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Expanding TPA Benefit
May Mean Better Care

BY JOYCE FRIEDEN

Associate Editor, Practice Trends

edicare’s decision to increase pay-
Mment for stroke patients who re-

ceive tissue plasminogen activa-
tor likely will result in more stroke centers,
but experts are divided over whether it will
mean better care for patients.

“It’s a great step forward,” said William
Barsan, M.D., professor and chair of
emergency medicine at the University of
Michigan, Ann Arbor. “This has been
something in the works for a long time.
We identified this as an is-
sue that needed to be ad-
dressed soon after TPA was
released.”

Currently, the Centers for
Medicare and Medicaid Ser-
vices (CMS) pays hospitals
the same amount—about
$5,700—under its diagno-
sis-related group (DRG)
payment system for treat-
ing a stroke patient, regard-
less of whether TPA is used.
But under a proposed regu-
lation issued in August,
CMS would develop a new
DRG called “acute ischemic stroke with
use of thrombolytic agents.”

Although TPA costs about $2,000 per
dose, the new DRG would pay hospitals
about $6,000 more for these patients.
That’s because patients who receive TPA
generally are sicker overall than other
stroke patients, and often require more in-
tensive treatment and longer hospital
stays, according to a CMS spokeswoman.

That logic is further explained in the
proposed regulation. The regulation’s au-
thors wrote that when they reviewed av-
erage charges for stroke patients, “we not-
ed that the average standardized charges
for all patients in DRG 14 [‘Intracranial
Hemorrhage or Cerebral Infarction’] were
$18,997, but that the subset of 2,085 cas-
es in which TPA was used had average
standardized charges of $35,128.” As a re-
sult, “we are changing the structure of
stroke DRGs not to award higher payment
for a specific drug, but to recognize the
need for better overall care for this group
of patients.”

In addition to getting TPA to more pa-
tients, this change also will save CMS
money if it goes through, said Joseph
Broderick, M.D., professor and chair of
neurology at the University of Cincin-
nati. “If you can keep patients out of re-
habilitation and nursing homes because
you improve things on the front end, you
save Medicare and the health system mon-
ey,” Dr. Broderick said.

But Jerome Hoffman, M.D., professor of
medicine and emergency medicine at the
University of California, Los Angeles, is
not so sure that giving more stroke pa-
tients TPA is a good idea. “There is not
good evidence that TPA is beneficial in pa-
tients with stroke,” he said. “It probably
helps a few people and hurts a few people,
and the balance is really unclear.”

Aside from the issue of which patients
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should receive TPA, the increased pay-
ment will encourage hospitals to put more
money into treating stroke patients, ac-
cording to Dr. Broderick.

“A lot of hospitals have not seen a rea-
son why they should put more resources
into [treating] strokes when, in essence,
these kinds of patients are going to cost
them money.”

Now that they’re being paid more for
these patients, “more administrators will
say, ‘'Why don’t we have a stroke center?
Why don’t we have more patients who are
treated with TPA? ™ he said. “If they are
going to get paid almost
twice as much money, that’s
an incentive to see why the
system is not working, why
someone isn’t taking the ini-
tiative.”

But new financial incen-
tives for hospitals may have
little impact on what some
experts say is fundamentally
a clinical obstacle.

It’s not that hospitals don’t
want to provide patients
with proper care, said Dr.
Barsan, but it takes a lot of
effort to make TPA treat-
ment work efficiently, especially because
there is only a 3-hour window for admin-
istration once the stroke has occurred.

The 3-hour window is a big issue, Dr.
Hoffman concurred. “Many people who
are having a stroke wake up with symp-
toms, so it’s hard to tell when they were
last normal,” he said.

“So most people are outside the 3-hour
window.”

A survey Dr. Barsan and colleagues per-
formed of more than 1,100 emergency
physicians found that while 60% of re-
spondents said they were “very likely” or
“likely” to use TPA in an ideal setting
with an appropriate patient and access to
the proper equipment and personnel, an-
other 24% of respondents said they would
be unlikely to use the drug, and 16% said
they were “uncertain” about the matter
(Ann. Emerg. Med. 2005;46:56-60).

Of this combined group, nearly two-
thirds said they were concerned about a
possible brain hemorrhage, another 23%
listed lack of benefit from the drug, and
12% said they would not use it for both
reasons.

Then there are the practical issues. “Ide-
ally, you would have a ‘door-to-needle’
time of 60 minutes,” Dr. Barsan said. This
would require first rapidly identifying the
patient when he or she arrives in the emer-
gency department, then doing an exam
and determining that the patient did have
a stroke, and finally sending the patient for
a CT scan to make sure it is not a hemor-
rhagic stroke, he said.

In the end, if the drug is used within
strict guidelines, “T don’t think it will mat-
ter all that much in terms of harm or ben-
efit to patients,” Dr. Hoffman added.

“But when you put monetary or legal
incentives on people to use it, and they use
it a lot more because they think they're
supposed to, it could be harmful.” [
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Census Bureau Statistics

The Census Bureau reports that 45.8
million Americans were without health
insurance in 2004, up from 45 million
in 2003. While the increase is statisti-
cally small, it means that “an addition-
al 860,000 Americans live without the
safety net of health insurance,” J. Ed-
ward Hill, M.D., president of the Amer-
ican Medical Association, said in a state-
ment. “As the decrease in
employment-based health insurance
continues, the AMA renews its call for
health insurance solutions that put pa-
tients in the driver’s seat, along with
their physicians,” Dr. Hill said. Some of
these solutions may include refundable
tax credits inversely related to income
and individually selected and owned
health insurance, he said. In other sta-
tistics, the number of people with
health insurance increased by 2 million
to 245.3 million between 2003 and
2004. Those covered by government
health insurance rose from 76.8 million
in 2003 to 79 million—driven by in-
creases in the percentage and number
of people covered by Medicaid.

Split on the Benefit

Patients” optimism of Medicare’s new
prescription drug benefit has improved
over the last few months, although
beneficiaries remain split on their sup-
port, an August poll conducted by the
Kaiser Family Foundation indicated.
About one in three seniors (32%) has a
favorable impression of the benefit and
an equal number (32%) have a negative
one. This figure can be compared with
April, when only one in five (21%) had
a favorable impression of it. Compre-
hension of the benefit has improved:
Overall, 37% of seniors now say they
understand the new benefit “very” or
“somewhat” well, up from 29% in
April. Six in 10 seniors (60%) say they
don’t understand the benefit well or at
all. Slightly more than one in five se-
niors (22%) say they plan to enroll in
the benefit, up from 9% in April. The
poll represented 1,205 adults aged 18
and older, including 300 respondents
aged 65 years and older, interviewed by
telephone by Princeton Survey Re-
search Associates, on behalf of Kaiser.

Driven Into Debt

An estimated 77 million Americans
aged 19 years and older—nearly two of
five adults—have had difficulty paying
medical bills, have accrued medical
debt, or both, according to an analysis
of the 2003 Commonwealth Fund Bi-
ennial Health Insurance Survey. Work-
ing-age adults incur significantly high-
er rates of medical bill and debt
problems than adults aged 65 and old-
er, with rates highest among the unin-
sured. “Even working-age adults who
are continually insured have problems
paying their medical bills and have
medical debt,” the analysis stated. Two-
thirds of people with a medical bill or
debt problem went without needed
care because of cost—nearly three
times the rate of those without these
financial problems.
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Walter Reed to Close

Walter Reed Army Medical Center in
Washington, which has cared for hun-
dreds of thousands of soldiers and dig-
nitaries for the past 96 years, is slated to
close as part of the base realignment
and closure process. The medical cen-
ter was tapped by the Department of
Defense to be closed, and that recom-
mendation was recently approved by
members of the Defense Base Re-
alignment and Closure Commission.
The commission sent its final report to
President Bush on Sept. 8. If the Pres-
ident agrees with the recommenda-
tions he will send the entire list to Con-
gress for a vote. Congress must accept
or reject the list in full, but they cannot
amend it. If the closure is approved,
most of the staff and services from the
army hospital will be combined with
services at the National Naval Medical
Center in Bethesda, Md., and renamed
the Walter Reed National Military
Medical Center. Other services will be
moved to a Fort Belvoir, Va. Closures
and realignments must begin within 2
years of Congressional approval and
must be completed within 6 years, ac-
cording to the Base Realignment and
Closure statute.

Obesity Rankings

It pays to live in the mountains and ski:
Trust for America’s Health reported
that Mississippi has the “heaviest” obe-
sity rate in the country, Colorado the
least heavy. More than 25% of adults in
10 states are obese, including Missis-
sippi, Alabama, West Virginia,
Louisiana, Tennessee, Texas, Michigan,
Kentucky, Indiana, and South Carolina.
Rates have stayed the same in Oregon.
A majority of governors have taken
steps to initiate obesity reduction and
control programs for state employees.
However, most statewide initiatives
aimed at the general public are limited
to public information campaigns, said
Trust for America’s Health, a nonprof-
it organization that focuses on disease
prevention.

Impact of Concierge Care
Due to their small numbers, it is un-
likely that concierge care practices will
contribute to widespread access prob-
lems for Medicare beneficiaries, the
Government Accountability Office re-
ported. In a recent survey, GAO iden-
tified 146 concierge physicians and an-
alyzed responses from 112. According
to the survey, most concierge practices
are located on the East and West coasts,
and nearly all respondents reported
practicing primary care medicine. An-
nual patient membership fees ranged
from $60 to $15,000 a year, with about
half of respondents reporting fees of
$1,500-81,999.The Department of
Health and Human Services has deter-
mined that concierge care arrange-
ments are allowed as long as they do
not violate any Medicare requirements.
Some concierge physicians reported to
GAO that they would like more HHS
guidance.

—Jennifer Silverman



Used Mac Distiller 4.0.x Job Options
This report was created automatically with help of the Adobe Acrobat Distiller addition "Distiller Secrets v1.0.5" from IMPRESSED GmbH.
You can download this startup file for Distiller versions 4.0.5 and 5.0.x for free from http://www.impressed.de.

GENERAL ----------------------------------------
File Options:
     Compatibility: PDF 1.2
     Optimize For Fast Web View: Yes
     Embed Thumbnails: No
     Auto-Rotate Pages: Individually
     Distill From Page: 1
     Distill To Page: All Pages
     Binding: Left
     Resolution: [ 600 600 ] dpi
     Paper Size: [ 855 1107 ] Point

COMPRESSION ----------------------------------------
Color Images:
     Downsampling: Yes
     Downsample Type: Average Downsampling
     Downsample Resolution: 150 dpi
     Downsampling For Images Above: 225 dpi
     Compression: Yes
     Automatic Selection of Compression Type: Yes
     JPEG Quality: Low
     Bits Per Pixel: As Original Bit
Grayscale Images:
     Downsampling: Yes
     Downsample Type: Average Downsampling
     Downsample Resolution: 150 dpi
     Downsampling For Images Above: 225 dpi
     Compression: Yes
     Automatic Selection of Compression Type: Yes
     JPEG Quality: Low
     Bits Per Pixel: As Original Bit
Monochrome Images:
     Downsampling: Yes
     Downsample Type: Average Downsampling
     Downsample Resolution: 300 dpi
     Downsampling For Images Above: 450 dpi
     Compression: Yes
     Compression Type: CCITT
     CCITT Group: << /Columns 32 /K -1 /Rows 8 >>
     Anti-Alias To Gray: No

     Compress Text and Line Art: Yes

FONTS ----------------------------------------
     Embed All Fonts: Yes
     Subset Embedded Fonts: Yes
     Subset When Percent Of Characters Used is Less: 100 %
     When Embedding Fails: Warn and Continue
Embedding:
     Always Embed: [ ]
     Never Embed: [ /Symbol /Courier /Courier-BoldOblique /ZapfDingbats /Helvetica-BoldOblique /Helvetica-Bold /Times-Bold /Courier-Bold /Helvetica /Times-BoldItalic /Times-Roman /Times-Italic /Helvetica-Oblique /Courier-Oblique ]

COLOR ----------------------------------------
Color Management Policies:
     Color Conversion Strategy: Convert All Colors to sRGB
     Intent: Default
Working Spaces:
     Grayscale ICC Profile: Adobe Gray - 20% Dot Gain
     RGB ICC Profile: sRGB IEC61966-2.1
     CMYK ICC Profile: U.S. Web Coated (SWOP) v2
Device-Dependent Data:
     Preserve Overprint Settings: No
     Preserve Under Color Removal and Black Generation: No
     Transfer Functions: Preserve
     Preserve Halftone Information: Yes

ADVANCED ----------------------------------------
Options:
     Use Prologue.ps and Epilogue.ps: Yes
     Allow PostScript File To Override Job Options: Yes
     Preserve Level 2 copypage Semantics: Yes
     Save Portable Job Ticket Inside PDF File: No
     Illustrator Overprint Mode: Yes
     Convert Gradients To Smooth Shades: Yes
     ASCII Format: No
Document Structuring Conventions (DSC):
     Process DSC Comments: Yes
     Log DSC Warnings: No
     Resize Page and Center Artwork for EPS Files: Yes
     Preserve EPS Information From DSC: No
     Preserve OPI Comments: No
     Preserve Document Information From DSC: No

OTHERS ----------------------------------------
     Distiller Core Version: 4050
     Use ZIP Compression: Yes
     Deactivate Optimization: No
     Image Memory: 524288 Byte
     Anti-Alias Color Images: No
     Anti-Alias Grayscale Images: No
     Convert Images (< 257 Colors) To Indexed Color Space: Yes
     sRGB ICC Profile: sRGB IEC61966-2.1

END OF REPORT ----------------------------------------

IMPRESSED GmbH
Bahrenfelder Chaussee 49
22761 Hamburg, Germany
Tel. +49 40 897189-0
Fax +49 40 897189-71
Email: info@impressed.de
Web: www.impressed.de

Adobe Acrobat Distiller 4.0.x Job Option File
<<
     /ColorSettingsFile ()
     /LockDistillerParams false
     /DetectBlends true
     /ParseDSCComments true
     /DoThumbnails false
     /AntiAliasMonoImages false
     /MonoImageDownsampleType /Average
     /MaxSubsetPct 100
     /MonoImageFilter /CCITTFaxEncode
     /GrayImageDownsampleType /Average
     /GrayImageFilter /DCTEncode
     /ColorImageDownsampleThreshold 1.5
     /ColorConversionStrategy /sRGB
     /CalGrayProfile (Adobe Gray - 20% Dot Gain)
     /NeverEmbed [ /Symbol /Courier /Courier-BoldOblique /ZapfDingbats /Helvetica-BoldOblique /Helvetica-Bold /Times-Bold /Courier-Bold /Helvetica /Times-BoldItalic /Times-Roman /Times-Italic /Helvetica-Oblique /Courier-Oblique ]
     /ColorImageResolution 150
     /UsePrologue true
     /ColorImageDepth -1
     /sRGBProfile (sRGB IEC61966-2.1)
     /PreserveOverprintSettings false
     /CompatibilityLevel 1.2
     /UCRandBGInfo /Remove
     /EmitDSCWarnings false
     /CreateJobTicket false
     /DownsampleMonoImages true
     /DownsampleColorImages true
     /MonoImageDict << /Columns 32 /K -1 /Rows 8 >>
     /ColorImageDownsampleType /Average
     /GrayImageDict << /VSamples [ 2 1 1 2 ] /Blend 1 /HSamples [ 2 1 1 2 ] /QFactor 0.9 >>
     /CalCMYKProfile (U.S. Web Coated (SWOP) v2)
     /MonoImageDepth -1
     /PreserveEPSInfo false
     /AutoFilterGrayImages true
     /GrayACSImageDict << /Blend 1 /QFactor 1.2 /HSamples [ 2 1 1 2 ] /VSamples [ 2 1 1 2 ] >>
     /SubsetFonts true
     /ColorImageFilter /DCTEncode
     /AutoRotatePages /PageByPage
     /ASCII85EncodePages false
     /PreserveCopyPage true
     /EncodeMonoImages true
     /PreserveOPIComments false
     /ColorImageDict << /VSamples [ 2 1 1 2 ] /Blend 1 /HSamples [ 2 1 1 2 ] /QFactor 0.9 >>
     /AntiAliasGrayImages false
     /GrayImageDepth -1
     /CannotEmbedFontPolicy /Warning
     /EndPage -1
     /TransferFunctionInfo /Preserve
     /CalRGBProfile (sRGB IEC61966-2.1)
     /EncodeColorImages true
     /EncodeGrayImages true
     /ColorACSImageDict << /Blend 1 /QFactor 1.2 /HSamples [ 2 1 1 2 ] /VSamples [ 2 1 1 2 ] >>
     /Optimize true
     /ParseDSCCommentsForDocInfo false
     /GrayImageDownsampleThreshold 1.5
     /MonoImageDownsampleThreshold 1.5
     /AutoPositionEPSFiles true
     /MonoImageResolution 300
     /GrayImageResolution 150
     /AutoFilterColorImages true
     /AlwaysEmbed [ ]
     /ImageMemory 524288
     /OPM 1
     /DefaultRenderingIntent /Default
     /EmbedAllFonts true
     /StartPage 1
     /DownsampleGrayImages true
     /AntiAliasColorImages false
     /ConvertImagesToIndexed true
     /PreserveHalftoneInfo true
     /CompressPages true
     /Binding /Left
>> setdistillerparams
<<
     /PageSize [ 576.0 792.0 ]
     /HWResolution [ 600 600 ]
>> setpagedevice


