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Many states have already passed
trigger laws that would auto-

matically implement complete
bans on abortion if Roe is over-
turned. In others, policymakers
have passed legislation with the
goal of evading judicial review,
such as Texas Senate Bill (S.B.) 8,
which recently went into effect.
This bill not only bans abortion
after detection of fetal cardiac
activity, with no exceptions for
cases of rape or incest, but also
provides a $10,000 reward to pri-
vate citizens who report anyone
who knowingly aids or abets in
the performance of a prohibited
abortion. The lack of a rapid re-
sponse by the Supreme Court to
S.B. 8 may be an indicator of
what s to come in Dobbs.

Our top priority, as students
and future residents, is receiving
the education we need to provide
exceptional care to our patients.
We, along with most of our
peers, strive to be educated at in-

ABORTION TRAINING IN MEDICAL EDUCATION

stitutions that provide thorough
training, including in dilation and
evacuation, medical abortion, and
medical management of miscar-
riage. Constantly changing state
regulations many of which
could become more restrictive,
depending on the Supreme Court s
decision in Dobbs  severely lim-
it the number of institutions
where we and other future Ob/
Gyns will be able to acquire this
training.

We are at a pivotal moment
in our country s history when it
comes to reproductive health. As
medical students, we should ad-
vocate for the inclusion of com-
prehensive training in reproduc-
tive health care in our medical
education. Teaching these critical
skills to future generations of
clinicians will help ensure that
such care remains safe and ac-
cessible for all patients.
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he increase in U.S. national
health care expenditures from

4% of the gross domestic prod-
uct (GDP) in 1950 to nearly 18%
of the GDP in 2019 is one of the
most important economic chang-
es that occurred in the United
States during this period. Since
the 1980s, policymakers and pri-
vate health insurers have imple-
mented interventions aimed at
bending the cost curve, includ-
ing diagnosis-related group-based
payments to hospitals, managed
care, deductibles and copayments,
and bundled-payment programs.
But the long-term growth of
health care expenditures as a
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share of the GDP has continued
(see graph). Since 1960, health
care s share of the GDP has risen
by an average of 2.2 percentage
points per decade, as compared
with an average increase of 1.1
percentage points per decade in
15 other high-income countries
since the early 1970s (when the
Organization for Economic Coop-
eration and Development [OECD]
began tracking these data; see
the Supplementary Appendix,
available at NEJM.org).

Increases in health cares
share of the GDP in the United
States havent been uniform in
the short term. In some years,
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increases have been higher than
average (such as during the crea-
tion of Medicare and Medicaid in
the 1960s), whereas in other
years, they have been lower than
average (such as during man-
aged-care expansion in the 1990s
and in the 2010s). The longer-
term trend has been remarkably
(and statistically) stable, however:
the per-decade growth in health
care s share of the GDP was 1.8
percentage points between 1960
and 1979, then 2.3 percentage
points between 1980 and 1999,
as well as 2.3 percentage points
between 2000 and 2019.

Why should this rapid and
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persistent growth be concerning?
Research has demonstrated that
nearly all wage and salary in-
creases between 1999 and 2009
for the median-income American
worker were absorbed by increas-
es in health care premiums, out-
of-pocket expenses, and taxes to
fund Medicare and Medicaid,
which has resulted in little left
over for discretionary purchases
or savings.! There is also no evi-
dence that life expectancy has
improved more rapidly among
Americans than among people
in comparable countries, despite
higher health care expenditures
in the United States.

We believe that a sustainable
long-term economic strategy
should involve stabilizing the ra-
tio of national health care expen-
ditures to GDP. This goal could
be achieved by focusing on the
gap between the rate of growth
of health care expenditures and
the rate of GDP growth. When the
gap between these growth rates
is greater than zero, health care s
share of the GDP rises over time;
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to stabilize the ratio of health
care expenditures to GDP, expen-
diture growth must be equal to
(or less than) GDP growth, which
has averaged 3.0% per year since
1960 after adjustment for infla-
tion. Focusing on this gap as a
target for health policy provides
a transparent goal, with results
that can be easily measured and
monitored. Moreover, if the goal
isnt met, its readily apparent
how much change is required to
meet it.

The potential savings associ-
ated with stabilizing the growth
of health care expenditures are
considerable. If health cares share
of the GDP were to be stabilized
at 18% beginning in 2022, total
health care expenditures (in 2021
dollars) between 2022 and 2031
would be $52 trillion, according
to Congressional Budget Office
projections. In contrast, if health
cares share of the GDP contin-
ued to grow at the same rate as it
has since 1980 (2.3 percentage
points per decade), total expendi-
tures would be higher by approx-
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imately $3 trillion = money that
could instead be spent on ad-
dressing social determinants of
health by means of investments
in education, social services, and
improved living standards.

How should the United States
approach the goal of restraining
the growth of health care expen-
ditures? Various strategies have
been proposed for cutting spend-
ing, such as limiting out-of-net-
work or surprise billing, restrict-
ing the delivery of fraudulent
postacute care, and expanding
preferred pharmacy networks.? Al-
though reducing wasteful spend-
ing is an important goal, target-
ing the gap in growth rates
requires strategies that can slow
the rate of growth of health care
expenditures more generally.

A key reason for high rates of
growth in this sector is the lack
of institutional budgets to con-
strain spending. Medicare is an
entitlement program without leg-
islative limits on expenditures;
hospitals respond to rising costs
by increasing commercial prices,
and increases are passed on to
consumers in the form of high-
er insurance premiums. Medicaid,
which is subject to state-level bud-
get constraints, is an exception;
perhaps as a consequence, Med-
icaid has had stable per-enrollee
inflation-adjusted spending dur-
ing the past several decades.?

In contrast, many OECD coun-
tries have fixed budgets for health
care organizations that are im-
plicitly tied to tax revenue and
general economic growth. Simi-
lar approaches could be adopted
in the United States. Govern-
ments and private insurers, for
example, could provide capitated
payments to hospitals and physi-
cian practices to help them pay
their fixed costs of operation,
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with annual increases tethered
to GDP growth. These subsidies
would create an environment un-
der which per-service prices could
be reduced (by means of either
competition or regulation), there-
by reducing incentives for over-
use. Subsidies would also pro-
mote financial solvency when
visits and admissions fall, as
they did during the early stages
of the Covid-19 pandemic. Such
methods have already demon-
strated promise: a global budget
has been the hallmark of Mary-
land s approach to controlling
hospital costs.* Greater reliance
on capitated spending also en-
sures that providers have incen-
tives to allocate scarce health
care resources more effectively.
When health care budgets are
tied to general economic growth,
the result is a stable ratio of
health care expenditures to GDP.

Slowing the growth of health
care expenditures doesn t need to
mean restricting research and
development. Most biomedical
research and development in the
United States focuses on product
improvement, with little atten-
tion paid to cost reduction; the
Food and Drug Administration is
forbidden by law from consider-
ing cost when evaluating new
medical technologies.” Other U.S.
industries and health care sys-
tems in other countries have a
more balanced approach, which
includes standardized and rigor-
ous use of cost-effectiveness analy-
ses. For example, in England, the
National Institute for Health and
Care Excellence is required to
consider cost in its evaluation of
new medical technologies.

The stabilization goal we pro-
pose has several caveats. First,
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health care probably doesn t need
to consume as much as 18% of
the GDP; other high-income coun-
tries have effective health care
systems that are popular across
the political spectrum and con-
sume 12% of their GDPs or less.
Scaling back health cares share
of the GDP would face extraordi-
nary political obstacles, however.
Second, year-to-year fluctuations
in the GDPs rate of change are
greater than would be desirable
for health care. One solution
would be to link target health
care expenditures to average GDP
growth over the previous 3 to
5 years. Third, new and expen-
sive innovations may strain health
care budgets, but reallocation of
health care dollars from less ef-
fective to more effective products
and services is an essential fea-
ture of any sustainable health
care system. Fourth, balancing
budgets doesnt ensure high-
quality health care; further ef-
forts would be necessary to im-
prove clinical quality. Finally,
slowing the rate of growth of
health care expenditures is likely
to remain politically unpopular
so long as voters dont connect
reduced growth with more rea-
sonable medical bills and insur-
ance premiums.

One might view the Covid-19
pandemic as a challenge to our
proposed limits on health care
spending; the ratio of health care
expenditures to GDP rose to 18.2%
in 2020, even after subtracting
federal Covid-19 supplemental
funding. We acknowledge such
challenges, associated with tem-
porary increases in health care
spending (or with temporary de-
clines in the GDP), but failing to
stabilize the long-term ratio of
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health care expenditures to GDP
could result in stagnant wages
for most American workers; an
increase in bankruptcies among
patients, with associated unpaid
physician and hospital bills; and
budget crises for the federal gov-
ernment and state governments.
We believe that stabilizing health
cares share of the GDP using
transparent, effective, and practi-
cal measures should be a national
priority.
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