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C O M M E N T A R Y

passed a resolution encouraging continuation of 
the project through 2006.5 However, preliminary 
analyses conducted by CMS6 and the Offi ce of 
Inspector General, Department of Health and 
Human Services,7 questioned the project design, 
data reliability, and reimbursement. This report 
estimated that reimbursements under the 2005 
project would approximate $270 million. On No-
vember 2, CMS announced “continuation” of the 
project in 2006 in a new format.8

Did the 2005 project achieve its goals? Do 
changes in the 2006 project address previous prob-
lems? We report the results of a survey of person-
nel in offi ce-based oncology practices to address 
the success of the 2005 project. We also discuss 
the 2006 project.

Evaluation of the 2005 Project

METHODS

We attempted to contact 236 randomly select-
ed community oncology sites to participate in the 
study. No compensation was offered to partici-
pants. In total, the administrators at 171 (73%) 
sites agreed to participate and 22 (9%) refused; 43 
(18%) practices could not be contacted. From the 
171 sites that agreed to participate, 443 respon-
dents from 127 practices (74% from practices that 
agreed, 54% of the entire sample) completed the 
survey and 44 sites agreed to participate but did 
not respond to the survey by the cutoff date. Par-
ticipating practices averaged 31 employees and 4 
medical oncologists, treated an average of 751 new 
cancer patients per year, and administered chemo-
therapy to an average of 37 patients per day. The 
practices were geographically distributed across 
the nation (Northeast, 25; South, 48; West, 19; 
Midwest, 35); 54% of their patients were Medi-
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I 
n January 2005, the Centers for Medicare and 
Medicaid Services (CMS) initiated a demon-
stration project on quality care in oncology. 
The project reimbursed offi ce-based oncolo-

gists $130 for collecting, reporting, and treating 
patient-reported nausea, vomiting, pain, and fa-
tigue during visits for intravenous chemotherapy.1 
Enrollment and reporting were implemented by 
incorporating one of four G-codes for each symp-
tom (corresponding with ratings of “not at all,” “a 
little,” “quite a bit,” and “very much”) into bills.2,3 
The codes were based on the Rotterdam Symptom 
Checklist4 because of their expected ease of use by 
patients and offi ce practices.3 Collecting data on 
symptoms “over the past week” was suggested, but 
no specifi c methods were required.3 As a condi-
tion of participation, physicians were required to 
treat the identifi ed symptoms, but no means of re-
porting treatments were provided.

The goals of the project were to “assess and 
provide support for quality of care for cancer pa-
tients undergoing chemotherapy” by collecting 
data on “the condition of chemotherapy patients” 
using “standardized assessment scales” and cor-
relating these data with subsequent use of emer-
gency room and hospital services.2

In October 2005, the House of Representatives 
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again refl ecting large within-respondent variation.
Within-practice agreement was high for collecting data through 

clinical interview (88%) and prior to chemotherapy (77%). Be-
tween-practice agreement also was high for these items. Among 
the 76 practices (79%) with ≥ 70% within-practice agreement for 
the method of collecting symptom information, 89% collected 
data through clinical interview; of the 57 practices with ≥ 70% 
within-practice agreement for the time of information collection, 
98% gathered data prior to chemotherapy.

In contrast, within-practice agreement was only 49% for 
the symptom recall timeframe and 38% for the severity rating 
method, excluding from the agreement category respondents 
who agreed on using a “mixture of methods.” Only 16 practic-
es (17%) had > 70% within-practice agreement for the symp-
tom timeframe and only 4 practices had >70% agreement on 
the severity rating method. Even among the 17 practices with 
high within-practice agreement, no agreement existed on re-
call timeframe or severity rating method; 6 assessed symptoms 
over the past week, and 9 since the last chemotherapy visit.

Respondents strongly supported continuation of the 2005 
project. A majority believed the project should be expanded 
to other symptoms (52%) or to visits other than chemothera-
py visits (66%). Most respondents (78%) believed the project 
should be continued in 2006.

Commentary

PAST

The 2005 project was successful in providing support for 
high-quality symptom management. Almost 50% of respon-
dents attributed more-thorough symptom assessment, and 
40% attributed more-frequent treatment to the project. Most 
respondents used the same methods to assess symptoms in pa-
tients not covered by Medicare, suggesting that most cancer 
patients benefi ted from the project. Unfortunately, the ben-
efi ts of improved symptom assessment and treatment appear 
to have been overlooked by CMS because this initiative has 
been abandoned in the 2006 project. We question this deci-
sion. The achievements illustrated in our survey support the 
value of the project and should justify its continuation.

The 2005 project could have been refi ned to provide valu-
able information. For instance, the measurement problems 
could be addressed simply, without additional investment in 
community practice infrastructure, by standardizing assess-
ment timing (before, during, or after chemotherapy), collec-
tion method (interview or self-report), recall timeframe (cur-
rent, 24 hours, 1 or 2 weeks, or the entire cycle), and symptom 
severity (average, current, or worst).

Other quality indicators should be considered, because 
“good” outcomes are not possible for every patient; some pa-
tients have advanced cancers and/or comorbidities that make 
complete symptom control impossible. Evidence-based and 
consensus guidelines provide an alternative to outcomes mea-
surement by defi ning high quality care in terms of processes 
of care (eg, specifi c treatments, diagnostic tests).9–12 Processes 

care benefi ciaries. The majority (81%) of respondents were 
nurses with an average of 10 years’ experience.

The anonymous survey was completed electronically be-
tween August 29, 2005, and September 18, 2005. It consisted 
of 28 questions about respondent and practice characteristics, 
methods used to collect symptom data, and opinions about the 
impact and continuation of the project (see www.webaddress-
tobedecided.net to download a copy of the survey). Data collec-
tion methods were characterized as clinical interview, clinical 
observation, paper tool, or computer report; assessment timing 
was characterized as before, during, or after chemotherapy. The 
symptom recall timeframe (current, 24 hours, 1 week, 2 weeks, 
or since last chemotherapy visit) and the severity rating meth-
od (average, current, or worst) also were assessed. “Mixture of 
methods” was an option for data collection items.

The proportion of respondents endorsing each response was 
described for each item. Within-respondent variation was defi ned 
as the proportion endorsing the option “mixture of methods.” 
Within-practice agreement was measured separately for each item 
as the proportion of respondents from the same practice who 
endorsed the same option, excluding “mixture of methods.” Be-
tween-practice variation was described among practices with > 
70% within-practice agreement as the proportion of practices 
whose predominate option was endorsed. The 31 practices with 
a single respondent were excluded from practice-level analyses.

RESULTS

The results of the survey indicate that the demonstration 
project improved symptom assessment and treatment. Almost 
50% of respondents reported increased awareness of symptoms 
and frequency and thoroughness of symptom assessment, and 
40% reported more frequent treatment of symptoms since 
project initiation (Table 1). The majority (70%) of respon-
dents reported using the same methods to collect symptom in-
formation from patients who were not covered by Medicare.

The mean within-practice agreement for these items was 
about 70%; approximately 40% of practices had within-prac-
tice agreement > 70%. Among practices with high within-
practice agreement, the between-practice agreement also was 
high. However, these practices were evenly divided on the 
question of treating symptoms more frequently. In total, 18 
of the 37 practices (49%) agreed that symptoms were treated 
more frequently, and 15 disagreed.

Substantial evidence existed of within-respondent, within-
practice, and between-practice variation in data collection 
methods. The majority of respondents collected data through 
clinical interview (79%) and prior to chemotherapy (69%). 
However, 14% of respondents collected current symptoms, 
13% collected symptoms over the past week, and 27% since 
the last chemotherapy visit. The proportion of respondents 
collecting symptom data over a “mixture of time frames” was 
42%, demonstrating large within-respondent variation. To 
measure symptom severity, 8% of the respondents collected 
data on average severity, 11% on worst severity, 17% on cur-
rent severity, and 64% gathered a “mixture of severities,” 
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Table 1

Results of Survey of Offi ce-based Oncology Practices
  PRACTICES (n = 96)

 PROFESSIONALS (n = 443) MEAN WITHIN-PRACTICE AGREEMENT PRACTICES WITH AGREEMENT > 70%

SURVEY DOMAIN AND ITEMS n % [95% CI] % [95% CI] n (%) n (%) [95% CI]

Providing support for quality cancer care

Assess symptoms more thoroughly

Agree/Strongly agree 190 50 [55, 45] 73 [77, 68] 39 (41) 25 (64) [49, 79]

Disagree/Strongly disagree 138 36 [41, 32]   12 (31) [16, 45]

Neutral 53 14 [18, 11]   2 (5) [0, 12]

Pay more attention to symptoms in the clinic

Agree/Strongly agree 185 49 [54, 44] 72 [77, 68] 46 (48) 31 (67) [54, 81]

Disagree/Strongly disagree 105 28 [32, 24]   8 (17) [6, 28]

Neutral 86 23 [27, 19]   7 (15) [5, 26]

Treat symptoms more frequently

Agree/Strongly agree 150 40 [45, 35] 70 [74, 65] 37 (39) 18 (49) [33, 65]

Disagree/Strongly disagree 146 38 [43, 34]   15 (41) [25, 56]

Neutral 84 22 [27, 18]   4 (11) [1, 21]

Assessing the quality of care

Method for collecting symptom information 

Clinical observation 21 5 [4, 8] 88 [91, 84] 76 (79) –

Clinical interview 315 79 [83, 75]   68 (89) [83, 96]

Paper patient report 44 11 [14, 8]   6 (8) [2, 14]

Computer patient report 12 3 [5, 2]   2 (3) [0, 6]

Other 8 2 [4, 1]   –

Time of information collection

Prior to chemotherapy 304 69 [74, 65] 77 [82, 72] 57 (59) 56 (98) [95, 100]

During chemotherapy 6 1 [3, 0]   1 (2) [0, 5]

After chemotherapy 2 1 [2, 0]   –

Mixture of timing  126 29 [33, 25]   –

Recall timeframe

Past 24 hours 19 5 [7, 3] 49 [54, 43] 16 (17) –

Past week 55 13 [17, 10]   6 (38) [14, 61]

Past 2 weeks 1 0.2 [1, 0]   –

Current only  60 14 [18, 11]   1 (6) [0, 18]

Since last chemotherapy visit 113 27 [31, 23]   9 (56) [32, 81]

Mixture of timeframes 177 42 [46, 37]   

Symptom severity rating method

Average severity 37 8 [11, 6] 38 [43, 34] 4 (4) –

Current severity 73 17 [20, 13]   2 (50) [1, 99]

Worst severity 47 11 [14, 8]   2 (50) [1, 99]

Mixture of severities 282 64 [69, 60]   –

Future directions

CMS should expand demonstration project to other symptoms

Agree/Strongly agree 195 52 [57. 47] 75 [79, 71] 50 (52) 34 (68) [55, 81]

Disagree/Strongly disagree 69 18 [23, 15]   6 (12) [3, 21]

Neutral 112 30 [35, 26]   10 (20) [9, 31]

CMS should expand demonstration project to visits other than chemotherapy visits

Agree/Strongly agree 248 66 [71, 61] 85 [89, 81] 48 (50) 44 (92) [84, 99]

Disagree/Strongly disagree 54 14 [18, 11]   1 (2) [0, 6,]

Neutral 74 20 [24, 16]   3 (6) [0, 13]

Practices with only one respondent (n = 31) were excluded from practice-level analyses. Responses of “mixture of methods” were considered as disagreement in the practice-level analyses.

Abbreviations: CI = confi dence interval; CMS = Centers for Medicare and Medicaid Services 
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tom management and primary cancer management and no 
means of reporting the management of both. This is a potential 
source of misclassifi cation of adherence to guidelines. More 
importantly, the focus and support for symptom management 
have been lost. The reason for eliminating support for quality 
symptom management is unclear. It is possible that the “low 
incidence of severe symptoms” reported in the interim analy-
sis conducted by CMS infl uenced this decision. If that is the 
case, this important decision was made on the basis of fl awed 
data, because the value of the symptom information is suspect. 
We found consistent evidence of variability in symptom recall 
timeframes and severity rating methods. In view of its ques-
tionable validity, the symptom information should not have 
been used to make critical decisions.

The method by which the accuracy of the data will be veri-
fi ed is also unclear. The validity of the data collected is a par-
ticular concern because methods for identifying or tracking 
compliance with guidelines were neither implemented in of-
fi ce based practices nor made available in electronic informa-
tion systems prior to initiation of the 2006 project. Coding and 
documentation tools have been suggested by CMS13–15 and by 
the American Society of Clinical Oncology16,17; however, it is 
unclear how practices are actually implementing the coding.

Finally, it will be important to assess how representative 
the practices that participate in the 2006 project truly are. 
Compared with the 2005 project, the amount of work (cod-
ing and documentation) for practices has increased, but the 
reimbursement has decreased. If participation is signifi cantly 
reduced, the generalizability of fi ndings will be suspect.

FUTURE

These issues raise concern that CMS is poised to repeat some 
of the problems encountered in 2005. If we learned nothing else 
from the 2005 project, it is now clear that collection of useful 
data requires careful pilot testing of the tools in the setting in 
which the project will be conducted as well as subsequent vali-
dation of the accuracy of the data. The widespread variability 
in data collection methods seen in our survey underscores the 
perils of fi elding untested items. We strongly recommend that 
CMS consider the fi rst 6 months of the 2006 project a pilot 
study of data collection in offi ce practices. We recommend an 
analysis of the fi rst 3–4 months of data with verifi cation of data 
in a random sample of geographically diverse practices.

Nausea, vomiting, pain, and fatigue are among the most 
feared and most common symptoms among cancer patients. 
Symptom management is critically important to the quality of 
patients’ lives; unfortunately, it is complex and time consum-
ing for physicians. By paying for the professional time to man-
age symptoms, the 2005 project confi rmed the commitment of 
CMS to high quality supportive care. We strongly recommend 
that CMS reconsider and Congress encourage reinstatement 
of the 2005 project with appropriate refi nements at the previ-
ous funding levels. We also recommend that the 2006 project 
be considered a pilot study to develop the methodology and 
tools to measure compliance with evidence-based guidelines.

are often documented in claims; those that are not billable 
(eg, prescribing outpatient drugs for pain or nausea) could 
be reported through G-codes. Adherence to well-established 
guidelines should be used (and is being used in the 2006 proj-
ect) to measure the quality of symptom management, provided 
a reliable method for its measurement can be developed.

The collection of clinically important confounding factors 
could also improve data quality. For some patients, the advan-
tages of chemotherapy outweigh the disadvantages of side ef-
fects, such as for patients with breast cancer receiving adjuvant 
therapy; for others, such as patients with advanced pancreatic 
cancer, symptom palliation is the primary goal of therapy. In 
the absence of information about the goals of therapy (cure, 
non-curative extension of life, or palliation), analyses of symp-
toms lack clinical context. Such information is critical to future 
demonstrations on quality symptom management. Further-
more, although severity adjustment algorithms are available for 
claims data, these data lack clinical detail. To ensure the value 
of outcomes data collected in the future, codes for stage of dis-
ease should be included in demonstrations on quality symptom 
management. Codes for the goals of therapy and for stages of 
disease have been implemented in the 2006 project.

Despite its shortcomings, the 2005 project was success-
ful. It demonstrated the feasibility of collecting population-
based outcomes and reportedly led to increased assessment 
and treatment of common symptoms. Although the value of 
the symptom information collected is questionable, it can be 
improved. We support reinstatement of the 2005 supportive 
care project, with refi nements, to continue support for com-
plex symptom management not currently reimbursed and to 
achieve the original goal of assessing the quality of symptom 
management using valid symptom information.

PRESENT

Unfortunately, the 2005 symptom management project 
was abandoned in favor of a project to “encourage quality care 
by promoting evidence-based practices” and “provide new 
support to determine whether and how oncology practices 
follow evidence-based practice guidelines.”8 The 2006 project 
includes all evaluation and management visits but is limited to 
patients with 13 common malignancies. The 12 G-codes for 
symptom severity have been replaced by 81 codes that docu-
ment the focus of the visit (diagnosis, treatment management, 
or palliation), stage of disease, and whether management ad-
heres to clinical guidelines. The $130 payment has been re-
placed by a payment of $23.

Major improvements have been made in the 2006 project. 
Collection of three new items—the goals of therapy, stage of 
disease, and adherence to established guidelines—will facili-
tate clinically relevant analyses of the quality of care. Defi ni-
tions of codes have been provided along with clinical examples 
and more detailed instructions for coding. However, there are 
concerns with the new project.

Except in the case of end-stage disease, there are no means 
of distinguishing between adherence to guidelines for symp-
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