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Q =-- how you plan to repOSItlon or regaIn the
momentum or perhaps repOSItIon the plan to (inaudible.)

MRS. CLINTON. Well I don’‘t thlnk in general, but
as a foot soldier I‘11 tell you how. it fells. I don’t know
if I’'m on a high enough hill or not to be aware of everybody
is positioned.

I think we’re just going through a. natural kind of
~five and take, but I would not read too much into it. =
There’s a lot of jockeylng goeing on, which is understandable
‘and will continue for a while because we’re trylng to move
the action into the congressional (inaudible). And there’s a
natural concern on the part of all these interest groups
about how to get their strongest negotiating pOSltlon going
into that congreSSIonal (Inaudlble) ‘

So you look at somethlng llke the BRT thing you
referred to, I mean, if you talk to every one of those guys
and say to them, "Do you really support a health plan that
removes your tax deductibility and forces your workers into
the lowest cost plan?" they’d say, "Of course not, but we
want to be in a negotiating p051t10n, and we thlnk we’ll have
more leverage, both on the admlnlstratlon and the Congress,
if we do this." C

That’s their chOIce, but that doesn't partlcularly
concern me. That’s kind of their deClSlon .about how they’re
going to position themselves.

From my perspectlve, I think that, based on
everything I see out there, all the polls and focus groups
and everythlng I’m looking at,; there has been a steady’
support in the mid to high 505 for the plan, without any real
descrlptlon, and there’s overwhelmlng support for the key
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features of the plan. Any time you ask people whether they
feature getting rid of lifetime limits or whether .they

- approve of the feature of having a shared. respon51b111ty
between employers and employees, the range of support is from
60 on up.

- So this battle is just beginning and the one thing
‘I guess I’ve learned, watching legislative processes, is not
to overreact, and walt until the situation gels-a little and
continue to marshall support for the basic parts of what
we’‘re trying to achieve. And that’s what we’re doing.

So I’m not at all concerned about where we are.
We’re about where I thought we. would be at‘this point.

Q One of the things that I hear a lot from either
my doctors or people, doctors I llke, like my husband, is
there’s a real concern on the part -of those practicing
medicine and, to some degree, their patlents, that a new kind
of health care system (inaudible) is going to really affect
the time that they can spend with their patlents, that health
care providers are feeling very forced to see more and more
people. How do you respond to those kinds of concerns’

~ MRS. CLINTON: 'Well, that’s exactly what’s

- happening right now. I mean, the status quo is forcing more
~and more physicians into managed care systems. More -
employers are choosing such systems and eliminating choices
for their employees. And if we do nothing, the outcome will
be more and more closed panel HMOs, fewer choices for either
the patient or the physician, and 1ess time, with no increase

| - in reimbursement for the clinical time you spend with

somebody in your office, but a continuing downward pressure
on the price paid for the procedure, for the test, that is
the way we pay physlclans, on a plecework ba51s. '

So I say to phy51c1ans, Aif you're really unhappy
with what you see happenlng in medicine rlght now, if you’re
tired of patients calling you up and saying,. "Doctor, I'm
sorry, but my employer just changed p011c1es and I can’t come
to you anymore," then you have a lot té gain from changing
the status quo, where the cholces of your patlents would be
theirs, not thelr employers', where we will increase the
reimbursement for primary care phy9101ans because we know
that they’re underreimbursed compared to specialists, and
where you will have incentives in managed care to provide
preventive care as. part of the b351c benefits package, which
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will increase doctor-patlent contact, not:-decrease it.

so I would just ask them where they heard that it
-was going to .do all these thlngs.v They: probably heard it
from the advertisements by the 1nsurance companies, which
don’t want any change.

Q@ So you think the admlnlstratlon will have to
make "Mr. Smith Goes to Washington" call to energize and .
counteract the lobbylng groups that are trying to serve their
best interests? I haven’t seen an appeal from you or the
White House -- I gquess that’s you, too -~ for the man in the
street to come out and demand that thelr 1nterests be served
rather than the (1naudible) :

MRS CLINTON: VYes, I thlnk that will happen but:
see, ‘until -- here’s the p051t10n we’re in now, which is why
I answered the first question the way I did. We don’t have a
bill yet because when we sent that up, we knew that it was
going to be chanqed in the commlttee process.

: We’ve got 5 different commlttees ‘that are the ma]or
committees, and I guess probably -about 10 more that are minor
committees on these issues,; - in both -houses, that are.-in the
process now of marking up a. bill: And there are going to be
variations in how they put together. the pleces, which is why
we’ve created kind of a bottom-line mentallty, which is
what’s overwhelmingly supported by the American public. They
want guaranteed private insurance without the kind of
limitations and costs that are associated w1th insurance now,-
and a comprehens1ve benefits package.

But Ways and Means may have a different approach
than Ed and Labor, which will have a different approach than
"the Senate Finance Committee, and so.forth. It’s very hard
. to enlist people in the abstract.

This is the way we see what'’s, happenlng The sort
of leadership of both houses,ylncludlng the committee chairs,
want us to continue doing what I’m doing -- coming to
Philadelphia, talklng about what ‘we think the plan is about,
positioning us in a way that is supportlve of the best health
care system in the world agalnst the stupidest financing
- system in the world which is what I said earlier, and to
continue to build publlc support for changlng the status gquo
in a certaln dlrectlon.
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: once there is a b111 once we know what we can -

: actually expect to get out of these .committees, there will be
tremendous public support. But right now, even the groups

- that represent large segments of the public are still

jockeying. You know, the seniors group want to krnow the best

deal they can get on prescription drugs. They think we’ve

got the best deal but they’re still’ shopplng. That’s all

part of this leglslatlve effort that's g01ng on. ;

But I think that you can count on 1ntense public
pressure being generated once we can say, "Write your member
and tell him to support Bill XYz ." - ‘We can’t do that right
now, and if we were. trylng to gin up that kind of support
around the President’s plan, when wé know there will be
changes in it, and we welcome those' changes because we want
there to be strong congre551ona1 ownershlp of 1t we’d have
to go through it all over again. .

So the tlmlng is == ’

Q So you’re ultlmately plannlng to do that?

MRS. CLINTON: Yes, absolutely.

Q (Inaudlble) Don s questlon, the s1tuatlon now  is
that the people who have .the most to galn by health care

reform are the sick and the poor -=-. no money, ho
organization. Those who have the most to lose by that are

| well organized and well funded. Now, that’s got to be

shifted. It’s going to take somethlng to enlighten the f
publlc to get hold of their congressmen and senators and talk
about this. '

' But I thlnk the kinds of thlngs that happened
" today, with the First Lady presenting the 1ssues and showing
what the stakes are. is. (1naud1ble) :

Q what is. your response to the . Specter chart. that
threatens, suggests that your preliminary proposals would
create this monster bureaucracy that would be 1mpenetrable
and create all kinds of a presumably patronage hires and take
it away from the private enterprlse°- What do you say to
that? - L :

MRS. CLINTON: Well, we’ve got a couple: of .
alternative charts, .if we want to get into a duel of charts.
I have one big chart which says “Republlcan Health Plan" with
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a total blank on it that I 1iké a'lot.” And I heve'another
chart which tries to show the exlstlng system, whlch is mlnd-
boggling. -

- And then I have an accurate chart which starts
w1th real people and how they would nav1gate the new system,
which is much s1mp1er than the ex1st1ng system.

I thought it was a very clever ploy. I mean,
that’s what they all are experts in, at clever ploys and
dlver51onary tactics so they don’t have to meet.the real
issues. The real message of that night was there’s no health
care crisis, which is patentily absurd and is not a tenable
political position. But if they want to have a duel’ over
charts, we can come up with charts, too.’

That’s been, from my perspectlve, one of their more
effective arguments, is to scare people that the government
will take over the system and that the government. will tell
you who you can go to and they’1ll take away your choice. And
we know we’ve got to counter that, and that has been
- something that we are. worklng on.,

Q What are your counterpolnts today’ -One can
adequately argue that you havén’t nailed in the balloon very
strongly today, that in one of the’ two major government-run
programs, Medicaid, this proposal ends government-run
medicine and it puts Medicaid - constltuents in: private sector
insurance, which 1s a huge step away. from government-run
med1c1ne. ;

MRS. CLINTON: You know, I think that I went back
and I looked at all the campalgns that were run against
health care reform efforts, startlng w1th Roosevelt,
including Truman, against Medicare and agalnst Medicaid,
until it kind of fell of its own weight against leon’gs
proposal. And it’s always the same argument -- the specter
of socialism, the specter of the government, it’s the specter
‘of people getting in there and taking over the system.

And this is not a government system. We’re keeping
private insurance. Some would argue. we -shouldn’t, that it
- would be certainly more efficient in many ‘'ways to eliminate
- them. But we’re keeping private insurance and we are
bulldlng on the system that works, the employer system. . -

You know, any time your opp051t10n has a lot of
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money, and there was one estimate that the opposition against
Truman, whlch was primarily organized medicine and the
commercial. 1nsurers, spent $60.- mllllon, and that was real
money back in 747 and ’48.

Any tlme_they,dOgthat,;ybu’ve«gpt to counter it.
But I think we’ll have more than encugh ammunition to counter
it. Lots of groups are organlzlng, raising money to run
counter—-ads and it’s just g01ng to take a whlle. :

' But most Americans =- you know, the press engages
so fast and they watch the deals and they watch the nuance
and they try to figure out who’s on first -- most Americans
are still digesting the State of the Union. I mean, this
other stuff hasn’t made any impression on them. ‘And the

support for health care reform has remained steady.

So most Amerlcans are ]ust klnd of waltlng for
Congress and the Pre51dent to get it done, and when it’s
appropriate, they’re going to be called oh to stand up and
express their support._ .

Q When do.you think 1t w111 get done?

R MRS. CLINTON: When do I’ thlnk health care will get
done? Well, I think we’re going to’ try to have a bill by the
August recess.. That’s the goal.; 2

(Inaudlble )
MRS. CLINTON: Yes.
Q (Inaudible.)

MRS. CLINTON: Well, by the August recess, that we |
could have a bill by the August recess. That’s what our hope
is. S :

Q Moynihan'said‘hé7sxpected the Senate to have a
bill on the floor by the middle of the year, which is June.

MRS. CLINTON: That’s what we’re aiming for. It’s
a very ambitious schedule. I mean, part of what we’re :
,struggllng with is thére’s never "been a piece of legislation
like that. I mean, asthard as the budget battle was and as
hard as NAFTA was, there’s -only one committee in each house
responsible, and we only had to deal and get it out of those
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one commlttees.

Now we'’ve got a much more compllcated 51tuat10n,
and it is unprecedented. The last huge piece of legislation
they tried was the energy bill ih the ’70s and they created a
- supercommittee for it. They wouldh’t do that this time
because everybody wanted their piece of it because they see
it as their legacy, you know., So- every committee wants to
have their mark on it.

So I'm not in any way underestlmatlng the process
difficulties of this, but I think we win either way. We
either get a bill by the August recess, which guarantees
prlvate insurance and deals with:the’ problens that people
" have in their heads about health’ care, or we have a midterm
election about health care. I ‘mean, either way is good for
the country, in my view, and the latter is good for Democrats
because if they. flllbuster, if they won’t come wlthrthe votes
"to get this done in.the right way, there’s nothing like a
" campaign to focus publlc attentlon, much more so than any

other way of doing it. - -

so I think it’s a wih-winjsituation.

Q One of the opponents, if I can remember who, of
health care reform when it was initiated, said a factor that
you don’t hear in current debate is the cost (inaudible) cost
.and the 1mpact on the deficit that’s leaning over us. I was
wondering, is it too early -to refocus on that? I haven’t
heard much conversation about that "and what 1mpact would it
have on reducinq the deficit? I understand we den’t which
version is going to come out, but what' is your ‘hope for that?

MRS. CLINTON: Well, we’re d01ng a lot better with
the deficit than we’ predlcted The latest figures from the
OMB are cen81derably higher even. than we thought they would
be. So we’ve made a lot of prcgress,~thanks to the budget
- and economic package last summer.

But there’s no doubt that -even though -+ I wish I
had all these charts; they’re all in color because we did
them on our Macintosh and they’re beautiful -- but even with
the charts, which show discretionary spending going down for
the first time and where the deflclt would have been. and now
where it will be, all that stuff we run into a brick wall in
about ’98-/99 because of health. .care costs.
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If you do not control’ health care. costs, you -do not
control the continuing reduction in the deficit. And the
President has said that ever since last year.

What you’ve got is an rnterestlng set of choices
for the Congress. Our bill does reduce the deficit. There’s
no doubt about that. Even an 1ndependent study by Lewen
(phonetlc) and Ass001ates, which is .a health care analysis
firm, concluded it does reduce the def1c1t even though we’re
puttlng more money into the system..

The other plans that are out there either do not
reduce the deficit or try to reduce the deficit by decreasing
expenditures of Medicare and Medicaid without making
comparable changes in the prlvate sector.

'So they reduce the deficit on paper in the short
run; they increase it in the leng run because if you ]ust
‘reduce Medicare and Medicaid, then- what’ .you’re d01ng is
‘throwing more uninsured into the system, which increases the
costs to the private sector, because of the cost-shifting,
which leads more employers to drop more employees, which puts
them into the pool where they’ re government-assisted. I
mean, all of - thlS is part. of the same unlfled system.

So the Presldent's,plan would_reduce the deficit
and it would reduce it considerably by 20002, but more
1mportant than that, because people can argue, "Well, would
it reduce it $50 b11110n° Would it reduce it $35 b11110n7"
There is no argument that the comprehensive approach we
proposed would avoid having the deficit balloon back up.
Cooper’s blll, the deficit goes wup. The Republicans, the
deflclt goes up. S ' ' '

So there isn’t any other bill out there that can
say it will control federal expendltures. .And one of the
great challenges for the Congress, as they deal with this, is .
to be honest about these other approachés. That’s why I view
‘this kind of boomlet around some of ‘these -other .approaches as
a negotiating position. I mean, these are being supported by
people whose positions are mutually contradlctory, and will
be shown to be so as we move forward 1n the debate.

Q I guess a questlon T have parrots somethlng that
folks like (1naud1ble) all say, which is that -- and we can
argue the merits of your (inaudible)  bottom line’ is that
‘you’re not really talklng ‘about. the- cr1t1ca1 savings that
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need to be made and prébably not being as straightforward as

you need to be with the American public, in terms of the kind
‘of trade-offs we’1ll have to make. You’re basically saying
that we can have more research, we can have all of the new

_ technologies, all of the new medlcal procedures, and the
costs that 'go along w1th it, and not have to return something

over here. :

I wonder if you can respond to that as a general
broadside against the plan. A

MRS.,CLINTON:i.Youﬂre right. ‘We’re not standing on
street corners saylng that decision X is ‘going to be :
- impossible to make in 10 years compared to decision Y,
because the way we’ve tried .to structure this is to push a
lot of those decisions down to the local and regional and
- state level. And I‘ve had this coénversation with some of
those peOple. ‘ : ' ~

From -our perspectlve, it is very difficult to
engage the American public in a discussion about rationing
the services, for example,_ln ‘the absence of uhiversal
coverage. I mean, Oregon is always talked about as this
»gréat,courageQUS'state that went forward on rationing. Yeah,
- they did it for the Medicaid population. They weren’t trying
to ration for the non#MediCaid‘population; ‘

So people could come together and very seriously in
their communltles say, "Well, what should those people on
Medicaid get or not get?". They were saying, "What should I
' get or not get?" : S o ' N

Until there is universal coverage, so that
everybody has a sense of securlty, ‘you are not going to get
that kind of discussion gelng in this country. But the way
we’ve tried to set this up is get universal coverage and you
provide services at the local level, w1th1n sone kind of
budget discipline, which forces peopla to make hard
decisions. Do they need an MRI or don’t they need an MRI?
Well they should de01de, not somebody sitting in Washington.

S0 I see thlS all as an evolution in order to get
to the point where those conversations. can be had because
‘right now when Dr. Koop and I go to medical groups, and I-
always say or he says later, I always say, "You know, right
‘now -we ration. The uninsured are three times more likely to
die from the same ailment as the 1nsured "
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And 1nvar1ab1y, whenever I say that, I m attacked
by doctors who tell me it’s not true, that’s not the way the
_.system works, and I must be mistaken. Or they say, "Well,

that’s true until they get to the hospital, but then surv1val
is the same." . .

DR. KOOP: It’s worse in the hospital.

MRS. CLINTON: And it's. worse in the hospital. So
we can’t have that conversatlon now about the facts that are
existing. So I think we need. to get to universal coverage
before we expect to have. any sensible conversatlon.

Q How about the other aspect of what Gill was’
saying, about the fact that it would have a chilling effect
on bringing around new drugs, a cure for AIDS, all that on
the biotech 1ndustry7 E .

: MRS. CLINTON:"were-you~implying that, because I
didn’t get that. o : o ' ‘ ‘

Q@ I don’t think I was. If indeed we had a tough
budget cap, 1t would force us. make de0151ons (1naud1ble)

MRS. CLINTON° Well “there is so much money in the
system right now that is mlsspent, poorly spent, that I don’t
think anyone who has really studied it, and I know Reinhardt
(phonetic) (inaudible) wou1d~argue that we’re going to
undermine research or pharmaceutlcal development in this
country if we try to have some kind of budgetary discipline.

I sald earlier today at the civic Center that all
last year I was just hammered, day in and day out, by the
biotech groups. I mean, they had’ everybody in the world
calling me, saying, "You know, you’re 901ng to destroy
biotechnology. Venture capitalists won’t invest in us
anymore. Wall Street’s turning their back on us. We're
going to have to go offshore for our money." - You know, it
was just, "The sky is falling," with all these people rushing
.around. : :

" End of ‘93, I went and got the statistics.
Investments in biotech firms were up 23 percent:. Venture
capitalists were pouring money into biotech,firms.

So from my perspectlve, that fear, which in some
cases I think is legltlmate and in other cases masks other
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interests, is rebutted,by the ﬁeiiowing.

Number one, we are pumplng more money into the
health care system. We are g01ng from 14.5 percent of GDP to
17.5 percent of GDP by the year 2002. And we are going to be
spending the money on more direct medical services, like v
research and prescription. drugs and the like, and far less of
it on paperwork, bureaucracy, insurance companles and the
like. So the net increase and: reallocation is huge for
medical care. :

Secondly, we are g01ng to be puttlng at least $15
billion a year into prescription drugs, which will go right
into the pockets of the drug companles. :

Thlrdly, drug companles “have a very hard
justifying, except by scare tactics; the prlces they charge.
And they keep saying the same thing: mIf you try to do
anythlng to us, we’ll go. out of bu51ness and 1t'11 be
terrible for Amerlcans." :

: Well, Americans fund. most: drug research dlrectly
or indirectly. We fund it through the NIH.. We fund it
through academic health centers.. We fund it in all different
kinds of ways. And some may ‘be. independent and totally free-
standlng, but that is the minority.

And yet Americans pay anywhere from 2 to 15 times
for the same drugs that are sold overseas, to people who've
made no contribution to the research or. -the development
because the prices are centrolled.

- We are not proposing- prlce controls, although T
have these arguments with the heads of all these drug
companies all thé time. We are proposing that we get
information about their costs, which we . then can make
available to the marketplace. They w111 not open their
books. They will not tell you what thlngs have cost them.
They’re all of "The sky is falling" school, so that no matter
what you ask them, they say, "If you make us do that, we’ll
just have to leave." . i S ’

So what we’ re trying to do: is to strike a balance.
We're putting more money into these guys, huqe amounts of
. money, but we’d like not to eontrol their prices, but we’d
like some better information so consumers and provxders can
make better decisions because.if we get that prescription
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drug ‘benefit in, Medicare will become the largest drug o
;purchaser in the world. .And we thlnk we ought to get things

- 1like discounts and we ought to get . some other breaks that we |
should get for that klnd of trade-off. '

SENATOR WOFFORD: The R&D cushion that the
pharmaceutical houses (1naud1b1e) I talked to a group of 11
pharmaceutical houses that are very altrulstlcally
(inaudible) concerned about health care in the Third World.
Those 11 companies have $30 million (inaudible).

so a lot can‘happen to (ihaudible.)

Q. You’ve made some strong points on the
(1naud1b1e) ‘budget issue coming up on the plane.

DR. KOOP: I’1ll tell you the facts of the matter,
because there are some personalltles. John Kitzhoffer,
(phonetic), who is president of the senate, put this thing
through in the beginning. (inaudible). So. am I and we have
‘people up there who were very much intérested in (inaudible).

And he invited us out ‘and we looked at it and we
found that if Oregon had reallocated its present resources,:
they could have given -everything to the Medicaid people
without taking from the poor to give to the poor. And I
tried to make thlS point today at the forum.

The medlcal profe551en and the states have to
reallocate resources because the federal government can’t
force them to do that. But the federal government eventually
will force them to stop doing thlngs that would back to
having necessary permits for planning and so forth, which you
don’t have to have if péodple will take charge of thelr own
‘respon51b111t1es.

MRS CLINTON° I just want to follow-up because.
this is. one of the key arguments we’re going to have in:
Congress. Our plan calls for premium caps. We adopted that
approach, as opposed to either a totally free market
.approach, which we believe will bust the deficit and lead to
escalating costs, or to a heav11y price-controlled approach,
,where you have set the price for every treatment that anyone
gives, -because we wanted not do what Dr. Koop was saylng.

We wanted to be able to say to d state or a reglon,
"Here are the budget parameters and- they will be a very
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comfortable cushion in which.YOuiwill make these deCisions.“

You go make the dec151ons. ‘I mean, Phlladelphla
may de01de, through its medical’:¢ommunity and whatever local
decision-makers are at. the table, that they want to limit the
number of MRIs and CAT scans in- Philadelphia because they
have more than they need. Pittsburgh may decide they’re
short, and so they want that within their.budget.

Q Why won’t the caps become ce111ngs°

MRS. CLINTON: Well I thlnk because we’ ve got the
competltlon under the. caps. I mean, part of what we think
makes this workable is that you’ve. got competing health
plans, each of whom are going to try to get our business,
each of whom is going to have to -offer competition based on -
both prlce and quality for the first time, but each of whom
is. going to have to prlce 1ts services within some kind of
budget discipline. :

And what we’re finding, in what we consider to be
analogous 31tuatlons, is that just as Dr. Koop pointed out
about Oregon, there is so much fat in the system that once
health plans really have to compete and hHave to make the hard
dec151ons, they’re coming in below ‘what the projected budgets
are, in places like Florida which have set of purchasing
plans. And we have no reason to belleve that won’t happen in
the entire country.

But as a backstop, these premium caps will be there
in the event that a health plan exceeds what should be a
reasonable amount. They re not g01ng to be put out of
business but they’re going te be told that they’ve got to: go
through and take a hard look agaln abeut how to reallocate
thelr resources. ,

Q One problem that I've cone across, the whole
issue of cost-effectiveness (1naud1ble) And underlying the
whole issue is the question of: what is cost-effective? And
most of the experts agree that the (inaudible), and yet in
this plan you’re relying heav1ly on someone determining cost-
effectiveness, and generally that tends to be the companies,
who have the financial incentive to try to show cost- :
effectlveness in favor of thelr ‘owh product.

_ How are you going to ‘deal with that? You have one
small agency now that's trying to learn somethlng about cost-
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"effectiveness. How do we trust the studies and what will be
trade-offs?. : : o g :

‘MRS, CLINTON: Well, that's where we agree with
-those who want to give a role to: the marketplace. I mean, we
want this to be worked out through the marketplace. And let
me just give you a couple of examples about where we see this

go1ng

If you look at the way we reimburse physicians:
today, it is largely done on a piecework basis. I mean, we
'stopped paying people who made clothes that way 50 years ago
~in many. instances, but that‘s what we still do with doctors.

‘There 1s,<therefore, no 1ncent1ve to be cost-
effective because you have to keep gaming and bulldlng up
your services. to be able to- get pald. o

: - Now, that 1s just a flnan01ng cost-effectiveness
that we think, if properly changed through other incentives,
could make a huge difference, and that has nothing to do

necessarily dlrectly wlth ‘quality -- :

(End of Slde l.).

"MRS. CLINTON: -- physicians in that position
every day. Or 1ntegrated .delivery networks, through a model
like Mayo, which is a mult1-spec1a1ty clinic, which, when it
started, was called socialism by the American Medical
- Association, where physicians are on salary, very good
salarles, but they’re not paid by the procedure.

You actually can be more cost-effectlve and
‘quality-driven. That’s one: of . the out-growths that we think
will come from reorganizing the way we finance health care,
so that cost-effectiveness, then through competing health
plans and people maklng some hard decisions, w1ll be joined
w1th quallty to glve us a better outcome.

Q I (inaudible) concerned at least from my
research, I think that there is:a great gap in our ability to
,'dlstlngulsh the study of what peeple seem to (inaudible).

You can take two drugs, and drug A will appear cost-effective
in one study and the company will go ahead and tout it that
way, and then drug B will be touted by -the other company.

A perfect example has . been the debate over TPA
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~ (inaudible) in the blood clot arena. And I thlnk that there
‘is great room there for a lot of- manlpulatlon. ,

‘ MRS. CLINTON. But let me" gc back to what I said
about the drug companies, and what we want from them, which
is information. You said it exactly right. ‘Where do doctors
get their information about ‘drugs? Tnitially from the drug
companies, and often unrelated to cost-effective or quality,
but who put on the best seminar or gave the best .brunch at
the medical society meetlng,‘all of .which is sponsored by big
drug companies.

We want more and better information, and that can
come through clinical trials and through other kinds of
research, but a lot of that is done before the drug goes to
market, but it’s not readily available except in the way the
- drug company wants to present it initially. And then you’ve

got to go through kind of real worild practlcal cllnlcal
trials to acquire a new base. -

If drug companies were. requlred as we’re asking
them to be, in the health care plan, to come to a health
board not to get their price set but to give information that:
that then be made available, we will be further along towards
determlnlng cost-effectiveness than we: are now, where we
start ba51ca11y from zero with competlng propaganda from drug
companies.

So none of this is going to happen overnlght I
mean, we have to change imbedded attitudes and practice
styles and behaviors of people. But right now, we need to
change the incentives initially that will move us in that
direction and then watch it carefully to make sure that it
unfolds correctly.

DR. KOOP: (Inaudible) is it shouldn’t even be
considered until you know what works and doesn’t work, in the
theory and practice of medicine. We don’t know that yet.
Now, if you knew that, then you can say, "Here are two things
that work. Which is cost-effectlve?" s '

- And one of the llttle-dlscussed things in the
President’s plan is the provision for- profe591ona1 ,
_foundations, which are totally professionally operated, the
- purpose of which is to study utilization, informed
decisionmaking on the part of patlents, and outcome research.
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And I would think moeyeafs from now, that there’s
no transaction a doctor will do in his office that doesn’t
automatically become a unit of evidence in outcome research,
so that what he can pull up on his ‘Computer in January is
quite different than he does in March, but he has contributed
to it all during that time. It takes it completely out of
commercial hands. ‘ S ' : '

MRS. CLINTON.' I just want to make one last point,
whlch is that Dr. Koop, who’s been. extremely helpful during
this process -- he’s given us lots of good advise and
actually read early drafts of the plan to advise us -- has
said over and over again that many features of this plan that
are getting no attention whatsocever, like the use of
technology, like the professional foundations -~ I’m never
asked about them and people are not paylng ‘attention to them
-- have, in the long run, the p0551b111ty of huge pay—offs
for the entlre system.

And what I worry about is that we will narrow the
debate and we will make marginal changes that are in the
absence of this kind of systemlc reform, and we will
therefore lose a lot of what’/s in this plan that kind of is
leading edge, like the technology and some of these quality
outcome things that in the absence of it, we will not be able
to do effectively under the. budget, as we currently have it
at the federal government and we will lose an opportunity to
get ahead of both the prlce and the quallty curve. »

So that’s why we went: w1th a comprehensive plan,
and people say it’s long and it’s complex, but everything’s
in there.. I mean, some of the competing plans are 400 or 500
or 800 pages long and they don’t have anything except the
financing and a few other features.

, So we’ve tried to leok at every 1ssue‘and put it
out there. And what we hdpe is that we can keep the focus on
~comprehen51ve reform and not have 1t narrowed too soon.

But I wanted to say; before I’m dragged out of
here, that you all have done a great job covering this. I
think that both the reporting and the editorials and the
cautions and the encouragements -and all that you’ve done in
your  coverage has béen among the ‘best in the entire country.
‘S0 I’m grateful for what you ve already done and. feel like
I’m preachlng to the choir in terms of what you all know and
what you’ve already communlcated. .
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But I can’t stress. how important that’s going. to be
for now, going forward. And I wish I could get other papers
to go at it with the kind of depth and understandlng that
you’ve brought to it because this his going to be hard enough
to do, and not hav1ng accurate 1nformat10n will make our job

even harder. . .
Q | Just among the best? (Laughter.)
(The interview was concluaed.). |

Tk kok ok ok
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