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1. 
Feature Article: Single-Payer National Health Insurance around the World Part III
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 April 2014 HPUSA Newsletter)
PROBLEM: WE HAVE SUPPRESSED NORMAL MARKET RESPONSES

Some of the things we have been saying about health care are also true of other goods and services. For example, we could probably spend our entire gross domestic product on automobiles, with each of us owning several to use over different terrains and in different seasons. But no one ever asserts that this is a problem. To the contrary, most people regard it as an opportunity. The fact that automobile manufacturers have discovered so many different ways to satisfy our needs makes us better off, not worse off (pollution problems aside).

Similarly, fine wine is probably a superior good. As people’s income rises, they tend to buy more of it. And in recent years, supply has increased to meet demand, as vineyards have expanded all over the world. Again, no one regards this as a problem.

So what makes automobiles and fine wine different from health care? Why are problems that cause so much hand-wringing in health care not seen as problems in the other two markets? The answer is that in this country and in all developed countries we have suppressed the ability of the market to allocate health care resources. Read more . . . 
The suppression of the market in health care began more than 100 years ago. It started with controls on who could be a physician and how those licensed to practice should behave. By the mid-twentieth century, controls were extended to the hospital sector and then to health insurance. By the 1970s, with government paying more and more medical bills, policy makers realized that prices and markets were not able to do their job. Similar trends occurred in other developed countries.

What does it mean to suppress normal market forces in health care? Not long ago, if a doctor competed aggressively against other doctors, say, the way auto companies compete against each other, he or she could be in real trouble. For example, if the doctor posted his normal fees and compared them to other doctors’ fees, if he compared the quality of his practice to that of another physician or if he advertised at all he could be expelled from the county medical society. That, in turn, would lead to a loss of privileges at all the hospitals in his area. If the offense were bad enough (irritating enough to his fellow physicians), he could lose his license to practice medicine.
Until very recently, the hospital sector was dominated by nonprofit institutions whose sole task was to facilitate the doctors’ goal of treating patients. 

Not only were hospitals not supposed to function like businesses, they went out of their way to avoid certain common business practices. For example, for a hospital to compare the quality of its care to the quality offered by a competitor would have been unthinkable. Advertising itself was unthinkable. Not only did hospitals not post their prices, no one paid them other than the occasional uninsured patient. At the time Medicare (for seniors) and Medicaid (for the poor) were adopted in the 1960s, virtually every hospital in the United States was paid by insurers based on cost-plus reimbursement. And when the federal government set up Medicare, it joined the cost-plus system, paying for health care the way it paid for weapons systems. All in all, the health care system in this country and throughout the developed world functioned according to rules that resembled a medieval guild more than a complex modern market.

Times have changed. And they have changed more in the United States than anywhere else. Other countries have left in place the medieval guild approach to medicine and tried to control costs in crude ways that we will examine. In this country, however, we have made dismantling the guild and promoting competition a public policy goal.

Doctors today can compete in almost any way they like. They can post prices; they can advertise; they can boast about the quality of care they deliver.
Hospitals can do the same. And insurers can pay hospitals based on any arrangement that can be reached through no-holds-barred voluntary exchange in the marketplace. But although the shackles have been removed and although the law no longer protects it, the 100-year-old culture that has dominated medical practice has not disappeared.

Pick up almost any daily newspaper and you will find evidence that the medical marketplace is still not functioning like other markets. “Hospitals Say They’re Penalized by Medicare for Improving Care,” blares a front page headline in the New York Times.14 “More Care Is Not Better Care,” leads a Times guest editorial, citing evidence that Medicare spends twice as much on seniors in Manhattan as it does Portland, Oregon, without getting any improvement in quality or patient satisfaction.15

But there are two consoling observations: first, the medical marketplace is becoming more competitive, and second, things are much worse in every other country. Read the entire article. . . 
Continued in the October 2014, HPUSA Newsletter . . . 
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2. 
In the News:  Commentary by Pete du Pont
Farewell 
Some thoughts on the views that have animated this column.

Source: The Wall Street Journal | May 27, 2014

Governor Pete du Pont is a Board Member of the National Center for Policy Analysis. He writes a regular column for OpinionJournal.com, the online news service of The Wall Street Journal.

Pete du Pont has served as Governor of Delaware, U.S. Congressman (R-DE), and former candidate for President of the United States (1988). Gov. du Pont formerly hosted a nationally-syndicated radio commentary and appeared on several editions of the PBS Firing Line debates with William F. Buckley, Jr.



This will be the last of my columns for this publication, so I thought it fitting to note the views that have most influenced these writings. Foremost is my appreciation of America's character and strength and my opinion that the only earthly thing that can stop this great country is a national failure of will or a continual series of misguided political decisions. Read more . . . 
My optimism is driven primarily by the ingenuity and resilience of America's people. A nation of more than 300 million will have its share of lawbreakers, slackers and charlatans, but America is so much more filled with people who are wise, honest and hardworking. The capacity of Americans to sacrifice—greatly at times—for others is truly impressive.

This is why I so often stressed that individuals, families and businesses should as much as possible be the ones making decisions instead of politicians and bureaucrats, no matter how well-intentioned. Some will argue against this view, and it is certainly true that individual decisions will not always provide the optimal result. But it is just as certainly true that this approach will work better over the long term than one-size-fits-all diktats of government. From the five-year plans of the former Soviet Union to ObamaCare, the troubles that can befall a country from top-down government control and political attempts to pick winners and losers are obvious.

My optimism has also been fueled by what history shows is the amazing ability of our economy to generate jobs, innovation and better standards of living, not just for our nation but for the world. We are rightly seen as the land of opportunity, and it is no wonder people from other nations flock here.

I must admit this optimistic view has been challenged over the past decade. One of the most obvious reasons for pessimism is the sad state of the national fisc. Deficits are not in and of themselves bad, but running large deficits for multiple years is. Burdening future generations with trillions of dollars of debt is a deplorable abdication of responsibility. One key to our future will be whether government can reduce the runaway spending that comes from trying to be all things to all people. It is critical that government instead focuses on its central responsibilities, reduces its tax bite, and gets rid of onerous regulations that sap the initiative of our people and the strength of our economy.

Another cause for concern is the stifling of economic growth and opportunity under the guise of environmentalism. We cannot afford continued attacks on our energy supplies. These policies, if carried to the fruition of which the left dreams, will crush our economy and with it our standard of living and our continued ability to be a strong presence in the world.

We are still the world's sole superpower, and like it or not, that role comes with certain responsibilities. We cannot continue to be a force for good across the globe if we continue the recent trends toward isolationism and a hesitancy to get our hands dirty. Recent efforts to shortchange our military and defense preparedness are not harbingers of success in this critical area.

We cannot let political correctness muzzle free speech. That this occurs with regularity on college campuses, where open debate should be most welcome, is a sad irony. Nor can we continue to impinge on the freedom of religion. Encouragingly, the recent Supreme Court ruling in Town of Greece v. Galloway reaffirmed the view that God has a place in the public square.

Since our strength flows primarily from our people, the character of future generations is important. Will the left succeed in making more of us dependent on government? Will the generations moving into the mainstream of politics and the economy over the next decades be like the college graduates recently in the news who seem to have majored in taking offense or claiming victim status? Or will they be more like the young men and women who have performed so amazingly in Iraq and Afghanistan, and the ones starting careers and families? The next generation does not have to be the greatest generation, but it cannot be the weakest generation.

Of course, education is critical. We must not let union bosses and other forces of the status quo stop innovations that would ensure a good education for all. We must find a way to make higher education more affordable so those needing a degree to pursue their profession are not blocked from seeking that degree or saddled with significant debt.

These are the views of, and hopes and concerns for, America on which my columns have been based. I must note my gratitude to James Taranto, my editor par excellence for these columns, and to Brad Zuber, who has provided me with research and other assistance for nearly two decades. These columns have been better because of their efforts.

Finally, I want to thank all of you, the readers. I know from the comments section that not all have agreed with what I wrote each month, but I hope you enjoyed thinking about and debating the issues I raised. Please continue to read the editorial section of this great publication. It is rare to find such an abundance of writers in one place who can so interestingly write in a way that separates the truly important policy essentials from the dross of today's political rhetoric.

It's been a pleasure to be associated with all this over the years, and I wish everyone the very best.
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3. 
International Healthcare: NHS – The NMS—A new way to obtain new medications?
Q&A about the New Medicine Service (NMS)

If you are prescribed a medicine to treat a long-term condition for the first time, you may be able to get extra help and advice about your medicine from your local pharmacist through a free scheme called the New Medicine Service (NMS).

People often have problems when they start a new medicine. As part of the scheme, the pharmacist will support you over several weeks to use the medicine safely and to best effect. Read more . . . 
The service is only available to people using certain medicines. In some cases where there is a problem and a solution cannot be found between you and the pharmacist, you will be referred back to your doctor.

How will I know if I'm eligible?

The service is only available for people living in England, and only for those who have been prescribed a new medicine for the conditions listed:

· asthma
· chronic obstructive pulmonary disease (COPD)
· type 2 diabetes
· high blood pressure
· people who have been given a new blood-thinning medicine

How do I join the scheme?

When you take your new prescription to your local pharmacy, ask the pharmacist if you can take part in the service.

How does the new service work?

Start your medicine

You can talk to the pharmacist when you first start taking your medicine and ask any questions you may have about it. For example, you might want to know about side effects or how you can fit your treatment around your lifestyle.

Your second appointment

You will have a follow-up appointment two weeks later, when you and your pharmacist can talk about any issues you might have experienced with the medicine. For example, if you are not taking it regularly or are finding a tablet hard to swallow, your pharmacist can help you get back on track and find work with you to find solutions to any issues.

Your third appointment

You will have your last appointment a fortnight later, when you can catch up with your pharmacist again to see how you are getting on. The service then ends, but your pharmacist will always talk to you about your medicines when you need help.
If you are not approved to take it beyond three fortnights, you can always try Chinese witchcraft. But be sure to wipe off those long thin needles with alcohol.
NB: How does it feel to have a pharmacist evaluate you rather than the doctor who prescribed it?
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British medicine does not give timely access to healthcare, it only gives access to a hazardous waiting list. Now they have Apothecaries interpositioned. But does that make it less hazardous?
* * * * *

4. 
Government Healthcare: The Shifting Landscape of HealthCare Economics Part II
Never Too Much of a Bad Thing
As costs have grown more and more over time, the legislative answer from both Republicans and Democrats has typically been to attempt ‘reform’ to these programs and insurance offerings. Each decade has seen attempts at reform which have generally added to the programs’ complexities and become fodder for lobbying. Certain treatments became mandated as part of insurance coverages, others excluded and costs continued to escalate. Read more . . . 
Enter the Affordable Care Act. The debate over ‘Obamacare’ was an obvious political football, however very few democrats or republicans actually argued over the government’s role in healthcare or in the coverage guidance it mandates through federally regulated insurance plans. 

In fact, Republican Representative and Vice Presidential Nominee Paul Ryan stated “we will restore the $716 billion raided from Medicare to pay for Obamacare”. Obama and likeminded democrats defended this move as a way to shift cost from one government program to another, in effect moving money from one ‘pocket to another’. 

In the end, neither side’s points address the actual reason for exponential cost increases or the diminishing role of physician-patient relationship in medicine. The third party ‘buffer’, whether government agency or insurance company, creates inefficiencies and incentives for increasing costs and decreasing quality of care.

The Answer? Boob Jobs
There is a model functioning today in medicine with consumer and doctors dealing directly with one another and prices being determined in a market. 

Cash-pay medicine is everywhere. Botox®? You pay cash. Breast Augmentation? Cash. You go to whichever doctor you think is the best. He has to treat you right otherwise you’ll go to a different doctor. Good plastic surgeons are booked out weeks in advance, new doctors or unsupervised ‘medipass’, they advertise on Groupon. 

Friends will say “But what about high-cost procedures? Surely a heart surgery isn’t a breast lift.” This is true. However, surgical procedures that are covered by insurance or Medicare/Medicaid are grossly overpriced as hospitals are forced to cover costs related to regulation (think of all those bookkeepers and Medicare-compliance administrators) as well as the cost of unpaid ER visits, among many other things. Cash-paid treatments tend to be much more price-elastic as competition forces prices down and increasing market entrants offer the same services for lower prices. 

In addition, financing options are usually available for elective medical treatments, which is not possible with Medicare/Medicaid treatments due to regulation and a lack of demand as no one in their right mind would finance a treatment that they can get “for free” from Medicare.

Cash-pay medicine is something consumers want and something doctors want too. Patients hate their HMOs, as the service stinks. It’s the medical equivalent of the DMV, and rightfully so. What does an HMO, with its government-sanctioned monopoly, have to be ‘nice’ or provide good service? 

Markets that serve their customers well grow over time. For example, “lifestyle medicine” is growing a projected 15% annually. Physicians are flooding into this market as ‘managed care’ (the term given to insurance/government managed healthcare) continues to squeeze doctors for longer and longer hours with less and less compensation. A report by George Washington University recently looked at over 9,000 recently graduated doctors, and fewer than 25% chose to become a primary care physician. Doctors are voting with their careers, turning away from the managed care world and seeking out specialties where they can directly interact with patients with less overhead and higher margins.

With all this growth in direct, cash-pay medicine and high demand from doctors to go into fields of medicine without the headaches and overhead of insurance and government control, what can this mean for the rest of medicine, what can we learn?

Back to the Future
There’s a place for government and insurance in healthcare, but it should not be in the middle of the patient and their doctor. The possibility of fraud, overutilization, skewed incentives, career dissatisfaction for doctors and lack of medical innovation makes state-of-the-art, quality care impossible. While it’s too early to see what will come of Obamacare, it’s very likely to do little to stem the tide of cost and poor patient care. Like its many well-intended predecessors both democrat and republican, it’s unlikely to improve the situation much.

Only a system that incentives doctors to treat patients’ right and charge reasonable prices will be sustainable. 

In some parts of the country doctors are now practicing “concierge medicine”. You feel that scratchy throat? You pick up the phone and call your doctor. Within an hour or two they show up knocking on your door. They treat you in your own home. Heck, they even give out their cell phone number in case of emergencies. They don’t take insurance, not PPO or HMO nor Medicare, but they do take cash or credit. They even bring their little black bag with them.

Someday soon it may no longer be called “concierge medicine”, it may just be called “medicine”.

To be concluded in Oct 2014 HPUSA 

Read the entire article . . .
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Government is not the solution to our problems, government is the problem. 

- Ronald Reagan
* * * * *

5. 
Lean HealthCare: A Challenge
This year we were obligated to take on 250 ObamaCare patients. These were patients without insurance, on welfare, on Medicaid who were given HMO insurance. This was a more massive change in our practice than I could have anticipated in my wildest imagination. I had to promise my front office this was an obligation to the poor and disenfranchise to provide this care. We’ve always had 20 percent of our patients on Medicaid as our obligation. But this 20% had meshed with our private practice and handled themselves much like private patients. They made appointments, follow our recommendations, kept their return appointments, and presented themselves in a manner that didn’t disturb our private patients. Read more . . .
The first day when those 250 ObamaCare/Welfare/Medicaid patients were place in out HMO panel, we had rude awakening. My front desk was managed by my wife, Linda for the past decade or so. Normally when she arrived at my reception front desk, she would have three or four messages on the phone.  She would respond to these and then get on with her work.
She arrived at the usual time, and found 65 messages on the phone. It took her two hours to record these and another three hours to respond to them. We thought this was just the preliminary response from patients who may have been waiting to obtain care. However, this continued on a daily basis. This extra five hours of work on a daily basis would add up to and extra 25 hours per week or 100 hours per month. The going rate in our community is $30 per hour. One hundred hours at $30 per hour is an extra $3,000 per month of medical costs.
These calls didn’t come in during normal business hours but all hours of day and night. We quickly realized that these patients were not employed and hence were up at all hours of day and night. They all had cell phones and would call and leave lengthy messages at midnight or three o’clock in the morning. They were also very demanding, many insisting on being seen immediately. If we didn’t fit them in soon enough, they would call our HMO who assured them it was their policy that appointments were to be made in 24 to 48 hours. Then we received letters of reprimand for not providing prompt service. These complaints would then go to the state HMO program who would demand an explanation to be routed through our HMO.  We would then respond to our HMO and maybe it would then be dropped. However, some were appealed. Appeals through a state bureaucracy could be very time consuming with a serious loss of income. The harassment was a much larger emotional cost.

The operation of our reception area was devastated. Along with the changes in ObamaCare, Medicare and Medicaid placed numerous restrictions on care.  For forty years, I could write a prescription, or order a test or x—ray and the reception area would route the patient to the appropriate facility. This along with the billing and making further appointments fell in the range of 5 minutes of work.  
This past month new Medicare restrictions implemented through our HMO required changes in the medications that the patient may have been on for a decade or two. They were upset that they were unable to get the medications they were used to obtaining.  The pharmacy would tell them “just have your doctor do a prior authorization” simply known as a PA. We did several of these and they took hours to finally obtain a medication that Medicare through our HMO covered. This could take hours of my office manager’s time over several days to process something that was covered. Medicare always demanded a listing of all the drugs that had been tried. Since, the trial process may have occurred a decade or two previously by another physician, this became an indeterminable process. My prescription writing time of a minute or two became 10 or 15 minutes after several rewrites.
As a pulmonologist who had treated respiratory failure for more than 40 years, this became a nightmare. For 40 years, after measuring the oxygen saturation, I would complete an oxygen prescription form, and my receptionist would fax this to the oxygen company. The oxygen would normal arrive at the patient’s home by the time they were home from my office. The first oxygen requisition I wrote after the new regulation, took several lengthy phone calls to the oxygen company. They range that must be written on the new Medicare forms. They required the low oxygen (hypoxia) documentation. After several phone calls, we fax the entire three page office visit documenting the low oxygen which we underline with heavy black ink that would transmit via fax. After hours, the lady at the oxygen company said the oxygen was in my own hand writing, not a printout from a machine. Most of us don’t have the multi-thousand dollar fancy hospital equipment and have always use the standard pulse oximeter that clamps on the finger. My first one cost me $350. The large Blood pressure, pulse, oxygen apparatus costs about $3500 and is no more accurate. I finally gave up on further phone calls. The first patient whose arterial oxygen was down to 78% from the normal of 98%,  (blue venous blood is 75%) was so short of breath I had to help her to the car. She declined to be hospitalized. She had to spend two months gasping for each breath before the oxygen could be approved. From a usual two hour wait to a two month wait. These types of costs, monetary (staff), time (hours to days to weeks etc.), patient increased risks (including dying in organ failure), increased suffering (shortness of breath – gasping for two month) never show up on a government or Medicare cost analysis even though they were doubled or tripled or quadrupled). Doctors or staff time is never measured. The pharmacists have similar increase in costs. Hospitals just hire more accountants, bookkeepers, insurance billers, Medicare, Medicaid experts and can usually recover costs including their significant increase because of government regulations. 
(N.B. we once researched the reimbursement of our seeing a patient in lung failure on two tanks of oxygen in her home and the hospital reimbursement for a similar visit by their nurse or therapist. The hospital was able to charge more than 10 times what we were able to charge for the same work. Only we were the ones that were able to make the assessment and write orders that the hospital therapist would follow on his home visit. Normally they would call us to give them the oxygen and treatment orders which Medicare considers an irrelevant cost.)
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The Future of Health Care Has to Be Lean, Efficient and Personal.
Government health care costs are Time consuming, Bloated, Inefficient, and Impersonal.
* * * * *

6. 
Misdirection in Healthcare:  Physician Assisted Killing
A patient with obstructive sleep apnea came in for his annual evaluation. He had been snoring for decades, but about six years ago, his wife noted that his snoring stopped abruptly in the middle of the night. She observed her husband and noted that his chest was still moving, as if he was breathing, but there was no snoring. She then put her hand over his mouth and nose and did not find any air movement. She woke her husband immediately and after a loud strider, he began breathing. Read more . . .  She insisted he see his pulmonologist as soon as he could obtain an appointment. He was immediately scheduled for a Polysomnogram (sleep study). This confirmed the diagnosis of sleep apnea (no breath) and determined the optimal pressure to set the Continuous Positive Airway Pressure (C-PAP) device on to wear at night to assure continuous breathing while asleep. This was working fine.
As I was finishing my exam and writing his prescriptions, he casually mentioned that a friend of the family, who had sleep apnea, had respiratory failure requiring oxygen. His C-PAP was powered by oxygen pressure rather than compressed air. The friend was getting increasingly depressed over his disability and told my patient that sometimes he thought that he would just turn the machine off and end it all. Although my patient tried to joke him out of this approach, he apparently decided one night that he'd had enough. He turned off the machine and the oxygen and quietly died during the night. This is a peaceful way ending one’s life without any pain. It also is a quiet way to commit suicide with any physician accomplist.
With all the emphasis on physician-assisted suicide, it is indeed unfortunate, if not absolutely heinous, that physicians should play the role of executioner. That such a proposition can be passed by public vote underscores the lack of basic medical knowledge we have been unable to provide to the public. They don't need an executioner to write a lethal dose of barbiturates. The patients have numerous lethal doses of medications already in their possession. Most patients now get a 90-day supply of medications. If there are any cardiac, blood pressure, narcotic, hypnotic or psychiatric medications among them, it would not even take a full bottle to do the fateful tragic deed. Whether in The Netherlands, Oregon or Europe, we should never have to worry about whether our doctor is wearing the white coat of healing or the black cloak of an executioner.

A doctor in The Netherlands confided in me during a break in a medical meeting in Amsterdam that he once admitted an elderly lady to the hospital. She said she worried about being put to death while in the hospital. The doctor I was speaking with assured her that he would watch over her to make sure that didn't happen. The next weekend, he signed her out to a colleague. When he came back on Monday, he looked for her and couldn't find her. The nurse said she had "died." He quickly summoned his colleague as to what happened. He was told, "We needed the bed." He said he now felt it was a horrible tragedy for physicians to be involved in assisted suicide. It is more often an execution and not for a medical or “relief-of-pain” reason that is commonly given. It may be just an administrative decision on allocation of beds.
Statistics in Oregon, the first state in which physicians are allowed to kill patients who request it, indicate that perhaps as many as half of these patients have not signed a valid request that they wanted to be executed. These hospital mistakes are permanent. They are not simple medication errors that the Institute of Medicine feels are so tragic. Many of them are inconsequential and can be easily reversed. Physician execution of patients can never be reversed.
Healthcare is such a private matter we may never know how many were put to death for nefarious reasons. I’ve had a number of patients complained that they were convince that a family member was killed during their last hospital stay.  A colleague confided in me that a patient he was seeing in consultation, who was in respiratory failure, was given a large dose of morphine and died during the night. The dose given would be appropriate for an otherwise healthy patient, e.g. one with herniated disc pain or a bone fracture.  Patients in lung failure need all their energy to breath and stay alive. A dose of most narcotics or sedatives will place such a patient into permanent rest. And it was not picked up in medical death chart review. Physicians are required by California law to relieve pain. Hence, it’s an easy way to quietly extinguish a life without raising any eyebrows. It also avoids prosecution.
             









Updated from MedInfoLine2005
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Well-Meaning Regulations Worsen Quality of Care or can even make it Lethal.
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7. 
Overheard on Capitol Hill: The Regulation of Doctors.
Senator George:
It appears that our regulation of Doctors, Hospitals, and Insurance companies has 
not reduced health care costs. What are we missing?
Senator James:
You suppose we are over regulating?

Senator Franklin:
We should be able to proceed on our present course and eventually reach the 



point where the goose no longer can lay those expensive golden eggs.  More . . . 
Senator George:
But I understand that no goose continually lays golden eggs. The majority are 



still eggs with an ovum producing new geese which are resistant to our 




regulations. 
Senator James:
Or are smarter than we.
Senator Franklin:
We should be able to put a noose around the medical profession and cut their 



money so low that they don’t have a choice.

Senator George:
Isn’t it the hospital charges that are killing Medicare?

Senator Franklin:
The hospitals can’t charge Medicare unless the doctors do the prescribing.

Senator James:
So how are you going to keep the doctors from ordering tests and prescribing 



medications?
Senator Franklin:
There will come a point in continued tightening the noose around the doctors so 



tight that they will feel the noose tightening with every expensive test they order.
Senator George:
Come on Frank. Let’s be rational. Aren’t you being vindictive? Or even being 



cruel?
Senator Franklin:
Come on yourself, George. How else are you going to knock the Prima Donna 



Profession down a few notches?

Senator James:
I don’t think you like doctors. Who will be the captain of the health care team?

Senator Franklin:
Isn’t that the real problem? Doctors think they’re in charge of health care. Not 



only are they expensive, they are also rich.
Senator James:
Who else would you like to have in charge of your life/death struggle should 



you have to be hospitalized?

Senator Franklin:
There are a lot of other folks around. When I make an appointment with my 



doctor, I frequently see a Nurse Practitioner or a physician assistant.
Senator George:
Do you think they are about equal in providing quality of care?

Senator Franklin:
I think they’re about on the same level. In fact my Nurse Practitioner will order 



more tests than my doctor will. Now isn’t that checking me more thoroughly?

Senator James:
Goodness, have we come around the bend. A few moments ago when we 



started this topic, you’re entire approach was that doctors spend too much on 



ordering tests, x-rays, etc. Now when a lower level of care orders more tests, you 



think that is beneficial.
Senator George:
So when a doctor spends money on more tests on the public, they should be 



regulated more harshly. But when a PA or NP orders the tests that just means 



better healthcare. 
Senator James:
At least if Frank gets the extra tests.

Senator Franklin:
You guys just don’t understand the big picture. We’re talking about the overall 



cost.

Senator George:
But isn’t the overall costs simply the sum of all the individual parts?
Senator Franklin:
I was talking about the individual parts that doctor run.
Senator James:
Looks like we’ve left the world of logic and rational thinking.
Senator Franklin:
Yes, we have if you don’t think doctors are the problem with healthcare in the 



United States.
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What is Congress Really Saying? What don’t they understand?
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8.  
Innovations in Healthcare: Portability—Part II
Problem: Younger Spouses and Retirees on Medicare. The lack of individually owned, portable insurance is particularly burdensome for many women who are married to older men. When a husband retires and enrolls in Medicare, wives may be left without any coverage - and often at vulnerable times in their lives. At the same time, Medicare won't allow members to sign up underage spouses. Until the wife reaches 65 and can also enroll in Medicare, the couple will have to purchase her insurance with after-tax dollars. Read more . . .  She'll also be at a time in her life when she's charged higher premiums for health insurance, since health risks tend to rise with age. And she'll pay even more (or possibly even be denied insurance altogether) if she already has an expensive health problem or is recovering from a disease such a breast cancer. 

Problem: Federal Laws Designed to Encourage Portability Have Actually Outlawed It. Under the current system, employers cannot buy individually-owned insurance for their employees. Specifically, lawyers interpret the Health Insurance Portability and Accountability Act of 1996 (HIPAA) to say that if employers purchase employee health insurance with untaxed dollars, the insurance must be group insurance. A better alternative would allow employers to purchase individually-owned, personal and portable insurance for their employees. Even though employers would pay some or all of the premiums, employees could take the insurance with them as they move from job to job. 

Source of the Problem: Tax Penalties for Portable Insurance. Tax law is the main reason companies provide their workers with health insurance rather than pay higher wages with which employees could buy their own insurance. 

People receiving employer-based health insurance enjoy an enormous tax advantage. Employer-paid premiums avoid federal, state and local income taxes, as well as the (FICA) payroll tax. By contrast, people who buy their own insurance get no tax break unless their medical costs exceed 7.5 percent of their adjusted gross income. Even then they get only a simple deduction and must itemize on their tax return. As a result, genuinely portable insurance is actually penalized under the tax law. 

For a typical middle class family, government is effectively paying for half the cost of employer-provided health insurance. To see what this means, suppose that insurance for the family costs $6,000. If the insurance is purchased by an employer, it can be purchased with pretax dollars. This implies that the employee must produce and earn $6,000 that will be set aside as pretax payment for insurance rather than as taxable wages. However, if the insurance were to be purchased directly by the family, the employee must earn $12,000 in order to have enough left over after the payment of taxes to pay for the insurance. In terms of the amount of pretax income needed to purchase insurance, insurance purchased directly with after-tax dollars costs the family twice as much! 

To be continued in Section 8 in October 2014
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9. 
The Health Plan for the USA: The Benefits of the proposal
The Benefits of HealthPlanUSA.Net
· Healthcare costs are reduced making it more affordable and available to all Americans, thus eliminating the uninsured concerns.

· Quality is increased by cutting down delays in patient care, thus decreasing unnecessary patient suffering and premature death.

· Spectrum of a customer market base is increased to insurance and credit providers by the direct digital interface with the patient and service providers. Read more . . . 
· Efficiency is increased by cutting the time between providing medical services and payment to service providers: hospitals, surgical-centers, physicians, pharmacies, laboratories for x-ray, CTs, MRIs, and other diagnostic and treatment centers are all on the same site and transfer of data and funds occur instantly in real time. Secondary and tertiary billing, denial of service and further billing has been relegated to the dustbin of history. This duplicative and triplicate cost is difficult to ascertain because currently this cost is difficult to document or analyze, is not available, is not transparent, or is hidden. Actuaries that are working for large health insurance companies have informally estimated that this will be a 30-50 percent decrease in business office costs for hospitals, physicians and other providers.

· Choice is unlimited as patients make their own choice on the basis of cost, quality and efficiency. Unless they improve, inferior or incompetent providers will be eliminated more efficiently by the simple procedure of changing providers. This will be more effective than any HMO, insurance plan, PEER review, government program, Medical Board or other overseeing or policing agency can provide, thus saving multiple bureaucratic costs, which further decreases health care costs. Patients monitoring their own health care costs are the most effective, and sometimes even ruthless, cost deterrent. Inferior providers are simply eliminated due to lack of patients and are forced to look for other employment. Some insurance actuaries have informally admitted this could eliminate up to 90 percent of current quality assurance costs.

· The cost becomes extensive due to provider panels, provider credentialing, the army of nurses and reviewers looking over every hospital admission - reviewing charts daily, controlling every consultation or diagnostic procedure, controlling outpatient consultations and patient evaluations, reviewing and authorizing or denying every surgical procedure, reviewing every CPT and ICD 9 code, and reviewing patient charts for adequacy. Although accurate data is elusive, some actuaries have informally estimated a profound decrease in administrative and bureaucratic cost approaching 80 percent of current surveillance costs.

· The nation's $1 trillion privately funded health care costs (of the $2.4 trillion total) will be significantly reduced. Although accurate data is inconclusive, conservative estimates by actuaries suggest the nation's health care costs should be reduced by at least thirty to forty percent, making health care affordable to all Americans that fall between the Medicaid and Medicare programs. As Medicare goes bankrupt and eliminates 66 and 67 year olds, progressing higher as it follows social security benefit restrictions, which must increase to age 72 which today is the equivalent of age 65 when Social Security was implemented, HealthPlanUSA will easily be able to absorb these unfortunate Americans who have lost an unrealistic, unfunded coverage base.

· With patients involved and monitoring their own health care with direct access to all their lab work, x-rays, procedures and medical reports, liability will plummet. Malpractice insurance will drop at least 50 percent within one year of experience and for medical specialists, it will be on the order of their car liability or house, fire, earthquake and flood insurance. This will be a huge savings for physicians and other service providers.

Follow this column to learn the latest in HealthCare innovations. 
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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 

From 2001 – 2011, Dr. Farrago was the editor and creator of the Placebo Journal which ran for 10 full years.  He was featured in the Washington Post, US News and World Report, the AP, and the NY Times.

Authentic Medicine was born out of concern about where the direction of healthcare is heading and the belief that the wrong people are in charge. Only when physicians regain control and connect back to the roots of this profession will we ever have AUTHENTIC MEDICINE again.

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.

Email Dr. Farrago – doug@authenticmedicine.com 
· 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, recently launched Entrepreneur Country. Read their manifesto for information:  3. The bigger the State grows, the weaker the people become - big government creates dependency . . .  5. No real, sustainable wealth creation through entrepreneurship ever owed its success to government . . .  11. The triple play of the internet, entrepreneurship, and individual capitalism is an unstoppable force around the world, and that Individual Capitalism is the force that will shape the 21st Century . . .  Read the entire  manifesto . . . 
· Americans for Tax Reform, www.atr.org/, Grover Norquist, President, keeps us apprised of the Cost of Government Day® Report, Calendar Year 2014. Cost of Government Day (COGD) is the date of the calendar year on which the average American worker has earned enough gross income to pay off his or her share of spending and regulatory burdens imposed by government on the federal, state and local levels. Cost of Government Day for 2014 was July 6th a ten-day 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, our mission: http://www.ntu.org/ratecongress/page/taxpayer-score, 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 http://www.ntu.org/ratecongress/ . 
Read more: . . . http://www.ntu.org/ratecongress/page/computation 
· 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, has 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 has now evolved into http://www.gembaacademy.com/ a superb cyberspace workshop for LEAN Marketing. 
A recent blog: 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
To bemoan a capitalist earning high profit is like complaining about a surgeon saving too many lives.—Robert P Murphy
Capitalism without bankruptcy is like Christianity without Hell.—Frank Borman, astronaut & Eastern Airlines Chairman.
The inherent vice of capitalism is the unequal sharing of blessing. The inherent virtue of socialism is the equal sharing of miseries.—Winston Churchill, House of Commons speech, 22 October 1945. 
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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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