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aware of the state protections 
and submit a substantial amount 
of paperwork to get redress.

Ultimately, surprise out-of-net-
work billing is the result of a 
market failure: the lack of a com-
petitively set price for physician 
services. There are various ways 
such a price could be established. 
We believe the best solution would 
be for states to require hospitals 
to sell a bundled ED care pack-
age that includes both facility and 
professional fees. In practice, that 
would mean that the hospital 
would negotiate prices for physi-
cian services with insurers and 
then apply these negotiated rates 
for certain designated specialties. 
The hospital would then be the 
buyer of physician services and 
the seller of combined physician 
and facility services. If physicians 
considered the hospital’s payment 
rates too low, they could choose 
to work at another hospital.

This solution preserves price 
competition. Emergency physi-
cians would compete on price 
and quality to offer services to 
hospitals. Hospitals would com-
pete on the price and quality of 
their package of emergency ser-
vices to be included in insurers’ 
networks. Hospitals would also 
compete to offer sufficiently high 
rates to attract physicians. Insur-
ers would compete on premiums 
and quality to attract employers 
and enrollees but would increase 
provider payments to create attrac-
tive networks. Most crucially, pa-
tients would always be protected.

Disclosure forms provided by the authors 
are available at NEJM.org.
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The prevailing fee-for-service 
payment model has led U.S. 

health care administrators and 
physician practices to impose se-
vere constraints on the time phy-
sicians spend talking, for which 
they are reimbursed poorly or not 
at all. New value-based reimburse-
ment models, however, such as 
bundled payments, accountable 
care organizations, and shared 
savings plans, provide powerful 
incentives for physicians to regain 
control over the quantity and 
quality of time they spend talk-
ing. As we have helped dozens of 
organizations to estimate total 

care-cycle costs, we’ve identified 
many situations in which having 
physicians and other clinical per-
sonnel talk more with patients 
and each other can be the least 
expensive and most effective 
approach for delivering better pa-
tient care.

One important role of physi-
cians’ talking is to motivate pa-
tients to make earlier and better 
decisions about their care. Less 
than half of patients with chronic 
kidney disease, for example, cur-
rently prepare effectively to start 
dialysis. Ideally, a vascular sur-
geon should place a fistula or 

graft several months before the 
start of hemodialysis. But nephrol-
ogists, under pressure to maxi-
mize the number of patients they 
see per day, often lack sufficient 
time to persuade patients to start 
dialysis with a matured fistula or 
graft — a conversation that we 
calculate costs less than $200. 
The consequence is that too many 
patients begin dialysis with a 
catheter and subsequently have 
high rates of infections and other 
complications that not only harm 
them but also increase treatment 
costs during the next 6 months 
by more than $20,000.1
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Similarly, many patients with 
diabetes delay the recommend-
ed regimen of insulin injections. 
Physicians who take the time to 
understand patients’ reasons for 
delaying can help overcome such 
resistance and thereby avoid higher-
cost complications of untreated 
disease.

A related role of talking is 
motivating patients with chronic 
conditions to adhere to their treat-
ment plans. Several studies have 
shown that spending more time 
addressing patients’ concerns and 
discussing their management of 
their own chronic conditions leads 
to substantially higher levels of 
treatment adherence and fewer 
costly complications. For exam-
ple, patients’ adherence to statin 
therapy often drops substantially 
when they receive no encourage-
ment from a clinician. The cost 
of the incremental physician and 
clinical staff time for talking 
with patients about the benefits 
of self-management is $100 to 
$200. Increasing the use of phone 
calls and electronic communica-
tions to monitor and encourage 
patient adherence is also inexpen-
sive, perhaps tens or hundreds of 
dollars per year. Averting compli-
cations and hospital admissions 
saves tens of thousands of dollars.

Physicians can also productive-
ly use talking time to set pa-
tients’ expectations. Several stud-
ies have shown that patients with 
high expectations for the out-
comes of their care have greater 
improvement than those with 
low expectations.2,3 These studies 
also showed that physicians’ ex-
pectations can differ dramatical-
ly from those of their patients, a 
finding that suggests that a doc-
tor–patient conversation could have 
a positive influence on patients’ 
behavior and recovery.

Several orthopedic practices 
that we studied realized large 
benefits from educating and set-
ting expectations with patients 
and their families. The conversa-
tions, often conducted by a nurse, 
required about 30 to 60 minutes 
of extra time, either one-on-one 
or as part of a group class. The 
discussions led to shorter inpa-
tient stays, reductions in compli-
cations, and much higher rates 
of discharge to home rather than 
to a costly postacute care facility. 
The presurgical conversation cost 
less than $200 for the clinician 
time, and it produced cost savings 
of more than 10 times that 

amount, as well as better patient 
outcomes.

Talking is also required for en-
gaging patients in their care choic-
es, and when patients are actively 
engaged in decision making, they 
have better outcomes and less ex-
pensive care. One study examined 
patients’ choices of care for six 
conditions for which more than 
one choice was reasonable. Pa-
tients who received enhanced deci-
sion support had total care costs 
that were 5% lower than those of 
patients who didn’t receive such 
support, and they had 12% fewer 
hospital admissions than the com-
parison group.4 Studies involving 
high-risk geriatric patients indi-
cate that conversations among 
physicians, patients, and family 
members led to better patient out-

comes, including reduced mortal-
ity and higher quality of life, and 
substantially lower treatment ex-
penses.5

More talk can increase interdis-
ciplinary interactions with patients 
in outpatient settings. Kaiser Per-
manente Colorado, for example, 
has established Primary Care Plus, 
a program targeting higher-need 
Medicare beneficiaries with inter-
disciplinary team care and proac-
tive nurse outreach. Kaiser Perma-
nente developed a robust system 
for identifying these patients, who 
were then assigned to a program 
in which personal goals and pri-
orities were central to the develop-

ment of a care plan. The frequen-
cy of outreach calls f luctuated 
with changes in the acuteness of 
patients’ needs, their family or 
caregiver situations, and their need 
for social supports.

Though the program required 
greater investment in care coordi-
nation, behavioral and social sup-
ports, and pharmacy and palliative 
care services, it reduced utiliza-
tion of inpatient care and overall 
pharmacy costs. The cost for of-
fice visits was 21% higher among 
program participants than in a 
matched control group, but that 
increase was more than offset by 
inpatient costs that were 74% 
lower than those for the control 
group. A holistic focus on patients’ 
goals and priorities, meeting so-
cial and behavioral health needs, 

Talking is required for engaging patients  
in their care choices, and when patients  
are actively engaged in decision making,  

they have better outcomes and  
less expensive care.
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interdisciplinary team care plan-
ning, and proactive outreach and 
care coordination helped avert in-
patient stays, with their associat-
ed financial burdens and effects 
on quality of life.

Communication among clini-
cians as they work to reach the 
correct diagnosis and treatment 
plan also leads to higher-value 
care. The M.D. Anderson Head 
and Neck Cancer Center holds a 
weekly treatment-planning con-
ference, attended by 50 partici-
pants from multiple medical spe-
cialties, to discuss all new patients. 
After a faculty member presents 
a proposed treatment plan for a 
patient, the group discusses it un-
til agreement is reached. A discus-
sion for a typical patient takes 1 to 
2 minutes; when the patient has 
complex needs, it takes about 5. 
Assuming that the average cost 
of a participating professional’s 
time is about $3 per minute, a 
5-minute discussion costs $750. 
But as the center’s vice chair has 
noted, about 30% of the discus-
sions of patients with complex 
needs conclude with a different 
proposed treatment plan, one that 
will lead to substantially better 
care and lower total costs. A pa-
tient whose case is not subject to 
such a dialogue and who is in-

correctly treated could receive hun-
dreds of thousands of dollars in 
unnecessary and ineffective care. 
The extra cost of bringing 50 
highly paid professionals together, 
for a nonreimbursable meeting, 
to discuss patients’ treatment 
plans is repaid many times over.

Similarly, all the clinicians at 
Martini-Klinik, a prostate cancer 
center in Hamburg, Germany, 
meet weekly to determine the best 
course of action for patients who 
have presented during the previ-
ous week. They also participate in 
many other meetings to review 
cases of patients with complica-
tions or unusual conditions, to 
identify innovations in recent re-
search literature, and to review 
and improve their absolute and 
relative performance. These meet-
ings consume sizable amounts of 
clinician and support personnel 
time. But the clinic’s patients 
have complication rates that are 
75% below the German average, 
and its earned reputation for su-
perior outcomes has enabled it to 
become the highest-volume pros-
tate cancer treatment center in the 
world.

As these examples illustrate, in-
creased physician communication 
is time very well spent when it 
leads to better patient outcomes 

and lower total costs. Clinicians 
who are reimbursed under new 
value-based payment plans should 
seize the initiative to determine 
how much of their valuable time 
should be spent in the various 
types of productive conversations, 
especially as they become more 
accountable for their results. Phy-
sicians now have the discretion, 
incentives, and accountability to 
use their time wisely and produc-
tively to reduce the total costs of 
patient care and improve the out-
comes they deliver.

Disclosure forms provided by the authors 
are available at NEJM.org.
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A New Cell-Cycle Target in Cancer — Inhibiting Cyclin D–
Dependent Kinases 4 and 6
Charles J. Sherr, M.D., Ph.D.​​

Orally available drugs that po-
tently and specifically inhib-

it the activities of the cyclin D–
dependent kinases CDK4 and 
CDK6 represent paradigm-shift-

ing antineoplastic agents.1 Unlike 
traditional cytotoxic drugs, which 
kill dividing cells by interfering 
with DNA replication (S phase) 
or mitosis (M phase) during the 

cell-division cycle, CDK4–CDK6 in-
hibitors arrest progression through 
the G1 phase, promoting tran-
sient cell-cycle withdrawal into a 
quiescent state (G0) or, possibly, 
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