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Welcome to an Exciting Journey
We appreciate your participation as we step back each quarter to reflect on where health care has been and just what the ideal HealthPlan might be for the USA and any country wanting to privatize and personalize their HealthCare. As we discuss various issues in our attempt to understand the health care problems for Americans, we welcome your thoughts and ideas in our efforts to create the ideal HealthPlan for the United States and the world. The subject is huge. Although the email response has been overwhelming, we do look over every email and all of your ideas and suggestions will help formulate the future of our country. We will also have a blog link for your direct participation and dialog located on our header. 

* * * * *

1. 
Feature Article:  Single-Payer National Health Insurance around the World Part IV
Lives at Risk by John C. Goodman, Gerald L. Musgrave, and Devon M. Herrick
(Continued from the July 2014 HPUSA Newsletter)

HAVE OTHER COUNTRIES FOUND THE ANSWER?

American advocates of single-payer national health insurance propose to16
• Eliminate HMOs and most other forms of managed care

• Have all health care financed by the government, with no premiums or copayments from those covered

• Control costs by assigning global budgets to hospitals and setting fees and salaries for physicians
• Prohibit private insurance or personal payment for any service covered by the single-payer system. In advancing this idea, they point to other countries as examples of health care systems that are superior to our own. Are they right? Read more . . . 
The promise of national health insurance is that government will make health care available on the basis of need rather than ability to pay. That implies a government commitment to meet health care needs. It implies that rich and poor will have equal access to care. And it implies that more serious needs will be given priority over the less serious. Unfortunately, these promises have not been kept.

• Wherever national health insurance has been tried, rationing by waiting is pervasive—with waits that force patients to endure pain and sometimes put their lives at risk.

• Not only is access to health care not equal, if anything it tends to correlate with income—with the   middle class getting more access than the poor and the rich getting more access than the middle class, especially when income classes are weighted by incidence of illness.

• Not only are health care resources not allocated on the basis of need, these systems tend to overspend on the relatively healthy while denying the truly sick access to specialist care and lifesaving medical technology.

• And far from establishing national priorities that get care first to those who need it most, these systems leave rationing choices up to local bureaucracies that, for example, fill hospital beds with chronic patients while acute patients wait for care.

It might seem that some of these problems could be easily remedied. Yet, as the years of failed reform efforts in Britain and Canada have shown, the defects of single-payer systems of national health insurance are not easily remedied. The reason: the characteristics described above are not accidental byproducts of government-run health care systems. They are the natural and inevitable consequences of placing the health care market under the control of politicians.17 It is not true that health care policies in countries with singlepayer health insurance just happen to be what they are. In most cases, they could not be otherwise.

Why do single-payer health insurance schemes skimp on expensive services to the seriously ill while providing so many inexpensive services to the marginally ill? Because the latter services benefit millions of people (read: millions of voters), while acute and intensive care services concentrate large amounts of

money on a handful of patients (read: small numbers of voters). Democratic political pressures dictate the redistribution of resources from the few to the many.
Why are sensitive rationing decisions and other issues of hospital management left to hospital bureaucracies? As a practical matter, no government can make it a national policy to let 25,000 of its citizens die from lack of the best cancer treatment every year, as apparently happens in Britain.18 Nor can any government announce that some people must wait for surgery so that the elderly can use hospitals as nursing homes or that elderly patients must be moved so that surgery can proceed. These decisions are so emotionally loaded that no elected official could afford to claim responsibility for them. Important decisions on who will receive care and how that care will be delivered are left to the hospital bureaucracy because no other course is politically possible. Why do low-income patients fare so poorly under national health insurance?
Because such insurance is almost always a middle-class phenomenon. Prior to its introduction, every country had some government-funded program to meet the health care needs of the poor. The middle-class working population not only paid for its own health care, but also paid taxes to fund health

care for the poor. Single-payer health insurance extends the “free ride” to those who pay taxes to support it. Such systems respond to the political demands of the middle-class population and serve the interests of this population. 
Why do the rich and the powerful manage to jump the queues and obtain care that is denied to others? Because it could not be otherwise. These are the people with the power to change the system. If members of Parliament had to wait in line for their care like ordinary people, the system would not last for a minute. Follow this series . . . 
Continued in the January 2015, HPUSA Newsletter . .
Feedback . . . 
Subscribe HealthPlanUSA . . .
Subscribe MedicalTuesday . . . 
* * * * *

2. 
In the News:  Medicare has a drug problem.
Drug Fraud Is Growing, And Costly, Problem For Medicare

NCPA Commentaries by Devon Herric. October 29, 2014
Source: Investor’s Business Daily

When Congress passed the Medicare Part D drug program, it inadvertently created a license to steal. A small minority of Medicare beneficiaries abuse prescription drugs for recreation and/or profit. In the process they also steal from taxpayers and their fellow Medicare drug plan enrollees — all of whom suffer higher premiums as a result.

Questionable drug use typically involves addictive painkillers that create a heroin-like euphoria. More than 16,000 people die each year from abusing pain relievers — double the number that die from cocaine and heroin. Read more . . . 
For every death, there are 10 admitted to a treatment program for substance abuse and 32 emergency room visits. For each person who overdoses, 130 chronically abuse prescription drugs and 825 casually use them for nonmedical purposes.

Drug fraud costs insurers nearly $75 billion per year — about two-thirds of it from programs such as Medicare and Medicaid. That makes Uncle Sam the U.S.' biggest illicit drug dealer.

How does this happen? The most common way Medicare drug fraud occurs is by "doctor shopping." This involves seeing multiple doctors every month with bogus complaints about chronic pain. The drug-seekers get redundant exams and medical tests from each doctor, and ask them to prescribe powerful pain medications.

Unnecessary medical care to obtain drugs wastes far more than the cost of the drugs themselves. For every $1 worth of drugs lost due to fraud, an additional $41 is wasted for unnecessary physician visits, medical tests and ER visits to obtain the drugs.

To avoid detection, drug-seekers generally fill their prescriptions at multiple pharmacies to avoid being tracked or questioned. This tactic often fools individual doctors and pharmacies into believing their customers are not abusing prescription painkillers or reselling them.

But drug plans could easily detect drug-seeking behavior when reimbursing medical claims. The problem: federal law. Medicare drug plans aren't allowed to restrict the benefits of enrollees thought to be abusing or reselling prescription drugs.

What could stop this? A program called Lock-In would help. It's already been successfully used in most states for Medicaid enrollees. However, it requires a change in federal law to implement in Medicare — something that Kevin Brady, R-Texas, chairman of the House Ways and Means subcommittee on health, supports.

He recently circulated a draft bill, "The Protecting Integrity in Medicare Act of 2014," to help Medicare drug plans fight back against prescription drug fraud and abuse.

Under a Lock-In program, enrollees exhibiting unsafe, drug-seeking behavior — such as doctor shopping and using multiple pharmacies for getting pain drugs — could be required to designate one specific doctor for pain management and one specific pharmacy to dispense pain medications.

No other physician or pharmacy could prescribe or dispense pain medications — but all other Medicare benefits would remain unaffected.

Another good idea is to expand Lock-In to include more drugs than just narcotic pain relievers if needed. Case in point: A recent government investigation found Medicare spent $32 million for AIDS drugs in 2012 for 1,600 people with questionable drug claims — more than half of which did not appear to actually have HIV.

Many of these visited multiple doctors for prescriptions and/or filled their drugs at multiple pharmacies — often obtaining excessively high doses or excessively large quantities of costly HIV drugs.

What explains this rather odd behavior? Some of these drugs were likely resold on the illicit market due to their high resale value. Another possibility is unscrupulous (possibly bogus) pharmacies stole Medicare enrollees' identities and bilked Medicare for drugs never dispensed.

Scary thought: Sovaldi is a breakthrough Hepatitis C medication that has a 90% cure rate. The catch: it costs $1,000 per pill and requires an 84-pill course of treatment. Hepatitis C is rampant in the U.S. prison population, and among drug addicts and people with a criminal record.

How long do you think it will take the Medicare fraudsters to figure out that having a dozen different doctors prescribe Sovaldi — and then reselling it for, say, $50 per pill — could be a lucrative business model?

Medicare needs the ability to lock in troubled enrollees found to be abusing (or reselling) drugs and shut out fraudsters billing for bogus transactions. Otherwise, the rest of us will continue to pay for the abuse.

See more at: http://www.ncpa.org/commentaries/drug-fraud-is-growing-and-costly-problem-for-medicare#sthash.BPSCPM5a.dpuf 
Feedback . . . 
Subscribe HealthPlanUSA . . .
Subscribe MedicalTuesday . . . 

* * * * *

3. 
International Healthcare: Compared to American Health Care 
Surprising Facts about American Health Care
Brief Analyses | Health | NCPA | No. 649 | Tuesday, March 24, 2009
by Scott Atlas
Medical care in the United States is derided as miserable compared to health care systems in the rest of the developed world.  Economists, government officials, insurers and academics alike are beating the drum for a far larger government rôle in health care.  Much of the public assumes their arguments are sound because the calls for change are so ubiquitous and the topic so complex.  However, before turning to government as the solution, some unheralded facts about America's health care system should be considered. Read more . . . 
Fact No. 1:  Americans have better survival rates than Europeans for common cancers.[1]  Breast cancer mortality is 52 percent higher in Germany than in the United States, and 88 percent higher in the United Kingdom.  Prostate cancer mortality is 604 percent higher in the U.K. and 457 percent higher in Norway.  The mortality rate for colorectal cancer among British men and women is about 40 percent higher.

Fact No. 2:  Americans have lower cancer mortality rates than Canadians.[2]  Breast cancer mortality is 9 percent higher, prostate cancer is 184 percent higher and colon cancer mortality among men is about 10 percent higher than in the United States.

Fact No. 3:  Americans have better access to treatment for chronic diseases than patients in other developed countries.[3]  Some 56 percent of Americans who could benefit are taking statins, which reduce cholesterol and protect against heart disease.  By comparison, of those patients who could benefit from these drugs, only 36 percent of the Dutch, 29 percent of the Swiss, 26 percent of Germans, 23 percent of Britons and 17 percent of Italians receive them. 

 Fact No. 4:  Americans have better access to preventive cancer screening than Canadians.[4]  Take the proportion of the appropriate-age population groups who have received recommended tests for breast, cervical, prostate and colon cancer:

· Nine of 10 middle-aged American women (89 percent) have had a mammogram, compared to less than three-fourths of Canadians (72 percent).

· Nearly all American women (96 percent) have had a pap smear, compared to less than 90 percent of Canadians.
· More than half of American men (54 percent) have had a PSA test, compared to less than 1 in 6 Canadians (16 percent).

· Nearly one-third of Americans (30 percent) have had a colonoscopy, compared with less than 1 in 20 Canadians (5 percent).

Fact No. 5:  Lower income Americans are in better health than comparable Canadians.  Twice as many American seniors with below-median incomes self-report "excellent" health compared to Canadian seniors (11.7 percent versus 5.8 percent).  Conversely, white Canadian young adults with below-median incomes are 20 percent more likely than lower income Americans to describe their health as "fair or poor."[5]
Fact No. 6:  Americans spend less time waiting for care than patients in Canada and the U.K.  Canadian and British patients wait about twice as long - sometimes more than a year - to see a specialist, to have elective surgery like hip replacements or to get radiation treatment for cancer.[6]  All told, 827,429 people are waiting for some type of procedure in Canada.[7]  In England, nearly 1.8 million people are waiting for a hospital admission or outpatient treatment.[8]
Fact No. 7:  People in countries with more government control of health care are highly dissatisfied and believe reform is needed.   More than 70 percent of German, Canadian, Australian, New Zealand and British adults say their health system needs either "fundamental change" or "complete rebuilding."[9]
Fact No. 8:  Americans are more satisfied with the care they receive than Canadians.  When asked about their own health care instead of the "health care system," more than half of Americans (51.3 percent) are very satisfied with their health care services, compared to only 41.5 percent of Canadians; a lower proportion of Americans are dissatisfied (6.8 percent) than Canadians (8.5 percent).[10]
Fact No. 9:  Americans have much better access to important new technologies like medical imaging than patients in Canada or the U.K.  Maligned as a waste by economists and policymakers naïve to actual medical practice, an overwhelming majority of leading American physicians identified computerized tomography (CT) and magnetic resonance imaging (MRI) as the most important medical innovations for improving patient care during the previous decade.[11]  [See the table.]  The United States has 34 CT scanners per million Americans, compared to 12 in Canada and eight in Britain.  The United States has nearly 27 MRI machines per million compared to about 6 per million in Canada and Britain.[12] 

Fact No. 10:  Americans are responsible for the vast majority of all health care innovations.[13]  The top five U.S. hospitals conduct more clinical trials than all the hospitals in any other single developed country.[14]  Since the mid-1970s, the Nobel Prize in medicine or physiology has gone to American residents more often than recipients from all other countries combined.[15]  In only five of the past 34 years did a scientist living in America not win or share in the prize.   Most important recent medical innovations were developed in the United States.[16]  [See the table.]

Conclusion.  Despite serious challenges, such as escalating costs and the uninsured, the U.S. health care system compares favorably to those in other developed countries.

Scott W. Atlas, M.D., is a senior fellow at the Hoover Institution and a professor at the Stanford University Medical Center.  A version of this article appeared previously in the February 18, 2009, Washington Times.
See more at: http://www.ncpa.org/pub/BA649#_edn5 
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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: The Shifting Landscape of Health Care Economics Part III 
Lessons from The Clinton Era
Jeff Selberg 

 HYPERLINK "http://healthaffairs.org/blog/2011/05/13/the-shifting-health-care-landscape-lessons-from-the-clinton-era/email/" \o "Email this article" \t "_blank"  
The U.S. health care landscape is changing in a way that’s reminiscent of shifts that occurred during the Clinton Administration. As a former hospital CEO who experienced first-hand that earlier land rush, I’m struck by the similar dynamics that are at work again in health care.

To be sure, there are great differences between the two periods: at the core, the Obama health care plan was enacted; the Clinton plan was not. Yet the Clinton plan still had significant impact. As one hospital CEO at the time recalled recently,

Most of us believed that the method of payment would shift immediately to capitation and that we needed to control the revenue stream by buying physician practices. It was a disaster: we agreed to ‘capitated’ contracts that were way under-priced, and we over-paid for practices that immediately lost productivity. Patients were lost and alienated in a complex system of gatekeepers and referral authorizations. To this day, policymakers are loath to use terms like ‘capitation’ or ‘lock-in’ and instead speak of ‘attribution’. * Read more . . . 
The similarities between the two periods, however, are profound: both plans put health care at the top of the domestic policy agenda and captivated public attention; both led to dramatic mid-term election losses by the President’s party and to Republican majorities in the U.S. House of Representatives (and the U.S. Senate in 1994), and both altered the health care landscape. Stanford University economist Victor Fuchs described the Clinton initiative at the time as “encouraging the formation of integrated health care plans that will have responsibility for defined populations.” Interestingly, that quote aptly describes where we are today – only this time we are talking about the creation of accountable care organizations (ACOs) and medical homes.

My concern now is that health care administrators will do the same thing we did last time: attempt to buy up everything, spend our energy on developing new structures, and never get to the real issue, which is building the capability to improve health and increase the value of health care. We took our eyes off the ball: instead of focusing on patients, we focused on expanding our reach.

To center our attention on advancing the health of the population and improving the delivery of health care, the proposed rules for ACOs that have just been issued by the Centers for Medicare and Medicaid Services are heavily anchored in care coordination, safety, and patient-centeredness. As a result, I offer the following considerations to my colleagues at leading hospitals and health care organizations: . . . 

Do administrators know the current level of engagement and alignment among their clinical and administrative staff and know how to improve that as well? The CEO of a major highly acclaimed hospital said recently that 2011 would be the first year in which he would have no growth measures in Board-approved annual goals. Expectations of physical or financial growth have been replaced by improvement goals. In that context, the role of the CEO has changed dramatically: rather than being held primarily responsible for the finances and the physical plant, CEOs are now being judged on health care outcomes. That requires closer alignment among clinical and administrative staff and a strategy to ensure greater collaboration. The best care is provided by teams in an environment of service and support, with the CEO setting the culture of the organization, so that staff excel on behalf of the patients and families they serve.

Do hospital administrators know their population health? Increasingly, population health will be key both to health care providers and to the nation’s economy. Per capita health care costs will be especially crucial to health care providers, and the trends are not encouraging. The rate of diabetes in the United States, for example, has nearly doubled in the last 10 years, according to the Centers for Disease Control and Prevention, and now costs the nation more than $174 billion annually, according to the American Diabetes Association. It is likely only to increase, given the growth in obesity. Improving population health will become a preoccupation of hospital administrators as well as  elected leaders who are on the hook to balance public budgets. It will also create the need for collaborative relationships with several different types of social agencies in the community.

In many ways, the role of hospital administrators will be more important and challenging than ever. They will become responsible not just for their facilities but for the health of the people they serve. Knowing the right questions to ask, building trusting relationships, and focusing on the patient and the health of the community, will all be crucial.
Feedback . . . 
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Government is not the solution to our problems, government is the problem. 

- Ronald Reagan
* * * * *

5. 
Lean HealthCare: Solo or small groups have the leanest healthcare
Abstract

Nearly two-thirds of US office-based physicians work in practices of fewer than seven physicians. It is often assumed that larger practices provide better care, although there is little evidence for or against this assumption. What is the relationship between practice size—and other practice characteristics, such as ownership or use of medical home processes—and the quality of care? Read more . . .  
We conducted a national survey of 1,045 primary care–based practices with nineteen or fewer physicians to determine practice characteristics. We used Medicare data to calculate practices’ rate of potentially preventable hospital admissions (ambulatory care–sensitive admissions). Compared to practices with 10–19 physicians, practices with 1–2 physicians had 33 percent fewer preventable admissions, and practices with 3–9 physicians had 27 percent fewer. Physician-owned practices had fewer preventable admissions than hospital-owned practices. In an era when health care reform appears to be driving physicians into larger organizations, it is important to measure the comparative performance of practices of all sizes, to learn more about how small practices provide patient care, and to learn more about the types of organizational structures—such as independent practice associations—that may make it possible for small practices to share resources that are useful for improving the quality of care. 
Small Primary Care Physician Practices Have Low Rates Of Preventable Hospital Admissions
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The Future of Health Care Has to Be Lean, Efficient and Personal.
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6. 
Misdirection in Healthcare: The Mammography Debate Continues
Over-diagnosis and over-treatment
WE RECENTLY NOTED THE U.S. PREVENTIVE SERVICES TASK FORCE ON MAMMOGRAPHY SCREENING ALONG WITH 
DR. ROBBINS CAUTIONS IN THE 1980’S – WE RETURN TO THE DEBATE: SEE THE HPUSA MARCH ISSUE.
THERE ARE VALID CONCERNS ABOUT THE OVER-DIAGNOSIS AND OVER-TREATMENT OF “DUCTAL CARCINOMA IN SITU” (DCIS) AND SMALL, SLOW-GROWING INVASIVE BREAST CANCERS WITH MAMMOGRAPHY SCREENING.
Over-diagnosis

Since the introduction of mammography in the 1980s, the number of women diagnosed with DCIS has increased a lot. In 2015, it is estimated that there will be about 50,000 new cases of DCIS [38].

Over-diagnosis occurs when a mammogram finds DCIS or small, invasive breast cancers that would have never caused symptoms or problems if left untreated. These breast cancers may never grow and some may even shrink on their own. Or, a person may die from another cause before the breast cancer became a problem. Read more . . . 
Some researchers estimate that about 20 to 30 percent of DCIS and invasive breast cancers found with mammography may be over-diagnosed [23].

Over-treatment

Although DCIS is non-invasive, without treatment, the abnormal cells can sometimes become invasive over time. Left untreated, about 40 to 50 percent of DCIS cases may progress to invasive breast cancer [39]. (These numbers are estimates.) Higher grade DCIS may be more likely than lower grade DCIS to turn into invasive cancer if left untreated.

At this time, there is no way to tell which cases of DCIS will become invasive breast cancer and which will not. So, women with DCIS are treated with lumpectomy (also called breast conserving surgery) plus radiation therapy or mastectomy. Some women are also treated with hormone therapy.

Since not all cases of DCIS will become invasive breast cancer, some women with DCIS may be over-treated. These women never would have developed invasive breast cancer, with or without treatment.

Researchers are studying ways to identify the cases of DCIS most likely to turn into invasive breast cancer. This would allow treatment to be targeted to those who are at higher risk and might allow some people to avoid treatment.

At this time, however, the standard of care is to treat every case of DCIS as if it might turn into invasive breast cancer.

Learn more about DCIS.

Read more from our Chief Scientific Advisor, Dr. Eric Winer, as he comments on the issue of mammography leading to over-diagnosis and over-treatment. 
What does this mean for you?

Despite some ongoing debate, mammography is still the most effective screening tool used today for the early detection of breast cancer.

While any health decision is a personal one that involves weighing benefits and risks, most health organizations recommend women get mammograms on a regular basis. . .  

Read more . . . 

Learn more about breast cancer screening recommendations for women at average risk.

Learn more about breast cancer screening recommendations for women at higher risk. 

See more at: http://ww5.komen.org/BreastCancer/TheMammographyDebate.html#sthash.V7WfdMIz.dpuf 
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Well-Meaning Regulations May Worsen Quality of Care.
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7. 
Overheard on Capital Hill: Making health care free
Senator George:
There is an increasing push to make health care Free-For-All!

Senator James:
Why is this discussion even coming up? Isn’t health care the most expensive item 
in our budget?
Senator Franklin:
Because of the liability of huge cost that Americans can’t pay.

Senator George:
Insurance should be focused on covering those huge rare costs, not the usual 



costs that are less expensive when no run through an insurance company.
Senator Franklin:
How would such a health insurance company differ from the standard health 



insurance coverage?
Senator James:
It’s call high deductible health insurance. These policies are less than half of the 



standard health insurance policies.
Senator Franklin:
How could we force individuals to purchase such a policy?

Senator George:
If we would advertise these policies, people would purchase them. Everyone 



knows that huge hospital and surgical bills is a common cause of bankruptcy.

Senator James:

No one wants to experience bankruptcy. When people spend their own money 



they are very cautious.

Senator Franklin:
But the government makes it free and so they don’t have to worry about this.
Senator George:
Doesn’t it cost the government a lot of money?

Senator Franklin:
The people pay taxes which covers our costs in the Senate.

Senator James:
Let’s just back up a minute and take a hard look at the cost. The Senate is 



frequently looked on the Rich Man’s Club. We don’t manage the people’s money 


for nothing. We get well paid and have a huge staff that helps us that have to get 



paid.  We have to pay the doctors to take care of the patients. We have to pay the 



hospitals which are a super high rent enterprise. We have to pay the nurses that 



work in the hospitals and make the home care visits. We have to pay the 




pharmacies that deliver the medications to the hospitals or to the patients. We 



have to pay the physical therapists, occupational therapists, respiratory therapists 



that take care of the patients that we force to be discharge early so that they can 



be treated at a lower level of care. We have to pay the nurses that do the 




discharge planning on every ward in every hospital to keep the doctors on their 



toes and push them to discharge their patients ASAP.

Senator Franklin:
But we cut the fees that doctor’s charge, we cut the hospital charges. In fact the 



CMS cuts everyone.

Senator George:
Do you feel that all these health care people that we cut involuntarily are happy 



with us?
Senator Franklin:
Should we care?

Senator James:
I think we better. There always comes a day of reckoning. 

Senator George:
I’m sure the Feudal Lords of Europe thought they were sitting in the catbirds seat 


and nothing could dislodge them. And then America was discovered. And their



oppressed subjects established and migrated to this land of Freedom.

Senator James:
America was the grandest experiment in human freedom ever. This has caused a 



prosperity that the world has never known existed.
Senator Franklin:
I don’t think there is another land on the face of the earth that Americans could 



escape to.
Senator George:
You’re right about that. But the Americans could vote you out of office and free 



themselves from the tyranny of Washington.
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What is Congress Really Saying?

* * * * *
8.  
Innovations in Healthcare: Portability—Part III
Creating Personal and Portable Health Insurance. Just because employers pay all or most of the premium does not mean that health insurance must necessarily be employer-specific. As an alternative, why can't employees enroll in health plans that meet their needs and stay in those plans as they travel from job to job? Personal and portable health insurance would solve many of these problems. 
Employers should be able to buy personal and portable insurance for their employees. Even though employers initially would pay the premiums (as they do today), this insurance would be owned by the employees and would travel with them as they move through the labor market. Thus employees would get portable insurance (a characteristic of individual insurance), but they would get it at premiums that are closer to the norms of group insurance. 

Although it is envisioned that employers initially will buy all their employees into the same health plan, with the passage of time some of those employees will leave and go to work for other firms. Employers will also hire new employees who are members of other plans. And, in most cases, the employer's initial group of employees will be able to switch to other plans after a transition period. The typical employer, therefore, can eventually expect to have employees in different plans. Indeed, it is possible that every employee will be in a different plan. 

Advantages of Portable Insurance. Portable health insurance promises a continuing relationship with an insurer and, therefore, a continuing relationship with doctors and health facilities. It also means that people can find a health plan they like and stay in it, without worrying whether they will be forced out of the plan by an employer's decision or by a change in employment. 

For employers, portable health insurance means that small groups are no longer treated as a self-contained pool and rated each year based on changes in health status of their employees. Instead, their employees will be members of very large pools in which no one can be singled out because of a sudden large medical expense, and premium increases are the same for all. Under this system, employees can be in a plan of their own choosing and employers can limit their contribution to a fixed dollar amount. New hires will know how much the employer is going to contribute to health insurance, just as they know the amount of their salary. Because the employer's role is largely financial, in a real sense employers will get out of the "business" of health insurance. 
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9. 
The Health Plan for the USA: The Solution
The HealthPlanUSA Solution
HPUSA is the only true Market-based Health Plan that uses the Internet and Digital Information Technology to bring the Insurance Carrier, Service Providers (Hospitals, Surgi-centers, Physicians, Pharmacies, Diagnostic and Treatment Centers), Patients and Credit Providers together at the same interface, allowing data, information and fund transfers to occur in real time. Read more . . . 
The patient takes an interest in making an informed decision at every step of the health care process when he or she has a financial obligation in all decision-making processes-which doctor to see, which hospital to use, which pharmacy to utilize, which laboratory to use for testing, which x-ray facility to go to for diagnostic testing, which therapist to use for physical, occupational or speech therapy. The financial stake is proportional to the cost incurred without limit. Thus, in turn, each service provider will provide the best service for the fee involved in order to assure a continuing customer (patient) base.
This plan cannot be a government plan. It has to be privately financed and funded. It cannot be publicly funded because the stakeholder leaders could never sell it to their stakeholders. Each has a vested interest and is too anxious to see the public good as winning out against their own good. That’s why reform doesn’t take place in the Public Square.
This plan will require a free enterprise benefactor that will help devise, produce, and market the plan so that each stakeholder can make his own decision. Only then will each stakeholder see it for his own benefit, but also for the public at large.
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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  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  
* * * * *

Words of Wisdom
Some Recent Postings
From the July HPUSA Issue:

1. Featured Article: Single-Payer National Health Insurance around the World: Part III

2. In the News: Commentary by Pete du Pont 
3. International Healthcare: NHS – The NMS—A new way to obtain new medications?
4. Government Healthcare: The Shifting Landscape of HealthCare Economics Part II
5. Lean HealthCare: A Challenge 
6. Misdirection in Healthcare:  Physician Assisted Killing
7. Overheard on Capitol Hill: The Regulation of Doctors.
8. Innovations in Healthcare: Portability—Part II
9. The Health Plan for the USA: The Benefits of the proposal
10. Restoring Accountability in Medical Practice by Moving from a Vertical to a Horizontal
Industry
This Month in History



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.
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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.
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