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The Medicare Payment Advisory Commission (MedPAC) is an independent congressional
agency established by the Balanced Budget Act of 1997 (P.L. 105-33) to advise the U.S.
Congress on issues affecting the Medicare program. In addition to advising the Congress on
payments to health plans participating in the Medicare Advantage program and providers in
Medicare’s traditional fee-for-service program, MedPAC is also tasked with analyzing access

to care, quality of care, and other issues affecting Medicare.

The Commission’s 17 members bring diverse expertise in the financing and delivery of health
care services. Commissioners are appointed to three-year terms (subject to renewal) by the
Comptroller General and serve part time. Appointments are staggered; the terms of five or six
Commissioners expire each year. The Commission is supported by an executive director and
a staff of analysts, who typically have backgrounds in economics, health policy, and public
health.

MedPAC meets publicly to discuss policy issues and formulate its recommendations to

the Congress. In the course of these meetings, Commissioners consider the results of staff
research, presentations by policy experts, and comments from interested parties. (Meeting
transcripts are available at www.medpac.gov.) Commission members and staff also seek input
on Medicare issues through frequent meetings with individuals interested in the program,
including staff from congressional committees and the Centers for Medicare & Medicaid

Services (CMS), health care researchers, health care providers, and beneficiary advocates.

Two reports—issued in March and June each year—are the primary outlets for Commission
recommendations. In addition to annual reports and occasional reports on subjects requested
by the Congress, MedPAC advises the Congress through other avenues, including comments
on reports and proposed regulations issued by the Secretary of the Department of Health and

Human Services, testimony, and briefings for congressional staff.
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The Honorable Joseph R. Biden
President of the Senate

U.S. Capitol

Washington, DC 20510

The Honorable John A. Boehner
Speaker of the House

U.S. House of Representatives
U.S. Capitol

Room H-232

Washington, DC 20515

Dear Mr. President and Mr. Speaker:

I am pleased to submit the Medicare Payment Advisory Commission’s March 2013 Report to the Congress:
Medicare Payment Policy. This report fulfills the Commission’s legislative mandate to evaluate Medicare payment
issues and to make recommendations to the Congress.

The report contains 15 chapters:

= achapter that provides a broader context for the report by documenting Medicare and total health care
spending and their impacts on federal spending;

= achapter that describes the Commission’s analytical framework for assessing payment adequacy;

= ten chapters that describe the Commission’s recommendations on fee-for-service payment rate updates and
related issues, such as improving the equity and efficiency of payments for major payment systems used by
traditional Medicare, including a summary chapter on a more patient-centered approach to match services and
settings to the needs of each patient across post-acute care settings;

= achapter that updates the trends in enrollment, plan offerings, and payments in Medicare Advantage plans;
= achapter that provides recommendations on the future of special needs plans within Medicare Advantage; and

= achapter that updates the trends in enrollment and plan offerings for plans that provide prescription drug
coverage.

In this report, we continue to make recommendations to increase the efficiency of Medicare—that is, to find

ways to provide high-quality care for Medicare beneficiaries at lower costs to the program. It is of note that in

this report, in light of our payment adequacy analyses, we recommend no update in 2014 for five fee-for-service
payment systems and a 1 percent update for the hospital inpatient and outpatient payment systems. In three sectors
(physician, skilled nursing, and home health) we evaluated current payment adequacy indicators, but we did not
take new votes on their recommended payment updates. In each of these sectors, the Commission has developed
in the recent past complex multiyear recommendations that address not only their updates but broader problems



with the structure of the payment systems. Our assessment of the payment adequacy indicators this year suggests
that the trends that led us to make those recommendations continue, and thus we have decided to reiterate our prior
recommendations for these sectors. For example, for skilled nursing facilities and home health agencies, we stand
by our previous recommendations that would improve payment equity among providers serving different kinds of
patients, lower payments over time, improve quality, and improve program integrity.

I would also draw your attention to Appendix B, which addresses a long-standing problem in Medicare: the sustainable
growth rate (SGR) system (Medicare’s method for updating physician fee schedule services). In this Appendix, we
reproduce the Commission’s October 2011 letter to the Congress in which we recommended repealing the SGR,
replacing it with legislated updates that would no longer be based on an expenditure-control formula, improving equity
among primary care and specialty services, and creating incentives to move to more organized health care delivery
systems. It is critical for the Congress to act now to resolve the SGR. Delay will not leave the Congress with a better
set of choices, providers’ frustration with the SGR is increasing, and recent changes in scoring have substantially
reduced the cost of repeal.

I hope you find this report useful as the Congress continues to grapple with the difficult task of controlling the growth
of Medicare spending while preserving beneficiaries’” access to high-quality care and providing sufficient payment for
efficient providers.

Sincerely, M\
Glenn M. Hackbarth, J.D.
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Executive summary

The Medicare Payment Advisory Commission reports to
the Congress each March on the Medicare fee-for-service
(FFS) payment systems, the Medicare Advantage (MA)
program, and the Medicare prescription drug program
(Part D). In this year’s report, we:

* consider the context of the Medicare program in terms
of its spending and the federal budget and national
gross domestic product (GDP).

e evaluate payment adequacy and in some sectors make
recommendations concerning Medicare FFS payment
policy in 2014 for hospital inpatient and outpatient,
physician and other health professional, ambulatory
surgical center, outpatient dialysis facility, skilled
nursing facility, home health care agency, inpatient
rehabilitation facility, long-term care hospital, and
hospice.

* review the status of the MA plans beneficiaries can
join in lieu of traditional FFS Medicare.

* make recommendations on the MA special needs
plans.

* review the status of the plans that provide prescription
drug coverage.

The goal of Medicare payment policy is to get good

value for the program’s expenditures, which means
maintaining beneficiaries’ access to high-quality services
while encouraging efficient use of resources. Anything
less does not serve the interests of the taxpayers and
beneficiaries who finance Medicare through their taxes
and premiums. Although this report addresses many topics
to increase value, its principal focus is the Commission’s
recommendations on the annual rate updates for
Medicare’s various FFS payment systems.

We recognize that managing updates and relative payment
rates alone will not solve the fundamental problem with
current Medicare FFS payment systems—that providers
are paid more when they deliver more services without
regard to the quality or value of those additional services.
To address that problem directly, two approaches must be
pursued. First, payment reforms—such as penalties for
excessive readmission rates and linking some percentage
of payment to quality outcomes—need to be implemented
more broadly. Second, delivery system reforms that
encourage high quality, better care transitions, and more

efficient provision of care—such as medical homes,
bundling, and accountable care organizations (ACOs)—
need to be monitored and successful models adopted on a
broad scale.

In the interim, it is imperative that the current FFS
payment systems be managed carefully. Medicare is
likely to continue using its current payment systems for
some years into the future. This fact alone makes unit
prices—their overall level, the relative prices of different
services in a sector, and the relative prices of the same
services across sectors—an important topic. In addition,
constraining unit prices could create pressure on providers
to control their own costs and to be more receptive to new
payment methods and delivery system reforms.

For each recommendation, we present its rationale, its
implications for beneficiaries and providers, and how
spending for each recommendation would compare
with expected spending under current law. The spending
implications are presented as ranges over one-year and
five-year periods; unlike official budget estimates, they
do not take into account the complete package of policy
recommendations or the interactions among them.
Although we recognize budgetary consequences, our
recommendations are not driven by a budget target but
instead reflect our assessment of the level of payment
needed to provide adequate access to appropriate care.

In Appendix A, we list all recommendations and the
Commissioners’ votes. In Appendix B, we reproduce the
Commission’s October 2011 letter to the Congress in
which it recommended repealing the sustainable growth
rate (SGR) system (Medicare’s formulaic method for
updating physician fee-schedule services) and replacing it
with specified updates that would no longer be based on
an expenditure-control formula. In the initial years, these
updates would favor primary care in light of our concerns
about beneficiaries’ access to those services and the long-
standing inequity in rates between primary care services
and procedural services. Medicare faces increased urgency
to resolve the growing problems created by the SGR
system and its destabilizing short-term “fixes.”

Context for Medicare payment policy

In Chapter 1, we consider Medicare payment policies in
the broader context of the nation’s health care system—
including spending, delivery of care, and access to and use
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of services—and pressure on federal and state budgets.
Health care accounts for a large and growing share of
economic activity in the United States, nearly doubling

as a share of GDP between 1980 and 2011, from 9.2
percent to 17.9 percent. However, growth in spending
slowed somewhat in 2010 and 2011. Though the causes

of this slowdown are debated, the economic downturn
beginning in 2008 has likely had an effect on health care
spending since fewer people have insurance and those with
insurance may delay care because of cost concerns.

The level of and growth in health care spending
significantly affect federal and state budgets since
government payers directly sponsor nearly half of all
health care spending. If this spending continues to
consume an increasing share of federal and state budgets,
spending for other public priorities could be crowded out,
and the federal government would have less flexibility

to support states because of its own debt and deficit
burdens. Social Security, Medicare, Medicaid, other health
insurance programs, and net interest will account for more
than 16 percent of GDP in 10 years, whereas total federal
revenues have averaged 18.5 percent of GDP over the past
40 years.

Further, the growth in health care spending has a direct
and meaningful impact on individuals and families.
Evidence shows that the growth in out-of-pocket spending
has negated real income growth in the past decade. In
addition, the lasting effects of the economic downturn
affected the income, insurance status, and assets (namely,
the value of owned homes) of many people, including
Medicare beneficiaries and those aging into Medicare
eligibility. Likewise, cost sharing and premiums for
Medicare beneficiaries are projected to grow faster than
Social Security benefits.

The number of Medicare beneficiaries will grow notably
faster in the next 10 years than in the past decade as

the baby-boom generation ages into the program. In
addition, the population aging into the Medicare program
will present a new set of challenges since rising obesity
levels put this population at a greater risk than previous
generations for chronic disease. At the same time, growth
in Medicare spending per beneficiary over the next decade
is projected to be much smaller than in the past 10 years.
Yet even under that assumption of slower growth, the
Hospital Insurance trust fund is projected to be exhausted
by 2024, and the program faces substantial deficits over
the long term.

There are indications that some share of health care dollars
is misspent. First, health care spending per capita varies
significantly across different regions of the United States,
but studies show that populations in the higher spending
and higher use regions do not receive better quality care.
In addition, despite higher per capita spending by the
United States compared with other developed countries,
the United States does not perform as well as these
countries in the Organisation for Economic Co-operation
and Development’s internationally accepted health care
measures.

Health care spending and growth in spending put pressure
on government, family, and individual budgets. For the
Medicare program, this pressure is particularly acute
given the outlook for the federal budget and the projected
increases in Medicare enrollment. Because the Medicare
program pays for just over a fifth of all health care in the
United States, it has an important influence on the shape
of the health care delivery system as a whole. Therefore, it
must pursue reforms that decrease the growth in spending
and create incentives for beneficiaries to seek and for
providers to deliver high-value services.

Assessing payment adequacy and updating
payments in fee-for-service Medicare

As required by law, the Commission makes payment
update recommendations annually for providers paid
under FFS Medicare. An update is the amount (usually
expressed as a percentage change) by which the base
payment for all providers in a prospective payment system
(PPS) is changed relative to the prior year. As described

in Chapter 2, to determine an update, we first assess the
adequacy of Medicare payments for providers in the
current year (2013) by considering beneficiaries’ access to
care, the quality of care, providers’ access to capital, and
Medicare payments and providers’ costs. Next, we assess
how those providers’ costs are likely to change in the year
the update will take effect (the policy year—2014). As
part of the process, we examine payment adequacy for

an “efficient” provider to the extent possible. Finally, we
make a judgment on what, if any, update is needed.

In considering updates, the Commission makes its
recommendation this year relative to the 2013 base
payment. The Commission’s recommendations may call
for an increase, a decrease, or no change from the 2013
base payment. For example, an update recommendation
of 1 percent for a sector means that we are recommending
that the base payment in 2014 for that sector should be

1 percent greater than it was in 2013—that is, when all

o
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policy changes related to the base payment are made, the
net increase in base payment should be 1 percent.

This year, we make update recommendations in 10 FFS
sectors: hospital inpatient and outpatient, physician and
other health professional, ambulatory surgical center,
outpatient dialysis facility, skilled nursing facility, home
health care agency, inpatient rehabilitation facility,
long-term care hospital, and hospice. Each year, the
Commission looks at all available indicators of payment
adequacy and reevaluates prior year assumptions

using the most recent data available to make sure its
recommendations accurately reflect current conditions. We
also consider changes that redistribute payments within
a payment system to correct any biases that may result
in inequity among providers, make patients with certain
conditions financially undesirable, or make particular
procedures unusually profitable. Finally, we also make
recommendations to improve program integrity.

These update recommendations, if enacted, could
significantly change the revenues providers receive from
Medicare. Rates set to cover the costs of an efficient
provider could create fiscal pressure on all providers to
control their costs. They could also help create pressure
for broader reforms to address the fundamental problem
in FFS payment systems—that providers are paid more
when they deliver more services regardless of the quality
or value of those additional services. Those broader
reforms, such as bundled payments and ACOs, are
meant to stimulate delivery system reform—that is, the
development of more integrated and value-oriented health
care systems.

The Commission also examines payment rates for services
that can be provided in multiple sectors. Medicare often
pays different amounts for similar services across sectors.
Setting the payment rate equal to the rate in the most
efficient sector would save money for the Medicare
program, reduce cost sharing for beneficiaries, and lessen
the incentive to provide services in the higher paid sector.
However, putting the principle of paying the same rate
for the same service across sectors into practice can

be complex because it requires that the definition of

the services and the characteristics of the beneficiaries
across sectors be sufficiently similar. Last year we

made a recommendation to equalize payment rates for
office visits provided in hospital outpatient departments
and physicians’ offices. We will continue to analyze
opportunities for applying this principle to other services
and sectors, such as sectors that provide post-acute care.

Hospital inpatient and outpatient services

From 2010 to 2011, Medicare payments per FFS
beneficiary for inpatient and outpatient services in acute
care hospitals grew by 1.6 percent. The 4,800 hospitals
paid under the Medicare PPS and critical access hospital
payment system received $158 billion for roughly 10
million Medicare inpatient discharges and 181 million
outpatient services. To evaluate whether aggregate
payments are adequate, we consider beneficiaries’” access
to care, changes in the volume of services provided,
hospitals’ access to capital, quality of care, and the
relationship of Medicare’s payments to the average cost
of caring for Medicare patients. In addition to examining
the costs of the average provider, we compare Medicare
payments with the costs of relatively efficient hospitals. In
Chapter 3 we find:

*  Access measures were positive for the period
reviewed. The number of hospitals and the range of
services offered continue to grow. From 2004 to 2011,
outpatient services per beneficiary grew 34 percent
and inpatient admissions declined 8 percent due to two
factors. First, services continued to shift from inpatient
to outpatient settings. Second, hospitals increasingly
billed for outpatient services that previously were
billed as services provided in physicians’ offices.

e Quality continues to improve for most measures.
Hospitals reduced 30-day mortality rates across five
prevalent clinical conditions, and readmission rates
improved slightly from 2008 to 2011. A penalty for
above-average readmission rates started in fiscal year
2013. However, it is too soon to know if the penalty
will stimulate further reductions in readmissions.

*  Access to capital is good due to strong hospital
earnings in recent years and low interest rates.
Hospitals’ level of construction spending remains
stable at $26 billion per year with a slight decline in
bond offerings.

e Between 2010 and 2011, the overall Medicare margin
declined from —4.5 percent to —5.8 percent. The
margin declined primarily because CMS reduced
inpatient payment rates in 2011 to recover past
overpayments that occurred in 2008 and 2009 due to
documentation and coding changes. Looking forward
to 2013, we project margins to remain roughly equal
(=6 percent) to 2011 levels.

*  While Medicare payments are currently less than costs
for the average hospital, a key question is whether
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current Medicare payments are adequate to cover the
costs of efficient hospitals. We find that the median
efficient hospital generated a positive 2 percent
Medicare margin in 2011.

The inpatient payment update recommendation is based
on four factors. First, there is a need to restrain updates

to maintain pressure to control costs. Second, most
payment adequacy indicators are positive. Third, hospitals
changed their documentation and coding in response to the
introduction of Medicare severity—diagnosis related groups
in 2008, and these documentation and coding changes
need to be offset. Fourth, while the average hospital’s
margin is projected to remain at roughly —6 percent, the
set of relatively efficient hospitals had a median overall
Medicare margin of 2 percent. Balancing these factors, the
Commission recommends increasing payment rates for the
inpatient and outpatient PPSs in 2014 by 1 percent. For
inpatient services, CMS should use the difference between
the 2014 statutory update and the recommended 1 percent
increase to offset the costs to the Medicare program of
changes in hospitals’ documentation and coding. In other
words, the net increase in base payment rates from 2013

to 2014 should be 1 percent after all adjustments for
documentation and coding are made.

We also recommend a 1 percent increase in outpatient
rates in 2014. Despite negative overall Medicare margins,
a 1 percent increase is appropriate for three reasons: First,
there is a need to maintain pressure to constrain costs.
Second, there is strong outpatient volume growth of over
4 percent. Third, hospital outpatient payment rates are
already substantially higher than payment rates for similar
services in other sectors and increasing this difference will
encourage even more shifting from lower cost to higher
cost settings.

Physician and other health professional
services

Physicians and other health professionals deliver a

wide range of services, including office visits, surgical
procedures, diagnostic services, and therapeutic services
in a variety of settings. In 2011, Medicare paid $68 billion
for physician and other health professional services. About
850,000 clinicians bill Medicare—550,000 physicians,
with the balance consisting of nurse practitioners and other
advanced practice nurses, therapists, chiropractors, and
other practitioners.

Informing the Commission’s deliberations on payment
adequacy for physicians and other health professionals

are beneficiary access to services, volume growth, quality,
changes in input costs, and other measures of payment
adequacy. In Chapter 4, we find:

*  Opverall, beneficiary access to physician and other
health professional services is stable and similar
to access for privately insured individuals ages 50
to 64. The Commission continues to be concerned
about access to primary care physicians, given the
Commission’s aim in transforming Medicare from a
fee-driven payment model to one that encourages the
delivery of efficient, high-quality care.

e  Another measure of access is the supply of providers
and their willingness to take Medicare patients. The
supply of primary care providers and specialists per
beneficiary remained constant from 2009 through
2011, and the rates of advanced practice nurses,
physician assistants, and other providers grew. A
study found that 83 percent of primary care physicians
(excluding pediatrics) and 91 percent of specialists
accept new Medicare patients.

*  The volume of physician and other health professional
services grew 1 percent per FFS beneficiary in 2011.

*  The majority of measures of ambulatory care quality
did not change between the 2008 to 2009 and 2010 to
2011 periods. A few measures improved slightly, and a
few worsened slightly.

*  Medicare’s payments for fee-schedule services relative
to private insurer payments have remained relatively
constant at around 80 percent.

The Commission's deliberations regarding payment updates
for physicians and other health professionals are driven

by concerns with the SGR, which links annual physician
fee updates to volume growth. The SGR has called for
negative updates every year since 2002, and every year
since 2003 the Congress has provided a short-term override
of the negative updates. Because of years of volume growth
exceeding the SGR limits and legislative and regulatory
overrides of negative updates, fees for physicians and other
health professionals would decline by about 25 percent in
January 2014 if the SGR went into full effect, according to
the Congressional Budget Office (CBO).

The Commission laid out its findings and
recommendations for moving forward from the SGR
system in its October 2011 letter to the Congress (see
Appendix B, pp. 371-392). We found:
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*  The SGR system, which ties annual updates to
cumulative expenditures, has failed to restrain volume
growth and may have exacerbated it.

*  Temporary, stop-gap fixes to override the SGR
undermine the credibility of Medicare because they
engender uncertainty and anger among physicians and
other health professionals, which may cause anxiety
among beneficiaries.

*  While our latest access survey does not show
significant deterioration at the national level, the
Commission is concerned about access—particularly
for primary care. The Medicare population is
increasing as members of the baby-boom generation
become eligible for Medicare, and a large cohort of
physicians is nearing retirement age.

The need to repeal the SGR is urgent. Deferring repeal of
the SGR will not leave the Congress with a better set of
choices as the array of new payment models is unlikely
to change and SGR fatigue is increasing. We also note
that the budget score for repealing the SGR is volatile. It
depends on the relationship between assumptions about
changes in the volume of services and growth in the GDP.
CBO’s most recent budget projections have substantially
lowered the budget score for SGR repeal and may present
an opportunity for the Congress to act before the score
changes again.

In its October 2011 letter, the Commission presented a set
of recommendations to eliminate the SGR and replace it
with a set of fee-schedule updates, improve the accuracy
of physician payments, and encourage movement into
ACOs. Our recommendations follow these principles:
The link between fee-schedule expenditures and annual
updates is unworkable, beneficiary access to care must be
protected, and the SGR should be repealed in a fiscally
responsible way. We have offered the Congress a set of
ideas for offsetting the cost of an SGR repeal within the
Medicare program, but it is the prerogative of the Congress
to choose among those and other options as it determines
how best to finance SGR repeal.

Ambulatory surgical center services

Ambulatory surgical centers (ASCs) furnish outpatient
surgical services to patients who do not require an
overnight stay after surgery. In 2011, ASCs served 3.4
million FFS Medicare beneficiaries, there were 5,344
Medicare-certified ASCs, and Medicare combined
program and beneficiary spending on ASC services

was $3.4 billion—an increase of 2.2 percent per FFS
beneficiary over 2010.

In Chapter 5, we find that most available indicators

of payment adequacy for ASC services are positive.
However, our findings also indicate slower growth in the
number of ASCs and volume of services in 2011 than in
previous years:

* Beneficiaries’ access to ASC care has generally been
adequate. From 2006 through 2010, the number of
Medicare-certified ASCs grew by an average annual
rate of 3.6 percent. However, growth slowed to 1.8
percent in 2011. The relatively slow growth may
reflect the substantial revision of the ASC payment
system in 2008 and the much higher Medicare
payment rates in hospital outpatient departments
than in ASCs for most ambulatory surgical services.
From 2006 through 2010, the volume of services per
beneficiary grew by an average annual rate of 5.7
percent; in 2011, volume increased by 1.9 percent.

e Although CMS has established a program for ASCs
to submit quality data, they did not begin submitting
quality data until October 2012. Consequently, we are
unable to assess ASCs’ quality of care.

e ASCs’ access to capital appears to be adequate, as the
number of ASCs has continued to increase.

e From 2006 through 2010, Medicare payments per FFS
beneficiary increased at an average annual rate of 5.1
percent but slowed to 2.2 percent in 2011. ASCs do
not submit data on the cost of services they provide to
Medicare beneficiaries. Therefore, we cannot calculate
a Medicare margin for them.

On the basis of our payment adequacy indicators, the
importance of maintaining financial pressure on providers
to constrain costs, and the lack of ASC cost and quality
data, the Commission recommends that the Congress
eliminate the update to the payment rates for ASCs for
calendar year 2014. The Congress should also require
ASCs to submit cost data. It is vital that CMS begin
collecting cost data from ASCs without further delay.
Cost data would enable analysts to examine the growth of
ASCs’ costs over time and evaluate Medicare payments
relative to the costs of an efficient provider, which would
help inform decisions about the ASC update. Such data
are also needed to analyze whether an alternative input
price index would be an appropriate proxy for ASC costs
or whether an ASC-specific market basket should be
developed.
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Outpatient dialysis services

Outpatient dialysis services are used to treat the majority
of individuals with end-stage renal disease (ESRD). In
2011, about 365,000 ESRD beneficiaries on dialysis were
covered under FFS Medicare and received dialysis from
about 5,600 dialysis facilities. For most facilities, 2011 is
the first year that Medicare paid them using a modernized
PPS that includes in the payment bundle dialysis drugs
for which facilities previously received separate payments
and services for which other providers (such as clinical
laboratories) previously received separate payments.
Medicare expenditures for all outpatient dialysis services
in the new payment bundle were $10.1 billion. Excluding
items and services that Medicare paid other providers to
furnish in prior years, we estimate that in 2011 Medicare
expenditures increased about 1 percent compared with
2010 spending levels.

Our payment adequacy indicators for outpatient dialysis
services, discussed in Chapter 6, are generally positive:

*  Our measures suggest access is good. Dialysis
facilities appear to have the capacity to meet demand.
Growth in the number of dialysis treatment stations
has generally kept pace with growth in the number
of dialysis patients. Between 2009 and 2011, use of
dialysis injectable drugs, including erythropoietin-
stimulating agents (ESAs), declined. Some of this
decline stems from new clinical evidence that found
that higher doses of ESAs—the leading class of
dialysis drugs—Iled to increased risk of morbidity and
mortality. In addition, some of this decline stems from
providers realizing efficiencies under the modernized
payment method.

* Dialysis quality has improved over time for some
measures, such as use of the recommended type of
vascular access—the site on the patient’s body where
blood is removed and returned during dialysis. Other
measures, such as rates of hospitalization, suggest that
improvements in quality are still needed.