendments permit the Secretary to contract competitively for administration of benefits
under parts A and B in accordance with standard government contracting procedures set forth in
the Federal Acquisition Regulation.

SECRETARJAL FLEXIBILITY IN CONTRACTING FOR AND IN ASSIGNING
FISCAL INTERMEDIARY AND CARRIER FUNCTIONS

Subsection (a) includes a number of amendments designed to provide greater flexibility
and accountability in contracting for administration of benefits under parts A and B of the
Medicare program. This subsection amends section 1816(a) to replace the current system
of nominating fiscal intermediaries with one under which the Secretary could contract
with an appropriate number of agencies or organizations to pertorm functions such as (1)
determining payment amounts due to providers of services and making such payments;
(2) providing consultative services to enable entities to establish fiscal records and
otherwise to qualify as providers of services; (3) serving as a communication point for
Medicare beneficiaries and providers of services; and (4) performing audit functions with
respect to provider records. While this legislation may result in a reduced number of
contractors, it will maintain the appropriate number of contractors needed to address local
concerns, such as timely coverage of local treatment innovations, in accordance with
applicable Medicare provisions.

Subsection (a) also amends sections 1816 and 1842 to ensure that each provider of
services has a fiscal intermediary that will act as a single point of contact for the provider;
makes its services sufficiently available to meet the provider's needs; and helps resolve
any issues raised by the provider under part A. In addition, subsection (a) amends
sections 1816 and 1842 to explicitly authorize the Secretary to contract with fiscal
intermediaries or carriers for the performance of one or more functions, or paris of any

function.
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ANY QUALIFIED ENTITY ELIGIBLE TO SERVE AS A FISCAL INTERMEDIARY
OR CARRIER

Subsection (b) amends sections 1816 and 1842 to provide that the Secretary may contract
with any agency or organization for performance of fiscal intermediary or carrier services,
and it strikes section 1842(f), which limits the Secretary's ability to contract for carrier
services with entities that are not health insurers.

SECRETARY'S AUTHORITY TO ENTER INTO SINGLE OR SEPARATE
CONTRACTS FOR ADMINISTRATION OF BENEFITS UNDER PARTS A AND B

Subsection (c) amends section 1842(a) to clarify the Secretary's authority to execute
combined contracts for fiscal intermediary and carrier services.

SECRETARY'S EVALUATION OF THE PERFORMANCE OF FISCAL
INTERMEDIARIES AND CARRIERS

Subsection (d) amends sections 1816 and 1842 to (1) eliminate provisions that require the
Secretary to evaluate fiscal intermediary and carrier performance using standards and
criteria promulgated through the Federal Register; and (2) establish an evaluation system
that is consistent with standard Federal government contracting procedures. Under the
proposed systeni, the Secretary's evaluation of fiscal intermediary and carrier performance
would be based on contract performance requirements, such as fiscal integrity, timeliness
of claims processing, and contractor responsiveness to provider and beneficiary concerns.
Subsection (d) specifies that these performance requirements must also include certain
time frames for reconsidering claims.

REPEAL OF COST REIMBURSEMENT REQUIREMENTS

Subsection (e) amends sections 1816 and 1842 to repeal the requirement that fiscal
intermediaries and carriers be paid on a cost reimbursement basis. This amendment
would permit the Secretary to contract for fiscal intenmediary and carrier services on any
basis permitted by the Federal Acquisition Regulation.

CLARIFICATION OF FISCAL [NTERMEDIARY AND CARRIER LIABILITY.

Subsection (f) amends sections 1816 and 1842 to clarify that fiscal intermediaries and
carriers are liable to the United States if, in making Medicare payments, their certifying or
disbursing officers acted with gross negligence, recklessness, or knowledge, or with intent
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to defraud the United States. This amendment addresses a statutory ambiguity under
which a federal court held Medicare contractors were immune from liability regardless of
misconduct by their certifying or disbursing officers (United States ex rel. Body v. Blue
Cross and Blue Shield of Alabama (11" Cir. 1998). This clarification is narrow in scope
and is not intended to otherwise affect interpretation or enforcement of the False Claims
Act or any related civil or criminal statute.

Subsection (f) also codifies provisions of fiscal intermediary and carrier contracts under
which (1) the civil liability of Medicare contractors to third parties is explicitly limited;
and (2) the Secretary will indemnify Medicare contractors for the reasonable expenses of
defending against third party civil suits. This subsection makes both the liability
limitation and indemnification provisions contingent on the contractors' exercise of due
care in performing their contractual functions and duties.

ELIMINATION OF SPECIAL PROVISIONS FOR TERMINATIONS OF
CONTRACTS

Subsection (g) strikes sections 1816(g) and 1842(b)(5) to eliminate special requirements
for terminating contracts with fiscal intermediaries and carriers that are not consistent
with the provisions of the Federal Acquisition Regulation.

SECRETARIAL FLEXIBILITY WITH RESPECT TO RENEWING CONTRACTS
AND TRANSFER OF FUNCTIONS

Subsection (h) amends sections 1816 and 1842(b) to (1) provide that initial contracts with
fiscal intermediaries and carriers are subject to the competitive requirements that apply
throughout the Federal government; and (2) authorize the Secretary to renew contracts,
and to transfer functions among fiscal intermediaries and carriers, without competition if
the fiscal intermediaries and carriers have met or exceeded contract performance
requirements.

WAIVER OF COMPETITIVE REQUIREMENTS FOR INITIAL CONTRACTS

Subsection (i) permits the Secretary to enter into the first round of fiscal intermediary and
carrier contracts under the new provisions without competition.

AMENDMENTS TO CONFORM CONTRACTING TERMINOLOGY TO THAT
USED IN THE FEDERAL ACQUISITION REGULATION

Subsection (j) amends sections 1816 and 1842 to replace current references to
"agreements” with fiscal intermediaries and carriers with references to "contracts” with
such entities in order to make the references consistent with terminology used in the
Federal Acquisition Regulation.

EFFECTIVE DATES

Subsection (k) provides the effective dates for the amendments made by the section.
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON, D.C. 20201

JUN 28 2001

The Honorable Richard B. Cheney
President, United States Senate
Washington, D.C. 20510

Dear Mr. President:

Enclosed for thé consideration of the Congress is the ‘Administration's draft bill, the "Medicare
Contracting Reform Amendments of 2001". Key features of the bill are outlined below. The
provisions of the bill are described in greater detail in the enclosed section-by-section summary.

The bill would make amendments to the Medicare statute under title XVIII of the Social Security
Act to increase the Secretary's flexibility in contracting with fiscal intermediaries and carriers for
administration of benefits under parts A and B of the Medicare program. Notably, the bill would
(1) allow the Secretary increased flexibility in contracting for claims processing and payment
functions on behalf of Medicare beneficiaries and providers; (2) allow the Secretary to contract for
Medicare functions on any basis permiited by the Federal Acquisition Regulation; (3) eliminate
special provisions under cusrent law for terminating contracts with fiscal intermediaries and
carriers; and (4) explicitly authorize the Secretary to execute combined contracts for administration
of benefits under Medicare parts A and B.

By allowing the Secretary this increased flexibility, the bill would improve the cost effectiveness of
Medicate contractor operations and create an open marketplace for potential contracting partners.
At the same time, the bill is not intended to affect the current relationship between local physicians
and other providers and Medicare fee-for-service contractors. We will continue to obtain input
from the provider community for activities such as the development of local medical review policies
and provider education and training.

‘We urge the Congress to give the draft bill its prompt and favorable consideration.

The Office of Management and Budget has advised that there is no objection to the submission of
this legislative proposal to the Congress, and that its enactment would be in accord with the
program of the President.

Sincerely,

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

JUN 28 2001

The Honorable J. Dennis Hastert
Speaker of the House

of Representatives
Washington, D.C. 20515

Dear Mr. Speaker:

Enclosed for the consideration of the Congress is the Administration's draft bill, the "Medicare
Contracting Reform Amendments of 2001". Key features of the bill are outlined below. The
provisions of the bill are described in greater detail in the enclosed section-by-section summary.

The bill would make amendments to the Medicare statute under titie XVIH of the Social Security
Act to increase the Secretary's flexibility in coniracting with fiscal intermediaries and carriers for
administration of benefits under parts A and B of the Medicare program. Notably, the bill would
(1) allow the Secretary increased flexibility in contracting for claims processing and payment
functions on behalf of Medicare beneficiaries and providers; (2) allow the Secretary to contract for
Medicare functions on any basis permitted by the Federal Acquisition Regulation; (3) eliminate
special provisions under current law for terminating contracts with fiscal intermediaries and
carriers; and (4) explicitly authorize the Seeretary to execute combined contracts for administration
of benefits under Medicare parts A and B.

By allowing the Secretary this increased flexibility, the bill would improve the cost effectiveness of
Medicare contractor operations and create an open marketplace for potential contracting partners.
At the same time, the bill is not intended to affect the current relationship between local physicians
and other providers and Medicare fee-for-service contractors. We will continue to obtain input
from the provider community for activities such as the development of local medical review
policies and provider education and training.

We urge the Congress to give the draft bill its prompt and favorable consideration.

The Office of Management and Budget has advised that there is no objection to the submission of
this legislative proposal to the Congress, and that its enactment would be in accord with the

program of the President.
incerely,
Tonimy G. Thompso%%

Enclosures
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A BILL

To amend title XVIII of the Social Security Act to increase flexibility in Medicare claims processing,
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and for other purposes.

Be it enacted by the Senate and House of Representatives of the United States of America
in Congress assembled,
SECTION 1 SHORT TITLE; REFERENCEé IN ACT.
(a) SHORT TITLE.—This Act may be cited as the "Medicare Contracting Reform
Amendments of 2001".
(b) REFERENCES IN ACT.—Except as otherwise specified, amendments made by this
Act to a section or other provision of law are amendments to such section or other provision of
tllle Social Security Act.
SEC. 2. INCREASED FLEXIBILITY IN CONTRACTING FOR MEDICARE CLAIMS
PROCESSING.
(a) SECRETARIAL FLEXIBILITY IN CONTRACTING FOR FISCAL
INTERMEDIARY AND CARRIER FUNCTIONS.—
(1) FISCAL INTERMEDIARY FUNCTIONS.—

(A) IN GENERAL.—Section 1816 (42 U.S.C. 1395h) is amended by
striking the heading and the remaining text preceding subsection (b) and inserting
the following:

"USE OF FISCAL INTERMEDIARIES FOR ADMINISTRATION OF BENEFITS
"SEC. 1816. (a)(1) The Secretary may enter into contracts with agencies or organizations

(referred to as fiscal intermediaries) to perform any or all of the following ﬁmctions, or parts of
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2
those functions (o, to the extent provided in a contract, to secure berformance thereof by other
organizations):

"(A) determine (subject to the provisions of section 1878 and to such review by
the Secretary as may be provided for by the contracts) the amount of the payments
required pursuant to this part to be made to providers of services,

*(B) make payments described in subparagraph (A),

"(C) provide consultative services to institutions or agencies to enable them to
establish and maintain fiscal records necessary for purposes of this part and otherwise to
qualify as providers of services,

“(D) serve as a center for, and communicate to individuals entitled to benefits
under this part and to providers of services, any information or instructions furnished to
the agency or organization by the Secretary, and serve as a channel of communication
from individuals entitled to benefits uhéler this part and from providers of services to the
Secretary,

"(E) make such audits of the records of providers of services as may be necessary
to insure that proper payments are made under this part,

"(F) perform the functions described in subsection (d), and

"(G) perform such other functions as are necessary to carry out the purposes of
this part.".

(B) FUNCTIONS TO BE PERFORMED ON BEHALF OF

PROVIDERS.— Section 1816(d) (42 U.S.C. 1395h(d)) is amended to read as

follows:
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"(d) Each provider of services shall have a fiscal intermediary that—
"(1) acts as a single point of contact for the provider of services under this part,
“(2) makes its services sufficiently available to meet the needs of the provider of
services, and
"(3) is respomsible and accountable for arranging the resolution of issues raised
under this part by the provider of services.”.
(C) CONFORMING AMENDMENTS.—Section 1816 (42 U.S.C. 1395h)
is amended—
(i) in subsection (c}—
(T) in paragraph (2)(A), by inserting "that provides for
making payments under this part" after "this section"; and
{II) in paragraph (3)(A), by inserting “that provides for
making payments under this part” afier "this section”; and
(i1) in subsection (k), by inserting "(as appropriate)" after "submit”.
(2) CARRIER FUNCTIONS.—
(A) SECRETARY'S AUTHORITY TO CONTRACT WITH CARRIERS
TO PERFORM ONE OR MORE FUNCTIONS, OR PARTS OF
FUNCTIONS.—
(i) IN GENERAL —Section 1842(a) (42 U.S.C. 1395u(a)) is
amended in the matter preceding paragraph (1) by striking “some or all of
the following functions” and inserting "any or all of the following

functions, or parts of those functions".
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(i) CONFORMING AMENDMENTS.—Section 1842 (42 US.C.
1395u)) is amended—
(1) in subsection (b)}—

(aa) in paragraph (2)(C), by inserting "(as
appropriate)" after "carriers";

(bb) in paragraph (3), in the matter preceding
subparagraph (A), by inserting "(as appropriate)" after
"carriers";

(cc) in paragraph (7)(A), in the matter preceding
clause (i), by striking "the carrier” and inserting "“a carrier";
and

(dd) in paragraph (11)(A), in the matter preceding
clause (i), by inserting "(as appropriate)" after “each
carrier"; and
(ID) in subsection (h}—

(aa) in paragraph (2), in the first sentence, by
inserting "(as appropriate)” after "shall”; and

(bb) in paragraph (5)(A), by inserting "(as
appropriate}” after "carriers”.

(B) CLARIFICATION CONCERNING CARRIER COMMUNICATION
RESPONSIBILITIES.—Section 1842(a)(3) (42 U.S.C. 1395u(a)(3)) is amended

by inserting "(to and from individuals enrolled under this part and to and from
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physicians and other entities that fumnish items and services)" after
"communication".

(b) ANY QUALIFIED ENTITY ELIGIBLE TO SERVE AS A FISCAL
INTERMEDIARY OR CARRIER.—

1) ELIGIBILITY.TO SERVE AS A FISCAL INTERMEDIARY .—Section

1816(a) (42 U.S.C. 1395h(a)), as amended by subsection (2)(1)(A), is further amended by

adding at the end the following new paragraph:

"(2) As used in this title and tifle X1, the term 'fiscal intermediary’ means an agency or
organization with a contract under this section.".

(2) ELIGIBILITY TO SERVE AS A CARRIER —Section 1842 (42 U.S.C.
1395u} is amended—
(A) in subsection (a), in the matter preceding paragraph (1), by striking
"with carriers” and inserting "with agencies and organizations (referred to as
carriers)"; and
(B) by striking subsection (f).

(c) SECRETARY'S AUTHORH;Y TO ENTER INTO SINGLE OR SEPARATE
CONTRACTS FOR ADMINISTRATION OF BENEFITS UNDER PARTS A AND B.—Section
1842(a) (42 U.S.C. 1395u(a)) is amended in the matter preceding paragraph (1) by striking
"carriers with which agreements” and inserting "single contracts under section 1816 and this
section together, or separate contracts with agencies and organizations with which contracts".

(d) SECRETARY'S EVALUATION OF THE PERFORMANCE OF FISCAL

INTERMEDIARIES AND CARRIERS —
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(1) EVALUATION OF FISCAL INTERMEDIARY PERFORMANCE.—Section

1816 (42 U.S.C. 1395h) is amended—

(A) in subsection (b)(1)(A), by striking "after applying the standards,
criteria, and procedures" and inserting "after evaluating the ability of the agency or
organization to fulfill the contract performance requirements”;

(B) by striking subsection (e); and

(C) by amending subsection (f) to read as follows:

"(f) To the extent not inconsistent with section 1869, the contract performance
requirements shall include, with respéct to claims for services furnished under this part by any
provider of services other than a hospital, that such agency or organization process 75 percent of
reconsiderations within 60 days and 90 percent of reconsiderations within 90 days.".

(2) EVALUATION OF CARRIER PERFORMANCE.—Section 1842(b)(2) (42

U.S.C. 1395u(b)(2)) is amended—

(A) in subparagraph (A), by striking the second and third sentences;

(Bj in subparagraph (B), in the matter preceding clause (i), by striking
“establish standards" and inserting "develop contract performance requirements”;
and

(C) in subparagraph (D)}—

(i) by striking "standards and criteria" each place it occurs and
inserting "contract performance requirements"; and
(ii) by striking "for evaluating carrier performance” after "by the

Secretary”.
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(e) REPEAL OF COST REIMBURSEMENT REQU]REMENTS.—
(1) PAYMENT OF FISCAL INTERMEDIARJIES —Section 1816(c)(1) (42
U.S.C. 1395h(c)(1)) is amended—
{A) in the first sentence—
(1) by striking the comma after "appropriate” and inserting "and";
and
(ii) by striking ", and shall provide for payment" and the remaining
text preceding the period; and
(B) by striking the second and third sentences.
(2) PAYMENT OF CARRIERS.—Section 1842(c)(1) (42 U.S.C. 1395h(c)(1)) is
amended—
(A} in the first sentence—
(i) by striking ';éhall provide" the first place it occurs and inserting
"may provide"; and
(ii) by striking ", and shall provide for payment” and the remaining
text preceding the period; and
(B) by striking the remaining sentences.
(3) REPEAL OF LIMITED AUTHORITY TO CONTRACT ON OTHER THAN
COST REIMBURSEMENT BASIS —Section 2326(a) of the Deficit Reduction Act of
1984 (42 U.S.C. 1395h nt) is repealed.
(f) CLARIFICATION OF FISCAL INTERMEDIARY AND CARRIER LIABILITY —

(1) LIABILITY OF FISCAL INTERMEDIARIES FOR FUNCTIONS
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PERFORMED UNDER SECTION 1816.—
(A) LIABILITY TO THE UNITED STATES.— Section 1816(i) (42
U.S.C. 1395h(i)) is amended—

(i) in paragraph (1) by inserting ", recklessness, or knowledge,”
after "gross negligence";

(ii) in paragraph (2) by inserting ", recklessness, or knowledge,"
after "gross negligence™;

(iii) in paragraph (3) by striking all that follows “(3)" and inserting
" An agency or organization shall be liable to the United States fora
payment referred to in paragraph (1) or (2) if, in connection with such
payment, an individual referred to in such paragraph acted with gross
negligence, recklessness, or knowledge, or with intent to defraud the
United States."; and

(iv) in paragraph (2) by striking "a voucher signed by" and
inserting "an authorization (which meets the applicable requirements for
such internal controls establisiied by the Comptroller General) of" after
"based upon".
(B) LIABILITY TO THIRD PARTIES.— Section 1816 (42 U.S.C. 1395h)

‘ is amended by inserting at the end the following:
"(m) LIMITATION ON CIVIL LIABILITY . —
"(1) IN GENERAL.—No agency or organization having a contract with the

Secretary under this section, and no person employed by, or having a fiduciary
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relationship with, any such agency or organization or who furnishes professional services
to such agency or organization, shall by reason of the performance of any duty, function
or activity required or authorized pursuant to this section or to a v‘alid contract entered
into under this section, be held io be civilly liable under any law of the United States or of
any State (or political subdivision thereof), unless such agency or organization or person
failed to exercise due care in the perfonnénce of such duty, function or activity.

"(2) INDEMNIFICATION BY SECRETARY .— The Secretary shall make
payment to an agency or organization under contract with the Secretary pursuant to this
section, or to any member or employee thereof, or to any person who fumishes legal
counsel or services to such agency or organization, in an amount equal to the reasonable
amount of the expenses incurred, as determined by the Secretary, in connection with the
defense of any civil suit, action or proceeding brought against such agency or
organization or person related to the performance of any duty, function or activity under
such contract, provided due care was exercised by such agency or organization or person
in the performance of such duty, function, or activity.".

(2) LIABILITY OF CARRIERS FOR FUNCTIONS PERFORMED UNDER
SECTION 1842.—

(A) LIABILITY TO THE UNITED STATES.— Section 1842(e) (42

U.S.C. 1395u(e)) is amended—

(i) in paragraph (1) by inserting “, recklessness, or knowledge,”
after "gross negligence";

(ii) in paragraph (2) by inserting ", recklessness, or knowledge,"
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after "gross negligence";

(iii} in paragraph (3) by striking all that follows "(3)" and inserting
"A carrier shall be liable to the United States for a payment referred to in
paragraph (1) or (2) if, in connection with such payment, an individual
referred to in such paragraph acted with gross negligence, recklessness, or
knowledge, or with intent to defraud the United States."; and

(iv) in paragraph (2) by striking "a v;oucher signed by" and
inserting "an authorization (which meets the applicable requirements for
such internal controls established by the Comptroller General) of" after
"based upon".
(B) LIABILITY TO THIRD PARTIES.— Section 1842 (42 U.S.C. 1395u)

is amended by inserting at the end the following:
"(u) LIMITATION ON CIVIL LIABILITY.—

"(1) IN GENERAL.—No carrier having a contract with the Secretary under this
section, and no person employed by, or having a fiduciary relationship with, any such
carrier or who furnishes professional services to such carrier, shall by reason of the
performance of any duty, function or activity required or authorized pursuant to this
section or to a valid contract entered into under this section, be held to be civilly liable
under any law of the United States or of any State (or f)olitical subdivision thereof),
unless such carrier or person failed 10 exercise due care in the performance of such duty,
function or activity.

"(2) INDEMNIFICATION BY SECRETARY — The Secretary shall make
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payment to a carrier under contract with the Secretary pursuant to this section, or to any
member or employee thereof, or to any person who furnishes legal counsel or services to
such carrier, in an amount equal to the reasonable amount of the expenses incurred, as
determined by the Secretary, in connection with the defense of any civil suit, action or
proceeding brought against such carrier or person related té the performance of any duty,
function, or activity under such contract, provided due care was exercised by such carrier
or person in the performance of such duty, function, or activity.".
(2) ELIMINATION OF SPECIAIL PROVISIONS FOR TERMINATIONS OF
CONTRACTS.—

(1) CONTRACTS WITH FISCAL INTERMEDIARIES —Section 1816(g) (42
U.S.C. 1395h(g)) is repealed.

(2) CONTRACTS WITH CARRIERS.—Section 1842(b) (42 U.S.C. 1395u(b)) is
amended by striking paragraph (5). -
(h) SECRETARIAL FLEXIBILITY WITH RESPECT TO RENEWING CONTRACTS

AND TRANSFER OF FUNCTIONS.—

(1) FISCAL INTERMEDIARIES —S=ction 1816 (42 U.S.C. 1395h) is

amended—
(A) in subsection (b), in the matter preceding paragraph (1), by striking "or
renew"; and
(B) in subsection (c}—
(i) in the last sentence of paragraph (1), by striking "or renewing";

and
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(if) by adding at the end the following:

"(4)(A) Except as provided in laws with general applicability to Federal acquisition and
procurement or in subparagraph (B), the Secretary shall use competitive procedures when
entering into contracts under this section.

"(B)(i) The Secretary may renew a contract with a fiscal intermediary under this section
from term to term without regard to section 5 of title 41, United States Code, or any other
provision of law requiring competition, if the fiscal intermediary has met or exceeded the
performance requirements established in the current contract.

"(ii) Functions may be transferred among fiscal intermediaries without regard to any
provision of law requiring competition. However, the Secretary shall ensure that performance
quality is considered in such transfers.".

(2) CARRIERS.—Section 1842(b) (42 U.S.C. 1395u(b)) is amended—
(A) by striking the text preceding paragraph (2) and inserting the
following:

"(b)(1)(A) Except as provided in laws with general applicability to Federal acquisition
and procurement or in subparagraph (B), the éecreta:y shall use competitive procedures when
entering into contracts under this section.

"(BXi) The Secretary may renew a contract with a carrier under subsection (a) from term
to term without regard to section 5 of title 41, United States Code, or any other provision of law
requiring competition, if the carrier has met or exceeded the performance requirements
established in the current contract.

"(ii) Functions may be transferred among carriers without regard to any provision of law



10

11

12

13

14

16

17

18

19

20

21

22

140

13
requiring competition. However, the Secretary shall ensure that performance quality is
considered in such transfers."; and
(B) in the last sentence of paragraph (2)(A), by striking "or renewing”".
{i) WAIVER OF COMPETITIVE REQUIREMENTS FOR INITIAL
CONTRACTS.—Contracts under section 1816(a) (42 U.S.C. 1395h(a)) or 1842(a) (42 U.S.C.
1395u(a)) whose periods begin before or during the one year period that begins on the first day of
the fourth calendar month that begins after the date of enactment of this section may be entered
into without regard to any provision of law requiring competition.
(5) AMENDMENTS TO CONFORM CONTRACTING TERMINOLOGY TO THAT
USED IN THE FEDERAL ACQUISITION REGULATION.—
(1) CONTRACTS WITH FISCAL INTERMEDIARIES —Section 1816 (42
U.S.C. 1395h} is amended—
(A) in subsection (b)—
(i) in the matter preceding paragraph (1), by striking "an
agreement” and inserting "a contract"; and
(ii) in paragraphs (1)(B} and (2)(A), by striking "agreement” each
place it occurs and inserting "contract”;
(B) in subsection (c}—
(i) in paragraph (1)—
() in the first sentence, by striking " An agreement” and
inserting "A coniract"; and

(1) in the last sentence, by striking "an agreement” and



10

11

12

13

14

16

17

i8

19

20

21

22

141

i4
inserting "a contract™;
(ii) in paragraph (2)(A), in the matter preceding clause (i), by
striking "agreement" and inserting "contract"; and
(iii) in paragraph (3)(A), by striking "agreement" and inserting
"contract";
(C) in subsection (h)—
(1) by striking "An agreement” and inserting "A contract"; and
(ii) by striking "the agreement" each place it occurs and inserting
“the contract";
(D) in subsection (i), by striking "an agreement" and inserting "a contract”;
(E) in subsection (j), by striking "An agreement" and inserting "A
contract";
(F) in subsection (k), by striking "An agreement” and inserting "A
contract"; and
(@) in subsection (1), by striking "an agreement” and inserting "a contract".
(2) CONTRACTS WITH CARRIERS. —Section 1842(h) (42 U.S.C. 1395u(h)) is
amended in paragraphs (2) and (3)(A) by striking "an agreement" and inserting "a
contract”.
(k) EFFECTIVE DATES.—
(1) The amendments made by subsections (), (b), (d)(1)(C), (&), (H(1)(B), and
(H)(2)(B) apply to contracts whose periods begin after the third calendar month that begins

after the date of enactment of this section.
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(2) The amendments made by subsection (g) apply to contracts whose periods end
at, or after, the end of the thirJ calendar month that begins after the date of enactment of
this section.

(3) Sections 1816(c){(4)(A) and 1842(b)(1)(A) of the Social Security Act, as
enacted by subsection (h), apply to contracts whose periods begin after the end of the onc
year period specified in subsection (i). ‘

(4) Sections 1816(c)(4)(B) and 1842(b)(1)(B) of the Social Security Act, as
enacted by subsection (h), apply to contracts whose periods begin during or after the end

of the one year period specified in subsection (i).
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o,
DEPARTMENT OF HEALTH & HUMAN SERVICES Health Care Financing Administration

The Administrator
Washington, D.C. 20203

JON 4 2000

The Honorable Nancy L. Johnson
Chairman, Subcommitice on Health
Committee on Ways and Means
House of Representatives
Washington, DC 20515

Dear Chairman Johison:

Thank you for you letter of proposed administrative reforms to the Health Care Financing
Administration, now renamed the Centers for Medicare and Medicaid Services (CMS), and the
Medicare program, Please be assured that one of my immediate goals is to streamline CMS's
administrative system.

We have reviewed your proposals, and have responded in detail te most of the issues you raised.
A number of your questiens related to regulatory reform, and we have refrained from addressing
some of those here, since they are part of the reform effort initiated by the Secretary last Friday.
1 will follow-up with you shortly with detailed responses to those issues as well once | bave had
a chance to review our ideas with the new Task Force. We do have defined ideas fo speed the
regulatory process, and we will get back to you with results guickly.

Please do not hesitate to call if you have any additional questions. An identical letter is being

sent to Congressman Stark.
Sincerely, 5

homas A. Scully

Enclosure
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vy,
Y,
C DEPARTMENT OF HEALTH & HUMANSERVICES Health Care Financing Adminisiration

o The Administiator
Washington, DL, 20201

JON |4 20

The Honorable Pete Stark
United States House of Representatives
Washington, DC 20315

Dear Mr. Stark:

Thank you for you letter of proposed administrative reforms to the Health Care Financing
Administration, now renamed the Centers for Medicare and Medicaid Services (CMS), and the
Medicare program. Please be assured that one of my immediate poals is to streamline CMS8’s
administrative system.

We have reviewed your proposals, and have responded in detail to most of the issues you raised.
A mumber of your questions related 1o regulatory reform, and we have refrained from addressing
some of those here, since they are part of the reform effort initiated by the Secretary last Friday.
T wil] follow-up with you shortly with detailed responses to those fssues as well once T have had
a chance to review our ideas with the new Task Force. We do have defined ideas to speed the
regulatory process, and we will got back to you with results quickly.

Please do not hesitate (o call if you have any additional questions. An identical letter is being.
sent to Chairman Johnson,

Si ly, .
Thomas A. Seully

Enclosure
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Administrative Changes to Medicare

I. HCFA/CMS Management

A. Accountability in the HCFA/CMS Structure
Proposals: )
1. A direct point of accountability within CMS should be established for oversight of regional
office activitics. This individual should be charged explicitly with reviewing regional
activities to identify inconsistencies that may need policy attention.

CMS Respense
We are reorganizing the agency around three centers to clearly reflect our major lines of

business.

» Center for Beneficiary Choices, which focuses on the Medicare+Choice program and
providing beneficiaries with information upon which to base a choice. This includes
management of the Medicare-+Choice plans, consumer research and demonstrations,
beneficiary education and grievance and appeals functions.

¢ Center for Medicare Management that focuses on management of the traditional fee-for-
service Medicare program. This includes development of payment policy and
management of the Medicare fee-for-service contractors.

¢ Center for Medicaid and State Operations which focuses on programs administered by
States. This includes Medicaid, SCHIP, insurance regulation functions, survey and
certification and CLIA.

In addition, Rubin King-Shaw, the new Deputy Administrator, will act as CMS’s Chief
Operating Officer (COO). As the COQ, he will have direct responsibility for our Regional
Offices as well as other operational issues.

2. A dual entry accounting system should be a top priority with a specific deadline for
completion and implementation.

CMS Response
As you know, Secretary Thompson has made this a top priority, one of CMS’s greatest

financial management challenges continues to be the lack of a dual entry financial
management system that fully integrates CMS’s accounting systems with those of our
Medicare contractors. Therefore, a major component of our CFO comprehensive plan is to
purchase a state-of-the-art, integrated accounting system, which will include our Medicare
contractors” activities. This project is the CMS Integrated General Ledger Accounting
System (HIGLAS). HIGLAS represents a major information technology investment o
standardize the collection, recording, and reporting of Medicare financial information in
order to enhance the management, accounting, and oversight of our programs. This project
is well underway. On January 31, 2001, we issued a request for quotation and
demonstration that will result in the procurement and implementation of a commercial-off-
the-shelf accounting system. We will select a vendor by September 30, 2001, Our
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implementation plan includes pilots at rwo Medicare contractors that will start operational
implementation in Jaly 2002 and be fully operational by January 2003, Our goal is to have
HIGLAS fully implemented at all Medicare contractors by 2007.

B. A Systematic Regulatory Process

Proposals;

i

Systern of formal consultation with congressional commitiees of jurisdiction to ascertain
whether regulations are consistent with legislative intent prior to release of notices of
proposed rulemaking, consistent with the Administrative Procedures Act.

CMS Response

The agency will improve its communication with Congress in a mumber of areas. A regular
schedule of meetings is being established with the three committees of jurisdiction ~ House
Ways and Means, House Energy and Commerce and Senate Finance ~ to provide
information on activities that the agency is undertaking such as rulemaking and other
program guidance,

Systermn of formal consuliation with beneficianies, provider groups, and other interested
parties to solicit their input and guidance prior 1o release of notices of proposed rulemaking,
consistent with the Administrative Procedures Act.

CMS Response
The agency will improve it cornununication with beneficiaries, provider groups, and other

interested parties.

C. Expanding Outreach for Provider Education

Propusals:
Ta. CMS contractors should offer technical experts to visit providers and work with them to

evaluate systems 10 determine compliance and 1o suggest more efficient or more effective
means of fulfilling program obligations,

Th. Working with various provider associations, CMS should develop au agreed upon system of

e,

information dissemination and training.

Carriers, intermediaries and contractors shall conduet outreach to providers with fewer than
25 employees to implement education programs tailored to their needs.

CMS Response

CMS is instituling an aggressive education program designed to support physicians and
other providers in caring for cur Medicare beneficiaries. The Medicare program and
clinicians share a common goal - high quality medical care for patients. As a consequence,
we are concerned when we hear that aspects of the Medicare program are burdensome and
interfere with that care. Medicare requirements need not only to be communicated well, but
also to be sensible and supportive of physicians and other providers in caring for patients.
Some of our current and planned activities include:
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e The Practicing Physicians Advisory Council (PPAC), an advisory committee to the
Secretary of HHS, is a valuable resource for information regarding the impact of our
policy on practicing physicians. We will be redoubling our effort to improve the
opportunity for input that this council provides.

e We are sending our staff out into the field to observe and better understand the day-to-
day experience of practicing physicians. In September, we plan a similar event in a rural
setting, in partnership with the Nebraska Medical Association and National Rural Health
Association.

e We have doubled the number of physicians at the agency, have increased the number of
other clinicians, and will aggressively recruit more physicians and clinicians. The
objective is to ensure that the clinical perspective is considered in policy development.

e We are working with the professional associations that represent physicians and other
providers, creating improved avenues for regular and consistent input. We will develop
physician and provider focus groups, expand Regional Office outreach activities, and
create other mechanisms to listen and communicate.

e This month, CMS is field-testing a new physician information resource web site to
provide a more physician-friendly environment for one-stop shopping for Medicare
information of interest to physicians. And, as soon as that site is placed on the web, we
will move to organize similar sites for other Medicare providers.

e We will begin a modemization program that gives the Medicare contractor customer
service representatives who handle physician/provider inquiries state-of-the-art desktop
tools to enable improved responsiveness in handling telephone inquiries and combine
this technology upgrade with the development of standardized resource materials and
training for those customer service staff.

On-going technical assistance should include a convenient process of consultation to allow
providers to seek help regarding a claim prior to its submission. All government or
contractor employees should provide callers with either their name or other unique identifier
to promote accountability.

CMS Response
We agree that providers should have access to information and assistance throughout the

Medicare billing process, including assistance prior to claim submission. We are launching
a pilot online resource to allow physicians to examine their medical and surgical procedure
coding and reimbursement prior to claim subrission. This will be a web-based physician
education module that demonstrates Medicare Part B pricing and payment rules, including
Correct Coding Initiative (CCI) edits, and illustrative Jocal medical review policies. This
training module is designed to be an educational tool that providers can use to take pre-
emptive steps to identify payment errors in a “real time” interactive mode.

Full review and explanation of findings of audits should be made available to providers by

CMS and its auditors to make sure providers understand the findings. Providers should also
be informed of their appeal rights.

CMS Response
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On August 7, 2000, the Office of Financial Management issued Medical Review Progressive
Corrective Action instructions to all fiscal intermediaries and carriers providing further
guidance, underlying principles and approaches to be used in deciding how to deploy
resources and tools for medical review. This program memorandum (PM) instructs
contractors that provider feedback and education are essential to solving billing problems
and contractors are increasingly incorporating this approach into their medical review
procedures. This PM requires contractors to send written notification letters to all providers
when they are placed on provider-service specific medical review and removed from
medical review.

The netification letiers must include at least the following information: (1) the reasons for
medical review; {2) previous review findings; (3) planned medical review; (4) potential for
continuation of or increase in medical review levels; (5) description of the specific actions
the provider must take 10 resolve the problems identified in the medical review process; (6)
an offer to provide individualized education; and (7) the name and telephone number of a
contact person who is familiar with the contents of the notification letter.

We believe that the overwhelming majority of providers, suppliers and physicians who
provide services to Medicare beneficiaries are honest, careful and conscientious. We do
however, recognize honest billing mistakes do happen and have faken steps to ensure
providers are made aware of their mistakes and know how to correct them.

4. Frequently asked provider questions and CMS’s answers 1o those questions should be made
publicly available to all providers over the internet. We understand this request is currently
being implemented by the agency, and we encourage you to make sure the intermnet site is
easily accessible.

CMS Response
Over the past year, CMS has made it a practice to make available a list of web-based

frequently asked questions (FAQs) for major Medicare program initiatives. These FAQs are
publicly available to all providers over the Intermnet. For example, for the recent
implementation of the Hospital Qutpatient Prospective Payrsent system, responses to over
250 questions are available. Similarly, for the Home Health Prospective Payment system,
approximately 40 responses to questions are available. We have also established ¢lectronic
listserves on priority initiatives that has enabled us to keep thousands of subscribers
informed about the Iatest Medicare changes. We expect to continue these practices for
foture significant initiatives, as well as investigate the feasibility of developing a new system
1o capture, compile, and index frequently asked questions for all providers.

D. Medicare Contractor Oversight
Proposals:
1. CMS should investigate and examine adopting the relevant standards from the best private
industry practices for improving their processes for procurement and supervision of
contractors. ‘

CMS Response
We agree and we are currently investigating best practices for performance management.
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2. CMS should identify any legislative or regulatory barriers that exist in their ability to adopt
these processes and work with the Congress 1o resolve any roadblocks.

CMS Response
The President’s proposal for reform of the Medicare contractors adopts best industry

practices for improving the management of the Medicare contractors. We would gradually
reduce the number of contractors. Work would be awarded competitively using
performance based contracts that include appropriate incentives. This would allow us to
maximize economies of scale and improve the leve] of service to beneficiaries and
providers.

Highlights of the contractor reform proposals include:

» Restructuring the right of hospitals and some other providers to nominate the contractor
who will process their claims;

* Restructuring the requirement that carriers be health insurers to maximize competition
among qualified entities;

* Restructuring the contractors’ right o terminate their contracts and to contest CMS
termination decisions in hearings before the DHHS Secretary;

»  Allowing CMS (consistent with the Federal Acquisition Regulation) to negotiate the
best type of contract for the work to be performed; and

® Requiring that CMS enter into contracts on a full-and-open basis, but provide flexibility
to renew contracts without competition based adherence to specified performance
requircments.

E. Release of Information

Proposal:
1. CMS should establish processes to release detailed information and the assumptions

underlying the rates used to reimburse providers, The process should ensure that the privacy
of beneficiaries is clearly protected and there is industry consensus on the release of data,
‘This 1s not intended to affect the release of facility specific data on guality.

CMS Response

CMS is sensitive to provider coneerns about the development of rate-setting regulations and
quality improvement and measurement. We currently make available public use data files
and other information associated with our rate setting efforts, but we will investigate the
possibility of releasing more detailed and specific data in these areas, including an analysis
of how we can do this while protecting beneficiary and provider privacy in the data we
release. We will also take a fresh Jook at how we describe our methodology in regulations
preambles to determine if we can help address provider concems through that venue.

1. Strengthening Fee-for-Service

A. Coverage of Self-Administered Drug and Biologicals
Proposal:
1. CMS should issue the necessary program memorandum as soon as possible.
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BIPA made an important statutory change to preserve coverage of drugs and biologicals.
We are carefully evaluating this change and look forward o implementing a new policy as
expeditiously as possible.

B. Compendia of FDA-Approved Drugs and Biologicals
Proposal:

I

CMS should accepﬁ the USP-DI compendiun, as the successor to the AMA’s New Drogs
compendium, thereby allowing new preducts listed in USP-DI to be reimbursed as Jong as
they meet Medicare’s other coverage requirements.

CMS Response

We agree. 'We will recognize drugs that are included in the USP-DI as meeting the
definition of “drugs” or “biologicals” under Section 1861(1)(1). We expecttoissuea
clarification shortly on this issue.

C. Certification of Diabetes Self-Management Programs
Proposak

i.

{MS should grandfather the state-level certifications currently in place in 10 states as valid
for purposes of Medicare reimbursement. All new programs would still be subject to the
ADA standard.

CMS Response ]

Section 1865 of the Social Security Act authorizes CMS to deemn national accreditation -
organizations to ensure that Medicare requirements are met. 'We have no authority under the
statute to deem State level organizations. Therefore we are not able to grandfather the State-
accredited programs currently in place in 10 States. We notified the Congressional Diabetes
Caucus of this siatutory problem last year, and we provided technical assistance to fix the
problem (in the form of statutory language) to Representative Nethercutt {the Cancus’ co-
chair), at his request. We would be happy to work with Congress on such a legislative fix
that would allow State-accredited programs to be recognized, while at the same time
assuring that the statutory quality requirements are met.

D. Simplifying Patient Assessment Instruments and Process

Proposals:
la. Home Health Agencies — CMS should convene a Technical Experts Panel (TEP) of agency

representatives, clinicians, and patient advocates to simplify the use of the Outcome and
Assessment Information Set {QASIS) form and limit the time and number of individuals that
are evaluated. The TEP should consider the effect of the length of the interview on the
patient and avoid repetition without cause.

1b. Skilled Nursing Facilities ~ CMS should convene a TEP of agency representatives,

clinicians, paticnt advocatcs, and the states fo revise and simplify the MDS.
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le. The longer-term evaluation required in BIPA of the MDS should include the development

and testing of new as well as existing measures.

CMS Response
One of CMS’s earliest priorities is to undertake a thorough review of the assessment

instruments that are currently in use in our programs and an evaluation of the extent to
which the volume of items included in the instrument and the frequency with which it must
be completed are truly required to meet the need to operate payment systems and perform
quality improvement efforts. CMS will convene TEPs to examine and simplify both OASIS

and the MDS.

E. Standardization of Local Medical Review Policies (LMRPs)
Proposals:

I

CMS should require the intermediaries and carriers to move to a single set of LMRPs for
cach state and for each metropolitan area that overlaps several states. This rationalization
and simplification should be a high priority for the agency.

CMS Response
CMS agrees that inconsistencies between carrier and intermediary local medical review

palicies may Jead to uneven coverage of Medicare services and is reviewing the most
efficient and appropriafe means of standardizing these Jocal policies. However, because
intermediaries process claims from as many as 48 different states, the logistics and technical
requirements needed to establish a consistent local medical review policy within a state are

challenging.

CMS shonid direct intermediaries and carriers to exclude emergency services that meet the
prudent layperson standard from the LMRP policies.

CMS Response
e (CMS has recently met with the AMA and the American College of Emergency

Physicians (ACEP) to discuss their concerns with the Advanced Beneficiary Notice
(ABN) requirements for billing patients for non-covered services and the EMTALA
requirements which prohibit asking the patient for payment information before the
patient is screened and stabilized.

* CMS has explained that for Medicare patients that come to a hospital emergency
department with a medical condition, Medicare requires and will pay the hospital to
screen the Medicare patient for an emergency medical condition and stabilize the patient
if necessary. Medicare will pay for medically necessary tests or treatments required to
screen and stabilize the Medicare patient. Once the stabilization is underway, the
hospital may then request the patient to sign an ABN, which would allow the hospital to
bill the patient for services determined under a LMRP to be non-covered.

* CMS asked both the AMA and ACEP to submit specific situations where a carrier has
denied payment for sereening and stabilization for an emergency medical condition
based on an LMRP. However, to date no specific cases have been brought to our
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attention,

F. Simplifying Cost Reporting
Proposals:

ia.

For hospitals, CMS should create a TEP to develop a new cost report for FY 2003. The
review should be directed at determining what data can be eliminated or simplified, given
the current reimbursement methodologies. All stakeholders including CMS, OIG, fiscal
intermedianes, providers and data users should be involved in the review process.

For providers paid under cost-based reimbursement for only a few services or items, CMS
should not make any changes to the cest reporting manuals, unless it results in a reduction in
administrative expense for providers or is directed towards improper payment problems.,

CMS should not expend resources to audit the cost reports of facilities, where audit changes
would not directly affect reimbursement. ’

. Electronically submitied cost reports from software that has been approved by CMS should

not be rejected because of errors in the electronic edits and affect the deadline for timely
submissions. Instead, there should be alternative processes to resolve issues.

. For free-standing SNFs, CMS and the providers should evaluate the feasibility through a

TEP of reducing the cost report 1o include only the financial data that show assets, Habilities
and owners’ equity, known as the trial balance, balance information and a few key Medicare
statistics such as the patient census and bad debt. Data available by other sources, for
example, Medicare days by resource uiilization group {(RUG) should not be part of the cost
report, without a compelling reason to include such data,

. For home health agencies, CMS and the interested stakeholders should reevaluate through a

TEP the length and complexity of the form and consistency of inforniation provided in home
health cost reporting.

We agree that cost report reform, beginning with reform in the hospital cost report, is a key
component of administrative reform.  We already meet frequently with industry groups to
discuss such matters and have had an internal CMS group discussing cost report reform for
more than a year, We also participated in a study funded by the Assistant Secretary for
Planning and Evaluation with respect to hospital cost reports.

The acute care hospital cost report 1s ripe for reform; however, there remain 2 number of
legislative requitements {mostly associated with OPPS) that require calculation derived from
the cost report (these requirements sunset in January 2004).  Other cost-reimbursed :
hospitals continue to be paid on the basis of reasonable costs and subject to TEFRA limits
until prospective payment systems are implemented for them. Critical Access Hospitals are
by definition paid on a cost basis. Finally, many hospitals have long since integrated their
cost report responsibilities into more complex administrative data systems, and these
systems would need to be changed if the cost reporting requirements were changed. We will
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actively consider the interests of all the stakeholders as we work to determine how best to
accomplish cost report reform for hospitals so that the transition from the current set of
requirements is smooth and appropriate.

We expeet to work towards the simplification of cost reports for facilitics other than acute
care hospitals. For example, SNFs and HHAs have come under prospective payment
systems and may well be able to be simplified, consistent with the need for cost data to
evaluate and refine those systems. We believe that simplifications in this area are possible
and will begin work immediately to look at potential changes.

At the same time we examine the structure and content of cost reports, we agree to
reevaluate the process for auditing the cost reports. We will refine the process to focus only
on those areas with the highest vulnerability and risk to program benefits.

G. The Expansion of Emergency Medical Treatment and Active Labor Act (EMTALA)
Proposals:
la. CMS should reexamine how EMTALA applies to individuals presenting to non-emergency
care sites on the hospital main campus, reviewing the role of non-emergency staff.

1b. The expansion of EMTALA to non-hospital property beyond the main campus should be
revised to a standard of close proximity. Moreover, emergency personnel would not be
expected to Jeave the premises unless an emergency situation was observed or brought to

their attention.

CMS Response '
CMS understands that hospitals view the current regulations as burdensome. We intend to

revisit the existing regulations to determine whether changes are needed. In any
clarifications or revisions, we will need to consider minimizing the burden on hospitals
within the context of the statutory intent that patients with an emergency be stabilized or
appropriately transferred by the hospital, regardless of the patient's ability to pay for those
services.

H. Advanpced Beneficiary Notice (ABN) for Home Health Services

Proposals:

Ta. CMS should develop a demand bill process that is faster and does not trigger a RAP until the
decision to pay is made. State Medicaid agencies should not require agencies to
inappropriately submit a demand bill for patients that do not meet the coverage requirement
under the “homebound” definition.

I'b. CMS should reevaluate the frequency that home health providers must give ABNs.

CMS Response
CMS is working to deal with both the issues raised here. On the ABN front, we recently

issued a series of questions and answers (and made them available on our web sites)
relating to the timing and content of ABNSs that dealt with a wide range of the concerns that
providers had raised. We have also made improvements in the design of the ABN form so
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that it can be printed on one page and have tested the new form with beneficiary focus
groups. We hope to get early OMB approval to use it.

We are also working to resolve the billing difficulties that may arise in third party liability
situations, primarily when Medicare and Medicaid are payers for the same beneficiary. We
have been working with representatives of States and the HHA industry to identify
procedural solutions. We will continue 10 address these issues until we develop appropriate
solutions to the “demand bill” problem and implement them.

I. Ambulance Billing
Proposals:
1a. CMS should develop a consistent nationwide process and coding for demand bills for

ambulance services.

1b. CMS should report back to Congress by June 15" their evaluation of condition codes,

diagnosis codes and other methods for use in billing for ambulance services.

CMS Response
Last fall, we published a proposed rule for the ambulance fee schedule. This rule was

largely based on the recommendations from the Negotiated Rulemaking Committee that
included representatives from all of the interested parties. We received over 340 comments
on the proposed rule and are developing the final rule. We look forward to working with
ambulance companies to implement the fee schedule as well as to resolve other important
issues, such as their need to improve the process of submitting demand bills.

J. Medicare Secondary Payor (MSP)
Proposals:

1

CMS should simplify Medicare secondary payor reporting to eliminate collection of know
data (other than needed identifiers) and minimize the burdens on providers while
maximizing CMS’s ability to comply with the law.

CMS Response
* CMS frequently meets with a group of hospitals on this issue.

e Asaresult of these meetings, CMS has developed some proposed policies and
procedures which would grant some relief to hospitals with respect to the gathering and
reporting of MSP information, while at the same time complying with the law by
continuing to provide protection for the Medicare trust funds.

»  We are now including the policies and procedures in a package for OMB to review in
connection with the Paperwork Reduction Act.

Providers that do not have face to face contact with the patients should not be required to
collect the MSP data.

CMS Response



155

» This type of situation arises where physicians send samples for testing to hospital
reference laboratories, which in turn must bill Medicare and collect the correct MSP
information from the patient. The hospital never sees the patient.

s At the meetings referred to above, this issue was discussed frequently.

e CMS staff are continuing to discuss this issue to see if there is a way to meet the
providers’ objections, while at the same time ensuring that bills are sent to the correct

payer for payment.

K. Hospital Contracting in the Provider-Based Regulation

Proposal:
1. CMS should reexamine management contracts as a criterion for determining the provider-

bascd status of on-campus services and departments.

CMS Response
CMS is aware of a number of issues that must be resolved in the context of the existing rules

for determining provider based status, including the rules for services provided under a
management contract. We intend to re-examine those rules and determine whether changes

are needed.

L. The Medicare Summary Notice (MSN)

Propesal:
1. CMS should simplify and clarify the MSN during the next cycle of system revisions (by

October 1, 2001).

CMS Response
We agree that the information on the Medicare Summary Notice (MSN) about hospital

outpatient services is confusing and we are working to correct the information on the MSN.
We are also educating the beneficiaries and providers about this issue.

* Asof October 2001, all MSNs will begin to have "Medicare paid provider” information.

e The Outpatient PPS booklet "Your Guide to Outpatient Prospective Payment System”
currently contains limited information on the MSN. CMS plans to revise this booklet for
reprint in January 2002 in response to feedback about confusion on co-payments,
coinsurance and other aspects of Outpatient PPS. We will expand and/or revise the
MSN section at that time.

M. Medigap Premium Safe Harbor

Proposal:
1. The Inspector General should broaden a proposed safe harbor to allow all dialysis facilities

to subsidize the Medigap premiums for indigent ESRD patients.

CMS Response
The Department is currently engaged in the final stage of rulemaking with regard to this
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issue and we will take your views into account. While CMS does not speak for the
Inspector General, there are a number of factors to balance in considering any broadening of
the proposed safe harbor for dialysis facilities to subsidize Medigap premiums for their
patients. On the one hand, given that many beneficiaries with ESRD are low-income,
expanding assistance through the private sector would be desirable. On the other hand, there
already Is a program for assisting beneficiaries with ESRD with the cost of their Medigap
premiums through the American Kidney Foundation. Also, to the extent that Medigap
premiums are paid directly by dialysis facilities, the ability of beneficiaries to exercise their
choice based on the quality data that we have recently begun making available through
medicare.gov is diminished.

N. Improving Access to New Technology
Proposals:
Ja. CMS should develop a public process for adopting new HCPC codes, including
consideration of a quarterly addition of new HCPC codes,

Ih. CMS should establish an open and timely coverage process for new laboratory tests.
Consistent with the intent of the BBA, the LMRDPs should be more national in scope and
supported by a process that allows for comments from clinicians outside of government.

CMS Response .
* We have taken a number of steps to improve our ceding systems. Over the past five

months we have met with organizations representing hospitals, physicians, clinical
laboratories, and device manufacfurers to obtain their input on how to improve our

coding systems.

* We recently published a proposal as part of the inpatient hospital prospective payment
system (PPS) proposed rule to accelerate the process of obtaining and using codes for
new technology and services used during an inpatient hospital stay. BIPA requires that
CMS develop procedures to allow public consultation in making coding determinations
relating to new DME and clinical diagnostic Jaboratory codes. We are actively
developing the procedures we will use for this purpose. In fact, we plan to test one part
of that process by holding a public meeting in carly August to request input from clinical
and industry experts on prospective new laboratory codes that may be approved by the
American Medical Association for 2002. We will specifically ask for input on how to
determine the appropriate payment for these new tests. BIPA further requires that we
establish the procedures within a year afler enactient and we expect to meet that date.
The issue of more frequent national HCPCS updates is also under review. However,
there are administrative feasibility and provider impact issues that need to be carefully
reviewed before we would consider changes.

e We support making more evidence-based national coverage policies for clinical
laboratory tests. As required under the BBA, we engaged in negotiated rilemaking for
23 specific clinjcal laboratory tests, As a result of the negotiated rulemaking process we
published a proposed rule. We received numerous comments from clinicians and others
and expect to publish the final rule shortly. In addition, policies for other clinical
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laboratory tests can be developed through our national coverage process as delineated in
the April 27, 1999 Federal Register Notice and is also available on the Internet at
httpi//www.hefa.oovicoverage/8al hitm. The national coverage process is an open and
timely evidence-based coverage process that allows for clinical input from interested
parties.

IIX. Medicare+Choice

A, Improving Oversight of Medicare+Choice
Proposals:

1.

Regulatory authority for Medicare+Choice should be consolidated into a single office of
Aanaged Care. The office should be Jocated in the Washington, D.C. area instead of
Baltimore.

CMS Response
As menticned in the Secretary’s announcement, all CMS activities related to private health

plan choices for Medicare beneficiaries will be consolidated into a new Center for
Benceficiary Choices. This new center will encompass all aspects of the Medicare+Choice
Program (M+C), including program policy and operations, beneficiary education, and
quality improvement activities.

Current law requires plans to provide information on advance directives 1o all enrollees.
Current CMS rules also require plans 1o track decisions made by patients about whether they
have an advance directive, to notify the enrollee’s primary care provider (PCP) of the
advance directive and if it changes or is cancelled. Since such decisions are primarily
private matters between patients and physicians, the current requiremént for plans to track
advanced directives should be discontinued.

CMS Response
CMS is committed to reducing administrative burden for M+C organizations. Although this

particular issue has not been raised in previous discussions with the industry, we will
examine this requirement and any adminjstrative burden associated with this requirement.

Allow on-line enrollment application for beneficiarics with appropriate protection for
beneficiary privacy.

CMS Response
CMS is exploring different ways to take advantage of on-line capabilities to improve the

efficiency of M+C enrollment. Specifically, M+C plans can now submit waiver requests
that propose alternative ways to process enrellment for beneficiaries enrolling via an
employer or union group. We are in the process of reviewing waiver requests, some of
which include on-line enrollment. The evaluation criteria for such requests will include the
presence of sufficient protection for beneficiary privacy. Ounce approved, we will monitor
and consider new procedures for further pilot testing and/or national implementation of on-
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line enroliment.

B. Risk-Adjustment Mechanism for Medicare+Choice
Proposal:

1.

HHS should continue to develop a risk adjuster that better reflects the cost of providing care
10 beneficiaries and is based on the most accurate data possible.

CMS Response
As indicated in the Secretary’s May 25% Jetter to the three industry associations, CMS has

suspended the required filing of physician and hospital outpatient encounter data through
July 1, 2002. In the interim, the Department will work closely with all interested parties to
explore and implement a risk adjustment process for M+C payments that balances accuracy
and administrative burden. In a subsequent June 6™ letter to Congresswoman Nancy Johnson
and Congressman Pete Stark, CMS Administrator Thomas Scully reiterated the
Administration’s commitment to the implementation of an improved risk adjustment
methodeology. CMS intends to explore the use of alternative data collection methods that
will be less burdensome to the managed care industry. In the event that a satisfactory,
alternative is not available, CMS will resume collection of physician and hospital outpatient
encounter data in July 2002.

C. Plan Information — Improving the Decision-Mzaking Process
Proposals:

1.

3.

A consistent process should be developed with improved turn around times. HHS should
allow uniform marketing package related to standard benefits to be used nationally.

CMS Response
CMS is currently working to improve the tum-around times for review of marketing

materials. With respect to the use of marketing materials nationally, CMS has established a
review process for national “chain” organizations whose operations span more than one
CMS region. This applies to all marketing materials, in addition to those describing plan
benefits. CMS is working with each of these national organizations to develop a review
process that addresses their specific needs. :

Once marketing materials are approved, they should be valid for the entire plan contract
{annual). Subsequent changes in plan benefits should be sent as a separate notice to
beneficiaries.

CMS Response

Under CMS’s current marketing review guidelines, approved markeling materials are valid
for the entire plan contract year; any changes in plan benefits may be sent as a separate
notice to beneficiaries throughout the year.

HHS should examine standard form letters for different categories of beneficiary notices.
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CMS Response
Each fall, CMS conducts an extensive campaign to educate Medicare beneficiaries about

their health care options, with particular focus on M+C choices. In the fall of 2001, we plan

to implement a number of new and expanded services to make it easier than ever for

Medicare beneficiaries to learn about their choices. This will include:

s cxpanding phone service availability at 1-800-MEDICARE te 24 hours a day, 7 days a
week;

* developing a web-based “Decision Tool” to help consurners compare their health plan
choices (M+C plans, Medicare Fee-for-Service, and Medigap plans);

* enabling customer service representatives at 1-800-MEDICARE to provide more in-
depth help to callers on finding the health plan choice that is best for them; and

» conducting a publicity campaign on the new choices and new ways to get information.

. HHS should re-evaluate the review process for beneficiary documents —~ especially the 45-
day rule — to determine where the process can be streamlined,

CMS Response
CMS is currently re-evaluating the marketing review process, especially the 45-day rule, to

determine where the process can be streamiined and has already taken the following steps
towards reducing the length of review time:

* CMS currently develops model marketing materials where possible to reduce the amount
of time required for review. Thesemodel materials helped to streamline the review
process under CMS’s implementation of the Beneficiary Improvement and Protections
Act {BIPA) earlier this year, when CMS had approximately two weeks fo review
marketing materials.

» In addition, BIPA established a 10-day review period for M+COs that use model
materials without modification. CMS will adhere to this 10-day review period for
materials that follow (without modification) model materials describing their 2002
benefits, specifically the Annual Notice of Change (ANOC) and the Summmary of
Benefits (SB).

s CMS will allow M+COs to release their ANOC and SB prior to approval of their
Adjusted Community Rate Proposal (ACRP), provided that these materials include the
disclaimer, “pending Federal approval.” In previous years, CMS did not allow release of
these materials until the ACRP had been approved.

= CMS will also suspend the final verification requirement for the ANOC and 8B for
2002; rather than submitting a “camera ready copy” to CMS for review prior to printing
and dissemination, the M+CO need only send a copy to CMS afier the materials have
been mailed to beneficiaries.
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PREPARED STATEMENT OF WILLIAM J. SCANLON

Mr. Chairman and Members of the Committee:

We are pleased to be here as you discuss the ability of the Health Care Financing
Administration (HCFA), to carry out its mission to manage the Medicare program
now and in the future. Although HCFA was renamed last week to become the Cen-
ters for Medicare and Medicaid Services (CMS), our statement will continue to refer
to HFCA where our findings apply to the organizational structure and operations
associated with that name. Because of Medicare’s vast size and complex structure,
in 1990 we designated it as a high-risk program that is, at risk of considerable
losses to waste, fraud, abuse, and mismanagement and it remains so today. Since
that time, we have consistently reported on HCFA’s efforts to safeguard Medicare
payments and streamline operations.

With congressional attention on proposals by Members and others to reform or
modernize Medicare, the program’s management by HCFA has become a prime con-
cern. Proposals for Medicare reform recommend altering HCFA’s governance struc-
ture, making improvements to existing operations, or some combination of both.
They are being made against a backdrop of growing expectations for how the na-
tion’s largest health insurance program should be managed.

Therefore, my remarks today will focus on (1) HCFA’s record of performance in
managing Medicare and (2) gaps that exist between the agency’s success in oper-
ating the program and the expectations held by HCFA’s stakeholder community to
make the program more modern and efficient. My comments are based on previous
and ongoing work by us and published reports by others.

In brief, as the nation’s largest insurer, HCFA is closely watched by a vast uni-
verse of stakeholders. The agency has had some notable successes as Medicare’s
steward, but has also had serious shortcomings. HCFA has been successful in devel-
oping payment methods that have helped to contain Medicare cost growth and pay-
ing its fee-for-service claims quickly and at low administrative cost. However,
HCFA’s oversight of claims administration has not been sufficient to ensure that
claims contractors operated effectively and that claims were paid properly, and its
oversight of nursing homes and other providers did not adequately ensure care qual-
ity. Further, HCFA has been unable to rely on its outdated computer systems to
produce reliable management information. Without this information, HCFA has had
difficulty effectively managing the program, including being able to measure the im-
pact of recent payment method changes and developing needed refinements.

HCFA has taken significant steps to address weak areas, but its ability to im-
prove its performance is constrained by multiple factors. HCFA’s ability to manage
has been diminished by frequent turnover in leadership, a relatively sparse cadre
of senior executives, human capital challenges that threaten to worsen in the near
future, the lack of a performance-based approach to management, constraints on its
contracting authority that limit its flexibility to choose claims administration con-
tractors and assign administrative tasks, and archaic information technology sys-
tems incapable of providing critical, timely management information. The desire to
strengthen Medicare management argues for increased capacity, better documenta-
tioln of the agency’s resource needs, and means to hold managers accountable for re-
sults.

BACKGROUND

The complexity of the environment in which HCFA operates the Medicare pro-
gram cannot be overstated. It is an agency within the Department of Health and
Human Services (HHS) but has responsibilities over expenditures that are larger
than those of most other federal departments. Medicare alone ranks second only to
Social Security in federal expenditures for a single program. Medicare spending to-
taled over $220 billion in fiscal year 2001; covers about 40 million beneficiaries; en-
rolls and pays claims from nearly 1 million providers and health plans; and has con-
tractors that annually process about 900 million claims.

Among Medicare’s numerous and wide-ranging activities, HCFA must monitor the
roughly 50 claims administration contractors that pay claims and set local medical
coverage policies;! set tens of thousands of payment rates for Medicare-covered serv-
ices from different providers, including physicians, hospitals, outpatient and nursing
facilities, home health agencies, and medical equipment suppliers; and administer
consumer information and beneficiary protection activities for the traditional pro-

11Most medical policies for determining whether services are reasonable, are necessary, and
should be covered are set locally by the insurance companies that Medicare contracts with for
fee-for-service claims administration.
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gram component, the managed care program component (Medicare+Choice plans),
and Medicare supplemental insurance policies (Medigap).

The providers billing Medicare create, with program beneficiaries, a vast universe
of stakeholders hospitals, general and specialty physicians, and other providers of
health care services whose interests vary widely. HCFA’s responsibility to run the
program in a fiscally prudent way has made the agency a lightening rod for those
discontented with program policies. In particular, HCFA’s administrative pricing of
services has often been contentious. However, when Medicare is the dominant payer
for services or products, HCFA cannot rely on market prices to determine appro-
priate payment amounts because Medicare’s share of payments distorts the market.
Moreover, because Medicare is prevented from excluding some providers to do busi-
ness with others that offer better prices,? it is largely impractical for HCFA to rely
on competition to determine prices.

Medicare’s public sector status also means that any changes require public input.
Thus, HCFA is constrained from acting swiftly to reprice services and supplies even
when prevailing market rates suggest that payments should be modified. The solici-
tation of public comment is a necessary part of the federal regulatory process to en-
sure transparency in decision-making. However, the trade-off to seeking and re-
sponding to public interests is that it is generally a time-consuming process and can
thwart efficient program management. For example, in the late 1990s, HCFA aver-
aged nearly 2 years between its publication of proposed and final rules.3

Consensus is widespread among health policy experts regarding the growing and
unrelenting nature of HCFA’s work. The Balanced Budget Act of 1997 (BBA) alone
has had a substantial impact on HCFA’s workload, requiring, among other things,
that the agency develop new payment methods for different post-acute-care and am-
bulatory services within a short time frame and It also required HCFA to preside
over an expanded managed care component that entailed coordinating a never-be-
fore-run information campaign for millions of beneficiaries across the nation and de-
veloping means to adjust plan payments based partially on enrollees’ health status.

HCFA HAS MIXED RECORD OF SUCCESS

Tasked with administering this highly complex program, HCFA earns mixed re-
views in managing Medicare. On one hand, HCFA presides over a program that is
very popular with beneficiaries and the general public. It has implemented payment
methods that have helped constrain program cost growth and has paid claims quick-
ly at little administrative cost. On the other hand, HCFA has difficulty making
needed refinements to payment methods. It has also fallen short in its efforts to en-
sure accurate claims payments, oversee its Medicare claims administration contrac-
tors, and ensure the quality of Medicare services. In recent years, HCFA has taken
steps to achieve greater success in these areas. However, the agency now faces criti-
cism for imposing payment safeguards that many providers feel constitute an undue
administrative burden.

HCFA’s New Payment Methods Have Helped Contain Cost Growth

HCFA has been successful in developing payment methods that have helped to
contain Medicare cost growth. Generally, over the last 2 decades, Congress has re-
quired HCFA to move Medicare away from reimbursing providers based on their
costs for every service provided and use payment methods that seek to control
spending by rewarding provider efficiency and discouraging excessive service use.
Some efforts have been more successful than others, and making needed refine-
ments to payment methods remains a challenge. For example, Medicare’s hospital
inpatient prospective payment system (PPS), developed in the 1980s, is a method
that pays providers fixed, predetermined amounts that vary according to patient
need. This PPS succeeded in slowing the growth of Medicare’s inpatient hospital ex-
penditures. Medicare’s fee schedule for physicians, phased in during the 1990s, re-
distributed payments for services based on the relative resources used by physicians
to provide different types of care and has been adopted by many private insurers.

More recently, as required by the BBA, HCFA has worked to develop separate
prospective payment methods for post-acute care services services provided by
skilled nursing facilities, home health agencies, and inpatient rehabilitation facili-
ties as well as for hospital outpatient departments. Prospective payment systems
can help to constrain the overall growth of Medicare payments. But as new pay-
ments systems affect provider revenues, HCFA often receives criticism about the ap-

2 Statutory constraints on excluding providers from participating in Medicare have resulted
in the program traditionally including all qualified providers who want to participate.

3This finding reflects the last half of 1997 and the first half of 1998 and an average of 631
days.
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propriateness and fairness of its payment rates. HCFA has had mixed success in
marshalling the evidence to assess the validity of these criticisms and to make ap-
propriate refinements to these payment methods to ensure that Medicare is paying
appropriately and adequately.

Medicare Processes Claims Inexpensively, But Greater Scrutiny and Control Needed

HCFA has also had success in paying most claims within mandated time frames
and at little administrative cost to the taxpayer. Medicare contractors process over
90 percent of the claims electronically and pay “clean” claims4 on average within
17 days after receipt. In contrast, commercial insurers generally take longer to pay
provider claims.

Under its tight administrative budget, HCFA has kept processing costs to roughly
$1 to $2 per claim—as compared to the $6 to $10 or more per claim for private in-
surers, or the $7.50 per claim paid by TRICARE—the Department of Defense’s man-
aged health care program.> Costs for processing Medicare claims, however, while
significantly lower than other payers, are not a straightforward indicator of success.
We and others have reported that HCFA’s administrative budget is too low to ade-
quately safeguard the program. Estimates by the HHS Inspector General of pay-
ments made in error amounted to $11 billion in fiscal year 2000, which, in effect,
raises the net cost per claim considerably. Taken together, these findings suggest
that an investment in HCFA’s administrative functions is a trade-off that could ulti-
mately save program dollars.

Moreover, due in part to HCFA’s historically uneven oversight, the performance
of some Medicare’s claims administration contractors has been unsatisfactory.
Among its failings, HCFA relied on unverified performance information provided by
contractors and limited checking of each contractor’s internal management controls.
HCFA’s performance reviews and treatment of problems identified were not done
using consistent criteria across contractors. In the last year, HCFA has taken sig-
nificant steps to improve its management and oversight of contractors. Nevertheless,
key areas needing improvement remain, such as policies to verify contractor-re-
ported data and controls over contractor accountability and financial management,
including debt collection activities.

A major aspect of contractor performance—the stewardship activities that contrac-
tors conduct to safeguard Medicare dollars—is itself a story of mixed results. In the
early 1990s, HCFA’s contractors decreased certain key safeguard activities to main-
tain claims processing timeliness under constrained budgets. In order to ensure that
program safeguards were strengthened, the Congress created the Medicare Integrity
Program (MIP), which gave HCFA a stable source of funding for these activities as
part of the Health Insurance Portability and Accountability Act of 1996 (HIPAA).
In fiscal year 2000, HCFA used its MIP funding to support a wide range of anti-
fraud-and-abuse efforts, including provider and managed care organization audits
and targeted medical reviews of claims.

These audits and reviews, targeted at providers whose previous billings or cost
reports have been questionable, have been a cost-effective approach in identifying
overpayments. Based on HCFA’s estimates, in fiscal year 2000, MIP saved the Medi-
care program more than $16 for each dollar spent. As part of its safeguard efforts,
HCFA also has begun to measure how accurately its contractors process claims, to
determine if individual contractors are effective in safeguarding program payments.
Such objective information could provide HCFA with important management infor-
mation and identify contractors’ “best practices” that could serve as a model for oth-

ers.

While HCFA has strengthened its payment safeguard activities, these efforts have
raised concerns among providers about the clarity of billing rules and the efforts
needed to be in compliance. Providers whose claims are in dispute have complained
about the burden of reviews and audits and about the fairness of some specific steps
the contractors follow. However, their concerns about fairness may also emanate
from the actions of other health care overseers—such as the HHS Office of Inspector
General and the Department of Justice—which, in the last several years, have be-
come more aggressive in pursuing health care fraud and abuse.

4These are claims that have been filled out properly and whose processing has not been
stopped by any of the systems’ computerized edits. According to HCFA data on claims processed
iIll fiscal year 1999, about 81 percent of Medicare claims were processed and paid as clean
claims.

5Much of the cost difference appears attributable to differences in program design and proc-
essing requirements, but we and others believe that TRICARE has opportunities to reduce this
administrative cost. See Defense Health Care: Opportunities to Reduce TRICARE Claims Proc-
essing and Other Costs (GAO/T-HEHS-00-138, June 22, 2000).
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HCFA faces a difficult task in finding an appropriate balance between ensuring
that Medicare pays only for services allowed by law while making it as simple as
possible for providers to treat Medicare beneficiaries and bill the program. While an
intensive claims review is undoubtedly vexing for the provider involved, very few
providers actually undergo them. In fiscal year 2000, HCFA’s contractors conducted
complex medical claims reviews of only three-tenths of 1 percent of physicians—
1,891 out of a total of more than 600,000 physicians who billed Medicare that year.6
We are currently reviewing several aspects of HCFA’s auditing and review proce-
dures for physician claims to assess how they might be improved to better serve the
program and providers.

HCFA’s Oversight of Health Care Quality Generally Has Been Weak

HCFA’s oversight of health care quality, a resource-intensive activity, has signifi-
cant shortcomings. The agency is responsible for overseeing compliance with federal
quality standards for the services delivered to Medicare beneficiaries. As much of
the actual inspection of quality is carried out by the states, HCFA must work with
the states to ensure that the inspectors of nursing homes, home health agencies,
renal dialysis centers, psychiatric hospitals, and certain Medicare-certified acute
care hospitals identify significant care problems.?” Our findings on nursing home
quality present a very disturbing picture: in 1999, we reported that an unacceptably
high number of the nation’s 17,000 nursing homes—an estimated 15 percent—had
recurring care problems that caused actual harm to residents or placed them at risk
of death or serious injury. Our previous findings showed that complaints by resi-
dents, family members, or staff alleging harm to residents remained uninvestigated
in some states for weeks or months. HCFA’s efforts to oversee state monitoring of
nursing home quality were limited in scope and effectiveness, owing, in part, to a
lack of expert staff to assess the state inspectors’ performance.

Even with this record of weak federal oversight, nursing homes get more scrutiny
than other health care providers. States survey nursing homes at least yearly, on
average, whereas other facilities are surveyed much less frequently. For example,
home health agencies were once routinely reviewed annually, but surveys now vary
and can be as infrequent as every 3 years. In addition, our work has shown that
the number of HCFA-funded inspections of dialysis facilities declined significantly
between 1993 and 1999, dropping the proportion reviewed from 52 percent to 11
percent. Yet, in 1999, 15 percent of the facilities surveyed had deficiencies severe
enough, if uncorrected, to warrant terminating their participation in Medicare.

MAJOR GAPS EXIST BETWEEN HCFA’S CAPABILITIES AND STAKEHOLDER EXPECTATIONS

In addition to the challenges inherent in running Medicare, other factors associ-
ated with HCFA’s structure and capacity diminish the agency’s ability to administer
the program effectively. These limitations leave HCFA poorly positioned to operate
Medicare as a modern, efficient health care program.

Multiple Constraints Help Explain Agency’s Mixed Record

HCFA faces several limitations in its efforts to manage Medicare effectively.
These include divided management focus, little continuity of leadership, limited ca-
pacity, lack of a performance-based management approach, and insufficient flexi-
bility to modernize program operations.

Agency Focus and Leadership

HCFA’s management focus is divided across multiple programs and responsibil-
ities. Despite Medicare’s $220-billion price tag and far-reaching public policy signifi-
cance, there is no official whose sole responsibility it is to run the Medicare pro-
gram. In addition to Medicare, the HCFA Administrator and senior management
are responsible for oversight of Medicaid and the State Children’s Health Insurance
Program. They also are responsible for individual and group insurance plans’ com-
pliance with HIPAA standards in states that have not adopted conforming legisla-
tion. Finally, they must oversee compliance with federal quality standards for hos-
pitals, nursing homes, home health agencies, and managed care plans that partici-
pate in Medicare and Medicaid, as well as all of the nation’s clinical laboratories.
The Administrator is involved in the major decisions relating to all of these activi-

6 Complex medical reviews are in-depth reviews of claims by clinically trained staff based on
examination of medical records. In contrast, routine medical reviews may be carried out by non-
clinical staff and do not involve review of patient records.

7The Joint Commission on the Accreditation of Health Care Organizations oversees quality
in about 80 percent of Medicare-certified acute care hospitals; the other Medicare-certified hos-
pitals, nursing homes, renal dialysis centers, home health agencies, and laboratories have qual-
ity reviewed by state surveyors.
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ties; therefore, time and attention that would otherwise be spent meeting the de-
mands of the Medicare program are diverted.

A restructuring of the agency in July 1997 inadvertently furthered the diffusion
of responsibility across organizational units. The intent of the reorganization was
to better reflect a beneficiary-centered orientation throughout the agency by inter-
spersing program activities across newly established centers. However, after the re-
organization, many stakeholders claimed that they could no longer obtain consistent
or timely information. In addition, HCFA’s responsiveness was slowed by the re-
quirement that approval was needed from several people across the agency before
a decision was final.

The recent change from HCFA to CMS reflects more than a new name. It consoli-
dates major program activities: the Center for Medicare Management will be respon-
sible for the traditional fee-for-service program; the Center for Beneficiary Choices
will administer Medicare’s managed care program. We believe that this new struc-
ture could improve efforts to more efficiently manage aspects of Medicare.

At least two other factors weaken agency focus. First, the frequent turnover of the
administrator has complicated the agency’s implementation of long-term Medicare
initiatives or pursuit of a consistent management strategy. The maximum term of
a HCFA administrator is, as a practical matter, only as long as that of the President
who appointed him or her. Historically, their actual tenure has been even shorter.
In the 24 years since HCFA’s inception, there have been 21 administrators or acting
administrators, whose tenure has been, on average, about 1 year. Over 15 percent
of the time, HCFA has had an acting administrator. These short tenures have not
been conducive to carrying out strategic plans or innovations an administrator may
have developed for administering Medicare efficiently and effectively.

Of equal concern is the sparseness of HCFA’s senior ranks. Its corps of senior ex-
ecutives is smaller than that of most other civilian agencies having significantly
smaller annual expenditures. In fiscal year 1999, HCFA had 49 senior executive offi-
cials to manage Medicare, Medicaid, and SCHIP (among other programmatic re-
sponsibilities) and nearly $400 billion in expenditures. While some tasks at HCFA
are contracted out—thus providing HCFA with purchased executive expertise—con-
tractors’ objectives may not be fully aligned with those of the agency. Indeed, the
critical need to oversee contractors effectively to ensure that they are fulfilling their
responsibilities has been repeatedly demonstrated.

Agency Capacity

In addition to leadership constraints, the agency’s capacity is limited relative to
its multiple, complex responsibilities. Inadequate information systems and human
capital hobble HCFA’s ability to carry out the volume of claims administration, pay-
ment and pricing, and quality oversight activities demanded of the agency.

Ideally, program managers should be able to rely on their information systems to
create a feedback loop that allows them to monitor performance, use the information
to develop policies for improvement, and track the effects of newly implemented
policies. In reality, most of the information technology HCFA relies on is too out-
dated to routinely produce such management information. Despite major advances
in information technology in recent years, HCFA relies on outmoded systems, some
of which date back to the 1970s, to pay claims and maintain data on beneficiaries’
use of services. As a result, HCFA cannot easily query its information systems to
obtain prompt answers to basic management questions. Using its current systems,
HCFA is not in a position to report promptly to the Congress on the effects of new
prospective payment policies on beneficiaries’ access to services and on the adequacy
of payments to providers. It cannot expeditiously determine the status of debt owed
the program due to uncollected overpayments. It cannot obtain reliable data on
beneficiaries enrolled in managed care plans and must reconcile one system’s output
with data from other systems. Finally, HCFA lacks a set of rules to govern how it
will develop, implement, and operate systems to prevent and detect inappropriate
access.

Staff shortages—in terms of skills and numbers—also beset HCFA. These short-
ages were brought into sharp focus as the agency struggled to handle the number
and complexity of BBA requirements. When the BBA expanded the health plan op-
tions in which Medicare beneficiaries could enroll, HCFA’s staff had little previous
experience overseeing these diverse entities, such as preferred provider organiza-
tions, private fee-for-service plans, and medical savings accounts. Few staff had ex-
perience in dealing with the existing managed care option—health maintenance or-
ganizations. Half of HCFA’s regional offices lacked managed care staff with clinical
backgrounds—important in assessing the appropriateness of a health plan’s denial
of services to a beneficiary—and few managed care staff had training or experience
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in data analysis key to monitoring internal trends in plan performance over time
and assessing plan performance against local and national norms.8

Staffing constraints have also handicapped HCFA’s efforts to ensure quality of
care. In recent years, the agency has made negligible use of its most effective over-
sight technique for assessing state agencies’ abilities to identify serious deficiencies
in nursing homes—an independent survey performed by HCFA employees following
the completion of a state survey. Conducting a sufficient number of these compari-
sons is important because of concerns that some state agencies may miss significant
problems, but HCFA lacked sufficient staff and resources to perform enough of these
checks. In 1999, the number of HCFA independent surveys averaged about two per
state—a frequency totally inadequate to fairly measure any state’s performance.

At the same time, HCFA faces the loss of a significant number of staff with valu-
able institutional knowledge. In February 2000, the HCFA Administrator testified
that more than a third of the agency’s current workforce was eligible to retire with-
in the next 5 years and that HCFA was seeking to increase “its ability to hire the
right skill mix for its mission.” As we and others have reported, too great a mis-
match between the agency’s administrative capacity and its designated mandate
could leave HCFA unprepared to handle Medicare’s future population growth and
medical technology advances.?® To assess its needs systematically, HCFA is con-
ducting a four-phase workforce planning process that includes identifying current
and future expertise and skills needed to carry out the agency’s mission and ana-
lyzing the gaps between them.l© HCFA initiated this process using outside assist-
ance to develop a comprehensive database documenting the agency’s employee posi-
tions, skills, and functions.

Once its future workforce needs are identified, HCFA faces the challenge of at-
tracting highly qualified employees with specialty skills. Due to the rapid rate of
change in the health care system and HCFA’s expanding mission, the agency’s exist-
ing staff may not possess the needed expertise. While the Congress has granted ex-
emptions from the Office of Personnel Management salary rules for information
technology staff, these exemptions do not extend to other skills—such as clinical ex-
perience and managed care marketing expertise.

Strategic Management Approach Lacks Performance Component

While HCFA has many resource-related challenges—including rehabilitating its
information systems—the agency has not documented its resource needs well. As
early as January 1998, we reported that the agency lacked an approach—consistent
with the Government Performance and Results Act of 1993 (GPRA)—to develop a
strategic plan for its full range of program objectives. Since then, the agency has
developed a plan, but it has not tied global objectives to management performance.
Moreover, its workforce planning efforts remain incomplete.

To encourage a greater focus on results and improve federal management, the
Congress enacted GPRA—a results-oriented framework that encourages improved
decisionmaking, maximum performance, and strengthened accountability. Managing
for results is fundamental to an agency’s ability to set meaningful goals for perform-
ance, to measure performance against those goals, and to hold managers account-
able for their results. Last month, we reported on the results of our survey of federal
managers at 28 departments and agencies on strategic management issues.

The proportion of HCFA managers who reported having output, efficiency, cus-
tomer service, quality, and outcome measures was significantly below that of other
government managers for each of the performance measures. HCFA was the lowest-
ranking agency for each measure—except for customer service, where it ranked sec-
ond lowest. It should therefore be no surprise that HCFA managers’ responses con-
cerning the extent to which they were held accountable for results—42 percent—was
significantly lower than the 63 percent reported by the rest of the government.

Agency Authority and Flexibility

Statutory constraints are another structural issue that at times frustrate HCFA’s
efforts to manage effectively. One such constraint involves HCFA’s authority to con-
tract for claims administration services. At Medicare’s inception in the mid-1960s,
the Congress provided for the government to use existing health insurers to process
and pay physicians’ claims and gave professional associations of hospitals and cer-

8 HHS Office of the Inspector General, Medicare’s Oversight of Managed Care: Implications for
Regional Staffing, (OEI-01-96-00191, April 1998).

9 Gail Wilensky et al. and “Crisis Facing HCFA & Millions of Americans,” Health Affairs, Vol.
18, No. 1 (Jan./Feb. 1999).

10 J0HCFA’s workforce planning efforts to date have been in line with our guidance on this
subject, as articulated in Human Capital: A Self-Assessment Checklist for Agency Leaders
(GAO/GGD-99-179, Sept. 1999).
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tain other institutional providers the right to “nominate” their claims administra-
tion contractors on behalf of their members. At that time, the American Hospital
Association nominated the national Blue Cross Association to serve as its inter-
mediary.!! Currently, the Association is one of Medicare’s five intermediaries and
serves as a prime contractor for member plans that process over 85 percent of all
benefits paid by fiscal intermediaries. Under the prime contract, when one of the
local Blue plans declines to renew its Medicare contract, the Association—rather
than HCFA—chooses the replacement contractor. This process effectively limits
HCFA’s flexibility to choose the contractors it considers most effective.

HCFA has also considered itself constrained from contracting with non-health in-
surers for the various functions involved in claims administration because it did not
have clear statutory authority to do so. As noted, the Congress gave HCFA specific
authority to contract separately for payment safeguard activities, but for a number
of years the agency has sought more general authority for “functional contracting,”
that is, using separate contractors to perform functions such as printing and mailing
and answering beneficiary inquiries that might be handled more economically and
efficiently under one or a few contracts. HCFA has been seeking other Medicare con-
tracting reforms, such as giving the agency general authority to pay Medicare con-
tractors on an other-than-cost basis, to provide incentives that would encourage bet-
ter performance.12

Growing Expectations Underscore Need to Address HCFA Governance And Manage-
ment Issues

Although the health care industry has grown and transformed significantly since
HCFA’s inception, the agency and Medicare, in particular, have not kept pace. Nev-
ertheless, HCFA is expected to make Medicare a prudent purchaser of services
using private sector techniques, improve its customer relations, and be prepared to
implement benefit and financing reforms.

Private insurance has evolved over the last 40 years and now offers comprehen-
sive policies and employs management techniques designed to improve the quality
and efficiency of services purchased. Private insurers have taken steps to influence
utilization and patterns of service delivery through efforts such as beneficiary edu-
cation, preferred provider networks, and coordination of services. They are able to
undertake these efforts because many have detailed data on service use across en-
rollees and providers, as well as wide latitude in how they run their businesses. In
contrast, HCFA’s outdated and inadequate information systems, statutory con-
straints, and the fundamental obligation to be publicly accountable have stymied ef-
forts to incorporate private sector innovations. In a recent study, the National Acad-
emy for Social Insurance has concluded that these innovations could have potential
value for Medicare but would need to be tested to determine their effects as well
as how they might be adapted to reflect the uniqueness of Medicare as both a public
program and the largest single purchaser of health care. In addition, HCFA would
need enhanced capacity to broadly implement many of these innovations.

HCFA is also expected to improve its customer service to the provider community.
In seeking answers from HCFA headquarters, regional offices, and claims adminis-
tration contractors, providers contend that the agency does not speak with one voice,
adding frustration to complexity. We are currently studying ways in which commu-
nication with providers—including explanations of Medicare rules—could be im-
proved.

HCFA has also been expected to improve communications with beneficiaries, par-
ticularly as the information pertains to health plan options. As required by the
BBA, HCFA began a new National Medicare Education Program. For 3 years the
agency has worked to educate beneficiaries and improve their access to Medicare in-
formation by annually distributing a Medicare handbook containing comparative
health plan information; establishing a telephone help line and an Internet web site
with, among other things, comparative information on nursing homes, health plans,
and Medigap policies; and sponsoring local education programs. Although funding
for these activities previously came largely from wuser fees collected from
Medicare+Choice plans, future funding is less certain.13 At the same time, such out-

11Intermediaries primarily review and pay claims from hospitals and other institutional pro-
viders covered under Medicare part A, while carriers review and pay claims from physicians and
other outpatient providers covered under part B.

12For a discussion of this issue, see Chapter 3 in Medicare Contractors: Despite Its Efforts,
HCFA Cannot Ensure Their Effectiveness or Integrity (GAO/HEHS-99-115, July 14, 1999).

13The Balanced Budget Refinement Act of 1999 significantly reduced the amount of user fees
HCFA can collect from Medicare+Choice plans in 2001 and subsequent years.
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reach efforts are becoming increasingly important, because in 2002 beneficiaries’ op-
tions for switching health plans will be more limited than they are today.

The future is likely to hold new challenges for CMS. For example, the agency may
be expected to oversee a prescription drug benefit administered by third parties. As
we reported to this Committee last year, the administration of a drug benefit would
entail numerous challenges, as the strategies now used by the private sector are not
readily adaptable to Medicare because of its public sector obligations. Those chal-
lenges notwithstanding, the capacity issue remains. The number of prescriptions for
Medicare beneficiaries could easily approach the current number of claims for all
other services, or about 900 million annually.

Today’s processing and scrutiny of drug claims by pharmacy benefit managers
(PBM) is very different from Medicare’s handling of claims for other services. PBMs
have the ability to provide on-line, real-time drug utilization reviews. These serve
a quality- and cost-control function by supplying information to pharmacists regard-
ing such things as whether a drug is appropriate for a person based on his or her
age, medical condition, and other medications, as well as whether the drug is cov-
ered under the insurer’s benefit and what copayments will apply.

If the use of PBMs or other entities were an option in administering a Medicare
prescription drug benefit, it is not clear how much they or the others would have
to increase current capacity or instead use more of the capacity already built into
their information and claims processing systems a consideration that could signifi-
cantly affect the administrative costs that may be incurred. To administer this ben-
efit through such contracts would require the agency to increase its managerial
ranks with the personnel qualified to oversee such an operation. This would include
staff with pharmaceutical industry expertise who could structure performance con-
tracts in line with program goals for beneficiary access and fiscal prudence.

To meet these and other expectations will require an agency with adequate capac-
ity to manage the Medicare program. The agency will need sufficient flexibility to
act prudently, while being held accountable for its results-based decisions and their
implementation. It will also need to devote management attention to the fundamen-
tals of day-to-day operations.

CONCLUDING OBSERVATIONS

Medicare is a popular program that millions of Americans depend on for covering
their essential health needs. However, the management of the program has fallen
short of expectations because it has not always appropriately balanced or satisfied
beneficiaries’, providers’, and taxpayers’ needs. For example, stakeholders expect
that Medicare will price services prudently; that providers will be treated fairly and
paid accurately; and that beneficiaries will clearly understand their program options
and will receive services that meet quality standards. In addition, there are expecta-
tions that the agency will be prepared to implement restructuring or added benefits
in the context of Medicare reform. Today’s Medicare agency, while successful in cer-
tain areas, may not be able to meet these expectations effectively without further
congressional attention to its multiple missions, capacity, and flexibility. The agency
will also need to do its part by implementing a performance-based approach that
articulates priorities, documents resource needs, and holds managers accountable
for accomplishing program goals.

Mr. Chairman, this concludes my prepared statement. I will be happy to answer
any questions you or other Committee Members may have.

RELATED GAO PRODUCTS

Medicare Reform: Modernization Requires Comprehensive Program View (GAO-01-
862T, June 14, 2001).

Managing for Results: Federal Managers’ Views on Key Management Issues Vary
Widely Across Agencies (GAO-01-592, May 25, 2001).

Medicare: Opportunities and Challenges in Contracting for Program Safeguards
(GAO-01-616, May 18, 2001).

Medicare Fraud and Abuse: DOJ Has Improved Oversight of False Claims Act Guid-
ance (GAO-01-506, Mar. 30, 2001).

Medicare: Higher Expected Spending and Call for New Benefit Underscore Need for
Meaningful Reform (GAO-01-539T, Mar. 22, 2001).

Major Management Challenges and Program Risks: Department of Health and
Human Services (GAO-01-247, Jan. 2001).

High Risk: An Update (GAO-01-263, Jan. 2001).

Nursing Homes: Sustained Efforts Are Essential to Realize Potential of the Quality
Initiatives (GAO/HEHS-00-197, Sept. 28, 2000).
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Medicare: Refinements Should Continue to Improve Appropriateness of Provider Pay-
ments (GAO/T-HEHS-00-160, July 19, 2000).

Medicare Payments: Use of Revised “Inherent Reasonableness” Process Generally Ap-
propriate (GAO/HEHS-00-79, July 5, 2000).

Medicare: 21st Century Challenges Prompt Fresh Thinking About Program’s Admin-
istrative Structure (GAO/T-HEHS-00-108, May 4, 2000).

Medicare Contractors: Further Improvement Needed in Headquarters and Regional
Office Oversight (GAO/HEHS-00-46, Mar. 23, 2000).

Medicare Contractors: Despite Its Efforts, HCFA Cannot Ensure Their Effectiveness
or Integrity (GAO/HEHS-99-115, July 14, 1999).

HCFA Management: Agency Faces Multiple Challenges in Managing Its Transition
to the 21st Century (GAO/T-HEHS-99-58, Feb. 11, 1999).

Medicare: HCFA Faces Multiple Challenges to Prepare for the 21st Century (GAO/
THEHS-98-85, Jan. 29, 1998).

PREPARED STATEMENT OF NICHOLAS J. WOLTER

Chairman Baucus, Senator Grassley, and members of Senate Finance Committee,
I appreciate this opportunity to discuss some of the challenges of working with the
Health Care Financing Administration (HCFA), especially at a time when a change
in name to the Centers for Medicare and Medicaid Services (CMS) is meant to re-
flect a commitment to improving working relationships with physicians, hospitals,
nursing homes, other providers, and beneficiaries.

I am submitting these comments on behalf of Deaconess Billings Clinic. DBC is
a not-for-profit, physician-led, community governed medical foundation serving Mon-
tana and northern Wyoming. It is composed of 170 physicians, located at 10 clinic
sites, as well as a 272 bed hospital, a nursing home, and a research division. DBC
also manages several small hospitals and nursing home facilities in towns with pop-
ulations of less than 10,000.

DBC, like many other large health care organizations in rural states, serves a
very large geographic region with primary, secondary and tertiary care services. It
is common for patients to travel 90 minutes to Billings for a primary care visit, and
five hours or more for a visit to one of our medical subspecialists. As part of a con-
sortium of rural hospitals, DBC also operates a telemedicine network. DBC’s mis-
sion is to improve the health of the communities we serve, and to support health
care research and education.

I am Dr. Nick Wolter, the CEO of Deaconess Billings Clinic. I have spent most
of my professional life practicing critical care medicine and pulmonology, and I still
see patients today.

I’d like to start with several simple premises.

¢ Medicare should support the physician-patient relationship.

¢ Medicare should encourage quality, coordinated, and efficient care.

. M&dicare regulations should be as simple and inexpensive to implement as pos-

sible.

¢ Medicare regulators should work in a cooperative, partnership manner with

physicians and other providers.

Deaconess Billings Clinic believes that operating from these premises can provide
Medicare beneficiaries, our patients, with the best care and the best value.

Over the past five years, a voluminous number of complex, often confusing regula-
tions, combined with a major increase in compliance and enforcement initiatives,
have left health care providers frustrated with Medicare’s administration and
straining for resources to comply.

One of our experienced directors recently expressed her concern with Medicare
regulation and enforcement this way:

“Something became extremely clear to me at the compliance conference we re-
cently attended. HCFA and the OIG seem to make policy and take a shot gun
approach to issues based upon isolated incidents of real problems in healthcare.
I've worked for three large integrated systems at this point accounting for near-
ly 1,000 physicians. I've always been involved in the coding and billing aspects
of healthcare, performing audits, appeals, ALJ hearings, etc. In the past 20
some odd years, I have only seen one physician (at another system) who was
intentionally non-compliant with the rules of the day. All other issues with bill-
ing and coding were related to the fact that the regulations were very difficult
to understand and operationalize and too numerous to reasonably keep track of.
It seems to me we are adding complex and detailed rules and regulations, plus
huge costs for implementation, in order to regulate a tiny minority of physicians
and other providers. We’re ruling on exception instead of the norm.”
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The main themes of this testimony are that Medicare regulatory simplification is
needed. A more cooperative relationship between the new CMS and providers is
needed. More consistency and coordination from the national level are needed, so
that providers and beneficiaries in different regions receive more consistent service
and policy implementation.

Let me describe some of what has driven DBC, and many other physician organi-
zations, hospitals and other providers, to Congress, asking for regulatory relief and
a change in HCFA.

BETTER GUIDANCE, MORE COORDINATION, AND MORE OVERSIGHT FROM THE NATIONAL
LEVEL IS NEEDED

Documentation and Coding Guidelines

One of my pulmonology colleagues describes the documentation and coding prob-
lem by saying, “I spend as much time producing paper as I do taking care of pa-
tients.” Medicare pays physicians based upon an incredibly complex set of coding
guidelines, dating back to 1992, requiring documentation of services that often do
not make sense to the physician in the room trying to take care of the patient. Ef-
forts since 1993 to revise the guidelines have failed to meet the objectives of sim-
plicity and of not interfering in the process of care.

Patients are often also confused. But they cannot tell where accountability rests.
Is it with Medicare? Physicians and hospitals? Or is the problem a lack of partner-
ship, coordination, and communication between Medicare and providers?

Example: Preventive Medicine Coding

Let me give you an example of a problem we are facing right now, especially in
our internal medicine practices, with coding guidance on preventive medical exam,
versus a problem medical exam. Medicare does not generally pay for a preventive
exam, the patient does. So this is an area of great patient interest, where clarity
is important. Furthermore, preventive exams are common. You would think that the
guidance would be clear by now. What we find, however is the following:

e It is very difficult to determine, under current guidance, when a preventive

medical exam becomes a problem exam.

e It is also very difficult to determine when a preventive exam becomes both a
preventive exam and a problem exam, during the course of an exam. For in-
stance, if the physician finds a potential heart problem or diabetes, when can
billing be done for treatment beyond what would be done in the routine preven-
tive exam? In this instance, we are faced with figuring out the correct billing
procedure and making sure we do not charge the Medicare beneficiary for the
part of the exam that should be billed to Medicare. This situation is extremely
difficult to explain to the patient, even if we could get clear guidance from Medi-
care.

¢ Medicare now allows certain preventive tests for women (e.g. a screening pap
smear, a breast exam and a pelvic) to be performed and billed to Medicare at
the same time as a problem visit billed to Medicare. This is not the case in re-
gards to screening for men. We may bill a preventive screening digital rectal
exam to Medicare, but not at the same time as a problem visit billed to Medi-
care. This is difficult to understand and more difficult to explain to the patient.

¢ To make this issue even more confusing, we have been faced with differing in-
terpretations from our Carrier and the Medical Director of our Carrier, as well
as the Medicare Regional Office on these questions. There are no clear national
guidelines in this area and this only perpetuates the confusion.

This month at DBC, we are bringing in a nationally recognized consultant in this
area, at significant expense, to educate our physicians and staff on the best under-
standing we have of current requirements.

Another concern I hear about Evaluation and Management (E&M) Coding, espe-
cially from our subspecialists doing consults, is that it does not reward patient coun-
seling. In order to get paid for a high level visit, for asthma or a heart condition,
for instance, it isn’t enough to thoroughly examine and counsel a patient on that
condition, you are required to do a complete history and physical (which has often
already been done by their primary care physician), and provide other services that
may actually detract from counseling the patient on the condition he or she came
to see you about. Effectively physicians face financial incentives to spend less time
counseling patients in the areas the patient most needs counseling.

Local Medical Review Policies (“LMRPs”), “Medical Necessity” Determinations, and
other Guidance (or lack thereof)

Medicare requires Medicare contractors to decide what is medically appropriate
care, within the context of national guidelines. The number of LMRPs varies enor-
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mously across the country by Medicare contractor, and the advice is often incon-
sistent. The effect is that beneficiary services vary from area to area because of the
variations within Medicare administration. Quality may also be inconsistent. Med-
ical evidence should drive Medicare’s medical review policies, not variability in the
opinions of local Medicare Medical Directors.

Nothing is more difficult for a practicing physician than to be told by the local
Medicare Carrier or Fiscal Intermediary that the service he is providing or has au-
thorized is not “medically necessary,” especially when that payment denial decision
is unsupported by medical evidence.

Example: Air Ambulance

Let me give you one recent, extremely serious example in Montana right now, in-
volving air ambulance services. DBC, like several other hospitals in the state that
provide trauma and higher level medical services, owns and staffs an air ambulance.
The medical director of that service refers to it as a “flying ICU.” We can and do
save lives because of air transport. However, for the past several months, our local
Medicare Fiscal Intermediary has been denying approximately half of our air trans-
ports on the grounds that they were not medically necessary. The denial is accom-
plished by downcoding to the payment rate for land ambulance. This is happening
to other air ambulance programs across Montana, although we understand similar
denials are not common with Medicare FIs in other states. Let me give you two ex-
amples of denials:

¢ A 78 year old female sustained a huge intracerebral hemorrhage and was trans-
ported by air for neurological evaluation. Vital signs were stable enroute and
the patient was confused with slurred speech. Upon neurological evaluation, it
was determined by the neurologist that the patient would likely not survive the
event. The family made decisions for comfort care and the patient passed away
4 days later. This flight was denied by Medicare, stating that the patient was
stable and could have been transported via ground ambulance. Due to the ex-
tent of her intracerebral hemorrhage, she could have compromised her airway
at any time and did in fact lose consciousness shortly after arriving at DBC.
We have appealed this denial.

* A 68 year old male presented to the Emergency Department of a small hospital
with chest pain. The patient had an abnormal EKG and elevated cardiac en-
zymes indicating that he had suffered a heart attack. He was stabilized and
transported by air for cardiac evaluation, and was not in active pain during the
transport. The admitting cardiologist decided that due to the recent myocardial
infarction, it was best to perform cardiac catheterization the following morning.
The patient underwent cardiac catheterization within 18 hours of transport and
underwent multiple vessel coronary artery bypass later in his hospital stay.
This transport was denied based upon the fact that the patient was stable dur-
ing the transport. The FI stated that the patient must experience chest pain
during the transport to establish the medical necessity of air transport. We are
appealing this denial based upon the fact that you can never predict which pa-
tients will be stabilized and which will continue to evolve and extend their myo-
cardial infarction.

When a physician at DBC certifies an air transport, we believe we are following
national guidelines, as well as practicing within the standard of care for a physician
for determining when critical care is needed. Our local FI disagrees, requiring an
“emergent” condition during transport, and using medical consequences after the
time of transport to determine whether the transport was medically necessary. For
heart patients, they have told us they look for heart pain during transport to justify
medical necessity!

The problem with air ambulance is exacerbated in Montana by the vast distances
involved and the absence of professional ambulance services in rural communities.
In many communities in rural and frontier Montana, there is, at most, one ambu-
lance, the ambulance is staffed by volunteers, and the ambulances do not provide
advanced life support. Therefore, to do what our Medicare FI tells us we should be
doing, which is transport the patient by land ambulance with advanced life support
capacity, we must send an ambulance from Billings. If the patient is 250 miles from
Billings, which is not uncommon, it would require a five hours trip to pick the pa-
tient up, then we’d be subjecting the patient to another five-hour trip back. As phy-
sicians and air ambulance providers, we cannot, in good conscience, with our pa-
tients’ interest foremost, justify what our local FI has demanded as a matter of
“medical necessity.”

It is a terrible dilemma for DBC we are looking at losing approximately $500,000/
year in Medicare denials in the future for our air ambulance program, based upon
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current denial rates. We know other air transport programs in Montana are consid-
ering closing because of Medicare denials.

We believe this problem is due to a lack of coordination and national oversight
of Medicare contractors. This leads to major inconsistencies from region to region
and FI to FIL. It is hard to understand, in cases where medical and expert consensus
is available, why such major inconsistencies exist, particularly around issues where
quality of care may be significantly compromised. In the case of air medical trans-
port we understand that a national level review was done over a year ago, and that
a proposal exists that would address our current problem. We believe more national
oversight, expert medical involvement, and the development of consistent policies
where medical agreement exists would help address this kind of situation. Even
with this approach, much more timely decision-making is necessary.

Example: Ineffectiveness of Dispute Resolution related to disputes with Medi-
care contractors

Finally, our experience with air ambulance illustrates another problem with Medi-
care the ineffectiveness of dispute resolution. Under existing regulations, we have
initiated appeals on the approximately 110 denials we received between November
1, 2000, and the end of April 2001. Because our Medicare fiscal intermediary has
refused to change its position, we expect to be involved in lengthy and expensive
administrative hearings on each claim. The Medicare regional office has not been
helpful in trying to resolve the differences in approach between our fiscal inter-
mediary and others in the region. And there is no mechanism that would allow reso-
lution of this issue, as a matter of policy, at a national level.

Other problems with receiving adequate, timely, and consistent guidance from
Medicare:

¢ Last fall, DBC implemented billing for blood products in a timely manner based
upon national guidance. Our FI was unable to process the claims when appro-
priately billed according to national guidance, yet the Medicare clearinghouse
through which DBC submits claims electronically (which is owned by our FI)
would only accept the claims when submitted as required by the national guid-
ance. We were stuck in a Catch-22, that required manual adjustments to every
claim for blood products for several weeks. Our local FI informed us that we
were not, in the future, to follow national guidance until it directed us to do

S0.

e The FI was unable to answer basic questions about billing as a “provider-based
clinic,” and seemed, from our viewpoint, unable to get adequate assistance from
the regional or national level.

e The FI was unable to answer basic questions about implementing the out-
patient prospective payment system, and, again, appeared not to receive ade-
quate assistance and information from the regional or national level.

Medicare Rules often Micromanage Care and Direct Physicians How to Practice Med-
icine and Impose Onerous Paperwork Requirements

A few examples should suffice to demonstrate the problem with overly prescrip-

tive regulations that interfere in the physician-patient relationship:

¢ Physician Supervision of Diagnostic Tests (Program Memorandum Transmittal
B-01-28, issued April 19, 2001). This rule tells physicians, mainly radiologists,
(1) when they must “generally supervise” a procedure, which means the proce-
dure is furnished under the physician’s direction and control, but their physi-
cian presence is not required, (2) when they must “directly supervise, which
means they “must be present in the office suite and immediately available,” but
not in the room, or 3) when they must “personally supervise,” which means they
must be in the room during the performance of the procedure. The supervision
requirement has meant that patients requiring contrasts for MRI must be done
under direct supervision of a physician. As a result, patients requiring that pro-
cedure frequently must wait for the procedure, sometimes for hours, sometimes
for days, raising quality of care concerns. We looked at 10 years of data, and
could find no evidence of any safety concerns for patients related to use of con-
trasts that could not be handled by the highly trained RNs and other staff
present, with supervision by radiologists via highly sophisticated technology,
that effectively put the physician in the room.

* The recent outpatient prospective payment system rules tell physicians, based
upon Medicare’s notion of medical necessity, that some procedures will only be
paid for by Medicare if done on an inpatient basis. The decision about what is
the appropriate care for a specific patient is removed from physician judgment
and the physician-patient relationship. Our radiologists can no longer do
percutaneous drainage of an abdominal abscess on an outpatient basis, even if
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the referring physician recommends it. Orthopedists can’t decide that low back
disk surgery, arm repair with a bone graft, or a single level laminectomy can
be done on an outpatient basis, with proper pain management, as is frequently
the case for non-Medicare patients.

¢ The Medicare Conditions of Participation require physicians to physically see an

inpatient who is placed under restraints or seclusion within one-hour. This rule
has posed a huge problem for our inpatient Psychiatric Center in terms of staff-
ing and psychiatrist burn-out. While proper oversight of restraints and seclusion
is important, this level of micromanagement is not.

We question the need for medical micromanagement of medical judgment through
Medicare regulations and the Conditions of Participation. When it occurs, it should
be based upon sound medical advice and evidence, not upon individual instances
where additional safeguards were needed to prevent a bad outcome.

Examples of rules where we believe the burden to providers outweighs the reason
for the rule include the following.

¢ Advanced Beneficiary Notices. The Medicare requirement to obtain Advanced

Beneficiary Notices or ABNs is an extremely difficult operational task. The pa-
tient must be notified prior to receiving the service that Medicare does not con-
sider this service medically necessary for his or her condition or will only pay
for the service once within a prescribed time period. This requires a huge
amount of education to our front line staff who must maintain large binders of
all the possible limited coverage services and then must obtain a diagnosis from
the doctor and search for the test or tests being ordered to determine if the di-
agnosis provided is on the list. Then in order to properly bill for this service
our fiscal intermediary requires that you submit two bills—one with the covered
services and another with the non-covered services. Splitting the bill in this
manner is not easily accommodated in most healthcare billing software systems.
This problem is made even more difficult when you serve as a reference labora-
tory and do not ever see the patient on your premises. Even though the lab only
receives a specimen, it is still required to ensure that an ABN is acquired for
certain tests. Physicians in their private offices experience this as an enormous
burden when they are ordering lab tests.

¢ Medicare Secondary Payor Rules. The Medicare Secondary Payment rules,

which received substantial attention during the last Congress, continue to be
a significant problem. This rule requires providers to ask 25 questions of Medi-
care beneficiaries about other payment sources. Initially, this rule required that
providers gather this information on every encounter. At DBC, patients will fre-
quently have several encounters in a day. The paperwork burden to DBC and
patients, alike, was huge, and actually interfered in the process of care. At this
point, our FI requires that we collect such information every two months, which
is too frequent. We understand that other FIs still require an MSP question-
naire be filled out on every encounter. More reform and more centralized guid-
ance is needed.

¢ Medicare Cost Report Requirements. We would recommend eliminating the cost

report for providers no longer paid on a cost basis, and would substitute the use
of Generally Accepted Accounting Principles (GAAP) for financial reporting. At
the very least, we believe reducing the size and complexity of the cost report
is possible.

¢ Simplification of other Medicare data requirements. Medicare requires many

disparate types of data, in addition to the cost report. Providers should not be
required to keep or provide data unless the new CMS can show it is necessary
to carry out its functions, is not otherwise available, and its usefulness is not
outweighed by the resources required by providers to gather and provide the
data.

Providers everywhere could tell you tales of woe, often involving complex manual
processes, and inconvenience and costs to patients, because of these rules. We would
like to see the new CMS reconsider the necessity for these rules, and to weigh their
costs and the difficulty of implementation against the reason they were adopted. If
they could not be completely eliminated, we believe they could be narrowed in scope.

The Volume and Combined Impact of the Rules is Overwhelming

The financial and human resource cost of responding to many of these regulations
is becoming clearer to us at DBC and is huge. Staff salaries to support physician
coding total $500,000 alone. In addition to trying on an ongoing basis to comply with
the regulations discussed above, within the past year, other rules that touch every
aspect of DBC operations have been adopted in the following areas:

« HIPAA: Based on expert outside consultation using a conservative approach

DBC expects to spend 2.5 million dollars over the next few years complying
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with Medicare HIPAA rules. We support the intent of many of these rules but
hope that simplification of the requirements is yet possible, and that recognition
of the practical and financial implications of implementation will be taken into
consideration.

e Stark self-referral guidelines, which closely prescribe financial arrangements
between physicians and entities: A technical violation of this law—for instance,
failure to have a written contract for a fair market value transaction that other-
wise poses no concerns—carries punitive penalties. For instance, if a DBC phy-
sician agrees to train staff on a new outpatient procedure that is going to be
done at the facility, and is paid $100, under the Stark regulations, unless he
has a written contract with that facility, both he and the facility have violated
the law. As a result, the hospital would be precluded from billing Medicare for
services that physician refers to that facility, and, if it provided services allowed
procedures to be done on patients by that physician it would be required to re-
turn the money. This would be true even if all of the patients who got the proce-
dures at the hospital needed them, and the physician and hospital were making
a special effort to bring the procedures closer to home so people would not have
to travel to the bigger hospitals. It is hard to know every time there is a rela-
tionship between a physician and an entity that may trigger the Stark rules.
The cost of making certain a technical violation of Stark never occurs, for fear
of the penalties, is large and unrecognized in Medicare’s payments to providers.

« EMTALA: This law, enacted initially as an anti-dumping law at hospital Emer-
gency Departments, is now, by way of HCFA’s outpatient prospective payment
rules as applied to provider based clinics, extended to every DBC outpatient
physician office site in Billings, well beyond the actual property lines of hos-
pitals. Furthermore, providers face a Catch-22 when payment for emergency
care is denied by Medicare. We are precluded by EMTALA from asking ques-
tions related to the patient’s ability to pay when the patient requests emergency
services, but we are required to ask precisely those questions (and collect a
written ABN from the patient) in order to bill the patient if Medicare denies
payment for services provided during emergency treatment.

¢ Qutpatient Prospective Payment System (OPPS): Initiated last August, DBC is
still waiting for adequate guidance on some aspects of implementation of these
rules. On some issues, like the “pass-through” payments and “inpatient-only”
procedures, Medicare dramatically changed the rules, after the effective date,
requiring an initial effort to comply, followed quickly by a second effort to com-
ply with changes. The financial cost to DBC of implementing OPPS is now esti-
mated at $750,000. Furthermore, we do not believe the changes related to OPPS
were explained well, and on some issues not at all, to beneficiaries or to sec-
ondary payers.

The sheer volume, scope, detail, cost, and rapidity of regulatory changes, com-

bined with substantial penalties for non-compliance, leave health care providers
spinning.

Medicare Rules and Payment Inadequacies Create the Following Problems in Rural
Areas

Rural physicians, hospitals, nursing homes, and home health agencies currently
face enormous challenges. The most recent data collected in Montana for the year
2000 show small health care organizations in our state averaging an operating mar-
gin of a negative 6 to 7 percent.

As DBC has become more and more involved in the operation and management
of both rural clinics and hospitals, it has become apparent to me that some of the
geographic inequities in reimbursement to rural providers contribute to their fragile
financial status. These geographic inequities include wage-price index formulas for
facilities, a geographic adjustment of work RVUs for rural physicians, other geo-
graphic adjustments for both inpatient and outpatient facility services, and the
Medicare payment rate for managed care in rural areas which preclude the offering
of Medicare+ Choices options. These inequities extend to rural Medicare bene-
ficiaries in at least two ways. First, resources to maintain and develop quality serv-
ices are less available than in other parts of the country. Second, the beneficiaries
themselves may find their own out-of-pocket expenses to be higher, which occurred
when the new OPPS was implemented. In Montana significant increases in many
hospital outpatient co-pays now exist. We even have co-pays which are higher than
the charge itself! Surely increasing the burden on elderly patients in a state with
a high senior population and a low per-capita income was not an intended result
of the implementation of this complex new program. Let me also note that many
Montana health care organizations have chosen to become Critical Access Hospitals,
a program piloted in Montana, but severe vulnerability remains.
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It is my strong belief that the regulatory and compliance initiatives launched by
Congress and by HCFA over the past 5 years will only magnify the problems faced
by Montana’s rural and frontier physicians and hospitals. Many have negative mar-
gins now and do not, in most cases, have the resources to adequately invest in high-
quality healthcare delivery infrastructure, much less the infrastructure required to
deal with the regulatory and compliance issues we are discussing today. In many
cases these physicians and hospitals represent the only access to basic healthcare
services for 50, 100 or 200 miles and more. Many of these providers are seeking
DBC’s help in dealing with these issues, but all are asking why significant geo-
graphic disparities are so pervasive in Medicare’s programs.

Let me give some specifics as to why these rural issues need urgent attention:

Physician Recruitment. Medicare does not cover the cost of providing physician
services in rural areas. Because rural areas also have a disproportionately high
Medicare population, the problem is exacerbated by lack of better paying patients
to offset the Medicare losses.

Free-standing physician practices are dying because physicians can’t make the
equivalent of a market income, based on national standards, if they set up in pri-
vate practice in a rural area. As a result, rural physicians are increasingly employed
by hospitals that subsidize their salaries. Part of the reason for this is that Part
B reimbursement to physicians in rural areas applies a geographic adjustment to
the work component, so that Medicare pays rural physicians less than in other parts
of the country. This is difficult for us to understand. In fact, DBC recruiters tell us
that we should expect to take at least two years to recruit a primary care physician
to small rural towns outside of Billings, and that we will often pay a 10% starting
bonus premium. That has been our experience over the past few years. In Montana,
if Part B payments for physicians were increased to the national average, it would
result in approximately a 2.9% increase in payments. At that level, we would still
be subsidizing the salaries of physicians in rural communities, but the burden would
be lessened to DBC by approximately $500,000 a year.

Marginal to Negative Operating Margins. MedPAC has begun to identify some of
the problems in reimbursement in rural areas. We believe recent MedPAC testi-
mony on the report on rural health care may significantly understate the problem,
but the increasing difference in margins between rural and urban hospitals is clear,
and should be addressed.

Medical and Administrative Infrastructure. Health care today requires informa-
tion systems and highly educated, professional staff in order to comply with the del-
uge of regulations and delivery quality care. There isn’t enough money available to
build the necessary infrastructure to deliver quality care to rural beneficiaries.
Medicare reimbursement to rural hospitals has institutionalized historical, geo-
graphical inequities in the level of care provided in rural areas, effectively pre-
cluding improvement in the infrastructure. This problem will be magnified by the
growing healthcare workforce shortage issues.

Quality and Access. There are very few subspecialists in rural Montana and Wyo-
ming, except via telemedicine and outreach clinics. DBC provides both telemedicine
and outreach clinics, and both are subsidized. While recruiting primary care pro-
viders is difficult in rural areas; cardiologists, dermatologists, ophthalmologists, gas-
troenterologists, and so on, don’t exist in those areas. Patients, therefore, do not
have access, except by virtue of extraordinary efforts, which are not recognized by
Medicare payment methodologies. Right now, DBC and other trauma providers are
struggling with building a regional trauma network, with no outside funding. Until
Medicare addresses these kinds of problems, residents in rural areas will not have
the quality of care or access to care that patients have in more urban areas where
hospitals and physicians are paid more by Medicare for the same service.

“Patients or Paperwork?”

This is a question and dilemma posed by the American Hospital Association, on
behalf of many of its members, including DBC. Physicians are asking the same
question. The new Centers for Medicare and Medicaid Services needs to be asking,
in a serious way, the same question, and to begin holding meaningful discussions
with physicians, hospitals, and other providers about ways to create significant im-
p}tl‘ovement. I encourage your attention to AHA’s analysis and recommendations in
this area.

Recommendations for Action

(1) Simplify coding and documentation standards. Pilot them with practicing phy-
sicians without threatened penalties for coding noncompliance.

(2) With practicing physician involvement, develop national payment policies, par-
ticularly in areas involving frequent services, certain chronic diseases, and critical-
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care transport where evidence-based information exists to support more standard-
ization. Replace many local medical review policies.

(3) Ensure that HCFA provides much improved communication, guidance, inter-
pretation, and clarification to physicians, hospitals, and other providers as regula-
tions are developed and implemented.

(4) Improve the supervision, support, and guidance provided to regional offices
and FIs and Carriers to significantly reduce the variation and inconsistency in pol-
icy, service, and interpretation which exist today.

(5) Significantly improve, and make more timely, dispute resolution processes.
The current ALJ process is unwieldy, expensive, and ineffective at resolving issues
at a policy level.

(6) Consider the net effect of the timing and cost of regulatory implementation so
that providers are able to balance their resources as they plan their own implemen-
tation needs.

(7) Eliminate or simplify rules that inappropriately regulate how physicians prac-
tice medicine, especially where there is little or no evidence to suggest that they im-
prove quality or safety.

(8) Take into account the cost of implementing regulatory and compliance initia-
tives in reimbursement to physicians, hospitals, and other providers.

(9) Adopt the recommendations of the American Hospital Association in its “Pa-
tients or Paperwork?” project. Simplify, clarify, and make more practical specific
current regulations including OPPS, EMTALA, Stark, data reporting mandates, cost
reports, ABN’s, Medicare secondary payor rules, and HIPAA.

(10) Address rural inequity issues which threaten facility viability, pay rural
M.D.’s a lower work RVU, do not allow for adequate infrastructure investment, im-
pair recruitment and retention of physicians, nurses, and other professionals, un-
fairly burden Medicare beneficiaries themselves, and do not allow the offering of
program options to seniors available elsewhere.

(11) Improve communication, service and information to Medicare beneficiaries.

I want to thank Senator Baucus, Senator Grassley, and other committee members
for the opportunity to share my observations on current issues facing physicians,
hospitals, and other providers as we work with the newly named Centers for Medi-
care and Medicaid Services, our regional office, and our FI and Carrier to best serve
our Medicare patients. Thanks to you all, as well, for your efforts to continually im-
prove a program which has become vitally important to those it has served so well.
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