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Too much
   treatment?

Aggressive medical care can lead to more pain, with no gain

F      
or many consumers and their 
doctors, good health care means 
seeing as many specialists as you 
want. It means undergoing fre-

quent rounds of diagnostic tests, such as 
CT scans, to make sure everything is 
going well. And when you’re seriously ill, 
it means prolonged hospital stays and 
every conceivable treatment. 

Though the idea that more 
health care is better seems to make 
intuitive sense, recent research 
has shown that none of the above 
necessarily helps you live better or 
longer. In fact, too much medical 
care might shorten your life.

Those findings grew out of the 
2008 Dartmouth Atlas of Health 
Care study and almost three de-
cades of research by John E. 
Wennberg, M.D., and colleagues at 
Dartmouth Medical School (avail-
able at www.dartmouthatlas.org). 
Their 2008 Atlas study of 4,732,448 
Medicare patients at thousands of 
U.S. hospitals from 2001 through 
2005 found tremendous variation 
in the way people with serious ill-
nesses such as heart failure and 
cancer were treated during the last 
two years of their lives. Some re-
gions used two or three times the medi-
cal and financial resources than others.

Other Dartmouth research has found 
that patients with serious conditions who 
are treated in regions that provide the 
most aggressive medical care—have the 
most tests and procedures, see the most 
specialists, and spend the most days in 
hospitals—don’t live longer or enjoy a 
better quality of life than those who re-

ceive more conservative treatment. 
Patients treated most aggressively are 

at increased risk of infections and medi-
cal errors that come from uncoordinated 
care (such as two doctors prescribing the 
same drug or clashing ones). They also 
receive poorer-quality care, spend a lot 
more money on co-pays, and are least 
satisfied with their health care, the 

Dartmouth research has found.
The chronically ill are not the only 

ones vulnerable to overly aggressive 
care. Consider the case of a middle-aged 
IBM executive from the New York City 
area who experienced chest pain. He 
went directly to a cardiologist, who or-
dered a full workup, including a CT scan 
of his chest. The scan found no heart 
problem, but at the edge of the film the 

radiologist noticed “something funny” in 
the neck area. A neck surgeon per-
formed a biopsy and found nothing 
wrong. The cardiologist then performed 
an angiogram, a test done by threading a 
catheter through the blood vessels from 
the groin to the heart. Complications 
from that procedure landed the execu-
tive in the hospital for a brief period. By 

the time it was over, his bills were 
more than $150,000 and he still 
had no diagnosis. Eventually the 
pain disappeared on its own. 

That was the medical history 
told to internist Paul Grundy, M.D., 
director of health-care technology 
and strategic initiatives at IBM 
headquarters in Armonk, N.Y., 
when months later he met with the 
executive, whose chest pain had 
returned. Grundy asked him what 
he was doing at the time. “Oh, we 
started gardening again,” the man 
told him. It turned out that over-
zealous use of his string trimmer 
had strained a chest muscle, a con-
dition that required no treatment 
other than an over-the-counter 
pain reliever. None of the high-
priced specialists (some call them 
the “partialists”) had considered 

muscle strain, a common condition often 
mistaken for heart pain.

Few Americans are aware of the dan-
gers of this type of unneeded testing and 
overreliance on specialists. Instead, most 
fear that their health problems will be 
undertreated or neglected, a problem 
that is paramount for people who have 
no health insurance or a policy that 
doesn’t adequately cover needed treat- p
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‘All this extra care is not 
    producing better results.’

 —John E. Wennberg, M.D. (right), shown with Elliott S. Fisher, M.D., 

authors of the Dartmouth Atlas of Health Care study
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Among 93 integrated medical centers (hospital/medical school 
combinations), Scott & White Memorial Hospital in Temple, 
Texas, was the most conservative, and NYU Langone Medical 
Center in New York City the most aggressive in treating people 

with long-term chronic conditions in the last two years of life, 
according to the Dartmouth Atlas. Yet on various quality mea-
sures, the Centers for Medicare and Medicaid Services rates 
care at Scott & White to be at least as good as that at NYU. 

By the numbers Conservative vs. aggressive treatment
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Medicare spending in the last two years of life varies almost twofold from 
the lowest-spending state, North Dakota, to the highest, New Jersey. Three 
hot spots of aggressive care: New Jersey, New York, and California. 
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Get better care,
   no matter where

tips for coping with a complicated system

ment. But for people with good private 
health insurance or Medicare, the perils 
of overtreatment are real. 

Avoiding excessive testing and hospi-
tal stays is easier in some parts of the 
U.S. than in others where a “do more” 
medical culture prevails. We worked with 
the researchers at the Dartmouth Atlas 
to make their data on 2,878 hospitals 
available free at ConsumerReportsHealth 
.org. Use the tool to find out how hospi-
tals in your area treat people with  
long-term, life-threatening illnesses. You 
will also find a link to Hospital Compare 
(www.hospitalcompare.hhs.gov), a Medi- 
care project that rates hospitals by pa-
tient satisfaction and a variety of quality 
measures. And no matter where you live, 
get the right kind of care for serious ill-
ness by using the tips in the box at right.

Your result may vary

The amount of medical care that  
people get for serious illnesses varies 
enormously from place to place. In the 
last two years of life, the average patient 
spent 11 days in the hospital in Bend, 
Ore., and 35 days in Manhattan. In those 
same two years, patients visited the doc-
tor an average of 34 times in Ogden, 
Utah, and 109 times in Los Angeles.

The Dartmouth Atlas based those 
findings on the Medicare claims records 
of millions of patients who died from (in 
order of prevalence) congestive heart 
failure, chronic pulmonary (lung) dis-
ease, cancer, dementia, coronary artery 
disease, chronic kidney failure, periph-
eral vascular (circulatory) disease,  
diabetes with organ damage, and severe 
chronic liver disease. Together those ail-
ments account for about 90 percent of 
deaths of people older than 65. 

Over the years, Dartmouth research 
has yielded some startling insights:
•  The local supply of doctors and hospi-
tals has more influence on the amount 
and type of care that patients receive 
than their actual medical conditions 
have. The more medical resources a re-
gion has, the more aggressive the treat-
ments are.
•  In the regions that deliver the most 
care, patients have a slightly higher 
death rate than patients with the same 

conditions treated in areas that treat less 
aggressively.
•  Patients treated most aggressively are 
no more satisfied with their care.
•  The cost differences are vast. Average 
Medicare spending over the last two 
years of life for all hospitals ranged from 
a high of $81,143 in Manhattan to a low 
of $29,116 in Dubuque, Iowa.

Geography and health care

In some areas of the country, seriously 
ill patients have trouble escaping futile 
and often painful overtreatment. Jean 
Callahan, a social worker and attorney 
with the Vera Institute of Justice, a New 
York City public-interest group, became 

the court-appointed guardian for a 
90-year-old bedridden woman so com-
pletely unresponsive that Callahan never 
even found out whether she spoke 
English. She had a feeding tube, but her 
stomach could not process the food. Both 
feet and lower legs had gangrene. The 
woman’s doctors “brought us into the 
case to consent to the amputation of one 
of her legs, but because the hospital con-
sidered the surgery to be life sustaining, 
we didn’t really have the legal power to 
say no,” Callahan says. “It was obvious to 
everyone around her that she was dying, 
but when we attempted to have her 
moved to hospice, the doctor said, ‘No, I 
don’t think she’s ready.’ They eventually 

For people with serious long-term illnesses, 

navigating America’s health-care system can 

be daunting. Here’s what patients and family 

members can do to increase the chances of 

getting the best, most humane treatment.

1              Know your hospital 
It pays to know what type of care to expect 

from hospitals in your area. Some are better 
than others at managing long-term condi-
tions in a way that prevents the need for fre-
quent hospitalizations and specialist visits, 
and the accompanying risks of infections  
and medical errors. To find out where your 
hospital stands, check the free tool at www 
.ConsumerReportsHealth.org.   

What you can do:
•  If you have a choice, consider using a doc-
tor attached to a hospital that practices con-
servative care. 
•  Work with your primary-care doctor, or the 
specialist in charge of your specific condition, 
on preventive measures that can help you 
avoid unneeded hospitalizations.
•  When hospital stays are needed, try to 
ensure that a family member or friend is 
there whenever possible to monitor the 
patient’s care.

2Ask about pros and cons
Just because a test or treatment can be 

done doesn’t mean it should be done. “Every 
intervention can create complications,” says 
Donald M. Berwick, M.D., president and CEO 
of the Institute for Healthcare Improvement, 
a not-for-profit organization based in Cam-
bridge, Mass. 

What you can do:
•  For tests, ask: Will this test change the 
way you treat the disease? If not, what is 
the benefit of doing it? Is this test likely to 
lead to follow-up tests, biopsies, or other 
diagnostic procedures? How will this bene-
fit my health?
•  For treatments, ask: Is this likely to extend 
my life, and if so, for how long? How do its 
side effects and risks compare with the symp-
toms and risks of my disease itself? What will 
happen if I do not have the treatment?

3Push for coordination
Having many doctors involved in your 

care can lead to confusion and miscommuni-
cation. “The likelihood of a medication error 
skyrockets when you receive care from mul-
tiple independent practitioners,” says Eric A. 
Coleman, M.D., director of the Care Transi-
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amputated both of her legs, and she con-
tinued to get aggressive treatment,  
including intravenous antibiotics. In the 
end, she died of an infection.” 

So, why does the health-care system 
serve up so much more care in New York 
than in Iowa? “Doctors decide who needs 
health care, what kind, and how much 
but have surprisingly little information 
on what the ‘right’ amount actually is,” 
says Dartmouth’s Wennberg.

If a patient has heart failure, there is 
little valid evidence, and no clear rules, 
about when to ask a patient to return for a 
follow-up visit, when to hospitalize him, 
or at what point to admit him to the ICU. 
“When faced with the uncertainty of 

tips for coping with a complicated system

tions Program at the University of Colorado 
Health Sciences Center.
     What you can do:
•  Develop a good, long-term relationship 
with a primary-care physician. When medical 
problems arise, ask this doctor or your main 
specialist to coordinate all of your treatment.
•  Keep and update your own medical record. 
Whenever you get care from any other doc-
tor, hospital, laboratory, or clinic, have a 
record of it sent to your primary-care doctor 
and to yourself.
•  Keep an up-to-date list of all your medica-
tions, including prescription drugs, over-the-
counter drugs, and dietary supplements. 
Include brand and generic name, dosage 
strength (such as 10 mg), and dosing sched-
ule (such as once a day). Note any drugs that 
have caused bad side effects.

4Mind the transitions
Many errors occur during transfers in 

the hospital, or to home, a rehab center, or 
a nursing home. “We reimburse physician 
care and hospital care, but we don’t reim-
burse care coordination,” says Mary Nay-
lor, Ph.D., director of the Center for Transi-
tions and Health at the University of 
Pennsylvania School of Nursing. “Often 
primary-care doctors and specialists don’t 
even talk to each other, so the follow-up 
care after hospitalization may be provided 
by a physician who doesn’t even know the 
patient was hospitalized.” 

What you can do:
•  Do not assume your primary-care doctor 
knows you have entered or left the hospital. 

Make a call yourself if necessary, and be sure 
to fill out forms authorizing the hospital to 
send your doctor records of your stay. 
•  Ask for “medication reconciliation” when 
moving from one health-care setting to 
another, including your home. Going over all 
medications, especially those prescribed in 
the most recent setting, helps you make sure 
you are getting all the medications you need 
without duplications or harmful interactions.
•  Do not leave the hospital without com-
pletely understanding and signing off on the 
plan for follow-up care, who is going to 
arrange for and provide it, and how to get in 
touch with that person. And make sure you 
and your doctor receive the results of any 
tests taken in the hospital.

5Have ‘the talk’
Families who have lost loved ones after 

strenuous courses of invasive treatments 
often say they regret not having recognized 
sooner that things were going downhill, and 
adjusting plans and expectations accordingly. 
“If someone has progressive cancer and is 
87, and her kidneys are failing, and doctors 
recommend ever more treatments for every 
disease, you need to ask what the larger plan 
is,” says Ira Byock, M.D., director of palliative 
medicine at Dartmouth-Hitchcock Medical 
Center in Lebanon, N.H.

What you can do: 
•  If many doctors are involved in a case, try 
to get them together to discuss the patient’s 
overall condition and outlook. You might have 
to be insistent to get this to happen. 
•  Ask for a consultation with a palliative-care 

service for patients who are seriously ill and 
receiving aggressive care. Palliative special-
ists are trained to consider the patient’s 
entire medical and personal situation and to 
focus on symptom management and quality 
of life alongside any curative treatments that 
are still being tried.

6Think twice about  
drastic measures

More aggressive hospitals more often use 
treatments such as feeding tubes and  
cardiopulmonary resuscitation in patients 
nearing death. But those measures might 
not extend life for long, if at all, and can be 
uncomfortable. In regions with aggressive 
care, “families report more unmet needs 
and lower satisfaction,” says Joan Teno, 
M.D., professor of community health at 
Brown University Medical School.  

What you can do:
•  Every adult should have an “advance direc-
tive” (available at www.caringinfo.org). It 
gives your preferences for care in the event 
you are ill with no prospect of recovery and 
unable to express your wishes. 
•  Consider hospice care for a patient who, in 
the opinion of doctors, is likely to die within 
six months. Studies show that patients receiv-
ing hospice care on average live slightly lon-
ger than those with the same illnesses who 
are not in hospice. 
•  Don’t be pressured into agreeing to inva-
sive life-support treatments, such as feeding 
tubes, without a thorough discussion of the 
patient’s prognosis, personal preferences (if 
known), and overall condition.

medicine, physicians will use available 
capacity up to its point of exhaustion, no 
matter how much capacity there is,” the 
Atlas says. 

Also, most American doctors are paid 
per visit, test, or procedure, rather than 
being on a salary. So the more they do to  
patients, the more money they make. 

“If you live in Fort Myers, Fla., you’re 
two or three times more likely to get 
your knee replaced than if you live in 
Miami,” Wennberg says, “because there 
are more orthopedic surgeons in Fort 
Myers on the lookout for patients than 
there are in Miami.” 

The exception to this rule helps prove 
it. A few common conditions—fractured 

hips and appendicitis, for instance—have 
a clear-cut diagnosis, and the need for 
hospitalization is universally accepted. 
Regardless of the local supply of hospital 
beds, the rates of initial hospitalization 
for those conditions are virtually identi-
cal in all regions. 

In defense of ‘more’

 The Dartmouth Atlas ranked NYU 
Langone Medical Center in New York 
City No. 1 in the nation among hospitals/
medical schools for aggressive care and 
spending. Its chief medical officer, 
Robert Press, M.D., said the hospital was 
concerned when rankings first came out, 
in the 2006 edition of the Atlas. 
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“Following the release of the original 
data, we began a number of initiatives 
that are still ongoing toward defining the 
patient’s wishes at the time of admission 
regarding the extent of care that he or 
she wants provided.” But Press also notes 
that many patients and families served 
by his hospital “really desire very  
aggressive care. And a number of our 
physicians really believe in providing  
aggressive care. We are changing this to 
the extent it can be changed, but it is a 
cultural change.“

Cedars-Sinai Medical Center in Los 
Angeles ranked second for aggressive-
ness of end-of-life care. Thomas 
M. Priselac, the hospital’s presi-
dent and CEO, says that while 
Dartmouth is doing “very im-
portant work,” without more 
detailed hospital-specific data 
“it raises more questions than it 
provides answers.”

A key question, of course, is 
whether patients are being kept 
alive longer in the regions that 
spend more money and deliver 
more aggressive care. “To judge survival, 
you have to look at people who are simi-
larly ill and then follow them forward 
over time,” says Elliott S. Fisher, M.D., 
Wennberg’s longtime research collabo-
rator. “And we’ve done that.” Their study 
of 969,325 Medicare beneficiaries hospi-
talized nationwide for three common 
condit ions—colon cancer, heart  
attack, and hip fracture—published in 
the Feb. 18, 2003, issue of the Annals of 
Internal Medicine, analyzed the follow-
up tests and treatments the patients  
received for up to five years after their 
very similar initial treatment. 

Patients in the highest-spending 
areas received 60 percent more treat-
ment than those in the lowest-spending 
areas, but the extra care didn’t seem to 
help at all, and it made some things worse. 
Patients in the high-spending, aggressive-
care regions waited longer in emergency 
rooms and doctors’ offices than patients 
in lower-spending regions did. They were 
less likely to get recommended preven-
tive treatments, such as aspirin to  
prevent future heart attacks, or appro-
priate immunizations. They were slightly 

more likely to die, and those who didn’t 
die weren’t any better off in terms of 
their ability to function in daily life. And 
overall they were no more satisfied with 
their care.

Other research groups have had simi-
lar findings using different methods.

A state-by-state score card on health-
system performance was issued in 2007 
by the Commonwealth Fund, an indepen-
dent health-quality research group. It 
graded such factors as overall population 
health, quality of care, access to care, and 
avoidable hospitalizations. Of the 13 states 
with the best scores, 10 have below- 

average end-of-life costs. And the three 
states in the Dartmouth study that spend 
the most on end-of-life health care—New 
York, New Jersey, and California—ranked 
22nd, 26th, and 39th, respectively, in the 
Commonwealth Fund overall ranking. 

A February 2008 study by the nonpar-
tisan Congressional Budget Office found 
a reverse correlation between per capita 
Medicare spending and care quality. The 
percentage of patients hospitalized with 
heart attacks, pneumonia, and heart fail-
ure who get recommended treatments is 
lower in the higher-spending areas.

The primary-care difference

“We see huge regional differences in 
health-care quality,” says IBM’s Grundy, 
whose department buys health insur-
ance for 386,000 employees around the 
world. “There’s almost an inverse rela-
tionship between cost and quality, with 
the better quality in the states with a 
high concentration of primary-care pro-
viders,” he says.

Primary-care doctors are trained to 
manage the “whole person,” which can 
help keep seriously ill people doing well 

and out of the hospital.
Seeing too many specialists produces 

“fragmentation,” says Donald M. Berwick, 
M.D., president and CEO of the Institute 
for Healthcare Improvement, a not-for-
profit organization based in Cambridge, 
Mass. “If you have 18 doctors, you’ll have 
more coordination problems than if you 
have three.”

Needed changes

More sensible spending on tests and 
treatments could take a big bite, perhaps 
as much as 20 to 30 percent, out of the 
growing U.S. health-care tab while main-

taining or even improving the 
quality of care, according to the 
Dartmouth researchers. That sav-
ings could help hold down health-
care costs for the insured and be 
used to fund coverage for the tens 
of millions of Americans who are 
uninsured or underinsured.

Consumers Union, the non-
profit publisher of Consumer 
Reports, recommends these  
policy actions:

Stop rewarding mistakes. Some steps 
are already being taken. For instance, 
Medicare will soon stop paying for most 
treatment of bedsores, hospital infections, 
and other problems that could be avoided 
but afflict patients who were originally hos-
pitalized for some other condition. Under 
current practice, hospitals actually make 
money from treating their own mistakes.

Encourage primary care. Fewer 
medical-school graduates are going into 
primary care because they can make 
much more money as specialists, no small 
consideration when faced with paying off 
six-figure student loans. Medicare is cur-
rently studying paying primary-care  
doctors extra for functioning as a  
“medical home” for patients, helping to 
manage their chronic ailments and  
coordinating care provided by specialists.

Find out what really works. The 
government should fund more research 
comparing different treatments for com-
mon conditions, and then scale reim-
bursements to encourage the use of the 
most effective care. That would help dis-
courage the unnecessary treatments and 
tests found in high-spending regions.

‘If you don’t need to be in  
a hospital, you shouldn’t be.

There are all kinds of dangers, 
such as hospital-acquired  
infections and bedsores.’

                                                  —Elliott S. Fisher, M.D. 


