Peter Pitts:
We’ll be giving stock market updates as the day progresses.  My name is Peter Pitts, I am the President of the Center for Medicine in the Public Interest, and on behalf of CMPI, again, thanks for coming to this lovely venue.  Nice view, nice day.  And it’s not by accident that this event is taking place the day before the final presidential debate.  We’ll see which, if either, of the two candidates opts to wear a pink ribbon to really seriously talk about health care in this country.  So last week, I was sitting at home updating my Netflix queue, and upon pulling up the homepage, I found that the title that they were recommending as most popular was Sicko.  Sicko, as you know, is what most Americans know about health care in Europe.  Ladies and gentlemen, there’s a lot of work to be done as to educating Americans as to what other health care systems are about.  If we rely on Sicko as our main policy expert advice, we’re in a lot of trouble.  What do Americans really know about health care systems in Canada and Europe?  Well, at CMPI, we decided to ask in an unscientific sample, on the streets of New York, and we asked people, would you prefer universal care, or government care?  And almost to a person, they said universal care.  Nobody wants government care.  And then we said, “Okay, what’s the difference?”  And they kinda went [pause] “You tell me.”  And we went, okay, you want universal care.  How much additional on your income tax would you be willing to pay for universal care?  And they said, “No, no, no.  We want it to be free, like in Europe.”  Sicko indeed.  You know, as the saying goes, and I think it appropriate, since we’re in the museum, everything you read in the newspaper is true, except for those things you knew about personally.  So where is the mainstream media when it comes to reporting a[sic] accurate 360( view of both the pros and the cons of government run health care?  Are there any problems?  Is government run health care really the panacea the media presents it to be as a universal truth?  So to help remedy this lack of balanced coverage, CMPI began a project that we call biggovhealth.org, www.biggovhealth.org, it’s a web based collection of interviews with European and Canadian patients, policymakers, and physicians telling their own stories about what happens when you have a government run health care system, the pros and the cons.  It’s a real barrage of reality, and a lot of people were confused and wonder why these stories had not been presented by the American media.  And how do we find these stories, we said we did what any good research institution did, we went to Google, and within minutes, we found stories that spoke to the ups and downs of government run health care.  It really isn’t that hard.  As the saying goes, you know, reality bites.  It’s hard sometimes to tell both sides of a story, when you really want one side to be true.  Free health care like in Europe.  Let’s look at the record.  Government controlled health care is not free.  It comes at great cost through higher taxes, wait times, and occasional denials of coverage.  According to the OECD, in France, the French pay about 20% more in income tax while Canadians, according to the Frazier institute, wait an average of almost 18 weeks from a general practitioner’s referral to treatment by a specialist.  In the UK, the National Health Service, the NHS, has imposed a policy that denies treatment to patients if they exceed £30,000 a year.  In Canada, while the percentage of taxes used to provide health care varies.  It’s estimated that about 22% of taxes collected went to the health system in 2004, and several provinces, including Quebec, Ontario, Alberta, and British Columbia (BC) also charge additional premiums.  And Canadians also spend additional money to receive private treatment for procedures or medicines that are not covered within the government system, both federal and provincial.  Citizens in the U.K. pay 11% of each pound they make in weekly income, between £100 and £670 for the NHS, plus an additional 1% of income over £670 a week, and though the copay for drugs is low, many drugs are not covered, often because they’re not considered cost efficient.  And what’s the big debate in the UK these days?  Is it about providing better care through government provided service?  No.  It’s over the legality of topping off, that debate, which looks like it’s actually going to change, it will be a C-change in NHS philosophy.  In Germany, coverage from a public sickness fund ranges from about 12.2% to 16.7% of income with employees paying a bit under half, and premiums in Germany will shortly be standardized, and general health care experts in Germany expect that they’ll be set around 15.5%.  So much for “free” health care.  Can proponents of “free” and “universal” care fool all of the people all of the time?  No.  Again, enter the Center for Medicine in the Public Interest.  We did a poll of millennials.  Millennials, as you know, are the 18-24 year old group that are often shown as the movers and shakers in the future of America.  This poll is in your packet.  We polled 100, 1001 millennial voters across the country, and we asked them about their views on health care reform, and we found some interesting things.  The first thing that we found was that on their list of priorities, health care was 5th after the economy, energy and gas prices, jobs/unemployment, and Iraq.  But the millennial voters are engaged on the issue of health care, they have some very strong and often contradictory opinions about reform, particularly when it comes to universal care and paying for universal care.  While millennial voter report to strongly support the need for reform and the concept of universal care, when asked if they were willing to pay higher taxes to pay for a government run health system, their level of support swiftly turned in the opposite direction.  So a lot of the polls that we all see every day talk about “Do you want universal care?” Yes!  But very infrequently do you ask the follow-up question, “Are you willing to pay for it?”  No.  Millennial voters are strongly against government care that results in longer wait times to see a health care provider, they’re against limits to the types of treatments and medicines they can access, and they’re against the potential for government to interfere in physician decision making and the relationship between the doctor and the patient.  Precisely some of the negative unintended consequences of government run health care in some countries in Europe and some provinces of Canada.  Some specific germane findings from our millennial poll.  83% of millennials believe that America’s health care system is in need of reform, and that health care insurance should be available to all Americans.  This is the soundbyte that we hear all the time from all political candidates, and all groups basically writ large.  And 7 in 10 millennials, 70% support the creation of a new government program to manage and administer public health insurance coverage options.  But that cannot alone be the headline, because, as the potential cost of health care reform is shifted onto the individual and not the government, the level of support drops significantly.  Consider this: a majority, 51% of millennials were not in support of any health care reforms that could raise their personal tax burden.  And this was taken, this poll happened before the recent unpleasantness in the market.  62% of millennials said they would not support any health care reforms that could increase wait times to see a doctor or the availability of treatments and medicines.  62%.  And the same percentage, 62% of millennial voters were unsupportive of health care reforms that would increase the role of government regulation and oversight in a doctor-patient decision making process.  Important follow-up questions.  Why haven’t these questions been asked by other organizations?  Why aren’t they discussed by politicians who are talking about “free” and “universal” care like in Europe?  So this health care idealism gap among millennial voters, and in truth, among probably most voters, speaks to a very large divide between what people are hearing from politicians and pundits, and really what they’re willing to accept, and I should also add they’re hearing it from journalists and documentarians.  This insight into how millennial voters think and feel about health care reform shows, in our opinion, that all sides of the debate need to do a better job educating Americans about how various reform plans really will impact the future of health care in America.  Universal care, government care, doctor-patient relationship, access to treatment, wait times, these are all important variables in the equation of health care reform in this country.  Sound bites are easy.  Reform is hard.  So what about the impact of government run health care on physicians?  The topic of today’s conference.  Does government control empower or disempower the health care professional?  What can we learn from European and Canadian health care policy experts and physicians, as well as from American practitioners about what’s really going on beyond the narrow and often politicized boundaries of both Sicko, media coverage, and presidential campaigning.  Today, we offer you two panels and two keynotes to address these questions.  Our opening keynote will be delivered by Dr. François Sarkozy.  I first met Dr. Sarkozy in Brussels at a meeting of French legislators, regulators, policymakers, and assorted health care troublemakers.  A year later, earlier this year, we met again at a similar event at the French Embassy here in Washington, and a few weeks ago, we met for a glass of wine in New York, and it was then that I said to myself, “Sarkozy, that’s a name I’ve got to remember.”  Ladies and gentlemen, I am very pleased to introduce you to Dr. François Sarkozy.

[applause]

Francois Sarkozy:
Thank you very much for your invitation, Mr. Chairman, Mr. President.  Ladies and gentlemen, it’s a pleasure and an honor to be in Washington, D.C.  So I’ll try my best to answer your question, which is highly provocative, by the way.  So we thought, with Dr. Pitts, that might be of interest to you to present the results of a study we have conducted with my management consulting firm, Specialized [unintelligible], A.C. Partners, with Pfizer, and actually, we conducted a study where, okay, this is one, right?  Yes.  It was a study that was conducted on behalf of Pfizer.  While the objective of Pfizer was very clear, they wanted to make sure that we could collect, datify[??] and prioritize the different challenges faced by the medical profession in France.  Current challenges and future challenges, and they thought that this might be a kind of pilot country, because they thought that it could be of interest to conduct such kind of study on the major market.  What did we do?  Well first, we thought that it was irrelevant, it was not necessary to conduct huge surveys of physicians, because this is existing, so many studies being done, but we thought, well, let’s try to conduct a survey with key decision makers, key inferences on the medical profession in France, so we have interviewed 25 top level people there from authorities, administration, policymakers, physician, professional associations, a member of the medicine academy, public and private payers, and so on and so forth, so of course, we did interview also some entrepreneur physicians who have created medical houses, something we’re going to talk about a bit later on.  Of course, we did review the [unintelligible] reports that were issued in the last few months in France because of the big health care reform that’s being discussed at the time being, it should be discussed at the Council of Ministers in October and at the parliament in November.  Maybe it might be delayed because of the different furnisher prices, but this is very important reform that’s being discussed, and of course, we thought, well let’s use also the best field expertise that we could find in Pfizer as in for the different [unintelligible] that are working with the medical community.  Well, some key messages, and I will try to detail these messages, you know, along my presentation.  Number 1, and I think this is exactly what your facing in different countries of the world, that’s very true that the environment is becoming more and more difficult for the medical practice with different components: number 1, the demographic evolution of the number of physicians is causing a challenge for the access to occur, and I’m going to detail that even in beautiful country France.  Definitely the environment is becoming more and more difficult, that point, sorry, okay.  The environment is becoming more complex with ever increasing constraints from the different stakeholders of the physicians, and you will see that physicians, of course, have many, many different stakeholders, and they’re all demanding more to the physicians.  As a consequence, while the practice is becoming more complex, and we’ve seen something very new in the last 10 years, we’ve seen that indefinite private practice has become less attractive in France than it was before, and we’ve got much higher proportion of physicians willing to accept a salary, while before, French physicians were proud of their independence, so this would be the first bucket of key messages that we’ll devolve.  Then, of course, we’ll review briefly the upcoming reforms, what’s being discussed exactly as you pointed out, and I think it’s interesting because for, if I may say, for one of the first times, please forget my patronym, for one of the first times, the reform is really focusing on the quality of patient management, because as it’s quite well understood that we need to spend more for health care.  What we need to do is to invest wisely.  So we can spend more if we invest more wisely, sorry about that.  Lastly, we’ll see, of course, the impact on the physicians, what is malaise they have in France, for sure they’re not in great shape, but I believe that all this evolution might be a great opportunity for those physicians who understand that.  So number 1, the demographic evolution, while actually, there’s a paradox here, because the number of physicians have never been so high in France, I think the number of physicians had doubled, active physicians have doubled in 30 years, there were, now we have 215,000 active physicians where we had only half in ’79.  We do have a very high rate, a high density of physicians in France per 1,000 inhabitants with an average of 3.3 vs. 3 for OECD, and one out of two physicians is a GP, is a PCP, as you would say, well, yes.  Well, actually, we start seeing some difficulty, even in France, and you know France has a reputation of being, having a good medicine, because we’ve got the public reimbursement system, the social security system.  Even so, we’re starting to see some difficulty, and one of them is the imbalanced distribution of physicians across regions and countries, and this is leading to some difficulties in some regions that might be considered as more remote, and where physicians don’t want to settle down anymore.  And actually, we anticipate shortage of physicians, again, I said, there’s a paradox.  We never had so many, as many physicians as we have right now, but if we look at the number of full time equivalence, well the number of full times equivalent is going to decrease quite significantly for different reasons: number 1, close to 50% of physicians are above 50 years old.  Well I think 50 is young now, because I’m approaching to 50, but they will retire in the next 15 years.  You might know that in the medical studies, we have what we call a “mirrors clauses”[??], i.e. a limited number of physicians that could get access to the medical studies, this [unintelligible] clauses was increased recently, but because of the length of the medical studies, there would be no effect before then 15 or 20 years.  Lastly, well lastly, there’s a new component, which is very important: there are more and more female doctors, female physicians, and their practice is changing as compared to what happened in the 60s where those young physicians are willing to have a more balanced life, and some studies demonstrating those young physicians might work or might dedicate less time to the practice between 25 and up to 50% in some cases.  And I guess this might be related to the fact that there’s higher proportion of female doctors, but I think not only, because we see that also with male doctors, that they want to have a more, so quoted “balanced life.”  Okay, so, I said the environment is becoming more complex, I’m not going to detail all these nasty arrows, and I do apologize for these busy slides you will see, but I just wanted to make sure everybody understands that physicians have many key stakeholders, and all those stakeholders have increasing demands, so the first thing increasing constraints and pressures.  Of course, from the national authority that are issuing some guidelines, treatment recommendation that are to be followed.  It’s not autocratic, it’s not mandatory.  But it’s advised.  You also have now some local authorities, where of course, the physicians need to make sure that there’s permanence of care, 24 hours a day and 7 days a week.  You’ve got some loan societies insuring guidelines.  Of course, you’ve got the famous French unions, so even our French physicians unions and some government where there are some agreements when it comes to the fee for a visit, you might need to know, or I need to remind you that there’s a fixed, oversimplified, there’s a fixed fee per visit.  This is determined in agreement between the government and the French physicians union, and this is of course object to numerous debates as you can imagine, because our social security system is going bankrupt.  You’ve got the medical association when it comes to giving a framework, you’ve got, of course, media, public opinion, the internet, who wants to see evaluation of the practice, patient association, you know the patients have changed.  They now are informed consumers.  And this is changing tremendously the practice of physicians.  Pharma industry with numerous permission activities, and last, but not least, the payers.  The public payers or private payers that might issue some guidelines, and the problem is related to the fact that all these different guidelines being issued are not 100% consistent, and super-impossible.  So, they’re having a tough life.  Well, the ability of the job of the physician is becoming more difficult and complex, and I said here, especially in General Practice, especially through PCPs.  Many different points: First, exactly as you have in the U.S., chronic lack of time, I will describe that in a minute.  Second, ability, education, and training is not adapted to the new environment and to the new constraints.  Third, you know, physicians used to have a kind of status in the French society.  It’s not the case anymore, and I think it’s difficult.  There used to be an expre-, there used to be a reference, maybe as a priest used to be in some villages, but it’s not the case anymore.  Well, actually, they’re feeling the perception of being isolated is being more and more important.  Last, not least, they are, they receive numerous informations from different sources, again, that are not super-impossible, so it’s making life difficult, and of course, it has an impact on the lack of time.  Just a few points.  I mean, I’m not going to be exhaustive, otherwise I will stay for long, and then you will get bored, and I definitely don’t want you to get bored.  First, you need to know that the administrative burden has increased tremendously on the shoulders of French physicians.  Close to 30%, three-zero, of the GP time is spent on non-medical activities: training, continuous medical education, administrative papers, and so on, so forth.  Of course, the duty they have on the continuity, the permanence of care, is going exactly the opposite direction to what I said earlier where they want to have a more balanced life, which is legitimate.  Lastly, as I mentioned, the structure of the fixed fee per visit and per medical intervention might be, please, I want to be cautious, might be, in some cases, an incentive, as you have in the U.S., because your PCPs, I think spend less than 5 minutes with each patient, roughly, might be an incentive to decrease the time spent per patient and to increase the number of consultations.  I must say, and we must under [unintelligible] the fact that the compensation, the level of renumeration of physicians in France, especially of GPs, is not important as compared to the level of education they have, the level of responsibility, and to the numerous hours they’re spending.  Education: while usually is to say that education of physicians, well, they’re not prepared to face the new patient.  They don’t know what to do with that.  As I mentioned, the patient is an informed consumer.  So you want to surf on internet, on Google, to find some information, he wants to make sure that his appointment is on time, and so on and so forth, and the physician is not used to that.  He is not trained to say no, is not trained to present budget, is not trained to discuss all these kind of things.  And of course, is facing the legal framework and all the litigation issues that you’re all aware of that are starting in France, of course.  They have no business management knowledge.  Actually, they do not consider their practice as a small enterprise.  I think we need to make sure that physicians understand that patients are not only patients, but they are clients, and I think it’s beautiful to have clients.  I would like, when I’m going to see the doctor, I’m not practicing anymore, I used to be a [unintelligible] a long time ago.  But I would like to make sure I’m being considered as a client, because there’s a beauty to being considered as a client.  So they don’t know when to invest, they don’t even know the patient basis, they don’t know how to do people management, they don’t know how to delegate some activities, so it’s tough for them, and definitely, the continuous medical education framework needs to be revisited.  You might be aware or not that French physicians are quite reluctant to the evaluation of our practice and to the communication of this evaluation, it might seem awkward to you, because in the U.S., you have to communicate the number of interventions you have, the number of complications you have.  So, all this is not easy, if now we understand, on the top of that, there’s a relative loss of status, you do understand that there’s a malaise with the French physicians.  It’s not in more reference, as I said, in some cases, there might be even a finger pointed as contributing to the bankruptcy of the health care system because of multiple prescription.  You know, it’s quite sure that French people consume to many medical drugs or medical products.  Well, actually, there’s some interesting studies that needs to be done to compare this to the number of sick leaves and so on, but this is another debate, I don’t think here we can discuss that.  So there’s a perception sometimes in the environment of potential collusion between physicians and the pharma industry, so you do understand why really the job is definitely not easy, and of course, all of them, they’re willing to contribute to the improvement of the health care status of the patient.  While, you know, some patients are very [unintelligible], because on the other hand, they’re saying, well, we might spend too much on health care, exactly as you said, so maybe it’s because of physicians and because of the pharma companies, but at the end of the day, if they don’t receive a prescription when they visit the doctor, well, they don’t like it, and they might go and see another doctor, another physician, and of course, a certain reluctance of physicians vis-à-vis the controlling bullies.  Isolation, I mean, this is related to all, before, administrative burden and so on and so forth, so physicians are really looking for peer-to-peer extend of ideas, and this is the reason why internet, you know, connectivity through internet is something that is important.  Well, as a consequence of all of that, you can see, as I mentioned earlier, this is the evolution, this is evolution of the private practice in blue, number of new private practice along the years, and as you can see that the blue line is going downwards, while the pink line, which is representing those physicians accepting salaried position, is increasing.  So it seems, it demonstrates that there’s, you know, there’s an issue here.  Now, what are the reforms being discussed at the time being?  And I’m going to be short on this one, because this is being discussed, and we know that things might change because of the discussion at the parliament and in the environment and so on.  What I believe is interesting, and we conducted this study, I should have said, earlier this year in 2008, much before, much before the reform was communicated, and most of the points are stressed here.  It’s quite interesting, because it’s a global reform that wants to put the focus and the emphasis on the quality of patient management and of the health care offer.  As I mentioned, this is very much the quality of the French health care system that is being emphasized, of course, while looking at this efficiency, and you will see that we’ve got some key messages from policymakers that are quite interesting.  So first, it’s quite a knowledge and shared in the French environment that there is a need to reform and to upgrade and to optimize the [unintelligible] system.  Even so, it’s quite good, quite a good system.  The problem of [unintelligible] access to health care across regions, but also, I think that the problem in France, we want to have equal access to health care, which is great, but I think we need to move to a new paradigm that is equity.  This is me, it’s definitely not the reforms that are going.  Equity means that we might need to do more.  It’s great that everybody can have access to a body scan.  It’s even better if we make sure that we do more for the homeless people.  More, in the right order.  So of course, are they making freeze in expenditure, numerous reports tracing all that.  Well, actually, what are the key principles of this reform?  And again, I’m not going to detail that with you, because this is truly being discussed at the time being.  Number 1, it’s what’s being called “patientalization,” which means decentralization.  You might be aware that France is very centralized, and in this reform, a great weight is given, and responsibility is given to the regions which can work on the organization of health care between public and private and working on risk management, because some of the issues might be different across regions.  Second, it’s organization of the health care chain, if I may say so, around the patient management, trying to improve, again, the quality of this patient management.  Third, it’s better coordination between public sector and private sector, which was barely done in the recent years because there were very much kind of silos between private and public.  Increased patient responsibility is something that we need to face, and I think this is true in all, I was going to say all western countries, but I should say in all countries, and working a lot in Russia on the Russian health care system with the Russian government, and this is something that is extremely important.  I’m sure you’re all aware that the health care status of an individual is related, it’s statistical, of any individual, is related only, it’s related for 40%, four-zero percent, to behavior and risk factors.  If I smoke, if I drink, if I drive my car like crazy, and so on and so forth, I will impact, so I’ve got my own responsibility, care represents than 20%, less than 20%.  Of course, when you’re sick, you’re sick, and you need to be cured.  Don’t get me wrong, I did not say there was a way around.  So patient responsibility is a major point, and of course it’s related to prevention, too, and then drafting protocols framing medical education, giving guidelines, and so on, so this is being discussed at the time being.  Of course, I believe that this could be, providing, it could get, yes, while I think this evolving environment might offer some opportunities at different level: first, because health care professionals, by working together, improving the collaboration, might impact the organization of care, second, I do believe, and again, this is another subject, but that health care is a key economic productivity lever for companies and for countries, and these need to be used, it’s definitely what we’re very much considering with Russia, for instance.  You might be aware that the life expectancy of a Russian male is 58 years old.  58 years old.  And they’re losing 300,000 Russians per year, so is that an economic issue?  Definitely.  It’s a huge economic issue.  But again, it’s another topic.  And I think that all this environment could benefit from the implications and support of the different end factors, and I will definitely put the pharmaceutical industry here, which I believe is not necessarily the devil, but that it could be used and leveraged to improve the health care organization, and to help different health care professionals working together.  We put here some notes, some notes of recent speech of the French President, he made an important speech about this reform on September 18, where he stressed what I just said: the importance of equality and safety, you know, respecting the safety of the health care service, of the even access to health care, of the need to increase efficiency, the importance of prevention, where we do spend, I think, 7% only on prevention in France, and he would like to bring that to 10%, and he discussed also the new framework, the new ways of working between health care professionals, especially the concept of medical houses I will detail in a minute.  What I would suggest, if it’s okay with you, is maybe that, I had the chance to interview the health care minister about our view, Mrs. Bachleau about her view of the physician challenges and what should be the life in the future of physicians.  We might have a look at the video, if you don’t mind.  Can we get the video please?  English subtitles with interviews in French. 

[Video: in French]

Francois Sarkozy:
So, as you can see, she insisted on the fact that quality of patient management networking was extremely important, and of course, then, this brings me to the potential impact of all this evolving environment on reform on the day to day medical practice, and all changes, changes might reinforce the feeling of malaise of the physicians, and there are many changes, I’m just trying to pinpoint some key changes.  Number one, it’s regionalization of the organization of health care; two, it’s prescription, I would say framework and treatment guidelines that they’re facing, the delegation of medical task and activities, activities that were, before, only under the, I was going to say the power, the need to adapt the physician renumeration mechanism, which some are quite scared with, but which might be an importanty[sic], a new tool for working on the day to day medical practice, medical houses, how to collaborate with other health care professionals, the willingness to improve the efficiency of the health care network that are existing for some disease, the difficult implementation in France we have with the implementation of IT systems which are also very important tools, the distribution of the medical practices that needs to be optimized throughout the territory, last not least, the evolution of the CME and performance.  I will go quickly on each of these ones.  Number one, it’s regionalization, sorry, while first in this reforming strength, many axes of health care are going to be prevention, hospital, ambulatory care, and medical social, and this needs to be optimally organized at regional level.  So some agencies are going to be created, replacing, substituting other ones, where those people will be in charge of defining what they have and what’s needed to improve the patient management care in the regions.  Not everything is being decided yet, and the implementation plan is certainly something where the government, we need to work, [unintelligible] Number 2, this is a kind of prescription framework and guidelines that there are also, there is also a new notion that is individual contracts, where with some speciality of physicians, it might be defined that they need to decrease the level of prescription with such kind of drug if they want to be in a position to renegotiate some fixed fee.  But there’s an evolution from a cost treatment approach toward a more disease management approach, and this is being implemented in France right now with pilot project on [unintelligible].  Other changes for physicians is of course something I believe is tremendously important, so the delegation of tasks.  You need to understand that physicians are very reluctant, in most cases, to the possible need to delegate some of the tasks and responsibilities that were under their own responsibility to other health care professionals.  Nurses, physiotherapists, pharmacists, this is being discussed in France right now, because we’re going to have a shortage of physician resources.  Of course, we need to make sure that patient management will be optimized, also thanks to the support and help of health care professionals, and also in other countries, we’re considering the possibility for nurses to prescribe some drugs in the framework of well defined protocols, pharmacists now have the possibility to renew prescriptions for chronic patients, which is very new.  It is perceived, of course, that this could not only improve the quality of patient management, because it could be a quicker management of some patients, rather than waiting, but it could also improve the efficiency and the productivity of patient management.  It could be less costly, so the issue is all about using the right skills, the right resource, for the right patient at the right moment on the right task.  Of course, this is subject to discussion.  I’ve been working with opthamologists four years ago, and we had it down to five as the number of opthamologists was going to decrease significantly in France, that this was leading to some public health care concerns and issues, because in some cases, some diseases were diagnosed after five months and six months when it comes to MED, for instance, this does have an impact on the prognosis of the disease, so I told them that they had to control the delegation of, you know, when they work on the glasses, to somebody in the practice, and not only this could get in time, then the patient could come and see them quicker, it would be, patient would be managed, maybe, you know, better, but also it could be a source of additional revenues for them, and that was interesting.  But there are, of course, diverging viewpoints when it comes to the activities and responsibilities that need to be delegated.  There’s a consensus in France, as you heard, the ministers saying that the renumeration mechanism needs to evolve.  However, it’s not done yet, so the question is, for instance, should we, should the government or social security, should they grant a bonus on which conditions to some physicians.  This is what’s being discussed at the time being.  Several options, sometimes very divergent, are being considered.  It’s more than likely there will be a mix of the different solutions that would be adapted.  No decision yet.  Medical houses.  Medical house is something very interesting.  It’s a multidisciplinary primary care practice that are now viewed as a good tool for optimizing patient management.  The concept actually exists for quite a while, and now it’s becoming more and more popular.  While it’s a group of different health care professionals, medical doctors, nurses, physiotherapists, what have you, and actually, it’s good for patient management, for instance, if you have a child with an asthma, with asthma, an asthma crisis, then you can have the diagnosis with the physician, then you can have the physiotherapist just after, and you can have, of course, the nurse giving the [unintelligible] drug, and you can have the test being performed, so rather than taking two days, it would take an hour or two hours, so of course from a quality standpoint, it’s much better.  It’s also a good tool for avoiding what we call “desertification,” i.e. those regions where you don’t have doctors anymore because as they don’t want to be isolated, they want to regroup themselves.  If they’re working together, you also improve the quality, because you’ve got protocols set up and defined, standardization of practices, so it’s just very, very interesting.  Right now, as far as I’m aware, I think there are 100 medical houses existing in our territory, there should be more very soon, and the government in the reform wants to facilitate those regrouping.  It also could be good for the administrative burden, because you can share the administrative burden, by the way.  We do have some interconnected networks in France for some diseases, but the efficiency needs to be improved when it comes to organization and protocol defined, because sometimes, protocols may be heterogenous across networks.  As an example, we’ve got 80 [unintelligible] networks in France at regional level.  Another point, it’s very difficult implementation of the information system.  There was a big topic in France that was supposed to be a priority, when was it, 3-4 years ago, four years ago, I guess, which was to implement a shared patient medical file that could be shared between the different health care professionals.  It’s still not implemented, and there was a nightmare, while the pharmacies did a great job, and there is a shared pharmacist file, but the physicians were not disciplined enough to make it happen.  Well, I don’t want to criticize my colleagues, definitely not, but it was a complete failure.  The distribution of practices for the territory needs to be optimized.  What do we mean?  The government is thinking of, do we need to develop some incentives, maybe fiscal incentives, for some physicians to settle down in, say, remote regions?  Do we need to, do we need to revisit the freedom of establishing a practice wherever you want?  Right now, a physician gets to settle down wherever he wants, or she wants, and there should be a possibility for the physician to have a primary practice and a secondary practice, and then there’s big work ongoing, thinking, trying to revisit what’s being done with continuous medical education, and the evaluation of performance, quality assessment.  So for all these reasons, you understand why, I mean there’s a physician malaise, but if you look at it differently, I do believe that those changes could be an importanty[sic] for the medical community.  Well first, because of all these changes, because of the importance of health care, it might be an importanty for PCPs, or what we call our GPs, the médecins généralistes, to regain an important place in the French environment to get recognition.  Second, I do think that delegation is really an importanty for phyisican to focus on value added activities, on the core value added activities.  So they should not be considering health care professionals as competitors, but they should be, health care professionals consider them as co-workers, as support, to focus their core activity on where they’re going to add the maximum value, and I do believe, as I mentioned earlier on, that this is also an opportunity to increase their revenue, or to have a better, maybe, lifestyle, if they want to have a balanced life.  Of course, succeeding is such a shift of paradigm will not be easy, even though that physicians, I believe, are quite independent, and they’re even more independent when they’re French, because French are quite, [unintelligible] so it’s not always easy.  Only 25% of my genes are French, but I’m French, definitely I’m French.  Now many – I was raised in France – many diverging views, and sometimes at the level of confusion what needs to be done, and there’s obviously a great level of complexity of the health care system, but I’m sure that they will make it, because physicians are definitely smart people, and definitely, they’re thinking of, they want to improve the quality of the management of their patients, and I’m sure they will find their way, and anyway, we’ve got no choice, so at the end of the day, I believe that the system should be a system where it is easier to say than to do, where we might be using the right expertise for the right patient at the right time, on the right activity, I should have mentioned, and on the right path.  Thank you very much.

Announcer:
François, can you hear me?  Quelque question, question?  A couple of thoughts, I’ll only pose the chairman’s prerogative taking the first question, just firstly, the concept of equity vs. equality was fascinating, and especially in a country as historically centralized as France to discuss the importance of regionalization is fascinating as well, certainly in the U.S., we’re thinking about going in the other direction.  But my question, you spoke to the issue that a patient is now becoming a consumer and a client, and the European commission is now considering more rules to allow more information to be given to patients, otherwise known as people.  How is that changing the ease or the difficulty of health care reform?

Francois Sarkozy:
You mean the access to information for patients?  Well, there’s a big debate again, because there is a big debate at the time being in France, where, up to where you need to go with the patient information.  It’s find out that the patient, I mean, can have access to his information or her information.  However, you also have the physician responsibility, and you need to understand that some patients are not ready to hear some diagnosis, for instance.  And some patients do not want the physician to inform their family, so it’s adding complexity.  In oncology, there was a suggestion, well, it’s put in practice, of a specific consultation for giving the diagnosis of cancer, which has been weird, in the sense that I believe that when you’re sick, you want your doctor, the treating doctor giving you the information.  So I think we’re putting more emphasis on the patients nowadays, which is definitely good, and as you know, of course it’s good, so I think physicians need to be trained on how to do that, they’re not trained at all, it’s not, I believe that the education of physicians should have an [unintelligible] part, you know, les visions humaines, the human sciences, they don’t know how to do that yet, so it’s changing quite significantly the relationship between the two.  It’s evolving, it’s going to move on.

Peter Pitts:
Questions from the audience for Dr. Sarkozy?  Yes.

Female:
How can these trends, I think these trends are really interesting and compelling, but how do they fit to adjust [inaudible] push for more technology assessment [inaudible] How does that give the physician the right to make –

Francois Sarkozy:
Well, thank you for this question, which is very important.  You might be aware that, in France, between marketing authorization given by the FDA equivalent, let’s say the European agency or the French agency, and putting a drug on the market, you’ve got this HTA, and it’s technology assessment.  That is impacting directly pricing decisions, reimbursement decisions, and the selection of target patient populations, so there is a true assessment of what is a potential value creation by a new drug or by a new therapeutic strategy for the French environment.  This is leading to the issue of recommendations, of guidelines, that are diffused to physicians.  There is a big administration in France that is called La Haute Autorité de Santé (HAS) where the “commission transparence” doing this HT assessment is in it, and there’s another department trying to integrate this in traptic[??] recommendations and guidelines, and then it’s all a question of diffusion, dissemination of this information to physicians.  It’s not autocratic, it is a communication to try to convince them on the gold standards, to try to train them on what’s perceived as the gold standards.  So this is the link.  They’re assuring also the communication of those guidelines.

Female:
[inaudible] 

Francois Sarkozy:
Well, you’re right, then you might know that some countries are more economically or pharmacokinetically driven than France.  For instance, UK, as you pointed out, the HT assessment of the UK is an economic evaluation with a medical impact, impact on the treatment recommendations.  It’s exactly the opposite way in France.  It is a medical evaluation with an economic impact, decision on reimbursement, decision of pricing.  Of course, as the environment is willing to raise awareness of physicians on how to work for the best quality of the patient, the quality of care, but also with cost efficient approach, so this is integrated in the guidelines.  If you take the example of the UK and statins, for instance, the nice recommendation, if I’m not mistaken, I don’t think I am, they recommend for primary prevention to reimburse a level of generics of statins, and they keep the latest statins for secondary preventions.  They’re doing that.

Male:
I’m certainly intrigued by the development in France of what you’re calling these medical houses.  Now, in the United States, for a long time now, we’ve had multi-disciplinary group practices; 20, 30, even 50 doctors, primary care specialists, pediatricians, oncologists, and so forth.  Here, though, in this country, these group practices tend to be funded by each of the individual doctors billing and being compensated, then putting their money into a common pool and re-dividing it according to people’s wealth and effort.  Do I understand that, in France, your model that there might be some governmental overall position of funding for the group as a whole, and then, in a sense –

Francois Sarkozy:
I did not say that.  First, we had, historically, also what we called “academie groupeé,” a group of professionals working together and sharing resources, sharing means.  Medical houses are the kind of common goal that do consider that the patient basis is a patient basis for the overall group, so there’s some economic dimension.  Yes, what the government is thinking, and what was said, and I don’t have particular information, but what they say is, in regions where the level is medicalization is not enough, government might support with different means.  It might be at the local level or not, the creation of such medical houses might support.  How is that going to be done?  I don’t know.  I don’t know the details.  But as it’s perceived as an interesting tool to improve public health at the end of the day, when it’s necessary, there might be an intervention help, support, from them, and this will be the role of this regional agency is to decide where is the need, and to try to smoothen[sic] the flow of patients between hospital and private practice.

Peter Pitts:
Mademoiselle?

Female:
[inaudible] in the U.S., the average medical student is out about $140,000 worth of debt, and more physicians are saying, we need salaried employment, as a lot are in the United States.  How do you see demand, actually, the supply of physicians, because we afford to have a shortage here, and yes, there’s no shortage of people applying to medical school, even in this new [inaudible], do you think with the new generation, that will change, and the physician will be more accepting working as salaried employees?

Francois Sarkozy:
It seems they are more accepting this as the figures demonstrated quite clearly, unless, maybe, there are, you might get different segments of physicians as always, you might get those willing to be salaried people, employees, and you might have entrepreneurs willing to build these kind of medical houses, and that would be great, because I think it’s going to be great for employment, too.  You know, health care, I used to say that health care is considered as a social sector, and this is the only economic sector where everybody think it’s dramatic to have an increased demand, while I’d like to make sure that, in the future, health care is also considered an economic sector that could create a lot of value economically, and that might be required nowadays, by the way, might be good for employment, so you might have different segments.  It seems that, among young physicians, yes, more accept to enter into this kind of salaried status.  I’m not saying that there will be only that, no.  I believe, we can see that there are some entrepreneurs now, true entrepreneurs, willing to, not only to improve the quality of the patient management, but also to generate value, economic value, and this is more difficult to say in France than in the U.S., I mean the U.S.A.  I see that’s good.

Peter Pitts:
Señor?

Male:
One comment that, while you’re talking about the medical houses, what we call here the community health center, which we don’t, most of the people who have insurance don’t bother to that place, but the question I want to ask you about the doctor salary, since in France, you have only half of the disease in primary care and have a specialist, in this country, we have a big problem, we have only 25% of the physicians, primary care, and 75% are specialists.  Do you see over there that the specialists, because the primary care tend to accept easy salary, because they make less money, but the specialists make a lot more money, and they don’t like to be in salary.  Do you see that different over there?

Francois Sarkozy:
Yes.  It’s the same type of issue.  By the way, there is, in France, they now want to consider primary care as a specialty, per se, to valorize (do you say that?  Valorize?  The status?  To give value, thank you), to give value to this status.  And you need to have a coordination.  You know, I’m a pediatrician.  I was a pediatrician a very long time ago, and in pediatrics, well, you know you do have some specialization, you’ve got pediatricians specialized in kidneys, specialize in lungs, specialize, I was specialized in [unintelligible] infants, whatever, we use initials in each, right?  Cardiovascular.  But you need to have internists being able to manage the patient as a whole, and to give advice, which is I think the most beautiful value a physician can create for his patient.

Peter Pitts:
Last question, yes sir.

Male:
About the medical home, or medical house model, it’s intuitively, it strikes you as something that would add a lot of value, but there have been a lot of things in health care that, intuitively, would work, and then don’t, so have you either –

Francois Sarkozy:
It’s been piloted.

Male:
- done any kind of measures on it to determine whether it does, or do you have anything in place that’s going to be able to give some real measures, either of improved value or improved quality?

Francois Sarkozy:
Well, first, this is being piloted, and they’re looking at the results of those pilots before trying to extrapolate this concept.  Number two, in some remote regions, where the number of health care professionals was decreasing seriously, and I’m thinking of the Juha[??], the Juha, which is a region in France where really they were facing issues, well thanks to this type of tool, they now have new physicians joining the medical houses.  Might not be enough, certainly not, but there are some good indicators it seems to work, but we need to look at the full fledged results of the pilot.  I agree with you, and we need to be careful with false good ideas.  To me, this seems to be a good idea, because there are some studies, really, studies that have proven that the quality level is increasing when you’ve got different health care professionals.  You have more protocols, standard of care, and protocols in the practice.  The management of a patient, excuse me, is shorter.  Patients are more pleased, and there, by the way, that’s interesting that they accept to come to this practice.  You have less visit to the emergency room of hospitals.  Then you can make sure that your hospitals are focusing on the core activity, which is true emergencies, and the most sophisticated surgeries and interventions.  So some indicators are really green, should I say.

Peter Pitts:
Any last questions for Dr. Sarkozy?  Yes sir.

Male:
A lot of Americans have co-morbidity for which they need treatments, and I’m curious about this notion of contract keeping with doctors [inaudible] how do we do that with someone who has multiple co-morbidities, and a related question, because it has to do with how we can handle government, how are you going to get, force doctors to practice where they don’t want to go?

Francois Sarkozy:
Well, you don’t!  First, while Americans have many co-morbidities, French too.  You know, with an aging population, of course, you’re facing co-morbidities.  It’s not, it’s not rigid system in France.  It’s not rigid autocratic system.  It’s to raise awareness of physicians, groups of physicians that they need to reconsider the prescription of some drugs where it seems that we’re prescribing far too much as compared to other countries.  It’s more in this type of contracts.  The second question, that’s a good question, while I was going to say I don’t know how you can force French people to do things they don’t want to do anyway.  Not only physicians!  But French physicians, well, you know, you’ve got some good examples.  I was asked the question in Russia, where the people said, political decision makers were saying Russians are not disciplined, so they don’t like to be imposed things.  I said, well, French do the same way.  So it would be very difficult to have public health care actions.  I said, well, let me give you two examples that worked in France.  Number one is the speed limit on the highways.  The speed limit was decreased, was it five years ago, I guess?  Five years ago, I think it was in 2002, six years ago.  Everybody screamed that it was awful, there was no more freedom of doing what you wanted to do, and then people don’t scream anymore, because you 6,000 deaths less per year.  Second, public health care initiative, it’s now forbidden to smoke in public setting in France since January 1, 2008.  Everybody was screaming, shouting, my freedom of smoking, and then they don’t anymore, you know why?  Because eight weeks, eight weeks, two times four, eight weeks after its introduction, the number of myocardial infarctions received in emergency rooms, you know, in French hospitals, decreased by 15%, one-five.  And it decreased by 10% in Italy and Rome when they do that.  And you know, Italians are not very disciplined either.  So when you’ve got a good rationale, and a good way to implement, you can do things, even in France, and even with physicians, I’m sure!

Peter Pitts:
François, thank you.

[applause]

Peter Pitts:
Thank you, François, for your comments.  I should add that, in the U.S., health care technology, no problem.  We have it done, you’ll give us a call, we’ll tell you how to do it properly.  And thank you for the comments of Madam Bachelaux[sp?]  I would ask our second panel to please come up.  Thank you gentlemen, and let me give some brief introductions.  The title of this panel is physician disempowerment, a policy perspective, and we have a very, very interesting panel.  Let me give some very brief introductions.  To my right, to your left, is Dr. Gary Applebaum who is a senior fellow at the Center for Medicine in the Public Interest.  Gary received his M.D. from the University of Pennsylvania, he trained at the Johns Hopkins University, and is board certified in internal medicine and geriatrics.  As Executive Vice-President and Chief Medical Officer at Erickson Retirement Communities, he helped to develop and manage the largest group practice of geriatric providers in America, and in 1994, he was named Geriatrics Clinician of the Year by the American Geriatrics Society.  In 2006, Gary ran for a seat in the U.S. House of Representatives in order to offer national leadership towards improving health care for all Americans.  Dr. Tim Evans, to my immediate right, is former Chief Executive for the Center for New Europe in Brussels, Director of Public Affairs at the Independent Health Care Association in London, and head of the Slovak Prime Minister’s policy unit in Bratislava.  While in the early 1990s, he was the most senior British advisor in the former Soviet bloc, in 2000, he personally negotiated with Tony Blair UK’s NHS independent sector concordat, which was described as the FT as the most historic deal in 50 years of British Health Care.  Tim, welcome.  Jacob Arfwedson is the director of CMPI’s Paris office, Jacob is a Swede living in Paris, speaking to us today in English, and Jacob has worked for the Prime Minister of France, the OECD, the World Association of Newspapers, [unintelligible] 092, a French public policy institute.  To my left, to your right, is Bryan Lee Crowley. Bryan is President of the Atlantic Institute for Market Studies.  Dr. Crowley has headed the Atlantic Economic Council, taught politics, economics, and philosophy at Dalhausie University, the University of Manitoba, the University of Winnipeg, Le Collège universitaire de Saint-Boniface, at City of London Polytechnic, and L’Université de l’été at Aix-en-Provence.  Life’s tough sometimes, Bryan.

Brian Lee Crowley:
It’s definitely that.

Peter Pitts:
He has served as constitutional advisor to the government of Nova Scotia during the Charltown negotiations, and the government of Manitoba during the Meech Lake accords.  He has been a diplomat for the EEC commission, and aid advisor for the United Nations in Africa, and an advisor to the Quebec government on parliamentary and electoral reform.  As a member of the Alberta premier’s advisory council on health, he was called, “the intellectual architect on that community’s report” by former Canadian Deputy Prime Minister Don Mazankowsky.  Let’s see, this is Gary’s PowerPoint, so Gary, why don’t you begin.  Ladies and gentlemen, Dr. Gary Applebaum.

Gary Applebaum:
Okay, I’m going to take physicians prerogative, and although as a geriatrician, I like to say that I really only took care of people who had children on medicare, so the 80 and up crowd, I want everyone to stand up, stand up, come on, this is a mental health and a physical health break.  Now these slides are very important, so if you’re standing in a place where you can’t see them, please move over, there’s plenty of seats up here, so if you’re sitting over there, you may want to just move over to that side, because without watching these slides, it’s a lot less fun for you, and it’s going to be a lot less fun for me.  Anyway, good morning, and it’s a pleasure.  I don’t know, François, how do you say “ditto” in French?  I would say, “ditto,” because as a physician in America, it is striking how many of the things you said are similar here, and I’m going to do a different representation to talk about physician disempowerment, anybody know who that is?  The mighty giant Samson, who would that be?  Delilah!  This is talking about disempowerment.  What is it that has cut the hair of the American physician?  And that’s a painting by Francesco Moroni, 1600s, and we’re going to go with very little words, and a whole lot of pictures, and my buttons are where?  Oh, this thing right here.  There we go.  Wonderful!  Okay.  Dissatisfaction with medical practice.  Why is it that physicians, this is New England Journal of Medicine a couple of years ago, and it goes on to recount the many, many reasons why American physicians are, have been disempowered and are dissatisfied.  Well, okay, we’ll get to the age of this audience.  Okay, who?  Okay, but who is this?  Dr., ooh, now come on, Michael, you’ve got to know this one!  Steven Kiley, was it, this is Marcus Welby, M.D. the family doctor, the ultimately empowered doctor.  We’re going to focus today, I’m going to focus today on primary care.  We’ll talk about other specialties, but I think when you’re talking about American health care and physicians being disempowered, this is where the problem lies.  Where have all the doctors gone?  In the Boston Globe, there’s an article, and it talks in here, we won’t get into the words, but it talks about where have they all gone?  Looking towards the future of American health care, and health care anywhere, if we don’t have people for the medical house, the American society here calls it the medical house, the medical home, if we don’t have the coordinator, the person who is really going to drive the ship and sail the ship, we’re not going to get to a concerted effort towards providing true health care, and we’ll talk about health care vs. what I call sick care.  In this article, it talks about physicians in America are hitting the road, that means they’re not going into primary care, so what are the specialties: R, O, A, and D, that American physicians coming out of medical school are choosing these days, what do we think the ‘R’ is?  Radiology, and the ‘O’?  Ophtamology, and the ‘A’? Anesthesiology, and the ‘D’?  Yeah, that’s what they’re going to these days.  People are not going into primary care medicine, and interestingly enough, more than 50% now are females coming out, and when you look at the workforce for the future, women in medicine, you know, that’s great, except they will tend to work less over their lifetime than men for obvious reasons.  So where all the doctors are going, I can’t tell you how often friends, you know, neighbors, people I don’t even know call me and say, “Where can I get a good primary care doctor?  Where can I get a geriatrician for mom?”  And often, I can’t tell them.  You know, the collapse of primary care, Roger Rosenbaum wrote an article about that, we’re seeing it all over the place, internal medicine residency match results.  It’s less than 20% now that internal medicine residents, it used to be 40-50% coming out of medical school the people would go into the primary care fields.  Well why are they not going into the primary care fields?  Primary care physicians receiving 26 or more job solicitations, that’s 1999, 2006, 80% of doctors, and I get them all the time, get these solicitations, to go to work in small towns that I’ve never heard of, now how do you get doctors to go to small towns?  I don’t think the government’s going to make them go.  I think there’s going to be a market force that’s going to work, but clearly, this is an incredible trend, people are not doing it, comparison of top 5 searches, it’s the primary care fields, not dermatology, where the searches are going to see for towns and for groups saying we need more providers.  So why is that?  Well this is one of the few lists I’m going to show you, and then we’re going to go through some pictures that illustrate it.  I clearly feel the things that are really, you know, causing a crisis in the field of primary care, and physicians as a whole, when it comes to disempowerment are issues of managed care, disrupted loyalties, lack of time, the malpractice crisis, performance based compensation, pay for performance, we’ll talk about that, lifestyle issues, and new options.  New options in the field that people can do to say, you know, why would I want to go into this?  Okay, here it is.  HMO.  Is this the health maintenance organization?  No it’s the huge medical oligopoly.  You know, what’s the concept here?  Who came up with the idea of the HMOs back in the, before my time, was it the Kaisers?  Henry Kaiser?  That was the first, you know historically, why was that?  Well, he had a big aluminum company, and he realized that these people are going to work for me for 40 years, if I take care of them, probably they’ll be better employees, they’ll live longer, and over time, if one place is taken care of, then we’ll end up with a better outcome.  So that was the concept of the HMO.  I will maintain your health.  Well, what happened with that?  It became more of a Mother May I situation, because very quickly, I came out of medical school in ’85, and that’s when the HMO’s, managed care was going to be a big thing, and the promise was, we’ll invest in your health up front, and in the out years, you’ll be less expensive to take care of.  Now there’s one problem with that.  How often do people change jobs, insurance is tied to jobs, do I, as an HMO, really want to force you to have a mammogram when I know my competitor’s going to take care of your cancer in 15 years?  That’s pretty crass, crude and disgusting, isn’t it?  But guess what.  It came down to quarterly earnings, not 10 years out.  So what you ended up with was, and this enormously hurt the physicians with the Mother May I way of doing business.  What did it become?  It became HMO insurance policy.  Not allowed, not covered, no way, no how.  That’s the face of managed care in America, and it hits the doctors in an enormous way.  Laughter is the best medicine, but your HMO doesn’t cover it.  Sometimes you feel as a provider in America, and you know, when I leave here, unfortunately, I won’t be able to be with you for lunch out on the balcony here, I’ve got 20 patients to see in Baltimore, I’m going to be dealing with the patients and their care, but I’m also going to be dealing with predominantly Medicare trying to convince Medicare to cover certain things for my patients, not to throw a patient out of the rehab unit I’m attending on, because I know they need to be there longer, I know that if we don’t keep them longer, they’re going to fall down in two months and break the other hip, but Medicare’s got the rules that I have to go by.  I’m not ultimately being measured by the outcomes, I’m being measured by whether I followed the rules and prescribed what was paid for.  Medicare/HMO convention-to reduce skyrocketing medical costs will decrease the availability of caregivers.  Well, that’s probably not the way we wanted to do it, but when you really look at what managed care has done to demoralize physicians and give them a sense of decreased autonomy and capacity to help their patients, that’s where we’ve gone.  Okay.  Who’s this?  Now we’re – you didn’t know Marcus Welby, this guy you know.  Well, that’s what you want to be as a physician, you want to be the secret agent for that patient, saving that world, saving that country, solving that person’s problems, you want to be able to feel they’re for a given patient, you are their advocate, you’re protecting them, but sometimes, you feel like this, but how did you pick me as a double agent?  Sometimes physicians feel like double agents.  I have to tell you that when people put a stack of papers in front of me about, you know, device that I have to sign off for, procedures, and I’ve got to go to bat for them with the insurance company, there are, sometimes, when you have to say, you know, is it worth the trouble?  I know we’re going to get beat up here, and you sit with the patient and try to explain to them why they can’t.  That’s real hard.  It’s real hard.  It makes you feel like, whose side are you on?  Are you advocating for Medicare, are you advocating for Aetna, United Health Care, are you advocating for your patient?  Sometimes, there’s not enough time to do it right, and you just sort of feel like you’re not being the secret agent for your patient.  Well, François talked about time, the burden of time, the paperwork, the overwhelming, there’s just so much time, I try to convince my kids that the only thing in life you can’t beg, borrow, or steal is time, and especially now that my stocks aren’t worth anything, that is really true, but time is our most precious commodity, and as a physician, especially as a primary care physician, who really only has to bill for their time, not for the procedures, not for the devices, you know, that is the precious commodity, and it’s constantly being impinged upon.  
Medical overhead now has gotten to be in the 50-60% range for primary care practices, mostly because of the burden of paperwork, things you have to sign, and yesterday, I found it striking, I was getting ready to do a, to discharge a patient who’s going to leave today who came into my service after a hip fracture, and in a matter of a few minutes, the person from the durable medical equipment company comes into the nursing facility to assist me in filling out the paperwork for the devices they’re going to sell this patient.  Well, the power of the pen is a mighty thing when you’re a physician doing primary care, that’s what you have, it’s for prescriptions, it’s for insurance forms, it’s also for durable medical equipment certifications.  Well I added it up in my mind, and in a matter of 10 minutes, between the electric bed, the electric wheelchair, all the device that I wrote for, that I know Medicare is not buying at good prices, I probably authorized over $10,000 in products, with approximately a $4,000 profit margin in about 10 minutes to this durable medical equipment company, when I know full well and certain that, for the length of time that the person’s been in the nursing home, and I’ve given them a lot of care, maybe $6-700 over the last month and a half at physician billings, you’re doing other people’s paperwork for other people’s dollars, that’s a real problem.  Look, I’d like to help, but I’ve just got too much on my plate right now, and that’s the way you sometimes feel, you know, the numbers are quoted: 5 minutes, 7 minutes, whatever it is, in the practices that I had at the Erickson retirement communities, we were the loss leader.  We were a company that basically made its money selling real estate to seniors who wanted to move in, and the only way they’d get our wonderful medical service was by moving in and spending money on the real estate.  We were, I call it the 2-liter Coke in the pharmacy, or in the supermarket, and they give you that 2-liter Coke for 99¢, you know the loss liter?  Well, that’s not a bad way to practice medicine, it’s not available to most physicians, but we were able to say, we’re going to see 4 patients an hour, or 3 patients an hour, or 2 patients an hour.  Doctors don’t have that convenience in most places.  Okay, now what about being held accountable?  We talked about, I mentioned the medical malpractice situation, I’m held accountable for my diagnoses by the friends in my chat room.  That’s what the physician said, well who holds you accountable?  You know, it really should be enough that you want good outcomes, you’re going to work with your patient, but that’s not the way it is these days, there’s the medical malpractice crisis in America.  It is chilling, I talked to an opthamologist, I was over at his house for dinner.  His practice is up to 80% overhead, a lot because of malpractice insurance, a lot because of HIP, OSHA, all the different things you have to do to comply, but it’s become an enormous problem that it’s chasing people out of practice, you know, a story, the woman that delivered my first son walked up to me in a physician’s lounge a couple weeks ago and said, “Gary, I’m not doing babies anymore.”  I said, “Beth, you love doing babies!”  Yeah, you know there’s that taxpayer independence day we all talk about, it’s a day in the year, June 15th, May 18th, whatever, when you figured out that that first four months, all your money’s going to the government, and then after that, the money you make is yours, and depending what, well, I’m not going to talk about November 4th, but in any event she said her insurance independence day was August 14th as an obstetrician.  She was paying $140,000 a year for insurance for delivering babies, and she’d have to deliver, I don’t know, 120 babies a year, and by August 16, every baby after that, she actually made money on, and she finally said, “You know, Gary, for $40,000, I can be a gynecologist.  I’m going to be a gynecologist.”  Well, sort of sad.  This makes me sick.  There’s blog sites out there, the medical liability crisis is killing Americans, because that’s the way we sort of view it.  You know, on the one side, you’ve got, you know, the attorneys, the industry, that’s just suing doctors, and you’ve got on the other side, the patients, doctors, and everybody else.  That’s disempowered doctors enormously, because what does that lead to?  Well this is, it’s a little bit old, this map, this talked about the states that were in crisis, the crisis are these here, these states, enormous crisis going on in all the colored states, the white states, Texas has changed since this map came out.  So basically, the white states are the only ones that are okay, but all these other states, you’ve got physicians in crisis.  Texas, a few years ago, put in reform, put in some caps to the amount of payments, put in some health care sort of courts that would arbitrate, and make sure that the frivolous lawsuits didn’t make it in, this is now a white state.  It can be done.  California, for a long time, has had those kinds of caps, but the rest of these states are real trouble zones for physicians.  What does that lead you to?  It leads you to defensive medicine.  Physicians hate that.  You know, when you talk about what you should do, what you must do, the fact is, you can use as a, I think it was Gov. Romer of Colorado talked about, in most of life, necessity is the mother of invention, in health care, invention is the mother of necessity.  Someone invents a tool, or a medicine, or some diagnostic sort of trick, you sort of have to use it.  Case in point, we’re now seeing that, for years, over the last 15 years, everybody’s been doing PSAs, prostate tests on all men, because god forbid you should miss a cancer in an old man.  The tool came about, we didn’t really know whether it made sense to do the test, what the outcomes would be, we should be measuring outcomes, but instead, doctors were measured by do you do these tests that are recommended, and from a defensive perspective, I can’t tell you how many of my elderly patients ended up having all kinds of procedures done for things like prostate cancer they probably never would have known about if the doctors didn’t feel like they had to do the thest to find it.  On autopsies, 85% of men have prostate cancer and never knew it.  Now the tests, the studies are coming out to say, maybe in older people, we shouldn’t be looking for things that are not going to help them.  Well, that’s defensive medicine.  All the tests we do, the lab tests we do, the things we do to protect ourselves that really don’t help patients.  That is really disheartening.  And it leads to, I think this one’s called depression, isolation, you know, I’ve never been – [knocks] find me some wood] – I’ve never been sued.  Physicians who work with me have, and most of times, they’ve done nothing wrong, they weren’t even party to it, often, but I just went through credentialing in a couple of hospitals over the last few months that I wanted to go to work new in, the number of questions that are asked whenever you as a physician decide you want to work in a new hospital or for a new insurance company: have you been sued, have you been sued?  Once you have been sued, whether it’s frivolous, proven, or otherwise, you’ve got to fill out page 5 for the rest of your natural born life.  It is awful!  And physicians who have been through this, who have been right and knew they were right, but got dragged through mud for years, that’s the way to really disempower docs, believe me.  Now, we’ll work for performance pay.  What about that?  Medicare now thinks, and when Medicare does something in America, all the other insurers eventually follow.  They feel the one way to get better outcomes is to pay for performance.  Not necessarily to ultimately pay for good outcomes, but we’ve decided that, if you do this, things will work out better.  If you do a prostate test, this will work, if you have a certain amount of blood tests that you do to follow a person’s diabetes, they should not develop renal failure, or whatever.  So now, this is something physicians are going to have to be confronted with: pay for performance.  It’s that carrot out there, if you do certain things, you’ll make more money.  Well, great work, Bigsby, on saving the company 300,000 on the Clydesdale contract, take the rest of the day off.  That’s sort of the way it’s been for docs all along over the last 15-20 years, where great things are promised, but at the end of the day, you’ve saved hundreds of thousands, or whatever, the HMOs had this wonderful formulaic way of saying that if you did these things and saved this money, you, Doctor, would get X.  It never really worked out that way.  Things that are, generally things that are complex don’t end up being fair, and these systems all end up being complex.  Here’s your typical sort of pay for performance, generic performance rating, what quartile, no increase, if you’re in the best, you get 12%, okay, that seems reasonable.  Well, this is the way docs really view pay for performance.  You can’t read it, you can’t understand it, and believe me, neither can they, and for the most part, I will submit that when these new systems all come out and are worked through, you’ll find that doctors won’t trust them, the chances are, won’t be able to prove better or worse that they’re hitting the guidelines, and in reality, let’s have a road check, from the perspective of someone who takes care of seniors, what does it all mean when you’re telling a doctor to do certain things, and therefore we’ll give you more, okay here’s an article from JAMA, clinical practice guidelines and quality of care for older patients with multiple co-morbid diseases, done by some of my colleagues at Johns Hopkins a few years ago, and I just captured a few words from the abstract.  Now this is, clinical practice guidelines, the way pay for performance is going to be paid off is, if you do X, that are the guidelines, you, Doctor, will eventually get Y, so these guidelines have been developed to improve the quality of health care for many chronic conditions.  Pay for performance initiatives assess physician adherence to interventions that may reflect the guidelines recommendation.  Okay, so they wanted to evaluate in this study, the applicability of these guidelines to older individuals with several co-morbid diseases, because let’s face it, that’s where we’re spending our money, you know, these things seem simple if you have just an asthmatic who’s 12 years old, and you put him on certain meds, you’ll have a better outcome, well that’s not where most of our money’s going.  So they looked at the 15 most common chronic diseases: hypertension, angina, oster[sp?], you name it, which are usually managed in primary care, they chose the guidelines promulgated by the national, international medical organizations or each, and then, they wanted to see, you know, what would happen.  Well, if you were to take Mrs. Jones, who’s 84 and has diabetes, hypertension, a little bit of CHF, that’s your typical patient.  If the relevant guidelines were followed, the hypothetical patient, and she ain’t hypothetical, you know, that’s your grandma, would be prescribed 12 medications at $400/month, this was a few years ago, probably be double that now, and a complicated non-pharmacologic regimen – certain diets, certain exercise, certain things you do, and these twelve medications, plus these, would add up to 43 things during the day this person would have to do: this pill, make this, whatever.  Adverse interactions between drugs and disease could build.  The bottom line was, if you start putting in these guidelines, which they’re not tested for people with multiple diseases, they’re based on single diseases, in the end, will you really be better off?  And that’s why, and you know, physicians are confronted with this, they’re saying, “My gosh, you know, I’m trying to keep this woman healthy, and now I’ve got to prove to someone and say why I didn’t do this test or that test, or put on this medication.  A conclusion, review suggested adhering to the guidelines and caring for older people, may have undesirable effects.  Basing standards for quality of care and pay for performance using these guidelines can lead to inappropriate judgment of care provided to people with complex co-morbidities, perverse incentives, do more when maybe you should do less, they emphasize the wrong aspects of care for this population, and diminish the quality of care.  So what did they say?  Well developing measures of quality of the care needed by older patients with complex co-morbidities is critical.  That’s what we’re looking at if pay for performance comes down to being performance to do things rather than look at a given outcome that’s desired.  Okay, these are the four doctors, it’s called Seargent, painted back in the early 1900s, these are the four founding peoples of Hopkins medicine, we’ve got Welsh, Halstead, Osler, and Kelly.  That’s then, well this is now.  Get a life, it says, this is the most recent front page from Hopkins medicine, and you’ve got this guy over here has taken up cooking, this one’s staying at home with the baby, this one’s gone fishing, I can’t tell what, what’s he doing over there?  Soccer, he’s out there, you know, what is the issue here?  The issue is the doctors are getting to the point where they’re saying, you know, I’m just going to get a life, and when you find out that the work in the office isn’t being either appreciated, it’s being, you’re being harassed, you know, people do start looking for these lifestyle specialties, and that’s what this whole article was about, who is going to do the heavy lifting, and I will tell you, Primary Care, I’ve always said, as a geriatrician, you carry your patients’ problems on your shoulders so they don’t have to.  You know, if you investigate everything, if you treat everything, you’ll kill everybody.  Most 90 years olds got there without us.  The reality is, if you live to be 90, you’re made of, am I right?  If you live to be 90, you’re made of stronger stuff.  I was in a debate recently where I was representing John McCain, and someone said to me, “I think he’s demented!  I’ve seen him, and he fumbles about, and I’m worried about a 72 year old,” I said, “Hey, at the Republican National Convention, I stood in front of his 96 year old mother.  God, I wish I had their genes!”  The reality is, when people live to be 96 or 90, it’s without medicine, usually, and what we can do is protect them from doctors.  That’s often the role of a primary care physician!  You don’t get paid a lot for protecting people from other things, so it is a challenge.  Now, so what’s happening, with people looking for alternatives?  I don’t know how many of you are familiar, I think this is a great microcosm of what could be different if we got to the point of a market based system where patients actually could pay for what they want rather than what the government thinks they need to have.  And what you’re seeing now is a coalescence of things.  You have doctors who are sick and tired of having no time, being ordered what to do, saying I’m out of this system, I’m going to go work for MD VIP in a concierge practice, and patients saying, I’m sick of only having a few minutes, a doctor who clearly, maybe he cares, but he’s too busy to do it right, he’s not there when I need him, he’s concerned about billing and not outcomes, I want a different deal.  So what is MD VIP?  Well, MD VIP is an organization out of Boca Raton, FL, that now represents about 400 or so Primary Care doctors who have said to their patients, I currently take care of 3,000 of you, the 600 that are willing to pay me $1,000 or $1,500 cash will remain, everyone else off the lifeboat.  So you have internists, mostly, some other, and family practitioners, who have decided that they’re not going to try and care for 3,000 people, they’re going to care for 600, the 600 who can afford and value their time, and instead of seeing 8 patients an hour, they’ll see 3 patients an hour.  Instead of never going to the hospital when a patient calls, they’ll be in the hospital.  Instead of never talking to a consultant, they’ll call ahead or go with their patient to the consultant, and at the end of the day, you know, patients love it, obviously, exceptional doctors, they only let the best doctors into this organization, exceptional results.  I’ve talked to a number of doctors who have said I’m out of the public system, I’m going to do this because I want to lower my office overhead when I’m not billing for 3,000 patients, and I’m only seeing 600, my overhead comes down, when I spend more time with my patients, they’re going to like me better, they’re not going to sue me, I’m not going to make mistakes, and if you really look at it, you know, and a lot of these people see, mostly seniors, because it’s very few 20, 30 year olds who would pay that money to have that kind of access to Primary Care providers, they’re now, I’ve talked to them, they’re talking about doing, and may already be doing some kind of pilot with Medicare, because I would submit that if Medicare would be willing to pay for this kind of Primary Care, think about how often a doctor talking to you at 2AM who knows you prevents you from going to the emergency room and saves the system $5-10,000, because any 85 year old that goes to the emergency room anytime after midnight is getting admitted.  So ka-ching, there’s your $4,000.  The physicians don’t like it, but there’s nothing they can do about it, but a physician that has the care that cares about keeping this client happy, so that they’ll pay them that $1,000 a year by keeping them out of the emergency room, the money’s made up very quickly.  That’s not the system we have right now.  So what are the solutions?  Well, I think an emphasis on outcomes, rather than units of service, will elevate primary care and prevention.  There was a recent conference at Hopkins where they estimated than in order to truly get people to do Primary Care, you’d have to just about double the current compensation to Primary Care providers in respect to what specialists are making.  Right now, Primary Care provider’s in the $120-160,000 a year range, it’s a third or less of what many of the sub-specialists get, and therefore people are not going into the field because of the hours worked to earn that money.  How do you get to outcomes, you’re not going to get there until you have health care IT.  We need to have the better system in America, to be able to truly say, the same way, you know, you can open Consumer Reports and look at the data and say, you know, this camera really does last, or this television set, you know, this insurance company really does have a better product.  You can’t get there if you’re just measuring adherence to guidelines.  It’s not going to do it.  It’s going to have to be outcomes, and we’re not going to have true outcomes measurement until we have better information technology systems, and we’re not going to have doctors investing in doing that, when there’s no real payback for them.  So I think this sort of has to come first, because if you’re going to get to a consumer based concept, consumers need to be educated.  I’ve said to people, you know, all the time, that it takes you about five minutes to decide whether you like your doctor, and then five years to realize if they’re any good.  You like him, seems to be smart, do they really know what they’re doing, are they really going to provide me with a better outcome so I have my cholesterol managed properly, my diabetes managed properly, do they care enough to call me, I mean, occasionally when I’ll call someone and say, I have this pre-emptive strike theory of medicine.  When I get signed out patients to me on a Friday night from other people who, they say this one’s a little shaky, you know, this weekend you may hear from them, I call them first.  They’re blown away!  Patients are blown away!  Patients are blown away, they say, “Dr. Applebaum, you called me just to see how I’m doing?”  “Yeah, because I had a feeling you were going to wait until it got real bad before you called me.  You have to have doctors caring about people’s outcomes enough to get to there, which ultimately would get you to a health care, not sick care, system, because let’s face it, in America, at least the way we’re currently designed, you get paid to take care of people when they’re sick.  That’s sort of a corrupt system, when what you really want, what people want, is they don’t want care when they’re sick, they want care that keeps them healthy, so we need a health care, not a sick care system, and we’ve got to reform this, it’s been done in certain states, you know we have a major problem here in that, you know, there’s sort of a, the trial lawyers have a certain, you know, amount of power in Washington, there’s been numerous bills that have come in right down the street to try and reform the system, a la how they’ve done it in California and Texas, but until we get this done on a national level, we’re going to see real disparities in the way different states are handled and the way physicians are treated.  So that’s it for the slides, I will do questions afterwards.  Thank you very much.

Peter Pitts:
Thank you, Gary.  If we could get the next slide presentation up, please.  Invention is the mother of necessity, I’ll have to remember that.  Dr. Tim Evans.

Tim Evans:
I don’t have a PowerPoint presentation.

Peter Pitts:
Thank you.

Tim Evans:
When you come from Britain, and you’re speaking on this subject, you’re in effect, coming from the Soviet Union.  It is a source of national embarrassment, and I thought that if I gave you a PowerPoint presentation, it would only add to the pain.  A few years ago, some of the people on this panel, Jacob and I, and I think Peter, we attended a lunch in Brussels, and we were talking about European health models, and the United States of America.  And a colleague of ours in the room tried to explain to the audience that the United States of America was not a free market Nirvana when it comes to health care.  Very quickly, we got to the point where we tried to explain to friends present, that in America, half of GDP spend on health care is traditionally come via the public sector, and there was a French man in the room who said, “This is not true.  There is no state health care in America.  The Americans, if they’re poor,” and I quote, “they die in the streets.”  And that lunch, I think hit Jacob and myself and others quite hard, because we realized the extent to which there is a very profound of the death when we think about the trans-Atlantic dialogue of health care and physicians.  In recent times, Michael Moore, with his film Sicko has only added to the confusion.  In reality, I come from a country which is a small island, it has a population of just over 60 million people.  We now pay more than £100 billion a year for our state health care service, but we miraculously get, as value for money, a waiting list which is often over many months or more than a million people.  And because this is, in effect, a Sovietized, nationalized health care system, you will understand that there are often 1 or 200,000 people additionally trying to get onto the waiting list, because to get on the waiting list is itself an art.  Most people in Europe, and particularly in Britain, just do not understand.  They have no faith in anyone who says that a huge part of American health care is state provided, but conversely, it strikes me, most Americans seem to be in denials of the realities of socialized medicine.  How on earth Michael Moore found that emergency room in Britain, in a state hospital, that seemed to be empty, without the usual 2, 3, or 4 hour wait, I have no idea.

Male:
It was being painted!

Tim Evans:
Maybe it was being painted.  Maybe it was.  But truly, there is no member of my family, there is no friend in any personal experience, I have never seen anything like that.  Now, the good news is that under the radar screen of popular consciousness, British health care has started to change, and it’s started to change in quite significant ways.  In some ways, it resembles the collapse of the Soviet Union, but in other ways, our changing health care system does contain some, what I think is good news.  Today, if you deal with a really bright journalist in Britain, someone who has health care as their expertise, they will very proudly say to you, “Oh, look, the private health care sector has grown in recent years.”  Then they will tell you there are 7 million people with private medical insurance.  If they’re really bright, and I mean really on the ball, now in our national newspapers, I can only think of two people who know this, they will also point out there are an additional 6 million people with what are called private health cash benefits.  It’s not private medical insurance, but it’s a plan where you pay a small amount of money each week, and if you need dentistry or a diagnosis, or opthamology, or whatever, you will get a cash sum towards that private treatment.  There are 8 million people this year in Britain who will pay privately, usually out of their pockets, or on a credit card, they will pay directly for some form of private complimentary therapy, and of course, that is a huge range.  It can be everyone from who, wants to dangle crystals to chiropractors, or whatever.  25% of people who now have long term care pay privately for it, or families pull together to pay privately.  There are 250,000 people this year in Britain, during the life of a Parliament, who hold no cover at all, they don’t trust the National Health Service, and they will simply self-fund.  There are an awful lot of families in Britain where Mum needs a hip replacement, or Dad needs a cataract, or whatever, maybe the kids will pull together, and they will pay cash for this.  In reality, in a country where there are currently around 29 million people in paid employment, some 24 million people, this year will be paying privately for something that they regard to be health care.  This is significant, because in my country, the politicians only put in black and white once what a National Health Service was there for, and they did this in a leaflet that was distributed to every home in the country one month before the National Health started, National Health Service started in July 1948, and the verbatim quote from the leaflet, the only time British politicians put the promise in black and white, the promise read, “The National Health Service will provide you with all medical, dental, and nursing care.  Everyone, rich or poor, will be able to use it.”  The key word there was the word “all.”  The state was going to do it all.  It was going to be unlimited, and it was going to cover all the bases.  In the early 1980s, an awful lot of ophthalmic work was given up by the state.  In recent years, in the last two years, far swaths of NHS dentistry have simply collapsed.  Dentists simply refused to work for a Soviet system, a system where there are endless guidelines, endless controls, endless paper filling, so that ministers can stand at the dispatch box in the House of Commons and tell the British public, tractor production is rising.  So they’ve simply decided to opt out.  And I think that in the last six months, there are the early seeds in a similar shift when it comes to general practice.  Lots of general practitioners are simply now wanting to, or are indeed opting out of the National Health Service.  Some are doing web based operations, and others are simply doing it in their surgeries where they’re getting patients, and they’re saying right, if this is an NHS dialogue, you can have 10 minutes, or if you want to pay privately, then we might have slightly longer, slightly more fruitful conversation.  This is not being discussed by politicians, because politicians, in their subtle attempts to get off the hook of past promises, find all this rather traumatic, and rather painful, and rather difficult.  The really bright ones know the numbers that are stacking up, below the radar screen of day to day consciousness, and they’ll have private, off the record conversations with you in swanky restaurants about where the future might be, but they find it difficult to talk about the here and now.  We have gone down a particular path in recent years in Britain of HTA, many of you will know about NICE, or as my colleague Steven Pond[sp?] calls it, NASTY: Not Available, So Treat Yourself, and one of the unintended consequences of NICE has been that, in this highly immediable world, our newspapers, but particularly, our electronic media, have been full of patients who have all kinds of diseases, dementia, cancers, they’re not receiving the latest treatments and medicines, often they have some financial means, or they’re able to raise a mortgage, or they were until recently, and they want to be able to buy these things privately.  NICE has effectively said no, the National Health Service has said no, you will either go as a private patient and pay for everything, or you will go with us, and you won’t get the treatment.  And in a highly personalized immediable way, this has put the British public and British politicians on the horn of a dilemma.  Does the state go down the rationalistic road of overrationing, but it’s a road that will lead to a form of subtle or soft eugenics, or do we go down the road where we now really explicitly break that promise of 1948, do we allow co-payments and top-ups?  In recent months, all the opinion polls that well in excess of 85% of the British public believe in co-payments.  They believe that if the National Health Service is unable to fund innovative treatments or medicines, then those individuals should be allowed to do it.  And one of the interesting aspects of this debate has been that ordinary people should have that right to top-up, because if they’re not given the right to be able to use some NHS services but top-up, then will the rich be able to afford this anyway?  The rich will simply opt out and go private, and the ordinary people should have the right that the rich have.  Professor Richards has been put in charge of an independent review, and I think that we can expect that in the next month, he will report, recommend to the British government the criteria by which co-payments will become a feature for National Health Service care.  That is one of the most important tipping points I will suggest for the National Health Service.  It will represent a paradigm shift.  It represents nothing less than the utter repudiation of that 1948 promise that the state was going to do it all.  10 years ago, when I talked to most physicians, an awful lot of them believed in state health care.  They believed that health care should be undertaken ultimately in the name of equity, that it should be, that it was a moral issue, and that the government, the British government was best placed to deal with it.  They were afraid of profit, they didn’t like greed, and they didn’t like enterprise.  Today, things are somewhat different, and what I would suggest has happened is that most physicians in Britain have come to realize that whether they like it or not, there are only two ways of organizing health care.  One is on some sort of entrepreneurial basis.  It is where you serve customers, you create value, and you work bottom up.  You build brands.  You can do it on a for-profit basis, or a not-for-profit basis.  Profit or surplus.  The other way, you do it politically, but if you do it politically, the great driver is not the profit motive.  The great driver becomes the vote motive.  You put politicians ultimately in charge, the system becomes accountable to them, and actually, politicians always demand that you mine for data to politically justify the use of resources.  You are, in effect, overtime turned into a salaried lackey of the state.  Now in the last 2-3 years, an awful lot of British physicians have reached that realization.  They are, in effect, being reduced to technicians and salaried lackeys of the state, that they’re there, often, delivering care according to government guidelines on a computer, and that they are actually playing a part in some sort of Sovietized nightmare.  And I do choose my language carefully, and I’m not saying these things to shock, I think they now paint a window into the reality of the British health care debate.  As a result of this, we’ve seen, in this world of the blogosphere and the internet, and where you can create campaigns with lower barriers to entry, we’ve seen organizations such as Doctors for Reform, or Nurses for Reform, be created and start to get serious traction in the media.  Doctors for Reform today has something, I think, they have around 1,000 doctors in membership, and all of them are active and dedicated to taking health care in Britain in a more consumer oriented direction.  In Britain, we therefore have several things.  We have a booming private sector, and a booming consumerism that is growing in very real terms to challenge the traditional monopoly of the National Health Service.  We have a changing ideology amongst physicians, and I would suggest that things are moving very rapidly now, and this autumn, you’re going to see a tipping point.  The tipping point is that co-payments are going to be accepted by the British government, and that that promise of 1948 is going to be dead, and it’s going to be dead particularly for those patients who are very ill and who are very clearly in need of the most innovative treatments and medicines, so in a way, out of the chaos of the Soviet collapse, there is some good news emerging, but it is very painful, it is very traumatic, and it will take, no doubt, a long time.  To conclude, my hope is that in Britain, we will probably have a change of government, 18 months, 2 years from now, and I think that an idea that is really gaining traction in the UK is the idea of health savings accounts, that is something that Conservative politicians in my country are talking about, and talking about quite seriously, and of course the beauty of HSAs is that they get you over the third party payer problems.  So I think that, for the first time in my life, I am actually starting to be quite optimistic about the future, and I think that only in a world where physicians are allowed to treat their patients as customers, and where physicians are allowed to be entrepreneurs in the true, and to use your language, beautiful sense, I think I need to be more optimistic about the future, but we’re in the eye of the storm, is over us now.  Thank you.

Peter Pitts:
Thank you, Tim.

[applause]

Peter Pitts:
I’m doing a very poor time management job here, and I apologize, I’m taking the moderator’s prerogative, we’re going to continue with this panel, we’re going to blow through the break, we’re going to truncate the Q&A to a Q&A for all panelists at the end, so we can get you to where you need to be on time after lunch.  Jacob.  I asked our presenters, we all talked about 15 minutes, so let’s please stay to that time.

Jacob Arfwedson:
I’ll be shorter, I think.  In preparing this presentation, I was thinking of calling it “How Plato is killing Hippocrates,” because I would argue, and I will not cover a lot what I’d planned to say, because we had a very complete presentation earlier on here, but I’d like to say that, first, I would argue that there’s little hope of knowing what’s going on once you decide that market mechanisms are appropriate for resource allocation.  This is true also for health care.  So if you talk about disempowerment of physicians, and of patients, in fact, it’s just one of the severe and unintended consequences of this reasoning.  Physicians, as we have seen this morning, are really, are still expected to provide optimum care with less resources, less direct influence, more time spent on admin than on listening to patients, and as we have also seen, there is increasing evidence that this is true on both sides of the Atlantic.  Now, according to the title of a recent book, I would like to say that the government is the black swan, but it is the black swan in reverse, and that is to say that public intervention, if you like, is certain to occur, but it’s becoming very hard, if not impossible, to make any reasonable prediction on which way government will jump, even short term.  So here’s the basic issue: the greater the units, be they public or private, the less information will be exchanged in decentralized market processes.  And physicians, as we know, increasingly depend on regulators, who are largely ignorant of the conditions of medical practice.  But they are very skilled in producing administrative hurdles.  Because the essence of policy is planning and forecasting, using predictions mostly based on statistics drawn at random from wishful thinking, retrospective analysis, and calculations designed to look authoritative in the next five year plan.  Against this Soviet style management, I think we should consider the infinite and often serendipitous outcomes of market processes.  They will, these will not deliver consistently some sort of theoretical optimum or course.  But the more decentralized decisions become, that is, when they are made jointly by a patient and her physician, the more resilient the results will be for the quality of health care services.  Health consumers discussing with their physicians are a lot more likely to develop a capacity for bouncing back as it were in a society where you allow trial and error to shape decision making at the individual level.  So we would do well to remember that, of course, dangers and health risks and so on will always exist, but I submit that they will be more manageable as people develop greater incentives to prepare for undesireable or negative outcomes, and such capabilities cannot be produced at a collective level, even by an army of bureaucrats.  I’d like to talk to you very briefly on two socialized countries that I know well, and I would like to show that they are developing, right now, at least it seems, in different directions.  France, where I live, and Sweden, where I came from.  In France, it was recently announced, the 24th plan to save the public health’s insurance, which is looking more like the British NHS every day, in my view.  And the current system, where it was unions and employees are in charge, have produced the results you may expect.  We saw some hopeful predictions here today, and I wish them, truly I wish them luck, but today, you have to see that most public hospitals are indeed bankrupt financially speaking, and they are charging prices, 40% above those of private clinics, and they’re benefiting from large subsidies besides.  Also, paradoxically, a lack of physicians has been created, and it has been created politically.  3,500 positions are right now waiting to be filled.  That’s quite a lot.  And additionally, government and opposition members of Parliament right now, they are ganging up to stop doctors from settling in areas where there’s overdensity of practitioners, whatever that means.  And on the patient level, of course, reimbursements are lower than in many other European countries, where total spending on health care per capita is higher.  So the government, of course, will navigate blind, forcibly, they’ll decide on the price on the number of doctors, the price of care, the level of reimbursement and deductibles, the market authorization and pricing in pharmaceuticals, etc, etc.  So I’ll say we have essentially a statist model of management, and this applies, of course, to the private sector as well.  And, as we have seen, the social security budget, which covers health in patients, is running a deficit exceeding €10 billion, but half of this is in health insurance, and the goal of balancing this budget was last month, postponed to 2012.  Additionally, the private mutual insurance sector was hit by an exceptional tax of €1 billion earmarked for the public health budget, and this expense will, of course, materialize in the form of higher premiums for the privately insured.  So, what do you do, and we’ve seen this already, and you’ve seen this already, you do this in France, you introduce a new level of administration.  The regional health agencies are governed by regional prefects, now of course, this level is supposedly to replace what is existing, but based on precedent, I have to be very skeptical towards this.  So these agencies will have power to decide which hospital will be closed, developed, how to organize emergency schedules, how doctors are spread over the region, the care, the price of care in each hospital, purchasing and medical equipment, etc., etc., etc.  Now let me quote Professor Bernard Dubet[sp?] who is an eminent surgeon, and a member of Parliament who also does charity work in China.  He said very recently, “When I need equipment in China, I ask for it and I get it within a week.  In France, first the request is refused, and then I receive it two years later.  And to finish the French chapter as we speak, French surgeons have declared this week “no surgery week,” to demonstrate their discontent.  Now we may contrast this by looking at Sweden, interestingly enough.  I think it’s significant because Sweden, for a long time, was the all-socialized model, and it was considered a model by a lot of people.  This is still true, but there are interesting things happening which are nibbling at the margins, if you like, of the statist model.  The most exciting thing, perhaps, potentially at least, is the current government’s initiative, which is called choice of care, something unthinkable just a couple of years ago.  This means that you open the county health authority to competition, and you introduce a virtual voucher system where money follows the patient.  And so, in various parts of the country right now, doctors are progressively turning into health entrepreneurs, taking over Primary Care Centers, often they do this in partnership with the other employees, with other doctors, and there have even been experiments using performance based pay for physicians, also an absolute heresy just a couple years ago.  If you look in Stockholm, the Carlingska hospital is doing training sessions on innovation for its staff to encourage bottom up initiatives, the Centurion hospital was privatized already in 1994, and is run by Kapio, which is one of the largest private providers in Scandanavia.  I recently read about a midwife who started her own maternity clinic in 2001.  She now has a staff of 250 people working in six different locations.  The pharmacy corporation which used to be a state monopoly, is due to be privatized next year, IT is being developed massively to increase efficiencies, and so on and so on.  I mean, I last visited Stockholm, I saw self-employed nurses outside a shopping mall, they were advertising their services to old people [unintelligible].  And so on, and so forth.  Now, all these market based developments are naturally anathema to the socialist evolution, but more importantly, I think, is that as services improve, these changes are becoming accepted and even acclaimed by patients, and it would be very difficult to reverse once this happened.  So the overall positive effect politically is that we are having a very robust public debate today in Sweden on how to roll back the state in health care, and how it may best benefit consumers, and not about why this is desirable.  So I would say, in preparing tomorrow’s debates, candidates McCain and Obama, if they wish, they are welcome to cite Sweden as an example, but maybe they should first find out what’s going on there, and they’ll see that it isn’t government care, because government doesn’t care most of the time.  So the diagnostic is clear, if you like, but the solution is forcibly counterintuitive to policymakers and regulators, because relinquishing power is not their best feature.  But, if evidence based medicine is seen as a panacea for public health budgets today, evidence based policy points in the exact opposite direction.  So in conclusion, three suggestions: one, we need competition, and genuine opt-out from the public system for health consumers.  This right is, lo and behold, guaranteed by EU law, but it’s not implemented in most various member states for obvious financial reasons.  Second, we need deregulation of providers and insurers alike, and last but not least, we need a public commitment to monitor quality of care, while leaving providers, insurers, and consumers, free to find the right solutions.  So I would say that the current crisis on both sides of the Atlantic requires no less than a supply side revolution.  Demand for health services is clearly exponential, and it will be a fruit growth industry in the future.  But, on the other side, supply of services is severely restricted today.  So the policy recommendation, as I see it, is very clear.  You release the supply part of the equation, and then you will have a solid base for gauging patient access and quality of care, and once this happens, I’ll be very happy to have you as policy makers import your ideas from Europe, and hopefully vice versa.  Thank you.

[applause]

Peter Pitts:
Thank you, Jacob.  Brian.

Brian Lee Crowley:
Ladies and gentlemen, in my long experience in speaking to American audiences, I have discovered they know about Canada.  One of them is summed up by the following story.  Some of you may know that the New York Times held a contest a few years ago to find the world’s most boring headline.  Does anybody know what the winning headline was?  “Worthwhile Canadian Initiative.”  The runner up was “Economist Dies.”  The second thing Americans know about Canadians was summed up by your former ambassador to Canada, who after his term in Ottowa, when he was leaving, gave a speech in which he said he had discovered what the difference was between Canadians and Americans, he said, Canadians are unarmed Americans with health insurance!  I thought I might use this opportunity with you today to dig in a little bit into this idea of Canadians as enjoying somehow a Nirvana of health care access compared to their American counterparts, and particularly from the point of view of physician disempowerment.  Now, the more I struggle to explain the reality of this in Canada, when I was thinking about this talk, and by the way, I’m going to try to do this in 15 minutes Canadian, the more I thought about physician disempowerment in Canada, the more it seemed to me that only the poetic mind and sensibility could encompass the illogicality, the incoherence, and the absurdity of the destruction that has been wrought on the role of the physician in Canada in his role as front line provider, patient advocate, and person charged with the ethical duty to ensure that their patients receive the care that they need, and this destruction, while it has many sources, derives chiefly from the decision that was made in the 1960s in Canada that the relationship driving the health care system should cease to be the relationship between patient and doctor, and become instead the relationship between politicians, organized provider groups, and voters.  So I sought inspiration in poetry in summarizing the current state of the physician within the health care system in Canada, and I was drawn inexorably to a poem which many people think is a Shakespearean sonnet, but I’m sure many of you will recognize as a poem by Elizabeth Barrett Browning.  Let me remind you of it briefly.  It goes as follows:  How do I love thee?  Let me count the ways.  I love thee to the depth and breadth and height my soul can reach, when feeling out of sight, for the ends of being and ideal grace.  I love thee to the level of every day’s most quiet need, by sun and candlelight.  I love thee freely, as men strive for right, I love thee purely as they turn from praise, I love thee with a passion put in my old griefs, and with my childhood’s faith, I love thee with a love I seem to lose with my lost saints, I love thee with the breath, smiles, tears, of all my life, and if God choose, I shall but love thee better after death.  Now, with apologies to Browning, I have somewhat modified her poem, and entitled it “Ode to a Canadian physician,” and it runs as follows:  How do I disempower thee?  Let me count the ways.  I disempower thee to the depth and breadth and height my bureaucratic soul can reach, when some aspect of the health system escapes my control.  For the ends of cutting my costs and your ideal grace, under the onslaught of patient discontent.  I disempower thee to the level of every man’s most urgent health care need, by sun and candlelight, which are the limit of the technological sophistication thou art allowed.  I disempower thee freely, as men strive for free health care and end by merely restricting access to thee.  I disempower thee purely, as they turn from specialists and hospitals in despair of finding timely treatment there.  I disempower thee with a passion put to use in my efforts to ingratiate myself with the electorate.  Thank god for their childish faith!  I disempower thee with the loss of access to medical schools, thus ensuring that many will never know the joys of thy tender care.  I disempower thee with the breath, smiles, tears, and above all, the income of all your life, and if the Minister of Health so choose, we shall but disempower thee better, if thou has the temerity to prescribe a drug we judge too costly, no matter how efficacious.  If I were to describe the physician’s loss of power in the health care system less whimsically, because I think that poem now summarizes everything that I want to say to you about the Canadian health care system, and the loss of physician power within it.  I would make the following 7 points:

1) Physicians are severely restricted in their ability to choose their profession.  In other words, we lose many physicians we might otherwise have, and this arises because Bob Evans, who’s a health care economist, a term I use somewhat ironically, because for all the health care economists I know in Canada, the words supply and demand are swear words.  Be that as it may, Bob Evans, who is the intellectual guru of the Canadian health care system, woke up one day, and said, wait a minute, everywhere there’s a physician, there are a lot of billings to the public health care system.  Therefore, if we reduce the supply of physicians, we’ll save a lot of money!  This is the height of sophistication within the Canadian health care economics community.  Of course, anyone with even a modicum of economic good sense knows that if you dry up the supply of physicians, you increase greatly the bargaining power of those who remain, and you create shortages of supply for people actually trying to see doctors, and that is, in fact, exactly the result we have achieved.

2) Physicians are increasingly restricted in who they can see because of these doctor shortages.  The resulting shortage is now so severe that statistics report that fully 5 million Canadians, this is out of a population of about 32 million people, 5 million Canadians do not have a family doctor, and doctors are now engaging in lotteries to cull their patient list.  In fact, I will quote to you from a front page article from the National Post back in August, “- in the latest jarring illustration of the country’s doctor shortage, a family physician in northern Ontario has used a lottery to determine which patients would be ejected from his overloaded practice.  Dr. Runsumen says he reluctantly eliminated about 100 patients in two separate draws in order to avoid having to provide assembly line service or extend already onerous work hours.  It was not the first time that such methods have been employed to determine medical service.  A new family practice in Newfoundland held a lottery last month to pick its caseload from among thousands of applicants, and an Edmonton doctor selected names randomly this year to pare 500 people from his heavy caseload.  And an Ontario regulator has heard reports of a number of physicians also using draws to choose or remove patients.

3) Physicians are increasingly restricted in what they can prescribe.  While doctors still enjoy the theoretical right to prescribe whatever drugs they consider appropriate, the reality is that a major part of their patient list gets drugs reimbursed by the state, the state has a very restrictive list of drugs it will reimburse, a list moreover determined by cost, not by evidence of efficacity, so rather than trying to keep track of who is insured by the state and who is not, doctors in practice limit their prescribing to the state formulary, with sometimes extremely grave consequences for their patients who do not get what science demonstrates is the most effective drug for their condition.

4) Physicians are increasingly restricted in getting their patients access to the latest technology.  Canadian public health care is undersupplied compared to many industrialized countries, with the latest diagnostic and other technologies, such as MRIs, Cat scans, etc, etc, because these technologies are expensive, and their use leads, horror of horrors, to more consumption of health care services, as people with quicker and higher quality pictures of their health condition then expect these diagnoses to be acted upon, for heaven’s sake!  Just as doctors were seen to be cost centers, in Bob Evans’ nightmare, which was now public policy, so too, diagnostic tools cause health care use.  And in case you think that this is a temporary condition, the last big national inquiry we held into health care in Canada, the so called Romano report, published a research paper on the use of medical technologies in which the author essentially made the argument that people who fear that technology will make the health care system unaffordable as more and more conditions become treatable, these people are mistaken.  The author pointed out that new health care technologies only increase the cost of the system if you use those technologies.  The logical prescription, keep your health care system primitive, and your costs will be lower.

5) Physicians have totally lost the power to determine what they charge.  In Nova Scotia, where I live, doctors get paid $28 for an office consultation, out of which they have to pay all their overheads, their support staff, their rent, their utilities, their insurance, and their income is the residual when all the rest is paid.  The consequences that physicians are forced by economic necessity to push high volumes of patients through or they cannot make a living.  In the clinic I attend, some physicians have therefore posted notices that they will only deal with one health complaint per visit.  If you have more than one complaint, talk about co-morbidities, if you have more than one complaint, you must book a separate appointment for each one.  Now this, of course, naturally worsens the shortage of physicians, because they cannot allocate their time efficiently, and from a physician’s point of view, in these circumstances that I have described, the most valuable patient is the one that’s not sick, since they take no time to deal with.  The least desirable patients are the sickest, because they require lots of time and attention.  But the price mechanism is forbidden to operate as a method for dealing with this problem.  The price is fixed by the government, and doctors are forbidden by law from charging over that official rate, even if both the patient and the doctor agree.  This is a perfect illustration of the dictum of a good friend of mine to the effect that price in the absence of genuine competition are merely government propaganda and are useless in the allocation of scarce resources.

6) Physicians are gaining some slight ability to practice in both the public and the private sector in Canada after having lost that right for years.  The ability of physicians to deal with these problems by taking private patients was severely curtailed on the introduction of state health care by the simple expedient of saying to doctors that they were not compelled to take public patients, but that they had to make a binary 100% choice.  You are either fully in the public sector, or fully in the private sector.  You could not have a mixed practice.  Since most doctors cannot live from private patients alone, the consequence was that the private sector, for most physician services, disappeared.  However, in recent years, the problems of the system had become so severe that governments are now allowing, or tolerating might be a more accurate term, the emergence of a private sector in competition with public sector providers.  There was recently an article in the National Post about health care in Quebec, and the headline was “Quebec: A Province of Private Clinics,” something that would have been unthinkable even five years ago.  The result is that, while the law technically outlaws such private initiatives, increasingly, governments are implicitly turning to them to reduce pressures on the state system in the way that Britain explicitly turned to the private sector to reduce those pressures.  Thus, the one word summary of emerging health care policy in Canada is hypocrisy, giving a whole new meaning to the Hippocratic oath.

7) Physicians have great difficulty getting their patients treated in a timely manner.  It’s already been mentioned that the Frazier Institutes 18th annual waiting list survey show that Canada-wide waiting times for surgical and other therapeutic treatments decreased in 2008, total waiting time between referral from a general practitioner and treatment, averaged across all 12 specialties and 10 provinces surveyed, fell, wait for it, from 18.3 weeks in 2007 to 17.3 weeks in 2008.  A huge advance for civilization.  So the national average, and in many provinces, the average is worse, I believe I’m right that Saskatchewan’s got the worst at 28 weeks, so the national average that the patients have to wait some time between 4 and 4 ½ months to get needed medical treatment.  Physicians who, in earlier times, would have been active participants and managers of their patients’ care and hospitals and other settings are now simply gatekeepers who essentially disappear from their patients’ treatment once they are handed on to specialists and hospital administrators.  The Canadian Institute of Health Information and the College of Family Physicians of Canada have both recognized a marked reduction in scope of practice amongst Canadian family physicians, fewer physicians make hospital visits, obstetrical deliveries or care of people in long term facilities.

I will conclude as I began with a  bit of poetry.  Physicians surrender great power to order their own professional lives and to act in the interest of their patients.  When physician and hospital care was essentially taken under full political direction in the 1960s in a wave of ideological enthusiasm and economic ignorance.  Despite the misgivings of some in the medical community, doctors largely embraced a public health care sector monopoly model, a monopoly that has only extended its tentacles and its centralizing control in the intervening decades.  Things are beginning to shift within the medical community, and the last two presidents of the CMA, the Canadian Medical Association, for instance, have been advocates of the private sector, again, something unthinkable even five years ago.  A C-change of huge proportions.  And like the wedding guest in Samuel Taylor Coleridge Rime of the Ancient Mariner, they have been traumatized by the brave new world of our health care system, and I think this is the final stanza of the poem: “He went like one that hath been stunned, and is of sense, forlorn, a sadder and a wiser man, he rose, the moral morn.”  Thank you.

[applause]

Peter Pitts:
Thank you, Brian.  Thank you, panel, I apologize for canceling our Q&A, it will be at the top of my list to atone for next Yom Kippur, but please stay around, after our next panel, during lunch, so that people can speak to all of you with their questions.  I’d like to introduce to you the chairman of the Center for Medicine in the Public Interest, Dr. Michael Weber, who will chair our next panel.  Michael.

Michael Weber:
Well, thank you, Peter, and we will move promptly, because I do see that we are way, way behind schedule, but we are going to continue our discussion of physician disempowerment.  We’ve already heard a great deal on the subject, and I can speak from my own experience as a professor of medicine in a large medical school in New York City.  It fascinates me that, years ago, our primary care training programs after students finished their medical school degree, internal medicine and family practice were filled very competitively, largely with our own students.  In the last few years, very often, we have had zero of our own students coming into internal medicine or primary care.  In fact, this present year, 100% of our residents are foreign gradutates, non-American graduates.  It’s almost impossible now to find young Americans who want to go into internal medicine.  Extraordinary, isn’t it?  It’s really a very frightening situation.  We’ve heard many interesting terms, and many interesting ideas.  The one word that we haven’t heard said explicitly, though it’s been virtually hidden behind every statement is the word rationing, and I thought it was very interesting that Lancet, a journal that’s very influential around the world, and is read quite widely here as well, just a couple of weeks ago was discussing a decision by the National Institutes for Clinical Excellence, which is a very major policy group of the British government that sets standards for health care practice, they had decided that certain drugs for the treatment of kidney cancer should not be made available under the National Health Service because they were not cost effective, even though, in many cases, they could extend life for months, sometimes even for years.  Lancet defended that decision and praised the head of the National Institute, they were denied access to these drugs, by saying, “Surely, it’s time for everyone to recognize that in taxpayer funded health plans, rationing is inevitable.”  In fact, the British National Health Service has really taken this to a fine art, because as Tim pointed out in his discussion, these long waiting lists have gone for months and years, sometimes with a million people, are very effective, because when you get a lot of middle aged or elderly people waiting long enough, you clear your list, not by offering the procedures, but because enough of your patients actually die before they get to the head of the queue, and that’s the sort of thing that we are now looking at over here.  As a doctor, we have been disempowered even in this country, unless we have very affluent patients, because we no longer can freely choose, and you’ve heard this several times already this morning, what drugs to use, what tests to order, what procedures to send our patients for.  We are no longer, in many cases, working for our patients, we are working for our health plans and our government agencies.  And for me, and this is something I’ve been saying for years now, we are, as physicians, involved in the ultimate conflict of interest.  We have an adversarial relationship with our own patients.  We are rewarded if we deny drugs, if we limit tests, if we reduce procedures, we are punished, if we order too many drugs, if we order too many tests, if we send patients for too many procedures.  What’s good for the patient is bad for me, what’s good for me is bad for the patient.  It is an absolutely egregious conflict of interest that, as far as I see, Peter, may only be getting worse.  Well, with those cheery comments, let me move on to what I think will be a very interesting discussion, and first of all, I’d like to call up our first brief discussant, Dr. Alphonse Crespo, Executive Director, Medicine at Liberty, to give us his perspectives on what is happening to us for physicians.

Alphonse Crespo:
Thank you for the introduction.  I’m Swiss, and in Switzerland, we like to keep time, so I’m going to try and catch up the time that was taken up, so what I want to do really basically today is, my job is going to be tricky, telling you that Switzerland has a poor health care system after listening to what happens in Canada and in Britain, and to some extent in France.  But nonetheless, we Swiss like perfection, and our perfect system is not perfect, is not as perfect as it should be, and certainly not as good as it was some years ago.  I’m going to briefly try and talk about this.  Where’s the, oh here.  So to start with, Switzerland’s health care, what I’m going to try and show you how a very good health care system can be bad, Switzerland ranks pretty well in most ratings on health care performance, this is one of these ratings where Switzerland ranks only 4th, it’s the European health consumer index.  Switzerland usually ranks around #3 in the WHO performance indexes, and what is interesting here, in this chart, and that’s why I showed it to you, is that the top four have this market type insurance system that is not universal care, and the first one, runner up after that, Sweden, or Sweden is the first one that does have universal care, but now we know why it’s up in the chart there.  It’s because they’ve privatized hospitals.  So they probably, if this had been done some years ago, Sweden would probably not have ranked as close to Switzerland in this rating here.  I’m just going to briefly, going to tell you what the Swiss system is like, and what has changed about it.  Until 1994, it was a pretty complex clockwork type system where, with a good mix of government overseeing regulation, minimal regulation, or at least very decentralized regulation, it was, the “cartons”[French pronunciation] had their own health legislations, and a lot of [unintelligible], the basic principle behind the Swiss health care system was that of subsidiarity insofar as government only steps in to make sure that everybody has access to care, but does not provide care in any way, and this was done by an insurance model that whereby the private insurance co-existed with subsidized sickness care for the people and for the workers who could not afford private insurance, and this went on until 1994, the subsidized system was working well, but the only problem was that the well off quickly realized that, if they insured by subsidized sickness funds, they’d be getting a good deal.  So between 50% of the Swiss were insured with subsidized “crankin cassé”[sp?] we call them, health subsidized insurance in the 1950s, and by the year, the 1970s or 1980s, something like 90% of the Swiss were benefiting from these subsidies that were originally meant only for, to enable the poor or the lower incomes to have access to health care.  So that put a lot of stresses and strains on the system, this came at the same time as a period in Swiss history where socialist rhetorics were coming in very strongly in the 60s and 70s, and the socialists controlled health care in the “cartons” in most of the “cantons”, and usually at a federal level, and we ended up with a new set of insurance laws where, with mandatory health insurance in 1994, the subsidies, the good thing was that the subsidies were taken out of the mandatory health insurance, and focus on people who really needed them, but on the other hand, this created a cartel of insurance providers that could not count on state subsidies for its sustainability, and it rapidly led to a very drastic cost cutting policies centralization of policy making, and the system became very much oriented towards cost containment, and no longer towards access or provision of services.  This is, I’m just going to give you a couple of examples of where this cost cutting agenda has hit the Swiss, the quality of the Swiss system the most, it’s hit hospitals, I’m an orthopedic surgeon, and I know hospitals from the inside, I also know insurance from the inside, because I’ve worked for about 5-6 years in an insurance firm doing assessments for them, so I’ve seen this change of good hospitals turning bad just through absolutely absurd regulation.  In the same way as too many doctors are said to cause too many costs, we use that in Switzerland too, the other thing was saying too many hospitals means that too many costs, so there’s been a drastic top down insurance planning where the number of hospitals has been reduced by forced mergers, regional hospitals have been closed down or turned into geriatrics, and quite often in a very absurd way.  To give you a concrete example, and that’s one of the reasons, one of the many reasons why I quit operating patients, and I quit surgery in my area, was they were considering, I worked in a hospital in a town called Vivet[sp?], and had access to the Montreal hospitals, it was a nice, nice, nice place to work, and with good facilities.  They decided that 2 or 3 hospitals for this lakeside area was too much, so they decided that there was going to be a merger between the two.  But clearly what happened was Montré[sp?] did not want to give up a major department, and Vivet didn’t either, so they did a multisite with surgery in Montre and internal medicine in Vivet.  I don’t know how many physicians are here, but they know that it’s absurd to have, because that means that a patient has to know whether his bellyache is surgical, or if it’s an internal medicine disease, and if he gets it wrong, he’s going to spend time being moved from one hospital to the other, and we see that practically every day, a sector that is developing very rapidly is the ambulance sector, because we use ambulances instead of elevators to move patients from one specialty unit to another, and when I say ambulance, that’s sort of going out of fashion now, helicopters are being used, because the mergers, the distances between specialty units in some cantons are large, and if you need a urologist who’s practicing in another hospital in an emergency, patients have actually been put in helicopters just for a consultation, so the cost cutting is not really working well, but cutting down treatments and making things tough for patients, that is really working, and I could tell you other anecdotes of, really absurd situations where patients get moved around from one place to the other before they get the proper care.  But we have an efficient helicopter system, one of my daughters works as a physician in helicopters, and she tells me how quickly they get patients from one place to the other.  So there’s been a survey on the, what we euphemistically call critical incidents in hospitals.  The letters are small, but roughly the numbers was something like 40% minor or major critical hospitals, critical incidents in major university hospitals.  By critical incidents, it means the patient getting the wrong drug, you know, mixing up drugs between one patient and the other, without necessarily bad consequences, or they can go to operating the left leg instead of the right one, it almost happened to me once, so these things can happen.  So, but the rate of critical incidents in Swiss hospitals has been dramatically going up, and people are beginning to realize this.  Doctors, we’re here to talk about doctors.  Doctors have been very complacent, they, and I’m very naïve, somebody mentioned that doctors don’t consider themselves as entrepreneurs, or know nothing about entrepreneurship, I know very little about economics, and that’s, they’ve been very easy preys for regulators and for rationers.  One of the most objectionable things that doctors are living with in Switzerland today is a ban on new medical practices that was implemented in 2002, and it’s going to go on until 2010.  That means the young doctor who’s finished his training cannot open a new private practice unless an old doctor either retires or dies.  It’s called a clause du besoin, a clause of need.  And I’ve tried to fight this ban, I suggested the people in our medical associations that we should, that the ban is clearly takes liberties with the Swiss constitution that protects liberty of commerce and of entrepreneurship.  But I found very little response, and it took me some time to find out why medical associations were so complacent about this 8 year ban.  For one, medical associations in Switzerland are mainly made up of established doctors who have their practice, so they had a vested interest in keeping the young guys away.  I never appreciated when a young orthopedist came in my area, because I knew I’m going to have to work a little better, because this guy has all the last things, so it’s always good if you’re sure that no new guy is going to come around and compete with you.  It’s a very comfortable situation, and that’s one of the reasons why doctors and official associations did not fight this ban as vividly as they should have, because it’s really something, forbidding somebody to set up practice is something that is incredible.  The other reason, and that they have began to explicitly speak out on this, was linked with the European arrangement, Switzerland has a signed arrangement with the European community on liberty of move of other countries, could theoretically set up shop in Switzerland, even if they were doctors, it was no longer protected.  With this ban, we’ve kept the French doctors away in a way, at least from private practice, so there were some vested interest and some reasons why this ban is, awful thing, is still going on, and doctors are, the older doctors are pretty happy with it.  The younger ones are not quite as happy (po, po…oh here they are), the younger ones are not quite as happy, and they’ve taken to demonstrating.  There’s been demonstrations in the streets of Bern, this was in 2006, mainly young doctors who are unhappy about what they were, the deal they’re getting, some GPs too are feeling the pinch, and this demonstration was actually organized by GPs and the younger doctors, young doctors who have also, very imaginative, they were getting fed up with a lot of administrative work in hospitals, and a lot of time spent in hospitals, so they went into very effective pencil strikes.  Pencil strikes meant we’ll treat the patients, but we won’t do the paperwork, and that worked remarkably well, within about one or two months of pencil strikes, they got better working hours, higher salaries, so it’s funny, if they had said we’re going to treat patients less, they wouldn’t have gotten the same effect on bureaucrats, saying we’re not going to be able to treat patients, we’re going to do the paperwork, maybe or not, but pencil strikes were effective.  So that doesn’t mean Switzerland is going down the drain.  There are trends that show that people are realizing that they’ve gone on the wrong track, we had two very highly, high profile referendums.  One was with the last fling of the socialist ideologues trying to bring in single insurance provider into Switzerland, 72% of the people said no, some doctors, I was hesitant, to tell you the truth, I thought the quicker we hit the bottom, the quicker we’ll get up, we’ll go up as the Swedes have shown.  So I was, I did not vote on that issue, because I had, we have a cartel which is, of insurance providers, which amounts to a single insurance provider, so I thought that maybe there, we can see the devil right in the face, and it’ll be easier to get rid of him.  But nonetheless, the majority of the Swiss didn’t see things my way, and they voted no to a single insurance provider.  There was also another vote on trying to give the insurance cartel a say on which doctors will work with them, in fact choosing doctors for patients, and that was put to a referendum vote, and there again, a good 70% of the Swiss refused this move to regulate doctor choice.  The trends are nonetheless good insofar as, public hospitals are going down in quality, but private hospitals are going up.  The private hospital sector is a growing economic sector.  Not only in the past, they specialized on cosmetic surgery and certain, certain, let’s say less technical aspects of medicine now, they’re doing most of the high tech in cardiology, in brain surgery, and the university hospitals are beginning to outsource to some top private clinics and hospitals, which was unheard of something like 15-20 years ago, so there is a growing public/private partnerships, and the private hospitals are doing well.  Now, does that mean we’re out of the problem, no.  I think that we’re, really basically, treating symptoms, and the big problem is that we are working in frameworks that we inherited from Bismarck and from Marx, and until we get rid of this framework, this way of thinking, we’ll just be treating the symptoms and not the causes.  The way to, in my opinion, the way to conceptualize health care is to try and separate three very distinct aspects that we’ve put in one boiling pot, which is either in universal care, or Bismarckian type insurance, at least in Europe.  We’ve mixed up treating the poor, managing risk, and treating, dealing with predictability in just one, do-it-all tool.  What is managing predictability?  I know I’m going to get older and older, and I know that I’m going to have more and more health problems.  So that is something that is predictable for just about everybody.  Everybody knows that.  That’s predictable things, it’s not risk, it’s something that is going to happen, and ultimately, I may even die, who knows?  So that’s predictability, and insurance has nothing to do with that.  It has nothing to do with risk.  That is caught with health savings accounts, with that type of solution.  In the same way as a common cold is something predictable that you could pay out of your own pocket without even necessarily going to your health savings account for that.  So there’s a certain number of predictable things that can be dealt with, either out of pocket, or by saving.  Managing risk is something else.  That’s, if a 22 year old gets leukemia, that’s something that is unexpected, that is a catastrophe, that is where insurance can be, is of use, and that can be managed on an actuarial basis, on an, and it’s another tool, and the third thing that has to be kept out of these two tools which are market tools is managing poverty.  What about the poor?  Well, you can manage that by specific tools that aim at treating the problems of access of health care to the poor.  We saw how microcredit helped them, helps the poor in third world countries become entrepreneurs, microinsurance can also help, and it is being developed, to help them deal with their insurance, with their health costs, of course, philanthropists are there, they’ve been investing in the climate change, because they think that the government is taking care of the poor as far as health care goes, but we’re seeing a growing move towards more philanthropy in health care, in most countries, industrialized countries.  Yeah, I’m through.  Health vouchers, tax credits, that’s where the government can come in.  So thank you for your attention.

[applause] 

Michael Weber:
Now let me ask Mark Siegel to make a few of his comments, and just those of you who are worrying about our schedule, Dr. Unger, who was on this panel, is not here, so after Mark, we’ll have the pleasure of listening to Scott Gottlieb, and that will bring us to our closing keynote.

Marc Siegel:
Just to tell you in advance, when Scott Gottlieb gets up here, even though I’m a fan of his, he trained at Mt. Sinai, and I’m from NYU, so we’re diametrically opposed, and we used to be partners, but now we’re from enemy camps.  He also works for CNBC, and I work for Fox News, so you know, we got to watch out for those things.  And I have a few slides to show, but I have one that I didn’t make up.  Interestingly enough, I was driving on Sunday, on the way to the Jet game, with a friend of mine who’s a cardiologist, and he said, “You know, there are these, there’s an ability now,” and he does his own billing, which is unbelievable, but he said, “There’s an ability now to put in these quality requests so that, if you point out what quality care you’re delivering to your patients, they pay you more.”  And I said, “Oh, here’s something else I missed doing.”  I mean, I have my slides, right?

Michael Weber:
They’re getting them now, right?

Marc Siegel:
Getting them now.  Okay, so – I thought this is something else I missed doing, but then he told me the good news, which is he didn’t get paid a penny for any of these things, even though he spent many, many hours, which gets to one of the points I’m going to make today, that’s the slide that doesn’t exist, which is, quality of care, which has to somehow remain in our health care system, or return to our health care system, is not something that you can really assess in a quantitative way and give somebody a brownie point for.  However we solve that, that’s something to keep in mind, because we’re always bottom lining things, and quality of care is not something that can really be bottom lined easily.

Michael Weber:
Mark, are you on that desktop?

Marc Siegel:
Uh…I have a flash drive.

Male:
[inaudible] 

Male:
Speaker, come back!

Peter Pitts:
Alphonse, I found the concept of a pencil strike fascinating, that bureaucrats would be more upset that the paperwork wasn’t being done than the care was not being provided.  That would never happen here.

Male:
[inaudible] 

Peter Pitts:
Is it really that straightforward that the lack of paperwork just drove them berserk?

Alphonse Crespo:
It wasn’t only that, it was also the working conditions, and the lack of hope, and there were a lot of things that were getting them, but so many have the basic idea of doing a pencil strike, and it really worked.

Gary E. Applebaum:
All those young physicians, Alphonse, kind of open practices in Switzerland, why aren’t they over here opening practices?

Alphonse Crespo:
Some of them are.  Some of them are even in Canada.

Gary E. Applebaum:
My god, that’s how desperate, huh?

Marc Siegel:
It’s a complicated proposition here.

Peter Pitts:
Why don’t, I’ll tell you, why don’t, while Mark is looking for his presentation, Scott, why don’t you come up, since I know that you’re working sans PowerPoint.

Scott Gottlieb:
Well, there you go.  I stole your spot!  Thanks a lot.  I appreciate the opportunity to be here today.  Just by way of background, what I want to talk about today, and I don’t have slides, is a little bit about what’s happening here in the environment in the United States when it comes to regulation and medical practice issues, because I do think there is a trend when you look at the regulatory agencies, the health bodies here, to start to try to regulate medical practice issues.  By way of background, I’ve worked at FDA and Medicare over the last four years, and in seeing these trends first hand at both agencies.  At FDA, just to give you a sense of what’s going on, you’re seeing a growing impetus on the part of that agency to try to regulate the actual use of medical products through something called risk management plans.  So there’s a perception that labeling alone on drugs is no longer sufficient to inform physicians about the proper use of those medications, and that the FDA has to take more proactive measures to try to actually manage how drugs get used by physicians, and you’re seeing this with something called a risk management plan, where the agency will actually promulgate at the time of approval, requirements on how the drug can be used, and who can use the drug, steps that need to be taken by physicians before they prescribe a certain medication.  At CMS, the Centers for Medicare/Medicaid Services, it was talked about earlier, you’re seeing a growing inclination of that organization to try to link the reimbursement for physicians to certain performance measures, so-called pay for performance, where the agency is asking doctors to take certain steps before they treat a patient, or in the treatment of a patient in order to get reimbursement.  One of the most vivid examples of this over the last several years was a program called Fistula First, where Medicare basically said that, in order to provide long term dialysis to a patient and get reimbursed at a regular rate, you had to implant a native graft, so there’s two ways to dialyze a patient: you can do it through an in-dwelling catheter, basically a catheter inserted into a very large vessel, or you can surgically link an artery to a vein, and create an anastemoses between the artery and the vein, that’s called a fistula.  It’s very high flow, and you can dialyze a patient through that point of contact.  And there’s a lot of data that patients dialyzed through in-dwelling catheters over prolonged periods of time don’t do very well, so the agency wanted to move physicians towards implanting these native fistulas, so they basically brought down reimbursement if you dialyzed a patient through a catheter over a long period of time.  You’re also seeing a growing role of the government regulating medical practice over at the justice department, where you’re seeing the justice department really take a very proactive role in trying to regulate medical education through the kinds of investigations and the prosecutions it’s brining.  I think a watershed case in this regard is an investigation that the justice department currently has open against Genentech, a biotech company that makes cancer products involving alleged off-label promotion, off-label CME, continuing medical education, of one of their cancer drugs, a drug called Rituxin, where basically, the allegation is that Genentech illegally promoted the use of the drug to physicians in uses that weren’t approved by the FDA.  Nevermind the fact that the uses that they’re alleged to have promoted the product for, largely proved by the FDA, at the time they were allegedly sponsoring the medical education, there were no other uses for, there are no other treatments for the forms of cancer for which they were promoting this drug, it was being, it was allegedly being promoted for forms of lymphoma that were otherwise largely incurable, and didn’t have available therapy.  If you had gone to the National Cancer Institute’s website at the time to query what was the appropriate treatment for patients with these forms of lymphoma, it would have spit back the answer Rituxin, but nevermind these facts, the justice department is insinuating itself into the alleged activity, saying that was inappropriate for Genentech to have been promoting or sponsoring medical education to physicians at the time, because even though the uses were substantiated by significant scientific evidence, and based on very credible studies, some of which were sponsored by the government, it was nonetheless not yet approved by the FDA, it took the FDA another year or two to approve those indications.  It wasn’t always this way, that you had government agencies feeling inclined to try to regulate medical practice issues, and I really do think it needs to be looked at as a trend, I think you need to look at what’s going on in each agency, not as an isolated effort on the part of the agency to try to address issues that they’re concerned about, but as a trend across government, and as something more profound in the view of medical practice and physicians generally here in Washington, if you look back at the original Medicare statue, I think written in the 1960s, there was language in that law that specifically said that the government ought not to regulate the practice of medicine, that the regulation of the practice of medicine was an authority given to the states to take up, that the regulations should occur through state licensing authorities, state medical boards, the profession itself, but the federal government didn’t have a role.  And even if you look back as recently as the medical device statutes, the FDA law that governs the regulation of medical devices passed in the late 70s, again, there’s specific language in that law that says that the FDA and the federal government ought not to be regulating medical practice.  That the regulation of the practice of medicine is not something that is encompassed within the federal authority.  And yet, here we are, in an environment, with agencies very clearly are taking steps to try to regulate the practice of medicine, and in fact, in the most recent law passed governing FDA regulation, the Food and Drug Administration’s amendments act, which was passed a couple years ago, there’s, the FDA is given for the first time the legal authority to actually regulate the practice of medicine, explicit authority in the form of the authority to impose risk management plans at the time of approval of new drugs for certain drugs where the agency has certain safety concerns, but the risk management plans will, nonetheless, be regulating the practice of medicine.  The only other time that I could find, and I’m not a lawyer, but the only other time I could find in law where a federal agency is explicitly given authority to regulate the practice of medicine, is the controlled substances act, the act that governs the Drug Enforcement Agency and the prescription of narcotics, where the DEA very clearly has the authority to regulate controlled substances through the controlled substances act.  Why is this happening?  Well, for two reasons, I think.  One is that the agencies do have some legitimate concerns.  In the case of FDA, they had a number of cases, mostly in the 1990s, where drugs that were causing certain risks had labeling warnings issued with them, black box warnings, public health advisories, and physicians in the view of the agency didn’t heed those warnings.  So in the case of a drug like Lotrinox, which was a bowel drug, subsequently withdrawn from the market, the agency had issued a warning that if you take the drug, the drug was for the treatment of irritable bowel syndrome, patients should be able to have access to water, because it could cause low blood flow to the gut, and nonetheless, patients, doctors continued to prescribe drugs, in the view of the agencies, to patients who couldn’t access water, bed bound nursing home patients, if you will.  In the case of two other drugs, Trovan and Troglitazone, also withdrawn in the late 1990s, Trovan was an antibiotic, Troglitazone was a drug for diabetes, each drug had certain risks associated with liver problems, so they could cause liver failure in a small number of patients.  The agency issued warnings to this effect, saying that if you prescribe the drugs, you shouldn’t do it to patients who have liver problems, and that you should check liver function tests, and in the view of the agency, doctors didn’t adequately heed those warnings, and in fact, patients continued to show up with fulminate liver failure after being prescribed the drugs.  As the agency began to take the view that they couldn’t trust physicians to “do the right thing,” and they put that in quotes, because it’s sort of a famous comment that one very senior doctor at the time made inside the agency, that we can no longer trust doctors to heed warnings, and so the concept began to be born of the risk management plan of the idea the agency actually trying to regulate how drugs get used instead of simply trying to provide information to doctors and patients on the most appropriate use of the drug.  In the case of CMS, they look at a lot of data on the variants and practice across the country.  They look at data coming out of Dartmouth, where if you’re in New York, you get one set of treatments for the same problem, vs. if you’re in California, vs. if you’re in a rural environment, and they see that as a significant problem.  The disparity in the kinds of treatments, and the fact that, in many cases, in their view, doctors aren’t following evidence based medicine.  And they believe that, through the reimbursement tools, they have to try to address those problems as a public health agency, trying to steer doctors towards what they view as the most appropriate treatment, and try to bring down the disparity in care. And if you’re at the justice department, the justice department looks at some marketing relationships where they believe doctors are getting financially incentivized to prescribe certain drugs that might or might not be in the best interest of their patients, and they feel the compulsion and the need to try to regulate that through the kinds of investigations and cases they bring.  And in truth, some of the marketing relationships that have been in place with companies, vis-à-vis doctors, have been inappropriate over the past years, but certainly not all of them, and certainly medical education, especially in fast moving fields like oncology, where doctors often, the standard of care is to prescribe off-label, certainly medical education and the information that doctors shouldn’t be subject to heavy handed regulation, if you will, and certainly the justice department, with no public health orientation, lacks some expertise to be trying to adjudicate what is appropriate information for doctors to be receiving and what isn’t appropriate information.  But nonetheless, the department has taken the view that they need to regulate information that goes to doctors, they need to insinuate themselves in that relationship because of their concerns about marketing relationships and other excesses that they view in the marketplace.  And the second big reason, you know, the first reason being that, what each of these agencies has come to see within their domain, the second reason, I think, that the government has started to step into the regulation of the practice of medicine, I say the federal government, is largely because of a failure of organized medicine to police itself.  If you look at the bodies of organized medicine that should be regulating medical practice, or you look at state licensing boards, you look even at hospital accreditation, you look at groups like the AMA and others, they really haven’t done what they probably should have been doing as a profession to self-regulate and to police the profession.  So it’s essentially seeded the ground, if you will, for the federal authorities to step in.  And they haven’t fulfilled, I think, what is the first tenant of a profession, which is self-regulation.  I used to say that the accounting profession did a better job of self-regulation, but I can’t use that talk point anymore.  But certainly, there are other professions that I think take the role of regulation more seriously, and perhaps the legal profession provides at least some model.  So the question becomes, how does this impact the practice of medicine, if at all.  Is it on balance and net positive, to have the government taking a role in regulating medical practice issues, is it, does it cancel out, if you will, or is it deteriorating the practice of medicine.  Well, I believe it’s deteriorating the practice of medicine.  If I didn’t believe that, I probably wouldn’t have been invited here today.  And I believe it’s deteriorating the practice of medicine for a number of reasons.  First of all, it’s diminishing physician discretion and diminishing patient autonomy.  There are a lot of reasons why doctors and patients might make, might choose to make decisions that are outside the bounds of what the federal agencies think are most appropriate.  There are reasons why someone might choose to take more risk with the prescription of a drug, understanding the warnings, there are reasons why a patient or a doctor might make a decision to take a riskier course of treatment in trying to deal with a medical problem.  In the case of Fistula First, the Medicare program, there might be reasons why doctors choose not to put native fistulas into patient and dialyze them long term through in-dwelling catheters that can’t be accommodated by the way the program was written.  It might be something as simple as being concerned about a patient’s poor follow-up or even hygiene, because we know as physicians, that if a fistula, if the operation to tie a vein to an artery and create a fistula, if that goes bad, if something goes wrong with that, if it’s not take care of adequately, post surgery, it could be catastrophic.  It becomes a catastrophic event, it could get infected, it could be life threatening.  So there might be good reasons why doctors might opt not to follow what CMS thinks is the most appropriate course of treatment on the whole with their individual patients, but the government rules don’t allow a lot of discretion.  The other impact I think this is having is just on access to medicine itself and access to good care, because I don’t think that, on aggregate, the judgment of the agencies are always well founded or appropriate for the vast majority, or certainly significant minorities of patients.  I talked about the case of CMS with Fistula First.  CMS doesn’t have a lot of medical personnel.  They’re making these decisions, these judgments, really with a paucity of people with medical backgrounds, and not a lot of requirements that they solicit scientific and medical input when they make decisions.  It’s largely an ad hoc and not a very transparent process how they make decisions around medical products.  Just to give you some basis for comparison, CMS has about 25 physicians on staff right now.  The high water mark’s probably around 40.  Aetna has about 150 physicians, Wellpoint has about 150, Knight Health Care has about 600, not saying a physician’s going to ensure the judgments of the agencies are better, but it’s certainly a proxy for informed decision making.  Another example, CMS made 165 prescriptive recommendations to oncologists over the last 8 years with certain, in terms of what they can and can’t do with certain cancer drugs, and certain cancer diagnostic tests.  They might know how many oncologists are on staff at CMS, and how many oncologists have been on staff at CMS over this period of time.  It’s none.  There aren’t any oncologists on staff, so 165 prescriptive recommendations to oncologists without a single cancer doctor.  Again, having a cancer doctor, having a cancer team isn’t going to ensure a more informed decision making, but I think it’s certainly an adequate proxy.  And trying to get and retain the expertise in CMS, I think is extremely challenging, so for those who argue, well, just hire more doctors, build up more expert staff, I think that that’s going to be hard to do in the future.  In the case of FDA, you look at the risk management plans, and you can see how those can restrict access to certain drugs, and I’ll give you one example.  There’s a drug called Symlin, which is approved by a biotech company called Amylin Pharmaceuticals out in San Diego, and Symlin’s an interesting drug.  What it does is it’s an insulin sensitizer, which means I have to use it in conjunction with insulin in a diabetic patient, it actually helps the effect of insulin to lower blood sugar, but it has a problem, that if you use it in conjunction with too much insulin, you can cause dangerously low blood sugar, and in fact, in the clinical trials with this drug, there were car accidents with patients who had developed dangerously low blood sugar called hypoglycemia and actually got into car accidents.  And so FDA was very worried about approving this drug and actually delayed the approval of it twice, and finally approved it with a risk management plan that requires a lot of steps doctors have to take and a lot of things doctors have to have on staff in order to prescribe the drug.  And then that affected it, in my view, is that the only doctors who can easily prescribe the drug are diabetologists, diabetes specialists, when in fact, we know a lot of patients, particularly patients in urban settings, patients from backgrounds where they’re not, they’re not from wealthy backgrounds, don’t get their care from diabetologists, they’re diabetics, most patients in the inner city, and I worked in a clinic in east Harlem, get their care from ordinary generalist practitioners like me, so in fact, if you’re such a patient, you already face obstacles getting access to good care, you’re going to face additional obstacles getting access to these kinds of drugs that are pushed into the hands of specialists by these risk management plans.  And finally, I talked about the justice department, the case of Rituxin, you ask yourself what are the practical implications of a justice department that regulates the flow of information to physicians?  Well, in fast moving fields like oncology, where the standard of prescribing is the medical literature, and is studies, and isn’t, in fact, the FDA label, the implications could be significant, and I’ll give you one example.  In the fall of 2005, data came out that Herceptin, the breast cancer drug by Genentech, when used in earlier stages of breast cancer, could reduce recurrence of breast cancer by 50%.  That’s a dramatic effect from a single drug, here are women who would have gone on to relapse, and if you relapse in breast cancer, it’s fatal, it’s very hard to survive relapse breast cancer, and you can reduce your chances of relapsing by 50%.  Well, if you look at utilization of Herceptin in that setting, after that data came out, you saw an initial uptick in the so-called Algivon setting, that was the setting in which the data said that it should be used to reduce breast cancer risk or recurrence, and then it flattened out, and then you didn’t see another sharp uptick in utilization until it was approved, and until Genentech started to detail it and provide information to physicians.  I suspect the initial uptick was in academic health settings, people who were tuned to literature, and then the flattening out was after it had penetrated those doctors who were reading the literature, feel comfortable prescribing drugs according to what they read in journals, and then you didn’t see it start to penetrate the community setting where information doesn’t diffuse as readily and as easily until it was approved, and until Genentech was able to go in and teach doctors how to use the drug in this new setting, because after all, Herceptin isn’t a drug without complications, and it isn’t always easy to prescribe a drug in a new way without some kind of training, but you can be sure that Genentech, living under the thumb of the justice department, the investigation for Rituxin, wasn’t about to speak about this new use until it was, in fact, approved by the FDA, so all those women who didn’t get the drug over this time, probably faced an increased risk of recurrence of their breast cancer, and unfortunately, succumbing to the breast cancer because they didn’t receive the drug, and perhaps because, at least in some cases, your information hadn’t diffused to the practice settings that they were able to access while they were getting treated.  So again, information does have public health implications, and the restrictions on information can have public health implications.  So just in closing, what is a solution to this?  You have, I think, a change in environment in Washington, we have federal authorities now feeling the compulsion to regulate medical practice issues, they certainly don’t feel, you know, one time this would have been an anathema to have federal agencies stepping in on medical practice issues, the AMA would have cried foul, patient groups would have been concerned about it, you haven’t seen that kind of response, partly because of the concerns that the agency’s identified, partly because I think these groups are preoccupied.  You look at groups like the AMA, and they’re mostly focused on reimbursement issues under Medicare, and not really focused as much on these medical practice types of issues.  So what is the solution to this environment and this trend?  I don’t think it’s going to be easy to get the agencies out of this business.  I think that they have reluctantly, in some cases, particularly in the part of FDA, stepped into regulating these medical practice issues.  I think that they understand the limitations of their own ability, and as well as the implications of this activity, but nonetheless, they’re there, and they’re going to continue to push in this direction.  So I think the only solution is for the medical profession itself to start to step up and take on some of these roles, to identify the implications of this regulation, and to identify where the private sectors, the private market, the private bodies inside medicine, state licensing boards, hospitals, accreditation societies, organizations like the AMA and the medical specialty societies can step in to take on some of this regulatory role for the profession for themselves, where you feel, where they feel, where doctors feel, and patients feel it’s more appropriate, and it is appropriate for there to be some kind of supervision, some kind of regulation of what’s happening in the medical environment because of the implications of some of the problems that these agencies have identified.  Thanks a lot.

Peter Pitts:
Thank you, Scott.

[applause]

Peter Pitts:
Dr. Siegel, I see we have your PowerPoint, and you get the last word to correct anything that Scott might have said.

Male:
Can you wiggle in?

Marc Siegel:
Trying to lose weight.  See if this works.  The only thing further I want to say about Scott is while he was preparing that brilliant mini-talk, I was writing an Op-Ed for USA Today that came out today on the effective economic worries on our long term health.  Clinical judgment combined with technology.  I want to tell you a little story.  My father, about 50 years ago, was a smoker, and he quit smoking from 2 ½ packs a day, cold turkey, just one day decided he had enough of it.  The reason that that’s relevant is that a doctor today taking a history of my father would never get that.  He’d get how may pack year history he has, when did he quit, and they’d move on to the next question.  Here’s why that’s relevant, though.  When my father developed diabetes, his cardiologist, who had told him he would never lose weight, re-reviewed his medical history, and decided, because he had quit smoking in that manner 40, 50 years before, he’d be able to lose weight in that manner once he had a medical reason to.  He was right.  He dropped about 35 lbs, and he never needed medication for the diabetes.  That kind of health care is not the direction we’re going in, but it’s crucial.  So that’s one of the reasons I started off before by saying we can’t, there’s a lot about quality of care we cannot bottom line, and the more we disempower our physicians, the less we’re going to get there.  Again, there’s a collision between the kind of thinking I just described and managed care mandates which basically allow for very short visits amid shrinking reimbursements, and everybody in the room is very familiar with that, so I won’t go into much of the details, but it’s a constant struggle, and the only thing I have to say about that is despite that, you have to maintain your ideals, because otherwise, you’re compromising the care you’re delivering, which is not helping anyone – not helping patients, and not helping physicians.  I’d like to give forced substitution as an example of what’s going wrong with the health care system, and I’m going to go to some of my favorite, or pet topics that I’ve written a lot about, I’m not going to cover anything from beginning to end, because most of it’s been covered already during these sessions, but let’s look at forced substitution for a minute, and let’s talk about what’s wrong with it.  You know, it’s like, it’s a political problem, because there’s a problem with terminology.  Generic equivalents mean taking a medication and trying the generic equivalent for that medication.  Now, I actually have no problem with that, even though many of my patients, as I was actually writing an article about forced substitution, one of my patients said to me, I was taking Paxil, and they switched it to the generic, and now I’m having no effect, it isn’t working, so I wrote DAW.  That’s not what I’m talking about.  There’s an enormous difference between therapeutic and forced substitution, and having an actual generic equivalent, and the problem is that insurance companies often deliberately blur that difference.  In fact, when I wrote an article about this, I got a million emails claiming that I was against generics.  I’m not against generics.  What I’m against is not understanding the difference between one drug and another, even if the drugs are in the same class.  Now, why is that an issue of physician disempowerment?  Because insurance companies are pressuring physicians to change from one drug to another, where the second drug is not an identical drug.  Why is that a medical problem?  I can give you many examples where a drug, there are many drug classes where one drug will cause a side effect that another drug didn’t, and not only that, the opposite is true.  There are many drug classes where that isn’t the case.  And you know who can tell the difference?  A physician!  Not an insurance company, not a drug company.  A physician!  So a physician has to be the one to say whether he or she believes that PPIs are interchangeable, my own personal opinion, and again, this is not even something I think is scientific, but I believe that there’s more of a problem switching from one statin to another than there is switching from one proton pump inhibitor to another.  Others might disagree with me.  I find more trouble switching from one ACE inhibitor to another than from switching from one ARB to another.  Each drug class has its signature, and within each class, the group of chemicals is either a tiny bit different from each other, or a little more, and a lot of that’s based on clinical judgment, and only a physician can really tell that.  Why is this important in terms of health care economics?  Because you know something, if you have a patient that you’ve been convincing for many years to put on a statin, and you finally convince this patient to go on Lipitor, and he does really well, and then along comes the insurance company, mandating that he switches to synthestatin, and then he ends up with muscle cramps, many patients will say, the heck with this!  I’m not going back to the statins, and they won’t even go back to the other drug, even if you start your paper trail war of trying to convince the insurance company to cover it.  That’s the problem with forced substitution.  It’s cutting the physician out of the loop, and it’s putting pressure on the physician to make decisions that they wouldn’t necessarily be making.  Over, a recent survey shows that over 75% were concerned about drugs being switched without doctors’ awareness, and that survey also showed that there was a surprise among those surveyed that this was even a problem, that physicians were being pressured to make forced substitutions, and weren’t necessarily aware of what was going on.  Medical tourism is another problem that I have with what I would say is disempowering physicians.  With all due respect to our very, very distinguished guest from Europe here, the problem with it is, I guess you could say, in a way, it’s like outsourcing work.  It’s not that I have a problem with an American going to another country for care.  It’s, first of all, it’s hard to determine whether it’s on an equal level.  What’s usually cited by the people that write about this is that our own hospital system goes and accredits hospitals overseas and other areas.  That’s fine, but that’s still not the same thing as being there.  The costs are lower, it doesn’t mean that the procedures are necessarily comparable, and there isn’t really a way to tell.  Now, I’ll give some exceptions to that.  If somebody that trains over here does a procedure overseas that isn’t yet approved in the United States, that’s legitimate, but I can give you some examples of where that works and where that doesn’t work.  There’s some new hip procedures that are being approved here in the United States right now by the FDA, or in the past five years, that were approved elsewhere 15-20 years ago, you could argue going overseas to find someone that has the 15 years of experience might be worth doing.  There’s ultrasonography, ultrasound treatments being done on prostate cancer right now.  That’s very interesting.  But it’s just beginning to be studied here in the United States, and I’ve talked to some of our top urologists around the United States, and they say, you know, the way this procedure’s being trumpeted around the world is as a cure all, when the smoke clears, it may actually be something you can use for small cancers, or it may be something that you can use, but we haven’t yet figured out what the actual use of this is.  Meantime, a lot of these innovative techniques come along, and they start to erode what’s tried and true procedures prematurely.  And I do think that this process disempowers our own physicians, because we can’t keep track of what’s happening to our patients, and we can’t know if they’re getting the same kind of care overseas that we would be able to determine here.  I have a story that I tell that’s very similar or a little bit different to the one I told about my dad, which was, I had a patient once who had a series of stomach cancers, and the surgeon knew that he could never fix the problem, and the patient was consigned to hyperalimentation for the rest of his life, but at the patient’s request, he hooked up his plumbing, and he had one last steak, and then died soon after, and it really wasn’t the operation that killed him, although it was a very tortuous operation, but that was a physician who was committed to quality care of the patient.  Looking at what the patient wanted, eating was his only pleasure left in life, and without it, he didn’t want to live, and so the surgeon was taking that into account, and I identify something I call the virtual house call, which is, you know, everything these days is an either or.  Like either we do house calls or we don’t, and almost none of us do, but what is a house call?  I’d like to think of it as a mindset.  It’s a mental process, and the litmus test I use for it is this: there’s a place I go 2-3 blocks from my office to get a cup of coffee, and I say to myself, is a patient called me short of breath from that location, would I run out of my office to see how they were doing, or would I call 911 and have an ambulance go?  And the answer, I hope that I would continue to go myself.  You know, if I can go there for a cup of coffee, I can go there to check on a patient.  Basically, I’m a believer in not having the kind of boundaries for physicians that have been drawn up and keep getting smaller and smaller.  It’s really the only way to practice with any satisfaction.  According to the Commonwealth Fund, we are last in quality compared to Australia, Canada, Britain, Germany, and New Zealand, but again, as you’ve heard today, that’s really very hard to determine, and there are many, many, many other criteria that have us first.  Actually, Peter Pitts has written a lot about this, and about how this gets distorted in the reporting.  Here’s another issue that I find fascinating.  The National Ambulatory Care Survey continues to show that most doctors’ office visits are between 11 and 30 minutes without a significant change in the last 10 years, but the quality of the office visit has clearly changed.  A 2005 study published in the annals of family medicine concluded that physicians only spend 55% of their time in face to face patient care.  So that’s another example of where bottom line numbers don’t mean anything.  It’s not only how long you spend in the office, it’s what your physician is doing while you’re there.  And face to face care is really, really important, and the more we go in the direction of electronic medical records, of everything being documented up the wazoo, we get away from the issue of how much time your physician is spending, and you’d better believe that my father’s physician would only have been able to make the proper treatment by asking my father a lot of questions about his smoking history, and that’s not an uncommon type of story.  In 1930, 40% of doctors’ visits were house calls.  By 1980, the number had dropped to less than 1%.  In 1954, 10% of doctor-patient interactions were at ER’s or hospital clinics.  By 1970, this number had risen to 20%, and you know, right now, there’s a huge, huge surge in urgent care centers in the United States.  They dropped off after the 1980s, but they’re coming back.  We may need them.  I wrote about this in my article today, we may need them given the current economic crisis, but it’s still not the way to practice ideally.  Utilitarianism has replaced humanism as the central societal feature governing health care.  And there’s a certain amount of pragmatism to that.  But the best answers are derived by direct doctor-patient care.  There are physicians who don’t set strict time limits.  There are physicians who give out their cell phone number.  You know, I wrote an article in the Washington Post about this, and I canvassed a lot of physicians, and I was surprised to find that many physicians who give out their cell phone number to their patients, everybody would think they were crazy.  But you know what they said, they said their patients don’t call it!  They call it, a lot of people feel comfortable knowing they have it.  They know how they could get their physician.  Now, I’m not up here advocating that.  I’m just pointing out the counterintuitive nature of that.  Patients want to feel they can access you, and you want it to occur in a way where it doesn’t undermine your ability to practice.  Patients want physicians who explain things to their patients.  Now, there’s a problem with physicians who burn out from overburdened schedules, and we must struggle with the detached concern, uncertainty, and humanistic uses of technology we learned in medical school.  It’s a big struggle, because the technology itself is alienating, so we need to develop a new set of skills each time a new technology comes along, where we can explain that technology to the patient in a way where they’re comfortable.  Patients should leave our office understanding what our treatment plan is, and I believe that that’s actually a more efficient way to practice in the long run.  Careful listening cuts down on health care costs.  Counterintuitive.  Compromising ideals leads to unhappiness and burnout, certainly on the part of the patient, probably on the part of the physician.  Information technology is helpful, but may add more and more paperwork as well as overly informed patients.  Overly informed patients, we all know what that is about.  I mean, you think the internet answers questions, but internet is a search engine, so if you go to the internet, and you plug in a disease, you’re going to find out all the different ways you’re going to die from it, so, you know, I like to view physicians as guides.  That’s what we were originally designed to be.  Look, we’re learning Latinate words, so we’re translators, we’re translators of Latinate words into English.  Too often, we hide behind the mysticism of, you know, of, “Oh, we know something you don’t know,” but that’s the wrong way to go.  The better approach is to try to communicate what’s going on to the patient so that they understand as well as we do.  Learning to (I’m just about done), learning to govern today’s information cascade is an important physician skill.  Physicians are often dealing with public fears rather than actual disease.  Food scares, contagion scares, creating the needs for CDC, NIH, and FDA resource allocation, increased regulations, recent examples where E. Coli, Salmonella, MRSA, Bird Flu, West Nile Virus, Scott and I have both written about MRSA.  The problem with MRSA is it opens up a whole can of worms of how we need to improve on hospital cleanliness and techniques and get new antibiotics, the other problem is it puts in a spotlight a bug that’s been around for 20-25 years and makes it seem like it’s taking over.  You wouldn’t believe the number of times I had to explain why pneumonia in the schools or influenza in the schools was more of a contagious risk than MRSA.  Fear of prescription drugs.  Herbs and supplements are not regulated, yet many contain active chemicals.  Obsessive fears over rare drug side effects, hamstring physicians, especially in the case of life-saving drugs where the risk is rare.  The FDA is now compelled to publish a list of drugs under investigation.  Black box warnings increase.  Recent examples of [unintelligible] where the risk, the perceived risk is much greater than the actual risk.  Close to a million people have been prescribed Byetta since 2005 when it came out.  One in 10,000 risk of pancreatitis from this tremendous lifesaving drug, which the biggest limitation on it is that we have to inject it.  It’s a great arrow in the quiver for physicians that are treating diabetes, especially since it can promote weight loss, which is really important in diabetics, but again, the public discourse on this is about it being a dangerous drug.  Byetta was approved in 2005 (I basically went over this already).  Okay, that’s it.

Peter Pitts:
Thank you very much.

[applause] 

Peter Pitts:
Thank you, panel.  As you can tell, this is a broad topic, and there’s a lot to say, and I appreciate everybody’s time, and I apologize for the lack of Q&As after these panels.  People will be here during lunch, and thank you for bearing with us.  Our closing keynote is by Dr. Harvey Bale, and Harvey, thank you so much for accepting this invitation.  This is a real honor for us.  Harvey, I knew Harvey initially as the director general of the IFPMA, the International Federation of Pharmaceutical Manufacturers & Associations based in Geneva.  His bio is in your book.  There’s one thing I wanted to read out of his bio that I think is very important.  In 1986, Harvey was awarded the highest civil service that can be given by the United States: the Distinguished Service Award.  I think that speaks, Harvey, to the work that you’ve done in the U.S., to the work that you’ve done internationally, and to the legacy that you’ve left all of us in terms of moving the agenda forward in the right way.  Thank you for coming, ladies and gentlemen, I’m very pleased to introduce to you, Dr. Harvey Bale.

[applause]

Harvey E. Bale:
Thank you very much, Peter, I’m very mindful of the time, and so I’ll be brief in trying to make two points, which I feel summarize the observations about the debate about health care reform around the world.  I spent about 8 years in the industry in the U.S., at what used to be called PMA, and then PhRMA, and then moved to Geneva 11 years ago, and I’ve just returned, and very happily retired from that position.  Two points: First of all, most of the debate around health care, especially in developed countries, is a Keynesian debate.  It’s a debate that is focused on a rather amorphous macroeconomic variable without real content.  It’s also Keynesian in the sense that it’s short term focused.  It’s a budget consideration.  The typical phrase that I’ve heard around the world, again, mainly in Europe, Japan, and the USA, Canada, is “let’s rein in the growth of health care costs.”  But health care is, for the most part, with the exception for public vaccination campaigns against dangerous communicable diseases, is a private consumption good.  It grows with income and expenditure, and with aging populations.  The debate, I believe, needs to be transformed into a quotation, “let’s rein in the care for cancer.”  “Let’s rein in the care for alzheimer’s disease and diabetes, or HIV/AIDS.”  If we can transform that debate into a micro debate where it belongs, I believe the debate can change, because the question doesn’t become, well why do we spend 16% of GDP on health care in the USA, why don’t we spend 30% if it’s effective?  The other aspect of this debate that is Keynesian, in my view, ignores, as Dr. Sarkozy mentioned earlier on, the fact that health care, macroeconomically, is not a cost, it’s an investment.  It’s an investment that’s recognized, even by the WHO, in the Commission On Macroeconomics and Health, and is recommended by a number of international bodies, particularly when they focus on developing countries, critically in the area of HIV/AIDS and other communicable diseases, that if we can increase the spend on health, that we’ll see an increase in development and economic growth.  But this is, equally true, if perhaps on a smaller scale, relative to other macroeconomic variables for developed countries, and unfortunately, that debate does not often take place.  The second point that I’d like to make generally is, given the fact that these are microeconomic variables with macroeconomic importance.  There are conditions under which the health care debate could take place, but simply does not.  That is to say that the debate that goes on about health care, whether it was the Clinton plan in the 90s, or the debate that will take place next year, are without any framework.  No framework about the principles that should be adopted for evaluating alternative health care reforms.  I would suggest that there are 4 or 5 principles that one could consider, and hopefully will be debated in the USA next year, where I now live, and in Europe and Japan and other countries in the future.  First of all, the questions around efficiency, secondly, responsiveness, third, fairness, fourth, innovation, encouraging, and finally, stability.  Just a brief word on each.  Efficiency simply means that the health care should aim to maximize improvements in health care outcomes, given the availability of resources.  Health care programs ought to be evaluated on that basis.  The question is the right medicine, for example, in the case of pharmaceuticals, to the right patient, and for the right indication.  The second area of responsiveness.  The health care system should give a level of resource commitment that should reflect the national consensus of citizens.  It shouldn’t be imposed top-down.  It should be a reflection of the social conditions existing in that country, and what the appropriate level of spend is.  We’ve seen this problem in the UK and elsewhere, where the spend level is not consistent with the national consensus.  The health care, again, debate, needs to be transformed to one, away from one that is about health care, and to one that is about specific major indications that are prevalent in society today.  Thirdly, fair access, the third principle.  Here, it’s a question about access to essential health care services and how costs should be allocated, and of course, this is one which is a very important part of debate about health care in the USA: the uninsured, questions about the uninsured and how they’re treated, but certainly they are treated better than most Europeans see it.  Finally, or fourthly, rather, there’s the role of innovation.  Health care reform should be pro-innovation.  Interestingly, some eight years ago, five or six pharmaceutical companies in the HIV/AIDS field, and five UN agencies, the WHO, World Bank, and others, agreed on a common platform with regard to HIV access.  And one of those key principles of access was innovation, the need to continually develop new HIV anti-retrovirals, related medicines, given the fact that HIV/AIDS develops resistance to existing treatments, and ultimately, we would like to search for a vaccine that would be a major breakthrough, and obviously one that is still well off into the future.  And then finally, the principle that should be thought through and considered in health care debate reforms is stability.  If tax policy is constantly changing in the U.S., health care policy is constantly in change, under change, in Europe and Japan.  Every year or two years, there are major upheavals in the health care systems and proposals for further change, to adopt to the fact that past proposals seemingly have failed to rein in the short term Keynesian concern about the budget.  But stability is important in the sense that it would be important, for example, to realize what are the ultimate effects of policies that have been adopted in the past.  Already, we see the debates in the congress about further Medicare changes, changes to Part D, price controls, for example, under Medicare, before anything has been assessed and any analyses have been able to be carried out about what the effects are of the current system, so I’d urge an argument, or a principle of stability along with role of innovation, of fair access, responsiveness, and efficiency.  And in general, I think you conclude, if you adopt these principles, or adopt similar ones, and I think that similar principles can be agreed by everybody, you do come to a conclusion that it’s not agreed, and that’s the one that a number of people have stressed here today, that if you’re going to have a responsive health care system, one that’s efficient, one that is pro-innovation, you’re going to give a major role, even possibly the majority role in the health care system to the private sector, rather than to an overbearing short-term focused public sector, and I think that the lessons of Europe and Japan in the past have been that that is a problem, and they’re moving away from that system, it’s something that, of course, this country needs to take into account much more than it has than a fictionalized account that exist in movies like Sicko.  But that’s my remark, and I hope that you all have a good lunch.  Thanks, Peter, for the opportunity to come by and make a few comments.

[applause]

Peter Pitts:
Thank you, Harvey, thank you very much.  Well, just to conclude, we began the day asking some questions.  Is government health care free?  It’s not free.  Is government health care in the best interest of the doctor patient?  And the answer is, that’s a good question, there are a lot of variables that need to be considered.  Especially, François, I would like to come back to your thought of equality as opposed to equity, and it’s a very finessed view of moving forward when we’re all looking to reviewing and reforming our health care systems.  Many systems in Europe and in Canada are looking to partner with the private sector.  We in the U.S. are thinking about ways to increase the role of government.  All this to say that, when the debate happens tomorrow, the debate, the final debate, the third debate, the question really is, not about universal free care, the question that health reform is hard, and it’s going to take a long time to solve, it’s going to take a lot of different people to think about it, there’s no easy solution.  We simply can’t say, we want health care like in Britain, like in France, like in Canada, like in Europe, and solve our problem.  It’s naïve, it’s wrong, it’s moving us in the wrong direction.  On that positive note, thank you so much for attending today’s event.  We will have the video clips, the full video conference online at cmpi.org shortly.  Thank you very much for coming, and lunch is served right behind me.  Please enjoy.

[applause]

