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In 2013, we were asked to accept 250 MediCal patients that were given Obamacare HMO status. This added 20 hours to our work week and 20% loss of income which eliminated any time for this journal. We decided to give up MediCal, Medicare, Obamacare, HMO and all Insurance on June 30, 2015. We will have to scratch the entire 2013 HPUSA Journal year and will begin to catch up with 2014 as we are able. We thank you for your understanding.
1. 
Feature Article: Single-Payer National Health Insurance around the World Part I
In 2002 and 2003, we reviewed The Twenty Myths of health care reform. Now a decade later the authors have updated the book, renamed it, and added important 21st century data.
Lives at Risk by John C. Goodman, Gerald L. Musgrave, and Devon M. Herrick
Published in cooperation with the National Center for Policy Analysis
ROWMAN & LITTLEFIELD PUBLISHERS, INC.

Lanham • Boulder • New York • Toronto • Oxford
Introduction: Thinking about Reform

As we move further into the twenty-first century, it is clear that we are living with a number of institutions that were not designed for the Information Age. One of those institutions is health care.

Virtually everyone agrees that our health care system needs reform. But what kind of reform? Some on the right would like to see us return to the type of system that prevailed in the 1950s. Some on the left would like to see us copy one of the government-run systems established in the mid-twentieth century and variously called socialized medicine, national health insurance and, more recently, single-payer health insurance. For example, Physicians for a National Health Program, claiming membership of 8,000 physicians and medical students, contends that "single-payer national health insurance would resolve virtually all of the major problems facing America's health care system today."
We believe that neither of these two alternatives will work. But before we explain why, let us stop to consider some central problems that every reform faces. Most commentaries on health policy tend to ignore three very important facts about modern health systems: 
1. We can potentially spend our entire gross domestic product (GDP) on health care in useful ways.

2. Whatever portion of our income we are spending on health care today, we are likely to want to spend more in the future.

3. We have suppressed normal market forces in dealing with characteristics one and two.

These facts are not in dispute. Rather, they are readily acknowledged by all health policy analysts. 

Also, the first two characteristics are not unique to health care. They are true of many other goods and services as well. But when combined with the third characteristic, they have devastating implications.
Read more . . . 

PROBLEM: OPPORTUNITIES TO SPEND MONEY

ON HEALTH CARE ARE ALMOST UNLIMITED

Medical research has pushed the boundaries of what doctors can do for us in every direction. The Cooper Clinic in Dallas now offers an extensive checkup (with a full body scan) for about $1,500 or more.2 Its clients include Ross Perot, Larry King, and other high-profile individuals. Yet, if everyone in America took advantage of this opportunity, we would increase our nation’s annual health care bill by a third. More than 900 diagnostic tests can be done on blood alone,3 and one doesn’t need too much imagination to justify, say, $5,000 worth of tests each year. But if everyone did so, we would double the nation’s health care bill. Americans purchase nonprescription drugs almost twelve billion times a year and almost all of these are acts of self-medication.

Yet, if everyone sought a physician’s advice before making such purchases, we would need twenty-five times the number of primary care physicians we currently have.4 Some 1,100 tests can be done on our genes to determine if we have a predisposition toward one disease or another.5 At, say, $1,000 a test, it would cost more than $1 million for a patient to run the full gamut. But if every American did so, the total cost would run to about thirty times the nation’s total output of goods and services!6
Notice that in hypothetically spending all of this money we have not yet cured a single disease or treated an actual illness. In these examples, we are simply collecting information. If in the process of search we actually found something that warranted treatment, we could spend even more. One of the cardinal beliefs of advocates of single-payer health insurance is that health care should be free at the point of consumption, regardless of willingness or ability to pay. But if health care really were free, people would have an incentive to obtain each and every service so long as it had any value to them.

In other words, everybody would have at least an economic incentive to get the Cooper Clinic annual checkup, order dozens of blood tests, check out all their genes and consult physicians at the drop of a hat. In short order, unconstrained patients would attempt to spend the entire gross domestic product (GDP) on

health care even though, as a practical matter, that would be impossible.

“Free” health care is of course not really free. It is care paid directly by employers, government or some other entity, and indirectly by workers and taxpayers. The more employers pay for health care the less employees receive in wages. The more the government pays, the less after-tax income taxpayers have. Therefore, allowing patients to go on an unconstrained shopping spree in the medical marketplace would ultimately impoverish all of us.

No serious person wants this result. Not even the advocates of single-payer health insurance want it. Instead, they envision placing many obstacles in the path of patients and doctors in order to constrain spending. These obstacles may not be prices, but they most certainly involve costs, such as the cost of waiting for care. Although its advocates call national health insurance “singlepayer insurance” these days, its distinguishing characteristic is not control of demand. It is control of supply.
Like the systems of Canada and Britain, American health maintenance organizations (HMOs) also make health care free to their enrollees at the point of delivery. They then control access to care, especially  expensive care, on a case-by-case basis. Whether or not an HMO patient gets an MRI brain scan, for example, depends upon the symptoms and the probable outcome of the scan, as well as its cost. HMOs, therefore, control costs by curtailing demand. 
Nothing like that happens in countries with national health insurance, however. For one thing, doctors in Canada would have no idea how much a scan actually costs and therefore would have no basis for comparing costs with probable medical benefits. The number of brain scans is controlled in Canada, not on the basis of a case-by-case review of patient conditions, but because of spending constraints to limit the number of MRI scanners. 
Many American doctors have endorsed the single-payer idea, in part because they envy the ability of Canadian doctors to practice medicine without managed care-type, third-party interference. What they overlook is that, at least from a budget perspective, Canadian officials have no reason to care what decisions doctors make. They limit the number of scanners, and therefore the expense of scanning, before doctors see even a single patient. American physicians who support single-payer insurance also tend to discount lack of access to expensive diagnostic equipment in Canada, believing that the problem could be ameliorated by just spending more. They do not realize that the only reason the Canadian system works at all is because the government controls supply. If Canadian doctors (who, again, have no idea what anything costs) had access to an unlimited supply of MRI units, they might spend Canada’s entire GDP on brain scans! 
In general, countries with national health insurance control costs by imposing arbitrary limits. They strictly control the number of doctors who can be specialists. They limit access to modern medical technology. The more expensive the service, the more difficult they make access. As a result, in countries with national health insurance, people wait. They wait in the offices of general practitioners. They wait to see specialists. They wait for surgeries. And waiting is a rationing device comparable to money prices in a market system.

In this book we will stress many differences between the U.S. health care system and government-run health care systems. But on the demand side, the differences are not as great as one might suppose. Although health care is not free at the point of consumption for the average American, it is almost free. On the average, every time a patient spends a dollar on hospital care in our country, only two cents comes out of the patient’s own pocket. The other ninety-eight cents is paid by a third party (an employer, insurer or government.). On the average, for every dollar patients spend on physician care, only twelve cents comes out of their own pockets. And for the health care system as a whole, patients pay directly only eighteen cents of every dollar they spend. The rest is spent by some other entity.7
On the demand side, the problem with a system with no money prices is that people view each good or service as though its price were zero. As a result, they tend to try to consume the item so long as it has any value at all. The problem this creates is enormous waste. People seek services until the value to them is almost zero, even though the cost of these services may be quite high. The upshot is that people consume services for which the social benefit is well below the social cost. In Britain, for example, people have to pay out of pocket to see a movie, go to the theater or witness a sporting event.

But the only costs to see a physician are the costs of travel and waiting time. So although the government makes an enormous investment in their training, British physicians spend an inordinate amount of time on trivial complaints.

In the United States, things are not that much better. Although no one wants to enter a hospital, once there, the typical patient in this country has an incentive to use hospital services until they are worth only two cents at the margin (or about 1/50th of the actual cost). Aside from the costs of time and travel and the risk of being around other sick people, patients have an incentive to utilize physicians’ services until they are worth only twelve cents on the dollar. And for the health care system as a whole, our incentive is to spend until the services we receive are worth only eighteen cents on the dollar. No wonder there is so much waste!

In principle, there are not many solutions to this problem. Someone must choose between health care and other uses of money. The question is, who will that someone be? The answer of single-payer advocates is medical bureaucracies answerable to politicians. And much of this book will be spent looking in some detail at how rationing decisions are made in these systems.

A second method for choosing between health care and other uses of money is the method of managed care. The paradigm is the HMO. As noted above, HMOs have far less rationing by waiting than do national health insurance schemes. One reason for the difference is that HMOs tend to make rationing decisions based on medical and economic rather than political considerations. Because some policy analysts believe that a system of competing managed care organizations can solve the problems of single-payer health insurance, we devote a chapter to that idea.

The third method of choosing between health care and other uses of money is to allow patients themselves to choose. A vehicle that facilitates such choices is a health saving account (HSA), from which patients pay medical expenses directly. Funds not spent on health care grow in the account and may be used for other purposes. Singapore has had a compulsory system of “medisave” accounts since 1984.8 Medical savings accounts (MSAs) were introduced in South Africa in the early 1990s and today represent 65 percent of the market for private health insurance in that country.9 The United States experimented with a pilot program for several years and as of January 1, 2004, HSAs are available to all nonelderly Americans.10
So far, these accounts have mainly been used to pay relatively small medical bills, less than a few thousand dollars. These are the expenses that fall under a health insurance deductible. But as the accounts grow and if health insurance evolves toward the casualty model, the accounts could play a role in almost every aspect of health care. Consider homeowner’s casualty insurance, for example. If hail damages a roof, an insurance adjuster surveys the damage and agrees to a sum sufficient to cover the cost of repair—usually by a repair service the insurer knows. But the homeowner is not restricted to this option. He or she can choose other, more expensive repair services or even choose to replace the damaged roof with a nicer roof.

In principle, health insurance could work the same way. In the case of expensive heart surgery or cancer care, the insurer could direct the patient to a hospital or clinic and agree to pay the full cost. But the patient would be free to take the same reimbursement amount and apply it to another hospital or clinic, paying any extra charges from an HSA account.

In the world of casualty insurance, auto repair shops act as agents of automobile owners. Roofing repair services act as agents of homeowners. Suppliers of these services do not see themselves as agents of third-party insurers.

In a similar way, HSAs could free patients to become the real decision makers, choosing between health care and other uses of money in virtually every part of the health care system. In such a world, doctors, nurses and other providers would see themselves as agents of their patients rather than agents of impersonal bureaucracies. 
Read the complete book: http://www.ncpa.org/pdfs/livesatrisk/Lives-at-Risk_NCPA.pdf (PDF | 5MB)

Continued in the April, 2014 HPUSA newsletter. . .
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2. 
In the News:  How can government determine the value of an employee?
Commentary by Pamela Villarreal
Source: Investor’s Business Daily | December 04, 2013 
The bottom line is that those who want to make $15 an hour flipping burgers should . . .
 pursue education and skills that warrant higher pay.

This week, another fast-food walkout will take place in 100 cities.

Evidently, this one claims to be much larger than previous protests.

And no doubt the Service Employees International Union and other organized labor groups play a major role in supporting the walkout and also make up the lion's share of the protestors.

The goal? To push for an increase in the minimum wage to $15 an hour.

But as the old adage goes, the road to hell is paved with good intentions.

The arguments made by advocates of a living wage are flawed on so many levels, and will end up hurting the people they purport to help. Read more . . . .
One needs look no further than the evolution of large retailers. Thirty years ago, there was no such thing as a self-checkout lane.

I used to walk in to my local big-box retailer, and there was very little that was high-tech about checkout lanes.

Scanners were just starting to be used to price and sell merchandise, but the clerks had to scan each item personally, with a hand wand. In spite of the burgeoning computer technology, a warm body was still needed.

But much of the retail transformation can be attributed to increasing labor costs and decreasing technology costs.

How does this relate to this week's walkout? It is simple. If higher wages are forced on the fast-food industry, capital eventually will replace labor in that industry as well.

Sadly, this is all under the guise of helping people, but the result will be that teenagers and low-skilled workers get the shaft.

The unemployment rate among teenagers is the highest of all age groups.

In some areas, such as Washington, D.C., it is above 50%. Teenagers there would be happy to work for $8.25 an hour.

Recently, Washington's council almost passed an ordinance that would require the area's newly established Wal-Mart stores and other large big-box retailers to pay a "living wage" of $12.50 an hour.

Given that 23,000 applications were submitted for the 600 jobs that were available when Wal-Mart opened its first stores in the D.C. area, it is evident that many job-seekers are willing to work for less than $15 an hour.

The fast-food industry will also seek out those people.

But once those who are willing to work are employed, any excess demand for labor will be supplied in the form of whatever is most efficient, either by enticing more workers with a higher wage or using technology instead of human capital.

It does not matter what is mandated by a city or the federal government, or what is demanded by protesters.

Businesses seek to maximize profits, and if they must replace or supplement human capital with automation they will do it.

Advocates argue that many fast-food and retail workers support families and also depend on public assistance, which costs taxpayers.

A study from the University of California, Berkeley, found that 330,000 fast-food workers are enrolled in Medicaid, the health care program for the poor, and 432,000 children of fast-food workers are enrolled in CHIP, the Children's Health Insurance Program.

But as many states offer Medicaid benefits to households living well above the poverty level, it is disingenuous to connect Medicaid benefits directly to fast-food workers.

In fact, there are 636,000 families enrolled in Medicaid and CHIP in Massachusetts, thanks to its generous eligibility criteria, but only 34,000 households with fast-food workers.

It would hardly make sense to blame Massachusetts' Medicaid burden on the fast-food industry.

But far be it for facts to get in the way of a good push by living-wage advocates.

Furthermore, if a minimum wage hike results in more low-wage workers becoming unemployed or unable to find a job in the first place, the cost of public assistance programs will likely increase.

The bottom line is that those who want to make $15 an hour flipping burgers should put their picket signs down and instead pursue education and skills that warrant higher pay.

Read Villarreal’s entire Opinion, as well as others at the NCPA . . . 
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3. 
International Healthcare: Singapore's Health Care System
Singapore's Health Care Ranked First in an International Comparison 
A new study shows that Singapore's health-care system places first when compared with the health-care systems of seven other countries. Read more . . . 
Canadian health economist Cynthia Ramsay ranked the health-care systems of Singapore, Canada, the United States, the United Kingdom, Switzerland, Germany, Australia and South Africa. The study uses an index similar to the United Nations Human Development Index and the Fraser Institute Index of Human Progress. An index score, ranging from zero to 100, indicates how a health care system performs relative to others. 
· Quality is measured using such categories as health status, mortality rates, preventable illnesses, appropriateness of services and patient satisfaction. 
· Access to care measures insurance coverage* in a population, equity in health outcomes, how health spending is distributed between acute and other health-care services, and the availability of medical expertise and technology. 
· Cost variables include efficiency and total health spending, and sustainability. 
According to the overall rankings Singapore, which relies heavily on private sector financing, has the "best" health-care system with a score of 62.1. Singapore puts much responsibility on patients to finance at least a portion of the costs of their care. 
Second-place United Kingdom (60.5), which operates a private system alongside its National Health Service, ranked high largely for its low spending. By contrast, the United States (53.6) ranked just behind Canada (56.7) partially due to its high level of expenditure. Because containing costs is considered beneficial, says Ramsey, "more spending on health is worse than less." 
In addition, the U.S. score likely suffered because using insurance coverage in a population as a measure for "access" fails to take into account the large safety net -- such as free medical care that public and private hospitals are required to provide -- available to those who do not have private health insurance or do not enroll in a government program. 
Source: Cynthia Ramsay, "Beyond the Public-Private Debate: Access, Quality and Cost in the Health-Care Systems of Eight Countries," Marigold Foundation Ltd., July 2001, 1700-801 6 Avenue, S.W., Calgary, AB T2P 3W2, (403) 303-1804. – 
See more at: http://www.ncpa.org/sub/dpd/index.php?Article_ID=7923#sthash.QLxRvB0P.dpuf
· Please note that the fallacy of equating insurance coverage and access as discussed in ¶ 7 below.
http://www.ncpa.org/sub/dpd/index.php?Article_ID=7923 
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Government medicine does not give timely access to healthcare, it only gives access to a hazardous waiting list.

In America, everyone has access to HealthCare at all times. No one can be refused by any hospital.

* * * * *

4. 
Government Healthcare: Obamacare: What We Know Now
By Michael D. Tanner The CATO Institute
January 27, 2014
For all intents and purposes, the Patient Protection and Affordable Care Act (ACA), also known as Obamacare, has been fully implemented. And while much of the media coverage has been dominated by the technical failures of the program’s initial rollout, we are also learning much about the impact of health care reform on employers, providers, patients, taxpayers, and individual consumers. Much of this was suspected even before the law was passed, but it is now becoming clear as implementation moves forward. Read More . . . 
For example:

· Millions of Americans who are happy with their current health insurance will not be able to keep it;

· Americans may find it difficult to keep their current doctor unless they are willing to pay more;

· While there will be both winners and losers when it comes to the cost of insurance, millions of Americans will find themselves paying higher premiums or facing higher out-of-pocket expenses;

· The law’s final cost is difficult to predict, but is likely to exceed early projections;

· Far fewer Americans will be covered than expected, leaving millions still uninsured;

· The law is already having serious economic consequences and will likely lead to a loss of jobs and slower economic growth; and

· There is a significant danger that young and healthy people will not enroll, leading to an "adverse selection death spiral."

In short, the more we have learned about ACA, the more it looks like its critics were right. The law’s problems go far beyond a failed website. By imposing a bureaucratic, centralized, top-down approach to health care reform, Obamacare has created far more problems than it solved.

http://www.cato.org/publications/policy-analysis/obamacare-what-we-know-now 
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Government is not the solution to our problems, government is the problem. 

- Ronald Reagan
* * * * *

5. 
Lean HealthCare: The Most Energetic Area of Lean Practice
James Womack: The Lean Movement

With the current activity to increase the minimum wage, we need to review what James Womack said in 2008 when he was reflecting on the progress of the Lean Movement: “One critical indicator is our success in extending lean thinking to new industries and activities. In recent years I have been greatly encouraged that lean thinking is moving far beyond its origins in manufacturing to distribution, retailing, maintenance and overhaul, consumer services, construction, and – perhaps most striking – healthcare. Indeed, the latter may be the most energetic area of lean practice today.” To read more, please go to . . .  

“There is much consolidation going on in the health care industry. Groups are merging; Hospitals are merging, ancillary facilities are merging; all in the name of efficiency. What is over looked, is that no value is created with like firms merge.  These actions quickly shift wealth from customers, employees, suppliers, and former owners to the new owners. This may do more good than harm, because otherwise the firm in question may completely fail. But it is often unclear that any additional value has been created in the sense of better satisfying customer needs with a given amount of human effort and capital investment. And, from society’s standpoint, the only way to increase living standards is to change the ratio of human effort and capital going into firms to the amount of value coming out. Otherwise the outcome is basically zero- sum, with some winners and some losers.

“By contrast, the objective of a lean transformation is to analyze the core value creating processes of organizations in light of customer needs (which may have changed), then figure out how to create more value with the same resources so the organizations can grow and society can prosper. It’s the difference between shifting wealth from one party to another and creating more value, ideally value that can be shared with customers, employees, suppliers and owners.”

 (Note that Womack never uses the term “adding value” because this is an accounting convention for the difference between the input costs of a firm and its output prices. Often Womack finds that only cost is added by the firm as inputs are converted to outputs, not value from the customer’s [or patient’s] standpoint.)

Managers (and owners) will try anything that is quick and easy even if it doesn’t work before they try anything long and hard that does work (e.g. intense process analysis linked to customer needs to create more value from the same resources.)
We thank James Womack for keeping us informed of the lean enterprise goals and will follow through with relevance to health care, which he feels is one of the “more energetic areas of lean practice today.”

Please peruse the Lean Enterprise Institute, at www.lean.org. 
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The Future of Health Care Has to Be Lean, Efficient and Personal.

* * * * *

6. 
Misdirection in Healthcare: Modernization can at times be very expensive and misdirected.
I served my internship at Wayne County General Hospital. We were the first class of 36 interns to work in the new 500 bed orange and silver aluminum hospital in the form of a Grecian cross-a square center with four arms of equal length. The old hospital had the standard characteristic large 40 to 60 bed wards that most of the public hospitals had in the 1960s, whether county, city or state. Furthermore, Michigan was the first state that place doctors under that state wage laws which was $300 a month for full time work. The majority of the hospitals in the United States were paying $25 to $50 a month. Since at that time most house staff were unmarried and received free room and board at the hospital, it was a living wage. We felt privileged.  Read more . . . There were 500 beds on four floors above the street level with 125 patients on each floor, as I recall. There were 2 five bed rooms in the corner of each floor which was one wing of a red cross, the rest of the rooms had 4 beds, with a couple of two bed semi-private rooms for special medical needs such as isolation or an occasional high level county official. 
Going from 40 and 60 bed open wards to the large number of semi-private rooms required a large increase in nursing staff. Whereas two RN’s could oversee 40 or 60 patients in the old facility, it would take two RNs to oversee every three or four rooms of four patients each. The county balked at the expense of tripling the number of RNs for the same number of patients.  The county hired efficiency experts to evaluate the RNs and to reduce their number. They recommended exactly what they were hired to do. 
The doctors observed the nurses working feverishly at the desk taking down the orders we had written and proceeding to implement them. The efficiency experts making their rounds would count out loud the number of nurses at the desk: one, two, three, four nurses at the desk not seeing patients. We asked them what they thought the numbers meant. One said, obviously you’re over staffed when more than one nurse is sitting at the desk. Shouldn’t they be out on the floor doing some nursing? 
The experts obviously had no understanding of nursing. When their report was submitted, and administration tried to reduce the number of nurses, a firestorm erupted. For a while it looked like we might not have RNs at all. I don’t think the doctors were very thrilled with the prospect that they might end up bathing their patients and emptying their bedpans. 

Eventually the administration tossed out the expensive study and we all went back to practicing medicine and the nurses resumed the care of our patients.



Are we having the same problems today, except on a more massive scale? Don’t we have medical efficiency experts, the insurance carriers, HMOs, Medicare, Medicaid telling us how to practice medicine? Telling us what tests we are allowed to order, what drugs we are able to use, which hospital we are allowed to admit our patients, which consultants are approved, which x-ray facility is in our patient’s insurance plan, which laboratory will they reimburse, which respiratory company are we allowed to order oxygen for our patients in lung failure.  And since each insurance carrier and HMO has their own preferred drug formulary and consultants, it sometimes is not easy to steer a patient in the correct direction. This top-down management ultimately comes from the White House, the Senate, the House, and the Supreme Court who don’t seem to have a clue as to what the practice of medicine entails. 
Instead of being lean and efficient, it is turning out to be costly and inefficient. Many of our patients are relating horror stories as to having been on medications for decades which were working beautifully and now, because of new regulations or an insurance change, being placed on substitutes and their blood pressures are out of control; they are wheezing more than ever because their bronchodilators  have been changed by a new insurance company; their new oxygen company took two months to get oxygen to them while they are gasping for breath not being able to walk to the next room; how much their health insurance premiums have increased; how much their medications cost and health care costs have spun out of control.
The patients have now partially accommodated to these huge changes over the past two years. It would create havoc to toss out these changes that Obamacare made, without a smooth transition to a market base plan.
The most dangerous campaign statement is to “REPEAL” and “REVISE” when no one has submitted a revised plan that the public will accept. This could destroy the Conservative Political Party from making constructive changes and the “Tax /Spend/ and Regulate” party would proceed to destroy American Medical and Health Freedom. Their success is really guaranteed with the ease in which the “Tax /Spend/ and Regulate” party operates.  Since the regulation of human beings is essentially impossible, as the Fascists, Communist, and the Socialists have well demonstrated but still don’t believe, they can continue to SPEND, then with the progressive income TAX, it is easy to increase taxes on the masses which may not fully understand what they are approving, and when this doesn’t go as planned, they have to REGULATE our freedom as we drift backwards into a Statist Civilization. We will then have to try to advance to a free society again repeating what our forefathers accomplished by establishing American Freedom. How many hundreds of years will it take to reach 1776 again?
Follow this HealthPlanUSA column for some answers to our health care conundrum.
America, it is critical to wake up before it’s too late.
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Well-Meaning Regulations Worsen Quality of Care.
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7. 
Overheard on Capitol Hill: TAX/SPEND/REGULATE vs LIBERTY/FREEDOM  
Between a TSR senator and a Liberty/Freedom Senator

Senator LF (Liberty/Freedom):
Now that Obama Care has been implemented, and I 




understand you voted for it, do you still feel that you have advanced the freedom of the 


American People?

Senator TSR (Tax/Spend/Regulate):
Senator, you have couched your question in a self-



incriminating manner. I should plead the fifth. We have given the American people what 


they have wanted for nearly a century: never having to worry about their healthcare.
Senator LF:  But now as Obamacare has been implemented, many patients aren’t enjoying this 



freedom not to worry. Many can’t find a health plan that they can afford or a physician 


that accepts Obamacare. Read more . . . 
Senator TSR: 
We have accomplished the very best possible plan.
Senator LF: 
If the very best plan that we politicians have devised doesn’t improve healthcare, 



wouldn’t we have been better off to let the former system be continued and revised as 


necessary?
Senator TSR: 
But senator, everyone was unhappy with the prior system.
Senator LF:
With nearly everyone being really unhappy with the new Obama system, what 



have we gained?

Senator TSR:
Haven’t we accomplished achieving universal health care?
Senator LF:
With 25% to 35% of doctors not accepting Obamacare, isn’t that even worse than 


the prior system of the 25% to 35% being uninsured?

Senator TSR: 
But look at what we have accomplished, those 25% to 35% now have insurance?

Senator LF:
The latest estimate is that 25 to 35 million Americans will still be uninsured when 


Obamacare is fully implemented.

Senator TSR:
I can’t believe that will be true. It just doesn’t make sense.
Senator LF:
Canada is very proud of having 100% of its citizens covered by their Medicare. 



But they don’t have access to healthcare.

Senator TSR: 
It they are covered by their Medicare Plan, what do you mean they don’t have 



access to healthcare?

Senator LF:
Senator, don’t you read the papers? People are dying in Canada while suffering on 


waiting lists waiting to be seen.

Senator TSR:
But their politicians have given them universal coverage. That’s all that we 



politicians can do, isn’t it?

Senator FL: 
Maybe, but aren’t you confusing universal coverage with universal access?

Senator TSR:
When we give the American People universal health care, that should cover 



everyone, doesn’t it?

Senator FL:
Well, no. It doesn’t.  Obamacare has been dumping many of the poor and helpless 


and homeless on Medicaid into HMOs under the pretext of giving the poor 



health insurance.  Many doctors felt an obligation to have a certain percentage of 



their practice be on Medicaid patients as an act of charity. When their Medicaid patients 


became HMO type of patients they were inundated with so many new rules and regs that 


they stopped seeing their self-imposed quota of Medicaid patients. This caused a 



greater loss of access even though we patted ourselves on the back for giving them 


insurance. Then these same doctors would no longer see Medicaid 




referrals, which many consultants did out of courtesy to the referring physician. 



Hence, these former Medicaid patients were given a double whammy: Loss of 



their personal physician and loss of specialty care. How do you see us as having 



universal health care when so many don’t have access to care?

Senator TSR:
I’ve never heard of anyone complaining as you have stated.
Senator FL: 
Then you may not have heard of the law suit in Canada where a patient was in 



great pain from hip arthritis and after two years brought suit against Canadian 



Medicare. It went all the way to the Canadian Supreme Court which sat on it for 



over a year before they were finally had to admit that this patient had a case and 



then ruled: Canada does not have universal healthcare, they only have universal  



access to a waiting list. 

Senator TSR:
Then maybe we need another LAW: Force doctors to see Medicaid patients?
Senator FL: 
Wouldn’t that be involuntary servitude? Didn’t our forefathers come to this 



country to escape that sort of bondage? Why do you want to revert to a past from which 


we escape for the most advanced freedom that human beings have ever experience?
Senator TSR:
Maybe Hillary Clinton was right: American’s have too much freedom.
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What is Congress Really Saying? Or do they even know what they are doing?
* * * * *
8.  
Innovations in Healthcare: Medical Scribes
Are Medical Scribes an innovation that improves healthcare and the doctor/patient relationship?
In the early 2,000s as we were being pushed to see more patients as health maintenance organizations (HMOs) were exerting their control of private practice in the United States, I began writing this Journal on a Quarterly basis. I utilized international conferences as one mechanism to gain a world perspective of health care. Read more . . .  
I attended a large number of the International Conferences of my specialty organization. Our meetings were scheduled alternately on an East Coast city such as Boston or Atlanta or a West Coast city such as San Francisco or Seattle.  It was attracting colleagues from more than 40 countries. The meetings in the East attracted large numbers of European, African, and Mid-East and the meetings in the West attracted large numbers of Asian, Australian, and South American colleagues. The physicians from the UK, who were on salaries, were sponsored by Pharmaceutical firms. They usually sponsored three plane loads of physicians which comprised a significant contingent of Pulmonologist. We have been known at various times by the five names which designated our specialty. Thoracic, Pulmonary, Lung, Chest, and Respiratory. 

As the quality of the meetings continually improved, the attendance from around the world matured. Foreign attendance approached the domestic attendance. Although started by the pulmonologist, it attracted colleagues in related specialties.  There were increasing numbers of pulmonary Pediatricians, Thoracic (Pulmonary) Surgeons, Lung pathologists, and Pulmonary Radiologist. 

At these International Pulmonary Conferences, I had informal meetings with a large number of foreign colleagues. I first became aware of “Medical Scribes,” at a luncheon attended by Korean Pulmonologists.  They were seeing patients much faster than American doctors. While we were complaining that we could not provide optimal health care seeing 4 or 5 patients per hour, they said they saw at least 10 and at times 12 patients an hour. They had a “scribe” with them at all times. The patients were prepared and previously interviewed by a Nurse who presented the medical problem to the physician. The physician began examining the patient as the nurse was presenting. The scribe was writing down what the physician was describing about his findings and his recommendations. The physician would then sign the scribe’s notes, the prescriptions that were written, and they then moved to the next exam room. The South Korean said the large number of patients required this speed. Did he ever have a personal relationship with the patient? He said the patient was essentially nameless after this five minute encounter. He would normally not recognize this patient on a return visit unless the nurse mentioned it. He said he had no choice in caring for his patients. In fact, he said he did not even consider these patients as his patients—they were patients of the state.
I determined that there was no end point in the state control of healthcare. It really was not healthcare for the ultimate benefit of the patient. It was bureaucratic control of the patient population for the benefit of the state. The patient was merely a commodity that was sold to the lowest bidder with an acceptable mortality rate that didn’t elicit serious public concern. At least not enough to cause political damage. 
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* * * * *

9. 
The Health Plan for the USA: Understanding the present problem
The Major Current Problems in HealthCare
The $3 trillion health care industry is the only major segment of the economy that is failing, and there is nothing the employer, insurance carrier or government can do about it.
Health care is the only product or service (outside of public education) that has consistently grown worse over the past 40 years, with decreasing customer (patient) satisfaction. Every other product and service in our economy has improved in quality and grown less expensive over time, with increasing customer satisfaction. Read more . . . 
Health care is the only sector of the economy where prices have been steadily increasing since the end of WWII. Every other sector of the economy is reaping the benefits of Moore's Law, which states that the cost of digital technology decreases by 50 percent every 18 months. In health care, it is the reverse—less efficient and more costly. For instance, although the Length of Stay (LOS) for delivery of a child has decreased from four or five days to one or two days, the hospital cost has more than doubled. The LOS for gallbladder surgery has decreased from five days to one day, but the hospital cost has doubled. The surgeons' fees have remained level or even decreased during this time. 
Healthcare is totally out of control. Obamacare has made it more out of control. This journal, HPUSA, is our attempt to bring healthcare back into focus. Initial estimates from actuaries are that it will reduce healthcare costs by at least 40% to 50%. We have highlighted examples of this over the years. Welcome to our journey.
Feedback . . . 
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10.        Restoring Accountability in Medical Practice by Non Participation in Government Programs and Understanding the Devastating Force of Government

· Medicine and Liberty - Network of Liberty Oriented Doctors, www.MedLib.ch/, Alphonse Crespo, MD, Executive Director and Founder
Medicine & Liberty (MedLib) is an independent physician network founded in 2007, dedicated to the study and advocacy of liberty, ethics & market in medical services.
  - We support professional autonomy for doctors and liberty of choice for patients
  - We uphold the Hippocratic covenant that forbids action harmful to the patient
  - We defend responsible medical practice and access to therapeutic innovation free from 
      bureaucratic obstruction 
  - We work towards a deeper understanding of the role and importance of liberty & market in 
      medical services
MedLib is part of a wide movement of ideas that defends
   - the self-ownership principle & the property rights of individuals on the products of their 
      physical and intellectual work
   - free markets, free enterprise and strict limits to the role of the State
· Authentic Medicine -  Douglas Farrago MD, Editor, Creator & Founder

SPEAKING HONESTLY AND OPENLY ABOUT OUR BROKEN HEALTHCARE SYSTEM 

The mission of Authentic Medicine is to rediscover how much the art of medicine means and allow us to reconnect to our roots once again. It is about fighting back against those things that are taking us away from the direct care of patients while still pointing out the lunacy and hypocrisy of this job. Be part of the movement that will take back the healthcare system from the idiots who are ruining it.
Why we are moving to an era of Industrialized Medicine

The Quality Movement and why it is a scam

The ever expanding Medical Axis of Evil

Medical Dogma and the Alphabet Soup (JC, HIPAA,etc)

Bureaucratic Drag and the distractions from treating patients

Burnout and depression amongst healthcare professionals

Humor in caring for the patient and the caretaker
· Reason Foundation: http://reason.com/about: Reason and Reason Online are editorially independent publications of the Reason Foundation, a national, non-profit research and educational organization.
Reason is the monthly print magazine of "free minds and free markets."  It covers politics, culture, and ideas through a provocative mix of news, analysis, commentary, and reviews. Reason provides a refreshing alternative to right-wing and left-wing opinion magazines by making a principled case for liberty and individual choice in all areas of human activity.
Reason Online is updated daily with articles and columns on current development in politics and culture. . It also contains the full text of past issues of the print edition of Reason. Reason Online is entirely free.
· Entrepreneur-Country. Julie Meyer, CEO of Ariadne Capital, (Sorry about the nepotism, but her message is important) recently launched Entrepreneur Country. Read their manifesto for information:  3. The bigger the State grows, the weaker the people become - big government creates dependency . . .  5. No real, sustainable wealth creation through entrepreneurship ever owed its success to government . . .  11. The triple play of the internet, entrepreneurship, and individual capitalism is an unstoppable force around the world, and that Individual Capitalism is the force that will shape the 21st Century . . .  Read the entire  manifesto  . . . 
· Americans for Tax Reform, www.atr.org/, Grover Norquist, President, keeps us apprised of the Cost of Government Day® Report, Calendar Year 2014. Cost of Government Day (COGD) is the date of the calendar year on which the average American worker has earned enough gross income to pay off his or her share of spending and regulatory burdens imposed by government on the federal, state and local levels. Cost of Government Day for 2014 was July 6th a ten-day increase above last year's revised date of July 16th. With July 6th as the COGD, working people must toil on average 186 days out of the year just to meet all the costs imposed by government. In other words, the cost of government consumes 53 percent of national income. If we were to put health care into the public trough, the additional 17 percent of GDP that healthcare costs, would allow the government to control 70 percent or nearly three-fourths of our productivity and destroy our health care in the process. We would have almost no discretionary income.

· National Taxpayer's Union, www.ntu.org/main/, Duane Parde, President, keeps us apprised of all the taxation challenges our elected officials are trying to foist on us throughout the United States. To find the organization in your state that's trying to keep sanity in our taxation system, click on your state at www.ntu.org/main/groups.php. On August 13, you can start working for yourself. It takes nearly 8 months of hard work for every American to pay for the cost of government. Read more  . . . 
· Citizens Against Government Waste, www.CAGW.org, America’s Taxpayer’s Watch Dog.
Since 1984, Citizens Against Government Waste has been the resource that policymakers, media, and the taxpaying public rely on for the bottom line behind today's headlines. Waste News is the first stop for reporters covering government spending. Members of the Media visit our media page to sign up for email updates or to set up interviews with CAGW policy experts.
Porker of the Month will introduce you to some of government's worst pork-barrel offenders.

"To advocate an efficient, sound, honest government is neither left-wing nor right-wing, it is just plain right." –J . Peter Grace, CAGW Co-Founder
· Evolving Excellence—Lean Enterprise Leadership. Kevin Meyer, CEO of Superfactory, (Sorry about the nepotism, but his message is important) has started a newsletter which impacts health care in many aspects. Join his evolving excellence blog . . .  Excellence is every physician’s middle name and thus a natural affinity for all of us.  This month read The Customer is the Boss at FAVI “I came in the day after I became CEO, and gathered the people. I told them tomorrow when you come to work, you do not work for me or for a boss. You work for your customer. I don’t pay you. They do. . . . You do what is needed for the customer.” And with that single stroke, he eliminated the central control: personnel, product development, purchasing…all gone. Looks like something we should import into our hospitals. I believe every RN, given the opportunity, could manage her ward of patients or customers in similar lean and efficient fashion. 
· FIRM: Freedom and Individual Rights in Medicine, www.westandfirm.org, Lin Zinser, JD, Founder, researches and studies the work of scholars and policy experts in the areas of health care, law, philosophy, and economics to inform and to foster public debate on the causes and potential solutions of rising costs of health care and health insurance . 
· Ayn Rand, a Philosophy for Living on Earth, www.aynrand.org/site/PageServer, is a veritable storehouse of common sense economics to help us live on earth. To review the current series of Op-Ed articles, some of which you and I may disagree on, go to www.aynrand.org/site/PageServer?pagename=media_opeds  
* * * * *

Words of Wisdom
The poorest man would not part with health for money, but . . . the richest would gladly part with all their money for health. –C. C. Colton (1780-1832).  Addressed to Those Who Think, l.225. 1823. 
Health is better than wealth. –John Ray (1628-1705). A Collection of English Proverbs. p. 153, 1678.
Having good health is very different from only being not sick. –Seneca the Younger, (5? B.C.—A.D 65 Preface (1.6) to Natural Questions. Tr. Thomas A. Corcoran, 1921.
Some Recent Postings

Please Note: Due to the Obamacare Extreme Stress On our Practice, we were unable to do any HPUSA Newsletters during 2013. Here’s the last one we sent in 2012. 
We are completing the 2014 series which had a few entries each month and send them out as we are able to complete them. Thank you for your understanding.
In The October 2012 Issue: 


1.  
Featured Article: 2012: THE MAKE OR BREAK FOR AMERICA
2. 
In the News: '2016: Obama’s America' 
3. 
International Healthcare: Putin, Chavez and Castro come out for Obama.
4. 
Government Healthcare: Greek Jobless Lose Health Benefits 
5. 
Lean HealthCare: A Medical Correlative 
6. 
Misdirection in Healthcare: Atlas Shrugged Part II
7. 
Overheard on Capitol Hill: Is America Exceptional?
8.  
Innovations in Healthcare: A Parable of Health-Care Rationing
9.  
The Health Plan for the USA: Deferred to the Book.

10.         
Restoring Accountability in Medical Practice by Moving from a Vertical to a 


Horizontal Industry:



Thank you for joining the HealthPlanUSA network of 80,000 professionals that receive our newsletter and visit our websites. To assure uninterrupted delivery, go to www.healthplanusa.net/newsletter.asp and enter your email address. Stay tuned for the latest innovating thinking in HealthCare and have your friends do the same.



Articles that appear in HPUSA may not reflect the opinion of the editorial staff. Several sections are entirely attributable quotes in the interest of the health care debate. We trust our valuable and faithful readers understand the need to open the debate to alternate points of view to give perspective to the freedom in healthcare issues. We have requested permission and many of the sites have given us standing permission to quote extensively from their sites and refer our readers back to their site. Editorial comments are in brackets.



PLEASE NOTE: HealthPlanUSA receives no government, foundation, or tax favored funds. The entire cost of the website URLs, website posting, distribution, managing editor, email editor, and the research and writing is solely paid for and donated by the Founding Editor (and Friends of Freedom), while continuing his Pulmonary Practice, as a service to his patients, his profession, and in the public interest for his country. Contributions are welcomed but are not tax deductible since we ask for no federal tax favors. Please see your tax advisers to see if contributions may be a business deduction for you. 


Spammator Note: HealthPlanUSA uses many standard medical terms considered forbidden by many spammators. We are not always able to avoid appropriate medical terminology in the abbreviated edition sent by e-newsletter. (The Web Edition is always complete.) As readers use new spammators with an increasing rejection rate, we are not always able to navigate around these palace guards. If you miss some editions of HealthPlanUSA, you may want to check your Spammator settings and make appropriate adjustments. To assure uninterrupted delivery, subscribe directly from the website:  www.HealthPlanUSA.net/newsletter.asp.
Del Meyer 

Del Meyer, MD, CEO & Founder
DelMeyer@HealthPlanUSA.net
HealthPlanUSA
www.HealthPlanUSA.net
6945 Fair Oaks Blvd, Ste A-2, Carmichael, CA 95608
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Always remember that Chancellor Otto von Bismarck, the father of socialized medicine in Germany, recognized in 1861 that a government gained loyalty by making its citizens dependent on the state by social insurance. Thus socialized medicine, or any single payer initiative, was born for the benefit of the state and of a contemptuous disregard for people’s welfare.
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