Tannisse Joyce,
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Dear Rep. Jan Schakowsky, Rep. Bobby Rush and Rep. Dan Lipinski,
Thank you for providing me the opportunity to share my experiences about assisting individuals with mental illness through the transition to this complex new prescription program. My name is Tannisse Joyce. I work for Lutheran Social Services of Illinois as a Benefits Specialist, helping our clients obtain and maintain entitlements. The focus of my job is on client and staff education of Medicaid, Social Security, Medicare application and appeals processes. When appropriate, I advocate directly with the public benefit programs to assure each client maintains access to needed services and medications. Since the January 1, 2006 transition to Medicare Part D, the problems that clients are experiencing because of the changeover consumes most of my workday. Every day, clients have problems filling prescriptions, incorrect co-pays, and much more. 

The clients attending our two mental health centers are managing severe and chronic mental illness symptoms through complex combinations of psychotropic medication. They have worked closely with their psychiatrists to find medications that manage their symptoms while allowing them to enjoy their lives to the fullest. Many clients also have medical conditions that need medication management. These individuals cannot simply be viewed as having one diagnosis or another. Instead, each person needs to be look at individually and completely to address their illness and any resulting perceptual problems. Any changes to the person’s normal experience, whether big or small, can directly influence the extent that these changes will affect them. If done well, clients can experience change and have no adverse consequences. If not, it has the potential to disrupt their entire life. 
Through the Medicare Part D transition, I focused on how I could assist our clients in the best capacity. I attended numerous trainings, listened to the CMS All-State calls, and read everything I could get my hands on about Part D. Although I normally focus my attention on staff education, I decided to work directly with clients during the transition because of the surmounting issues. I thought if I was aware and knowledgeable about MMA law and CMS guidance, I would be better able to serve our clients and advocate if problems arose. What I have come to realize is that the amount of knowledge about the Part D program does not directly correlate with how smoothly the transition will be for our dual-eligible clients. If the plans do not follow CMS guidance and CMS cannot exercise control over the plans, the result will continue to be fragmented and devastating to the beneficiary’s wellbeing. 

The majority of our clients receive both Medicaid and Medicare insurance and were auto-enrolled by CMS into a random plan.  Additionally, we worked with many individuals with Medicare only and helped them apply for the SSA Extra Help program when appropriate. We had to enroll most auto-enrolled clients into a different plan that would cover their prescribed medication.  Starting from the first day of enrollment, November 15, 2005, the Medicare.gov website did not work efficiently and the information on the site changed almost daily. Even now, the website contains multiple errors involving co-pay amounts, medication restrictions and mail-order costs.

Most clients that enrolled in a plan prior to the end of the year had not received a prescription card before January 1, 2006. Pharmacies were scrambling to understand the new computer systems and the different plan’s information. Because plan phone lines were bogged down, pharmacists were unable to confirm client’s plan information and beneficiaries had to wait hours or even days for their medication. Our clients were repeatedly turned away without medication because pharmacists were unable to process the claims. Plans were unaware of their own transition policies and major pharmacy chains did know about CMS’s contingency plan and other state wrap-around services. CMS assured the public that pharmacies would be educated about the Wellpoint contingency plan in addition to teaching pharmacies how to input plan and client information into their billing systems. 
Unfortunately, things have not changed much since the beginning of January. The plans are placing the blame on CMS, stating that the information is not transmitted timely and accurately. CMS is stating that they are getting client information to the plans, but that if there are lag times, the plans should institute their transitional plan to assist the dual-eligible clients. This lack of communication does not help individuals acquire their medication. I worked with several dual-eligible clients that were never auto-enrolled into a plan. Many others who changed plans were not given dual-eligible status when the approval was sent from CMS back to the plan. In addition, CMS has not disenrolled the clients from the auto-enrolled plans in a timely manner so they now have two drug plans, neither one fully covering a client’s medications. Clients are concerned about which insurance card to give the pharmacy, what the co-pays will cost them, whom to contact if they have problems obtaining their medication, and much more.  I answer the client’s questions to the best of my ability and assure them that they can contact me if there are problems and I will work with the pharmacy and plan until the issue is resolved.

Several times a week, clients tell me that they went to the pharmacy to get there medication, only to be turned away without any in hand. Plans have consistently ignored CMS guidance requiring them to fill prescriptions for dual-eligible individuals for minimal co-pays through their transitional policies. CMS guidance states that clients are to be temporarily charged the Level 2, $2/$5 co-pays until their subsidy is verified by CMS and sent back to the plans. After the person is coded as a Level 2, the information still takes two business days to be updated into their systems, leaving some clients without medication for several days, because they are unable to pay the full cost of the drug. Even with physical proof of Medicaid, I have great difficulty convincing plans that a client is dual-eligible. The goal is that clients leave a pharmacy with their medications and there is not disruption in coverage. This is not happening. Because of the continued problems with obtaining medications, our agency has decided to set up a temporary plan to pay for their psychotropic drugs if they cannot obtain them through the Medicare Part D program. Unfortunately, the program cannot pay for medication for physical conditions. This will still pose a problem for most individuals. 

In mid-January, one of our dual-eligible clients was turned away from the pharmacy without his antipsychotic medication, Zyprexa, because he was not correctly coded as a dual and was unable to pay the $200 co-pay. Our agency provided samples for him until the issue was resolved. I originally spoke with the plan on January 24, 2006 and the plan representative told me that the situation was resolved. Unfortunately, on February 6th, the client informed me that the plan was charging him $200 for the medication. The client was despondent and terrified to be without his prescribed medication. After several telephone calls, I was able to help the client obtain his medication, but I am hesitant to say the situation is resolved. The process is too complicated and many clients are repeatedly falling through the cracks in the system.

A dual-eligible client came to see last week about a problem obtaining her medication. She stated that she went to her pharmacy the week before, but had to leave without the drugs because her plan did not have her coded as a dual-eligible. She called the plan herself and the representative assured her that she would be coded with a Level 2, $2/$5 co-pay, but it would take two business days before the systems would be updated. It actually took more than the two days and she reported to me that she ran out of medication and skipped dosages of another drug. When she came into see me last week, I assisted her by contacting the plan to have her correctly coded as a Level 1 dual-eligible with a $1/$3 co-pay. Now, the client needs to follow up with the plan to be reimbursed for incorrect medication costs. Although, I tried to assure her that I would help make sure she receives her March prescriptions, she expressed that she was terrified that she may not be able to obtain her medication.

The other day I was on hold with a plan for 40 minutes because I needed an alternate fax number to send a client’s subsidy information. The fax number had been busy for five hours and I wanted the issue resolved that day since plans have two business days to update the information in their system. I was informed by plan officials that there was only one only fax number allotted for incorrect co-pay issues. This is just another obstacle that a client must go through to get their needed medication.
Starting January 1st, I began working with a client to have her correctly coded as a dual-eligible so she could pick up medication from the pharmacy. She was auto-enrolled into a plan that did not cover all of her prescribed twenty-two medications. We reviewed the many plans and found one that covered all of her medications with restrictions that did not apply to her current dosage. She received the enrollment card and took it to the pharmacy. The issue was that the new plan did not have her coded as a dual-eligible client and therefore the pharmacy was charging her the full price of the medication. She even paid for one of the needed medication out-of-pocket. I worked with CMS, many representatives from the plan and the pharmacy to eliminate the discrepancy. On January 23rd, I was on-hold with the Access to Care hotline and representative assured me the issue would be resolved within two hours. Finally, at 9:00 p.m. the following evening, the pharmacy verified that the client was coded as a Level 2 dual.  Because of the client’s income, she is actually eligible for the Level 1 co-pay of $1/$3. The plan asked for the auto-enrollment letter CMS sent out, but she never received the letter from CMS. The co-pay issue with this plan was never fully resolved. 

In addition, the plan also stated that it would not cover a particular medication. When we originally enrolled the client in the plan, all of her prescribed drugs were covered under the plan’s formulary. Regardless of whether the plan changed the original formulary or the Medicare.gov website was incorrect, CMS guidance requires that even medication not on the plan’s formulary be covered through their transitional policy. Throughout this process, the pharmacist was informed that the client had never been disenrolled from the first auto-enrolled plan. To further complicate things, the client enrolled into a different plan when she experienced problems in the beginning of January. It is quite possible that the client is simultaneously enrolled in three plans starting February 1, 2006.  

We assisted another client with SSA Extra Help in November. A Medicaid application was also submitted in December. When the client enrolled in a Medicare Part D plan, SSA had not made a determination regarding her subsidy level, but in the beginning of January, she was approved for State Medicaid insurance. We called her Medicare Part D plan to inform them of her recent Medicaid approval. Although Medicaid proof was provided, the plan wanted to use the Extra Help information, which had not yet been determined. The plan representatives did not understand the concept that Medicaid is automatic SSA Extra Help eligibility. Even when I presented the plan with CMS guidance about co-pay determination, it took a lot of time and persistence to resolve. 
Another full dual-eligible client was never auto-enrolled by CMS into a plan. I assisted with her enrollment into one that covered her nineteen prescription medications and then enlisted the help of CMS. I was referred to an official in the Healthcare Organization who was able to get her temporarily coded as a Level 2, $2/$5 dual-eligible client. Like many of our other clients, she's actually qualifies for Level 1, $1/$3 assistance. I called CMS again and they said they would deal directly with the plan. Several days later I followed up with the plan. I was told that she was still coded at the $2/$5 subsidy level and was told it would take 5-10 days to get verification from CMS. After a lengthy discussion, I was able to get her temporarily coded as a Level 1 dual if I faxed a list of the client’s medications. The representative needed to individually input each of her medications as $1 or $3. 

To further complicate the process, many plans do not make their exception forms available to the public, either on their website or over the telephone. Some plans will only send the forms to the physician or current plan member.  How does this create access of medications for these clients? The physicians need access to these forms in a timely manner to help streamline the exceptions and appeals processes and avoid any coverage gaps for clients. For the most part, physicians do not have the time to be on-hold with plans or to wait for forms to arrive by mail. Working with clients with mental illness, it is extremely important to head off any potential problems. If a client’s plan has a medication restriction, it is essential to have a plan in place to help the client transition to a new medication. 
This issue rings true with a dual-eligible client I help to find a plan prior to December 31, 2006. Even though there is a restriction on one medication, Lipitor, it is the only plan that covers his other prescribed drugs. Since it is a step therapy drug, he will have to first try another drug, Lovastatin, because he has not previously taken the medication. I asked the plan representative to send an exception form to our agency, so that if drug doesn’t work, we can submit it to the doctor before there are medication gaps. The plan representative told me they would only fax it to the doctor. This client comes to our center everyday, and everyday we have a discussion about this upcoming medication change. I can only help prepare him that his medication will change and assure him that I will help him with any problems he has with the transition. This change in medication may appear minor, but it can have drastic effects on a person’s ability to maintain stability in the community. For many of our clients, routine is extremely important and any deviation can have major effects on their level of functioning. 
I am here now to represent and give voice for my clients and the many others that are struggling with this complex program. The system needs to be simplified and streamlined with direct federal oversight and control. Perhaps the mandatory addition of a specialized unit within each plan that could provide flexible, knowledgeable assistance with the dual-eligible populations would help. Before we can begin to fix these problems though, there needs to be recognition from the federal government that issues within the Medicare Part D program even exist. It is going to take a lot of resources and full communication between all affected, but if we change the Medicare Part D program now, millions of vulnerable individuals will receive the benefits they need and deserve. 
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