
Americans receive only half of recommended
clinical preventive services—screening tests,
counseling about health behaviors, immu-

nizations—due to deficiencies in the delivery system
that extend to therapeutic services as well.1 Gaps in
preventive care are a special concern, however, be-
cause of their importance in maintaining the health
of the population and in stemming the rising inci-
dence and costs of chronic diseases. 

The failure of older adults to receive preventive
services is exacerbated by special issues. Many se-
niors live with the misconception that it is too late to
benefit from stopping smoking or physical activity,
although science suggests otherwise.2,3 A longstand-
ing impediment has been lack of coverage of preven-
tive services under the Medicare program. The legis-
lation that created Medicare in 1964 authorized
coverage only of diagnostic and treatment services,
making it necessary for Congress to pass individual
laws to provide coverage for Pap smears and other
preventive services.4

A string of such bills, enacted between 1980 and
2003, has now expanded Medicare coverage to in-
clude screening for breast cancer, colorectal cancer,
cervical cancer, prostate cancer, osteoporosis, hy-
perlipidemia, diabetes, and glaucoma, as well as
pneumococcal, influenza, and hepatitis B immu-
nizations. But problems persist. For example, some
preventive services that are recommended for older
adults are not covered under Medicare, and the ser-
vices that are covered are not always received by
beneficiaries.5

One strategy to address this problem, which has
been advocated for two decades, is for new Medicare
enrollees to have a “Welcome to Medicare” visit
(WMV), an appointment with their primary care
provider devoted to organizing a preventive care
plan. The value of the WMV is that it establishes a
source of primary care for beneficiaries who lack ac-
cess, and it provides a dedicated opportunity to em-
phasize the importance of prevention as patients en-
ter a new phase of their lives. They can be reminded
about the benefits of exercise, healthy diet, smoking
cessation, and injury prevention, even after years of
inattention. Clinicians can underscore the impor-
tance of recommended screening tests and immu-
nizations and can either provide these services at the
WMV or arrange referrals or future appointments.

The WMV was transformed from an idea to a re-
ality in December 2003, when Congress passed the
Medicare Modernization Act.6 That law drew public
visibility because of its prescription drug benefit, but
it also introduced coverage for the WMV, which took
effect on January 1, 2005. Under the provisions of

the law, new beneficiaries are now eligible for one
WMV if it occurs within the first 6 months of the
beneficiary’s Part B coverage (if their coverage be-
gan on or after January 1, 2005).

What the WMV should entail was specified by
Congress and clarified in regulations issued in
November 2004 by the Centers for Medicare and
Medicaid Services (CMS), which administers the
Medicare program. The WMV is expected to in-
clude a history with special attention to modifiable
risk factors for disease; screening for depression,
functional ability, and level of safety; selected physi-
cal examination procedures; and education, coun-
seling, and referral (see table). Beneficiaries are to
be made aware of the preventive services that
Medicare covers and provided a written checklist
for obtaining them. A notable feature mandated by
Congress is that the physician must obtain an elec-
trocardiogram to bill for the WMV. Both the visit
and electrocardiogram must be performed for ei-
ther component to be paid. Further details about
the administration of the WMV, including the ap-
propriate billing codes, can be found at the CMS

E337                                                                                                                                                                                     BMJ USA VOLUME 5   JANUARY/FEBRUARY 2005 (p 12)

Editorials

What the “Welcome to Medicare” visit should include

History

Medical history with special attention to modifiable risk factors

• Alcohol, tobacco, or illicit drug use

• Diet

• Physical activity

• Past medical/surgical history (experience with illnesses,
hospital stays, operations, allergies, injuries, and treatment)

• Current medications and supplements

• Family history

Risk factors for depression (including past experiences with
depression or other mood disorders)*

Functional ability and level of safety. Level of safety is determined
by assessing, at a minimum, hearing impairment, activities of daily
living, falls risk, and home safety*

Physical Examination

Measurement of height, weight, and blood pressure

Visual acuity screen

Other factors as deemed appropriate by the physician or NPP based
on the history and current clinical standards

Education, counseling, and referral for screening and other covered
preventive benefits separately authorized under Medicare Part B. The
patient must be given a written checklist of recommended preventive
services

Education, counseling, and referral based on the findings of the
examination

Electrocardiogram (performance and interpretation). The WMV does not
cover other clinical laboratory tests
NPP–qualified non-physician provider
*The physician or NPP may select any appropriate screening instrument,
choosing from various available standardized screening tests designed for this
purpose and recognized by national professional medical organizations.

The “Welcome to Medicare” visit: 
a chance to raise the profile 
of prevention among older adults
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web site.7 Resources that detail which preventive
services older adults should receive are available,
for both clinicians8 and patients,9 at the web site of
the Agency for Healthcare Research and Quality.

The WMV has its limitations. For example, al-
though many of the services mandated by Congress
(eg, hearing screening) are evidence-based, the re-
quired electrocardiogram and other requirements
conform less to current guidelines.10 It may be diffi-
cult in one visit for clinicians to administer the
screening questions and provide necessary follow-up
counseling, especially in today’s pressured primary
care environment, and clinicians may consider the
reimbursement inadequate. Congress chose not to
waive the deductible for the visit. For new beneficia-
ries who have not met their deductible, the out-of-
pocket costs ($110 for 2005, plus coinsurance fees)
may dampen patient interest in the WMV, especially
among the poor. Finally, one visit is insufficient for
preventive care, which requires an ongoing relation-
ship. Not all of the services that can be undertaken
at the WMV are covered by Medicare when per-
formed at subsequent visits. Perhaps most impor-
tantly, the 46 million existing Medicare beneficiaries
are not eligible for the WMV.

Despite these limitations, the WMV represents
important progress in the preventive care of seniors.
This issue of BMJ USA arrives as new enrollees begin
making appointments for their visits, providing an
opportunity for a new generation of Medicare bene-
ficiaries (swelled by the baby boom) to work with
their primary care providers to apply the principles
of prevention to live healthier lives and forestall
chronic diseases. Clinicians should use the opportu-
nity provided by the WMV to assess the risk status of
patients and encourage the adoption of healthy be-
haviors. By using the visit to arrange with patients a
written plan for recommended screening tests and
immunizations, the one-time WMV can bring about
a longitudinal improvement in preventive care over
time and thereby have a disproportionately large im-
pact on the health care of older adults. Making this
exercise systematic for all seniors, by using reminder

systems and other evidence-based practice solu-
tions,11 may not be fully covered by Medicare (for es-
tablished beneficiaries) but would enable all older
adults to enjoy the same enhancement in the quality
of their preventive care. ✦
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Chronic fatigue syndrome, also known as
myalgic encephalomyelitis, is an illness 
of unknown nature and cause, but most 

medical authorities now accept its existence.1–3

Research about its cause has been hampered by the
absence of a biological marker, the heterogeneous
nature of the illness, and difficulties in differentiat-

ing cause from effect.2,3 Yet, some progress has been
made, particularly when causes are divided into pre-
disposing, triggering, and maintaining factors.

Women get chronic fatigue syndrome more
commonly than men for unknown reasons, al-
though increasing evidence suggests a genetic in-
f luence on the illness.1,3 Premorbid mood disor-

What causes chronic fatigue syndrome?
Infections, physical inactivity, and enhanced 
interoception may all play a part

This editorial originally
appeared in the
October 23, 2004 issue
of the BMJ (329:928-
929). It has also been 
posted on bmj.com.
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