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A letterfrom America

To my friend in echocardiography:
I promised you at dinner a few months ago

that I would provide you with a report, albeit
opinionated, about the status of echocardiog-
raphy here in the US. As you know, this is a
near impossible task because there is so much
turmoil here about health care.

While you were waiting for my letter there
certainly were a lot of Mr and Mrs President
jokes. More than a few of us thought that any
President who jogged and then munched on a
fast food burger couldn't be serious about
other people's health care. Then things
changed and he appointed a lawyer, who hap-
pened to be his wife, to a position responsible
for making doctors prices lower. We didn't
mind the wife thing. The problem was that
she is a lawyer. In any event, we aren't laugh-
ing much any more.
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The US system is different
By now just about everybody knows we spend
a lot on health care in the US. It is more than
any country in the world and it represents as
much as 16% of gross domestic product and
is rising at a rate four times that of inflation.
Some studies show that more than 60% of
this money will be spent on a patient in the
last six months of life.

There isn't a European country that comes
close to this cost. We do have efficiency, how-
ever. Look anywhere in the US and you will
find it is not uncommon for the wait for an
elective cardiac catheterisation to be about a

day. In many cases, if the patient hasn't had
breakfast, the wait is less than an hour. I
know the waiting times in Europe are less
than they were a few years ago but no country
can compare with our one day.

I read that there were 41 open heart proce-
dures/100 000 population in the UK in 1990.
Our friends on the continent averaged a bit
more with a high of 84/100 000 (the Nether-
lands). At the same time in the US did
261/100 000! Yet we are not that different in
overall morbidity and mortality for cardiac
disease.
Nobody really says what the reasons are for

these differences. I surmise it must be due to
something other than us doctors. Maybe it is
because patients here demand a lot; or maybe
it is the government and its policies. Maybe
you folks in other countries know better how
to prospectively determine just when the last
six months will occur and have adjusted your
treatments accordingly. There is a new round
of jokes having something to do with, you are
not dead till you are dead in the USA.

What about echo?
It is very difficult to find hard data about
echo numbers. What with our government
partly covering everyone over the age of 65
(Medicare), some under age 65 (Medicaid),

assorted insurance companies (nearly 1500),
and consumers paying bills we have a hard
time keeping track of things. There are 36
million people here without any health
insurance and surely some of them have
echocardiograms. Just keep in mind there are
no accurate figures.

I searched and searched and found "indus-
try sources" with some estimates. You should
know that "industry sources" are those
people in health care who make a living
researching these numbers and then refuse to
be identified.

As you might imagine, estimates from
these sources varied a bit but weren't far off
from each other. They estimated that there
are between 10 000 and 15 000 active echo
machines in the US, which average between
2 and 8 patients/machine/working day. This
gives between 5 and 31 million patients
examined with echocardiography each year. I
thought this was pretty high as it indicates
that 2-12% of our population had echo-
cardiograms every year (we have 255 million
population at last count). None of the
"industry sources" flinched when I men-
tioned this.
Our Medicare system published some con-

troversial numbers awhile ago. Between 1986
and 1989 most Medicare-paid cardiology
office visits and procedures grew about 70%
in absolute numbers and about 100% in cost.
No, the number of Medicare patients did not
rise at the same rate. The echo numbers were
even more impressive, rising 143% in
absolute numbers and 236% in cost in the
same time period.
Somebody said I shouldn't believe these

data as there was some clerical problem. I
don't really know. The sales of echo
machines in the US (and the world) rose
significantly during that period. Educational
meetings were packed. Our number of proce-
dures here at Duke rose dramatically also. I
suppose practitioners other than I have
figured out that echo is useful.

You have to understand how we charge
You made a lot of fuss about how we charge
between $500 and $700 for a combined echo
and Doppler study in the US. No matter
what happened over recent decades there
were times when there was full payment and
times when there was no payment for an
echo. When patients could not pay most cost
centers (by no means all) provided the service
and passed the expense along to those who
could. Government programs paid less than
others and insurance companies negotiated
deals and limits. Progressively the payments
got to be lower and lower and the charges
higher and higher. "Cost shifting," somebody
called this. Another called it "fiscal responsi-
bility."
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A letterfrom America

It was, after all, a way of providing services
to those who could or. couldn't pay. Some
people in other countries heard about our
system and had visions of massive numbers
of people being turned away without any
services. We didn't cover everybody but we
tried. "Cost shifting" was an attempt to keep
things going. Echo just reflected the whole
system.

What is happening now?
Right now there is a lot of activity. Congress
is getting involved (more lawyers). We are
just waiting for sweeping changes but they
don't appear imminent. Most doctors don't
say much as most feel guilty, whether or not
they deserve to.
The President published a plan but very

few seem to understand it. He says it is based
on "managed competition," which
supposedly means that the government will
stay out of the solution. The scholar who
invented the term says no, the President
doesn't understand, and government influ-
ence will just grow bigger. Whatever we end
up with, the fear is that our new system. will
be patterned after that in another country to
our north that is also going broke trying to
pay for health care.

Since nobody could explain the plan to me
I ordered a copy from our bookstore. I
wanted to explain it first hand to you. The
clerk couldn't find the title in a list of govern-
ment publications. I don't take this as a bad
sign at all. Winston Churchill said something
about trusting Americans to always do the
right thing after we have exhausted all other
possibilities. It is probably all a matter of
time.

Don't get the idea that while we are
waiting that there is no activity. The current
governmental system is just as responsible for
adding to the confusion as everyone else. You
probably already heard about our RBRVS
program implemented last year by Medicare.
It stands for Resource Based Relative Value
System and tries to relate the payment for an
echocardiogram and a Doppler to that for
other procedures.

It is quite something. We have to argue
how an echocardiogram is like or unlike an
ultrasound examination of something else,
maybe a gall bladder. The arguments can get
pretty exotic, especially in relation to the GI
procedures. It is, after all, a way of getting
things done in the meantime.

Payments, I assure you, never cover the
costs and everyone blames everybody else.
You and I might have a rough idea about the
actual cost of an echocardiogram but in this
system don't use logic. Most people agree
that if you only saw Medicare patients you
could not practice medicine the way we do
today. I don't know what's right.

In this give and take it gets worse. Over a
year ago we had a proposal in some sections
of our country that Medicare would only
allow one echocardiogram/patientlper year! This
would probably work really well in patients

with atrial myxomas but not so well in more
common disorders. We hoped that other
common procedures would be included. If
each Medicare patient had one echo and one
upper GI series then patients could barter a
GI study for an echo if they needed more
than one. This seemed like the consumer
based version of the RBRVS system. You
laugh. The one echo/patient/year proposal is
still viable in places.

There were proposals by Medicare-related
officials in some States to adopt lists of
approved diagnoses for echo and Doppler.
There was nothing wrong with the rationale
but it also got out of hand-witness the fact
that in one state beriberi heart disease made
the list and coronary artery disease did not.

Last summer the Medicare folks
announced they wanted to put forth a 50%
reduction in reimbursement for all Doppler
studies performed at the same time as a two-
dimensional imaging study. Now I don't
know how you do these procedures, but it
seemed a bit far-fetched to most of us to be
doing Doppler without imaging studies. A
month ago the proposal was withdrawn with
the proviso that echo and Doppler would be
revisited in some other way.

Machines
Even those who manufacture the equipment
that we use are involved. There still remain
about 20 manufacturers of machines in eight
countries that image with ultrasound in and
around the heart. This must mean that busi-
ness was pretty good, although I understand
that now some companies have recently expe-
rienced sales lagging behind projections and
have laid off employees.
The costs of machines keep going up and,

from my perspective, we doctors keep
demanding more and more. I just hope all
our demands really result in increased diag-
nostic capability as the cost of a new upgrade
or a machine every few years can be prohibi-
tive. I understand one test of the financial
reserves of a society connected with echo-
cardiography is if the society can afford to
buy one machine. My suspicion is that it will
be awhile before the BSE can.

The bottom line
The 1993 statistics in this laboratory show
that the volume of studies did not grow from
the previous year, and this was the first time
in almost a dozen years. Our university busi-
ness folks report that reimbursements are
falling, and the projections are for deficits like
we have never seen before. We are surviving
and reorganising. Other institutions are
closing beds and laying off health care staff. I
just haven't seen this in health care before.
Our government sponsors most academic

research in the US and our research programs
started to dwindle across the country
years ago. They were an early casualty of
government cutbacks. Ultrasound companies
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then stepped in with good intentions but
were without the infrastructure to evaluate
proposals on pure scientific merit. Accord-
ingly, we are inadvertently shifting to research
programs in echocardiography that are mar-
keting based rather than scientifically based. I
haven't seen this before either.
Maybe the current talk about outcome

based research will result in a new wave of
activity in echocardiography. Edler and Hertz
established echo in part to influence the out-
come of patients with mitral regurgitation.
Much research in echocardiography has been
focused on description of disease. At last
maybe we face the practical utility of our
technique. The work of Edler and Hertz
keeps reminding me that the goal of all that
we do with cardiac ultrasound is to make sick
people well. We should not be distracted
from this goal.
As you listen to the American polemic

regarding health care you might conclude
that there are some here who believe that
it was our unique epiphany that modem
medicine demands huge financial and other
resources. This is not so; most of us under-
stand well that you also face the same
problems. For almost a century we have
struggled to implement scientific advances
into the care of patients. Our technologic
capabilities just got ahead of our ability to use
them correctly and we are undergoing an
adjustment.
We share the excitement of working with

colleagues from around the world to use car-
diovascular ultrasound to solve the problems
of patients with heart disease. We have a
mutual responsibility to seek the proper place
of this incredible technique in complex
economic times. Write soon.

Sincerely,
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