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Operator:  Welcome to the Transplant Communications Conference Call.  Today’s call will be titled, “The Impact of Medicare Part D on Transplant Recipients: What has happened in the past eight months, what could happen in the future, what the transplant community can do about it”.  At this time, all participants are in a listen-only mode.  Later we will conduct a question and answer session.  I would now like to turn the call over to Jim Warren.  Mr. Warren, you may begin.

Jim Warren: Thank you.  On behalf of Transplant News, I would like to welcome you to today’s national audio conference entitled “The Impact of Medicare Part D on Transplant Recipients”.  For the next 90 minutes, we intend to give you as much information as possible on what has happened in the past eight months, a preview of what could happen in the future, and what the transplant community both is doing about it and what it can do about it.  

Today’s conference is structured so you will have approximately 35 minutes to call and e-mail your questions to the panel.  The Operator will alert you when the phone lines are open; expect to be right around an hour from now.  You also may e-mail your questions to me at any time during the broadcast, starting right now.  Send them to trannews@trannews.com.  That information is also contained in your housekeeping memo.  The faculty will attempt to answer everyone’s questions, but that will be determined by just how many calls and e-mails are received.  In the event that we run out of time, the panel has agreed to respond to some questions that do not get answered on the air at a later date.  Please e-mail those questions to me, and I will forward them to the appropriate faculty members.  If we do have a large queue of people that want to ask questions, we will go longer than the allotted 90 minutes.

I have one important format change to advise you of for today’s audio conference.  Our first speaker, Leigh Davitian, has had a serious family emergency and will not be able to participate.  Her remarks will be included in the presentation by Dr. Serena Vlaicu, who is a senior associate at the Dumbarton Group.  I should also add that the Dumbarton Group and Associates is a Washington DC based health care policy and advocacy firm that provides federal and state policy analysis.  I have personally worked with them for several years on the Medicare legislation and its aftermath, and there are few firms in Washington with better knowledge of the issues. 

Our first speaker will be Dr. Serena Vlaicu, a senior associate for the Dumbarton Group.  She is a physician with graduate training in health policy and public policy.  She has more than five years experience in policy analysis in both academic and applied settings, and she has published on issues related to Medicare, health policy information, and policy solutions for reimbursement of live organ donors.  Dr. Vlaicu will be followed by Dr. Brad Kile.  Dr. Kile has been 15 years in policy analysis and government relations with a focus on Medicare and Medicaid.  His specialty areas include provider reimbursement and coverage and pharmaceutical policy.  Our third speaker will by Beth Witten.  Beth is a social worker who has worked with dialysis and transplant patients since 1978.  She is a past president of the National Kidney Foundation’s Council of Nephrology Social Workers and more importantly, for today’s conference, Beth is currently employed part-time by the NKF as the Medicare Modernization Program Manager and provides consulting services to the Medical Education Institute and the Missouri Kidney Program.  And last, and certainly not least, is Dr. Amy Friedman, an Associate Professor of Surgery at the Yale School of Medicine, where she has practiced transplantation since 1994.  Dr. Friedman received her training as an organ transplant surgeon at the State University of New York and Brooklyn and the University of Pennsylvania.  I can also tell you that she has put that good training to work this morning by working on a donor.

In about 50 minutes you’re going to be noticed about the phone lines.  I won’t go over this again, but please keep in mind that you can e-mail questions to me at any point.  One final housekeeping note:  I will e-mail you a complete transcript of today’s conference in a couple of days.  However, if you decide after the conference that you would also like to purchase the audio CD and did not indicate that on your registration form, contact me and we can make arrangements to change your order.

Now, let’s get started.  It’s my pleasure to introduce Dr. Serena Vlaicu.                   

Dr. Serena Vlaicu: Hi Jim, and thank you so much for inviting me.  We apologize for not having Leigh on the call today, and actually my colleague, Brad Kile, is going to start up with some her sections, and then he’s going to pass it on to me and I’m going to talk about Parts B and D, so Brad, if you can be on and say hi to all of us.

Dr. Brad Kile: I appreciate that, Serena.  As far as the Dumbarton Group and our portion of the presentation today, let me just give you a brief outline of where we’re headed.  First, we’ll talk about the Medicare Modernization Act, how it relates to Medicare Part D, give some basic overview and the basic facts.  Then we’ll narrow that down some more and talk about the impact on Medicare Part B.  We’ll talk about the new relationships between Part B, and the new Medicare Part D.  We also want to talk about new relationships between Medicare and Medicaid and talk about some state and federal interactions with the program.  

So that is where we’re headed for this morning.  Why don’t we go ahead and jump right in and talk about some of the basic facts of the Medicare Modernization Act.  This was passed at the very end of 2003 with the goal and purpose of providing Medicare beneficiaries with voluntary drug coverage via private companies to improve those healthcare outcomes and choices through prescription drug plans.  The focus there, again, improve access and also give disease screening and preventive care.  One of the points we’ll stress here is that the Medicare Modernization Act is not just about Medicare Part D and the prescription drug benefit.  There are many other components that have far-reaching aspects of all of healthcare, particularly with the Medicare program.  It’s just that Medicare Part D happens to be the single most largest component of the Medicare Modernization Act.

Let’s talk about the MMA and prescription drugs.  Medicare beneficiary options under Part D include Medicare Advantage Plans, which is the old Medicare Part C or Medicare Choice Program.  There are also stand-alone prescription drug plans, which are commonly referred to as PDPs.  Beneficiaries also had choices if they maintained credible coverage under employer or union drug coverage that is equal to or better than the basic plan.  And, as was widely publicized earlier this year, there was a payment deadline that was established as May 15th of 2006, a deadline for those to, that did not have credible coverage, to enroll in a plan or they would have a 1% penalty for each month after May in which they did not.  Also, the other aspect of drug coverage now with MMA is the state interaction, state pharmaceutical assistance programs and existing state coverage that’s afforded to Medicare-Medicaid beneficiaries.

Well, now that we’re just about eight months into the new Medicare Part D, what do we know?  Well, these things are clear.  The transition was quite chaotic.  In January, February, well into April, we knew there were major problems with beneficiaries being confused over what plan they were assigned to and also problems at the pharmacy level for providing a real clear transition to Part D.  We also know, and this is what will be the focus of Congress and other individuals at the administrative agencies, there are some misaligned incentives set up that are inherent in Part D that may be fixed down the road.  These incentives include those with beneficiaries and the plans that they choose, the plans themselves and participating in the programs, pharmacies and how they’re handling the change, and also the states and their role in continuing to provide medical coverage to Medicare and Medicaid dual-eligibles.  We do know that we expect changes to come some time in 2007, perhaps, or even the tail end of this year, and we do know that there has been a relatively good stabilization period over the past three to four months where it seems as though beneficiaries, pharmacies, and the plans themselves have decided that they’ve been able to cope with Part D and have adapted to the changes.  

We also know catalysts for change in Part D will be coming.  Our experiences from 2006 will lead to policy changes here in the near future, the next six to eight months.  We also know that election-year politics will come into play, as well.  This is a Congressional election year.  One of the items that’s been put up for change is that late-enrollment penalty that, again, was May 15th I mentioned earlier, that has some pretty serious political ramifications, and you may see Congress act on that before they adjourn in October.  Also, more recently what we’re seeing is Medicare beneficiaries that are in a Part D plan are beginning to experience what is known as the “doughnut hole”.  This is, with the standard plans, coverage where there actually is no benefit to an individual.  All of their drug costs are out of pocket before the catastrophic benefit picks up.  So we do expect that some of those things may be addressed, as well as some of the incentives I mentioned earlier.

Some of the key issues with Medicare Part D, of course, and those that have gained a lot of attention, are the formularies and the utilization management tools that are used in that.  These create a lot of confusion; create barriers for prescribers, pharmacies, and beneficiaries alike.  The 2007 Marketing Guidelines have been published by CMS, and they have put forward some provisions that we believe in 2007 will lead to more stability throughout the year.  That is, what a beneficiary signs up for as far as a plan at the beginning of the year will be consistent throughout that calendar year.  And many are pointing to that as something that will lead to more consistency and less confusion for them, as well.

Let’s talk about one of the issues that really is important for the call today and important for folks in healthcare, and that is the way in which Medicare-Medicaid beneficiaries, the dual-eligibles, have been handled under Medicare Part D.  These individuals were randomly assigned to Part D plans that were below an established threshold by CMS within each region, and we know that this is particularly critical for the nursing home residents.  About 65% of the nursing home residents are Medicare-Medicaid dual-eligibles.  We are all prepared for 2007, in January, to re-visit some of the transition problems that existed in early 2006, because the dual-eligibles will be looking at new plan options, and there will be another auto-assignment for those individuals that are in regions where the plan options have changed.  And those that are eligible to receive the dual-eligibles will certainly be different.  So, while some are optimistic that the transition from December 31, 2006, to January 1, 2007, will be much smoother than our past experience in this past year, we do know and anticipate that there will be some transition issues, particularly those that affect the vulnerable, dual-eligibles, Medicare and Medicaid.

And with that, let’s talk about the impact of Medicare Part B, and how it relates to the MMA.  And I will turn it over to Dr. Vlaicu for that section.

Dr. Serena Vlaicu: Thank you so much, Brad, and thank you so much, Jim, again, for the opportunity to be here today and then hear how regulations and laws that we read and think about in Washington are applied into the real world.  And I am convinced that when we get to the Q&A, we’ll hear a lot of real interesting questions about how and reflecting how everything works in the real world, compared to what people think about issues in Washington.  

I’m going to provide a brief overview of the most pressing coordination of benefits issues and what you can do to convince sometimes unfriendly Part D plans to cover drugs they should cover for your patients.  As you likely know by now, Part D plans are not allowed to pay for any medication that could be reimbursed as prescribed in the sense that either Medicare Part A or B.  And, unfortunately, we know that life is not that simple.  In reality, there are many different situations in which many drugs could be covered either under B or D, and then it’s real difficult to figure it out, and a lot of plans try to put the burden on the patient and on the prescriber instead of trying to do their jobs.  And we hear about that every day.  

There are some really easy-to-understand situations, for instance, that mostly relate to Part A and how that interacts with B and D.  For example, if Medicare is covering the patient’s stay in a hospital or nursing facility, the drugs will  obviously be paid under Medicare Part A until the patient either leaves the hospital or the nursing facility or the Part A benefit runs out.  If the patient, for example, is in a Medicare-approved hospice program, Medicare Part A will pay for the drugs for symptom control or pain relief. They’re not allowed to pay for prescriptions intended to treat any terminal illness, but the beneficiary could join a Part D, and then the drugs unrelated to the terminal illness would be covered by that plan; for example, an infection, antibiotics for an infection.  As a general rule, in B versus D, and this is what CMS has been telling us and this is what we’re telling everyone, if the patient’s drugs were covered by Part B in 2005, assuming that the patient was on medication, then they will continue to cover the same drugs under part B.  If it’s a new patient or the drugs that the patient is taking were not covered under B last year, then they are likely to be covered under D.  But you have to look exactly at the specific drugs, the specific patient and see if they fell under either B or D.  For example, and I know this is all confusing, and I’m going to try to make it really simple, there are specific cases of drugs that could be covered either under B or D.  The DME-supplied drugs, which are drugs that require to be given to the patient via durable medical equipment, such as inhalation drugs that are used through nebulizers, IV drugs or insulin given to the patient through infusion pumps, these drugs could be either reimbursed under Part B if the beneficiary lives at home or under Part D, if the beneficiary is either in a hospital or a long-term care facility.  Long-term care facilities are not considered a home for this benefit.  And this is really important, because a lot of people who are in nursing homes, they still believe and they still think that the nursing home should be treated as a home, which it is not in this case.  The MMA specifies that.

Another group of drugs are the drugs furnished incident to a physician’s service, which are drugs furnished by a physician.  They are purchased by a physician, and they are given to the patient in the physician’s office, either injected or IV drugs.  And these drugs are covered under Part B if administered in a physician’s office and if they’re not deemed self-administered drugs by the Medicare B carrier.  Or, they are covered under Part D if purchased by a patient from a retail pharmacy, which doesn’t happen too often.  Most of these are Part B drugs, and it’s pretty straightforward.  If the drugs are furnished by a physician in the physician’s office, and most physicians who do that know what drugs are covered by the Medicare B carrier in their region, those are covered under B.

There are other drugs that are not as easy to figure out, such as immunosuppressant drugs that you guys are interested in.  These drugs are covered under Part B, for beneficiaries who received a Medicare-covered transplant or they’re covered under Part D for all other uses, which makes it confusing because the plan is often rejecting the coverage, saying that this should be B without even asking if the transplant was a Medicare-covered transplant.

There are oral anti-cancer drugs that are similarly covered under B, when they’re used for cancer treatment only and only if the substance in these oral cancer drugs, the active substance, is the same as the one in injectibles that would otherwise be covered incident to a physician’s service.  So if these oral anti-cancer drugs have an injectible IV form and they would be covered, those forms would be covered in a physician’s office, then they are covered under B in other cases, as well.  If not, they are covered under Part D.  And similarly, we hear about a lot of PDPs rejecting claims just on the basis that these drugs being a Part B covered drug.

Another similar case is the oral anti-emetic drugs that are covered under B when they are used as full replacement for IV anti-emetic drugs, and they have to be used within 48 hours of chemo or they are covered under D, for all other uses.

EPO, another item that I know all of you are real interested in, it’s covered similarly under B when it’s used for treatment of anemia for people undergoing dialysis, or it’s covered under D, for all other uses.  EPO may also be covered under B for other conditions than dialysis if it’s furnished incident to a physician’s services.

Then vaccines such as flu, hepatitis B, they could be covered under B for high risk beneficiaries; they could be covered under D for all others.

These are really confusing cases, and although there is specific guidance out there, Part D plans are not always forthcoming, and most of them have not put systems in place that would allow for an easier understanding of either coverage being B or D, and they’re just refusing coverage on the basis that a drug could be Part B.  CMS guidance does not allow PDPs, however, to ask providers, or pharmacists, rather, to bill Part B, first for immunosuppressant drugs, for example.  But CMS guidance does encourage plans to use prior approval requests.  So they gave them a carte blanche to go and then ask for prior approvals on most of these drugs that could be covered under either B or D.  Then in a memo sent by CMS to plans in March of this year, CMS understood that there are some problems and there are  so many calls that they received and so many complaints from physicians, and they sent out a letter to plans stating that PDPs may actually rely on information provided by physicians on the prescription, such as diagnosis information or location, so if the physician writes a note on the prescription saying this should be B or should be D based on X diagnosis; or this patient is in a home, is not in a nursing home, then they should be covered under the  DME supplied drug benefit.  However, not a lot of plans actually acted on it until recently, and the latest we heard from CMS, from just having discussions with CMS, was that at least one large plan has put processes in place to accept a diagnosis phoned in by the retail pharmacist for B versus the overlap drugs of concern.  And then CMS is hopeful that more plans will follow, which is good news for the patients and for all of us.  These processes should assist, should make sure that the drugs are identified as either B or D, and they’ll limit the need for prior approvals and exception appeals processes.  

And I just wanted to add that in February CMS worked with the largest physician groups to tell providers to include additional information on prescriptions that may help plans to make the B versus D decision; for example, like providing information about either the treatment, the oral anti-emetic drugs that are used within 48 hours of chemo, or the other cases that I mentioned a little bit earlier.  So the plan would have no choice but to approve it without requesting additional paperwork and additional phone calls and delaying the patient’s treatment, obviously.

Since not a lot of plans are open to the physician’s request or pharmacist’s request, there is the process called exceptions and appeals that the beneficiary and providers could go through to make sure that the patient receives the drugs that are medically necessary and they’re not covered by the plan.  So the Formulary Exception Request can be made for several reasons.  If the drug prescribed is not on the drug plan’s formulary, if the drug prescribed...if the enrollee cannot go through either step therapy process, or if the dosage limitations that the plan has for those drugs are not, are below what the physician believes that the patient should take or the physician believes that the plan should not request a pre-approval for that specific drug, then the beneficiary or whoever is assisting the beneficiary, including the physician or social worker or family members, they could request a formulary exception.  Then the Formulary Exception Request, what that is basically doing, it’s telling the plan  these are the arguments against either not having this drug on the formulary or having these prior approval requests in.  First, and then the process, you are probably most of you are familiar with it, you have to, and I’m not going to get into detail. I’m going to just sketch it out, and then I’ll go back to it in Q&A if you’re interested or by e-mail if you want more details.  Then the beneficiary or his or her representative should request an official decision for the PDP, which is called a coverage determination.  And so you request that in writing, and then the plan will tell you, the prescribed, why they believe that the medication is not necessary for you or why the medication is not on the formulary and that they believe there is another medication that the patient could use.  

All the Exception Appeals Requests could be done in standard or expedited, which cuts...the expedited requests usually take half of the time that a standard request would take.  And so there’ll be the result of the coverage determination the plan sends to the patient or the physician the reason for not having the drug covered, and then you can file a formulary exception on behalf of the patient by contacting the plan first (inaudible).  Unfortunately, some of these plans have different forms for different things, which is not making the process easy on anyone.  So you would have to make, or your staff would have to make sure that you have the right forms for the right plan.  And then fill out the forms and provide a statement to the Medicare plan that would support a patient’s request.  And that statement generally would have to state that none of the drugs used to treat that condition that are on the formulary would be as effective in treating the patient or they would worsen the condition or make the patient experience side effects and submit any additional medical or scientific evidence in support of that statement.  Fortunately, starting in 2007, the exception and appeals process added a new section that looks directly at pre-approvals and other management requests such as step therapy and dose caps, and so it would allow you to, once your prior approval was rejected, for example, you could go and appeal that decision or the beneficiary could go and appeal that decision, which is a new option for these patients.  So, without going into too much detail about exception and appeals process, which is really complicated, I’m going to stop here, and I’m going to take your questions in the Q&A if you need more details about that.  

And then Brad, it’s now back to you to talk about the states and some of the Medicare and Medicaid options that we have now.

Dr. Brad Kile: I want to touch on some of the tension and cooperation that’s going on between the states and the federal government as it relates to the MMA Medicare Part, and Medicare Part B,.  We know that the states definitely stepped in in a big way for the transition starting January 1st of this year, and we had the government from the federal side, CMS, step in with a program to really help the states in getting and recouping the costs for prescription drugs that should have been covered under Part B, however were not, due to transition problems and the state Medicaid, governments weren’t covering them.  That’s a story of cooperation, as well as the Medicaid program and re-engineering Medicaid benefits for prescription drugs to fit with the MMA and Part B.  

I also wanted to talk about state pharmacy assistance programs.  We now have 28 state pharmacy assistance programs that are deemed eligible under Part D to count for an individual’s true out-of-pocket cost as it relates to Part D benefits, which will provide support to those individuals in order to get more complete benefits.  It’s actually matching up a state benefit with the Part D plan that an individual is in.  Many of these state pharmacy assistance programs reach out to individuals who do have resources that would make them not eligible for Medicaid.  So it’s not just the dual-eligibles that the states are reaching out to for help.  States also are extending coverage for drugs that are explicitly excluded under Medicare Part D.  These include the barbiturates and also other classes of drugs like over-the-counter cosmetic fertility drugs and also those drugs for weight loss and weight gain, which explicitly cannot be Part D.  We only have a handful of states that have stepped up to cover the non-formulary drugs for individuals; that is, drugs in which are eligible to be covered under Part D but for a particular plan may not be covered and available to the beneficiary.  So states are stepping in there.

Those are stories of cooperation.  Stories of contention, widely publicized was the fight between the states and the federal government under the so-called “call-back payments”.  This is the amount of money that individual states were assessed and had to pay to the federal government in order to finance the Medicare Part D plan.  There was a protracted legal fight for this, and also many states joined in that, as well as back and forth between the governors and the federal government over how much states were required to kick in to help fund the program.

Part D, Part B, if the drugs aren’t covered under that, will the states pay?  And I think we’ve seen some clear examples where some states will step up and provide that.  Like most of our experience in the Medicaid program, we see that it’s very uneven benefits from state to state.  It varies across the 50 states in their design and what’s available out there.

What are the short-term and mid-term implications between the states and the federal government with Medicare Part D and the MMA?  Well, we know the short-term implications were the Part B, the 2006 transition period, stories of cooperation between the states stepping in and really helping and supporting the federal government with this role, and we’re anxious to see whether in 2007 the states will be prepared and/or willing to provide the same type of support that they did in 2006.  The mid-term implications, that is looking down the road well into 2007 and beyond, we do see a change in dynamic between the federal and state model of delivering prescription drug benefits and health benefits overall.  So, we’ll look at the changing Medicaid philosophical approach to benefits, and that is looking at designing benefits that may not be exactly defined in what the benefit is but may actually define what a state’s contribution will be for an individual Medicaid recipient.  We do continue to see states experimenting.  They have been called the laboratories of democracy, and we certainly see that with both prescription drug policy and Medicaid policy.

Those are just a couple points we wanted to bring in for you as far as the state implications, and with that, I want to turn it over to our next speaker, Beth Witten.  Beth.

Beth Witten: Thank you.  I am real excited to be here today to talk about what I’ve been doing.  For the last year, I’ve been working with the National Kidney Foundation as its Medicare Modernization Program Manager.  I made some slides that are posted on the website, along with some other materials.  There are a couple of things that I submitted to Jim today that may not currently be there, but they address the Part B-Part D issues that people have talked about and I’m going to talk a little bit about, also.

Jim Warren: Beth, let me just say that those materials will be posted, so I encourage everybody to go back up on that website today or tomorrow, and they’ll be there.

Beth Witten: I’m going to talk a little bit about the community initiatives I’ve been working on.  I’m going to give some statistics and probably will repeat some of the information that you’ve already heard about Part D in general, and then I’m going to talk about some of the challenges that we faced through the program that I’ve been working on and some of the things that have been resolved.  And there are still some things unresolved, unfortunately.  

For the last year, I’ve been working on the Kidney Medicare Drugs Awareness and Education Initiative.  It’s an initiative that has over 35 member organizations, and it’s designed to educate patients and professionals about Part D.  What we try to do, and have tried to do with this initiative, is to provide timely, consistent, reliable and up-to-date information about Medicare Part D.  To do this, we’ve done it in a variety of ways.  We’ve conducted some teleconferences on a variety of topics, we’ve prepared a compare drug plans packet that gives some search tips and shows how 25 kidney drugs are covered by 26 national plans.  We have a chart of how drug coverage has changed in those plans from month to month.  And then we’ve provided fact sheets and brochures for patients and also for staff to educate patients about various things related to Part D that look at not only their type of treatment but also their financial and insurance status.  And there is specific information for transplant recipients there, kidney transplant recipients.  The information is all posted on the website, which is www.kidneydrugcoverage.org, and we encourage you to check out.

So far as statistics are concerned, the latest data from United States Renal Data System shows that about 128,000 people had functioning transplants.  We believe, based on that data, that about 74,000 are eligible for Part D.  We’ve asked CMS but have not found out yet how many people signed up.  I would really like to know that information.  The American Society of Nephrology estimates that based on the past drug usage and cost that about 70% of the SRD patients could reach the coverage gap, and 39% could be eligible for catastrophic coverage.  As you heard before, anybody with Medicare before February 1st who didn’t have creditable coverage, or coverage as good as part D, should have signed up by May 15th to avoid the 1% penalty per month, which actually translates to a 7% penalty next year.

Now, one thing that’s been confusing is for new Medicare beneficiaries that become Medicare beneficiaries after January 31st.  Those people have three months to enroll in Medicare, and I think our patients must be the only ones that ever get Medicare backdated, because everybody seems confused about that.  But if someone has Medicare backdated, they can get their Part D plan any time during the next three full months from the date that’s on their award letter that notifies them that they have Medicare.  Those that are approved for extra help and Katrina evacuees can sign up late without penalty, and those that lose their creditable coverage - and that’s an involuntary loss of creditable coverage, not if you just stop paying your premium - they have 62 days to join a plan before facing a penalty.  Most people can join or switch from November the 15th to December 31st.  However, those with Medicare and Medicaid, the dual-eligibles, and those with state help to pay their Medicare premiums under Medicare Savings Programs, can switch any time.  Others can switch if they enter or leave a nursing home or move out of a plan’s network area.

Now one thing that is also confusing is that Part D plans don’t have to cover every brand name and every dose of every drug, including immunosuppressants.   Immunosuppressants are in a special category that they’re supposed to cover all or substantially all, but that doesn’t mean that they have to cover every brand name and every dose.  Part D plans do not have to pay for Part B drugs if the person could have had Part B coverage but chose not to.  That’s something we didn’t realize at first.  So that means that a transplant recipient who chose not to enroll in Part A at the time of the transplant or chose not to pay for Part B premiums, would not be necessarily able to get their drugs through Part D.  I’m not sure that all plans realize that, so I think that they are still being able to get it, but that is a possible situation that can keep someone from using Part D to get their immunos.  Transplant recipients, we encourage them to check their plan’s coverage for drugs that they take not only now but in the future to get the best coverage.   

Patients have to have Medicare to have Part D, so if they have Medicaid only, or something else, they can’t get Part D.  If they lose their Medicare at 36-post transplant, they lose their Part D.  But those that are able to keep Medicare indefinitely such as the aged or the people who have Medicare due to disability, can keep Part D too.  All they have to do is keep paying their premium.   

To use Part B for immunosuppressants, the patient has to have a Medicare covered transplant, which means they have to have Medicare Part A the month of the transplant.  Medicare Part A can be backdated 12 months to meet that criteria.  They also must have the transplant in a Medicare approved facility.  Patients can only get Part B drugs at a Medicare provider pharmacy that knows how to bill Part B.  That’s been another problem that patients have run into.

Medigap plans and Medicaid could and should cover Part B coinsurance.  On the other hand, if patients aren’t eligible for Part A at the time of transplant or they get a transplant at a facility that’s not Medicare approved, and for kidney transplants that’s most likely people who get their transplants outside the United States, Part D can cover their immunosuppressants along with any other formulary drugs.  They can get their drugs from any network pharmacy.  It’s best if they go to a preferred network pharmacy so far as cost and they will pay $3,600 out of pocket unless they get Part D extra help, which they get through various programs including applying to Social Security or help from family, friends, charities, or qualified state pharmacy assistance program, which you heard Brad talk about.  Medicare approves the Part D pharmacies and plans must give new members a 30-day transition supply of non-formulary drugs to allow them time to talk to their doctor about filing an exception or switching to a formulary drug.  Now that was a problem earlier on and I’ll talk a little bit about that later.  

A plan can require step therapy or prior authorization for a transplant recipient starting on a new drug, but Part D Plans are not supposed to ask transplant recipients who are stabilized on a Part D drug to do either one of those things.  Plans that stop covering a drug must provide 90-day notice or 90-day supply of drugs unless the drug is removed by the FDA for safety reasons.  So far as coverage in determinations and appeals, it’s a complex and lengthy process.  I don’t know where people get approved.  I’ve asked the CMS that information because it would be helpful to know whether people typically get approved at the first, second, third, or whatever step.  If a drug is not on formulary, the doctor can request standard coverage determination, provide medical justification, and the plan must respond within 72 hours after receipt.  If the patient’s life, health, or functioning is at risk, the doctor can request an expedited coverage determination and the plan must respond in 24 hours.  The only other appeal step that doctors can actually do for patients is the expedited re-determination and that requires the same life, health, or functioning jeopardy.  

The Medicare beneficiary or appointed representative must do all the other steps, but obviously the doctor can provide medical justification to help them do that.   And plans are supposed to provide their members with information on their appeal rights and they’re actually supposed to let them know if they get denied what the next step is.  

Exceptions can be approved for non-formulary drugs to get drugs at a lower cost, except for the specialty drugs or the higher cost drugs, and to appeal prior authorization, step therapy, or quantity limits.   If approved, the patient can get that drug for the rest of the year if the patient remains on the plan, the doctor continues to prescribe the drug, and the drug is safe.  

Now, as you heard, some drugs are excluded from standard Part D plans.  They may be covered by higher cost-enhanced plans or by Medicaid.  CMS website has information about what Part D excluded drugs each state Medicaid agency covers and it’s posted at www.cms.hhs.gov/states.  You can look on the left-hand side of the page and see where it talks about excluded drugs.  Medicare Part A or Part B coverage for drugs has not changed as you’ve heard other people say.  Medicaid, Medigap and other drug plans still cover deductibles and coinsurance for them.  Part D does not coordinate with Part A or Part B.  The Part B coinsurance does count towards Part D out-of-pocket and Part D won’t pay the Part B coinsurance.  However, Part D does coordinate with other drug coverage following the Medicare secondary payer rules assuming that the patient reported their other drug coverage on the application form.  Those who meet spend-downs, or share of costs is what it’s called in some states, in the fall will get Part D extra help the whole next year, even if they lose Medicaid during the year.  They must still meet their Medicaid spend-down as usual for other Medicaid only services.   Now, those that were enrolled in the qualified Medicare beneficiary program get Part D extra help, but the one problem they’ve had is that because the state pays deductibles and coinsurance for Medicare Part A and Part B coverage services including immunosuppressants, it takes them longer to meet spend-downs for Medicaid only services and those that have too much income to qualify for QMB must meet spend-downs and sometimes can afford the 20% for their immunosuppressants.  

Part D has been confusing with way too many choices.  The gap is a problem for many patients.  I worry that they’re going to stop paying their premiums and not have coverage under Part D and then have penalties.  Next year we hope there are going to be fewer plans with more offering gap coverage.  Plans in CMS have more staff so waiting times are much less now than they were at the first of the year.  Medicare customer service reps have scripts that they are supposed to be using to advise people.  As we hear about errors, we’re informing CMS so they can revise the scripts and do more training.  In fact, we suggested wording for their script on new Medicare beneficiaries to include enrollment times for those with backdated Medicare because patients have been misinformed about that.   

Computer glitches and lack of communication have led to delays in people getting drugs.  These seem to be less now, but they are still occurring and are frustrating for everyone when they do.  I’m hearing less about pharmacists having problems determining eligibility and extra help status, so I hope that computers are talking to one another more.  There are still problems occasionally with new Medicare and Medicaid patients who are dropped from Medicaid before being notified of their Part D plan.  Pharmacists can still enroll them in WellPoint, which is the fallback plan so they get Part D drugs right away.  Plans weren’t initially honoring Medicare’s 30-day transition supply policy at first, and as you heard, states did, some of them anyway, step up to the plate and help those patients.  Now, I haven’t heard about that problem lately so I’m hoping that is still happening and right now it is a 30-day transition supply.  

People are still asking about coverage for excluded drugs.  Medicaid agencies may cover them.  I told you about the website and state pharmacy assistance programs, state kidney programs, or patient assistance programs may help them.  In my opinion, the biggest problem that I’ve heard from people that are working with transplant recipients or transplant recipients themselves, relates to confusion over Part B, Part D.  Some people try to get their immunosuppressant drugs from pharmacies in their Part D plan and those were not Medicare providers so they could not bill Part B.  And they would tell patients to get prior authorization for Part D.  I actually talked to a patient who had run out of his transplant drugs, had to borrow them from someone else, because he did not realize that because he had Part B coverage last year, he was still covered the same way this year.  If Plans do bill Part D for Part B covered drugs by mistake, that could move the person closer to the gap and also Medicaid and Medigap plans wouldn’t help with those cost shares.  

Jim received an e-mail about coverage for IVIG for transplant rejection and Part B does cover IVIG, but it’s only in the home and it’s only for a primary immunodeficiency syndrome.  Part D can cover IVIG for other diagnoses if it’s on the plan formulary.  One thing we’ve been suggesting and it sounds like it may be working, is doctors can help by writing Part B or Part D on the prescriptions and also people need to send patients to the Part B provider pharmacies for Part B drugs and to the Part D pharmacies for the Part D drugs.   I have also heard of Medicare Advantage Plans accounting immunosuppressants to Part D instead of Part B and that is wrong and patients should complain if that occurs.  

Speaking of about complaints, we know that there have been and are going to be complaints about Part D and there is a complaint process.  Patients need to know how to do that.  They should complain to the plan if they are unhappy about, say, customer service, or the hours that the plans customer service is operating, if the plan doesn’t’ follow the steps and the timelines for their exceptions and appeals.  They should also complain to the plan if they think that the pharmacy is providing poor customer service or delaying their getting the drugs that they need, getting them filled, or if drugs cost more than what the plan says they should be charged.  If the plan won’t take the complaint, which I have heard happen a few times, they should call 1-800 Medicare.  They or you can send an e-mail to the CMS regional office to the Part D problem e-mail address.  Caseworkers are working to resolve those and physicians and other providers can e-mail problems that they have to a special e-mail address which is prit@cms.hhs.gov.  I think it is our responsibility to help our patients plan ahead.  They can delay when the gap starts by using generics if those are as effective.  They might want to consider plans that have gap converge when they are able to switch plans, whether that’s this year or next.  Having gap coverage helps people budget easier and also have less stress.  They should also show their Part D card to the pharmacist to get any plan negotiated discount and to make sure what they pay counts towards to their Part D out-of-pocket, even if that’s during the gap.  Encourage patients to meet their spend-downs in the fall so that they get extra help through next year.  Encourage them to apply to Social Security for extra help, to Medicaid for Medicare savings programs and the state pharmacy assistance programs or state kidney programs where those are available.   They can see if their drugs are covered by patient assistance programs on Rx Assist website which is www.rxassist.org and finally, there are national charities like the National Patient Assistance Foundation, NORD, and the HealthWell Foundation, they also help with Part D costs for some drugs for those patients that do meet there guidelines and transplant organ recipients are on their list.  

Now I would like to turn this over to Dr. Amy Friedman.  

Amy Friedman: Thank you Beth and Jim thank you so much for having me participate in this panel.  Now we’ve just heard nearly 45 minutes of explanations, if so then do this, algorithm changes, special phone numbers and e-mail addresses for us to have our patients call, for us to call to solve these problems.  I’m a clinician, I’m a transplant surgeon, and I consider myself having a fairly high level of healthcare literacy.  And I’m willing to bet that most of the audience is in the same situation and I am left extraordinarily confused about how to get my patients’ medications.  And the answer is that our patients are remarkably confused as well.  This system is a catastrophe and we are seeing problem after problem that are resulting in serious clinical problems and loss of transplanted organs because it is so confusing.  Lets just talk about a few basic points about transplantation that I think the audience if very familiar with.  

In kidney transplantation the average patient is taking approximately 10 different types of medication.  These medications, especially the immunosuppressants, cannot be interrupted, even for a brief while, without having very serious risk to the patient.  And delay in solving problems results in risk to the patients and we have seen numbers of grafts lost because of interrupted supplies of medication.  

The other important point is that without the financial considerations, medication adherence is already an enormous problem in this field.  Trying to get patients to understand what we think they should do with their medications and trying to get them to actually do it is extraordinarily difficult.  Now add on top of that the confusion, the embarrassment, the shame about the financial difficulties and perhaps the shame about not understanding this system that, I will tell you I’m not ashamed to admit I don’t really understand very well, and throw that in and that’s an enormous amount of confusion and it’s resulting in very serious problems.   

Let me tell you what we did before the Part D came in and added more confusion.  At our transplant center, which is the Yale transplant center in New Haven, Connecticut, and we’re a medium sized center.  We have a very unique situation that we really have a geographically local catchment of patients so the patients we transplant really routinely come back to us and they view us as their allies.  We don’t do many transplants for patients that are located basically elsewhere around the country.  So we are fortunate to know most of what happens with our patients.  If they have a problem, they call us.  Now we very easily, and this is really frightening, but very easily collected 52 episodes of patients coming forward to us asking for help because they had a crisis situation in not being able to get their medications.  This was even before Part D came in.  And we found that in order to solve these situations, which ranged from, “Well I left all my medications in my backpack and it was left on top of a car and the backpack vanished and I don’t have my medications.” to “I went to the pharmacy.  I think this prescription should work but they say my coverage changed and now I can’t get the medication.”  And these patients came to us very frequently within one to two days of running out of their medications.  And some of them really horrifyingly would admit that they hadn’t had the medications already for several days and occasionally for at least a week.  So these are very serious situations.   

To solve these situations, our social worker and financial analysts required on average four hours per episode.  And these are the people who are trained in how to solve the problems.  To solve the problems it took an average of 25 days.  That meant that in those 25 days the patients probably didn’t have medications.  And to solve the problems they needed to use a multiplicity of resources to patch together a coverage system.  And these resources included yes, making Medicare do what it said it was supposed to do.  Yes, making Medicaid do what it was supposed to do. Yes, making private insurers do what they were supposed to do.  Yes, it also required my hospital often coughing up free medications for days for the patients.  It often required the local pharmacies to actually also provide free medications or advance patients’ medications before they had coverage.  And you know that’s not an easy thing to get a pharmacy to do.  In addition, nearly one-fifth of these patients to have their problems solved, required use of the pharmaceutical assistance programs; the programs that are there for the people who don’t have many resources and come from the drug companies themselves.  So to solve these very complex problems we needed a multiplicity of resources, we needed an enormous amount of time and it gives me great fear in wondering what’s happening to the majority of transplant patients out there who aren’t’ fortunate enough to be working with a local transplant center and don’t feel necessarily comfortable enough to come forward saying that they have these problems and really don’t know what to do.  Patients can’t handle this system on their own.  It’s far too confusing.  

And let’s point out a couple of other things.  How do they think I, as a physician surgeon, spend my time?  I don’t have the time to be faxing back and forth multiple requests for exceptions to this or that rule and multiple times writing a prescription exactly how they want it written out.  I’m actually spending my time, I would hope, taking care of patients and in the operating room.  And this is an extraordinary burden for which we are certainly not reimbursed.  If we have a patient who was transplanted at another center and they need help, we offer them help of course.  Our social worker helps, but we’re not reimbursed for that.  Our social worker’s time is not being reimbursed appropriately.  I would also point out that the situation is even worse because we’ve had several of our experts today acknowledge that there is an uneven availability of benefits across the states in the country.  And what do I do, I’m in Connecticut, what do I do if I have a patient who’s located in New York or who’s in Massachusetts?  Or who was in Connecticut and now moved there?  This system is extraordinarily complex and it’s really, really unworkable.  

I would also point out that a $3,600-doughnut hole amount of money when the patients fall between the two types of coverage is an extraordinary amount of money for the patient who come needing help.  They’re not working very often, they’re not with many resources whatsoever, they feel ashamed to tell us about the problems and they are unfortunately really doing without medications.  So I cannot give you specifics today about what the problems with Part D are other than to say this very frightening statement; That before Part D came in we have experience and we’ve recorded and we are now reporting extraordinary types of problems that require a huge amount of resources and time of people who are very expert to solve.  And these people, and we are noticing that since Part D has happened, it’s only gotten worse.  We really are in a crisis and that’s the conclusion of my prepared statements.

Jim Warren: Operator, you can open the phone lines at any point right now  And begin accepting calls.

Operator: Thank you.  Ladies and gentlemen, at this time we will conduct a question and answer session.  If you would like to ask a question, please press star, one, on your phone now and you will be placed in the queue in the order received.  If your question has been answered or you wish to remove yourself from the queue, please press pound.  We are now ready to begin.  Once again, to state a question please press star, one on your phone now.  

Operator: Our question comes from Danny Hawke. Please state your question.

Danny Hawk:  was wondering, the young lady from the Kidney Foundation had mentioned something about more assistance for the share of costs patients and I was wondering does she have any knowledge about that for the patients here in Florida.

Beth Witten: Oh, boy, Florida.  What a nightmare!  I have been dealing with the Florida situation intermittently with various that have e-mailed.  I think in Florida the idea is to try to help people to meet their spend-downs as well as possible, as soon as possible in the fall.  There are a variety of things that count towards spend-downs.  They should be counting things like any kind of medical expense that someone has out of pocket that is not paid by somebody else and that includes, and is one of the fact sheets from CMS, the cost shares for Part D drugs.  So I had heard from someone that the Medicaid was not counting the Part D expenses that people had.  They should be and if they’re not counting that, I think I would be contacting the CMS regional office to try to see if they can do something with the Medicaid office.  You can also e-mail me at info@kidneydrugcoverage.org and I can send it to my CMS contacts who have, not only deal with the Medicare side but also deal with the Medicaid side. 

Then other than that it’s the same things that everybody did before, you know, look for the patient assistance programs that will help people that have Part D.  There are very few of them but they are listed on that Rx Assist website.  

Danny Hawke: Okay, thank you.

Beth Witten: Did that answer the question Okay?  Or do you have any other questions based on that?  

Danny Hawke: Not really.  

Operator  Our next question comes from Nury Paulino.  Please state your question.

Nury Paulino:  Yes, hi and this is maybe to add a little bit more to the previous question by our colleague here, Danny Hawke at Life Link.   I’m from Tampa General Hospital in Florida as well.  And I’ll tell you a typical scenario that we have here in the hospital and it’s a nightmare.  We do our financial evaluation ahead of time and we try to determine that if the patient is a good candidate financially for the transplant.  Once we have cleared the patient and the patient has family members and friends that are stating that they are going to help financially and the patient says, “Yeah, it’s not going to be a problem.  I’m Okay.  I’ll be able to make it.”  The patient is on Medicare and medically needy secondary.  Patient comes in; patient is transplanted.   At the time of discharge the patient is brought a bill for the pharmaceuticals for the discharge where the patient needs to pay anywhere between $300 and $500 for those prescriptions to go home.  Patient says, “I have no money.”  Of course, we can’t do anything as far as a hospital in regards to helping meet the spend-down because we have to wait until Medicare reimburses the hospital, which often takes more than 30 days once the patient is discharged.  So we can’t use that hospital bill and deductible for the inpatient hospitalization, which is $952, to help the patient meet the spend-down.  So here is the patient telling us that they have no money to pay for these medications and then it’s a nightmare.  The social worker gets a call, the pharmacist gets a call, I get a call.  I talk to the patient again.  We discussed this prior and they’re like, “Okay, here I am.  Help me.  I don’t know what to do.”  So this is a typical scenario and I just don’t’ know what to do anymore.  These pharmaceutical companies, they’re very limited and especially if patients have insurance.  

Beth Witten: I assume that question is going to me, since I answered the last one. 

I’ll try to suggest something.  I can’t guarantee this will work. I can tell you what I did related to Medicaid spend-down in Kansas for people that were on dialysis to try to be able to use the Medicaid, what Medicare didn’t pay the coinsurance, or in your case you’re talking about the hospital deductible, towards spend-down.  I went under the Freedom of Information Act, got all the composite rates for all the clinics in Kansas, sent it to the Medical Services Medicaid Agency, their state office, and they then allowed us to at least count the cost of the composite rate toward the spend-down.  It seems like all your patients, unless they’ve been hospitalized too recently to have that deductible, everybody’s going to have that deducible, or just about everybody is going to have that deductible.  So it’s like educating the medical services or the Medicaid agency in your state that this is a hospital deductible.  If the patient has Medicare they’re going to owe that deductible, can you start counting that and what do we have to do to get you to do that?  And I would be advocating for that.  You might need to go through legislators, state legislators and advocate for that, telling them that this is placing patients at risk of losing their transplant if they lose their transplant it’s going to cost the state whole lot more money and you’ve just spent the money on the transplant.  You don’t want to have them on dialysis paying that extra money.

Jim Warren: Serena and Brad, let me ask a question related to this.  Is there any reason to believe that our participants, our listening audience, it would benefit the country if they would be in direct contact with somebody at CMS with their problems that their having?  Is there a method for this? Is there a way that you could help them with that?  

Dr. Serena Vlaicu: I’ve been on many, many conference calls with CMS call for providers and I know for sure they’re open to hearing from providers and especially physicians.  But they want to hear exact information about what happened with the PDPs.  I mean their interested in hearing about PDPs not doing their job.  They would not be able to obviously do anything to help people pay for deductibles that are set by law.  That’s something that could be resolved as Beth mentioned through other venues like Medicaid assistance programs or about the gap.  But if the PDP or the MAPD is not doing its job, then CMS could intervene and if they have all the information, they will intervene and then go after the plan and make them pay or provide coverage.  

Beth Witten: In my PowerPoint presentation that’s up on the website the e-mail addresses are listed there so people can find them.  What I’ve been telling people when I get the calls and this is what I’ve been told by CMS, they want specific information by patient.  So its, what I usually tell people, because of the HIPAA rules to e-mail the CMS regional office and find out the fax number.  Unfortunately I don’t have those, but to e-mail the CMS office, get a contact, get a fax number and then send patient specific information: the patient’s name, the patient’s date of birth, the Medicare number, the Medicare Part A, Part B effective date, and the patient’s zip code.  The same things you would need to provide if you were enrolling a patient on the Medicare website into a Part D plan.  So if you provide that information to them, then they have case workers in the CMS regional office that have worked out problems that have been referred to me and they have, in CMS they also have account managers, I think is what they call them, that are working with the various Part D plans.   So eventually things will get worked out.  It won’t happen in 24 hours usually, unless it’s like an emergency situation.  So I mean if it’s an emergency, for sure let them know that.  

Dr. Brad Kile: Jim, just to answer your question from my perspective here in Washington, DC, I think we look at their two types of concerns that we can bring to the attention of the Federal Government with Medicare Part D and the MMA.  Those concerns that were mentioned earlier, they are interacting with CMS on very patient specific information, almost like case work to get an immediate solution to a patient specific issue.  But there are a whole other set of problems and I think Dr. Friedman really touched on that and that is some of the fundamental flaws with the program and some of the misaligned incentives.  We do believe there is strong indication that whether the Republicans maintain control of Congress or perhaps the Democrats take control of one or both chambers after the elections, that there will be some structural changes to Part D.  And I would encourage all the participants and their patients to start getting involved immediately and working locally with their representatives that they send to Washington, DC bringing the concerns to their attention and making sure that that consistent message is delivered today and then followed up with through the election and for because we do believe that fundamental change will take place and that will go through Congress.  

Amy Friedman: I want to add two points.  The first is that exactly as everybody has indicated, the vast majority of the patient specific individual problems can be addressed.  Our social workers were successful in resolving 96% of the situations.  So the solutions are there, they are just very, very complex to get to.  And the other point is that the vast majority of patients that actually sought our help, actually qualified for the help and in fact a fifth of them did qualify for these patient assistance programs from the pharmaceutical companies.  So the patients are not crying wolf.   After very careful scrutiny, they are qualifying for the program.

Jim Warren:  Based upon your experience there, and I am familiar with your abstract, it was at the World Transplant Conference.  What is your specific advice to the registrants in terms of where do they start?  What do they do that you did?

Amy Friedman: I think that it’s very important that they identify an individual at a facility, or probably more than one, who has the expertise and the time and the mission to help patients.  And to funnel all of these problems to that individual and then that person should track what they’re doing and have meticulous follow-through.  And that’s what we did and again it took multiple phone calls, multiple letters coming to me to sign special forms, whatever it was, and doing so funneling the problem, channeling them to an individual with expertise and commitment was successful in resolving the problems.

Operator: Yes, our next question comes from Beth Christoph. 

Beth Christoph: When the gentlemen previously spoke about fundamental change, is he talking perhaps about the gap?

Jim Warren: Brad

Dr. Brad Kile: Sure.  I think that there are a whole host of reform items that are on the agenda and most of which will get serious concern by Congress and the gaps would be included with that.  There is also discussions perhaps about folding the drug component that now we’ve got overlapping in to Part B and the Part D, either folding that all together into Part D itself or taking a separate look at that as well.  So I would tell you that nearly everything is on the table when we talk about structural changes, particularly for these areas where we know there are big, big problems for beneficiaries, one of those being the Part B versus D and how we’re straddling over that, plus the doughnut hole, which I believe was mentioned a few times on the call, that really leaves a lot of beneficiaries stranded. 

Beth Christoph: Okay, for patients who are duly entitled at this point in time and they reach the doughnut hole, does Medicaid then step in to help them through that doughnut hole?

Dr. Serena Vlaicu: If I could add, this is Serena; duals don’t have a doughnut hole.  They’re not subject to that.  

Beth Christoph: Oh that’s - I was not aware of that.  

Dr. Brad Kile: They get that seamless benefit for them.  But I would tell you that we do believe also on this point to some structural changes for it and I would think that transplant patients and the hurdles that they are now dealing with and sort of the chaos that I heard Dr. Friedman characterize it as, I do believe some of that messaging is getting through to Congress.  But again, I would encourage and implore the folks on the call today and the patients you serve to get active now, because this being a campaign year and Congress looking at serious change towards the tail end of this year going into 2007 the timing is really right to bring those concerns directly to your members of Congress.

Dr. Serena Vlaicu: Let me just add that some of the proposals that we’ve seen on the table, on the hill, because we’re there really like every other day.  What we’ve heard, and especially from democrats, a lot of Bills introduced that would address the gap, the doughnut hole, and that also some of them would extend the May 15th enrolment deadline retroactively so basically people who did not enroll would not have to pay the penalty.  So these are some of the issues and also the proposals that would allow the Federal government to buy the drugs in bulk instead of dealing with so many PDPs.  So those are the proposals that are coming mainly from the Democratic side.   On the Republican side, there are many voices who want to address some of the glitches that are in the program, so there’s hope that MMA is going to open and some of these problems will be addressed by the end of this year or 2007 at least.

Beth Whitten: One of the concerns that I have when I heard  that Part B drugs might be folded into Part D is that right now Medigap plans that people had are required to pay anything that’s a Medicare coverage service, even drugs for patients so those people that have Medigap plans right now or had bought Medicare Advantage plans that have enhanced coverage for Part B benefits would lose those.

Operator: Our next question comes from Ralph Barbato Please state your question.

Female Speaker: Yes, we have two questions.  The first one is for the Medicare replacement.  If they’re asking that the immunosuppressants be covered under the Part D portion of it and not the Part B, that means that the patient if they’re in their doughnut hole would have to pay 100% of those immunosuppressants, or did I misunderstand and it should be under Part D.

Beth Whitten: The Medicare Advance plans or Medicare Replacement or Medicare Plus Choice, whatever you want to call those plans, they are just like PDPs and they’re supposed to be paying for immunosuppressants for Medicare covered transplants under Part B  and for other non-Medicare covered transplants under D.  So they should not be shifting the immunosuppressants under Part D and if they’re doing that, contact your CMS regional office and give specifics, like the plan that’s doing that.  They will then educate the plan.

Female Speaker: Yes, this is Humana.  They’re doing it quite a bit.

Beth Whitten: I have heard of this; I have reported it to CMS when I hear about it.  So you can also e-mail me at info@kidneydrugcoverage.org

Female Speaker: OK, thank you.  One more question.  Does the State of Florida plan to have a pharmacy patient assistance plan? 

Beth Whitten: I don’t think any of us know that.  That would probably be something that advocates in the State of Florida would need to push for.  The other thing that the State of Florida could push for is a state kidney program.  And it is not always easy to get one through, but it has been done.

Operator: Our next question comes from Barbara Elick.  Please state your question.

Jim: Hello my name is Jim.  I’m calling from the University of Minnesota Medical Center.  Beth Whitten had addressed retro-eligibility for Medicare, and Beth, I believe you had indicated that someone has three months to apply for the Part D plan based on the date on the entitlement letter.  I’m assuming that date you referred to has to do not with the date of entitlement, but actually the date that the patient received the letter.  

Beth Whitten: Correct.

Jim: And my concern is, as you probably know, is that with 12 months of retro-eligibility, many of these patients are left without a Part D carrier for several months.  Is any thought being put into requiring the Part D carriers to go back to the point of entitlement?

Beth Whitten: I have not heard about that.  I think that it usually starts at the date that someone applies to the plan.  That’s something that perhaps would be a discussion item with your legislators to try to get that to take place.  Has anybody else heard about that?

Dr. Serena Vlaicu: I think that you’re right.  They’re not going back unless there’s Medicaid involved.  If the patient is dual, the drug coverage would go back retroactively to the first date of the Medicaid coverage, but if it’s Medicare and if it’s a couple of months later, it’s not going to go back and provide Part D coverage for those patients.

Operator: Our next question comes from Christine Frederici. Please state your question.

Wendy: Yes, my name is Wendy.  I’m a clinical social worker at a dialysis clinic here in San Diego.  I work with a lot of my patients to assist them through the trials and tribulations.  I have just recently come head to head with a problem, a patient who was Medical for the last couple of years, applied and got Medicare in July.  Medicare Part D states from the pharmacy records that it starts in September and the patient needing drugs in August and when the pharmacy put the information in, it says that Medicare Part D is effective in September and when they checked with (inaudible) says the patient must apply for Part D first so we’re in limbo here.  The information that you provided saying that the new coverage has 30 days…

Beth Whitten: Three months.  

Wendy: How do we go about getting that for him because right now we’re stuck?

Beth Whitten: What does it say on the patient’s Medicare card so far as they’re eligibility date?

Wendy: September of ’06.

Beth Whitten: Then, the only way that a patient…

Wendy: Sorry July of ’06 is the Medicare card, but the Part D says it’s eligible in September.

Beth Whitten: OK, so the Medicare card says July of ’06.  Then I would copy the Medicare card and I would report that situation to your local CMS regional office and say please correct this so that this patient can enroll in a plan.  And they do have three months to apply to Part D from the date either on their card, if they, you know, got their card at the normal time, or three months from their award letter if they got that date of Medicare.

Wendy: They do have Medicare Part D plan Unicare effective September.

Beth Whitten: Well, then it’s like working with the regional office to get Unicare to back date their Medicare Part D  to July, if they applied in July or if they applied in August, whatever month they applied, or the month after the month they applied.  When did they apply?

Wendy: She got Medicare in July of ’06.

Beth Whitten: When did she apply for Part D?

Wendy: It was an auto enroll.

Beth Whitten: OK, July.  It should be the month after the month they enrolled.

Wendy: Thank you.

Dr. Serena Vlaicu: I agree. It should be August.  If they’re still dual, if they’re getting Medicaid and already enrolled, they should get Part D coverage in all this.

Operator: Next question comes from Kathy Zaberton. Please state your question.

Martha Moutray: My name is Martha Moutray. I’m a social worker with the heart lung transplant program at UMC in Tucson.  My question regards the cost of immunosuppressants to patients who have Medicare advantage programs transplanted under Medicare and I’ve been hearing that patients are being asked for different percentages in payments.  We had one patient who was asked for a 25% of retail cost for an immunosuppressant under Part B and another patient was quoted 30% co-pay under Part B for his immunosuppressant.  How are these percentages allowed to differ like this and how can I direct this patient to a Medicare advantage program that would be somewhat more affordable?  That’s my question.

Dr. Serena Vlaicu: I’m going to try to do it.  I think my feeling on that is because under B, it has to be 20%; they can not go above that.  My feeling is that the MA plan is actually shifting the coverage to D and under D on their formulary, they could have different tiers and they usually put the more expensive drugs in like Tier 4 and 3, Tier 5, the ones with really high co-pays and they could go up to 45%, it depends on the plan.  So that would be the only explanation for that difference in co-pay.  So you could call the MA plan and tell them that the drug should be covered under the B portion of it, so therefore they should not charge that higher co-pay.

Martha Moutray: So under B, they are asking for 25%, 25 and 30% under Part B.

Beth Whitten: One of the things that has driven me totally crazy with the MA plans is that you can not find anywhere in the Medicare Advantage manual on the Medicare website what a co-pay is and what it should be and it sounds to me like, or from my interpretation, they can kind of at will choose to do whatever and it’s whatever is in the patient’s member booklet.  You know, they have a policy and they should have a booklet and it should describe what their costs will be and you know, MA plans are sold to people kind of with, you know, you won’t have to deal with forms, you won’t have to have a Medigap plan, you won’t have to do this and you won’t have to do that, but the problem with Medicare Advantage plans (and this is my personal opinion) is that you can’t buy a Medigap plan to pay the other co-insurance.  You know, personally that would be worrisome to me if I were in a situation of a transplant recipient.

Martha Moutray: Can you change your MA plan at anytime?  Even for a year?

Beth Whitten: No, and they just changed that this year.  People could get out of MA plans and get into original Medicare until this year. They’ve locked people into the Medicare Advantage plan unless they have some special enrolment that allows them to switch out, until November 15th to December 31st and then it’s going to be once a year that you can switch out.

Martha Moutray: So during that period that, those six weeks, the patient could switch out to a new plan?

Beth Whitten: Oh yeah, November 15th, but it won’t take effect until January 1st.

Operator: Our next question comes from Kim Phillips.  Please state your question.  Kim are you there?

Kim Phillips: Questions here on his behalf I sent an e-mail with three questions to Jim.

Jim Warren: Yes, I got that and I wasn’t quite sure what you wanted me to do with it.

Kim Phillips: I’ll bring the questions up then.  This is question from the  billing manager for the University of Utah and we have a large (inaudible) program that encompasses right now kidney heart one and most recently liver.  Some of the issues that we’re continually experiencing is we have Medicare eligible individuals that are eligible based on dialysis prior to transplant.  The transplant occurs after the date of May 15th, but the individuals were not encouraged by their dialysis facilities to sign up and because the transplant is not one of the exceptions that allows them access to change after May 15th, we have several newly transplanted patients with no access to Medicare Part D for their immunos.  So although they have access to Medicare Part B coverage which is definitely helpful when you discharge patients on Delsite along with other non-immunosuppressants, they’re paying $3000-4,000 out of pocket that they wouldn’t be paying if Medicare would recognize that having a transplant is a valid exception to be able to make a change or enroll after May 15th.

Dr. Serena Vlaicu: Do they qualify for low-income subsidy?

Kim Phillips: Unfortunately, they don’t.  If they qualified for low-income subsidy or Medicaid we would have been able to sign them up, but these individuals that I’m referencing have been Medicare eligible longer than January 1st of this year, but were told by their dialysis facility that they should continue to hold off on enrolling and enroll after transplant.  Well because they weren’t transplanted until after May 15th, they now have no access to coverage until next year.

Beth Whitten: And you’re talking about people that had Medicare already; it’s not somebody who got a transplant.

Kim Phillips: Exactly.  Then that’s why they’re outside of that enrolment period.  They were eligible prior to January ’06, but they never signed up for Part D in January or before May 15th.

Beth Whitten: Well, you know that sounds like.  Why don’t you e-mail me about that suggestion?  I’ll pose that to the CMS people and see what they say.

Kim Phillips: OK, and I’ve also reported it to the Denver regional office, but they said just to continue to bring it up because that definitely needs to be looked at as I feel that would be an exception for next year.  What e-mail address should I send that to?

Beth Whitten: info@kidneydrugcoverage.org

Jim Warren: Kim you can also send it to trannews, at trannews.com; send it to me as well.

Kim Phillips: OK, I sent that one to you.  OK, next question, Medicare Part D issues.  We are in the process of bringing up a liver transplant program.  Liver transplant program is obviously not covered as a covered Medicare supplier right now because we’re still in our initial number of transplants and then waiting for that number of years of data post transplant.  So right now for liver patients who receive a liver at the University of Utah, we are not a Medicare covered supplier.  We do have pharmacy services available.  We have 15 out-patient pharmacies and then a specific solid organ transplant mail order pharmacy.  I’ve been billing Medicare Part B and Medicare Part D obviously since January, but our experience would be, it goes back for the last six, seven years.  Our issue with liver patients, liver patients are trying to access Medicare Part D coverage for immunos and non-immunos, because again we aren’t  a transplant covered facility for livers so we’re not able to access Part B coverage, but time after time when we discharge a liver patient and they try and access immunosuppressants through Part D and we go through the proper prior authorization channel, we let the Part D program know there is an access to Part B because this is not a recognized covered transplant in Medicare guide, we are still having patients who are not getting access to immunosuppressants.  And it’s a big problem because we aren’t going to be a Medicare facility for probably two more years.

Beth Whitten: Sounds to me like that would be another question to either e-mail to me or if you’re doing patient specific issues, if they’re specific patients you’ve run into, try e-mailing your CMS regional office because they should be able to case work that and resolve it.  And you can probably send multiple patients at one time to the same person.

Kim Phillips: OK, because it’s a problem typically from the time they’re discharged on.  So even though I notify CMS immediately upon a patient’s discharge, anticipating that we’re going to have a problem, it still takes quite a while to get it resolved so we’re just dispensing that in good faith that we’ll get reimbursed, but a lot of times the Part B plans aren’t willing to go back and reimburse us, which has become an issue.

Dr. Serena Vlaicu: Have you tried to write on the prescription that this is not a Medicare covered transplant or at least get in touch with the plans that you know, the major plans that you have in the region and let them know that you are not a Medicare covered liver transplant.

Kim Phillips: An organ.  We’ve tried that and unfortunately because they’re indicating that not only will they not put blanket prior authorizations or exception information into place for patients, yet alone the University of Utah, that they need that information on a patient by patient basis and that they’re going to require an update of that information every three months, which is ridiculous.  I mean a standard pharmacy plan prior to Medicare Part D would put an authorization in the system for a transplant patient for a 12 month window without having to call back and recertify that we aren’t a Medicare covered transplant facility and obviously that’s not going to change.  So that Part D plans are just more stringent than is necessary because if the patient didn’t originally receive a transplant at a Medicare covered facility, we’re not going to become Medicare overnight.

Dr. Serena Vlaicu: Anybody becoming a transplant was not covered at that point, they’ll still not get, but I agree with you, it’s ridiculous.  This is one of the issues that I agree with that you should put in writing and send it to CMS because if they gave you, the patient rather, prior authorization they should keep that on for the entire year.  They should not just come back to you and then ask you to submit more paperwork to prove that you were not approved in the meantime.

Kim Phillips: OK, I’ll send that information also and then I’ll also send that one to info@kidneydrugcoverage.org

Beth Whitten:  The other issue is, like Sonia said, you didn’t qualify at the time the transplant was performed so it wouldn’t make any difference.

Kim Phillips: Unfortunately, the individuals that typically staff the Part D don’t understand.  If we’re not covered now, we’re not going to be covered three months from now.

Beth Whitten: Well, it doesn’t make any difference if you are because you had to be covered at the time of transplant, but you’re right you’re dealing with people that don’t understand and they’re clerks.  

Jim Warren: Operator, how many more callers do we have in queue?

Operator: We have five more questions in queue.

Jim Warren: OK, I’ll opt to stay on the air and answer those questions please.  And let me just say one thing to everybody that’s listening here.  I have reason to believe that there are representatives from the Department of Health and Human Services on this call participating as listeners so I think that this information that will be contained in the transcript is going to get back and probably get some legs.  You will be receiving a transcript of this as well, I would assume by Monday, and it is yours to use in however you want to do that.  Next question please.

Operator: Our next question comes from Leslie .  Please state your question.

Leslie Pionke: Well I don’t know that it’s so much a question as a general complaint about this lack of coordination of benefits for one thing, and we kind of had a cosmic laugh when Miss Whitten said sometimes people can’t pay the 20% co-pay because our medications are costing our patients here at Inova Transplant Center in Fairfax, Virginia, $2,000 a month.  So that means they have a $500 co-pay that Medicare Part D does not cover and we, you know, we can’t understand why they can’t coordinate that benefit.  For that matter I’d like to complain about some other coordination of benefits.  There are many Medigap policies that refuse to coordinate benefits and the patient has to lay out money rather than have the drugs go through the system and be paid for after they’re paid for by Medicare.  

Beth Witten:
 And you’re talking about Part B drugs?

Leslie Pionke: Part B drugs, right.

Beth Witten:
 And the Medigap plan is not paying the Part B drugs?

Leslie Pionke: No, they refuse to coordinate benefits.  Now why would certain plans decide, no, we’re not, we’re just not going to coordinate benefits, sorry?

Beth Witten:
 Sounds like a complaint to the state insurance department to me.

Leslie Pionke: We also, we have no programs whatsoever here other than Medicaid, you know. Virginia residents have to be stronger than the average American I guess.  So we have turned repeatedly to the patient assistance programs and they are routinely denying help if a person has Medicare Part D.  I was talking to them about a patient who had Medicare Part D and had a $400 co-pay on a lung transplant and they, you know, gave me the line about, well the law says we cannot help in this case.  This is what they tell us.

Beth Witten:
 It’s actually the problem is that the Social Security Act has certain things in it that prevent inducement and when they help buy drugs for someone the Office of the Inspector General warned all the pharmaceutical companies that they could be found guilty of inducing people to take their drugs and so a lot of them bailed out on the patient assistance programs.  Unfortunately that happened.  Now CMS then later issued something that said but in certain cases, you know, that doesn’t apply and they reported that certain drug companies had figured out ways around that.  I wish more patient assistance programs helped people with Part D.  The issue, I think, relates to whether or not the help will move somebody toward the, through the catastrophic, to the catastrophic benefit through the gap and that’s what they’re trying to prevent.  They don’t want the patient assistance programs to apply to the gap coverage.

Dr. Serena Vlaicu:
I think you mentioned earlier the list of patient assistance programs that are posted at rxassist.org and I think they have, there are some paths that would help people with Part D plans.  They’re not all of them but some of them do.  There’s a list there and it’s www.rxassist.org.

Leslie Pionke: Or some of them say if you don’t have Part D we will help you.  We also got to the point, we had a patient who had an income of $800 a month and needed one of the immunos and the immuno said no we won’t do it because she has Part D and Part B and, of course, the co-pay on this immuno was, you know, $400 for person with an income of $800.  

Beth Witten:
 That patient may quality for one of the Medicare savings programs and then get extra help.  That’s what I would suggest.

Leslie Pionke: Medicare savings program?

Beth Witten:
 It’s Quimby, Slimby and QI, QMB, SLMB and QI.  And their state Medicaid office should know about those programs.

Leslie Pionke:
But SLMB only pays for your, at least in Virginia, only pays…

Beth Witten:
That’s true.  But if a person qualifies for QMB it would pay for, and QMB is 100% of the Federal poverty level and you can look up the Federal poverty level on the HHS website.  

Leslie Pionke: So obviously she does not quality for QMB.  So then the immuno company said to me, go to the Health Foundation.  So I went to the Health Foundation and said are you really going to pay, are you really going to help this patient?  They said, oh yes we will.  I said, really, you’re going to pay $400 a month for a year or two years or the rest of her life?  Well send us a letter about it.  But I really seriously doubt they’re going to do that.

Beth Witten:
 They get money from the pharmaceutical companies to do that.  

Leslie Pionke: I guess we’re going to probably go down that road because she absolutely needs this medication now. 

Leslie Pionke: And in 2006 QMB guideline for an individual is $817 of income from us.  The person would also have to meet the resources guideline though too, which is $4,000 for one person.  So if the person’s got money in the bank, you know, assets that they could use, one of the problems that, with our patients, I think, is that they’re saving their money and I tell people sometimes, it’s raining and this was what you were saving for.

Amy Friedman: I just wanted to tell you that you both are so knowledgeable about the things that you have to do to solve these problems.  I’d like to offer you both a job here at Yale to help with our long list of patient problems.

Beth Witten:
 We’ll just take some of those nice programs Connecticut has.

Jim Warren:
 Operator, how many more people do we have in queue?

Operator: At this time we have three more questions.

Male Speaker:

OK.  We’ll take the next three and then I’ll tell participants, if you have questions or if they come up after the fact, please e-mail them to me at trannews.com and I will forward them on to our panelists.  So next question please.

Operator: Our next question comes from Vivian Hart.  Please state your question.

Vivian Hart:
Yes, if a patient has a GHI at the time of the transplant and the patient only has Medicare Part A, and after January the 2007 will a patient immunosuppressant be covered by Part D?

Beth Witten:
 The patient had Medicare Part A at the time of transplant, right?

Vivian Hart:
Yes.

Male Speaker: Yes, and private insurance.

Beth Witten:
 And private insurance.

Male Speaker: But they don’t have Part B because they opted not to pay for it because they couldn’t afford it.  But they’re willing to apply for Part D.  Will that cover now the anti-rejection medications or do you need Part B in order to have the anti-rejections covered?

Beth Witten:
 The Medicare Modernization Act has a provision in it that says that basically if it was your choice that you, you know, the reason why you don’t have Part B coverage then the Part D plans don’t have to pay for the drugs that would be Part B or Part D.  So I would say to encourage the patient to sign up for Part B of Medicare.

Male Speaker: Right.  

Beth Witten:
 They won’t, if they sign up January to March next year they won’t get Part B until July.

Male Speaker: Exactly, yes.

Vivian Hart:
Would a letter of cause make a difference in having that patient obtain Part B?

Beth Witten:
 You mean like that they can’t afford the premium?

Vivian Hart:
Yes.

Beth Witten:
 No.

Vivian Hart:
Will they still be penalized?

Beth Witten:
 Yeah, they will.

Vivian Hart:
OK, thank you very much.

Beth Witten:
 It’s going to be 1% per month and the problem is going to be that they should have signed up for, well they can sign up for Part D in - for it to take effect in January so they’ll have a 7% premium penalty for this year.

Vivian Hart:
Yeah, but the problem is that, the patient, when the transplant patient has the GHI has the medication coverage, it’s just the medication coverage is not as good as Part D.

Beth Witten:
 The person has medication coverage through their current insurance right?

Vivian Hart:
Right.

Beth Witten:
 Is it considered creditable?

Vivian Hart:
Right.

Beth Witten:
 It is considered creditable.  The person would not have a penalty.  

Vivian Hart:  Good.  That’s what we wanted to hear.  So the patient can apply for Part D without a penalty right?

Beth Witten:
 As far as I know, yeah.

Vivian Hart:
Because the patient has the, he’s the only insurance that covers the immunosuppressant, but it’s just the limitation there has a cap.

Beth Witten:
 Yeah.

Vivian Hart:
OK.

Beth Witten:
 As long as the plan is creditable and they have proof of creditable coverage, if they have a letter from their employer.

Vivian Hart:
OK.  Just to have the letter from their employer.

Beth Witten:
 Yeah.

Vivian Hart:
OK.  

Dr. Serena Vlaicu:  Let me just add that even if they get Part D  without a penalty their immunosuppressants will not be covered by the Part D because, as Beth mentioned, by law they should be covered first if the transplant was a Medicare covered transplant, then Part B would have to cover those immunosuppressants.  So if you put a request into Part D plan it won’t go through.

Vivian Hart:
Yeah, because when we read from the paper, download it, it says it January 1st of 2007 Part B will cover, on the page 7.

Beth Witten:
  I don’t think I follow.  The person cannot sign up for Part B now that they’ve waited past their initial enrolment period.  They cannot sign up for Part B until the general enrollment period, which is January through March of 2007 and the Part B, will take effect July 1st of 2007.  So that would be the first month that Medicare Part B could start paying for immunosuppressants.  

Vivian Hart:
Yeah, the page on 7/7, I read it to you, if you didn’t have Medicare when you got your transplant or if you didn’t have your transplant in the Medicare approved transplant program, your anti-rejection drugs are not covered by Part B so you have to pay for them yourself.  After January 1st, if you have Part B and you choose the right plan it should cover these drugs, as well as many other drugs you need to take.

Beth Witten:
 The key point of that is if you have Part B the patient will not be able to get Part B and actually have it in effect until July of 2007.   

Vivian Hart:
OK.  So the patient has to have Part B.

Beth Witten:
 They have to have Part B in effect and so they have to get a Medicare card that says Part A/Part B.

Dr. Serena Vlaicu:
And then also was the transplant in a Medicare approved facility for coverage?  

Vivian Hart:
Yes, and we are the Medicare facility. 

Dr. Serena Vlaicu:
That section that you just read does not apply because that’s for people who were not in the Medicare coverage or who did not have a Medicare coverage transplant and therefore they would , but they could get D.

Vivian Hart:
OK.  So in that case the patient has to get a Part B, right?

Dr. Serena Vlaicu:
Yes.

Vivian Hart:
OK, thank you.

Male Speaker: Thank you very much.

Jim Warren:
 All right, we’ve got just two more questions and I would ask them to be succinct.  We’re running way over here.  So, next question please.

Operator:
Our next question comes from Marianne Beach.  Please state your question.  Marianne are you there?  

Marianne Beach:  
Hi this is Marianna Beach from Huntingford Hospital in Detroit, Michigan.  We have an action plan here in Michigan where all the transplant centers are coming together in another week to go over what we learned today and generate a letter to, that we’re going to submit to our legislators.  We’d like feedback on if you feel that’s appropriate, who are the legislators, who are the proper bodies that we should sent this communication to.  And also if there’s anyone else across the country that has the fund down issue that we have with our Medicaid patients that they’re interested also?

Beth Witten:
 I would say, you know, the Federal legislators, if you’re talking about changes in Medicare Part D, the spend down issue sounds like it’s a big issue with the people from Florida so you might, you know.  Is that something, Jim, that you might be conduit of information?

Jim Warren:
 Yeah, I would suggest that, yes, please send me anything that you think might be of some interest and I will channel it someplace and who knows I may write about it.

Beth Witten:
 Well the other thing too is if you’re dealing with spend down issues in your state then it’s also your state legislators to write, if they’re not counting the right things toward spend down.

Marianne Beach:  
OK.

Dr. Serena Vlaicu:
I agree. I know you could go to www.house.gov and then www.senate.gov and then you would get, you would put your zip code in and get your Federal legislators with like address, mailing address information, fax numbers and also an e-mail so you could send them the letter.  And I agree; you should send everything also to your state legislators and your Medicaid office.

Beth Witten:
 Well and also too, if you’re sending correspondence to Federal legislators it’s better to send it by e-mail because with all the terrorism stuff the mail is delayed, like snail mail is delayed.

Marianne Beach:  Thank you.  That’s excellent.

Jim Warren:
All right operator I think we have one more question, right?

Operator: Yes sir. Our last question comes from Diane Jakobowski.  Please state your question.

Bernadette Solera :Hi actually I’m Bernadette Solera with the Penn Transplant Center in Philadelphia.  My question was pretty much addressed a couple of questions ago.  I just like to sum it up in asking is the general consensus, as far as the kidney transplant population goes, that we should be directing our patients to enroll in Medicare A and B even with a private insurance health plan?

Beth Witten:
 The only negative to doing that is that when someone signs up for Part B, it starts the clock for people that are wanting to buy Medigap plans and that’s the only negative that I can see to encourage, or encouraging people to sign up for both.  The downside of not signing up for both at the same time is it that you can only sign up during the general enrollment period.  You could have a premium penalty if you wait 12 months or longer, you could have a situation where you can’t, you have a gap because of that delay and when you can sign up and when Medicare Part B becomes effective.  So I’ve always encouraged people to sign up for both.

Bernadette Solera:
 OK.

Jim Warren:
 I think that will be the last word except for my closing it up.  I want to thank the panel.  Panel you were absolutely fabulous, I think. 

I want to tell participants that the transcripts will be e-mailed to you directly.  I’m assuming I’ll be able to do that Monday and the, there are new materials posted on the website this afternoon.  So that link will stay open and if you haven’t pulled down your materials, go up. Beth Witten added a couple of pieces that were just posted about 10 minutes ago.  If you decide you want to get a CD, audio CD of the conference, please just contact me and there’s an additional fee of $50 and I can send that to you and, finally, if you do have additional questions, e-mail them to me and I will send them to the proper part of our panel.

Thank you very much.  

