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WASHINGTON — Medicare advisers
unanimously voted to recommend in-
creasing physician fees by 1.1% next
year, while expressing dismay that their
June 2008 recommendation to boost
primary care pay has not yet been acted
upon.

The Medicare Payment Advisory Com-
mission—better known as MedPAC—is
charged with advising Congress on set-
ting payment rates for physicians, hos-
pitals, and other health care providers.
Its recommendations are included in
twice-yearly reports issued in March and
June.

Under current law, Medicare physi-
cian fees are due to be reduced by 21%
in 2010. MedPAC initially considered rec-
ommending that physician fees be up-
dated by the projected change in input
prices, minus an overall productivity goal
that was established by the U.S. Bureau
of Labor Statistics. The formula trans-
lated into a 1.1% increase, but many
MedPAC commissioners were uncom-
fortable with the language and the pos-
sibility that it could be used to reduce
fees.

Some even suggested that the panel
should be considering a larger increase
than 1.1%, but Chairman Glenn Hack-
barth said he would not vote to approve
a higher number, partly because
Medicare has a statutory obligation to
keep beneficiaries” Part B premiums for
physician services in check. As fees rise,
so do Part B premiums. And even small
increases in physician fees can translate
into billions more in Medicare spending,
at a time when Congress is struggling to
revive the faltering U.S. economy.

There seems to be no indication that
Medicare reimbursement policy is lead-
ing to access problems for beneficiaries,
according to reports from MedPAC staff
members. A survey conducted in the
early fall of 2008 found that 76% of ben-
eficiaries said they “never” had a delay in
getting an appointment for routine care,
and 84% never had a delay when seeking
an illness-related appointment. This is
better than what has been reported by
privately insured patients, said MedPAC
staff member Cristina Boccuti.

Medicare fees are about 80% of private
pay fees, she said.

Commissioner Nancy Kane, an asso-
ciate dean of education at the Harvard
School of Public Health in Boston, said
that the 1.1% increase in fees would not
be enough for primary care. “Primary
care is in a huge state of crisis,” Ms. Kane
said. She asked about the progress of the
federal medical home demonstration
project, and expressed concern that it
could be 7-10 years before Medicare re-
warded physicians for participation in
medical homes. “That may not be fast
enough,” she said, adding that the
demonstration is a “drop in the pond.
We need to move a whole ocean.”

Mr. Hackbarth pointed out that Med-
PAC had recommended the pilot project

to help move the process along, but ac-
knowledged that “we’re talking about a
significant amount of time, still.” He
said he expected that interim data might
support quicker action.

The panel also voted unanimously to
reiterate its June 2008 recommendation
that Congress establish a budget-neutral
payment adjustment for primary care
services.
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if Congress follows MedPAC’s recom-
mendation to change the equipment use
rate for imaging machines that cost more
than $1 million. Currently, CMS pays
physicians based on an estimate that
magnetic resonance imaging, computed
tomography, and positron emission to-
mography are used an average 25 hours
per week, but data suggest that 45 hours
per week is a more accurate and better
target, said MedPAC staff member Ariel

Winter. The goal is to push physicians to
be more efficient with use of the devices.
Adopting the new rate would reduce
the practice expense relative value unit
by almost 8%.

That change would provide a savings
of about $900 million annually, Mr. Win-
ter said. If the recommendation is adopt-
ed, the money could be reallocated to
primary care pay and other physician
services. u
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A 26-week, multicenter, randomized, treat-to-target trial that enrolled 719 patients with type 2 diabetes. Patients were randomized to either
a basal-bolus regimen (insulin detemir + NovoLog®, n=541) or biphasic insulin aspart 30 (n=178). All OAD therapy was discontinued. By study end,
mean A1C for patients taking insulin detemir + NovoLog® was 6.96% and 7.17% for patients taking biphasic insulin aspart 30.2

NovoLog® is an insulin analog indicated to improve glycemic control in adults and children with
diabetes mellitus.

Important safety information

NovoLog® is contraindicated during episodes of hypoglycemia and in patients hypersensitive to
NovoLog® or one of its excipients. NovoLog® has a more rapid onset and shorter duration of action
than regular human insulin. An injection of NovoLog® should be immediately followed by a meal
within 5 to 10 minutes. Because of the short duration of action of NovoLog®, a longer-acting insulin
also should be used in patients with type 1 diabetes and may be needed in patients with type 2
diabetes. When used in an external subcutaneous insulin infusion pump, NovoLog® should
not be mixed with any other insulin or diluent. Hypoglycemia is the most common adverse
effect of all insulin therapies, including NovoLog®. The timing of hypoglycemia usually reflects the
time-action profile of the administered insulins. Any change of insulin dose should be made
cautiously and only under medical supervision. Glucose monitoring is recommended for all patients
with diabetes and is particularly important for patients using external pump infusion therapy. As
with all insulin preparations, the time course of action of NovoLog® may vary in different individuals
or at different times in the same individual and is dependent on many conditions, including injection
site, local blood supply, temperature, and level of physical activity. Severe, life-threatening
generalized allergy, including anaphylactic reaction, may occur with any insulin product, including
NovoLog®. Adverse reactions observed with NovoLog® include hypoglycemia, allergic reactions,
local injection site reactions, lipodystrophy, rash, and pruritus. Insulin, particularly when given
intravenously or in settings of poor glycemic control, may cause hypokalemia. Like all insulins,
NovoLog® requirements may be reduced in patients with renal impairment or hepatic impairment.
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Take on the
mealtime challenge

For patients taking
basal insulin who hav
uncontrolled A1C,
NovolLog® takes them
to the next level
of treatment.

In your patients’ quest for
glycemic control, the management
of PPG levels is critical.' As part
of basal-bolus therapy in patients
with type 2 diabetes, NovolLog®
significantly reduced PPG levels.
These patients experienced an
A1C reduction of 1.56% from
baseline,? bringing the majority

low the ADA-recommended

of <7%!3
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