
When Medication Coverage is Disrupted, People Pay the Price 
The Economic Case for Preserving Medicare’s Six Protected Classes Policy 

 
What the Six Protected Classes Policy Does 
Medicare’s Six Protected Classes policy, covering immunosuppressants, antidepressants, 
antipsychotics, antiretrovirals, antineoplastics, and anti-seizure medications, requires Medicare 
Part D plans to cover all or substantially all FDA-approved drugs in these categories. This policy 
exists to ensure that people who rely on these medications are able to access the full range of 
therapies for their conditions, which are among the most serious and clinically complex. As 
abrupt medication changes can trigger cascading, life-threatening consequences, beneficiaries 
must have access to the full range of treatment options and be able to maintain their treatment 
once a successful therapy is found. If 6PC protection is weakened or repealed, individuals could 
be forced off proven, stabilizing therapies. 
 
Living with a Kidney Transplant: Jennifer, Age 65 
Jennifer received a kidney transplant 18 months ago after developing kidney failure, also called 
end-stage renal disease (ESRD). She qualified for Medicare through kidney failure and has been 
able to return to full-time work following her transplant. To protect her transplanted kidney, she 
takes a number of medications alongside other drugs to manage hypertension and cardiovascular 
disease. 
 
Jennifer is one of more than 260,000 Americans living with a functioning kidney transplant.1 For 
transplant recipients, immunosuppressive medications are essential to sustained health and 
preventing organ rejection. When changes in her insurance coverage make these medications 
unaffordable, Jennifer could experience an acute rejection cascade that requires hospitalization 
and intensive treatment. If the rejection cannot be reversed, the transplanted kidney may fail, 
ultimately requiring a second transplant, which is not only costly but can delay transplantation 
for another person waiting for a viable organ. 

Acute Rejection 
Episode Hospitalization Transplant Failure and 

Re-transplantation 
Downstream Health 

Complications 

Missing even a short 
window of 

immunosuppressant 
coverage can trigger an 
acute rejection cascade, 
requiring intervention 

to stabilize the 
transplanted organ and 
reverse the rejection. 

Acute rejection can 
require emergency 

care, 
hospitalization, 

intensive treatment, 
and medication 

adjustments, 
creating substantial 
costs for Medicare 

and for Jennifer 
personally. 

If the rejection cannot be 
reversed, the transplanted 

kidney may fail, requiring a 
second transplant and 

prolonged recovery, along 
with lost income and 
worsening chronic 

conditions. With an already 
long wait time for kidneys, 

this will also delay 
transplantation for another 
individual waiting for this 

life saving procedure. 

The physical stress of 
rejection and 

hospitalization 
worsens her existing 
high blood pressure 
and cardiovascular 
disease, requiring 

medication 
adjustments and 

additional  
monitoring. 

 
1 https://usrds-adr.niddk.nih.gov/2025/end-stage-renal-disease/7-kidney-transplant 



The severity of what follows depends on how quickly the rejection is caught and whether the 
organ can be saved. In the best case, Jennifer faces a serious but recoverable hospitalization. In 
the worst case, her transplant fails entirely, and she faces the need for re-transplantation. 

The Numbers: What Coverage Disruption Would Cost 

The financial consequences of a coverage gap vary significantly depending on whether Jennifer's 
transplant can be preserved. Both scenarios carry substantial costs for Medicare and for Jennifer 
personally. 
 
Scenario 1: Complications Only 
 

Table 1. Payer-Borne Costs if Acute Rejection Is Successfully Reversed 

Category ED Visit (Incl. 
Transport) ICU Stay Medication 

Adjustment 
Downstream 

Medical Costs 
Total Cost to 

Medicare 

Estimated Cost $1,153 $15,799 $3,500 $714 $21,166 

Table 2. Patient Out-of-Pocket Costs if Acute Rejection Is Successfully Reversed 

Category OOP:  
ED Visit 

OOP: 
ICU Stay 

OOP: 
Medication 
Adjustment 

OOP: 
Downstream 

Medical 
Costs 

OOP: 
Lost 

Wages 

OOP: 
Post-

Transplant 
Expenses 

Total 
OOP Cost 

Estimated 
Cost $231 $1,736 $700 $143 $7,571 $1,000 $11,381 

 
Scenario 2: Re-transplantation  
 

Table 1. Payer-Borne Costs if Acute Rejection Leads to Transplant Failure 

Category 
ED Visit 

(Incl. 
Transport) 

ICU Stay Re-
transplantation 

Medication 
Adjustment 

Downstream 
Medical 

Costs 

Total Cost 
to Medicare 

Estimated 
Cost $1,153 $15,799 $123,084 $3,500 $714 $144,251 

Table 2. Patient Out-of-Pocket Costs if Acute Rejection Leads to Transplant Failure 

Category 
OOP:  

ED 
Visit 

OOP: 
ICU 
Stay 

OOP: Re-
transplant 

OOP: 
Medication 
Adjustment 

OOP: 
Downstream 

Medical 
Costs 

OOP: 
Post-

Transplant 
Expenses 

OOP: 
Lost 

Wages 

Total 
OOP 
Cost 

Estimated 
Cost $231 $1,736 $4,500 $875 $143 $1,000 $24,966 $8,583 

 
The Bottom Line for Policy Makers 
Jennifer's story illustrates a simple economic truth: preserving a functioning transplant is far less 
costly than replacing one. In the worst-case scenario, a disruption in access to 



immunosuppressive medications would cost Medicare more than $144,000 while imposing more 
than $33,000 in financial burden on Jennifer and her family. Even if acute rejection can be 
successfully reversed, the resulting hospitalization and complications would still cost Medicare 
more than $21,000 and leave Jennifer facing more than $11,000 in out-of-pocket expenses and 
lost wages. Behind every one of these dollars is a person whose health and livelihood are 
threatened by the loss of a transplanted organ, as well as a family facing financial strain and 
uncertainty that could have been avoided. Medicare has already made a substantial investment in 
restoring Jennifer's health and enabling her to return to work. Maintaining uninterrupted access 
to immunosuppressive medications protects that investment while helping people preserve their 
independence and quality of life. 
 
Jennifer and her doctors together know the best course of action for her treatment, and continued, 
sustained access to her carefully prescribed medications is central to her health. The Six 
Protected Classes policy is not a regulatory technicality. It is the mechanism that allows 
physicians to prescribe the right medication for the right person without fear that unexpected 
changes could destabilize years of careful clinical management. Weakening this policy would 
shift costs, both financial and personal, onto the individuals who can least afford to bear them. 
 


