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Introduction |

In early 2015, the Centers for Medicare & Medicaid Services (CMS) initiated 

reimbursement for low-dose computed tomography (LDCT) screening for lung cancer in 

individuals aged 55 to 77 years with a 30 pack-year or greater smoking history.1 A unique 

feature of the CMS approval was a requirement for a separate shared decision-making 

(SDM) session before the LDCT.1 This visit had several required components, including use 

of a decision aid and counseling on tobacco abstinence. We used Medicare data from 

January 1,2015, through December 31,2016 to determine the percentage of enrollees who 

received an LDCT had a visit for SDM.

Methods |

We developed separate cohorts for 2015 (4192 802 persons) and 2016 (4138 559 persons) 

Medicare beneficiaries aged 55 to 77 years with complete Medicare Parts A and B coverage 

and no health maintenance organization (HMO) enrollment from a 20% national sample. 

Using Current Procedural Terminology codes, we determined the number of enrollees with 

Evaluation and Management charges for an LDCT SDM visit (Current Procedural 

Terminology code G0296), and receipt of LDCT (Current Procedural Terminology code 

G0297 or S8032). We assessed age, sex, race/ethnicity, Medicaid eligibility, region, 

comorbidities, and education (at the zip code level). The monthly percentage of patients 

undergoing LDCT with an associated SDM visit were graphed and assessed by joinpoint 

analysis using joinpoint software downloaded from the National Cancer Institute. Statistical 
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significance for the joinpoint analysis was set at P < .0001. We estimated the odds of 

patients with LDCT engaging in SDM before the screening and the relative risk of 

undergoing LDCT after SDM by using logistic regression. These statistical calculations 

were performed with SAS software version 9.4 (SAS Institute Inc). The University of Texas 

Medical Branch institutional review board approved this study, which used deidentified data.

Results |

Of the 19 021 enrollees in the 20% sample who underwent LDCT in 2016, 1719 (9.0%) had 

a separate SDM visit on the day of LDCT or in the previous 3 months. After an initial 

increase, the monthly percentage of enrollees undergoing LDCT who had participated in 

SDM plateaued at approximately 10% (Figure). Characteristics associated with lower odds 

of SDM before LDCT included black race vs white race (odds ratio [OR], 0.76; 95% CI, 

0.59–0.97), female sex (OR, 0.88; 95% CI, 0.79–0.98), and higher education (for highest vs 

lowest quartile of education: OR, 0.81; 95% CI, 0.68–0.96); there was also wide regional 

variation (Table).

Of the 2154 enrollees who underwent SDM from January through October 2016,1300 

(60.8%) underwent LDCT in the following 3 months. In a multivariable analysis, black race 

(risk ratio, 0.81; 95% CI, 0.66–0.97) and female sex (risk ratio, 0.93; 95% CI, 0.86–0.99) 

were associated with significantly lower LDCT use after SDM.

Discussion |

Although patient characteristics such as sex, race/ethnicity, and geographical region are 

associated with receipt of SDM before LDCT and with receipt of LDCT after SDM, the 

most important finding is the remarkably low uptake of SDM visits after the CMS mandate. 

Several factors may contribute to this finding, including the recentness of the mandate, lack 

of training in SDM, and competing priorities for clinicians. In addition, SDM may have 

occurred as part of another medical encounter.

The CMS has previously issued other requirements on reimbursement for screening tests 

that also appear to be ignored without affecting reimbursement, for example, on minimum 

intervals between routine screening colonoscopies in average-risk patients.2

Early reports suggest that less than 5% of eligible Americans are receiving LDCT.3 The 

60.8% rate of LDCT after SDM suggests that a substantial proportion of enrollees are 

deciding against LDCT after SDM.

Our study has some limitations. The results from enrollees aged 65 to 77 years with fee for 

service Parts A and B Medicare may not be generalizable to those in Medicare HMOs. In 

addition, the results from enrollees aged 55 to 64 years represent those with disability or 

end-stage renal disease.

Shared decision-making has rapidly evolved from an abstract concept to mandated 

implementation. However, the clinical community has not adopted the CMS mandate for an 

SDM visit before LDCT screening.3 Inability or unwillingness to engage in SDM may 

Goodwin et al. Page 2

JAMA Intern Med. Author manuscript; available in PMC 2019 August 06.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



contribute to the low overall use of LDCT screening and less awareness of its implications 

among eligible patients.4–6
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Figure. 
Percentage of Medicare Enrollees Aged 55 to 77 Years Undergoing Low-Dose Computed 

Tomography (LDCT) Screening Who Had a Shared Decision-Making (SDM) Visit in the 3 

Months Before the LDCT The denominator for each month is enrollees who underwent 

LDCT in that month, and the numerator is enrollees who had an SDM visit on the day of the 

LDCT or in the previous 90 days. Joinpoint analysis revealed a change point (arrowhead) in 

May 2016 (95% CI, March 2016-July 2016). The slope of the increase for enrollees 

receiving SDM before May 2016 showed an absolute increase of 1.05% per month. After 

May 2016, the slope showed an increase of 09% per month. Statistical significance for the 

joinpoint analysis was set at P < .0001.
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