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Senator Wilson: 
That is unbelievable that a not uncommon behavior during high school when adolescents are working out their sexual identity and behavior should surface at this time, 36 years post event. If the behavior was as stated, it would have surface in their high school days.
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      physical and intellectual work
   - free markets, free enterprise and strict limits to the role of the State
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Handbook for Total Body Re-Conditioning
The Diet-Weight-Exercise-Memory Dilemma
In this Handbook, we provide you with a global unified program for success in achieving your desirable weight and increase your understanding of how foods and specific activities relate to your health and well-being. We provide advice about diet and exercise for keeping your muscles, tendons, ligaments healthy and joints mobile. We stress that balance training is increasingly important as we age. We advise cognitive and memory exercises to help preserve your physical and mental health.
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This is the only weight-modification-exercise-physical and mental health handbook you will ever need.
THIS IS THE ONLY HANDBOOK THAT INCLUDES EXERCISES FOR CRANIAL NERVES.

At $15, it’s a bargain, less expensive & more effective than exercise and diet books, and helps improve your joints, muscles, mental condition, memory, and also balance and vision.

Purchase a copy here [Amazon link]
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1.
Feature Article: The Modern Potemkin Village

Electronic Medical Records: The Potemkin Village of Healthcare

By Gerard J. Gianoli, M.D. 
We don’t work for any insurance company.  We work only for you, the patient.
Legend has it that in 1787 Grigory Potemkin erected a fake portable settlement along the banks of the Dnieper River in order to fool Empress Catherine II during her visit to the Crimea. At night it was then moved down river for their next stop the following morning. The end result was an impression of greater wealth and stability in the area than reality. From this, the term “Potemkin Village” entered the lexicon, defined as: “A pretentiously showy or imposing façade intended to mask or divert attention from an embarrassing or shabby fact or condition.”

The electronic medical record (EMR) is the Potemkin Village of Healthcare, disguising the declining quality of American medicine.

When I started medical school in 1982, I visited my pediatrician, Dr. Johnson, who was still my primary care physician at the time. He pulled out my chart dating back to shortly after my birth in 1961. For nearly 20 years of visits, there were only four pages of notes. I did not find this notable. Why would I care about how extensive my medical record was as long as I got good care? It is only in retrospect that this is surprising. Today’s medical records will have 4-5 pages for a single office visit.

Are office visits that more extensive and comprehensive than in 1982? Not by a long shot.

During medical school in the 1980s, we were taught to do a very extensive history and physical examination. This included Chief Complaint (why are you here?), History of Present Illness (what happened?), Past Medical History (what are your prior medical problems?), Family History (major medical problems that run in the family), Social History (occupation, hobbies, habits, alcohol, tobacco and drug use), Medications and Allergies, Review of Systems (detailed questions about other systems of the body, seemingly unrelated to the current problem), and then a thorough Physical Exam. After this we developed a differential diagnosis—a list of probable causes for the patient’s chief complaint. Only then did we order tests to confirm or exclude these possible diagnoses. Then we treated the patient. This is radically different from the medical mills where American doctors practice today.

Today medical practice has contracted to: Chief Complaint, Test, Treat. My patients tell me of 5-minute visits, and I have witnessed them for family members. Currently the average doctor visit is 15 minutes or less. But that is really 8 minutes, plus 7 minutes of documentation in the computerized medical record. The traditional approach requires at least half an hour. There is no way around it. You can’t do it right in 8 minutes.

The EMR for your doctor’s office includes all of the elements of the traditional history and physical exam described above. But most of the history and physical is not done by the doctor but by the auto-populate method. The doctor presses one key, and it fills out the entire form saying that everything is normal, except what he overrides as abnormal.

One internist, in evaluating one of my patients who was having surgery to treat intractable vertigo, documented that the patient denied having any vertigo. His EMR was impressively neat, well-organized, and extensive—but filled with nonsense.

Why would a well-respected physician document nonsense? Survival. Physicians have been commanded by Medicare to produce these extensive notes via the EMR in order to get paid. The bureaucratic rules and regulations forced upon physicians in the last 8 years have driven the overhead of private practices to the breaking point. From 2008 to 2014, half of physicians in private practice left to become employees of large corporations, almost solely because government mandates made it impossible for them to make a living in an independent practice.

Becoming an employee, however, doesn’t allow the doctor to escape the EMR or other inane mandates. It just spreads the cost over a large corporate structure. The damage to quality in medical care has been institutionalized. Instead of a patient-physician relationship, we have the Potemkin Village façade of the high-tech EMR.

Dr. Johnson’s notes were sparse, but he gave excellent care. His patients paid him for care. Now government and third parties pay for the appearance of healthcare, a virtual reality of digitized make-believe.

https://aapsonline.org/electronic-medical-records-the-potemkin-village-of-healthcare/#comment-4145 



Gerard Gianoli, M.D., F.A.C.S. specializes in Neuro-otology and Skull Base Surgery. He is in private practice at The Ear and Balance Institute, located in Covington, but is also a Clinical Associate Professor in the Departments of Otolaryngology and Pediatrics at Tulane University School of Medicine. He pioneered treatments for Superior Semicircular Canal Dehiscence and other vestibular disorders. His private practice has a worldwide reach, with patient referrals coming from all over the United States and from around the world.
Dr. Gianoli opted out of Medicare in 2001 and has had a 100% third-party-free practice since 2005. He’s lectured and written extensively (as well as had numerous media interviews) on third party free medical practices and free market medicine. His editorials have appeared in The Wall Street Journal, Forbes, Investor’s Business Daily, The Hill and other popular periodicals.

He has received numerous awards, including the American Academy of Otolaryngology’s Honor Award, and has been named in America’s Top Doctors and America’s Top Physicians every year since their inception in 2001 and 2003 respectively. Dr. Gianoli practices all aspects of neuro-otology but has a special interest in vestibular (balance) disorders. He has researched, lectured and published extensively on the topic of vestibular disorders. Website: www.earandbalance.net 
http://earandbalance.net/financial-policy/third-party-free/ 
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In the News:  A New Understanding of the Childhood Brain
Over the past decade, new research has revealed the link between early trauma and lifelong mental health issues. These discoveries have since revolutionized social work, healthcare, and early education. Policy changes enacted in response to our understanding of the biology of trauma are prioritizing earlier interventions like nurse home visiting services for at-risk families, and an increase in pre-kindergarten programs. 

This short animation by Nadja Oertelt is part of The Atlantic’s Next America: Early Childhood project, which is supported by grants from the Annie E. Casey Foundation and the Heising-Simons Foundation. 
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3.
International Healthcare: Canadians Can’t Wait Any Longer For Healthcare Justice
Sally C. Pipes | Investor's Business Daily | May 11, 2018
Canada’s health care system is back on trial. Last month, a nine-year-old lawsuit challenging British Columbia’s prohibition on private health insurance and private payment for medical care resumed.

Dr. Brian Day, an orthopedic surgeon who runs the private Cambie Surgery Centre in Vancouver, is leading the suit. He alleges that his province’s single-payer healthcare system infringes on patients’ rights by forcing them to wait months for routine operations.

The government has responded by keeping the doctor waiting — for justice. Day filed his suit in 2009. The case finally reached British Columbia’s Supreme Court in September 2016. Since then, the government has done just about everything it can to stall, delay, and obfuscate — ostensibly to try to get Day to give up.

Day — and Canadian patients — can’t afford to wait any longer. The Canadian single-payer regime subjects thousands of patients to life-threatening delays for treatment.

Our northern neighbors’ wait times grow longer with each passing year. According to the Fraser Institute, a Canadian think tank, the typical patient in need of specialist treatment last year waited 21.2 weeks after referral from a general practitioner — a record high. In 1993, the median wait time was less than half that figure — 9.3 weeks.

In British Columbia, the median wait is even longer — a grand total of 26.5 weeks from referral from a general practitioner to receipt of treatment from a specialist.  That’s more than half a year.

Lengthy delays are a hallmark of single-payer. Demand for care is essentially limitless when someone else is paying the bill.

But the provincial and federal governments in Canada don’t have limitless resources. So they typically set a global budget for care.  Doctors and hospitals can only provide so much care before their costs exceed their revenue from the government. And they can only afford to keep a limited amount of equipment operational, such as MRI machines or CT scanners.

Demand for care inevitably outstrips supply. So the government has to establish wait lists.

Long waits aren’t merely inconvenient; they’re dangerous. Consider the case of Walid Khalfallah, a British Columbian boy with severe scoliosis profiled by the Vancouver Sun in 2012. The Sun reported that he faced a three-year wait for spinal surgery, even though medical guidelines recommended a maximum wait of three months.

Delays can even prove fatal. Long waits have contributed to the deaths of more than 44,000 Canadian women in the past two decades, according to a Fraser Institute study.

Many patients would gladly pay extra to receive care more quickly. But British Columbian law makes it effectively impossible to do so.

The law bans any doctor who accepts private money from receiving payments from the government for “medically necessary care.”  Private insurers aren’t allowed to pay for such care, which the single-payer plan has the exclusive right to cover.

That’s out of step with public opinion. According to a March Ipsos poll, more than three-quarters of Canadians believe patients should be able to pay for private treatment if they’ve been on a waiting list for longer than the maximum recommended.  Eighty percent of British Columbians feel that way.

As Day sees it, the province’s prohibitions violate the rights to life, liberty, and security enshrined in Canada’s Charter of Rights and Freedoms.  He argues that patients should be able to buy private insurance that covers the same services as the single-payer plan. And patients should be able to use their government insurance — which they pay for through their taxes — to cover at least part of the bill at private clinics.

Day stands on solid legal ground, if a previous Canadian Supreme Court case — Chaoulli v. Quebec — is any indication. In 2005, the Court examined Quebec’s single-payer system and ruled it infringed upon patients’ rights.  According to Madam Chief Justice Beverley McLachlin, Quebec’s ban on private insurance gave the public sector a monopoly on health care. That monopoly resulted “in delays in treatment that adversely affect the citizen’s security of the person” — thus violating the Charter of Rights and Freedoms.

The ruling only applied within Quebec. A similar ruling in Day’s case, however, could apply to the whole country — and mark the beginning of the end of Canada’s single-payer system.

Canadians are suffering and dying under single-payer. Let’s hope they don’t have to wait much longer for relief  — and that the United States doesn’t make the same health care mistakes Canada has.

Read the entire article: https://www.pacificresearch.org/canadians-cant-wait-any-longer-for-healthcare-justice/?utm_source=Sally+Forbes+IBD+051418&utm_campaign=Sally+Forbes+IBD+051418&utm_medium=email 
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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 Fifth Circuit tees up a major separation of powers case.   

Calling Judge Kavanaugh
By The WSJ Editorial Board
July 29, 2018

One exciting prospect for a Supreme Court that may soon include Brett Kavanaugh and Neil Gorsuch is reining in the excesses of the administrative state. The Fifth Circuit Court of Appeals this month teed up a potential early blockbuster by ruling that the Federal Housing Finance Agency (FHFA) is unconstitutional. . . 
One irony of Collins v. Mnuchin is that it was brought by Fannie Mae and Freddie Mac investors to overturn the 2012 decision by the Obama Treasury to sweep all Fannie and Freddie profits for the government. The constitutional argument was almost an afterthought. 

Two of the three Fifth Circuit judges ruled that the FHFA profit sweep was legal under the congressional statute. New Fifth Circuit judge Don Willett agreed with his two colleagues on the constitutional issues but wrote a spirited dissent on the legality of the sweep that may also make it to the Supreme Court.

As we wrote when he was nominated, Judge Kavanaugh and Justice Gorsuch are part of a new generation of judges who want to restore the Constitution’s original understanding of the separation of powers. In particular they are less likely to defer to regulators who rewrite laws without proper statutory authority. And they may be more willing to strike down agencies that can’t be controlled by the President. Thanks to the Fifth Circuit, we may soon get a lesson anew in James Madison’s genius.

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

- Ronald Reagan
* * * * *

5.
Lean HealthCare: It begins and ends with the patient  www.lean.org. 

Lean Production Begins with LPPD by John Y. Shook Lean Product and Process Development  (Insert PATIENT everyplace you see CUSTOMER/
Lean Production isn’t just about the factory. It doesn’t even begin there and certainly doesn’t end there. It ends with the customer. Where does it begin? Also with the customer. But that pithy statement (it begins and ends with the customer, kind of like a farm-to-table circular economy mantra) doesn’t mean much. Not because it isn’t true, but because it isn’t helpful. Many statements that are true aren’t necessarily helpful.

More helpful is to recognize that Lean Production begins with addressing this question: What value do you want to provide for a customer in the form of a product or service? As for the term “lean production,” let’s call it lean thinking to highlight the fact that it applies everywhere. You can apply lean thinking to any activity, any endeavor.

What is also helpful is the powerful new book by Jim Morgan and Jeff Liker: Designing the Future (published in partnership by McGraw-Hill Education and the Lean Enterprise Institute). As members of an intense learning group at the University of Michigan over 25 years ago, Jim and Jeff have been studying LPPD for a long time. Jim, in particular, chose to focus on this topic for his dissertation research and later put his money where his mouth was (actually his hands, feet, heart, mind and livelihood where his mouth was) by working for Alan Mulally to make possible the incredible turnaround that Mulally orchestrated at Ford between 2006 and 2014.

Designing The Future lays out a holistic socio-technical system for developing any new product or service that is underpinned by deep principles. Start with study to deeply understand true customer needs and align around how to meet it. Enroll everyone in the clearly defined mission. Identify and fill knowledge or skill gaps between current capabilities and those required to deliver the needed value, learning and building high performance teams. Experiment to learn and improve the development process using methods such as set-based concurrent engineering, discarding ideas and designs that won’t work, while storing failed designs and experiments as reusable knowledge (you will do this all over again!). Underpin the entire process with a Management System comprised of effective and efficient operating sub-systems operated via the right behaviors by leaders and team members. Everyone learns. The team is developed as the product gets developed. That’s important. You will do this all over again.

It’s a loop, with closed and open sub-loops, with everything connected. Excellence in any one piece alone will not bring home the bacon. The overall process itself looks something like this (see image above). But, since you will do this all over again (did I already say that?), you want each pass (completion of the loop) to make the organization stronger. After all, since you are designing your future (clever book title), you want to build your capability to realize your design.

In his foreword to Designing the Future, Mulally said, “It is a must read who wants to create lasting value by building not just a great product, but a turbocharged product-creating machine.”

And the only way to create this type of an organization is through extreme transparency and collaboration. An approach Mulally recently described, in a podcast with Jim Morgan, that is “is about loving people - including and appreciating everyone as human beings and caring about them. And the most respectful thing we can do for our teams is to share everything about the plan with everyone.”

Read the entire article . . . 
Feedback . . . 
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The Future of Health Care Has to Be Lean, Efficient and Personal.
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6.
Misdirection in Healthcare: Sham Peer Review
PSYCHIATRIC EVALUATIONS ARE HAZARDOUS TO THE DOCTOR'S CAREER.

By Richard B. Willner, Executive Director of The Center for Peer Review Justice

http://www.PeerReviewJustice.org
In this day of excessive regulation and hindsight aided evaluation a new danger is even more pressing.  Various administrative boards that are established by states, the federal government or associated agencies maybe have their origin from well-meaning agencies.   The history of unbridled power almost invariably asserts itself with some sort of self-appointed expertise.

This expertise becomes one of defining a problem, in this case some type of professional practitioner, and then looking, searching for the reasons to label the professional. The complainant and the reported complaint, assuming there is a complaint and is not made up by whole cloth by the agency, is always asserted as “secret” – “confidential” so the professional has no capacity to discover from where the allegation arose. 
Certainly there are circumstances where protecting the identification of the person making him a complaint is important.

However the rights to defend oneself, to inform the investigating organization of the experience the practitioner did or did not have with the complaint and is an imperative. . . 
Without careful oversight agencies are boards such as this especially become real “star chamber proceedings” It all comes to the practitioner to defend himself or herself against the allegations that can come without foundation or merit. The practitioner of course enjoys a licensed practice as long as such practice ethical, competent and within the standard of care…
However, allegations without merit taken up as an investigation, said investigation is without day-to-day ongoing oversight, the investigations by “investigators” who only know to look with their needing to find. These investigators are not trained, and enjoy the self-righteousness of being separated apart from most of our grounding and trust of our judicial system. . . 
The courts and the associated investigation powers that would be afforded an average citizen do not apply.  The license to practice is a privilege and obtained by proper training, and controlled certified institution from which the practitioner must graduate in good standing. Then the practitioner needs to pass an additional state board exam in the and the relative relevant field. There is also the requirement of ongoing continued education credits. It seems   relevant that the practitioner being in compliance with the particular agencies requirements to be licensed and to continue the license should be a prima facie, prior established, the starting point…
The new rubric, the catchall, the moneymaker, the real “food for the trough” is the very plastic and flexible label of being a disruptive practitioner. A disruptive practitioner, to say the least, could be angry and upset and appear disruptive for very laudable reasons. The complaint and making a report about any particular station time.
It perchance over expression of the concern that truly was dramatic to the practitioner but observed and reported to the control agency know set fact pattern of the specifics associated with the observed practitioners “disruptive episode” as it appeared to the reporting complaining person when contacting the agents.
Patterns of referral from the agencies to particularly designed clinics a.k.a. peer-reviewed procedure mills becomes a for loop of income far above that was the average practitioner would make in practice. The self-appointed, unregulated, “expert collection of evaluators” expert only in the sense there is no way for the practitioner to challenge their procedures, the message or the conclusions…
A practitioner required to defend themselves from the fact pattern they have not been part of presenting impossibility. The agency sees this as “defensive practitioner” reinforcing the opinion concerning the original report notwithstanding the validity of the report has not been challenged, scrutinized authorized by an statute or court of law…
These boards and agencies of self-appointed expertise are and have been known in many circumstances to be new “Little Caesars” of current time. The reports are confidential and are forwarded to the referring agency before the practitioner have a chance to review or augment or challenge the substance of the report…
This label – DISRUPTIVE PRACTITIONER – is like indiscriminate glue applied to find tissue paper. Removing without tearing up the document unless the substance is written – the tissue paper – is impossible. Envisioning the  tissue paper as a professional reputation, the self-esteem of the practitioner, the practitioners immediate families struggles with the unproven allegations and additionally the massive emotional costs to say nothing of the burden some financial costs and demands on professional time as well…
Certainly there are conditions that one can suffer from that would be causal for the loss of capacity to control one behavior, to become disruptive. This could be secondary to an injury, secondary to the disease, secondary some abuse of the subject, or secondary to a very slow-moving process of  which the practitioner is unaware. One example would be the onset of the dementing illness.  The sadness of seeing a fine mind loses its capacity is tragic. Clearly someone, a practitioner, should not remain in practice if they lost his skills. However, Justice is not served when a reported behavior is assigned the same significance as would a formal diagnosis of the dementing illness…
Disruptive is a description not a condition. Those asserting the disruption should be required provide documentation that can be objectively reviewed and if possible corroborated and its origin understood. The money mill peer-reviewed factories often are communicated with by the referring agency before the practitioner is ever seen for evaluation…
This is a crisis within our society. The finger-pointing by incompetent to understand and to know making up the reporting thrust to the agency investigator starts in motion is self-feeding frenzy, the nourishment for this feeding frenzy is the reputation of the practitioner the practice the practitioner had labored years to build his further fodder. It is prudent to ask the question who is controlling those in control?.  To who or to what are they required to answer? From the view of the victimized practitioner labeled “disruptive” it is a runaway train building steam to find a certain end. This train was perfected without any braking mechanism. Arguendo is assumed a self-fulfilling label is assigned a predetermined diagnostic significance…
It is a simple fact that the effort and the struggle to defend oneself is seen as denial and therefore declaratory of the lack of insight for the practitioners to understand his or her own “disruptive condition”. Perchance a well-meaning report to an agency by complaint and whose complaint is accepted as fact before such as proven… 

A desperate feeling of danger to livelihood, professional respect, professional reputation will descend on the practitioner. An average citizen when accused of a crime carries a presumption of innocence until proven guilty “beyond a reasonable doubt”. In the case of our practitioner there has been no proof of a “crime”, the proof is assumed in the assessment moves forward with pell-mell speed to a disastrous conclusion a disturbing percentage of time regardless of the real merits of the relegation…
Justice, equal protection, fairness, proper procedure, proper investigation by competent regulated investigators, an assignment of the defense assistance, if needed without charge, a fair hearing by an impartial factfinder would seem base line…
However the invaluable elements above are not afforded to the practitioner at any time. Even a calculated and spiteful report by a complaint and can start an investigation that leads to the destruction of so much…
The only thing that is insured in the employment of those that staffing agency, their secretive methods remain protected, the referral pattern to favored, favored because of the express expectation of the outcome is as well insured. The EXPERTS AT DIVINING SELF-SERVING TRUTHS is now a lucrative business. It is unbridled investigation of the not yet charged, those who know not what to defend, the publicity afforded a hungry public as injury to previous injurious insult…
It is said the truth shall make you free. If that is in fact the case in a consequence where there is no truth the death of freedom as known before an allegation is a certainty.
Follow this HealthPlanUSA column for some answers to our health care conundrum.
America, it is critical to wake up before it’s too late.
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Well-Meaning Regulations Worsen Quality of Care.
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7.
Overheard on Capitol Hill: The Kavanaugh Character Assassination
Senator Wilson:
We have the confirmation hearings of Judge Kavanaugh coming up who is President Trump’s appointment to the supreme court to replace Justice Kennedy who is retiring at the end of this month.  
The American Bar Association (ABA) previously gave Kavanaugh a unanimous "well qualified" rating for his nomination.[21]After Kavanaugh was accused of sexual impropriety, the president of the ABA issued a statement that the nomination should not be voted on until the allegations have been investigated by the FBI.[22] On October 5, 2018, the chairman of the ABA Standing Committee on the Federal Judiciary announced that the committee had reopened its evaluation. . . and that reassessment and re-vote would not be completed before the Senate vote.[23]

 HYPERLINK "https://en.wikipedia.org/wiki/Brett_Kavanaugh_Supreme_Court_nomination" \l "cite_note-24" 
[24] After Kavanaugh’s confirmation, the standing committee discontinued the re-evaluation because there is "no process for the evaluation of sitting judges or justices."[23]

 HYPERLINK "https://en.wikipedia.org/wiki/Brett_Kavanaugh_Supreme_Court_nomination" \l "cite_note-25" 
[25]
Senator Sampson:  
These new allegations of sexual impropriety during high school may be important and should be investigated thoroughly.
Senator Wilson: 
That is unbelievable that not uncommon behavior during high school when adolescents are working out their sexual identity and behavior should surface at this time, 36 years post event. If the behavior was as stated, it would have surface in their high school days.
Senator Sampson: 
Maybe she was too timid to speak up at that time.
Senator Wilson: 
For her to speak up at this time implies that she is functioning with a different agenda.
Christine Margaret Blasey Ford (/ˈblɑːzi/;[3] born November 1966)[4]is an American professor of psychology at Palo Alto University and a research psychologist at the Stanford University School of Medicine.[5]She specializes in designing statistical models for research projects.[6]During her academic career, Ford has worked as a professor at the Stanford University School of Medicine Collaborative Clinical Psychology Program.[7]
In September 2018, Ford publicly alleged that then-U.S. Supreme Court nominee Brett Kavanaugh sexually assaulted her in Bethesda, Maryland, when they were teenagers in the summer of 1982.[8]
Senator Sampson: 
What might that agenda be?
Senator Wilson:
Maybe it’s another Anita Hill desperate attempt to siderail this nomination. I hope we don’t have to go through the sordid allegations that Anita Hill put this country through.
Senator Sampson: 
But I think we need to go through further inquiry. 
Senator Wilson: 
As psychologist rather than a lawyer, I’m sure she was well coached in how she was expected to perform. And as a psychologist she would be believable. She has also joined marches against President Trump. That would reflect a rather profound hostility to President Trump’s judicial nominee. So she was the perfect scapegoat.
Ford is a registered Democrat who has made small contributions to political organizations.[8] In 2017, she participated in a local Women's March protesting President Trump[12] and attended a March for Science in San Francisco to protest the Trump administration's cuts to research.[16]
Senator Sampson: 
You may be right but I think we should see this to the end.
Senator Wilson:
Women’s marches have a high component of Feminists. Justice Kavanaugh would be natural enemy to issues that feminists largely support. Currently there has been an emphasis to reversing Roe v Wade, an issue which the feminist would want to prevent under any circumstances. I believe that senators voted in favor of Kavanaugh for the Circuit court, now see him in a much larger roll with issues that may come up in the next sessions of the Supreme Court. Hence, the left is very worried and will do anything to stop the nomination. But they didn’t change the vote on Clarence Thomas and hopefully, they won’t be able to change the vote on Bret Kavanaugh. 
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What is Congress So Angry? Why did they reverse their opinion on Judge Kavanaugh since their support of him on his previous judicial appointment? Do they even know why?
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8. 
Innovations in Healthcare: Is Direct Primary Care a Game Changer?
by Rita Rubin, MA
May 22/29, 2018
Article Information: JAMA. 2018;319(20):2064-2066.3173
Denver family practice physician Lisa Davidson, DO, ran a fee-for-service practice for 8 years, her only staff a physician assistant who was also a social worker. By 2011, her practice had grown to 6000 patients, and her rent was about to soar.
Davidson had had enough. “I wasn’t even making 6 figures, and I was killing myself,” she recalled.

Frustrated, she googled “ideal practice” one sleepless night and came across Atlas MD in Wichita, Kansas. That practice does not accept insurance, although patients still need to have insurance to cover health care beyond the scope of primary care. Instead of co-payments and deductibles, Atlas MD patients pay a monthly “membership fee” that covers all of the primary care their physician provides. But more importantly, this retainer guarantees unhurried, same-day appointments and round-the-clock accessibility to their physician, who would get to know their story “inside and out,” thanks to having to care for only around 500 patients.

After talking with an Atlas MD physician, Davidson decided to follow suit. She still works with her physician assistant/social worker, but they now care for 600 patients instead of 6000. They each work 3-and–a-half days a week in the office, and Davidson is accessible at all hours, 7 days a week, via her practice’s email portal.

She is one of a small but growing number of primary care physicians who, for both personal and professional reasons, have decided to adopt the “direct primary care” (DPC) model.

Direct primary care is related to but not the same as concierge medicine. Both models charge a membership or retainer fee, but DPC practices’ fees are typically lower, while their panels are larger. The average DPC membership fee is $70 a month, according to Jay Keese, director of the Direct Primary Care Coalition, a lobbying group in Washington, DC, that has 770 member practices in 48 states. The biggest difference, however, is that neither DPC physicians nor their patients file insurance claims for primary care, unlike concierge physicians.

By not taking insurance and limiting their panels to only several hundred patients, DPC physicians say they have more time to practice primary care medicine the way it should be practiced, not the way payers dictate.

“The burnout in the world of doctors is largely fueled by the hectic, crazy overutilization mode that we have created with our finance system,” said Seattle family practice physician and DPC pioneer Garrison Bliss, MD, who adopted the no-insurance, retainer-fee model in 1997, before it even had a name. “There’s this notion that playing along with a corrupt, hopelessly ineffective system is good, that being forced to see 30 people a day is something you should just get over.”

Bliss and other proponents claim DPC can cut health care spending by keeping patients healthier, thus reducing their need for specialty care or hospitalization.

The question is whether DPC is indeed a better mousetrap, both for the health of patients and that of the health care system.

While the American Academy of Family Physicians calls DPC “a meaningful alternative to fee-for-service insurance billing,” the American College of Physicians (ACP) has not yet endorsed the model.

“We are interested in monitoring and understanding what is going on in terms of direct primary care and other practices that are opting for cash only,” said Robert Doherty, the ACP’s senior vice president, governmental affairs and public policy. The problem, Doherty said, is a lack of data to evaluate the effect of DPC on accessibility, cost, and quality, not only for individual patients but for their communities.

But one reason solo practitioners choose DPC is to escape “the world of data” that comes with dealing with coding and billing, Davidson said. Other types of data are more important, she added, noting that she can probably recite the names of all her patients with diabetes along with their hemoglobin A1C levels.

For some physicians, though, that benefit isn’t enough to justify the DPC model. Edmond Weisbart, MD, a St Louis family physician, emphasized the need for outcomes data. “How many flu vaccines did your practice give? That’s the kind of data that I think we need to have.”. . .  
Unlike Davidson, Iora Health has to prove its worth to the Medicare Advantage Plans and to employers who pay patients’ membership fees, so it has raised venture capital funds for a system to track outcomes, said company cofounder and CEO Rushika Fernandopulle, MD, MPP.

Based in Cambridge, Massachusetts, Iora has nearly 2 dozen DPC practices that care only for people 65 years or older, as well as a few practices for younger people. Over an 18-month period, a cohort of 1176 Iora Medicare enrollees—who, based on risk models, were 1.5 to 2 times sicker than the average Medicare beneficiary—saw inpatient hospital admissions drop by half and emergency department visits decline by 20%, Fernandopulle said.

Medicare Advantage Plan members don’t have to choose Iora for their primary care, but “if they choose us, they get all this great stuff. We’ll take them to the grocery store. We’ll do free yoga classes,” Fernandopulle said. Each Iora physician works with 3 “health coaches,” who “can do a lot of the stuff that doctors would otherwise be doing,” he said, such as counseling patients about nutrition. Since Iora physicians don’t practice insurance-based fee-for-service medicine, he said, “we can be free. We can do emails and text messages. We can meet the needs of the patient and not just do what someone else will pay for.”. . . 

Before she shrunk her practice from 6000 fee-for-service patients to 600 DPC patients, Davidson said, she spent 3 months explaining the change to her patients. In the end, Davidson said, only 300 of her fee-for-service patients stayed when she converted her practice to DPC, although more eventually returned. Today, three-fourths of her patients were part of her fee-for-service practice.

While there aren’t enough primary care physicians to replace fee-for-service with DPC, the latter does have its place, said Guy David, PhD, an associate professor of health care management at the University of Pennsylvania’s Wharton School. “It’s really a good model when you believe in segmentation.”

In other words, he said, healthy young people who see a primary care physician once a year, if that, could stick with a large fee-for-service practice but, as they age and develop a need to see a primary care physician more often, they would receive care from “smaller, more focused practices” that can take more time with them, David said. “That’s not a bad world to be in.”. . . 
Fernandopulle estimates that perhaps 4000 to 5000 practices nationwide are at least partly DPC. And yet, Qliance, a pioneering DPC company cofounded in 2007 by Bliss, shut down in May 2017, leading some to question whether the model is viable in the long term. Bliss, who left to open his own practice before the company folded, blames Qliance’s demise on its contract with the Washington Medicaid program. “We became a predominantly Medicaid company overnight,” he said, noting that the company expanded from 6500 patients to 40 000 in only a few months. “Eventually, it became clear: Medicaid doesn’t pay for the things that we do. They pay you more if your patients are sick.”

Whether DPC expands or contracts in the coming years depends on the popularity of high-deductible health plans, David said. “If you have a high-deductible health plan, you’re going to pay out of pocket for primary care anyway.” Direct primary care “just becomes a win-win for patients and providers.” . . . 

To read the entire report, go to JAMA: https://jamanetwork.com/journals/jama/fullarticle/2680728#189154414 
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9.
The Health Plan for the USA: How to make Health Care Less Costly
Victor R. Fuchs, PhD of the Stanford Institute for Economic policy Research suggest we should begin by replacing Employment Based Insurance.
Among the most important domestic policy problems in the United States is the high cost of health care, which is estimated at $10 000 per person per year and is at least 50% more than the cost in any other country.1 The annual US total health care spending of more than $3.3 trillion dwarfs spending on other critical services such as national defense ($867 billion) and education ($1.1 trillion).

The cost of health care devastates some family budgets and lives, limits the ability of state and local governments to provide adequately for education and infrastructure, and contributes substantially to the federal government’s deficit and debt. A reduction in health care expenditures by only 10% would free $330 billion each year to meet other public and private needs.

The most important inflationary factor in US health care spending is the rapid diffusion of expensive medical technology, including prescription drugs and devices. Some new medical technologies significantly improve health outcomes; however, many mostly just increase expenditures. Second in importance, hospital and physician groups have formed larger organizations with power to raise prices in many health care markets.2 Integration of health care organizations and clinicians may result in more effective and efficient health care; however, integration also facilitates the extraction of higher prices from insurance companies and patients.3
Employment-based insurance has been a major factor in the escalation of health care expenditures. Employment-based insurance has covered at least half the insured population, currently approximately 150 million individuals, for more than 50 years and has been the dominant force shaping the US health care system. For example, when Medicare was introduced in 1965, it closely followed the employment-based insurance model of fee-for-service payment and wide choice of physicians and hospitals.

With few exceptions, employment-based insurance is administered by health insurance companies. In consultation with employers, many of whom are self-insured, the insurance companies design benefit and premium schedules, negotiate reimbursement rates with hospitals and physicians, and approve or disapprove medical center, physician, and patient claims. There are only a few very large health insurance companies and many small ones, but none has been successful in restraining expenditures. The inability of large insurance companies to bargain more effectively with hospitals and physicians is a systemic problem.

Most health care is delivered locally and, partly as a result of mergers and acquisitions, a predominant or premier hospital and affiliated physicians in a local market may have more bargaining power than even the largest insurance company. In some markets, a large insurance company is forced to pay more than twice the Medicare fee in part to retain a popular health care system on its plan. If insurers could collaborate to present mutually agreed-upon prices, they could have more success in limiting expenditures. Such cooperation (collusion) would have to overcome many practical difficulties and would probably violate antitrust laws.

Compared with the individual insurance that it replaced, group employment-based insurance is more efficient because it decreases marketing and administrative costs and reduces the risk of adverse selection. However, compared with the health care financing systems of other high-income countries, larger marketing and administrative costs help explain why the United States spends so much more on health care. Perhaps as much as one-fourth of the expenditure gap between US health care and health care systems in other high-income countries may be spent on marketing, administration, and billing and collections rather than on patient care.4
Another important domestic policy problem in the United States is inequality in income and in access to medical care, education, and other critical services. Employment-based insurance does not help solve this problem; it exacerbates it. Coverage by employment-based insurance is highly positively correlated with income. In households with a family income level more than 400% above the federal poverty level, 83% of employees are offered employment-based insurance.5 In households with a family income level between 100% and 250% of the federal poverty level, only 38% are offered employment-based insurance.5 That employment-based insurance skims the “good” risks (low users of care) can be inferred because employment-based insurance pays only one-third of US health care expenditures even though it covers half the population.

The tax code is another means by which employment-based insurance exacerbates inequality in that contributions to health insurance are exempt from employees’ income tax. The higher the tax bracket of the employee, the bigger the subsidy, which accounts for hundreds of billions of dollars each year. Perversely, most of the tax subsidy is received by employees with above-average incomes. What can be done? One approach would be for employment-based insurance to be replaced by a more equitable and less costly system with the characteristics appearing in Box 1 as referenced in these links. . ..

How to Make US Health Care More Equitable and Less Costly? Begin by Replacing Employment-Based Insurance. https://jamanetwork.com/journals/jama/fullarticle/2713004?resultClick=1 
Is US Medical Care Inefficient? https://jamanetwork.com/journals/jama/article-abstract/2702118 
HealthPlanUSA.net, an incubator in health plans that would solve the United States health care conundrum, has been incubating for 15 years. Solving the health care issues involves four very strong positions which have difficulty in negotiating with each other. The position from the Insurance Industry, the Hospital Industry, the Physician Networks, and Medical Government Complex are rather variable and incompatible with each other. This would suggest that reform must come from a disinterested party knowledgeable with the concerns of the several stakeholders. This would involve major entrepreneurial funding which may not be in tune with the several stakeholders. As noted by Dr. Fuchs, during times of war of other national stresses, at the times with significant changes can occur. After 15 years, the time is at hand and we welcome your input. 
This will continue to be a major investigation by HPUSA. If interested, please subscribe to our Journal from our website: http://www.healthplanusa.net/ 
10.
Wisdom in HealthCare: Health is better than wealth.
The poorest man would not part with health for money, but . . . the richest would gladly part with all their money for health. –C. C. Colton (1780-1832).  Addressed to Those Who Think, l.225. 1823. 

Health is better than wealth. –John Ray (1628-1705). A Collection of English Proverbs. p. 153, 1678.

Having good health is very different from only being not sick. –Seneca the Younger, (5? B.C.—A.D 65 Preface (1.6) to Nature 
11.  
Recent Postings: From the April HPUSA Quarterly 
3)     Featured Article: Having health insurance is not the same as receiving health care
4)     In the News: Practice Fusion is agreeing to be sold to Allscripts
5)     International Healthcare: Universal Child Health Care in Quebec
6)     Government Healthcare: Sham Peer Review
7)     Lean HealthCare: Automatic if Doctor and Patient are totally in charge.
8)     Misdirection in Healthcare: Sham Peer Review Shelters a Deadly and Malicious Virus
9)     Overheard on Capitol Hill: Physicians should not be a privileged community.
10)     Innovations in Healthcare: Médecins Sans Frontiers Innovate Daily
11)     The Health Plan for the USA: Understanding the present problem
12)     Wisdom in HealthCare: Prevent Disease, Relieve Suffering, Heal the Sick.
13)     Recent Postings: The January 2018 Quarterly Issue: 

14) 
    Restoring Accountability in Medical Practice by Moving from a Vertical to a Horizontal Industry:
The Major Current Problems in HealthCare
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12.       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
· To read the rest of this column, go to http://www.healthplanusa.net/restoring-accountability-in-healthcare/ 
· 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, JCAH, AHA, etc.)

Bureaucratic Drag and the distractions from treating patients

Burnout and depression amongst healthcare professionals

Humor in caring for the patient and the caretaker
· Eakman, Beverly: Author, Columnist and Lecturer: Basic Position Statement http://www.beverlyeakman.com/index.php/blog/45-position-statement-and-frequently-asked-questions 
We welcome "education's whistle-blower" Beverly Eakman, veteran educator, International Human Rights award winner, and author of books such as Cloning of the American Mind and Walking Targets, who discusses the ideological manipulation of the US education system by collectivists and globalists. After describing how students are regularly subject to profiling through "assessments" and coerced into changing their worldviews through subversive, dialectical classroom techniques based on peer pressure, Beverly Eakman shares with us how we can all PUSH BACK! through logic, awareness and strength of character to resist the seemingly-inexorable slide towards a New World Order. 
        Healthcare needs to develop these same strategies to PUSH BACK! 
Beverly Eakman : Educating for a New World Order ...and how to PUSH BACK!
What is education? What is it for? And−a question that increasing numbers of people are asking in these days of rising student debt and increasing unemployment−who is it for? Is it primarily for the student, whether in school or college, or has it become in large measure a socially-acceptable form of structural unemployment to help keep the wheels of the State turning? https://themindrenewed.com/interviews/2014/449-int-045
· 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, launched Entrepreneur Country. Read their manifesto for information:  3. The bigger the State grows, the weaker the people become - big government creates dependency . . .  5. No real, sustainable wealth creation through entrepreneurship ever owed its success to government . . .  11. The triple play of the internet, entrepreneurship, and individual capitalism is an unstoppable force around the world, and that Individual Capitalism is the force that will shape the 21st Century . . .  Read the entire  manifesto  . . . 
· Americans for Tax Reform, www.atr.org/, Grover Norquist, President, keeps us apprised of the Cost of Government Day® Report, Calendar Year 2014. Cost of Government Day (COGD) is the date of the calendar year on which the average American worker has earned enough gross income to pay off his or her share of spending and regulatory burdens imposed by government on the federal, state and local levels. Cost of Government Day for 2014 was July 6th a ten-day increase above last year's revised date of July 16th. With July 6th as the COGD, working people must toil on average 186 days out of the year just to meet all the costs imposed by government. In other words, the cost of government consumes 53 percent of national income. If we were to put health care into the public trough, the additional 17 percent of GDP that healthcare costs, would allow the government to control 70 percent or nearly three-fourths of our productivity and destroy our health care in the process. We would have almost no discretionary income.

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

"To advocate an efficient, sound, honest government is neither left-wing nor right-wing, it is just plain right." –J . Peter Grace, CAGW Co-Founder
· Evolving Excellence—Lean Enterprise Leadership. Kevin Meyer, CEO of Superfactory, (Sorry about the nepotism, but his message is important) has started a newsletter which impacts health care in many aspects. Join his evolving excellence blog . . .  Excellence is every physician’s middle name and thus a natural affinity for all of us.  This month read The Customer is the Boss at FAVI “I came in the day after I became CEO, and gathered the people. I told them tomorrow when you come to work, you do not work for me or for a boss. You work for your customer. I don’t pay you. They do. . . . You do what is needed for the customer.” And with that single stroke, he eliminated the central control: personnel, product development, purchasing…all gone. Looks like something we should import into our hospitals. I believe every RN, given the opportunity, could manage her ward of patients or customers in similar lean and efficient fashion. 
· FIRM: Freedom and Individual Rights in Medicine, www.westandfirm.org, Lin Zinser, JD, Founder, researches and studies the work of scholars and policy experts in the areas of health care, law, philosophy, and economics to inform and to foster public debate on the causes and potential solutions of rising costs of health care and health insurance . 
· Ayn Rand, a Philosophy for Living on Earth, www.aynrand.org/site/PageServer, is a veritable storehouse of common sense economics to help us live on earth. To review the current series of Op-Ed articles, some of which you and I may disagree on, go to www.aynrand.org/site/PageServer?pagename=media_opeds  
* * * * *
Thank you for joining the HealthPlanUSA network of 80,000 professionals that receive our newsletter and visit our websites. To assure uninterrupted delivery, go to www.healthplanusa.net/newsletter.asp and enter your email address. Stay tuned for the latest innovating thinking in HealthCare and have your friends do the same.
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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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