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	Arnold Epstein of the Harvard School of Public Health documented the steady growth in U.S. health care expenditures, and discussed potential strategies for lowering costs and raising the quality of care. 
	National health expenditures accounted for 16 percent of the Gross Domestic Product in 2006, Dr. Epstein noted, compared with 5 percent in 1960. Health coverage premiums have increased at an annual pace of 8.5 percent over the past four years, much faster than the rise in the Consumer Price Index. Individual coverage costs about $4,700 yearly, and family coverage costs about $12,680. Polls show that the number one health care issue for likely voters is the affordability of care. 
	Despite the large and growing expense of health care, quality lapses are striking. Medical error is the eighth leading cause of death in the U.S., according to the Institute of Medicine, ahead of motor vehicle accidents and breast cancer. An often cited RAND study found that patients get the most appropriate care for their problem only about 55 percent of the time. 
	Dr. Epstein said some highly touted cost containment strategies are unlikely to save money. These include primary prevention, disease management and the public reporting of providers’ quality ratings. RAND has estimated that a 90 percent rate of adoption of electronic health records in hospitals and physician offices could save a net of $531 billion over 15 years. But the Congressional Budget Office has criticized the estimated savings as unlikely. 
	Comparative effectiveness studies offer the potential to promote better quality and value for the money. But questions remain as to whether providers would act on the results. 

	Blackford Middleton, chairman of the Center for Information Technology Leadership at Partners Healthcare, offered a more optimistic view of health information technology (IT). In two-thirds of patient encounters, physicians have unanswered questions about the patient that health IT could help clear up, Dr. Middleton said. The technology could help reduce medical errors, he said, noting that about half of people surveyed have experienced a medical error personally, or know someone who has. 
	Health IT can help improve health care in a number of ways. For example, it can streamline the ordering of tests and medications, and entering such orders into a computer makes their completion less prone to error than writing them by hand. Health IT can automatically check for any negative interactions among the drugs prescribed for a patient. The technology means reduced handling of paper records, with resulting savings in personnel time. It can reduce duplication of tests and procedures. 
	Dr. Middleton said that once physicians adopt health IT, they recognize its value. Even so, only 4 percent of physician practices use a “fully functional” electronic medical record system, and 13 percent have a system with “basic functionality.” (For details about the differences, see the Alliance for Health Reform issue brief, “Health Information Technology: More Than the Money”  -- www.allhealth.org/publications/Health_information_technology/Health_Information_Technology_More_Than_the_Money_86.pdf)
	Physician who don’t have an electronic health record system most often mention lack of capital as a reason for not buying such a system, followed by “finding a system to meet my needs.” Physicians also are worried about the return on investment of electronic health records, and are concerned that any system purchased might soon become obsolete. 
	Dr. Middleton said the Center for Information Technology Leadership estimates net savings of $150 billion yearly in the U.S. through the use of health IT, after a 10-year adoption period. But he pointed out cutting inefficient care – which health IT could help identify – can mean lost profit to providers, who might thus resist a trend toward health IT.
 
	Sean Tunis, founder and director of the Center for Medical Technology Policy, discussed the movement toward a national entity to conduct comparative effectiveness research – measuring the benefits of one treatment for a condition vs. a competing treatment, with or without looking at the costs of the competing treatments. 
	Dr. Tunis recommended that such an entity: 1) have meaningful involvement of those who will make the ultimate decisions about whether to use a treatment, 2) should be able to turn around results quickly enough to be of use to clinicians making treatment decisions and 3) should start with a narrower scope rather than a broader one. 

	Question and Answer Session
	 One questioner asked whether health insurers could refuse to cover a treatment that comparative effectiveness studies had determined to be superior to other treatments that were covered. Dr. Tunis said insurers generally cover treatments that are “medically necessary,” and comparative effectiveness studies could help provide the evidence needed for a medical necessity finding.
	Asked the best way to spend a $3 billion allocation for comparative effectiveness, Dr. Tunis recommended studying the “top 10” interventional procedures, including knee and hip replacement. New procedures proposed for the “top 10” conditions would be tested through prospective tracking studies – i.e. hip resurfacing vs. hip replacement. 
	In answer to another question, Dr. Tunis said it’s not helpful to assume that better health care can be delivered at a lower cost. 
