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1. 
Feature Article:  Single-Payer National Health Insurance around the World Part V
Lives at Risk by John C. Goodman, Gerald L. Musgrave, and Devon M. Herrick
(Continued from the October 2014 HPUSA Newsletter)
DO OTHER COUNTRIES THINK THEY HAVE FOUND THE ANSWER?

Despite the official rhetoric, over the course of the past decade almost every European country with a national health care system has introduced market-oriented reforms and turned to the private sector to reduce the costs of care and increase the value, availability and effectiveness of treatments.19 In making

these changes, more often than not these countries looked to the United States for guidance.

• About seven million people in Britain now have private health insurance; and since the Labor government assumed power, the number of patients paying out of pocket for medical treatment has increased by 40 percent.

• To reduce its waiting lists, the British National Health Service (NHS) recently announced that it will treat some patients in private hospitals, reversing a long-standing policy of using only public hospitals;21 and, the NHS has even contracted with HCA International, America’s largest health care provider, to treat 10,000 NHS cancer patients at its facilities in Britain.

• Australia has turned to the private sector to reform its public health care system to such an extent that it is now second only to the United States among industrialized nations in the share of health care spending that is private.

• Since 1993, the German government has experimented with Americanstyle managed competition by giving Germans the right to choose among t he country’s competing sickness funds (insurers).

• The Netherlands also has American-style managed competition, with an extensive network of private health care providers and slightly more than one-third of the population insured privately.

• Sweden is introducing reforms that will allow private providers to deliver more than 40 percent of all health care services and about 80 percent of primary care in Stockholm.

• Even Canada has changed, using the United States as a partial safety valve for its overtaxed health care system; provincial governments and patients spend more than $1 billion a year on U.S. medical care.

In each of these countries, growing frustration with government health programs has led to a reexamination of the fundamental principles of health care delivery. Through bitter experience, many of the countries that once touted the benefits of government control have learned that the surest remedy for

their countries’ health care crises is not increasing government power, but increasing patient power instead.27
GOAL OF THIS BOOK

This book is not intended as a defense of the existing health care system in the United States. To the contrary, we count ourselves among its harshest critics.
Our goal here is to dispel certain myths about health care as delivered in countries that have national health insurance. These myths have gained the status of fact in both the United States and abroad, even though the evidence shows a far different reality.

In this book we will examine the critical failures of national health insurance systems without focusing on minor blemishes or easily correctable problems.
In doing so, our goal is to identify the problems common to all countries with national health insurance and to explain why these problems emerge. Most national health care systems are in a state of sustained internal crisis as costs rise and the stated goals of universal access and quality care are not met. In almost all cases, the reason is the same: the politics of medicine. The problems of government-run health care systems flow inexorably from the fact that they are government-run rather than market driven.

We have chosen to focus primarily, though not exclusively, on the health care systems of English-speaking countries whose cultures are similar to our own. Britain, Canada and New Zealand in particular are often pointed to by advocates of national health insurance as models for U.S. health care system reform. In amassing evidence of how these systems actually work, many of our sources are government publications or commentary and analysis by reporters and scholars who fully support the concept of socialized medicine.
The failure of national health insurance is a secret of modern social science.

Not only have scholars failed to understand the defects of national health insurance, too often advocates and ordinary citizens hold an idealized view of it. For that reason, we present much of the information in the form of rebuttals to commonly held myths.
Read this introduction at . . .
Read the Twenty Myths . . . (Expanded from the twenty myths of 1991, previously reviewed in 2003) 
In April we will review Part II: The Politics And Economics Of Health Care Systems 
Feedback . . . 
Subscribe MedicalTuesday . . . 
Subscribe HealthPlanUSA . . .
* * * * *

2. 
In the News:  Empowered physician leadership essential to transform Healthcare
Guest Commentary: Empowered physician leadership essential to drive healthcare transformation

By Dr. Margaret Ferguson
 

Last year I had the pleasure of meeting 2010 Oscar-winning director Kathryn Bigelow, who was honored for the Iraq war film "The Hurt Locker." She was the first woman to win this award. However, during a session that I jointly hosted with my fellow executive medical directors, Dr. Imelda Dacones and Dr. Mary Wilson, in front of an audience of physician leaders, Bigelow emphasized that she wanted to focus on being seen as a "director"—not a "female director." 
Whether it's directing a film or directing a healthcare organization or system, effective leadership is a monumental challenge. As Bigelow pointed out, we need to arrive at the point where gender, ethnicity and individual differences do not distinguish a type of leader; it's the qualities and the results of the leader's work that matter most. This precept is certainly true when it comes to physician leadership, where the end result ideally translates to exceptional and efficient care for the healthcare organization's patients.
No matter a physician's origin or background, I believe there are three key factors that distinguish a successful road to leadership: mentorship, training and empowerment to drive change. Every healthcare organization should examine its commitment to physician leadership through this lens.
Finding the right mentors. In virtually every career path, mentors play a critical role in supporting those finding their way in a profession. This is even more so in the field of medicine, where a doctor's experience relies on the expertise gained when learning from other skilled practitioners.
It's important for young physicians to look for mentors they trust. A mentor should be capable of building connections with people through their ability to empathize while still encouraging the sharing of strong opinions and independent thinking. Bigelow talked about how many of her mentors were men because of the industry she's in; but in medicine, I believe that it's possible to find mentors to connect with regardless of gender or background. The key is finding someone who is willing to take the time to help, as well as commonalities in the person's approach to care or experience with similar struggles.
Developing new leaders. The educational path of physicians typically doesn't include many, if any, leadership development classes. Practicing physicians are often focused on specialty skills for maintenance of professional certifications. Although medical schools are adding more management and leadership training to their curriculums, medical groups and hospitals need to invest in their physicians by supporting leadership education, with expanded professional development opportunities, often in partnership with existing professional and educational organizations that are known for their strength in management training and business education.
Every physician can and should be a leader in some form. It doesn't always have to be administrative leadership, focusing on improving operations or the delivery of care. Simply having the skills to influence change and lead through action can significantly affect other members of a care team and bring about improvements for the patient's benefit. Training helps physicians identify how they can not only lead, but mentor, coach, facilitate and communicate.
Empowering physicians to drivechange. A true physician leader is an agent of change. Simply assuming a title without having real authority is not physician leadership. Physicians must be empowered to initiate transformation, to find and pursue ways to modify systems and processes so that they work better and more efficiently, and to always be the watchdog over the mandate to put patients first. 
In all of these areas, moving the needle forward on physician leadership means getting past long-standing barriers such as age, gender, race and culture. It means providing support, fostering development, and always being inspired by the change that leadership can bring about for improving the care system and benefiting the patient.
Feedback . . . 
Subscribe MedicalTuesday . . . 
Subscribe HealthPlanUSA . . .
* * * * *

3. 
International Healthcare: Difficult to Measure Part I
5 Reasons Healthcare Data Is Unique and Difficult to Measure
Dan LeSueur


, Vice President of Client and Technical Operations
Posted in Data: Quality, Management, Governance and Data Warehouse / EDW.

Editor’s Note: Below are both parts one and two of our series on the uniqueness of healthcare data.
Those of us who work with data tend to think in very structured, linear terms. We like B to follow A and C to follow B, not just some of the time, but all the time. Healthcare data isn’t that way. It’s both diverse and complex making linear analysis useless.

There are several characteristics of healthcare data that make it unique. Here are five, in particular:

1. Much of the data is in multiple places.

Healthcare data tends to reside in multiple places. From different source systems, like EMRs or HR software, to different departments, like radiology or pharmacy. The data comes from all over the organization. Aggregating this data into a single, central system, such as an enterprise data warehouse (EDW), makes this data accessible and actionable.

Healthcare data also occurs in different formats (e.g., text, numeric, paper, digital, pictures, videos, multimedia, etc.). Radiology uses images, old medical records exist in paper format, and today’s EMRs can hold hundreds of rows of textual and numerical data.   

Sometimes the same data exists in different systems and in different formats. Such is the case with claims data versus clinical data. A patient’s broken arm looks like an image in the medical record, but appears as ICD-9 code 813.8 in the claims data.

And it looks like the future holds even more sources of data, like patient-generated tracking from devices like fitness monitors and blood pressure sensors.
Read more . . .
To be continued in April . . .

Feedback . . . 
Subscribe MedicalTuesday . . . 
Subscribe HealthPlanUSA . . .
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. 
The Economics of Government Provided Healthcare: The Essentials: Leonard Read
FEE is happy to present the Essential series, five free ebooks collecting the key works of five great freedom philosophers: Leonard Read, Ludwig von Mises, Henry Hazlitt, F.A. Hayek, and Frédéric Bastiat. In each of these compact anthologies, you will find a powerful case for liberty.

But the ideas within are not mere fodder for debate. Like all great sages, these authors offer true wisdom that can inspire you and benefit you personally in your own life. Here is a discussion of just a few of the included works. We will review these to help us understand how the government intrusion into health care has decrease medical quality and decreased access.

https://fee.org/articles/these-five-freedom-philosophers-will-liberate-your-mind/ 
Leonard Read
Leonard Read (1898-1983), FEE’s founder, dedicated his life to spreading “the freedom philosophy.” In addition to facilitating the contributions of others, Read himself was a prolific author and a font of wisdom. For example, in the included "How Socialism Harms the Individual," Read explains how the forced transfer of wealth degrades and cripples everyone involved. In addition to being directly harmed, the victim of the transfer becomes less provident and charitable. The beneficiary becomes less self-reliant and capable. And the enforcer of the transfer becomes power-addled and contemptible. Power corrupts and captivity degrades. Read cuts through the weeds of public policy debate, and counsels the reader to renounce any role in the redistribution of wealth "for his own mental and spiritual health."

In “I, Pencil,” his most famous work (also included), Read charmingly adopts the voice of a pencil who recounts the tale of its own ancestry. Despite its humble appearance, the pencil is the end result of a mind-boggling, globe-spanning feat of cooperation among millions of strangers. This triumph of coordination is all the more marvelous for having no mastermind. Indeed no central planner, however brilliant and public-minded, could have pulled it off. Such an intricate order can only emerge out of the voluntary interplay of free people. Read imparts to the reader his own sense of wonder at the miracles of the market. After reading Read, you’ll never look at the abundance that surrounds you the same again.

Tables of Contents
The Essential Leonard Read
1. I, Pencil
2. Neither Left nor Right
3. A Break with Prevailing Faith
4. Socialism Is Noncreative
5. How Socialism Harms the Individual
6. How Socialism Harms the Economy
7. The Most Important Discovery in Economics
8. The Greatest Computer on Earth
9. The Service Motive
10. Why Freedom Works Its Wonders
11. Asleep at the Switch
12. In Pursuit of Excellence
Read more: Power corrupts and captivity degrades.
Feedback . . . 
Subscribe MedicalTuesday . . . 
Subscribe HealthPlanUSA . . .
Government is not the solution to our problems, government is the problem. 

- Ronald Reagan
* * * * *

5. 
Lean HealthCare: Deferred until we free ourselves from Obamacare
Feedback . . . 
Subscribe MedicalTuesday . . . 
Subscribe HealthPlanUSA . . .
The Future of Health Care Has to Be Lean, Efficient and Personal.

* * * * *

6. 
Misdirection in Healthcare: Deferred to 2016 when we free ourselves from Obamacare
Feedback . . . 
Subscribe MedicalTuesday . . . 
Subscribe HealthPlanUSA . . .
Well-Meaning Regulations Worsen Quality of Care.

* * * * *

7. 
Overheard on Capital Hill: Deferred to 2016 when we free ourselves from Obamacare
Feedback . . . 
Subscribe MedicalTuesday . . . 
Subscribe HealthPlanUSA . . .
What is Congress Really Saying?

* * * * *
8.  
Innovations in Healthcare: Portability—Part IV
The NCPA/Texas Blue Cross/Blue Shield Plan to Create Personal and Portable Insurance at the State Level 
The proposal that follows was presented to Gov. George W. Bush's Blue Ribbon Commission on the uninsured by the National Center for Policy Analysis and Texas Blue Cross and Blue Shield in 1999. 

How can the purchase of health insurance be changed to allow individual ownership and portability? The goal of this proposal is to combine the advantages of individual insurance with the advantages of group insurance and avoid the disadvantages of both. This new, hybrid form of insurance will be called New System Plans (NSPs). Employers who assist their employees in entering NSPs through the payment of premiums will be called Defined Contribution Employers (DCEs). 

Transition. We envision that most employees will enter NSPs by converting from group insurance and that the conversion will be through the actions of an employer. Specifically, an employer will choose an NSP for all the employees, much as employers choose group insurance today. Rules that apply to the group market today probably would still apply, including the requirement that (1) employers pay a substantial part of the premium, (2) a substantial percentage of employees elect to insure, and (3) any new employees elect to insure on a date certain, not of their choosing. In return the group could avoid the administrative cost of individual underwriting (although this would not be a legislative requirement). 

A typical transition period may involve a three-year contract. After the three-year period, employees will be free to switch to another NSP if they are dissatisfied with their plan. However, an individual's entry into another NSP is not guaranteed. During the three-year period, new employees who are not members of another NSP will be required to join the employer's selected NSP in order to qualify for an employer contribution. 

Some employers may choose to have longer-term relations with an insurer. For example, a NSP may agree to take all of an employer's new employees without underwriting provided that eligible employees (not insured elsewhere) will not receive the employer's insurance contribution unless they join the NSP. 

Parallel Systems. No employer will be required to be a DCE. And no insurer will be required to offer a NSP. Therefore it is envisioned that for some time there will be parallel systems - with some employers and employees participating in the new system and others participating in conventional small group or large group markets. 

Regulatory Status. Even though DCE employers pay premiums (to take advantage of the tax law), NSPs will be technically considered individual insurance. (Note: In most states individual insurance is not guaranteed issue.) 

Relation to HIPAA. Although federal law requires small group insurance to be guaranteed issue, states are free to choose their own mechanism to insure people who convert from group to individual insurance. Most states have chosen to make such individuals eligible for the state risk pool. Under this proposal most employers who become DCE employers will be assisting their employees in converting from group to individual insurance. Therefore, NSPs do not have to be guaranteed issue. 

The Role of the Employer. Currently, employers cannot pay premiums for individual insurance for their employees. This proposal would allow them to do so. In return for this right, DCE employers will have certain obligations. One such obligation is to offer a fixed sum contribution toward premiums for every employee. This contribution could vary by age and other factors. But employers could not discriminate against employees based on health status. Another obligation is the requirement to make a full monthly premium payment to each employee's NSP. 

For example, Exhibit I illustrates the case of an employer who offers a $600 monthly contribution and who sends checks of varying amounts to cover the full premium to different NSPs. Exhibit II shows an employee whose NSP requires a $700 a month premium payment. The DCE deducts $100 from the employee's wages, adds the $600 employer contribution, and pays the $700 premium each month. In Exhibit III, an employee is in an NSP costing only $500. This means that the employer pays the $500 premium each month and $100 of the employer's $600 contribution may go to the employee's IRA (or to some other designated account). 

Note: Employees must be in a NSP in order to qualify for their employer's contribution. Note also: Employers have certain administrative functions under this proposal that are comparable to those associated with administering 401(k) plans. 

High Cost Enrollees. We propose several protections. First, NSPs who convert employees from group to individual (NSP) insurance must accept or reject the entire group. If all NSPs reject a group, the group can still go to the conventional small group market, where acceptance is guaranteed. Second, as an inducement to NSPs, we propose that if a NSP accepts a group below a minimum size without individual underwriting, there will be a six month look back period - during which time the NSP will have the opportunity to (a) move the enrollee to the risk pool, (b) qualify for reinsurance or (c) qualify for a direct subsidy. 

It is important that all three subsidies (a thru c) be funded through from general revenues and not from a tax on health insurance or health care. The reason: We want to encourage people to purchase health insurance and we want people to obtain health care when they need it - undeterred by taxes. 

High Cost Employees in a Mature System. In a mature system, most eligible employees will be members of NSPs, and their membership will be guaranteed renewable. Thus an individual who develops an expensive-to-treat illness need not fear losing coverage because he switches jobs or is laid off, or because his employer switches health plans or arbitrarily changes the benefits covered in the existing plan. 

However, some high cost employees may fall through the cracks and become uninsured - because they failed to sign up for insurance when eligible, because they worked for an employer who did not provide insurance, or because they previously had traditional insurance with another employer, etc. What happens to these individuals? 

In some cases they will be able to enter an NSP without medical underwriting under the terms of a contract between an employer and an NSP that allows such entry. Moreover, anyone who is entitled to coverage under HIPAA will be able to obtain coverage from the state risk pool. If the individual works for a DCE employer, the DCE's premium contribution will be made to the risk pool - just like an ordinary insurance premium payment. 

Specialty Health Plans. We would like to encourage health plans to specialize in the treatment of expensive-to-treat illnesses, such as cancer, heart disease etc. These specialty plans are "focused factories" that are very good and very efficient. It should be a goal of public policy to encourage arrangements whereby individuals can leave NSPs (and perhaps traditional health plans as well) and join a plan specializing in the treatment of their condition. Such movement will require the voluntary agreement of the patient and the two plans and will almost certainly involve a payment to the specialty plan from the original plan. But both plans should gain from the arrangement because of the substitution of more efficient for less efficient care. Patients should gain because they get better care.

- See more at: http://www.ncpa.org/pub/making-health-insurance-portable#sthash.XWgvKdQ5.dpuf 
http://www.ncpa.org/pub/making-health-insurance-portable 
This series is now concluded

Feedback . . . 
Subscribe MedicalTuesday . . . 
Subscribe HealthPlanUSA . . .
* * * * *

9. 
The Health Plan for the USA: Deferred to 2016 when we free ourselves from the struggles of meeting all the requirements of Obamacare.
Feedback . . . 
Subscribe MedicalTuesday . . . 
Subscribe HealthPlanUSA . . . 
* * * * *
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  manifest . . . 
· Americans for Tax Reform, www.atr.org/, Grover Norquist, President, keeps us apprised of the Cost of Government Day® Report, Calendar Year 2008. 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 2008 was July 16th, a four-day increase above last year's revised date of July 10th. With July 16th as the COGD, working people must toil on average 197 days out of the year just to meet all the costs imposed by government. In other words, the cost of government consumes 53.9 percent of national income. If we were to put health care into the public trough, the additional 18 percent 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. August 13 you can 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 affiliation for all of us.  This month read his 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  
* * * * *
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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.
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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, any single payer initiative, Social Security was born for the benefit of the state and of a contemptuous disregard for people’s welfare.

We must also remember that ObamaCare has nothing to do with appropriate healthcare; it was similarly projected to gain loyalty by making American citizens dependent on the government and eliminating their choice and chance in improving their welfare or quality of healthcare. Socialists know that once people are enslaved, freedom seems too risky to pursue.

Feedback . . . 
Subscribe MedicalTuesday . . . 
Subscribe HealthPlanUSA . . .
