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FOREWORD

by Victor R. Fuchs

 



 



 




Does America need another new book on health policy? Yes, it does—for three important reasons.

First, other books that describe the shortcomings of American healthcare—unrelenting hikes in cost, almost 50 million uninsured, dangerous lapses in quality, and more—usually blame insurance companies, drug manufacturers, organized medicine, or some other convenient scapegoat. Such criticism, while sometimes justified, does not get to the heart of the problem. The system itself is dysfunctional. No doubt there are some organizations and individuals that lack integrity or competence, but this book shows that the major shortcomings of American healthcare are the result of deep and irreparable flaws in the way the country finances, organizes, and delivers care.

Second, many books offer partial cures for reducing the number of uninsured or reducing costs, but these incremental changes provide only temporary relief, at best. Problems of access, cost, and quality are related; they must be tackled simultaneously through a coordinated approach. This book makes the case that only comprehensive reform can heal our ailing healthcare system—and keep it healthy.

Finally, this book provides the reader with a clear picture of a coordinated approach—one based on universal healthcare vouchers. It identifies the essential elements for making the nation’s healthcare more equitable and more efficient in a manner congruent with basic American values. It also specifies the conditions that might make such reform a reality.

 



 



 



EZEKIEL EMANUEL AND I collaborated on the development of a universal voucher approach and described it in outline form in the New York Times (November 18, 2003), somewhat more fully in The New England Journal of Medicine (March 24, 2005), and more fully still in a Brookings Institution Hamilton Project paper ( July 2007). See Further Reading, Chapter Four. The advantages of such an approach over other reform proposals are numerous and, in my judgment, compelling.

According to this proposal everyone would receive insurance for basic healthcare. Coverage does not depend on income, employment status, health status, household living arrangements, or any other characteristic.

The cost of basic healthcare for all would be fairly determined by the individual’s ability to pay. Everyone purchasing goods and services would bear their proportional share of healthcare costs.

Administrative costs, currently estimated between 15 and 25 percent of total costs, would be sharply reduced.

Insurance subsidies for the poor and the sick would be fairly and efficiently allocated. The implicit subsidies would adjust automatically with changes in income or health status.

Because funding for the proposed plan derives from a dedicated tax, the public’s desire to increase benefits must be matched by its willingness and ability to pay with higher taxes. The experience of other countries shows that this is the only dependable way of controlling costs.

Elimination of employer health insurance substantially increases the efficiency of U.S. labor markets. Workers and employers will benefit and a major source of labor-management friction is eliminated.

The substitution of the Guaranteed Healthcare Access Plan for federal-state programs, such as Medicaid and S-CHIP, significantly reduces major financial and administrative burdens on state governments. Medicare would be replaced over time, without disrupting coverage of its current beneficiaries.

Last, but certainly not least, by funding an independent Institute for Technology and Outcomes Assessment and by guaranteeing patient choice among competing qualified health plans, the proposal outlined in this book sets the stage for improvements in quality and decreases in cost.

Patients, health professionals, government officials, employers, union leaders, taxpayers, and other concerned readers will gain valuable insight into the following questions: 
• Why is the United States the only high-income country without universal health insurance?

• Why does the United States spend twice as much on healthcare as European countries, whose citizens live as long or longer than Americans?

• Why is there so much over-use, under-use, and misuse of medical technology?

• Why has healthcare coverage become the flashpoint for labor/management disputes and the primary cause of many costly strikes?

• Why does such a large percentage of the U.S. healthcare dollar go toward administration and marketing, duplication of services, and expensive interventions of little or no value to patients?





Some readers may wish that the book provided more details, but, in my judgment, it wisely refrains from doing so. Sometimes the “devil is in the details,” but in order to blaze a path to sustainable, comprehensive reform, it is more important to recognize that “God is in the essentials.” A reform plan that doesn’t get the main points about funding, organization, and delivery right will not succeed regardless of how much the details are tweaked. Obsessing on details often turns out to be a strategy for blocking reform.

Other readers may wish there was more discussion of the politics of healthcare reform. Again, the author shows admirable restraint. There is no shortage of players on the political  scene willing to pronounce about political feasibility, often as an indirect way of opposing change. In my experience, such pronouncements cost nothing to produce, and are usually worth about the same. American history is studded with examples of major social, economic, and political innovations that experts deemed to be “off the radar screen” only to be enacted some years later.

By the end of this book (it is a short one), the reader will have a clearer understanding of how America got into the current healthcare mess, the obstacles that stand in the way of a better system, and the essentials needed to solve the problems of high costs, uninsured individuals, quality lapses, and the unsustainable growth of healthcare expenditures.
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CHAPTER 1

Beyond Anecdotes


The American healthcare system is a dysfunctional mess.

In the United States, healthcare costs over $2,100,000,000,000—that’s $2.1 trillion—per year, or more than one out every six dollars spent on everything in the entire United States. On an individual basis, the care tab comes to more than $7,000 per person. This is 50 percent higher per person than in second-place Switzerland and nearly double what neighboring Canada spends.

Yet despite these fantastic sums of money being spent, the health status of America’s citizens looks sickly when measured against the tallies in other industrialized countries. Our infant mortality rate is twice as high as that of Japan, Sweden, and Norway, even among whites. We have lower life expectancy than the Japanese, French, Canadians, and Germans. Even among adults who reach age 60, Americans expect to live another 16.6 years while in other industrialized countries the average is another 19.1 years. Annually, we lose a higher percentage of lives to the ravages of diabetes than people in other developed nations, perhaps because, when compared to  Europeans and Australians, fewer Americans have a regular physician. Fewer American patients hospitalized with heart attacks or pneumonia receive recommended care than patients in other countries. And only 49 percent of Americans receive screening and preventive care compared to 80 percent in many other countries. Americans feel the impact in their wallets and in their lives. Skimpy health insurance, or lack of any coverage at all, is the main reason why more than half of patients cite “cost” as the reason they have failed to fill prescriptions or skipped tests and treatments. All other industrialized countries around the world provide quality care for every one of their citizens at a lower per capita cost than in the United States. If they can do it, certainly we Americans can.

Americans are frustrated and mystified. None of these factors—not the choices, the costs, or the scope of coverage—quite make sense. Graphic, tragic stories about America’s healthcare system have become media staples. You know things have taken a downturn when Hollywood releases movies about the catastrophic state of American healthcare, and when the largest healthcare insurer, United Healthcare, takes out a full page ad in the Wall Street Journal (March 19, 2007) that declares “[t]he health system isn’t healthy. There’s no denying it. A system that was designed to make you feel better often just makes things worse.”

Ominous declarations and heartbreaking stories in books like Sick and movies like Sicko are necessary to get Americans to acknowledge that there is an undeniable problem. But as distressing  as these stories are, and as angry as people have become, solving the healthcare mess requires more than sharing sadness, shock, and frustration. We need to move beyond anecdotes to bridge the gap between the symptoms and the cure.

Any reform of our healthcare system, even one that is laid out in broad brush strokes, requires more than digestible narrative. And while policy talk alienates many smart, well-meaning citizens, there is no escaping the need for systematic policy analysis and discussion in strategizing how to change the system. As Euclid reminded Ptolemy I, the King of Egypt: “There is no royal road to geometry.”

Even health policy experts and brilliant people are challenged to grapple with the ins-and-outs of a system comprising nearly 1 million acute hospital beds, 850,000 physicians, 2.5 million nurses, about 1,000 health insurance companies, and more than 3 billion prescriptions. The jargon—reinsurance; SNF; CPT codes; Medicare Parts A, B, C, and D; RBRVS; DME/IME; EMTALA; and MedPAC—along with the profusion of proposed reforms only add to the confusion. These complexities may be good sleeping aids, but they offer little help in getting anything positive accomplished.

This intricate web makes it so difficult to accurately predict how any proposed change will affect powerful stakeholders, much less individual families, that in the end it is less scary to stick with a system that is broken than to risk the repairs. Inevitably, the frustration from this inertia bubbles over into a blame game. Not so long ago, hard-hearted managed-care  companies were the villains of healthcare. They were replaced by unscrupulous malpractice lawyers, greedy drug companies, and blood-sucking insurance companies. Who’s next?

Everyone involved in the healthcare system is in some way at fault. Some, like HealthSouth, Tenet, Hospital Corporation of America (HCA), and TAP Pharmaceuticals, are guilty of fraud. Others, such as the pharmaceutical companies that charge $100,000 or more for a single drug, are preying on often-desperate patients eager for cures. Physicians who run Medicaid mills, perform unnecessary operations, or prescribe unnecessary treatments meddle with the system for their own rather than their patients’ good. But seeking scapegoats tends to offer only unsatisfying simplistic solutions. A patient’s bill of rights, electronic medical records, limits on malpractice claims for pain and suffering, re-importation of drugs from Canada or Mexico, wellness programs rather than a “healthcare system” for the sick—these, and more, have been offered up in response to flawed policies. And although they might contribute to a solution, none of these approaches constitutes a cure for the disarray we politely call a healthcare system.

For me, the broken healthcare system is personal.

My father is a pediatrician, and from him I absorbed the noble and heroic facets of medicine. The late nights rushing to a hospital to save a child, the free care given to families who could not afford doctor visits, and the campaigns to remove lead paint from apartments all served as my early education about the healthcare system. On weekends, my brothers and I used to accompany our father on hospital rounds, witnessing how he gently  examined babies and talked to new mothers. Seeing my father’s dedication as well as the tremendous gratitude from the families he cared for, and having a “good head” for science, meant I was bound for medicine at a young age.

In medical school, however, I began to experience the less ideal, more dysfunctional aspects of the healthcare system. My first day on the cancer ward, while rounding with a medical team, I met a teenager who was receiving chemotherapy for her Hodgkin’s disease—a cancer of the immune system. She had been admitted for low blood counts, fever, and a suspected infection. Her platelets were low at 19,000 (typical levels are between 150,000 and 400,000), and the team ordered a transfusion. Not being the quiet and reserved type, I asked why they were ordering a transfusion. “We transfuse patients when their platelets drop below 20,000,” went the explanation. “Why 20,000?” I asked, noting that some of my friends who were in medical school on the West Coast transfused platelets only when the platelets dropped below 10,000. “Are there any data showing that transfusing at 20,000 is better than transfusing at 10,000 or 5,000?” “That’s what we do here,” came the reply. This was my first, but far from last, lesson in how medical decisions are made, and how often they are made based on “what we do here” rather than on any hard research.

A few years later, I experienced one of the enormous frustrations of being an intern: caring for the patients we cruelly called “frequent flyers” when we were called in the middle of the night, dead-tired, to admit them. Typically, these were patients suffering from congestive heart failure or emphysema, who had  been aggressively treated in the hospital, but returned just days after discharge with the same swollen legs or difficulty breathing that prompted their previous admission. We had worked hard to “tune them up,” having them pee out their extra fluid or opening up their airways to ease their breathing problems. But when they walked out the door, there was no follow-up. No nurse called them or visited their home to weigh them, to encourage them to keep their legs up and to keep special stockings on, to prevent them from overeating and drinking, to make sure they were using their inhalers properly and taking their other medicines on schedule. When the fluid re-accumulated, they became short of breath and ended up, once again, in the emergency room. And the cycle started all over. We treated them aggressively, got them in good shape, and sent them home—only to see them back again in a few days or weeks. Because of our fragmented healthcare system, the hospital—the most expensive place to deliver medical care—had become the only place where care could be coordinated.

I decided to train as a breast oncologist, having been drawn to the field because it posed the most challenging issues in medicine. Cancer patients and their families face difficult life-and-death choices, treatments are extreme and extremely expensive, and trying experimental drugs is the norm. Getting to know struggling patients and families, and helping them navigate their way through such challenges, was an honor. Yet by the third month of training at the Dana-Farber Cancer Institute in Boston, I had become frustrated by the mindless routines. After I saw a patient, during which time we discussed the  options and agreed on a treatment course, I would have to write up an informed-consent document by hand to tell the patient what the side effects of the drugs were. There was no template to follow, and what I wrote down about the side effects of the drugs was haphazard and varied from day to day; it frequently depended on which side effects came to mind because of what my patients were experiencing that day. I also found myself handwriting the orders for the right dosages of the chemotherapy drugs—the same three-drug combination for many of my breast cancer patients, the same two-drug combination for most of my colon cancer patients, and another multi-drug combination for my lung cancer patients. Spending hours a day repeatedly writing the same informed-consent forms and the same chemotherapy orders was, to say the least, tedious—certainly not what I had trained years and years to do. And, given my terrible doctor’s handwriting, which only got more indecipherable the more—and faster—I had to write, it was not uncommon for the nurse or pharmacist to call me to “clarify” one of the orders. What if we had standard, preprinted informed-consent forms for each drug? And what if there were standard, preprinted pharmacy orders for the most common chemotherapy combinations? This would free me—and the other junior doctors—to spend more valuable time talking to and caring for patients. I proposed the idea to one of the senior doctors. It went nowhere.

Several years later, in 1994, tragedy struck the Dana-Farber. Betsy Lehman, a 39-year-old mother of two and a health reporter for the Boston Globe, was battling metastatic breast cancer. With her husband, himself a cancer researcher, she decided  to undergo an experimental bone marrow transplant. Unfortunately, within days her heart failed and she died. No one could figure out why. Months later, an auditor decoded the pharmacy order sheet. The chemotherapy order was written incorrectly. Betsy Lehman had received a massive overdose of toxic drugs for four days. Fortunately, the Dana-Farber has worked hard in subsequent years to introduce electronic physician ordering, becoming a leader in implementing patient safety measures. But many hospitals have not yet learned the lesson.

It was also in the early 1990s that, frustrated, I took the lessons I was learning and began thinking more intensively about improving healthcare. I developed a general proposal for healthcare vouchers. After the 1992 presidential election, I served on President Clinton’s Healthcare Task Force. President Clinton’s Health Security Act was voted down in 1994.

From that failure, I learned a great deal about the many ways a well-meaning reform effort can go wrong. I learned not to design a reform so complex that few people can understand it. I learned how important it is to have a powerful group or set of groups that will champion and fight for the reform instead of distancing themselves when the going gets rough. Most importantly, I learned that we must be ready. The window of opportunity to enact a reform will be open only a short time. It is crucial that we not wait until after the electoral mandate to begin crafting the proposal. Rather, we need to have to have a well-thought-out and tested plan ready the next time the opportunity presents itself.

In 2003, I started working to more systematically develop my ideas on healthcare reform. I began collaborating with Victor Fuchs, who had his own reform plan. Vic is one of the original healthcare economists and, even more significant, one of the most original thinkers on healthcare in the United States. Over the last five years, we have worked together intensively to elaborate upon, refine, and test the reform proposal now called the Guaranteed Healthcare Access Plan. What are its essential elements?

First, it guarantees all Americans health coverage—and by  all we mean 100 percent of them. Every American receives a healthcare certificate that covers his or her health insurance. The certificate covers a standard set of benefits, the same benefits that members of Congress now receive—office and home visits, hospitalization, preventive screening tests, prescription drugs, some dental care, inpatient and outpatient mental-health care, and physical and occupational therapy. This coverage is much more generous than Medicare’s and better than the insurance that 85 percent of Americans get. And it will be totally portable. Insurance companies will have to cover everyone who brings them a certificate and will have to guarantee renewal each year. They will not be able to exclude anyone or deny payment for preexisting conditions. This will prevent them from cherry-picking only healthy people.

Private insurance companies or health systems will put together networks of doctors, hospitals, home healthcare agencies, and other providers to deliver care in a coordinated way.  Using their certificates, Americans will choose their health plan, their doctor, and their hospital. They will also be able to choose whether to buy a “platinum” plan at their own expense with additional services above the standard ones.

There will no longer be a need for employer-based health insurance. The Guaranteed Healthcare Access Plan will belong to the individual, ensuring complete portability. Workers will no longer have to fear losing coverage if they switch jobs, start their own company, or become unemployed. In addition, because employers will no longer pay for healthcare, the premiums won’t come out of workers’ paychecks. No one will be forced to leave Medicare, Medicaid, or other government programs, but there will also be no new enrollees. Over time, Medicare and Medicaid will be phased out. All Americans will get their coverage through the Guaranteed Healthcare Access Plan.

There will be a National Health Board with twelve Regional Boards to oversee and monitor the system. The Boards will regularly review the standard benefits covered, monitor the health plans, and oversee other workings of the system.

By ending employer-based insurance as well as government-provided health coverage, the Guaranteed Healthcare Access Plan will lower state and federal taxes. The Plan saves money by eliminating a lot of the insurance waste and bureaucratic red tape involved in determining who is eligible for various government programs. Also, no premiums will be deducted from workers’ paychecks. Instead, the health certificates will be paid for by a dedicated value-added tax (VAT)—one that functions  much like a sales tax. Being dedicated, funds will go only toward healthcare; they cannot be diverted to defense, Social Security, or any other program.

This way of paying for healthcare also provides credible cost control. We cannot spend more than the VAT brings in. If Americans want more healthcare services, they will have to lobby and convince Congress to increase the VAT. To further control healthcare costs, there will be an Institute for Technology Outcomes and Assessment. The Institute’s responsibilities will include reviewing research studies and data on the effectiveness and cost of various drugs, devices, diagnostic tests, and new technologies—thus ensuring that we spend money only on those healthcare tests and treatments that truly improve the quality and length of life. To guarantee that the health plans don’t skimp on care, the Institute will regularly collect and publish data from the health plans on how their patients are doing. And to solve the malpractice mess, there will be Centers for Patient Safety and Dispute Resolution to review complaints and compensate patients who are injured by medical error.

One of the real advantages of the Guaranteed Healthcare Access Plan is that it removes employers from the healthcare arena so they can focus on their core business. Businesses will decide whether to hire people based on their productivity, not on how much they will increase healthcare costs. The Plan will preempt labor-management conflict, which, over the last decade, has focused exclusively on healthcare costs. Over time, it should also increase employment and reduce the incentive for outsourcing. For workers, it will totally end job-lock and,  with premiums no longer deducted from their paychecks, even increase their income.

Another great strength of the Guaranteed Healthcare Access Plan is that it coheres with core American values: individualism and equality of opportunity. It protects all Americans through a standard benefits package that is guaranteed, but individuals who want more healthcare can use their own money to buy it. The Guaranteed Healthcare Access Plan marries the advantages of the market with the advantages of government. It lets companies compete in the market and innovate with new mechanisms to deliver high-quality care efficiently, while ensuring that they are accountable through government oversight.

In 2007, when presidential candidates were considering what to do about healthcare, I was asked to participate in a debate about the various options for reform. One of my “opponents” was Jonathan Gruber, the MIT economist who developed Massachusetts’ healthcare reform plan, advised Governor Schwarzenegger on his reform, and is the leading advocate of the mandate reform proposal (see Chapter 6). In that debate, Gruber acknowledged that the Guaranteed Healthcare Access Plan was the best policy proposal for healthcare. It was efficient, equitable, and sustainable. His only reservation was whether it was politically feasible. Could it be enacted?

Whenever I present the Guaranteed Healthcare Access Plan, many people agree with Gruber. They acknowledge that it is the best reform plan but worry whether the country is up for such a big change. It is a big mistake to limit our thinking based on what we imagine is politically feasible. For one thing, we are  frequently wrong. And by thinking only inside the box, we are likely to be too cautious and miss important reforms and opportunities. The healthcare mess is a big problem, one that demands a comprehensive solution. We have been filling in the cracks for decades—an approach that will not solve the healthcare system’s dysfunctions in a sustainable way. Most importantly, Americans are not afraid of confronting a challenge. When we put our minds to it, we can overcome seemingly insurmountable barriers. We cannot throw in the towel before we have even tried to do the right thing. To understand what the Guaranteed Healthcare Access Plan is and why it is the right solution, we must begin by thinking through what kind of healthcare system we want and why the current one is failing.






CHAPTER 2

The Goals of Reform


The American healthcare system is unique. It has been built up over time, often by accident, occasionally through conscious decisions about how we pay for care, how we deliver care, and how we organize care—or don’t—that largely reflect American society from the turn of the twentieth century until the 1960s. But to fix what is broken will require a unique solution that not only embraces the uniquely American values of individualism and equality of opportunity but also reflects the high-tech American society of the twenty-first century.

What goals should a healthcare reform proposal meet? A new American healthcare system should guarantee coverage for all, control costs, and improve quality of care. While these three objectives are essential, they must also rest on a solid foundation. For example, “guaranteed coverage” is a goal everyone can agree on, but guaranteed coverage of what, exactly? If we are going to guarantee coverage that we can afford, we need to define a standard set of benefits for all Americans. And if we’re going to control costs, we must also streamline the financing mechanism for healthcare. The current employer-based coverage and our  mish-mash of government programs create many cracks for people to fall through and drain economic resources. Because everything in healthcare is interconnected, modernizing how we finance care is linked to the goal of modernizing the delivery system itself. In order to provide coordinated, high-quality healthcare, in place of the disjointed care we now receive, we need to change financial incentives and the way we pay for care. Although the public does not always realize it, today’s doctors deliver evidence-based care only about half the time—a failing due not to lack of hard work and dedication but to far more fundamental problems with the financing and organization of care.

The new American healthcare system must not only guarantee coverage at a reasonable cost, it must also preserve choice. Our supermarket shelves bulge with choices. In the far more vital realm of healthcare, Americans clamor just as loudly for the chance to choose. We want to choose our insurance plans, our hospitals, our doctors, and the option to buy the platinum or titanium models beyond the standard services guaranteed in the new system.

Beyond choice, we also demand equity. When it comes to financing, Americans want a fair funding mechanism, one requiring that all citizens support the healthcare system according to their ability. A reasonable method for handling disputes must replace our malfunctioning malpractice system. Last but not least, a well-designed healthcare system must stimulate economic revitalization rather than drag down businesses and government agencies.

The seven goals discussed above are summarized in Table 2.1. Together, they define the vision for a new American healthcare system. I strongly believe that they are attainable and that attaining them will largely solve the critical problems associated with healthcare in the United States today. This is a big assertion, and many Americans might be skeptical. Here is why it will work.


TABLE 2.1. PROPOSED HEALTHCARE GOALS





	
GOALS, QUESTIONS, AND CHARACTERISTICS OF THE CURRENT SYSTEM1 

	
1. Guaranteed Coverage 

	Does the proposal for a new American healthcare system guarantee healthcare coverage for all Americans—not 96 percent or 97 percent, but 100 percent? Does the proposal guarantee a defined set of benefits that includes office and home visits, hospitalization, preventive screening tests, prescription drugs, some dental care, mental-health care, and physical and occupational therapies, with no deductibles and minimal co-payments?

	
Forty-seven million Americans lack health insurance. 

	
2. Effective Cost Controls 

	Does the proposal improve efficiency by reducing excessive administrative costs and reducing fraud? Does the proposal eliminate multiple financing mechanisms and redundant bureaucracies? Will the proposal rein in rising costs of healthcare inflation from diffusion of technology and cost-ineffective care?

	

	
Each year for the last three decades, healthcare costs, on average, have risen 2.1 percent faster than the economy. Employers typically pay 11 percent of premiums for insurance administration. Medicare and Medicaid have reported at least 10 percent fraud. Medicaid and SCHIP spend considerable funds for means testing to determine eligibility. 

	
3. High-Quality, Coordinated Care 

	Does the reform proposal have a mechanism to reduce medical errors, hospital-acquired infections, and high-cost/low-to-no-benefit treatments? Does the proposal encourage coordinated care and innovation in delivery, while also holding providers accountable for high- quality health outcomes? Is there a process for regularly evaluating the quality of these providers?

	
The healthcare delivery system is a fragmented, fee-for-service arrangement that emphasizes delivering more services rather than the right services. There have been many cases of underuse of proven tests and treatments, overuse of unproven tests and treatments, as well as tens of thousands of deaths from preventable medical errors. 

	
4. Choice 

	Will Americans be able to choose their health insurance plans, physicians, and hospitals? Does the proposal give citizens the freedom to purchase extra healthcare benefits beyond the standard benefits guaranteed to all?

	
Some Americans have a choice of doctors, hospitals, and insurance companies. But for most workers, their employer decides what their insurance company will be. Many people on Medicaid—and, increasingly, Medicare—are being refused treatment because government payments are so low.


	
5. Fair Funding 

	Does the proposal have financing in which all Americans contribute fairly?

	
Because of tax laws, the rich pay less for employer-based health insurance than the poor, and many working people do not have health insurance from their employers but earn too much to get Medicaid, which they support through their taxes. 

	
6. Reasonable Dispute Resolution 

	Does the new healthcare system proposal offer a mechanism for rational dispute resolution that quickly and efficiently compensates patients who are harmed while at the same time protecting physicians from frivolous lawsuits and skyrocketing malpractice premiums?

	
The malpractice system makes patients wait years to be compensated, does not compensate all patients who have been injured, and saddles many doctors with very high premiums. 

	
7. Economic Revitalization 

	Does the proposal eliminate healthcare considerations from the purview of business, so businesses can focus on the core competencies? Will the new system guarantee total insurance portability? Will the proposal reduce labor-management conflict and permit hiring based on productivity and not fringe benefits?

	
Healthcare costs strain relationships between workers and their employers, and also create job-lock and wed-lock. 
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