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1. 
Feature Article: Single-Payer National Health Insurance around the World Part II
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
(Continued from the January 2014 HPUSA Newsletter)
PROBLEM: THE DESIRE TO SPEND WILL GROW IN THE FUTURE

Let’s now turn to a second well-documented, but rarely discussed, fact about modern health care systems. 

Whatever we are spending on health care today, we are probably going to want to spend more tomorrow. This is true for two reasons: first, the average age in all developed countries is rising and health needs increase with age, and second, health care is a “superior good,” which means as income grows people choose to spend more of it on health care.

At 15.2 percent of the GDP, the United States spends more of its income on health care than any other nation, a sum that equals $1.6 trillion.11 This fact is a usual source of criticism both at home and abroad. But if you think 15 percent is high, you haven’t seen anything yet. Currently, senior citizens (over sixty-five years of age) spend about 45 percent of all their consumption (regardless of who pays for it) on  medical care. By 2020, it is estimated that three-fourths of all consumption by seniors will be on health care. Read more . . .
Is such spending good or bad? That depends on whether people are getting their money’s worth for the dollars they spend. If people are getting value for money, nothing is wrong with devoting more resources to health care. If they are not getting value for money, something is wrong with it. This way of looking at the issue is very different from what one hears in most public policy discussions. The standard complaint is that health care “costs” are rising. And innumerable conferences, briefings, books, articles, essays and so forth have sought to “solve the problem” of rising health care costs.

Note that in a general sense “spending” and “costs” are the same thing.

If people are aging and their incomes are rising, one can predict with great confidence that they will want to devote more of their income to medical care. Not only is this not a “problem,” it is a natural and inevitable part of life. Indeed, to the degree that this phenomenon is viewed as a problem, it is not a problem that is going to be solved. It will only get worse through time.

We noted above that in a system with no prices, decision makers cannot determine what value people place on different services. Thus, they cannot know what’s being oversupplied or undersupplied. A similar problem arises with respect to total spending on health care. Given that it should rise over time, by how much should it rise? How would one know? Without markets through which people can reveal their preferences for health care versus other goods and services, it’s anybody’s guess.

American employers who complain about the “problem” of rising health care costs are in a similar situation. Because decisions about health care typically are made collectively at the workplace and because the premiums employees pay rarely reflect real costs, employers have no way of discerning their employees’ willingness to trade off higher wages for more health care, except through union negotiations and other imperfect devices.

Fortunately, when American employers make a mistake, its consequences are confined to their companies and their workforces. But when the managers of national health insurance make mistakes, the whole nation suffers.
To be continued in the July, 2014, HPUSA Newsletter
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2. 
In the News:  Obama Kicks Seniors Yet Again Commentary by Devon Herrick
Source: TownHall.com | March 04, 2014

The Affordable Care Act (ACA) will have a negative impact on seniors' access to care. Much of the funding for the ACA is derived by cutting $716 billion from Medicare over the next decade. One major cut includes a 25 percent fee reduction to physicians who treat Medicare enrollees. ObamaCare is also slated to cut funding for Medicare Advantage (MA) plans, which covers nearly one in every three Medicare enrollees. Compared to traditional Medicare, MA plans provide approximately $825 annually in added benefits to its mostly moderate-income enrollees.

The Obama administration is now poised to take another swipe at seniors — this time cutting their choice of Medicare Part D drug plans. The Centers for Medicare and Medicaid Services (CMS) wants to do away with the most popular Medicare drug plans: ones that offer seniors lower premiums (and lower cost sharing) in return for patronizing a preferred pharmacy network. CMS also wants to limit the number of plans an insurer can sponsor in each service region to only two, which will reduce seniors' options for drug plans. Read more . . . .
About 90 percent of seniors take a prescription drug in any given year. Compared to other therapies, drugs are a relative bargain. Drugs make up only about 10 percent of total medical expenditures. Nearly 39 million Medicare beneficiaries, including both seniors and the disabled, have drug coverage subsidized through the Medicare. Most of these are enrolled in coverage known as Medicare Part D.

The 6 million health insurance cancellations that occurred in the fall of 2013 will pale in comparison to the number of Medicare Part D drug plans cancelled next fall if these regulations are implemented. Nearly 14 million seniors will lose the Medicare Part D stand-alone plans they have currently if the use of preferred networks is banned.

The Medicare drug program has been quite popular. Participating seniors pay about one-fourth of the cost of their drug plan, while the government pays for about three-fourths of the cost. Overall, seniors are highly satisfied with their drug plans. Satisfaction rates average about 90 percent to 95 percent. As a result, the proportion of seniors who lacked drug coverage prior to the Medicare Modernization Act of 2003 (MMA) has fallen by 60 percent.

One reason seniors give their Medicare drug plan high marks is because they can choose among a wide range of drug plans. Nationwide, 1,169 Medicare Part D drug plans across 34 regions compete for seniors' patronage. The number of plans varies among states, from a low of 28 in Alaska, to a high of 39 Pennsylvania and West Virginia. But that's too many according to some within the Obama administration. Some Medicare administrators remain skeptical of the MMA — which was passed by the Bush administration with the help of congressional Democrats. The Bush administration wanted the Medicare drug program to be composed of private drug plans, whose primary mission is to vigorously compete for seniors' patronage. Since its inception, the MMA mandated a statutory, non-interference clause. Contract negotiations between drug makers, pharmacy networks and drug plan sponsors were strictly left to the respective parties. Drug plan sponsors were responsible for negotiating prices with drug companies and drug distributors, and contracting with pharmacy network providers to secure seniors the lowest possible drug prices.

That is, until now. In January 2014, CMS proposed new regulations that would restrict the ability of drug plans to offer seniors lower drug prices in return for patronizing a preferred network. Low prices are the result of bargaining power — the ability of the drug plan managers to steer business to drug providers that agree to low prices, and deny business to a firm if their bid isn't favorable.

The Obama administration wants to block drug plans from excluding the losing bidders — those drug provider networks that offered the highest prices during contract negotiations. The proposed regulatory change is not benign; it substantially weakens a drug plan's power to bargain for lower prices on behalf of seniors. Without the knowledge that a "losing bid" threatens drug plan managers with losing out on all potential business from enrollees in a given Medicare drug plan, pharmacy networks will have little reason to offer low prices. The incentive is for all competitors is to bid higher, knowing a losing bid does not mean losing business — but could mean charging higher prices.

Medicare Part D premiums have remained affordable since the MMA's inception because per capita drug spending has been far lower than projected. In 2013 the per capita cost was nearly 40 percent less than it was projected to be back in 2006.

According to the Federal Trade Commission, regulations that ban preferred networks raise prices and harm consumers. The actuarial firm Milliman estimates this regulatory change, proposed in January, would actually cost the Medicare program nearly $1 billion per year, and would add more than $9 billion to the cost of the Medicare Part D program over the next decade. Seniors seem to appreciate drug plans that feature low-priced, preferred pharmacy networks. Enrollment in this type of plan has shot up more than 60 percent in the past year. Seniors — and taxpayers — will be losers if this option is taken from them.

Read Dr. Devon Herrick’s OpEd, as well as other OpEd’s at the NCPA . . . 
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3. 
International Healthcare: Americans have more medical rights than Canadian 
For awhile one could maintain that Americans had more rights in the Canadian health care system than Canadians did. More recently, American members of Toronto professional sports teams were paying for care at Ontario hospitals, jumping the queue by paying for care. A new law outlaws this practice as well. Read more . . .  One could even argue that Canadians have fewer rights than their pets. While Canadian pet owners can purchase an MRI scan for their cat or dog, purchasing a scan for themselves is illegal (although more and more human patients are finding legal loopholes, as we shall see below).
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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 HealthCare Economics Part I 
The rise of “managed care”, embodied most notably by the Health Maintenance Organization (“HMO”), has transformed doctor-patient relationships from the days when a doctor would come with their little bag to your home, to one of high costs and long waits. The battles over Healthcare Reform have only served to further confuse the dilemma we face and make solutions even harder to get at. The 25,000 page Affordable Care Act, called Obamacare by both critics and supporters, is perhaps the most obvious example of just how complex and confused our healthcare has become. 

To understand where we are, we must first review how we got here. Read more . . . 
What Happened to House Calls?
Once upon a time you’d start feeling that scratchy throat and you’d pick up a phone and within an hour or two, a knock at your door meant the doctor would see you now. He’d give you a look, perhaps write a prescription and you’d hand over some money and that would be the end of it.

That’s long gone. Very few of us are able to say we recall those days.

Today, no other professional service provider, not attorneys, real estate agents, accountants, auto mechanics, contractors, plumbers or anyone else is so far removed from their customer and getting paid than a physician. But why? Don’t people work harder for their money when they know ‘the boss’ (the person paying them), is watching? Medicine no longer works this way, but it did once.

The trend for physicians and patients alike for the last 40 years has been away from direct interactions and compensation to ones buffered by insurance company HMOs and government agencies such as Medicare and Medicaid. Need to see a specialist? Call your HMO and get a referral. The wait too long? Tough luck. Want that new device you saw on TV for your diabetes? Sorry, not covered by Medicare. Why does it work like this?

The Beginning of the End
In the not too distant past (the late 60s), over 75% of all healthcare expenses were covered in the private sector, with individuals paying nearly half of all costs. You read that right. Half. 

Think of this for a moment. If you were an individual physician, this meant that most of your annual pay came directly from your patients paying you cash. If patients liked you, you likely made more and got busier. If they didn’t, you suffered as patients simply left your practice for Dr. Joe down the street.

The average doctor, even specialist, would not likely have even one full-time administrator handling insurance or government reimbursement. The next time you happen into your doctor’s office, take a look around. Ask the receptionist how many people work on reimbursement. It’s likely as many or more people than deliver actual care to patients. The cost to employ all those people, fill out all those forms and pay all the people on the other end who read and fill out more forms is tremendous and provides zero healthcare to anyone. None of this ever existed in medicine until the early 70s. So what changed? 

Shift from Consumer-Pay to Government-Sponsored Insurance
The first major change was the introduction of Medicare and Medicaid to support insurance for the poor and elderly in 1965. The law’s passage marked the first real major intervention into healthcare by the federal government. The goal was to help expand medical coverage to populations who either were unable to afford it or were not receiving care. One unintended consequence, however, was that it put a third party between the caregiver and the patient. Payment for service and the incentives to control cost were limited as the actually payer (Medicare) was not reviewing the performance of the caregiver. Physicians needed additional personnel to process billing and receive payments which led to higher costs. Unexpectedly higher costs led to government needing to exercise greater cost-controls for various services rendered and direct control over services offered (“Mandated Benefits”).

As consumers enrolled in the program became less aware of the cost for services, overutilization of healthcare services grew. The chart here shows the growth in health care expenditures relative to the Consumer Price Index:





Whatever your political leanings, everyone agrees these programs are extremely expensive at over $600 billion annually. Medicare & Medicaid are projected to top out at one trillion annually by 2020. The non-partisan Government Accountability Office lists Medicare as a “High-Risk” program rife with fraud and abuse. Each year less than 5% of claims on the program are audited for accuracy.

To Make Matters Worse
Partly in response to the escalating cost of healthcare, in 1973 Congress passed The Health Maintenance Organization Act of 1973 (Pub. L. 93-222 codified as 42 U.S.C. §300e). The law’s principle sponsor was Massachusetts Senator Edward Kennedy and was signed into law on Dec. 29, 1973 by President Richard Nixon. It was touted then much as the Affordable Care Act has been touted now. Government needed to do something in order to get inflating healthcare costs under control. More consumers needed to be pushed into coverage and costs needed to be controlled.

The mechanism the law designed to cover more consumers and control prices was the “Healthcare Maintenance Organization”, the HMO. This new entity would be administered by the health insurance companies and would offer insurance HMOs which would be federally qualified by the government. Health benefits would be subject to federal requirements and costs were hoped to be controlled by limiting the kinds of care one would be able to secure under the HMO. Visits to specialists would need to be first approved. Certain tests and procedures would be limited. The hope was that by shifting more consumers into a ‘controlled’ market, their options would be limited and thereby costs could be controlled more effectively while not causing much harm to care.

While HMOs certainly don’t have the best reputation, we’ll leave the quality of care discussion to more experienced health care professionals. However, in evaluating their effectiveness on controlling costs, one need only look at the above chart. Here it is again as I think it tells the story well enough:

Purely as a cost-cutting measure, the HMO was an obvious failure. The increasing costs and overutilization of care which started in earnest under the Medicare & Medicaid laws only seemed to exacerbate with the HMO law. An ever-increasing number of consumers paid less and less of their own expenses, yet used more and more services. It’s as though they had an open bar tab that was never to be paid back. Whereas roughly half of all expenses were paid directly by patients, today it is only 1/10. Doctors are no longer accountable to patients, patients no longer accountable for their own expenses. Care suffers as medical innovation wanes. The incentives to invest in medical innovation which yields better treatments is increasingly becoming limited as government and insurance companies tried to get a handle on the ever-increasing costs they are forced to pay. 

Never Too Much of a Bad Thing: To be continued in July 2014:


Feedback . . . 
Subscribe MedicalTuesday . . . 
Subscribe HealthPlanUSA . . .
Government is not the solution to our problems, government is the problem. 

- Ronald Reagan
* * * * *

5. 
Lean HealthCare: Healthcare Mergers are not lean but are in a race to the bottom
I’ve been following the Lean Marketing column from Kevin Meyer’s “Superfactory” site for a decade or so. Medicine and Healthcare in General has a lot to learn from other industries. A recent posting by his associate, Bill Waddell, was very instructive. Mr Waddell states that he is “glad to have grown up in America before “InBev” existed - in a time when good beer was plentiful and cheap.”
With the wave of mergers going on in our medical industry, we should be taking a lesson from the breweries. Hospitals are merging, as are healthcare insurance companies; physician groups are getting larger. There are cross mergers between hospital and physician groups; between insurance companies and hospitals. However, healthcare costs are going up and patient satisfaction is going down. These are reversions from a horizontal industry to a vertical integrated industry, the antithesis of what we are proposing to make healthcare more affordable. Where are the benefits to our clients, the patients we invested 12 to 16 years in training to serve? Why are we accepting this interference with our mission in life?  Read more . . . 
AB InBev is the Brazilian led, Belgium based outfit that is systematically buying and trashing the leading global beer brands.  An interesting article on BloombergBusinessweek describes the unfolding debacle: Profits up, cash flow strong, but sales shrinking.  It is a step-by-step story of exactly how the short-term focus on profits, financial and marketing driven, disregard for the product and customer value approach takes place. 

Beck's was once a highly regarded German beer with a small but devoted core of American customers. Same with Bass, a British beer.  AB InBev bought them, started producing them in the USA, losing quality but at a lower cost, and sales are down.  It is a clear example of how focus on being the low cost producer is not a strategy for success, but merely a race to the bottom.

Selling Budweiser in the United States should be about as tough as selling sex on a troop ship, but AB InBev has demonstrated how to fail at it.  The high quality hops growers in Germany used to get an annual visit from August Busch III, but those days are long gone:

"A former top AB InBev executive, who declined to be identified because he didn’t want to get in trouble with his old employer, tells a different story. He says the company saved about $55 million a year substituting cheaper hops in Budweiser and other U.S. beers for more expensive ones like Hallertauer Mittelfrüh. It is hard to say whether the average Bud drinker has noticed. But then, the average Bud drinker is not drinking as much beer."

InBev is doing some leanish sort of cost management.  AB InBev CEO "Brito was just as ruthless when it came to the perks to which Anheuser-Busch employees had grown accustomed. He cut the number of BlackBerrys in half. Executives who once traveled in corporate jets now flew commercial. He removed the interior walls at One Busch Place in St. Louis and turned the office into an open-plan space. Everyone would work under the same Spartan conditions that Brito embraced. (In New York, Brito shares a large table with his head of sales and his finance chief.) 'We always say the leaner the business, the more money we will have at the end of the year to share,' he said in a speech at Stanford in 2008. 'I don’t have a company car. I don’t care. I can buy my own car. I don’t need the company to give me beer. I can buy my own beer.' "

It is a good idea to pick up pennies in the non-value adding areas like offices and cell phones.  The problem is that Brito doesn't know the difference between expenses that add value for customers and those that don't.  Costs are costs everywhere with equal enthusiasm in the minds of financially driven leaders who don't really understand and appreciate the products and customers.  

"He laid off approximately 1,400 people, about 6 percent of the U.S. workforce. He sold $9.4 billion in assets, including Busch Gardens and SeaWorld. AB InBev also tried to save money on materials. It used smaller labels and thinner glass for its bottles. It tried weaker cardboard for its 12-packs and cases. The old Anheuser-Busch insisted on using whole grains of rice in its beer. AB InBev was fine with the broken kind."

The results are predictable: "AB InBev’s CEO is a skilled financial engineer, but he has had trouble selling beer. The company’s shipments in the U.S. have declined 8 percent to 98 million barrels from 2008 to 2011, according to Beer Marketer’s Insights. Last year, Coors Light surpassed Budweiser to become America’s No. 2 beer."

Of course AB InBev's mismanagement opens doors for local and regional companies focused on the quality and value of their product; "The craft brewing industry grew 13% in 2011.  There haven't been this many U.S.  breweries since before Prohibition".  What InBev has done to beer is what so many companies have done in China in pursuit of a low cost strategy.  Without a keen understanding of value and mama bear-like defense of it, broad brush pursuit of low cost inevitably leads to low value, which can only lead to lost sales, either in fewer units or lower prices.  It is also a good example of the myth of mass markets and mass production.  Mass thinking is based on one-size-fits all products and they rarely delight many customers.

Read more postings at superfactory.com
Editor’s note: What AB InBev has done to beer, hospitals, HMOs, insurance carriers have done to medical care. They fail to understand the value of healthcare. Thus they have cheapened it for the masses with a broad brush pursuit of low cost which inevitably leads to low value. The serious beer drinker has noted that the lower cost has decreased the quality of beer and has spawned the craft brewing industry. Many patients have figured out the reason for the exorbitant cost of healthcare has also cheapened healthcare. They are now beginning to understand that by paying the average yearly costs of their healthcare out of their pocket and have major medical or high deductible health insurance to cover unexpected diseases, major surgery, trauma surgery, and other unexpected costs, has lowered their total health care costs. Americans are also observing that such insurance costs only half as much as their present policy. This also reduces overall healthcare costs significantly.
Read more related links . . . 
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6. 
Misdirection in Healthcare: Do Mammograms Save Lives?
In the 1980s, Dr. Eugene Robin, a Research Pulmonologist at Stanford, had a weekly column in the San Francisco Examiner. Having had a very distinguished career writing research papers, books, editing journals, chairing international symposia, he thought he’d try his hand in the popular press. In this column, he explored numerous areas of medicine for the lay public. He eventually had a column on the Risks of Mammography. He cited that doing regular mammograms in young women could actually increase the risks of breast cancer. He never had another column. We all just assumed that it was not politically advantageous for the Examiner to continue in an arena in which they couldn’t control such content. The uninformed public would not be able to accept such content “which every American ‘knew’ could not be true.” Everyone knew that a screening test for a disease just could not cause the disease they were screening for. The News media knew that public opinion was more valid than the professor’s opinion—even if based on scientific evidence.
Now after 30 years, this discussion is once again open to debate. Freedom of speech can only be suppressed for so long. We return to –The Mammography Debate Read more . . .
Mammography for breast cancer screening
Most major health organizations have concluded that mammography saves lives. However, there is ongoing debate over:

· How much benefit there is from mammography (especially in younger women)

· The over-diagnosis and over-treatment of breast cancer
The benefit of mammography for women ages 40 to 49
Mammography in women 40 to 49 saves lives, but the benefit is less than for older women.

Some health organizations have concluded that the modest survival benefits of mammography in women in their 40s outweigh the risks of false positive results. The National Comprehensive Cancer Network recommends routine mammography for women starting at age 40 and the American Cancer Society recommends starting at age 45 [15,105]. 
The U.S. Preventive Services Task Force meta-analysis of eight randomized controlled trials found that mammography modestly reduced the risk of breast cancer mortality (death) in women 40 to 49 [13]. This study found that to prevent one breast cancer death, 1,904 women 40 to 49 would need to be screened with mammography [13].

Weighing the benefits and risks, the Task Force does not recommend routine mammography for all women in their 40s [13].

Instead, the Task Force, as well as the American College of Physicians, recommends that women 40 to 49 discuss the benefits and risks of mammography screening with their health care providers. Then together, they should make informed decisions about when to start mammography screening [13,18,105]. The American Cancer Society recommends informed decision-making for women ages 40 to 44 [105].

Informed decisions are guided by a woman's breast cancer risk profile. Women at higher risk of breast cancer are more likely to benefit from mammography [18,105]. Decisions should also be guided by a woman’s preferences based on the potential pros and cons of mammography [18].

The U.S. Preventive Services Task Force recommends that routine mammography screening begin at age 50 [13].
To be continued in July 2014 HPUSA . . . 
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7. 
Overheard on Capital Hill: TAX/SPEND/REGULATE vs LIBERTY/FREEDOM  

Between a TSR senator and a Liberty/Freedom Senator
Senator LF 
(Liberty/Freedom):
You have given doctors the legal right to extinguish the life of 


their patients. Are you pleased?
Senator TSR 
(Tax/Spend/Regulate): Certainly. Isn’t that the humanitarian thing to do?
Senator LF:  
To give anyone that right is not protecting the poor and disadvantaged. Read more . . .
Senator TSR:  
Who else should we give that right to?
Senator LF: 
Why should anyone have the right to take another’s life?

Senator TSR:
But the patient requested it.

Senator LF: 
Doesn’t that open up to abuse the taking of one’s life or even helping someone to take his 

own life?
Senator TSR:
I think we have taken the appropriate safeguards to have another physician also approve 


this.

Senator LF:
That just mean that two people have to agree to this suicide, which should be rather easy 


to do and then basically make two physicians accomplists. 

Senator TSR:
But doesn’t that protect the patient?
Senator LF:
Well no.  I’ll venture to say that there are more than two people that would love to see 


you dead. Am I correct?

Senator TSR:
You’re making me very nervous. There are a lot of people that don’t like me. But do they 

want to see me dead?
Senator LF:
They certainly wouldn’t want to risk their freedom and a prison term for direct 



involvement. But don’t you think there are more than two that would love to get rid of 


you if prison were not a possibility?
Senator TSR:
Don’t we all make enemies during our lifetime?
Senator LF:
I think we do. But the challenge is to get through life with the fewest enemies.
Senator TSR:
I guess you’re right. They could hurt you.

Senator LF:
And if you got sick, maybe kill you.
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8.  
Innovations in Healthcare: Portability—Part I
Making Health Insurance Portable

Special Publications | Health | by NCPA 1-30-06


One of the strange features of the U.S. health care system is that the health plan most of us have is not a plan that we chose; rather, it was selected by our employer. Even if we like our health plan, we could easily lose coverage because of the loss of a job, a change in employment or a decision by our employer. These problems affect all Americans, but lack of individually owned, personal and portable health insurance has its greatest impact on older workers, who are more likely to have health problems. 
Problem: Lack of Continuity of Insurance. Virtually all employer health insurance contracts last only 12 months. At the end of the year, the employer - in search of ways to reduce costs - may choose a different health plan or cease providing health insurance altogether. Strangely, the only people with private health insurance guaranteed to last longer than one year are people who purchase insurance on their own. 

Problem: Lack of Continuity of Care. Employer-sponsored health care largely evolved at a time when most health insurance was fee-for-service. Fee-for-service means an employee can see any doctor or enter any hospital and insurance paid all or most of the bills. As a result, a change of jobs usually did not cause undue disruption, provided that both the new and old employer had health insurance plans. 

Things changed after the introduction of managed care. Today, as in the fee-for-service era, employees who switch jobs must also switch health plans. All too often, that means changing doctors as well, since each health plan tends to have its own network. For example, if an employee (or a member of the employee's family) has a health problem, there may be an interruption in the continuity of care. Additionally, different employer plans have different benefit packages. Thus, coverage for some services, like mental health, may be covered under one employer's plan but not under the next employer's plan. 

These disruptions affect some families more than others. For people who are healthy, they may amount to minor inconveniences, but for others the problems can be severe. One study of chronically ill workers found that relying on one's employer for health coverage reduces job mobility by 40 percent compared to similar workers who obtain their health coverage elsewhere. 
Problem: Perverse Incentives for Employers and Employees. Most employees view health insurance as a fringe benefit. When they enter the job market, they primarily search for employment opportunities that reward them for their skills and abilities. But a growing minority of workers approaches the job market very differently. These are individuals with a family member (often a spouse or child) who has very high health care costs. When these workers compare job opportunities, they are primarily comparing health plans. For them, health insurance is the main attraction, rather than the job or the pay. 

Clearly it is not in the financial self-interest of employers to attract workers whose primary motivation is to get their medical bills paid. So, to protect themselves from such potential hires, employers are increasingly altering their health plans to attract the healthy and avoid the sick. Having small copayments for routine office visits and higher deductibles for hospitalization is one technique. Having long waiting periods before employees become eligible for the company's health plan is another. 

These reactions on the part of employers are rational responses to a labor market that increasingly is looking like a game of musical chairs. But what is good for the employer is not necessarily good for society as a whole. 
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9. 
The Health Plan for the USA: Understanding the future problem
The Major Future Problems in HealthCare
The clarion call in the healthcare debate is to repeal Obamacare—repeal and revise. When one looks at the investment of time, energy, and lawyering spent over several years on the current rendition, which has caused a marked increase in cost, anxiety in our patients, causing a loss of a doctor they trusted, then being shoved into an HMO which still identifies that as welfare, which combination then causes even more doctors to shun them, because the pay is not better but the regulations are not easily manageable, which in turn increases the overhead costs of doctors, which makes more consultant care off limits, which increases the cost of the family physician to find a consultant in difficult cases, which then makes more family physicians eliminate their Obamacare/HMO/welfare patients, which causes loss of access to healthcare to many sick and needy patients, who are then shunted into community clinics now staffed by nurse practitioners and physician assistants, with no physician oversite any more, lowering the quality of healthcare in America, with lower levels of “healthcare providers” using the laboratory and x-rays to make the diagnosis, since they don’t understand the concept of making a differential diagnosis, which places the hundreds of possible diagnosis in perspective, which doesn’t allow these lower level of healthcare providers to make an intelligent stab at the array of diagnosis to be considered, and then choosing any diagnosis they may be familiar with, possibly shoving the patient to an operation that may make the situation worse, when a simple correct diagnosis could cure this unfortunate patient in less than five days!?! 
This circuitous route could cost $35 K (10 or more office visits at $150 or $1,500  + 5 or more laboratory visits at $350 per panel or $1750,  +  a dozen or more x-rays at $350 each + hospital ER visits, avg cost $6500 + CT scans at $900 each + surgery consults at $850 each ) when a more astute physician captain of the health care ship may have made the diagnosis in one visit (est $150) and one prescription ($50).

This is not a hallucination. We have personally seen a surgical miscalculation, with a surgical complication requiring a 180-day hospitalization with $900K hospital bill. 
Healthcare administrators talk about a 10 to 20 percent savings or increase in premiums per year.  They are unable to comprehend these 1000 percent variations in costs; the very thing that HMOs were designed to prevent. But it seems they have not been successful in controlling costs.

Government health care will never be able to control costs. Never has. Never will.
We hope the American people will realize this before it’s too late.
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 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 decrease 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. 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
I would not give one moment of heaven for all the joy and riches in the world. –Doctor Martin Luther
This age is interested in medals, but not in scars. –Billy Graham.

Suffering comes to ennoble man, to purge his thoughts of pride and superficiality, to expand his horizons. In sum, the purpose of suffering is to repair that which is faulty in a man’s personality. –Joseph B Soloveitchik.

There is a land of pure delight, 

Where saints immortal reign;

Infinite day excludes the night, 

And pleasures banish pain. –Isaac Watts
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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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