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Monday, February 8,2010

To: The Medical inefficiency Committee

From: Jay Kaplan, M.D.

Thank you for inviting me fo send some information on the present state of our focal health care
crisis. | am a practicing internist in Connecticut for the past 30 years. | am a member of ProHealth
Physicians and my office Is in Meriden. | have a large Medicare practice. |am affiliated with MidState
Medical Center and | utilize the hospitalist service for all admissions. | am the medical director of two
nursing homes with busy short term admissions. | would like to list some suggestions for the commitiee
to consider. | must state that all the points | will present are my own and } am not speaking on behalf of
ProHealth Physicians or any other organization.

1.

e

If a patient goes to the ER outside the doctar's local area, that patient's doctor will never
receive an ER report. No laboratory ot x-ray reports will be sent. Besides being responsibie for
the patient, we often have to repeat studies at a great expense to the system.

Hospital discharge surmmaries are almost never sent to the PCP {primary care physician) if that
physician is not on staff at that hospital. The PCP is again responsible for the coordination of
care without all the data.

If medications are denied by a Drug Benefit Program, they must include alternative drugs that
will be covered. This will eliminate the guessing game we play with the drug programs.
Require all SNF's (skilled nursing facilities) to identify who is the patient’s PCP. Discharge
summaries with current madicatlons, important laboratory results and any new vaccinations
must be Included. This information must be sent to the patient’s PCP at the time of discharge,
The annual rewriting of patient’s medications for drug programs requiring prior authorization is
a waste of everyone’s time.

Mammography reports, regardless of who orders them, must be sent to the patient’s PCP.
Gynecologist’s reports should be sent to the patient’s PCP to coordinate care.
Specialist's reports should be sent to the PCP to coordinate care.

Hospice care should send notlfication of death to the patlent’s PCP and other caregivers

involved in the case.

. Reinstate the Medicaid secondary insurance coverage for Medicare patients. Physicians who

attend to patients at SNF’s are burdened with more work for 20% less pay for the duel eligible
patients, Soon there will be no physicians who will be willing to see these patients.
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Itis time for Connecticut to move forward with Tort Reform. The defensive practice of
physicians ordering additional tests Is a large part of the escalating cost of health care.

Restrict lawyers from TV ads. The information stated in these advertisaments is very misteading
and causes great difficulty in doing the best for our patients,

Restrict drug advertisements that name medications. Insist that only the type of disease or
condition i3 mentioned.

Promote good heaith. Reward physicians who keep patients healthy. Consider a tax break for
patients who do not smoke. Use some of the tobacco settiement money for good health
measures rather than keeping it in the general fund.

Use the cigarette tax for health related care.
Allow pharmacies to notify physicians when they suspect a patlent Is abusing drugs. It Is time for

the pharmacists and the physicians to work together on this problem.

Insist on the reduction of regulations at SNF’s that don’t enhance the quality of care. We have
drug reduction programs. It is time to streamline the ragulations to promote graater efficiency.
Develop “Pay for Performance” programs at SNF's to encourage better quality. This bonus to
physician will help by rewarding better outcomes and quality of care.

The State of Connecticut is the payment source for both the Title 19 recipients and the State
emnployees. The state needs to evaluate this cost of care as compared to the commercial plans.
There are many cost saving measures that could be put into place by utilizing some of the
restraints imposed by the private insurers, Unlimited use of the ER, multi specialist care, and
brand name drug use are three areas that should be reviewed.

A health care card that includes the name of each patient’s PCP will help identify where all
health related data should be sent, _

The United Stated is ranked 37" in the world for health care, Connecticut has some of the
highest insurance premiums in the country. As the insyrance industry is centered in our state, it
ts time for us to lead the way in health care reform. We cannot ¢ontinue to move backwards.

Thank you for your time and consideration, | have enclosed two articles which may be helpful.

loqhos 1y

Jay Kaplan, M.D,




PERSPECTIVE

MEASURING THE PERFORMANCE OF TH%&“—IQRE&EM
Ranking 37th — Measuring the Performance _ m\)

_of the U.S. Health Care System

Christopher J.L. Murray, M.D., D.Phil., and julio Frenk, M.D., Ph.D., M.P.R

Evidence that other countries
petform better than the Unit-
ed States In ensuring the health
of their populations is a sure

prod to the reformist Impulse/
The Wotld Health Report 20
Health Systems: Improting Performajice,
ranked the U.S. health care bys-
tern 37th in the world* — a

that bas been discussed freqyently

during the current debate on U.S.
health care reform.
The conceptual framework vn-

derlying the rankings? propoged

that health systems should be 2
sessed by comparing the extent &
which Investments in public health
and medical care were contrib-
uting to critical social objectives:
improving health, reducing health
disparitles, protecting households
from impoverishment due to medi-
cal expenses, and providing re-
sponsive services that respect the
dignity of patients., Despite the
limitations of the available data,
those who compiled the report
undertook the task of applying
this framework to a quantitative
assessment of the performance
of 191 natlonal health cate sys-
tems, These coraparisons prompt-
ed extensive media coverage and
political debate in many countries.
In some, such as Mexico, they
catalyzed the enactiment of far-
reaching reforms aimed at achiev-
Ing universal health coverage,
The comparative analysis of per
formance also triggered intense
academic debate, which led to
proposals for better performance
assegsment,

Despite the claim by many In
the U.S. health policy community
that international compatison is

not yseful because of the unlque-

health care reform focus mostly

ness of the United States, the ranks\ ph extending insuxance coverage,

inigs have figured prominently in
miany arenas, It is hard to ignore
that {n 2006, the United States
was number 1 in terms of health
care spending per capita but
ranked 39th for infant mortality,
43rd for adult female mortality,
42nd for adult male mortality, and
36th for life expectancy.? These
facts have fueled a2 question now
being diseussed In academle cix-
cles, as well as by government
and the public: Why do we spend
s0 much to get so little?

Compansons also reveal ¢
the United States is_falling far-
ther behind each year (sce graph).
In 1974, tortality among boys
and men 15 to GO years of age
was neatly the same [n Australia
and the United States and was
one third lower in Sweden. Bvery
year since 1974, the rate of death
decreased more in Australia than
it did in the United States, and in
2006, Australia’s rate dipped Jow-
er than Sweden’s and was 40%
lower than the U.8. rate. There

are no published studies investi- .

gating the combination of. poli-
cles and programs that might
account, for the marked progress
i Australia. But the comparison
makes clear that U,S. performance
not only is poor at any given
motnent but also is improving
much tnore slowly than that of
other countries gver titme, These
observations and the reflections
they should trigger are made
possible only by careful compar-
ative guantification of varlous
facets of health care systems.
The current proposals for U.S,

ecreasing the growth of costs
through improved efficiency, and
edpanding prevention and well-
ness programs. The policy debate
hak been overwhelmingly centered
on|the fitst two of these elements,
Achieving universal insurance
cojerage in the United States
Id protect households against
urjdue financial burdens at the
sqme time that ft was saving an
timated 18,000 to 44,000 lives.*s
Towever, narrowing the gap in
health outcomes between the Unit-
ed States and othet high-income
countries ot even slowing its de-
seent in the rankings would re-
guire much mote than insurance
expatsion, Given the vast num-
ber of preventable deaths associ-
ated with smolking (465,000 per
yeat), hypertension (395,000), obe-
sity (216,000), physical inactivity
(191,000), high blood glucose lev-
els (190,000), high levels of low-
density Hpoprotein cholesterol
(113,000), and other dietary tisk
factors, there are huge opportuni-
tles to enact policles that conld
make a substantial difference in
health system performance — and
in the population’s health.* More
investments that are targetad at
promoting proven strategies -
iteluding tobacco taxation and
smoking-cessation  programs,
screening and treatment for high
cholesterol and blood pressute,,
banning of trans fat, creating
incentives for people to engage
in physical activity, and subsi-
dizing the cost of consumption
of n-3 fatty aclds ~ could dra-
matically reduce mortality and
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resources are devoted exclusively
to scrvices that cost less than
$100,000 per QALY. But if the
threshold is raised to jnclude less
effective services so that the av-
erage cost per QALY gained s
$300,000, the same budget will
result in only 600,000 additional
QALYs. (Of course, cost-cfective-
ness should be only one of many
criteria used to design public
health insurance programs: the
purpose of health Insuranee is to
reduce financial uncertainty and
inctease access in the cage of large
and uncertain medical expenses.)

Although the benefits of suc-
cessfully targeting limited re-
sources could be dramatic, the
mechanjsms by which spending
might be targeted toward the
highest-value uses are complex,
One state offets a potential tem-
plate: in Oregon, a commission
that includes both paticnts and
providers ranks treatrnents accord-
ing to their effectiveness, with the
goal of having the public insur-
ance progrant cover only services
whose value is above z certain
threshold.? In practice, however,
there has been very little limiting
of services on the basis of these

rankings — a fact that highlights
the tremendous political difficul-
ties of making such trade-offs
explicit.

Maundating what [s coverad and
what is not isn't the only approach
for increasing the reach of lim-
ired public dollars. Competition
among private plans for enrollees
(who could recelve government-
subsidized vouchers based on
their income and health risks) is
another strategy for moving peo-
ple into plans that offer higher-
value care, Lessons fxom the be-
havioral economics litevature,
however, imply that unregulated
competition alone is unlikely to
result in paticuts’ choosing the
highest-vajue plans, suggesting
that there is a powerful role for
more nuanced plan design. Ail
-these strategies, however, wlil] ip-
valve implicic or explicit trade-offs
between the generasity of subsi-
dies atid the number of people who

are eligible for them, as well as'

the resources that will be avallable
for ather public programs.
Unfortunately, the mere recog-
nidon of the existence of trade-offs
does not tell us how best to make
them, There are no easy solutions

NENGLJ MED 3622  NEJMOHE  JANUARY 14, 2010

in which all people receive all care
that might potentially benefit their
health, There is only 100% of
Gross Domaestic Product to go
around, whereas we could theo-
retically spend a virtually unlim-
ited amount of mouey on health
eare, As medical technology ad-
vances, there will continue to be
new treatments that will offer in-
cremental improvements in health
at increasingly high costs, and we
will have to decide how to allocate
SCATCE Iesonrees among trealtnents
and among people. To date, there
has been little debate in Congress
about the generosity of public ben-
efit packages, cxcept for whether
such benefits should cover abor-
tion. But eventually, we will have
to engage in the difficult discus-
sions required to choose whon
and what our public insurance
ptograms should cover. Some
might call this rationing, but the
reality is that millions of Ameri-
cans now have no aceess to life-
saving medical technologles at the
same time that public resoturced
are being devoted to covering less-
effective theraples for Jess-seti-
ous conditions. We find that sott
of rationing hard to justify.
Financlai and other disclosurcs provided

by the authors are svailable with the full
taxz of chis artlcle at NEfM.org,

Fram the Harvard School of Public Health,
Boston (K.BY; uond the John F. Kennedy
School of Government, Harvard Unlversity,
Cambridge, MA (A,

This antcle (10.1056/NEIMp0911074) was pub-
||shed on December 18, 2009, 2t NEJM.org.

1. Agancy for Healthcare Research and Qual:
ity, Center for Financing, Access and Cost
Trends, 2008 Medical Expanditure Panel Sur-
vey — insurance fomponent. Rockyille, MD:
AHRQ. [Accessed December 7, 2009, at
hitp!fjwww.mepsaheg. govimepsweb/
deta_stats/summ_tables/inst/nattonalf
serles_1/2008/itgl.pdF)

2, Bodcnheimer T. The Orcgon Health Plan
— lessons for tha nation, N Engt) Med 1997;
337.651:5, 7203,
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MEASURING THE PERFORMANCE OF THE t1.5. HEALTH CARE SYSTEM
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enhance the performance of the
1.5, health care system.

Of course, Internatlonal com-
parisons arc not the only rank-
ings that should inform the de-
bate about reforming the health
care system. Withio the United
States, there are dramatic varia-
tions among regions and racial
or ethnic groups in the rates of
death from preventable causes,
While alming to provide solutions
to the problems of incomplete In-
surance coverage and Ipefficien-
ey of care delivery, health care
reformers have given insufficient
attention to the design, funding,
and evaluation of interventions
that are tailored to lacal reali-
ties and address preventable
causes of death. The big picture
— the poor and declining per-
formance of the United Siates,
which goes Far beyond the chal-
lenge of universal insurance —
will inevitably get lost if we do
not routinely teack performance
and compate the results both
among countries and among
states and counties within the
United Srates,

Although many challenges re-
maln, the available methods and

N ENGL ) MED 36212 NEJM.ORG  JANUARY 14, 2010

data are better now- than they
were when the World Health Or-
ganization's rankings were deter-
mined. As part of its reform ef
fouts, the U.S. government shoitld
support and participate in inter-
national comparisons while com-
missioning regular performance
assessments at the state and lo-
cal levels.

Experience has shown that
whenever a country embarks on
large-scale reform of its health
care systen, periodic evaluations
become 4 key insttument of
stewardship to ensure that ini-
tial objectives are being met and
that mideourse cotrections can
be made in a timely and effec-
tive manner. To be valid and
useful, such evaluatlons cannot
be an afterthought that s intre-
duced once reform is under way.
Instead, sclentifically designed
evaluations must be an Integral
part of the design of reform. For
instance, the recent Mexlean re-
form adopted from the outset an
explicit evaluation framework that
included a randomized trial to com-
pare communities that were in-
troducing insuradt® in the fivet
phase of reform with matched

communitiés that were scheduled
to adopt the plan later. This ex-
ternal evaluation was coupled
with itternal monitoring meant
to enable policymakers to learn
from implementation,

In additiov to its technical
value, the explicit assessment of

" reform efforts contributes to
tramspatency and accountability.

Such assessments can also boost
popular support for reform ini-
tiatives that [nevitably stir up
fears of the unknown. In the
polarized political climate sur-
rounding the current U.S, health
care reform debate, the prospect
of petiodic evaluations may help
reformers to countet many ob-

‘jections by offering a transpar-

ent and timely way of dealing
with unintended effects, Built-in
evaluations may be the missing
ingredient that will allow us to
finally reform heaith care In the
United States. '
Einawelal and othdr disclosures provided

by the authors are svailable with the full
rext of this artiele at NETM.otg,

from the Institute for Health Metries and
Evaluatton, University of Washington, Se-
attle {CJ.L.M.); and the Harvard Schéot of
Publie Health, Boston {J.F).

This article (10.1056/NEJMp0510064) was pub-
fithed on January 6, 2010, at NE|M.org,
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Putting U, S]J Health

Mﬂ the Right Track

PUTTING U.5. HEALTH CARE ON THE RIGHT TRACK

Denis A, Cortese, M.D,, and Jeﬁ‘rey 0. Korsmo, f.S.

mericans do not consistently
recelve high-value health care.
Colle¢tively, our country spends
more bn health care than any
other nation, but our people do
pot teceive the best outcomes,
safety, service, or access In re-
turn. Although some organiza-
tions, reglons, and states deliver
high-quality, affordable care, ma
do not. I's time to make hig
va i
nited States,
To reach that goal, we mu
hold physicians and other pro-
viders accountable for providing
high-value health care, defined in
terins of both quality and cost:
value = quality + cost. In this equa-
tion, quality includes clinical out-
cornes, safetyraud patient-reported
sfactlon, and cost encompas
/ the ¢
comes for hospitali—Tare, proce-
/ dures, and chronie conditionis can
be assessed with the use of such
measures as hospital admissions,
emergency department visits,
upplanned readmissions, death
Tates, postoperatwe complicationg]

scores on gengral fiealth surveys.
Safety can be evaluated by means
of such measures as eentral-line
infection rates, medication errors,
and postopetative complicatiops.
And patient satisfaction can be
quantified with tools like those
used by the Natiopal Reseatch
Corpotation's Healthcare Market
Guide, Performance data are avail-
able from such respected sources
_ as the Agency for Healtheare Re-
_gearch and Quality, the National
Quality Forum, the Leapftog
Group, the AQA Alliance, the
University HealthSystem Conser-
tium, the Medicare Provider

1326

Analysis and Review File, and the
Commonwealth Fund. Regional
Medicare spending data from the
Centets for Medicare and Medic-
ald Services (CMS) ot from the
Dartmouth Atlas of Health Ca

could rovide-the-wqd
inator.
we could thus create

Such a score would offer cl
formation than is currdn y
ailable on many aspects ofjpro
vhles’ cate. If one institutiop can

agnose 2 patient’s couditiph with
$10h000. worth of tests“whereas
andther must spend $15,000 to
achieve the same result, there is
aflear value gap. Armed with con-
rete data, patients could choose

\a\:gh-value facility over one that

“churges more but delivers less.
ealth care professionals would
then begin to compete on the ele-
ppnts that matter most — outr
cpmes, safety, service, and cost,
roviders with worse outcomes,
less-gatisfied patients, and higher
costs would lose patients, which
would sput-them to impyove value,
Some erftics argue that it's not
fair to use currently available met-
rics to compare providers, since
the data may not have been ad-
justed properly for severity of ill-
ness ot the povecty level ot mi-
notity status of patients. It's true
that the available data are im-
petfect, and they should be risle
adjusted- to the extent that cux-
rent expertise permits. However,
given the vactum within which
Amerleans currently make health
care choices and third parties
pay for services, paying for value
would be a significatit step toward
evidence-based purchasing,
Researchers at the Dartmouth

Institute for Health Poliey and
Clinical Practice who study re-
gional variatlon in health care
quality and spending have docu-

etited that care does not
necessarily txanMetmr ‘
eare, Dartmouth researchi~gug-

gests that the United States coul
reduce its health care costs by
30% or more If all reglons prac-
ticed to the standard of the best
performing medlcal centers.!
Organizations offering higher-

value care tend to have several
MWbutcsW
on a meeting héld Tn Washington

in July, entitled "How Do They Do
That? Low-Cost, High-Quality
Health Care in America,” John Igle-
hatt noted three characteristics
that unified the 10 high-value
communities that were represent
ed at the gathering: a patieot-
centered culture, physician lead-
ership, and not-for-profit status.®

In addition, several other fac-
tors foster high-value care, First,
organizations thar dellver value
focus on its elements: outcomes,
safety, patient satisfaction, and
costs, They consistently collect per-
formance metrics, conduct benche
marking studies, and use systems-
engineering principles to improve
outcomes, streamline clinieal pro-
cesacs, and wring waste out of
the system.

Second, patient care’ services
must be coordinated actoss peo-
ple, funetlons, activitles, sites, and
time, Physicians can organize
themselves in a variety of ways
-~ pgroup practices, integrated
netwotks of independeot physl-
elans, physician-hospital organi-
zations, or “virtual® groups — to
accomplish this goal. The point
is 1o develop mechanisms for co-
ordinating care among medical

y
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common [n the West and upper
Midwest — that are able to ac-
eept prospective payrent and that
could make care more efficlent
as a conscquence, Other health
eare comimunities, on the other
hand, are stll quite disaggregat-
edh In such places, the transition
from fee-for-service and sdlo ot
small-group practices to prospec-
tive payment and integrated de-
livery systerns will need to pro-
ceed [n a more stepwise fashion,
This process can begin with early
forms of payment reform, which
will in turn drive greater strile-
tura] {ntegration, which can in-
crease the capacity for additional
payment reform, and so on. The
ultimate degree of integration
will depend on local market re-
alties — not every accountable
system of care must be cut from
the same structural ragld, Simi-
tarly, assumption of all risk on
the part of delivery systems is ot
4 Necessary component of a suc-
cessful medel. Kaiser Permanente's
history shows that risk shating
between the payer and the care de-
Jivery system can work quite well,

The development of more Intc-
grated, accountable care systems
should bring other benefits in ad-
dition to the opportutiity to re-
duce eosts. A pumber of studies
have shown that integrated care
is positively correlated with im-
proved quality, which js achieved
through the coordination of care
among specialties, the effective
use of information technology-
based decision-support tools, and
other key aspects of integrated
systems, Such integrated health
care entitles are increasingly at-
tractive to newly minted physi-
cians, particularly primary cate
physicians, who pexceive them as
offering a supportive enviropment
and recognize the ability of group

N ENGY ) MED 361,14 MNEJM.ORG DCTOBER 1, 2008

2ISTTCENTURY HEALTH CARE = THE CASE FOR INTEGRATED DELIVERY SYSTEMS

practices to moderate, at least to
some degree, the growing income
disparity between primary care
physicians and specialists. The
growth of Inegrated cate sys-
tems roay thus be at Jeast 2 par-
tlal correction to the grtowing
tendency of U.S medijcal students
to shith primary carg as a career

How long would it ke to
achieve a stepwise trausition from
complete disaggregation to ac-
countable care aystems? Some
observers believe that it will be
impossible to attain this goal at
least until the older generation
of physicians retives. Others, who
recall some constructive respons-
¢s from physicians and hospitals
to the apparent inevitability of
managed care in the carly 19903,
believe that the shift could pio-
ceed much more quickly — es-
pecially because many physicians
are more dissatisfied with the
status que than they were 15
years ago. In addition, many hos-
pitals, observing the disintegration
of the traditional hospital-staff
model of physician self-gover-
nance, are seeking new ways of
“clinically Integrating” with phy-
siclans, Pinally, the advances in
clinica) information technology
that have ocentred in the past de-
cade provide a practical integration
too) that was largely abaent previ-
ously.

What would need to happen to
launch the process? Public and
private payers would have to ini-
tiate the cascade of changes by
offering new payment opportu-
nities to delivery organizations
that are willing and able to ae-
cept themm, [, among others, have
called for the Centers for Medi-
care and Medicaid Services, the

country's largest payer, to build-

on the Medlicare Physician Group
Practice Demonstration by devel-

oping new models that will allow
the agency to share financial risk
with delivery systems.* Models
that prove successful could be
adopted by private p%lyers ag well,
Regulators would need to rathove
‘certain barriers ta integration
while ensuring that system de-
velopment does not lead to abu-
sive pricing. As in Maassachusetts,
government leaders could seal the
deal by establishiog 2 stable long-
term vision for delivery-system
reform that could be counted on
by physicians and hospitals seek
ing to lead the necessary changes.
Most important, though, is that
we begin this process of incre-
mental change as spon as pos-
sible.

Dr. Crasson raports scrving ax chairman
of the Council ¢f Accountable Physician
Practices. No otker potential eanflict of in--
tarest rclovany ta this acticle was reported,

All oplnions expressed fn this article are
thosa of the author and do not neceasarily
represcnt the views of the Medicare Payment
Advlsory Commizsion (MedPAC), on which
the author currently serves as vice-chaltman.

From the Xaiser Permanente lnstitute for
IHaalth Policy, Qakland, CA. .

This article {10,0086/NEJMpOI062LT) was
published on September 23, 2009, at NEM,
org,
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and suiglcal specialists so that
patlents have access to teams of
physiclans who can meet their
needs. All team members in such
systerns are accountabls to
tients, to ooe anpther, and to t

group's leadership for high-qual-
ity results, These providers shate
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PUTTING U.8. HEALTH CARE ON THE RIGHT TRACK

ing high-value health care is to  Ing those for bundled payments.
pay for it.3 Indeed, we Belleve that  Providers would then be paid on
paying for value is a fintamental  the basls of thelr value scores.
rgquig:mfm:)r?m b Over time, we believe that health
ate reform. Unfortunately, much “\gare professionals would change
of the finaneing in proposed thelt behavior — for example;
helth care reform bills comes sh ing information and elimi-
from eontinued across-the-board natihg unnecessary tests — in

reductions in Medicare's price-con-  ordgr to increase value,

trolled fee-for-service payments, ¢ philosopher Seneca’ said,

That won't work, _~~"“We most often go astray on a
gislators must establislinew  well trodden and much frequent
/ Finally, many whservers have ways of providing fair payment ed road” There is.a cleax path to
/  suggested that a salaky structure * to doctors and hospitals offering  higher=quality, more affordaBley -

/ for physicians can reduce the In-  high-quality, lowez-cost care, Co health caze, if we-are willing to

a unified (clectronic) medical kec-
ord, which “builds in® continuoys

/%);f;nazesdqw as part of daily pa
en

/ tcare:ﬁw’ i

centives that drive overutiliza- gress can use the Medicare pfo-  veer from the familiar route. We
tion, It is one of several paynient gram to start us along this fath. must define value, publicly disp
schetnes that can help to align  We believe that Congress sh
i the delivery system toward high-  set a 3-year deadline for ereating
\ value care. The goal is to reduce  4nd implementing-new Medicare _ tives are aligned to support this
\conﬂict of interest so that phy- paymentiiethods, The CMS could “goa}, we'll be on the right teack to
gicians have less of 4 perfonal initially establish new vajue-based  transform U.S. health care.
ﬁnagcial incentive to opder un-'° payment methods, incorporating Mo potéenial conflict of incercst releyant
necessary tests or.procédures, i metrics for outcomaes, safety, and  to this xticle was reporred,
stead, they can focus on provid- service for the most cxpensive
Ing the right level of eoordfnat‘ed three tg five conditions and pro-
care for cach patient — no mosg ccdurcsnl-_.— sending prowder.s the This artile (10,1056/NEIMpO907551) vas
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creases in volume, incentives to  Valudsgores ¢an be cogskﬁc)&‘ad America. Heaith Affalrs Blog. July 28, 2009,
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The Cost of Health Cére‘ .

ls it possible to pay for health care coverage for all Americans without moderating

 the country’s rapidly tising health care costs? In 2 roundtable discussion moderated
by Atul Gawande, three experts — Elliott Fisher, Jonathan Gruber, and Meredith
Rosenthal «—— examine the most promising ways of slowing the growth of health
care costs, their potential effects on medical practice, and the likelihoed that
the current health care reférm effort will be a step in the right direction.
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