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L e t t e r s

W
e welcome your responses to papers that
appear in Health Affairs. We ask you
to keep your comments brief (250–300

words, including any endnotes) and sharply focused.
Health Affairs reserves the right to edit all letters
for clarity and length and to publish them in the bound
copy or on our Web site. Letters can be submitted by e-
mail, letters@healthaffairs.org, or the Health Af-
fairs Web site, http://www.healthaffairs.org.

Reform, Then Better Financing
Health care reform is destined—de-

serves—to fail if we do not diagnose and treat
the right problem: the dysfunctional health
care delivery system. William Sage’s paper
(Nov/Dec 07) hits the nail on the head when he
writes, “It’s the delivery system, stupid.”

Although Americans enjoy some of the best
health care in the world, we also experience
extraordinary deficits and poor outcomes.
Finding better ways to finance, access, or mea-
sure results within the current paradigm is not
the good news or the right answer. An anony-
mous quote applied in this context sums it up:
“There is nothing more wasteful than doing
better that which shouldn’t be done at all.”
What is needed is to move from the physician-
dependent, hospital-based, acuity-oriented
system to one that is safe, convenient, effective,
efficient, and personalized. Our current sys-
tem does not consistently deliver that—just
ask the people who work in it.

We should also listen carefully to what the
average American is telling us: (1) “I want con-
venience and quality.” (Witness the growth of
“minute clinics” despite fierce resistance by
the American Medical Association.) (2) “I
want choice.” (More than one-third of Ameri-
cans use complementary therapy.) (3) “I want
efficiency.” (After public outcry, Congress is
considering banning restrictive distribution of
contact lenses, potentially eliminating unnec-
essary eye doctor visits.) (4) “I want personal-
ized care.” (Americans are using, and often
paying for, community-based, low-cost, high-
quality, personalized care alternatives.)

To educate the public and policymakers,
the American Academy of Nursing is gathering
proof that solutions do exist and that by
changing the fundamental way in which care is
delivered, health care reform is happening, pa-
tient by patient and community by communi-
ty. Let’s support these innovative approaches,
truly reform the delivery system—and then fi-
nance that.

Joanne Disch

University of Minnesota School of

Nursing (Minneapolis)

Looking Back At Health Surveys
In their thought-provoking paper (Nov/Dec

07), Marc Berk and colleagues conclude that it
is unclear whether policymakers today are
basing decisions on health survey data that are
of higher quality than—or even the same qual-
ity as—those from twenty-five years ago. They
suggest that one way (among others) to im-
prove the quality of federal health surveys is to
devote more resources to exploring and assess-
ing the methods of the collected data. Al-
though supporting more methods research
might well be money well spent, my sense is
that if more of the findings of earlier health
survey methods research had been applied, the
quality of today’s data would be better.

Berk and colleagues note that an investiga-
tion specifically designed to inform the devel-
opment of the 1977 National Medical Care Ex-
penditure Survey (NMCES) was “the first
major effort to undertake wide-ranging meth-
odological work on focused collecting health
spending data.” In fact, a methodological study
titled Total Survey Error: Efforts to Improve Health
Surveys (Jossey-Bass, 1979), which I undertook
with Judith Kasper, Martin Frankel, and other
colleagues, based on the earlier 1970 National
Health Survey of Use and Expenditures un-
dertaken by the Center for Health Administra-
tion Studies and NORC at the University of
Chicago, also explored the quality of health
spending data.

On the basis of comparisons between sur-
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vey findings and physician, hospital, and in-
surance records, we suggested that the quality
of survey estimates might be improved by
greater emphasis on correction of bias instead
of the traditional focus on random error. We
showed differential bias in some survey esti-
mates of disparities in use, spending, and in-
surance coverage according to respondents’
ethnicity, poverty level, and health status. We
also proposed different models for using bias
assessments for improving survey estimates.

The limited extent to which the early find-
ings of Total Survey Error and other later meth-
odological studies have been used to improve
the quality of health survey data suggests that
more attention might be given as to how to use
what we already know—as well as doing more
methodological research.

Ronald Andersen

University of California, Los Angeles,

School of Public Health

Looking Back: The Authors
Respond

Ron Andersen correctly notes important
methods work completed before the National
Medical Care Expenditure Survey (Medical
Economics Survey) was conducted in 1976 and
published in 1977. The 1976 effort, however,
was the first health spending study devoted
exclusively to the study of methods. It was
conducted in only two sites and wasn’t used in
any policy analysis that we are aware of.

Anderson is correct, though, that the study
by the Center for Health Administration Stud-
ies and NORC at the University of Chicago
was conducted in 1970 and, thus, predates the
1976 effort. The 1970 study made important
contributions to our knowledge about collect-
ing health spending data; it also had a major
impact on the conceptual way in which access
to care is measured.

Although we agree that the field hasn’t al-
ways made maximum use of what is already
known, the contribution of Total Survey Error to
the design of the surveys preceding the Medi-
cal Expenditure Panel Survey (MEPS) was
substantial, particularly with respect to devel-

oping provider surveys used to verify house-
hold-reported information. Indeed, the federal
government provided all members of the origi-
nal MEPS design team with a copy, and staff
members were expected to be familiar with it.
One such member was Steve Cohen, who,
along with Carolyn Clancy, wrote a second
letter responding to our paper, which follows.

Marc L. Berk, Claudia L. Schur, and

Jacob Feldman

Social and Scientific Systems

Silver Spring, Maryland

AHRQ And Data Collection
The paper on twenty-five years of health

surveys (Nov/Dec 07) by Marc Berk and col-
leagues provides an informative overview of
the diverse set of increasingly complex and
competing challenges that health surveys con-
front, as well as raising important consider-
ations for future improvements.

As the U.S. Department of Health and Hu-
man Services’ (HHS’s) data council cochair,
the Agency for Healthcare Research and Qual-
ity (AHRQ) strives to ensure that HHS’s in-
vestments in collecting data are efficient and
well coordinated and that core data systems
generate information to address and anticipate
high-priority policy data needs.

In sponsoring major health care surveys—
such as the Medical Expenditure Panel Survey
(MEPS)—AHRQ is committed to ensuring
the integrity, timeliness, and use of these sur-
veys to inform health policy and practice, at
the same time ensuring that they are designed
according to high-quality, effective, and effi-
cient statistical and methodological practices.
Many of the survey innovations and design im-
provements in MEPS have come about
through survey integration and our ongoing,
targeted investments in methodological and
statistical research.

Although difficulties encountered by de-
clining cooperation levels, privacy concerns,
technological changes, and an increasingly
complex health care environment aren’t likely
to dissipate in the short term, emerging inno-
vations in health information technology, more

5 8 6 M a r c h / A p r i l 2 0 0 8

L e t t e r s

by guest
 on October 27, 2014Health Affairs by content.healthaffairs.orgDownloaded from 

http://content.healthaffairs.org/


pervasive adoption of standardized electronic
health records, and more systematic applica-
tions of Web-based surveys with enhanced
data security features might serve as addi-
tional venues for future data quality improve-
ments. Additionally, the research and develop-
ment undergirding surveys will also facilitate
continued efforts to improve the validity of in-
formation about populations of greatest con-
cern to researchers and policymakers.

Steven B. Cohen and Carolyn M.

Clancy

Agency for Healthcare Research and

Quality

Rockville, Maryland

AHRQ And Data Collection: The
Authors Respond

Steve Cohen and Carolyn Clancy correctly
note the importance that the Agency for
Healthcare Research and Quality (AHRQ)
places on producing accurate and timely esti-
mates. AHRQ has not only conducted impor-
tant methodological work, it has also made
major efforts to disseminate study results. The
Medical Expenditure Panel Survey (MEPS)
findings related to survey methods are a sta-
ple at many visible research conferences, are
published in peer-reviewed journals, and are
available through the MEPS Web site. MEPS
data have proved to be of enormous value to
policymakers. The innovations that Cohen
and colleagues incorporated into MEPS have
also influenced the way in which other surveys
are conducted.

Because of the increased need for better
data, we believe that additional investments
are warranted. We agree that the innovations
and improvements in MEPS have come about
through “survey integration and…ongoing, tar-
geted investments in methodological and sta-
tistical research.” Given the usefulness of this
research, however, we believe that the U.S. De-
partment of Health and Human Services
would be well served by less “targeting.”

There is still much we don’t know, and our
paper describes the changing environment
that has made these challenges difficult. Issues

that need to be dealt with include declining re-
sponse rates, concerns about privacy, the
growth of cell phone–only households, and so
on. Whether or not new research will “include
continued efforts to improve the validity of in-
formation” on populations of most concern is
ultimately an empirical question that will de-
pend, in part, on the funds allocated for such
research.

Since MEPS contains extensive validation
data from provider surveys, it is ideally suited
to supporting additional work. In our paper,
we raise the possibility that data quality might
be worse today than in previous years. MEPS
is the ideal vehicle to use to test this proposi-
tion. By comparing the congruency between
household- and provider-reported data, we
can look beyond response rates (an overly sim-
plistic measure of quality) and instead focus
on how data accuracy has changed over time.
We remain confident that AHRQ and other
agencies will be well served if policy-
makers take a longer-term perspective and in-
crease investments in survey methods re-
search.

Marc L. Berk, Claudia L. Schur, and

Jacob Feldman

Social and Scientific Systems

Silver Spring, Maryland

The Uninsured And Affordability
In their paper about mandating health in-

surance (Nov/Dec 07), Sherry Glied and col-
leagues offer suggestions for making such a
mandate more effective in increasing the num-
ber of people with health coverage: compliance
should be easy and relatively inexpensive, pen-
alties for noncompliance should be large
enough to matter but not too burdensome, and
enforcement should be aggressive. An addi-
tional requirement, not mentioned by the au-
thors, is widespread agreement by the public
that the mandate is necessary and desirable—
even when it is applied to them.

On all of these counts, a mandate is likely to
fail if it is a prerequisite to reform and unneces-
sary if more difficult steps are taken to lower
the cost of coverage and improve the value of-
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fered by health insurance. By focusing nar-
rowly on the mechanics of a mandate, Glied
and colleagues do not consider whether the
coverage itself is affordable and attractive.
Massachusetts’ $219 tax penalty for 2007 for
being uninsured pales into insignificance com-
pared with a premium for single coverage,
which ranges from $2,100 to more than $6,000
annually.1 The 2008 penalty jumps to as much
as half the cost of the premium—too severe to
be levied on many uninsured people. By ex-
empting nearly 20 percent of uninsured adults,
the state’s Connector Board recognized that
the mandate would be a continuing source of
political controversy and ineffective in increas-
ing unsubsidized coverage unless the cost of
insurance could be brought down.

When a mandate appears necessary be-
cause people are not willing to buy insurance,
it is unsustainable. The solution is not tougher
noncompliance penalties or higher taxes to fi-
nance more-generous subsidies or more-
restrictive insurance regulation. Instead of at-
tempting to micromanage the health sector,
sensible policy would take advantage of mar-
ket incentives to reduce inefficiency and pro-
mote a high-value health care system.

Joseph R. Antos

American Enterprise Institute

Washington, D.C.

NOTE
1. Premium for a 30-year-old individual living in

Boston, Massachusetts, taken from the Com-
monwealth Connector’s Web site, http://www
.mahealthconnector.org/portal/site/connector/
menuitem.55b6e23ac6627f40dbef6f47d7468a0c/
?fiShown=default (accessed 17 December 2007).

The Uninsured: An Author
Responds

Joe Antos is correct in asserting that a man-
date will not be effective unless the public
views it as appropriate and the coverage man-
dated as affordable and desirable. But, as the
experience of childhood immunization and
seat belt mandates suggest, a mandate might
be necessary even if these conditions are met.
In a world where people have many choices

and little time, mandates provide an indication
of urgency and importance that can lead those
who are indifferent about coverage—the neg-
ligent procrastinators among us—to reprior-
itize and move health insurance higher up on
their to-do list. As we argue in our paper, man-
dates are no substitute for subsidies, high-
quality coverage, or administrative simplicity,
but they remain attractive because they have
an important, albeit limited, role to play.

Sherry Glied

Mailman School of Public Health

Columbia University

New York, New York

Protecting The Veracity Of
Practice Guidelines

The well-grounded conclusion of Brooke
Herndon and colleagues (Nov/Dec 07) that
expanding the disease definition for osteopo-
rosis provides some benefit but also increases
the risks and costs of therapy is true for many
diseases. Given the recent lackluster drug de-
velopment on the part of the pharmaceutical
industry, drug companies would like nothing
more than to expand indications for existing
products. By issuing practice guidelines, pro-
fessional societies—inadvertently or inten-
tionally—are abetting industry’s desires.

Because practice guidelines are the basis for
many therapeutic recommendations, their ve-
racity is critical. Unfortunately, guidelines
produced by several professional societies have
been tainted not only by industry support, but
also by heavily conflicted guideline committee
membership.1 Minimizing industry-favorable
bias in practice guidelines is essential to at-
taining objective recommendations and pro-
tecting patients. Professional organizations
usually “manage” such conflicts by disclosing
the conflicts of sponsors and panel members;
few disclose the dollar amounts. But because
disclosure is a necessary but insufficient
method of preventing industry-favorable bias,
other methods must be used.

Asking the Institute of Medicine (IOM) to
redo treatment guidelines, as Herndon and
colleagues suggest, is impractical. What then?
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Medical organizations must find sources to
support their guideline development other
than companies that would benefit from their
recommendations. Guideline panels should
have a minimal representation of conflicted
members; if, as recent data show, only about
one-quarter of senior academic physicians
have financial conflicts, there should be plenty
of talent to go around. Conflicted experts
should be allowed to testify on guideline pan-
els but not to vote. An outside, nonconflicted
ombudsman could be asked to participate or
to screen potential panelists. Experts in data
analysis without specific domain knowledge
should be impaneled. If the guidelines are
cleaned up, rational conclusions should follow.

Jerome P. Kassirer

Tufts University School of Medicine

Boston, Massachusetts

NOTE
1. J.P. Kassirer, “Professional Societies and Industry

Support: What Is the Quid Pro Quo?” Perspectives
in Biology and Medicine 50, no. 1 (2007): 7–17.

Practice Guidelines: The Authors
Respond

We agree with Jerome Kassirer about the
importance of minimizing industry-favorable
bias in practice guidelines. And we think that
Kassirer’s suggestions—independent funding
of guideline panels and minimal representa-
tion (and voting) of conflicted members—
make a lot of sense.

But we also suspect that there is a need for
some higher-level oversight of these panels. A
credible, independent organization—such as
the Institute of Medicine (IOM)—could serve
as critical infrastructure to help ensure that
the process is both consistent and independ-
ent. Possible roles include facilitating access to
unconflicted methodologic and content ex-
perts and establishing a standardized mecha-
nism for reviewing new guidelines (and dis-
ease definitions) as they emerge.

M. Brooke Herndon, Lisa M. Schwartz,

Steven Woloshin, and H. Gilbert

Welch

Dartmouth Institute for Health

Policy and Clinical Practice

Hanover, New Hampshire

Caring About Geriatric Care
Jerald Winakur’s Narrative Matters essay

about his father (Nov/Dec 07) resonates so
profoundly because millions of Americans—
doctors, nurses, and family members—are do-
ing their best to provide compassionate care
for aging spouses, parents, and grandparents
who suffer from a chronic illness or disability
and, in the process, are bumping up against the
inadequacies of the U.S. health care system.
There is a widespread and unmet need for
better geriatric care, care that encourages pa-
tient/family communication, interdisciplinary
teams, and responsibility for the patient across
settings from hospitals to long-term care and
rehabilitation facilities to home care.

Instead, health policy debates focus on pay-
for-performance, evidence-based benefit de-
sign, and information technology, which
largely will not respond to the complex needs
of those struggling to cope with multiple
chronic conditions, descent into dementia, or
the challenging issues with end-of-life care.
Even expanding traditional primary care will
not meet this need unless it is reformulated to
include geriatricians.

This is not rocket science. The right direc-
tion can be found in large, multispecialty
groups with salary-based physician compen-
sation. We need to look at the answers that are
right in front of us and base the focus of health
care reform on what patients need, what fami-
lies desperately want for their loved ones, and
the kind of care most physicians trained in ge-
riatrics want the privilege of providing.

Christine K. Cassel

American Board of Internal Medicine

Philadelphia, Pennsylvania

Caring About Geriatric Care: The
Author Responds

Christine Cassel recognizes what few with
policy-shaping power do: today’s health policy
debates are misguided and won’t improve the
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lot of many patients and their families. Her
book, Medicare Matters: What Geriatric Medicine
Can Teach American Health Care (University of
California Press, 2005), is a ray of hope to doc-
tors like me.

Thirty-two years into my medical career,
the logistics of my practice remain pretty
much the same. A real person answers my
phone 24/7; my patients don’t see physician ex-
tenders, hospitalists, intensivists, or proce-
duralists. Yes, they see specialists when
needed, under my cautious and overseeing
eyes, and, of course, other geriatric “team”
members whenever necessary.

The largest reimbursement I ever receive—
my “big-ticket procedure”—is for seeing a new
patient. When I respond to the “complex
needs” (to which Cassel refers) of my patients
and their families, I do so—now as in the
past—with no expectation that my time will
be reimbursed at all, let alone fairly. But I do it
because it’s the best way I know to get the job
done correctly.

Many of my primary care colleagues haven’t
survived the penuriousness of the Centers for
Medicare and Medicaid Services (CMS) re-
garding the services we provide. We have been
disrespected by the false assumptions of “rela-
tive value units” (RVUs) and backstabbed by
specialty-dominated organizations. These men
and women—my former colleagues—went
back and specialized, or now practice “bou-
tique” or “aesthetic” medicine, or turned their
offices into lucrative “research mills.” Some, in
desperation, joined the “large, multispecialty
groups” Cassel advocates—and were then
sucked dry by capitated managed care insur-
ance scams and parasitical practice manage-
ment companies. (I assume that Cassel had
other models in mind.)

What matters in medicine—especially in
geriatrics—is what has always mattered: wor-
rying about and advocating for our patients. If
these attitudes are nurtured in medical
schools, emulated by compassionate mentors,
demanded by advocacy groups, and valued
enough by society to be compensated fairly by
third parties—and Medicare/Medicaid sets
the standard here—then they will survive, and

our health care system will once again restore
the patient to the center of the paradigm. If
not, there will be few to minister to us in our
golden years. Only those trained to “do things”
to us will remain.

Jerald Winakur

San Antonio, Texas

Piping A Different Tune
This journal continues its tradition of pub-

lishing hostile reviews about Harvard Univer-
sity professor Regina Herzlinger’s books with
the one by Alan Maynard (Nov/Dec 07). After
introducing her book, Who Killed Health Care:
America’s $2 Trillion Medical Problem—and the Con-
sumer-Driven Cure, by gratuitously attempting
to stir controversy with another Harvard aca-
demic, he goes on to ignore the central argu-
ment of Herzlinger’s book, misrepresent her
views on important issues (such as pay-for-
performance), and conclude with a back-
handed slap at the morality of Americans even
as he misrepresents—or simply completely
misunderstands—American public opinion.

A review of all of the problems with
Maynard’s s review would require more ink
than the original, so I will confine my com-
ments to clarifying what Herzlinger actually
advocates. As in all other areas of society, she
sees progress coming from the bottom up, not
the top down, with empowered consumers
and entrepreneurial providers creating profit-
able arrangements, structures, and institu-
tions that will improve quality and conve-
nience while decreasing actual prices and
costs. (Costs are larger than just the dollar
price, as any person who has waited for, or
simply been denied, care because of budget
constraints in socialized medical systems
knows.)

Progress has been slower than Herzlinger
originally expected when she wrote Market-
Driven Health Care in 1997, largely because of the
efforts of established interests, both those that
profit from delivering the status quo (such as
hospitals that go to the government to block
competition) and academics and policy ma-
vens who earn their keep by providing justifi-
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cation for centralized systems. This book, like
her others, makes bold claims, moves swiftly,
and offers solutions to reform U.S. health care.

Although I do not support individual man-
dates, the book and author deserved better
treatment. Such treatment could have started
by assigning the review to someone who un-
derstands U.S. health care, not just the Euro-
pean view of it.

Sally C. Pipes

Pacific Research Institute

San Francisco, California

Piping: The Author Responds
Sally Pipes’ riposte to my review of Regina

Herzlinger’s book, Who Killed Health Care, offers
rhetoric and faith-based posturing but little
evidence. Whilst it can be intellectual fun and
politically advantageous to repeat the princi-
ples of bottom-up, market-oriented health
care, the practice is usually inflationary, ineffi-
cient, and inequitable.

The outcomes of public health care systems
can be similarly unattractive if poorly incen-
tivized. The lesson to be learnt is that faith-
based policy advocacy from market libertari-
ans and public-sector collectivists has to be
challenged and policymakers “confused” with
evidence rather than rhetoric.

Sadly, the supply of evidence in health care
is poor. Physicians practice the art of medicine
and fail to reveal to consumers that more than
half of what is offered to patients has no evi-
dence base. Patients allow themselves to be
experimented on in hope, closing their eyes
and minds to the possibility of continuing dis-
ability and the inevitability of death.

Where evidence of effectiveness exists,
public and market health care systems con-
done variations in clinical style and the failure
to deliver required and worthwhile care to pa-
tients. These behaviors are defended in the
name of “clinical autonomy,” which private in-
surers and public-sector regulators fear to
challenge, even when the clinical emperors
have no clothes with which to disguise their
unethical practices.

Evidence-based health care reform requires

greater transparency and honesty through im-
proved outcome measurements to demon-
strate whether investing billions makes pa-
tients better. This has to be complemented by
developing improved incentives in public and
private markets. Quasi-religious advocacy of
the “market solution” might assure the con-
verted but bring little solace to long-suffering
patients denied both appropriate care and the
protection of their wallets from avaricious
health care providers marketing modern-day
snake oil.

Alan Maynard

University of York (England)

Self-Sufficiency In A Complex
Society

I appreciate Gregg Bloche’s closely rea-
soned article on consumer-directed care
(Sep/Oct 07). As the chief medical officer of a
health plan, I struggled with the issues he
raises; it was with a mixture of pride and dis-
tress that I assisted in developing our plan’s
high-deductible health plan/health savings ac-
count (HDHP/HSA) option.

Bloche suggests some ways to reduce an
HDHP/HSA plan’s “reverse Robin Hood” effect
(redistributing money from the less advan-
taged to the prosperous), including first-
dollar, copayment-exempt coverage for “pre-
ventive services” and “high-value” services
related to chronic diseases. As a physician, I
have particularly struggled with these ideas.

The difficulty with a definition of preventive
services is easily taken care of by adopting the
recommendations of the U.S. Preventive Ser-
vices Task Force, the independent panel of ex-
perts convened by the Agency for Healthcare
Research and Quality (AHRQ). The problem is
translating the recommendations into plan
benefits. For example, mammography is billed
under three different codes: “screening mam-
mogram,” “diagnostic mammogram,” and
“breast MRI.” Clearly, the screening mam-
mogram is the preventive test. That is, except
for some whose breast structure cannot be ad-
equately visualized on just two views, who
routinely require the diagnostic mammo-
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gram—three views per breast—as a screening
technique. It appears that we will soon iden-
tify a group for whom breast MRI is the best
screening technique. If we exempt only the
screening mammogram, those who need the
others won’t receive the benefit of the screen-
ing exemption.

High-value chronic care is more problem-
atic. An exemption can’t be merely on the basis
of diagnosis and appropriate service. Physi-
cians will lie about diagnosis to benefit their
patients financially. Every chronic disease will
require instituting a high-value care protocol
to differentiate which care deserves advan-
taged treatment. This brings two problems:
the need for clinical record review to assess ad-
herence to protocol, and the flexibility to al-
low for changes in individual need away from
protocol.

HDHP/HSA plans reflect a certain Ameri-
can ethos about individual self-sufficiency that
flies in the face of the complex web that is our
society.

Roger K. Howe

Howe Healthcare Consulting

Little Rock, Arkansas

Integrated Practice Units Are
Bridges, Not ‘Archipelagoes’

I do not agree with the opinion of Alain
Enthoven and colleagues (Sep/Oct 07) that
freestanding integrated practice units (IPUs)
as proposed by Michael Porter and Elizabeth
Teisberg are unlikely to be an effective ap-
proach to improving the health of people with
multifaceted chronic diseases, such as diabe-
tes. I would characterize an IPU for diabetes
not as an “archipelago to navigate” but as a
bridge over the troubled waters of the uncoor-
dinated and non-value-based U.S. approach to
chronic care.

Our multispeciality group practice here in
Minnesota cares for 17,000 patients with dia-
betes, and I consider our diabetes center an
IPU. It is not a silo or archipelago, but a mobile
group of endocrinologists, educators, psychol-
ogists, and clinical researchers who serve as
the glue uniting and coordinating the various

teams providing patient-centered diabetes
care across our twenty-five practice sites and
hospital. Our diabetes IPU continually up-
dates primary care providers and specialists
dealing with the complications of diabetes; ad-
vocates for point-of-care A1C testing; embeds
IPU-certified diabetes educators in primary
care to review glucose monitoring data; ex-
plores lifestyle and psychosocial issues inter-
fering with glucose, blood pressure, or lipid
control; and ensures that high-risk patients
are supported between visits. It also provides
regional group education and support groups.

Patients with type 2 diabetes certainly have
a home in primary care (as Enthoven and col-
leagues advocate), but our goal is for patients
to also know their diabetes educator and en-
docrinologist. Patients with type 1 diabetes
have a home in endocrinology, but they are
seen regularly in primary care, where other
medical needs are met. A hospital-based IPU
educator can assist a hospitalist by communi-
cating with diabetes patients and their pri-
mary care team until a return clinic visit.

I believe that patients with diabetes, em-
ployers, and insurers will all find value in a
medical group or integrated delivery system
with an established diabetes IPU that helps
ensure results-driven, patient-centered team
care.

Richard M. Bergenstal

International Diabetes Center at Park

Nicollet

Minneapolis, Minnesota

Integrated Practice Units: An
Author Responds

In characterizing the Michael Porter and
Elizabeth Teisberg model as an “archipelago,”
we were referring to the isolated, freestanding,
integrated practice unit (IPU) that Porter and
Teisberg were advocating in their recently
published Redefining Health Care: Creating Value-
Based Competition on Results (Harvard Business
School Press, 2006). An IPU is unattached or,
in their view, unhindered by the kind of inte-
grated, comprehensive care system that they
put down as “second best.”
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Richard Bergenstal’s diabetes IPU is em-
bedded in Park Nicollet Health Services, one
of the largest multispecialty group practices in
the United States, providing care in forty-five
medical specialties and subspecialties. It is
fully capable of providing integrated, compre-
hensive care to its patients and serving as a
well-furnished medical home for them.

Alain Enthoven for the authors

Stanford University

Stanford, California

Poland’s Nursing Brain Drain To
The West

Linda Aiken and colleagues wrote in this
journal in 2004 about trends in international
nurse migration (May/Jun 04); during that
same year, the European Union (EU) ex-
panded. Since then, challenging work condi-
tions and low salaries in the new EU countries
in Eastern Europe have resulted in a great
many nurses’ moving across national borders
within the EU to practice in Western Europe,
creating a change in nurse migration patterns
in the process.

In Poland, the migration of Polish regis-
tered nurses within the EU increased greatly
after the country joined the EU in 2004. Dur-
ing the period from 1 January 2004 to 31 March
2007, a total of 2,139 Polish nurses (1.5 percent
of the country’s employed nurses) obtained au-
thorization to practice in five European Eco-
nomic Area countries: Great Britain, Ireland,
Italy, the Netherlands, and Norway. In com-
parison, during 2000–2003, only 386 Polish
nurses received authorization to practice in
four of those same countries.1

During the 2004–2007 period, the largest
number of Polish nurses (1,013) registered in
Great Britain, with the second largest number
(820) registering in Italy. After Great Britain
and Italy in the ranking of receiving countries
were Ireland (158 Polish nurses), Norway (111),
and the Netherlands (37). This ranking is also
a change from 2000–2003. In those years, the
countries (minus Great Britain) that received
the highest number of nurses from Poland had
been Italy (244), Norway (125), the Nether-

lands (11), and Ireland (6).2

Since the EU expansion in 2004, imple-
menting the principle of free movement within
the EU has been creating a nursing brain drain
in Poland, as the number of nurses employed
in Poland is systematically decreasing.

Joanna Lesniowska

Warsaw School of Economics

Warsaw, Poland

NOTES
1. The Nursing and Midwifery Council in Great

Britain does not have data on Polish nurses arriv-
ing and registering in the country during 2000–
2003; the data from Italy on Polish nurses come
from 22 of the country’s 100 regional nurses’
chambers.

2. Ibid.

Errata
(1) The paper “National Health Spending in

2006: A Year of Change for Prescription Drugs”
by Aaron Catlin and colleagues (Jan/Feb 08)
contained minor errors in Exhibits 1, 2, and 5.
In Exhibit 1, real GDP for 1970 should be 3,772;
for 1980, 5,162; for 1990, 7,113; and for 2004,
10,676. Also in Exhibit 1, real NHE, 1980 should
be $469, and 2000 should be $1,354. In Exhibit
2, for 2003, implicit price deflator should be
2.1; real GDP, 1.6; real NHE, 6.4; and personal
health care deflator, 3.8. In Exhibit 5, employer
contributions to private health insurance pre-
miums, 2006, should be 381.1. Also, on page 22,
third full paragraph, growth in physician
prices should be 1.8 percent, not 1.9 percent.
These errors do not affect the estimates or
analysis in the text. Corrected text and exhib-
its are available online at http://content.health
affairs.org/cgi/content/abstract/27/1/14. The
authors and Health Affairs regret any inconve-
nience these errors might have caused.

(2) The abstract in “Measuring the Health
of Nations: Updating an Earlier Analysis” by
Ellen Nolte and C. Martin McKee (Jan/Feb
08) contained a typographical error. In the
third sentence, the figure 17 percent should be
16 percent. The authors and Health Affairs regret
any confusion this error might have caused.
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