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November 22, 2013

Ms. Marilyn Tavenner
Administrator
Centers for Medicare and Medicaid Services
Department of HHS
Baltimore, MD 21244-8013

RE:  Appropriate use of dual energy X-ray absorptiometry (DXA) scans in women under 65 who do not
        meet the risk factor profile

Dear Administrator Tavenner:  

The American Association of Clinical Endocrinologists (AACE) represents over 6,000 endocrinologists in the United States and abroad.  AACE is the largest association of clinical endocrinologists in the world.  Most AACE members are Board-Certified in Endocrinology and Metabolism and concentrate their work on the treatment of patients with endocrine and metabolic disorders including diabetes, thyroid disorders, osteoporosis, growth hormone deficiency, cholesterol disorders, hypertension, and obesity.  AACE members are committed to providing the highest quality of care to the patients they serve.  

AACE appreciates the opportunity to comment on new clinical quality measures for potential use by eligible professionals in future stages EHR incentive program.  Our comments specifically address quality measures related to the appropriate use of Dual energy X-ray absorptiometry (DXA) scans in women under 65 who do not meet the risk factor profile. 

AACE hopes that CMS will reconsider and not pursue the proposed measures. The evidence indicates that this bone density testing is NOT being overused in younger individuals – the frequency of inappropriate testing is low and the cost is small (current Medicare allowable for dual-energy x-ray absorptiometry is about $50). The proposed regulations are cumbersome and fail to include common known risk factors, with no provision to add additional indications as new information becomes available.  Finally, although this proposal is directed at limiting unnecessary bone density testing to identify patients at high risk of fracture, it would likely limit or eliminate bone density testing in younger patients for other purposes.

1. This is not a problem: bone density testing in premenopausal women was found in only 1.4% of eligible visits (Kale MS et al, Arch Intern Med 2011; 171:1856-1858).  The cost was calculated by Kale et al used 2011 Medicare allowable, which is approximately 2 x higher than the current Medicare allowable.
2. This is certainly not a problem for Medicare: there are few if any premenopausal women covered by Medicare.
3. This is not the way to fix it.  The 1998 “Bone Mass Measurement Act” (BMMA) and subsequent regulations (Department of Health and Human Services: Medicare coverage of and payment for bone mass measurements. 1998 Fed Reg 63:34,320–34,328) that authorized screening for osteoporosis clearly put men at a disadvantage.  Under the BMMA, there are only three circumstances by which men are eligible for Medicare coverage for a first bone density test:  1) vertebral abnormalities (osteopenia or vertebral fracture), 2) hyperparathyroidism and 3) glucocorticoid use.  Clearly there are other fractures that might indicate osteoporosis, other diseases and drugs that cause bone loss and increase fracture risk, and other reasons (such as older age) for bone density testing in men.  Although most authorities agree that Medicare coverage for bone density testing in men should be broadened, what was “broken” in 1998 still has not been fixed 15 years later.  In the current proposal, the indications sound scientific but appear to be arbitrary (two or more risk factors from one group, a single risk factor from another group, or a 10-year fracture risk [potentially 3 different answers for the same person using 3 different risk calculators]) and are so cumbersome as to make ordering of bone density testing for younger women and men so burdensome as to not be ordered at all.  Some currently known and common risk factors are not included, such as long term use of proton pump inhibitors (PPIs), selective-serotonin uptake inhibitors (SSRIs), aromatase inhibitors, androgen deprivation therapy and type 2 diabetes.  There are certainly drugs and possibly disease that will be found in the future to be associated with adverse skeletal effects – will they ever be added to the list (the experience with the Bone Mass Measurement Act suggests the answer is “no”). 
4. The proposal would significantly limit other uses of DXA.  There is an old saying that “if the only tool you have is a hammer, everything looks like a nail.”  The current regulation addresses testing to identify persons at high risk of fracture to decide on pharmacologic treatment.  DXA is also useful in younger individuals (including children) who have diseases or conditions or use medications known to have adverse skeletal effects but likely this use would be assumed to be included in any regulations to limit bone density testing in younger individuals.

Thank you for providing the opportunity to submit comments.

Sincerely,
[image: ]
Jeffrey I. Mechanick, MD, FACP, FACE, FACN, ECNU
President
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