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their salary and would serve for
2 years with the corps. In addi-
tion, the fiscal year 2010 budget
includes $169 million for the
NHSC — an increase of $34 mil-
lion from fiscal year 2009 — for
recruitment and retention of pri-
mary care physicians, as well as
dentists and other health care
professionals. As a result, the
NHSC’s “field strength” is pro-
jected to more than double, from
an estimated 3665 members in
fiscal year 2008 to 8108 mem-
bers in fiscal year 2010. In recent
years, the percentage of the corps
who are physicians has ranged
from 42 to 50%.

Congress could adopt addi-

EASING THE SHORTAGE IN ADULT PRIMARY CARE — IS IT ALL ABOUT MONEY?

tional measures that might have
an early impact, either as part of
a health care reform bill or in
separate legislation (see the Per-
spective article in this issue of
the Journal by Bodenheimer et al.,
pages 2693-2696). Although the
shortage of primary care physi-
cians for adults will require the
training of additional physicians
and other long-term solutions,
health care reform may be judged
by how well it works from day 1.

Dr. Steinbrook (rsteinbrook@attglobal.net)
is a national correspondent for the Journal.
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n an unprecedented endorse-

ment of evidence-based medi-
cine, the Centers for Medicare
and Medicaid Services (CMS) re-
cently decided to deny coverage
of computed tomographic (CT)
colonography for cancer screen-
ing, concluding that “the evidence
is inadequate.” The CMS empha-
sized that the “pivotal, overarch-
ing concern” in its decision was
the fact that the findings of trials
showing a benefit of screening
with this method were not nec-
essarily generalizable from the
study populations to other groups
of patients. In particular, the CMS
noted that the mean age of par-
ticipants in the studies that were
cited in support of coverage was
significantly lower than that of
Medicare beneficiaries. There were
no studies evaluating this technol-
ogy in the elderly, nor were there

analyses of subgroups of partici-
pants over 65 years of age.

Does the CMS’s strict applica-
tion of evidence-based analysis
herald a shift in its approach to
national coverage decisions? We
hope so.

Although it may seem obvious
that a new therapy should be
shown to benefit patients in the
Medicare population before tax-
payers pay for it, in practice such
proof has often not been required.
In 2007, we surveyed 141 clinical
trials that the CMS had used as
the basis for six decisions regard-
ing coverage of interventions for
cardiovascular disease in the past
decade.>? We found an age dispar-
ity similar to that cited in the
decision regarding CT colonogra-
phy: the mean age of study par-
ticipants in the cardiovascular tri-
als was 60.1 years — well below

the average age of Medicare bene-
ficiaries. As the CMS found with
CT colonography, the trials we re-
viewed largely did not report out-
comes according to age group.
These findings suggest that many
previously approved interventions
may lack evidence of benefit in
the Medicare population — the
group for which U.S. taxpayers are
footing the bill. We believe that
the CMS’s decision in the CT
colonography case, therefore, is a
long-overdue step toward mean-
ingful validation of clinical-trial
evidence in Medicare beneficiaries.

Our optimism, however, is cau-
tious. Powerful pressure will in-
evitably be applied to the CMS.
Indeed, after the agency pub-
lished its draft decision in Feb-
ruary, proponents of CT colonog-
raphy, in a now-familiar pattern,
quickly mobilized. More than 350
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comments were submitted to the
CMS by interest groups, many
with a financial stake in use of
the technology. Radiologist groups
and manufacturers of CT equip-
ment, among others, launched a
write-in campaign, conducted con-
gressional briefings, and per-
suaded 56 members of the U.S.
House of Representatives to sign
letters urging the CMS to recon-
sider. Advocates for the medical-
device industry asserted that the
agency lacked the authority to con-
sider data on cost-effectiveness
in its decisions. Already at least
one representative, Kay Granger
(R-TX), has issued a press release
expressing the hope that the CMS
will reconsider its decision.?
The CMS$’s handling of CT
colonography is a departure from
some of its past decisions. Under
similar circumstances 2 years ago,
the agency issued a draft deci-
sion withdrawing broad coverage
of cardiac CT on the grounds
that there was insufficient evi-
dence of benefit in the Medicare
age group. Medicare contractors
had reimbursed for the technol-
ogy under local coverage rulings
since the fall of 2006, after the
CMS had initially declined to is-
sue a national coverage decision.
When the CMS reopened its con-
sideration of cardiac CT and is-
sued a narrower draft decision
memo, it received a flood of let-
ters in protest. (Rather absurdly,
proponents of cardiac CT argued,
among other things, that the CMS
had never before insisted on evi-
dence of benefit, and it would
be unfair to discriminate against
this particular technology by im-
posing such a requirement.) In
the face of these letters and con-
siderable congressional pressure,
and thanks to an internal deci-
sion that withdrawing coverage re-
quired evidence of harm or lack
of benefit, the CMS withdrew the
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more restrictive draft national de-
cision and issued a final decision
that maintained generous local
coverage.* Given this history, we
worry that the CMS may waver
in the face of the struggle be-
tween science and politics.
Indeed, it is worth asking why
the CMS has acted differently
this time. Perhaps the agency is
responding to the current eco-
nomic reality: with the Medicare
hospital insurance trust fund pro-
jected to become insolvent by
2017,5 the CMS no doubt recog-
nizes the need to ensure that we
are spending Medicare dollars,
first and foremost, on improving
the lives of Medicare beneficia-
ries. With Medicare expenditures
increasing at an unsustainable
pace, the CMS appropriately —
indeed, necessarily — considered
whether the procedure is effec-
tive in its beneficiaries.
Regardless of whether we are
confronting an economic crisis,
a policy of insisting on data rele-
vant to the Medicare population
is commendable and has a broad-
er application. We suggest that
in future coverage decisions, oth-
er subgroup data should also be
considered. Our above-mentioned
study revealed that 75% of par-
ticipants in cardiovascular clini-
cal trials are male, whereas men
make up only 42% of the Medi-
care population. Outcome report-
ing according to sex occurred in
only 18% of trials. Given the sex
differences in the safety and ef-
fectiveness of medical interven-
tions and the fact that most Medi-
care beneficiaries are women, it is
crucial to have data on risks and
benefits in women. Furthermore,
only 5% of studies reported data
on race, and only 1% stratified
results according to race.? In its
decision on CT colonography, the
CMS noted in particular the lack
of data in black patients, who
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have an increased rate of death
from colon cancer.

These disparities indicate that
researchers need to carefully con-
sider the epidemiology of the rel-
evant disease and to ensure that
studies are adequately powered
to provide meaningful data on dis-
crete subgroups. We hope that
this decision by the CMS will
spur the enrollment of older pa-
tients, women, members of ra-
cial minorities, and other poorly
studied subgroups and the report-
ing of subgroup data in more pub-
lished clinical trials.

Another important fact distin-
guishes the CMS’s latest deci-
sion: screening for colorectal can-
cer is one of very few procedures
for which the CMS is specifically
authorized to consider costs. (The
Social Security Act grants such
authority for colorectal-cancer
screening tests, prostate-cancer
screening tests, and certain other
preventive services.) In our view,
given the economic realities fac-
ing Medicare, health care reform
must include explicit authority
for the CMS to consider costs in
all its coverage decisions in order
to assess the true value of a given
procedure. The agency’s examina-
tion of value would acknowledge
the crucial importance of age-
specific data on clinical effective-
ness as well as cost-effectiveness
in the population for which the
CMS is responsible. We applaud
this landmark decision, and we
hope that the agency remains firm
in its evidence-based approach
and extends its application as
health care reform proceeds.
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To ensure that a reluctant med-
ical community would em-
brace Medicare at its inception
in 1965, Congress declared that
any willing provider could par-
ticipate. Since that time, the vast
majority of physicians and hos-
pitals have come to rely on Medi-
care as a major source of revenue.
But as additional Medicare ben-
efits have been created, they have
increasingly been provided by for-
profit companies that find doing
business with government, though
sometimes frustrating, a worth-
while commercial venture. Per-
haps the most untraditional Medi-
care service offered by such
organizations is hospice care.
The hospice benefit was cre-
ated in 1982 to offer terminally
ill patients an alternative to con-
ventional care, but “there was also
a strong expectation that hospice
services would result in lower
costs to the Medicare program
than conventional medical inter-
ventions at the end of life,” ac-
cording to the Medicare Payment
Advisory Commission (MedPAC),
which advises Congress.! Hospice
services, whose palliative nature
contrasts with the medically in-
tense acute care generally provid-
ed by Medicare, address patients’

changing preferences regarding
end-of-life care — while chal-
lenging the professional impulse
of some physicians to deploy all
appropriate means for prolong-
ing life.

Although most legislators sup-
port the provision of hospice ser-
vices, Congress has not exercised
much oversight of the benefit in
recent years. The Office of In-
spector General in the Department
of Health and Human Services
(DHHS) has produced a number
of studies of the hospice benefit
and has three more on its agenda,
including one that will review
physician billing. MedPAC, for
its part, has recommended sub-
stantial changes designed to im-
prove the accuracy of Medicare
payments to hospices, increase
hospice organizations’ account-
ability, and ensure greater involve-
ment by physicians in end-of-life
care.® A recent study showed that
physicians often end all contact
with patients once they refer them
for hospice care.?

The hospice benefit is available
to Medicare beneficiaries who, ac-
cording to two physicians (one
of whom is the hospice medical
director), have a life expectancy
of 6 months or less if their dis-

A New Era of For-Profit Hospice Care — The Medicare Benefit
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ease runs its normal course and
who agree to forgo Medicare cov-
erage for curative treatment of
their terminal illness. The bene-
fit provides an array of medical
and support services, some of
which are not covered by tradi-
tional Medicare, including social-
work services, bereavement coun-
seling for family members, and
pastoral services. Beneficiaries’
cost sharing is minimal.
Initially, most patients who
elected the benefit had received
a diagnosis of terminal cancer.
But physicians and families grad-
ually recognized that hospice ser-
vices could benefit patients with
other terminal illnesses, and en-
rollment grew: in 2006, about
40% of Medicare beneficiaries
who died had opted for hospice.
About two thirds of them had
had noncancer diagnoses — such
as Alzheimer’s disease, Parkinson’s
disease, congestive heart failure,
or less-specific debilities — that
led to longer hospice stays (see
table). By 2007, about 1 million
Medicare beneficiaries were en-
rolled in hospices — more than
double the enrollment of a decade
earlier. Medicare’s hospice spend-
ing soared from $2.9 billion to
about $10 billion between 2000
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