THENEW YORK TIMES, MONDAY, AUGUST 5, 2019

HEALTH | MEDIA

An Overlooked Question of Medicare for All: What's Covered?

By AUSTIN FRAKT
and ELSA PEARSON

In the first congressional hear-
ing held on “Medicare for all” in
April, Michael Burgess,a Republi-
can congressman from Texas and
aphysician, called such a proposal
“frightening” because it could lim-
it the treatments available to pa-
tients.

The debate over Medicare for
all has largely focused on access
and taxpayer cost, but this raises
aquestion that hasn't gotten much
artention: What treatments would
itcover?

A good starting place for an-
swers is to look at how traditional
Medicare currently  handles
things. In one sense, there are
some important elements that
Medicare does not cover — and ar-
guably should. But a little digging
into the rules governing treat-
ments also reveals that Medicare
allows a lot of low-value care —
which it arguably should not.

Many countries don’t cover pro-
cedures or treatments that have
little medical value or that are con-
sidered too expensive relative to
the benefits. American Medicare
has also wrestled with the chal-
lenge of how to keep out low-value
care, but for political reasons has
never squarely faced it.

You might remember the factu-
ally misguided “death panel” at-
tack on the Affordable Care Act,
which preyed ondiscomfortwitha
governmental role in deciding
what health care would or would
not be paid for.

Perhaps as a result, Americans
don’t often talk about what serv-
ices provide enough value to war-
rant coverage.

Two Classes of Medicare

You can divide current Medi-
care coverage into two layers.

The first is relatively transpar-
ent. Traditional Medicare does not
cover certain classes of care, in-
cluding eyeglasses, hearing aids,
dental or long-term care. When
the classes of things it covers
changes, or is under debate,
there's a big, bruising fight with a
lot of public comment. The most
recent bartle added prescription
drug coverage through legislation
that passed in 2003.

Over the years, there have also
been legislative efforts toadd cov-
erage for eyeglasses, hearing
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Medical students rallied in Chicago in June. Medicare currently allows a lot of low-value care, and yet it doesn’t cover certain important elements.

aids, dental and long-term care —
none of them successful. Some of
these are available through pri-
vate plans. So a Medicare for all
program that excluded all private
insurance coverage and that re-
sembled today’s traditional Medi-
care would leave Americans with
significant coverage gaps. Most
likely, debate over what Medicare
for all would cover would center
on this issue.

But there is a second layer of
coverage that receives less atten-
tion. Which specific treatments
does Medicare pay for within its
classes of coverage? For instance,
Medicare covers hospital and doc-
tor visits associated with cancer
care — but which specific cancer
treatments?

This second layer is far more
opaque than the first. By law,
treatments must be “reasonable

and necessary” to be approved for
Medicare coverage, but what that
means is not very clear.

Local Versus National

‘We think of Medicare as a uni-
form program, but some coverage
decisions are local. What people
are covered for in, say, Miami can
be different from what people are
covered for in Seattle.

Many treatments and services
are covered automatically be-
cause they already have standard
billing codes that Medicare recog-
nizes and accepts. For treatments
lacking such codes, Medicare
makes coverage determinations
in one of two ways: nationally or
locally.

Although Medicare is a federal
(national) program, most cover-
age determinations are local. Pri-
vate contractors authorized to

process Medicare claims decide
what treatments to reimburse in
each of 16 regions of the country.

In theory, this could allow for
lots of variation across the coun-
try in what Medicare pays for. But
most local coverage determina-
tions are nearly identical. For ex-
ample, four regional contractors
have independently made local
coverage determinations for al-
lergen immunotherapy, but they
all approve the same treatments
for seasonal allergy sufferers.

There are more than 2,000 local
coverage determinations like
these. National coverage deci-
sions, which apply to the entire
country, are rarer, with only about
300 on the books.

Clinical Trials

‘When Medicare makes national
coverage decisions, sometimes it

JOSHUA LOTT FOR THE NEW YORK TIMES

does so while requiring people to
enter clinical trials.

It has been doing this for over a
decade. The program is called
coverage with evidence develop-
ment, and its use is rare. Fewer
than two dozen therapies have en-
tered the program since it was in-
troduced in 2006. But it allows
Medicare to gather additional
clinical data before determining if
the treatment should be covered
outside of a trial. To be considered,
the treatment must already be
deemed safe, and it must already
be effective in some population.
The aim is to test if the treatment
“meaningfully improves” the
health of Medicare beneficiaries.

Only one therapy (CPAP for
sleep apnea) that entered this
process has ever emerged to be
covered as a routine part of Medi-
care. The others are ina perpetual

state of limbo, neither fully cov-
ered nor definitively not covered.
CAR-T cell therapy, a type of can-
cer immunotherapy, which ap-
pears to be very successful but is
also very expensive, is one of the
most recent to enter this process.

Mum on Cost-Effectiveness

Despite the complexity of all
these coverage determination
methods — local, national, contin-
gent on clinical trials — the bot-
tom line is that very few treat-
ments are fully excluded from
Medicare, so long as they are of
any clinical value. And this sug-
gests that it’s not very likely that
Medicare for all would deny cov-
erage for needed care.

A 2018 study in Health Affairs
found only 3 percent of Medicare
claims were denied in 2015. And
traditional Medicare doesn't limit
access to doctors or hospitals ei-
ther, as it is accepted by nearly ev-
ery one. (This is in contrast with
Medicare Advantage.)

Medicare has a troubled history
in considering cost-effectiveness
in its coverage decisions. Past ef-
forts to incorporate it have failed.
For example, regulations pro-
posed in 1989 were withdrawn af-
ter a decade of internal review.

As a result, Medicare covers
some treatments that are ex-
tremely expensive for the pro-
gram and that offer little benefit to
patients. The Medicare Payment
Advisory Commission recently
studied this in detail. In a 2018 re-
port to Congress, it noted that up
toone-third of Medicare beneficia-
ries received some Kind of low-
value treatment in 2014, costing
the program billions of dollars. If
Medicare for all followed in tradi-
tional Medicare's path, it could be
wastefully expensive.

The United States has hada his-
torical unwillingness to face cost-
effectiveness questions in health
care decisions, something many
countries tackle head-on. Some
Americans favor Medicare for all
because it would make the system
more like some overseas. And yet,
in choosing not to consider the
value of the care it covers, Medi-
care remains uniquely American.
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