Health Care for the U.S. Population at Risk
As a physician in South East Ohio, I daily see hard working patients who make minimal wages, or who are temporarily unemployed and can’t afford to purchase health insurance, nor pay for the high cost of the medical care they require.  As a citizen of the United States, as a human being, and as a child of God, I believe that I have a responsibility to work for the benefit of this population at risk, to promote health and productivity for the mutual benefit of all.

Therefore, I see the need of a revision / reformation of the current health care system that needs to consider the following issues.

a. The current medical system’s profit is based on illness rather than wellness.  This needs to be reversed.

i. The financial incentive for health care providers really is in prolonging care, and providing more services.

1. Because of better reimbursement, physicians tend to do procedures separately that could be done more efficiently “bundled” together; this increases cost and adds to the overall delay in health care services and diagnosis. ( a good example is doing colonoscopy and gastroscopy in the same setting when looking for occult GI blood loss)

ii. The incentive needs to be on maintaining wellness and productivity. 

1. This would be difficult to define and monitor.

2. Providers and payers would be tempted to accept only the patients most likely to be compliant and successful in maintaining their wellness.

b. The medical insurance industry is redundant and brings in great profits for its executives and owners.

i. The system is charging in excess of what is really needed to provide care, as reflected by the high administration costs/ high salaries of the executives.
ii. The system has an incentive for profit based on denying coverage for health care.

iii. Insurance is denied or exorbitantly priced for those who present a higher risk, leaving many at risk people uninsured or underinsured.

iv. The current reimbursement system is based on illness, and has little incentive for the physician to be efficient.

v. The cost of the uninsured is passed on to the health care system and society as the uninsured tend to neglect their illnesses to the point of urgency, and then present to emergency rooms where very expensive evaluation and care is provided.  This ultimately is reflected in an escalation of overall health care cost.

vi. Possible solution:

1. A single payer system would be vigorously opposed by the current insurance industry, and would likely be opposed by a large segment of the population that would sense an attack on their American rights and liberties.

2. A two-tiered system consisting of basic essential universal coverage for all, with the availability of private insurance to cover the non-essentials, the “bells and whistles” which the American public is so accustomed to.

a. Certainly it would be a difficult task to determine what is essential, and what is non-essential.

c. Medical liability and litigation costs are a big factor in the cost of health care.

i. Insurance costs are high, much of the cost going to the business executives and lawyers who make a living from the current system.

ii. These insurance costs are passed on directly to the health care consumer.

iii. There are also hidden costs of the current system as physicians order additional tests that are not evidence based, but fear based.  These costs also are passed on to the consumer.

iv. Possible solution:

1. A board consisting of physicians and non-physicians would review cases submitted for potential malpractice to determine their merit.

2. The board would have the power to censor, restrict, suspend, fine, and recommend for criminal investigation.

3. Government funds would be awarded to patients based on objective data to reasonably compensate for loss.

4. Protection of physicians and hospitals when there has been no break in standard of care / evidence based medicine, even when the patient outcome is less than optimal.

d. Patients need to accept more responsibility for their health and wellness.

i. Unfortunately, it appears that the population without insurance also tends to practice riskier behavior.  It is my observation (not documented) that this population has more tobacco, alcohol and other substance abuse, tends to be more obese, and exercises less. 

ii. It would be difficult to provide penalties for poor health practices, but a system of incentives could be instituted for good health practices.

iii. Higher taxation on legal unhealthy food and substances would be a disincentive to consume them, and could be utilized to subsidize health care costs.

iv. An aggressive program of education promoting healthy behavior needs to accompany any program.

e. Funding for health care is certainly a difficult issue.

i. If healthcare eliminated its redundancy, there would be additional savings to the system.
1. Increase regulation of the services provided to avoid duplication.

2. Centralize specialized care in efficient centers.

ii. A national sales (user) tax would be a more efficient and equitable way of generating funds

1. Eliminate income tax, which is inequitable, full of loopholes and protections for the wealthiest, and fails to receive revenue from unreported and illegal sources. 

2. I have heard the calculation that a 17% sales tax could effectively replace the federal income tax.
a. Basic needs (food, fuels, utilities) could be exempt, at least for those in greatest need.

b. There would be an incentive to save.
c. Even illegal income, that avoids the current tax system, would be taxed when it is spent.

d. 17% would be less tax overall for the majority of the population than is paid on income tax.

f. Health education expenses need reformed.

i. Students of medicine frequently graduate with debts of $200,000 – 250,000.

ii. New doctors seek out the more lucrative practices (those that have high payer returns, and minimal uninsured / Medicaid populations) usually in more populated areas, to achieve income levels sufficient to pay off debt and maintain a professional life style.

iii. Rural and poor communities are further neglected compounding the problem of seeking care only when the need is urgent, and thus elevating the cost.
iv. Possible solution: 

1. Expanded government programs like public health service. 

2. Increased community contracts with physicians who will practice in underserved areas in return for debt assistance.

a. Needs to include malpractice insurance payment

g. Medical waste needs to be decreased.

i. There is an excessive amount of disposable material utilized in the hospital that requires incineration, making a negative impact on the environment.

ii. Much of this material could be reused.  In fact, there are business and organizations that recycle / resterilize supplies and equipment for resale or distribution in the third world.

iii. In attempting to encourage recycling at one hospital system, I have found that the fear of legal liability is the main deterrent to participation in a recycling program.  

iv. A change in thinking of the medical and legal professions needs to occur to decrease the medical waste.  This should bring down cost and decrease environmental impact at the same time.
Possible Community Based Health Care System

Basic presuppositions:

1) Basic healthcare is a human right.

2) The patient must be encouraged to pursue a healthy lifestyle.

a. If the patient expects society to provide care, he must:

i. Contribute to society (to the extent possible based on ability).

ii. Take responsibility for a healthy lifestyle.

3) Healthcare professionals should be considered public servants, like police and fire fighters.

4) Health insurance companies can provide coverage beyond basic care to those who care to purchase it.

5) Tough choices need to be made in light of demand outstripping the resources; i.e. rationing; everyone can’t have everything!

6) We need to think as a community, not as a group of individuals!

Three tiered system

1) Community level healthcare

a. Elected local health commission to manage healthcare in a community.

b. Health care professionals are public servants, hired by the commission.

c. Hospitals and clinics will be run by the commission for the community.

2) State level healthcare

a. The state will manage university hospitals / major referral centers;  i.e. burn centers, trauma centers, children’s hospitals, cancer centers

b. Manage health education with participation of the federal government.

3) The federal government 

a. Manage military hospitals 

b. Manage federal medical facilities in underserved areas that couldn’t support a system on their own i.e. Indian reservations

c. Support research and development of new technology and development of evidence based medicine guidelines (i.e. NIH, CDC).

d. Oversee pharmaceutical and medical supply manufacturers (i.e. FDA)
e. Participate in health education management

i. Of the community

ii. Of health providers

Medical education

1) Subsidized by the state and federal government

2) All healthcare providers will have a required community service commitment

a. Short term: 1-2 yr full time assignment after training

b. Long term, at least part time, participation in community health service

Health care provider employment

1) Providers will be employed by local, state or federal organizations to fill a specific need

2) Salaries will reflect the need in an area

a. Salaries will reflect reduction in the burden of debt and medical liability insurance, if this is reduced or eliminated by a change in the system.  Therefore the end expendable income will likely be commensurate with that of the current system.

3) Small local communities may form consortiums to share services of some specialists between communities, the state and at the federal level.

4) Malpractice awards will be capped, and be an expense covered by the employing government.

a. Providers will not need personal malpractice insurance when working for the community.

b. Providers following evidence-based guidelines will be protected from malpractice.

c. The community will provide healthcare for citizens, so the need for compensation for less than optimal outcomes is greatly reduced, if not eliminated.

5) Healthcare providers can seek private employment in addition to their community responsibility.

a. Private clinics and hospitals can exist

b. Community run hospitals can provide private services to gain additional revenue

i. Private rooms

ii. Cosmetic surgery

iii. Non evidence based care that is not harmful; i.e. chemotherapy when success is not likely

c. Community care comes first; private practice is a supplement, and should never encroach on providing community care.

d. The insurance industry can provide service for:

i. Those desiring additional coverage beyond basic care

ii. Physicians who need liability coverage for “private practice”. 

Revenue

1) Health insurance premiums will essentially be converted to tax revenue to support health care.

2) Current programs (Medicare, Medicaid) will continue to support the system, with modifications.

3) Proven unhealthy lifestyles: tobacco, alcohol, “fast food”, “risky” activities will be taxed to a level consistent with their impact on health and society.

a. This will not only provide revenue to offset the burden placed on the health care system by an unhealthy lifestyle, but will also act as an incentive to choose a healthier option.

4) Patients will pay a modest co pay

a. A co pay is necessary to avoid over use / abuse of the system.

b. A lower co pay can be charged for patients that fit a healthy profile to create an incentive for healthy living.

c. Minimal co pays can be charged for health maintenance / preventative measures, i.e. vaccinations, routine pap smears, mammograms, colonoscopies, etc.

d. Higher co pays can be charged for emergency services to encourage use of less costly routine or urgent care services.

Basic health care / health insurance

1) What is determined to be basic health care can be provided to all individuals

a. Routine health maintenance such as mammograms, colonoscopies, etc.
b. Elective / cosmetic care would be excluded

c. End of life care when the odds are low that a person will survive will include hospice care
2) Patients can purchase insurance to cover elective / cosmetic care, care beyond evidence based medicine, and care that is has a low probability of success, i.e. cancer treatment insurance.

3) Transplant protocols need to consider the return to society of the recipient.

Recycling / use of materials

1) There needs to be a concerted effort to recycle equipment and materials in the medical setting.

2) This requires evidence based investigation and rational limitations on medicolegal liability for practices within the guidelines.

3) This will save the healthcare dollar and decrease the impact on the environment.

Ethics

1) A careful dialogue concerning value of life needs to take place.

2) People deserve respect despite mental and physical disabilities, age, economic status, etc.
3) There needs to be an increased emphasis on comfort care and recognition of the natural course of disease.

4) Ethics committees on all levels need to balance the protection of the individual, especially those who are vulnerable, with the limited resources and benefit to society.

5) The public needs to grapple with the reality of limited resources, the inevitability of death, and the concept of community.

(The US is already making decisions on a global level.  For example, we refuse access to health care for babies in other countries with correctable heart defects who do not have private organizations willing to cover their expenses.  No taxpayer dollars are permitted to be applied to their healthcare.  We also already have “rationed” healthcare in the US: the criteria is economic status!)

As an American, I believe we can invent a system that will be better than the flawed system we already have, or the socialized systems that we frequently hear debated. 

