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1110St seriou s and pervasive disabilities, the govern­
m ent must significantly increase its investments in 
welfare, employer subsidies, and job training. But 
such measures are matters of distributive justice, and 
the fact that they are not among the rcmedies man­
d a ted by the ADA sugges ts the limitations of the 
anti-discrimination modeJ upon w hich the current 
law rests. 

Nevertheless, the specific provisions of the ADA on 
employment, transit. and public accommoda tion 
reflect, in Chief Justice Earl Warren's faluous phrase, 
" the evolving s tandards of d ecency that mark the 
progress of a maturing society." To say that the 
question of fair treatment for people with disabilities 
docs no t have an obvious or fin al answer is not to say 
that we cannot reach a consensus on what fairness 
requires at our level of affluence and technological 
development. The ADA represe nts a major s tep · 
toward s achieving such a consensus. 

- David Wasserman 

Sou rces: S. Trowers- Crow]ey, ADA Pri mer: A COHcist' 

Guide to The Amcricnlls Witll Disn/Jilitit's Act of 1990 (Prentice 
Ha ll , 1990); Daryl Evans, "The Psychologica l Impact of 
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(1989); Gregory S. Kavka, "Dis.l bility and the Righ t to Work," 
Social Phi/DSDp/I.1f & PoliCY, vol. 9, no . 1 (1992); Ro nald 
Dworkin, TnkillS Riglils Seriol/sly (Hilrva rd University Press, 
1977); Ron Amundson , " Disability, Hand icClp, a n d the 
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Mich<lel A. Rebell. "Structu ra l Discrimi nat ion and the 
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the World: The Disabled in the Law of Torts," Califomia Law 
Review, vol. 54 (1966); Thomas Nagel, "Equality," in Readillgs 
ill Social alld Political Pllilosoplly, edited by Robert M. Stewart 
(Oxford Uni ve rs ity Press, 1986); William Galston, Liberal 
Pu rpost's: Goods, Vir/lies, alld Diversify ill flu.' Liberal Sta fe 
(Cambridge University Press, 1991); Richard V. Burkhauser, 
" Beyond Stereotypes: Publi c Policy and the Doubly 
Disabled ," Tile American Enterprise (September IOctober 1992). 

Defining Basic Benefits: 
Oregon and the Challenge of Health 

Care Reform 

On March 19, the Clinton admini s tration 
approved Oregon's proposa l to extend Med ica id 

benefits to thousands of poor people w ho a re cur­
r entl y ineligib le for the progra m w hile limiting 
Medicaid coverage of health services to include only 
th ose that are judged to b e m os t effective. The 
Medica id reform is part of a larger plan designed to 
assure access to hea lth care for all of the state's resi­
dents. The Bush administration had rejected an earli­
er version of the Oregon proposal, ruling that it vio­
lated provisions of the Americans With Disa bilities 
Act (A DA). But Bill Clinton endorsed the proposal 
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during the presidential ca mpaign, and in February he 
promised the nation's governors that he would be 
open to innovations in the Med icaid system, which 
opera tes with state and federal funds. 

Th e deci s io n to allow im plc mentati on of the 
Oregon proposa l COll1CS at a time when a White 
HOllse task force is developing a national health care 
reform plan. The two goals of this task force are the 
sa me ones that Oregon officials have been pursuing 
s ince their ow n reform process began in 1989: to 
secure health care for all citizens and to gain control 
of rising health care costs. 
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The Health Care Crisis 
As Mr. Clinton has repm ted I y observed, the cur­

rent problcl11S in the Al11erican health care system 
affect not only the poor and disenfranchised, but also 
many people who once took affordable health ca re 
for granted. According to the Kaiser Commission on 
Mecticaid , about 36 mil1ion Al11cricans have no health 
insurance. Working people are continually joining 
the ranks of the uninsured - as their el11ployers drop 
health plans, as they lose their jobs, or as those with 
preexisting conditions are turned away by insurance 
companies . Workers w ho are insured, and their 
elnployers, are feeling the pain of rising health care 
costs, as more and more of the burden of paying for 
health care shifts to private payers. 

The President has framed the health care issue in 
human terms, speaking with empathy of people he 
has met who are without insurance or fearful of los­
ing it. He ha s also emphasized the impact of the 
health care crisis on long-ternl economic strength. 
Ri s ing health costs make it more diffi cult for 
American businesses to compete globally and are 
driving much of the expected growth in the budget 
deficit. Federal spending for Medicare and Medicaid 
was $200 million in 1992, and is expected to double 
by 1998; the two programs account for 46 percent of 
the projected increase in federal spending from 1992 
to 1998. 

Hidden Costs and Necessary Choices 
At firs t glance, the two goals of national health 

reform - universal coverage and cost containment 
- might appear to be at odds. It would seem that 
covering more people' will cost a great deal more 
money than we spend now. But under the qurent 
system, people with health insurance are alread y 
paying for the care provided to those who don't ha ve 
insurance; the costs of that care are being passed on, 
routinely and invisibly, in the form of higher insur­
ance rates and higher fees for medical services. Such 
cost-shifting also occurs w henever the government 
cuts Medicare or Medicaid reinlbursements, which is 
w h y such cuts offer only an illus ion of savin gs. 
Universal access would allow us to control costs we 
can' t control now because the system is so fragment­
ed. It would also allow more people to receive pre­
ventive and primary care before their health condi­
tions became serious and costly to treat. 

As one way of containing costs, nlost reform plans 
that provide for universal coverage, including the 
Oregon plan and the "lnanaged competition" model 
that Mr. Clinton is likely to propose, require the for­
mulation of a basic benefits package. What we call 
"basic benefits" are those that we think any decent 
society would offer to all its citizens, Because the 

idea of excluding some health services fr0111 coverage 
is a political land mine, the talk surrounding basic 
benefits has often been less than precise: even as 
politicians endorse the idea of a basic or core benefits 
package, they tend to indicate that nothing will be 
left out of it. In his campaign manifes to, Plltting 
People Fi rst, Mr. Clinton promised that "every 
American will be guaranteed a basic health benefits 
package that includes ambulatory physician care, 
inpatient hospital care, prescription drugs, basic 
mental health ... [and] expanded preventive treat­
ments. We'll provide more services to the elderly, 

Becallse the idea of exc/udillg some lleaItlt 
services frol11 coverage is a political land mille, 

the talk SUI'I'Olllldillg basic bellefits has 
often beell less thall pl'ecise, 

and disabled by expanding Med icare to include 
more long- term care." 

[n true campaign sty le, this statement seems to 
have SOll1ething for everyone. More recently, in a 
televised town meeting on February 10, Mr. Clinton 
suggested that there is enough administrative waste 
in the current systenl to fund all care, including a 
government long-term care program. His use of the 
phrase "basic benefits" seemed to imply, in the end, 
all benefits. 

And yet, inherent in the word "basic" is the notion 
that not all medical services would be universally 
available under the plan. This, after all, is w hat 
makes a basic benefits package a cost-containnlent 
measure: it embodies a recognition that perhaps we 
cannot afford to provide all possible care to a 11 peo­
ple, And as soon as we ask what services won't be 
provided , we find ourselves confronting a conlplex 
ethical problem. 

Oregon faced this problem head- on when it decid­
ed to amend its Medicaid program; and as a result of 
its efforts to develop a reform plan, it now has the 
most comprehensive experience of any state in con­
structing a basic benefits package based on clearl y 
articulated principles. This experience holds impor­
tant lessons for health care reform on the national 
level, since the question of how a basic benefits pack­
age should be constructed is likely to be a subject of 
continuing debate, even after the White House task 
force makes its recommendations. 
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The Oregon Approach 
From the beginning of its reform process, Oregon's 

view was that the current system ra tions health care 
accord ing to ability to pay. Su ch rationing is not 
explici t, but instead is the result o f decisions about 
things other than health care benefits, such as the dis­
tribution of insurance coverage and provider reLm­
bursement. The bafflin g categories of Medicaid eligi­
bility are also a form of rationing, aUowing some citi­
zens to qualify for care bu t not others. 

The Oregon plan will reform this system by bring­
ing a ll citizens w ith incomes below the poverty line 
into the Medica id program, increasing the number o f 
eli gibl e residents from 240,000 to 360,000. (A t pre­
sent, fewer than half of the poor people in th e state 
qualify for Medicaid benefits.) However, in order to 
help finance this extension of coverage to more peo­
p le, the s tate w ill restri ct its Medi ca id fundin g of 
hea lth services to those that are most effective. Tt will 
not co ver some services that arc of limited benefit, 
and it will add others (hospice care, for example) that 
Medicaid does not cover now. 

As Oregon set out to formulate its basic benefits 
packa ge, it asked citi zens to arti cul a te community 
values tha t would g uide the process, and gathered 
health experts' assessm en ts of the effecti veness of 
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parti cular ser vjces . After a series of revis ions in 
methodology, a s tate comrnission prepared a priori­
tized hst of these services, and the s tate legislature 
ag reed to fund 568 of the 688 items on th a t lis t. 
Oregon w ill require private employers to offer this 
same basic benefits package to an additional 330,000 
wo rkers and in11nediate falnily members who cur­
rently have no insurance, and it will create an insur­
ance risk pool for otherwise uninsurable Oregonians. 

Tn future years, if the s tate faces budgetary pres­
sures, the legislature can vote to fund a smaller por­
tion of services . Thi s feature of the proposal came 
under sharp criticism las t year from Sara Rosenbaum 
of the Children's Defense Fund, who argued that 
there was no assurance that the legi slature would 
continue to finance an adequate level of health care 
for the s ta te 's mos t vuln erable citi zens. Oregon 
respOlided by noting that llllder its proposal , the leg­
islature could not save money by cutting people from 
Medicaid, as many states currently do. More recent­
ly, Gov. Barbara Roberts has promised that for the 
first two years of the program, the funding cutoff will 
not be lowered below #568, and the Clinton adminis­
tration has said that any future cutbacks in service 
coverage must be approved by the Department of 
Health and Human Services. 

~Wlm@IIIIW -L 

Repri/"/" ted with the permission of 
Doug Mar/elle, New York Newsday 
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Ranking Health Care Services 
Tn its first attempt to develop a priori ti zed lis t of 

hea lth ca re services, the Oregon commission looked 
at three ca tegories of data and combined them into a 
formula for ranking medical trea tments for specified 
conditions: 1) expected clinical o utcomes of condi­
tio n/ treatment pairs; 2) net cost of these trea tments; 
and 3) public values concerning various hea lth s tates. 
The data all expected clinica l outcornes were gClth­
ered fro111 expert practitioners and resea rchers across 
the country. Public values were gleaned from a tele­
phone survey in which res pond ents gave rela ti ve 
ra n kings to various health s tates. 

In -M.CIY 1990, the commission ran these three sets of 
data on a computer and came lip with (l ranking of 

TI,e p"rs"it of eqllity al/d efficiellcy ill al/ocating 
l,eaW, care reso"rces inevitably collides with 

othe .. competing values. 

services based on rneasurements of how cost-effec­
tive they were. But this approach often led to non­
sen sical res ults. Fo r exa mple, almos t everyone 
wou ld say that an appendectomy is more important 
than tooth capping: though the latter procedure may 
rel ieve suffering for a great many people, appendec­
tomies save lives. But since an appendectomy costs 
about 150 times as much as tooth capping, it ranked 
below tooth capping on Oregon's first lis t. 

As Da vid I-i ado rn , one critic of th is approach, 
observed, the pursu it of equity and efficiency - the 
most health for the greatest number of people at the 
lowest cost - inevitably collides with other compet­
ing values. These va lues include what e thicists call 
the Rule o f Rescue: our perceived duty to act when 
a~l identified person 's life is threatened and it is pos­
sible to save it. Although some analys ts proposed 
alternative methodologies that would s till ha ve kept 
cost as a factor in de termining what hea Ith services to 
cover, Hadorn concluded that the commission should 
cons ider ol/Iy the net benefit of se rvi ces, w ithout 
regard to cost. 

The Oregon co mmissio ners largely agreed w ith 
Iladorn's view, and in revising the firs t lis t they all 
but relnoved cost as a foctor, relying instead on net 
benefit as the primary basis on w hi ch to evaluate 
hea lth services. The com mission a lso developed a set 
of categories that describe types or degrees of health 
benefit. The hi ghes t-ranking ca tegor y was 

"Trea tmen t of acute, Ii fe-threa tenin g co nd i lions, 
where treatment prevents imminent death wi th a fu ll 
recovery and return to prev ious health s tate." The 
lowest- ranking ca tegory was "Treatment of fatal or 
nonfatal conditions with min imal or no improvemen t 
in quality of well- being or life span." The cOl11mis­
s ioners assigned each of the condi tion/treatment 
pairs to one of the ca tegories, and ranked them with­
in categories according to their degree of net benefi t. 
In this ranking scheme, where cost was no longer a 
Significant fac tor, expe nsive but effective li fesaving 
treatments that may have been at the bottom of the 
first list moved up higher on the second. Those treat­
ments that provide little benefit, or w hose effective­
ness is uncertain , were a t the bottom of the lis t. 

Fina ll y, after this second lis t was genera ted , the 
commissioners made adjustments in the rankings in 
response to the views expressed at citizens' meetings 
concerning health care priorities. They ga ve added 
priority to preventive measures, moved maternity 
care services higher on the lis t, fund ed some services 
for reasons of compassion, and denied funding for 
condi tions that get better on their own or for which a 
hom e remedy is s uffi cient. At thi s s tage in the 
process, the commission allowed cost to be a minor 
consideration in some cases. 

in respouse to citizeus'vie'Ws, the commissioners 
gave added priority to preventive meaSllres, moved 

maternity care se1'vices higllel' on the list, alld 
fmuted some services for .. easous of compassio1J. 

Characterizing Treatments and Outcomes 
Oregon's revi sed lis t, w hich was completed in 

Aug us t 1992, me l some of the objections that had 
been brought against the ea rlier scheme, but it also 
continued to meet with criticism. In his evaluation, 
David Hadorn argued that the cond ition/ trea tment 
pai rs were not defined in sufficient detail to take dif­
ferent types of patients Lnto account. For example, in 
determining whether breast cancer is "treatable," the 
commission did not d isting uish among different cell 
types and s tages of breast ca ncer, or among all th e 
different treatmen ts for the disease (chemotherapy, 
surgery, radiation). 

Hadorn beli eved that it was possible to fine-tune 
the scheme so as to remed y this fla w. But other crit­
ics weren ' t so sure. They wondered whether the sub­
tle ti es of case-by-case rnedicine ca n be reflected in 
offici a l defi ni tions of co nditions and treatlnen ts. 
Won't there be pa tients who would receive a signifi-
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cant net benefit frOln treatment, but w hose claim to 
services will go unrecognized because their specific 
condition hasn' t been adequately differentiated on 
the list? If so, then does the cost of overlooking such 
cases outweigh the ga ins in equity and efficiency pro­
duced by use of the definitions? 

As the federal governn1ent's recent crea tion of the 
Agency for Health Care Policy Researc h suggests, 

Critics wondered wlretlrer tlIC subtleties of 
case-by-case medicine can be "eflected in official 

definitiolls of couditions and treatl11eHts . 

increasing attention is being focused on the develop­
ment of clinica l o utcomes data that w ould be 
nuanced and reliable enough to assuage such con­
cerns. Many policymakers, including Mr. Clinton, 
ha ve called for a larger in ves tm e nt in outcomes 
research. But experts agree that most of the data now 
in hand are not yet adequate to distinguish appropri­
ate from inappropriate care, and it is unclear w hen 
and if they will be ad equate to provide a basis for 
making coverage decisions. On the other hand, some 
supporters of Oregon's approach have pOinted out 
that case-by-case medicine yield s a s ignifica nt 
amount of inappropriate and harmful ca re, and so 
should hardly be held up as an idea l standard against 
which clinical guidelines based on outcOlnes data are 
to be judged. They argue that it would be folly to 
wait for "perfect" guidelines before implementing 
reforms that would improve the current systeln. 

Evaluating Different Health States 
In creating its prio ri ti zed li s t o f ser vices, th e 

Oregon conunissioh acted on the view that some 
health services are more effective than others, and 
that effectiveness is measured by the benefit a service 
produces in terms of improved functioning and / or 
life span . In ord er to measure this improvement, 
Oregon placed a value on different hea lth states. It 
did so by conducting a telephone survey in which 
OregonIans were asked to rank such sta tes .. including 
various physica l and Inental impairments, on a scale 
ranging from perfect health to death. These ratings 
were th en used, alon g w ith th e cli nica l outcolnes 
data, to calculate the net benefit resulting from trea t­
ment (as opposed to non- treatment) of each condi­
tion on the commission's list. 
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It was Oregon's use of the telephone survey data 
that provided the grounds for the initial rejection of 
its Medicaid proposa l. The Bu sh admi ni s tration 
argued that the quali ty of life experienced by persons 
w ith disabili ties is systemati ca lly underva lued by 
others who do not share their condition. As a result 
of this bias, trea tments of particular importance to 
persons with disabilities were said to ha ve received 
unfairl y low rankings on the prioriti zed lis t. The 
Bush administration therefore found that the Oregon 
proposa l viola ted the ADA, w hich says that "No 
qualified individua l wi th a disability shall, by reason 
of such disability, be excluded from participation in 
or be denied the benefits of the services, progrmTIs, or 
acti vities of a public entity, or be subjected to dis­
crimination by any such entity." 

This aspect of the first Oregon proposal raises both 
legal and eth ical questions. The ethica l question is: 
does the assignment of differential valu es to particu­
lar health states treat persons with disabilities unfair­
ly? The legal question is: does the ADA trump any 
attempt at reform that includes judgments about out­
comes of medical proced ures? 

It is certainly true that the values p laced on differ­
ent health states affect the probability that persons 
with disabilities will receive treatment. The philoso­
pher Paul Menzel describes a trade-off that persons 
with disabilities face in these circumstances. The 

Tile Bllslt administration arglled tlwt tlte qllality of 
life experiellced by persolls witl, disabilities is 

systematically IlIIde'1Jallled by otlters wllo do 1I0t 

share their conditioll. 

lower their initial health state is rated in the survey, 
the less likely persons with disabilities are to receive 
lifesaving treatment, but the more likely they are to 
receive treatment that would ilnprove their condition . 
On the other hand , if the functional state of persons 
with disabilities is rated almost as high as that of the 
non-disabled, th at wi ll improve their pos ition in 
competition for li fesav ing treatn1ent, but treatment 
that would improve their functioning will no longer 
be as high on the list. 

In his analysis of the first Oregon proposa l, Menzel 
argued that persons wi th disabilities were underrep­
resented in the statewide survey, and that therefore 
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the reform plan was discrimin atory. It is persons 
with disabilities, Menzel wrote, w ho should decide 
w hether they want to make the trade-off between 
lifesa v in g and CO IH.i i tion-im provi ng trea tme n t. 
Furthermore, he argued that it is dangerous if ratings 
of functional states "represent some people rating 
other people's li ves - especia lly lives of w hich they 
know little and whose conditions they never antici­
pate sharing." 

David Had orn di sagreed with Menzel's criticism. 
He wrote that "Oregon was correct in surveying gen­
erally healthy citizens ... because the inevitable biases 

Some scholars maiutain tllat it;s impossible 
to average tlie perceptions of pasol/s witli 

aud witliollt disabilities ill Mder to prodllce 
a valid valuation of outcomes. 

of [acutely ill patients1 would hopelessly confound 
the rating process." But it seems unreasonable to 
describe the v iews of peo ple with di sa biliti es as 
inevitably biased and therefore unworthy of consid­
eration. If we are to construct a basic benefits pack­
age that rests on cl inical outcomes and that values 
those outcomes d iffe rentiall y, it is not onl y more 
valid, but ethically imperative, to include the percep­
tions of persons with disabilities about their own con­
ditions. 

Some scholars, however, rrtaintain that it is impos­
sible to average the perceptions of persons with and 
without disabili ties to produce a valid valuation of 
outcomes, and that a social policy based on such an 
average would be unethical even if the views of peo­
ple w ith disa biliti es were fair ly re presented . 
Although Oregon officials continue to believe that an 
average of citizens' perceptions provides legitimate 
groullds for making coverage decisions, their revised 
proposal no longer proceeds on tha t basis. 

Lawful Reasons for Excluding Serv ices : 
Oregon and the ADA 

A passage from the Bush adlninistration's analysis 
of the Oregon proposa l goes to th e ques tion of 
whether the ADA makes it illegnl to consider clinical 
outcomes data in alloca ting coverage for health ser­
vices. In formulating its list of services, Oregon was 
free, the analysis sa id, to "consider, consistent with 
the ADA, any content- neutral factor that does not 
take disability into account or that does not have a 
pa rticular exclUSionary effect on persons with d isabil­
ities." However, "a decision not to cover a treatment 
based entirely on the existence of a di sa bling condi-

tion ... would violate Title 1T of the ADA" [emphasis 
added] . 

In support of this distinction, the Bush administra­
tion cited the 1985 Supreme Court case Alexnnder v. 
Clion te, in w hich th e Court rul ed that Ten nessee 
Med ica id could shorten the length of hospital stay 
that it would pay for, even though that action might 
have a disparate impact on persons with disabilities. 
In that opinion, the Court found that there is a differ­
ence between a fa ctor that has a di sadvantageous 
effect on some persons with disabilities, and one that 
contains a bias against persons with disabilities as a 
class. 

One aspect of the Oregon proposa l that received 
extend ed discuss ion in th e Bus h ad mini s tration 
ana lysis will further illu strate this point. Oregon ini­
tiall y ranked li ver transplants for patients w ho are 
alcoholics at #690, below the funding cut- off, while it 
ra nked transplants for non- alcoholics at #367, well 
above the cut-off. The Bush administration claimed 
that this d ifference in ranking seemed to rest "entire­
lyon the basis of a disabling condition (alcoholism)," 
and therefore violated the ADA. 

But Oregon officials say that the presence of a dis­
abli ng condition alorte was not the deciding factor in 
their original ranking. The state commission, they 

Tltere is a diffe/·ellce betweell n fnctor tllat lias a 
disadvalltageous effect all sOllie Pel·SOIlS witlt 

disabilities alld olle til at contaills a bias agnillst 
persolls witlt disabilities as a class. 

say, acted on the basis of data indicating that patients 
with alcohol ic cirrhosis of the liver have poorer out­
co mes from transplants than pati ents w ith other 
kinds of cirrhosis. Subsequently, the co mmission 
learned that it had been misinformed : the outcome of 
liver transplants is not actually rela ted to the under­
lying cause of the cirrhosis. But it is tru e that an 
alcoho lic pati ent w ho continues drinking after a 
transplant is more susceptible to recurrence of the 
disease than a non-a lcohol ic or a rehabilitated alco­
holi c. That is why, fo r example, the Medicare pro­
g ram Inakes coverage of li ver transplants for alco­
holic patients contingent upon "evidence of sufficient 
socia l support to assure assistance in alcoholic reha­
bilita tion." Such a policy does not deny transplants 
to alcoholic patients because they are alcoholics, but 
ra ther because their disability diminishes th e ulti­
mate likelihood of success for that particu lar treat-
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ment. If Oregon were to adopt the same policy, it 
would not be violating the ADA. Tn fact, thoug h, its 
new li st includes coverage of liver transplants for all 
patients wi th cirrhosis of the li ver. 

In response to the Bush admin is tration's concerns 
about quality-of-life judgments, Oregon has removed 
assumptions about the value of different health s tates 
from its methodology. It did so by discilrding the 
results of its te lephone survey and by dis mantling 
the li s t of ca tegories ass.ignin g va lues to variolls 
deg rees of health benefit. I n the latest ranking 
scheme, conditi on/treatment pairs arc initiall y 
ranked based on the probability of preventing dea th. 
If two items tic, they are the n ranked based on the 
probability tha t the patient will return to "n asymp­
tomatic s tate. If there is stiJl a tic between two iteIns, 
the one that costs less receives the higher ranking. 

Finally, Oregon's revised proposa l offers coverage 
for a number of trea tments - intensive care for 
extremely low-birth weight babies, for example - that 
were not covered on the initia l Ils t. Thou gh SOll1e 
groups representing persons with disabilities were 
satisified with these changes, more than 70 ()dvocacy 
organizations jOined on March 18 in submitting an 
appeal to Mr. C linton , urg ing him to re jec t the 
Oregon proposal. Clearly, the danger of discrimina­
tion in a progran1 designed to allocate coverage for 
health services is one of the lessons that Oregon's 
experience, and the reaction to it, ha s made explicit. 

The Prospects for National Reform 
As Oregon's long s truggl e to win approval of its 

reform plan suggests, there are ethical and technical 
problems, as well a s political ones, with explici t 
refusa l to fund even ll1inilnally effective treatments 
as a means of controlling costs. Even the Oregon 
plan, as approved, fund s almost a ll effective services. 
The s tate expects to save only about 3 percent of its 
Medicaid costs over time. Il owever, it wi ll realize 
additional savings through the introduction of man­
aged carc and the new mandates requiring employ­
ers to provide hea lth coverage to their workers. As a 
res ult, although the Medicaid program will now 
increase the number of people it covers by 50 per­
cent, the reform p lan as <l w ho le is budget-neutral. 

If there is to be any limitation at the national level 
on th e use of health serv ices, it will probabl y be 
accompli shed at firs t through methods less direct 
than denying coverage for pmticular services. One 
sllch method, common in oth er countries, is g lobal 
budgeting - a form of "supply-side" rationing which 
wou ld lhnit the avai lability of hea lth care resources, 
including expensive technologies. For example, doc­
tors and hospital s with fixed budgets could no longer 
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buy as much s tate-of-the-art diagnosti c equ iplnent 
(such as MlU rna chines) as they do now. A smaller 
supply, in turn, would limit utili za tion of such costly 
services. Another method is to re ly on man.?lged care 
to reduce the p rovision of inappropriate and harrnful 
treatment, which by some es timates accoun ts fo r 
one-quarter to one-third of all care. Outcomes data 
and resulting clinicaJ guidelines are like ly to be used 
in this way before they are lIsed to make coverage 
decisions on (l national bas is. 

Since Oregon submitted its origina l proposal in 
1989, this country has come a long way towards rec­
ogni zing the inequities in the health G'lre system and 
the need to limit he<llth care spending. Wh<ltever its 
s hortcomin gs, the Orego n p lan is th e firs t to go 
beyond rhetoric to define a basic benefits package. 
Although a national health care reforn1 p lan enacted 
in the next year or two is unlikely to imit.?lte Oregon's 
.?lpproach, denial of coverage for some benefici<ll ser­
vices is inevitable in the long run. New technology 
and an aging population ensure that less controver­
s ial cost-containn1ent measures w ill only temporaril y 
s low the rise in health care spending. Sooner or 
later , Am ericans will have to decide just w hat they 
view as basic hea I th care. 

- Jane Forman 
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