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The Impact of Managed
Mental Health Care on Women

AUDREY R. NEWELL, MD

.GREGORY M. SALTZMAN, PhD

By 1995, 108 million Americans were
enrolled in managed care mental health
programs. Managed care is likely to
have a differential impact on women,
as indicated by epidemiologic patterns,
psychodynamic theory, and data from
outcome and cost studies. The chal-
lenge of providing compassionate,
confidential, and effective care within
a budget can be solved by a combina-
tion of new treatment methods, better
focused managed care interventions,
and legislation.

Managed care has had a large and grow-
ing influence on the provision of mental
health services. In 1976, 6 million Amer-
icans in health maintenance organiza-
tions (HMOs) were virtually the only
people with managed mental health care
outside of public sector programs. At
that time, the HMO provided both
mental and other health care services.

In the early 1980s, conventional fee-for-
service (FFS) insurance plans also began
to manag= mental health care. Berween
1984 and 1987, the proportion of those
with FFS health insurance whose mental
health benefits were managed rose from
5% to 44%.' By 1992, 78 million Amer-
icans were enrolled in managed mental
health programs; and by 1995, that
number had risen to 108 million.?

In addition to covering more patients,
managed mental health care programs
have adopted a wider array of cost-
curting approaches, particularly in FFS
plans. Early FFS managed care plans
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(circa 1984) entailed only utilization
review; but by 1990, they entailed both
utilization review and selection of
providers.? Under this more recent
arrangement, the managed care com-
panies have established nerworks of
providers who agree to work for lower
hourly fees and adopr a short-term
approach to treatment.* Referrals are
then limited to network providers.
Another important managed care

. development in the 1990s has been the

mental health “carve out,” which sepa-
rates management of mental health bene-
fits from that of other health plan bene-
fits. In carve-out contracts, which both
HMOs and FFS plans now use, man-
aged behavioral health care companies
accept capitated payments to cover all
mental health services provided to
enrollees, thereby assuming the risk of
cost overruns.> When HMOs use mental
health carve-outs, they essentially replace
one overall capitation system for all ser-
vices with two more specific systems—
one for mental health, the other for
remaining health services.

Managed mental health care came
about for several reasons. Efforts in the
1970s and 1980s by patients, caregivers,
the National Alliance for the Mentally
11’ and the National Institute of Mental
Health® to destigmatize treatment for
mental illness and chemical dependency
led more people to request mental health
care.” Effective burt costly new medica-
tions such as clozapine and fluoxetine
were developed. Entrepreneurs buile
many private, for-profit psychiatric hos-
pitals in the 1980s; and these hospitals
used what two managed behavioral
health execurives called “aggressive mar-
keting practices.” For all these reasons,
psychiatric costs rose faster than other
medical costs,' and government and
industry payers reacted strongly. Although
the rise in costs was entirely accounted
for by the increase in adolescent and
substance abuse hospitalizations,' payers
instituted across-the-board policies to

limi all types of psychiatric care. Man-
aged behavioral health care companies
have secured contracts with employers
and some state Medicaid programs by
demonstrating their effectiveness in
reducing expenditures on mental health
services,” and not by demonstrating
improved clinical outcomes or even
improved cost/benefit ratios.

Impact of Managed Care

on Mental Health Services

There is compelling evidence that the
HMO form of managed care has had a
substantial effect on mental health ser-
vices. The Rand Health Insurance Exper-
iment, which randomly assigned families
into HMOs or traditional FES health
insurance plans, found that HMO fami-
lies incurred much lower outpatient
mental health costs due to fewer outpa-
tient visits per user, substitution of psy-
chiatric social workers for psychiatrists
and psychologists, and use of group
rather than individual therapy.'® A ran-
domized trial of Medicaid patients in
Minnesota found that short-term out-
comes were similar for most psychiatric
patients in FFS and capitated plans, but
that the 370 schizophrenics studied (who
were more seriously ill than most other
psychiatric patients) did better in the
FFS plans.' Likewise, an observational
study of depressed parients found that
ourcomes were similar for patients in
FFS and capitated plans for those treated
by psychologists, other therapists, and
general medical clinicians, but that
depressed patients treated by psychiatrists
(who tended to be sicker than patients
treated by other clinicians) did better in
the FFS plans.'? Among the depressed
patients treated by psychiatrists, the dif-
ference berween the FFS and capitated
groups was equivalent to half the capi-
tated patients acquiring an additiona!
functional limitation—being prevented
from working around the house or at a
paying job, for example—that the FFS

patients did not acquire.
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No randomized controlled trials have
assessed the impact of more recent forms
of managed mental health care in non-
HMO plans, such as utilization review
and high-cost case management,'® or
limiting referrals to providers with low
fees and low-cost practice styles. Never-
theless, studies in non-HMO settings
suggest that managed care reduces mental
health treatment costs for the insurance
plan. For example, a mental health carve-
out contract for the Medicaid population
in Massachusetts (the first state with a
statewide managed mental health plan)
reduced expenditures from the level
projected without managed care by an
estimated 22% in one year.'¥ Similarly,
corporations such as IBM, Federal
Express, and Dupont reported expendi-
ture reductions of 30% to 50% when
they signed managed care contracts for
mental health services.’

One reason for these cost savings is
thar utilization management has substan-
tially shortened lengths of stay for inpa-
tient psychiatric care.’ Another is that
managed care companies select nerwork
providers who will accept lower hourly
fees and tolerate limitations on both
treatment goals and the number of ses-
sions.'® Clinicians have reported that
managed care plans typically limit out-
patient psychotherapy treatment to 6
or fewer sessions, even when both the
patient and the provider believe more are
needed and the benefit plan claims to
provide up to 20 sessions per year.!”
Anecdoral reports indicate that, in some
managed care plans, physicians prescrib-
ing psychotropic medications have been
told to see patients less frequently and
for shorter intervals—sometimes as lirtle
as 15 minures. Such restrictions on
medical practice can make it difficult for
physicians to assess the medicarions’
effectiveness, detect and manage side
effects, and determine which symproms
should be treated with more or different
medications and which should be treated
with therapy. -

Many HMOs and other managed care
plans have recently imposed gag orders
prohibiting providers from discussing
with patients more comprehensive and
higher quality treatments not approved
by the managed care company. In
response, 16 states adopted laws in the

brief span from January to September
1996 nullifying such gag orders. The state
senator who sponsored the Colorado law
“said she learned abourt gag clauses from
psychologists and psychiatrists who
worked for HMOs that allowed only
three or four visits with each patient. The
therapists, she said, were not allowed to
tell patients of these limits, so the patients
did not realize that they might need
more care” (New York Times. September
17, 1996: A9).

Has the increasing role of managed
care in mental health services had a dif-
ferential impact on women? Restricting
access to any subsidized good or service
(such as health care covered in whole or
in part by insurance) and forcing con-
sumers to pay more if they really want it
obviously has a disproportionate impact
on low-income people; and despite
recent progress, women still have lower
average earnings than men.' This article,
however, focuses on issues distinctive to
mental health services. Epidemiology,
psychodynamic theory, and data from
outcome and cost studies all provide
tools for analyzing these issues.

The Epidemiology of Mental Illness
Although controlled studies have demon-
strated that women are not more likely
than men to acknowledge that they have
psychiatric symptoms such as depression,'?
women seek mental health services more
frequendy than men.?*? Thus, a policy
limiting psychiatric services more strin-
gently than cardiac services, for example,
would have a disproportionate effect on
women; and some reports indicate that
psychiatry has, in fact, faced more exten-
sive intervention by managed care than
have many other medical specialties. ¢
Furthermore, women have different
kinds of psychiatric conditions than
men. Women are three times as likely as
men to have depression® and borderline
personality disorder; nine times as likely
to have anorexia or bulimia; and two to
three times as likely to have phobias,
panic, and generalized anxiery disorders.?
Boys and men, by contrast, predominate
in antisocial personality disorder, sub-
stance abuse,® attention deficit hyperac-
tivity disorder (ADHD),* early-onset
schizophrenia, autism, and learning

disabilities (LD).??

Because of the differing psychiatric
conditions of women and men, managed
care restrictions on mental health services
may have a disparate impact on women.
Some of the psychiarric illnesses in which
men and boys predominate require med-
ical treatment, bur the great majority of
treatments for autism, ADHD, and LD
need to be carried out by the schools.
Treatment for the conditions in which
women and girls predominate is almost
exclusively the responsibility of the
health care system, and this partially
explains why, although men and women
have the same rates of psychiatric disor-
ders in any given year,? women seck
assistance from the health care system
more frequently than men and are there-
fore more affected by policies Jimiting
such care.

Policies limiting outpatient care to
“acute” conditions amenable to short-
term therapy and crisis resolution, now
a part of many managed mental health
services contracts, will have a differential
impact on certain patients, most of them
women. For example, until a change in
Massachusetts law made the practice
illegal, Harvard Community Health Plan,
as many other HMOs, limited mental
health benefits to patients with “psychi-
atric conditions of recent onset which are
judged subject to significant improvement
through relatively short term therapy.”*
As a Harvard Community Health Plan
psychiatrist noted, “Defining benefits
this way limited expenses by excluding a
group of disorders likely to require espe-
cially costly care.”” Or to give a current
example, M-Care HMO in Michigan
specifies that the 20 outpatient mental
health visits per year are for “Crisis inter-
vention & short-term therapy” (M-Care
HMO benefit summary, 1995). Some
managed care plans interpret such poli-
cies to exclude patients with anorexia
and bulimia, most of whom are women
or girls, on the grounds that “A patient
who requires more than 20 sessions by
definition requires long-rerm therapy and
is therefore ineligible for benefits under
the plan.”? 3% There is no similar policy
for chronic illness due to atherosclerosis.

Managed Care and Abuse Victims
Experiences of abuse are an important
contributor to the development of psy-




chiatric illnesses, particularly in girls and
women. Estimates of the prevalence of
abuse vary, with studies based on face-to-
face interviews reporting higher preva-
lence rates than those based on self-
administered questionnaires, but abuse
is far from rare and much more common
in women. Interviews of 3,132 Los
Angeles adults for the Epidemiologic
Catchment Area project found that about
twice as many women as men had been
sexually assaulted before® and after age
16.% Another study found that 0.33% of
girls and 0.10% of boys were reported to
have been sexually abused during 1986,
while 0.55% of girls and 0.43% of boys
were reported to have been physically
abused that year.>' A survey of more
than 8,000 intact couples found that
nearly one out of eight husbands
engaged in physical aggression against
their wives in 1985, and that women
were much more likely to be injured by
domestic violence than men were.3?

Incest and physical and sexual assault
often cause serious emotional distress by
themselves®®3 as well as worsening any
co-existing disorders. Suicide attempts
occur in 17% t019% of rape victims.?
Surveys of clinical populations show high
rates of abuse histories among psychiatric
patients, especially women.* For example,
a recent study of 802 alcoholic inpatients
found that 49% of the women and 12%
of the men reported that they had been
sexually abused as children, and 33% of
the women and 24% of the men reported
that they had been physically abused.’” A
study of 2 random community sample
found that 20.7% of women who were
sexually abused as children had psychi-
atric disorders, compared t0 6.3% of
nonabused women.?

The importance of physical and sexual
abuse as a frequent cause of psychiatric
problems in girls and women raises the
issue of whether the cost control proce-
dures often used by managed care have a
disproportionate impact on victims of
abuse. Such patients often feel powerless,
ashamed, and afraid. Many whose abuse
began in childhood never developed a
normal sense of autonomy, self-confi-
dence, boundaries, and rights to consent
to sex and not be hit.®#% Treatment
includes discussing what happened;»
learning to identify, trust, and accept

past and current feelings; developing
realistic decision-making and active
probiem-solving skills;* developing inner
strength and self-confidence; and setting
limits when threatened by others.

The treatment limitations and proce-
dural requirements imposed by managed
care nor only cur this process short, but
also compound and exacerbate the origi-
nal traumas by invalidaring the severity
of the experience and the resulting need
for long-term therapy. The woman’s
feelings of powerlessness may be rein-
forced by requirements thar parients
obrain pre-authorization to begin therapy
and obrain continued authorization every
four to six sessions. Furthermore, the
contents of the therapy session may be
on the insurance company’s computer
nerwork and available to thousands of
curious readers (New York Times Maga-
zine. June 16, 1996: 38-41). This viola-
tion of privacy may reinforce the patient’s
sense of shame.

Managed care’s restrictions on length
of hospital stay can also have a particu-
larly adverse effect on some abuse vic-
tims. In one case, an incest survivor:

thoughr thar suicide was the only way

to eradicate the horrific memories of
her father’s incestuous relationship
with her, a daily occurrence from age

7 to age 14. She had been in and out

of hospitals for brief stays with no

improvement. Only when she was
allowed to stay for 3 months was she
able to develop a network of support-
ive relationships that enabled her to
reexperience and work through her
past trauma. She finally overcame her
wish to kill herself and was able to be
treated in an outpatient setting.4! ¢

Managed care plans often assume that
psychotherapy beyond a few sessions is
an “elective consumer purchase” that is
unnecessary and, therefore, not reim-
bursable.? Yer the experience of trauma
researchers at Cambridge Hospital near
Boston® and the University of Washing-
ton* is that victims of rape, incest, or
physical abuse require considerably more
than a few sessions in order to recover,
particularly if they endured prolonged,
repeated, or childhood abuse.

Outcome and Cost Studies
Regardless of the origin of a patient’s ill-

ness, a critical issue for managed care is
how much treatment is enough? The
answer depends on the outcome criteria
used. If treatment goals are restricted to
overcoming major functional limitations,
then less treatment is necessary than if
goals also include improving the patient’s
symptoms, such as anxiety, flashbacks,
and depression. In our view, though,
both functional limirations and subjec-
tive well-being ought to be considered.
Outcome studies suggest that provid-
ing more sessions of psychotherapy
increases the percentage of patients who
get better, though the rate of improve-
ment slows as the number of sessions
rises. One study of female outpatients
found that, based on patient self-ratings
after each session, 22% of 974 depressed
patients reportad some improvement in
subjective well-being after one session,
44% after four, 60% after 13, and 77%
after 52. Smaller percentages of anxious
and borderline psychoric patients report-
ed improvements after only 1, 4, or 13
sessions; bur at 52 sessions, the percent-
ages reporting improvement were similar
to those for depressed patients. The
study also measured improvement using
researchers’ clinical chart ratings after
termination of treatment. This measure
indicated less improvement for all three
diagnoses than the patient self-ratings
did early in treatment, but the two mea-
sures gave similar results by 13 sessions
for depressed or anxious patients and by
52 sessions for borderline-psychoric
patients.*’ A more recent study by two
of the same authors assessed recovery
using the Symptom Checklist—90—
Revised with 854 psychotherapy outpa-
tients (both male and female) before
their first therapy session and later dur-
ing treatment. This study found that it
took an average of 11 sessions of weekly
psychotherapy to achieve clinically signif-
icant improvement in 50% of patients
with 18 common symptoms thar were
responsive to psychotherapy. It took an
average of 58 sessions to achieve such
improvement in 75% of patients.*
Limiring reimbursement to a very
small number of outpatient sessions on
the grounds that the plan only covers
acute conditions makes no sense clinically.
There is no accepted definition in psy-
chiatry for “acute” condirions, and the
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term has no scientific validity. More
than 400 disorders are listed in DSM-
1V.* and only two—"Acute Stress Disor-
der” and “Brief Psychotic Disorder”—
connote a rapid onset and a brief course.
Ever “Adjustment Disorder” can persist
for years, due to chronic stressors.? A
woman can have one major depressive
episode that resolves quickly with med-
ication and never recurs, or several
episodes over a lifetime. Anorexia may
have an acute onset of weight loss, bur it
occurs within a family and socieral con-
text of several years’ duration.*

Furthermore, some chronic conditions
may also respond to treatment. For
example, one study of opiate addicts in a
methadone-maintenance program used a
variety of standardized measures (the Beck
Depression Inventory, the Maudsley
Personality Inventory, the Symprom
Checklist-90, the Shipley Institute of
Living Scale, the Schedule for Affective
Disorders and Schizophrenia, and the
Addiction Severity Index) to assess the
impact of psychotherapy. At 7 months,
addicts who received psychotherapy evi-
denced greater improvement on these
psychiatric measures and on such measures
as money earned through legal employ-
ment and days committing crimes than
did those who did not receive therapy.
Furthermore, those who received 6
months of psychotherapy mainrained
their gains at 12 months, whereas the
control group showed deterioration on
some measures.

Limiting care to acute conditions
amenable to short-term treatment allows
the insurer to deny coverage for condi-
tions that may prove expensive. In no
way does this limit ensure that funds are
allocated rationally to maximize benefits
from the available funds. A rational allo-
cation of our limited resources would
balance the costs of treatment with the
severity of the patient’s illness and the
expected benefits of treatment.

Advocates of managed care have
advanced two other arguments for limit-
ing trearment. First, they argue that a
substantial portion of mental health care
goes to the worried well, rather than to
the seriously ill. Second, they believe that
limits on outpatient mental health care
are essential to keep health care costs
from exploding. Studies based on the

Rand Health Insurance Experiment,
however, undermine both these argu-
ments. The Rand experiment measured
mental health starus ar the time each par-
ticipant enrolled and also gathered data
on participants’ use of reimbursed and
unreimbursed health services.*” Results
showed that the sickest patients were
most likely to receive outpatient treat-
ment and were likely to be treated more
intensively by a mental health specialist.
Furthermore, patients scoring in the
unhealthiest third on the mental health
questionnaire spent more than three
times more per year, on average, than
patients scoring in the healthiest third.
Nevertheless, even for patients randomly
assigned to an insurance plan providing
free care, less than 20% of patients scor-
ing in the unhealthiest third on the men-
tal health questionnaire received any out-
patient mental health care in a given
year. These results suggest that the prob-
lem is not so much overuse of services by
the worried well, but rather, underuse by
the seriously ill. As one editorial com-
ment on the Rand experiment noted,
stigma and other unknown disincentives
inhibit mentally ill patients from seeking
treatment, even if care is free.®

Another study based on the Rand data
analyzed the effect of cost sharing on the
use of outpatient psychotherapy services.*
It found that spending on outpatient
psychotherapy more than doubled when
patients had no out-of-pocket payments
compared to when they paid 95% of the
fee, subject to an annual catastrophic
limit. Nevertheless, the total amount
spent was small. Even when health insur-
ance was generous, expenditures on out-
patient psychotherapy amounted to only
4% of total health care expenditures and
9% of outpatient health care expendi-
tures. Even in the plan with no out-of-
pocket payments, the average patient
who used outpatient psychotherapy had
only 11 visits per year; and since less
than 5% of the population received any
psychotherapy, the average cost for psy-
chotherapy per enrollee in the free care
plan was only $32 (in 1984 dollars).*
Given that the Rand study insurance
plans paid for up to 52 psychotherapy
sessions per year for each patient” (much
more generous than many current health
plans) and thart the FFS plans in the

Rand experiment had neither utilizatios
review nor selection of providers on the
basis of low fees or a low-cost pracrice
style, it seems that the cost concerns
expressed by managed care advocates ae
exaggerated, at least with respect to om-
patient mental health care.

In summary, based on the Rand
Health Insurance Experiment results,
providing up to 50 outpatient sessions
per year without selecting the patient’s
provider or insisting on personal infor-
mation and micromanaging care would
not enrail large absolute costs, would na&
concentrate expenditures on the worried
well, and would not even result in all
seriously ill patients getting needed trez-
ment. Furthermore, as other studies haxe
shown,®# providing up to 50 outpatiem
sessions per year wili result in a higher
percentage of mental health patients
recovering than if outpatient treatmenti&
limited to 4 or even 20 sessions. Thus, 2
first recommendation for managed men-
tal health care is: relax the controls on
ourpatient mental health care and focus
instead on the relatively small number &
inpatient cases that account for a dispre-
portionate share of costs. After all, the
rapid increase in adolescent and sub-
stance abuse inpatient costs in the 1980s
was the main problem that inspired the
growth of managed mental health care.

Reshaping Mental Health Services
What is to be done? Resources are limirel.
Now that more people are requesting
treatment and more types of treatment
are available, neither patients nor
providers can do whatever they want.
Both providers and patients have a
responsibility to use resources carefully,
so that others are not denied care.
Currently, patients and providers are
demanding more of the same, while
payers insist on less of the same, and
neither is a solution.

One alternative would be to make
fundamental changes in our health care
reimbursement system to control costs i
ways different from those of managed
care. For example, one study identified
large porential savings in administrative
costs by adopting a Canadian-style single-
payer system in the United States.®
Another study found thar child psychia-
trists working under the Canadian sys-
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*tem were more satisfied with the quality
and affordability of services for inpatients
and outpatients and with the behaviors
of third-party payers than their US coun-
terparts were.”'

It is probably politically more realistic,
however, to focus on incremental reforms
within the framework of the existing US
reimbursement system. If inpatient treat-
ment were reserved for patients who
were truly a danger to themselves or
others, resources would be freed to
provide much more outpatient care with
less intrusive monitoring. Managed care
companies can balance their need for
information and cost control with the
patient’s need for privacy and self-
determination by separating large
expenses such as inpatient care from
smaller ones such as outpatient sessions
for therapy or medication management.

If, however, we are to have a system
where a patient can select any provider
and receive up to 50 truly confidential
outpatient sessions per year without
insurance company management, then
patients and clinicians will need to
change the way that they view these ser-
vices. Physicians have been described as
perfectionists who believe “thar with
enough work, dedication, knowledge,
and skill, suffering can be alleviated, dis-
ease can be overcome, and even death
defeated.”?*2 When the patient does
not respond quickly and fully, doctors
respond by “trying harder, working
longer,” which may put doctors in con-
flict with managed care organizations
whose mandate is to control costs. A
“need to control others is also an impor-
tant component of the doctor’s personal-
ity.” ©29 These traits are exceedingly
helpful in some circumstances, but they
can also lead doctors to assume more
responsibility and do more work for the
patient than they should.

Nor all therapeutic power comes from
the therapist. Educational videotapes,
computer-assisted interactive learning
modules, skills workbooks,* and self-
help groups already exist. They are, how-
ever, underused by many professionals
for a number of reasons: unfamiliarity,
fear of being replaced, and a blow to
their self-esteem (“How could watching
a videotape be as good as having a ses-
sion with me?”). Patients with major

depression appreciate a physician who
explains the side effect profiles and
dosage schedules of several different anti-
depressants and lets them choose the one
they are least uncomfortable with. Some
of this education could be done by
videotape or written marerials.

A second recommendation for mental
health services in an age of managed care
is that patients and clinicians must share
the responsibility of using services effec-
tively and getting the most from each
session. This can be accomplished by
requiring patients and providers to sign
treatment contracts at the onset of treat-
ment and at three-month intervals. Both
agree that, while the clinician can do
some helpful and essential things, the
patient needs to do a lot of work on his
or her own, 100.%5” The patient agrees
to do two hours of self-help work (eg,
reading, anger management workbooks,
attendance at AA, or vigorous exercise)
for every hour of clinical services pro-
vided. A managed care organization
could pay a clinic to develop innovative
methods and give referrals to clinics that
use them.

Some women working in large HMOs
are beginning to use the work of Carol
Gilligan and Nancy Chodorow to
explain why some women find brief
therapies disempowering. They assert
that women need both time and conri-
nuity of connections to develop. Susan
Edbril and colleagues®® have developed a
model of therapy where women are
treated over an extended period of time
with weekly sessions at first and monthly
sessions later; a patient might use 30
sessions over a three-year period. The
patient uses the time between appoint-
ments to work on an issue she and her
therapist have identified, choosing
among strategies and readings suggested
by the therapist. Learning to identify her
needs and renegotiate her relationships
with others are frequently identified
goals in this program.

In the past, women have won impor-
tant rights in the legislatures and the
courts. Just as patients and their families
have lobbied state legislatures and Con-
gress to secure mandatory reimburse-
ment for 48-hour postnaral stays (Wa//
Street Journal. September 20, 1996: B1,
5), so they can lobby for laws requiring

managed care companies to provide 50
outpatient sessions per year for therapy
or medication adjustment at the patient’s
request. Such laws would benefit both
men and women, bur they are likely to
be especially helpful to women.

Since trust and privacy are essential
ingredients of effective treatment, laws
should also be passed guaranteeing that
treatment data will be accessible only to
clinicians caring for the patient, especially
when these data are stored in compurter
files. If insurance companies wish to col-
lect data and conduct research, they
ought to observe the same precautions
that university researchers must: obrtain
the approval of a human subjects com-
mittee and secure written informed con-
sent from the patient for the specific pro-
ject they wish to pursue.

Conclusion

The challenge of meeting women’s
mental health needs within a budget can
be solved by a combination of focusing
managed care interventions more appro-
priately, using new treatment methods,
and enacting legislation. Managed care
plans compete to win contracts with
employers and government payers; some
also compete to provide the highest
return to stockholders. Successful com-
petition in these markets stems primarily
from providing the plan with the lowest
premium. We need legislation to set
minimum standards for health plans,
preventing such a race to the bottom,
and to protect privacy rights. Legislation
alone, however, cannot solve the prob-
lem. We must innovate to make the best

use of each health care dollar.
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