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PRAISE FOR A SECOND OPINION


“In clear, eloquent prose, Relman explains how the rush to commercialize medicine harms both physicians and patients. . . . He predicts that in a decade or so, when CDHC has failed to solve the health care crisis, the country may be ready to try his plan.”

—Publishers Weekly


 



“Highly informative, insightful and thought-provoking. It makes a very important contribution to the literature and is a must-read for anyone interested in healthcare.”

—Library Journal


 



“Relman’s 60 years as researcher, clinician, teacher, professional organization officer, government consultant, licensing board member, and editor in chief of the New England Journal of Medicine give him enormous credibility on the subject of health-care reform. . . . Everyone interested in its issues must read Relman’s argument.”

—Booklist


 




“A Second Opinion makes a concise, convincing case for why we need to eliminate the for-profit health care industry in the U.S. and replace it with a single-payer system.”

—Socialist Worker



 


“Renowned physician, academician, and editor Arnold Relman sees the U.S. health care system as a disaster caused mainly by over-commercialization. The cure? A single-payer system. No  matter where you stand on the issue, it is vital to consider Relman’s potent argument and his innovative plan for change.”

—STEVEN A. SCHROEDER, M.D., Distinguished Professor of Health and Healthcare, Department of Medicine, University of California, San Francisco; and former president and CEO, The Robert Wood Johnson Foundation


 


“A Second Opinion offers a lucid account of how American medicine was transformed from a professional enterprise to a business dominated by financiers. Relman, one of our most distinguished physicians and medical editors, offers reason to be optimistic about the potential for corrective action. This is a landmark contribution.”

—JULIUS RICHMOND, John D. MacArthur Professor of Health Policy, Emeritus, Harvard Medical School; former Assistant Secretary of Health; and former Surgeon General of the United States


 


“This is a book whose importance reflects its author’s credentials. Arnold Relman is an astute observer of America’s health system whose understanding is enhanced by the fact that, as a physician, he has been a long time participant in its remarkable evolution. He ‘cares’ and, therefore, writes passionately. Yet he does so both with an historical perspective and a keen analytical eye. His years at the New England Journal of Medicine assure that his contribution is eminently readable. His analysis and diagnosis for what ails us should assure serious consideration both by patients and by physicians of his suggested therapy.”

—RASHI FEIN, Ph.D., Professor of the Economics of Medicine, Emeritus, Harvard Medical School
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FOREWORD

THE AMERICAN WAY OF HEALTH CARE IS BOTH REVILED AND praised, sometimes by the same people. It is expensive, but it is innovative. It is unequal, but it provides some of the best care in the world. Its cost is growing far too fast for individuals and businesses, but we want even more of it. There are intense debates concerning many areas of health care—scientific issues in medical practice, prescription drugs, and emergency room use, to name a few—and underlying most of this conflict is the unusual way we pay for health care in the United States. Our approach results in our spending much more than other industrialized countries for, statistically speaking, no better results. Americans actually have been relatively passive about the considerable evidence that we are getting mediocre health care compared to other countries. Yet there is intense opposition to adaptation of the American system so that it reflects more of the efficiencies of modern European systems. At this point, the idea is politically “off the table.”

Overall, however, the health care debate seems to be in a renewed stage of vitality. Given the rapid cost increases for medical procedures and coverage, the quest for a better way has become even more vigorous. As the late Herb Stein put it, “if something cannot go on forever, it will stop.” Moreover, the persistence of uneven coverage makes even the most self-reliant of us uneasy, as does a steady stream of stories regarding alarmingly inefficient medical  care. Adding to these concerns, the aging of the population means even greater demands for more medical services. The debate over health care is likely to be at or near the top of the public agenda for the foreseeable future.

In most of the developed world, universal health care coverage is standard. The question is, how long will the United States remain the outlier from this pattern? While the debate about universal health care has been revived in this country, it remains too early to judge whether it will gain the momentum needed to overturn considerable political resistance and enormous practical questions. The fact that 46 million Americans are uninsured ought to provoke a powerful call for action. Perhaps this is just a measure of the limited political clout held by this portion of the population, but it should be cause for great concern, because it affects costs for everyone. Because the uninsured often seek uncompensated care through emergency rooms, the financial burden of these services is transferred to current payers into the system in the form of higher costs.

While there is movement underway in Massachusetts, California, and other states to provide universal health care, since the failure of the Clinton health care plan of the 1990s, proposals for sweeping health care reform at the federal level have been scarce. But this long-dormant debate seems likely to break out again, as some members of Congress have pledged to take on the problem. There will be fierce resistance from some quarters, but the time has come for a fresh discussion of the American form of health care.

In that sense, a book by Dr. Arnold Relman, the distinguished former editor of the New England Journal of Medicine, could not be more timely. Over two decades ago, Relman coined the phrase “medical industrial complex” to describe the “recent relatively unheralded rise of the new industry that supplies health care services for profit.” He feared that this industry would worsen the problems of overuse and fragmentation of medical services, lead to  overemphasis on using new medical technology, and unduly influence debates over national health policy. In this book, Relman finds that his predictions have been borne out and that the influence of what one writer calls “money-driven medicine” has increased dramatically. He offers evidence to refute the claims of for-profit medicine to greater efficiency; he doubts that health savings accounts and other “consumer-driven” plans will lower costs and reduce the number of uninsured. Relman proposes a bold single-payer model for universal coverage, combined with a not-for-profit system for the delivery of medical care that is based on prepaid multi-specialty group practices and salaried physicians. He believes that reform of the insurance system will not control rising costs without a major change in the organization of medical practice and the payment of physicians. He also calls on doctors to reclaim their roles as counselors to patients and managers of clinical decision-making and to jumpstart the reform campaign.

This single-payer model, of course, is just one of several approaches that need to be considered as the health care conversation deepens and sharpens in the United States. At The Century Foundation, we have published numerous works related to this field in recent years, including David J. Rothman’s Beginnings Count: The Technological Imperative in American Healthcare; Too Much of a Good thing? Why Healthcare Spending Won’t Make Us Sick, and  Apart at the Seams: The Collapse of Private Pension and Healthcare Protections, both by Charles R. Morris; Medicare Tomorrow: The Report of the Century Foundation Task Force on Medicare Reform;  and A New Deal for Health: How to Cover Everyone and Get Medical Costs under Control, by Leif Wellington Haase.

We continue working under the leadership of our health care fellow, Leif Wellington Haase, on approaches that would provide coverage for all Americans and expect to produce additional reports in the months and years to come. In this context, Dr. Relman’s  thoughtful contribution is especially welcome. He has been a major figure in the medical field—his personal views are invaluable because they have been formulated during a lifetime of science and experience. In his discussion of the market’s inability to provide virtuous results in health care, he addresses the big questions in a bold and accessible way.

On behalf of the trustees of The Century Foundation, I thank him for this important contribution to one of the nation’s most important public policy debates.

Richard C. Leone, President  
THE CENTURY FOUNDATION






PREFACE

WHY A “SECOND OPINION?”

Our health care system is failing us badly, as almost everyone knows. The evidence has been described and analyzed endlessly in the popular media and in the health policy literature. In the past decade alone, scores of books on the subject have been published, so it would seem there couldn’t be much more to say.

Why, then, would I venture to add yet another book to this multitude? I suppose the most honest answer is that I felt compelled to. My experience has been quite different from that of most other authors writing about the health care system. It has led me to a different view of what is wrong and what needs to be done. Given the importance of health care for the public, I wanted that viewpoint to reach as wide an audience as possible.

Books about the health care system are usually written by economists, social scientists, or business experts, and naturally, their perspective is shaped by their own disciplines. Physicians, with a few notable exceptions, are too occupied with the demands of clinical practice to have the time to write books about the system in which they work. So the task has largely been left to others outside of medicine, despite the fact that the health care system is mainly about doctors and patients and the care of the sick.

In my long life as a physician, I have been privileged to serve in many capacities. I have been a research scientist, a clinician, a medical  school teacher and department head, a university trustee, an officer of professional organizations, a consultant to government, the editor of an influential medical journal, and a member of a state board of licensure and discipline. Although I claim no special wisdom as a result, the breadth and depth of this experience has provided an unusual opportunity to study U.S. medicine up close in all its aspects, and to participate in some of the important developments that have changed the practice and financing of medical care over the past half century. This experience has brought me to my present ideas about the health care system, its problems, and their solution. Most of these ideas differ from currently popular views.

Shortly after becoming editor of the New England Journal of Medicine in 1977, I began to realize that as vast new funds were moving into medical care, the health care system was rapidly changing from a professional service primarily devoted to the care of the sick into a lucrative and competitive marketplace for investors and investor-owned corporations. Not-for-profit facilities and practicing physicians were also being drawn into the competition for income and market share. Investor-owned health insurance companies were entering this market, as well, and an enormous new industry was taking shape. I worried that this commercialization of medicine would have serious consequences for the cost, quality, and accessibility of medical care, and for the ethical foundations of the medical profession and the institutional providers of care.

I first wrote about this in the New England Journal of Medicine in 1980, referring to the emerging system as “the medical-industrial complex,” and have published many articles on the subject since. A large body of literature has generally confirmed the facts that I first noted more than a quarter century ago, but most authors have not shared my interpretation of these facts or my ideas about the widespread policy changes they call for. A common view is that piecemeal reform, a change in market strategy, or some readjustments in  tax policies are all the present system needs. Economists in particular argue that most of the health care system’s problems can be solved simply by allowing the market to work, with only minimal help from government.

My experience has convinced me otherwise. I can’t accept any of these views because they start with a misunderstanding of the essential nature of medical care, of the prime purpose of a health care system, and of the basic causes of our current problems. What follows is a “second opinion” about the state of our health care system and the major reforms it requires. It is in essence a personal manifesto. Because it deals with important practical issues about health care in the United States that should be of concern to everyone, it is written for the general reader. However, I also include an “open letter” to physicians, because they have a central role in health care and must be involved in the planning and implementation of any reform.

The literature on the topics covered in this book is enormous; no attempt has been made to review it. That would be quite impossible and would serve no useful purpose here. What I have done, instead, is to cite only a few of the most significant articles and then mention general references that readers seeking more information on a particular subject can consult. Those citations, plus some additional documentation and a certain amount of commentary that supplements the text, are all to be found in the notes. Hoping that you will read both the text and the notes in their entirety, I have made both as brief as possible.

If I have done my task properly, you will be interested enough in the book’s message to want a wide public debate on the issues it raises. And if I have done my job really well, you may even be persuaded that the reforms I propose are necessary, feasible, and worth supporting.






INTRODUCTION

The U.S. health care system becomes a more embarrassing disaster each year . . .

—DONALD KENNEDY, FORMER PRESIDENT,
 STANFORD UNIVERSITY; EDITOR-IN-CHIEF,
 SCIENCE, AUGUST 15, 2003


 


America has the best health care system in the world, pure and simple.

—PRESIDENT GEORGE W. BUSH, ADDRESSING THE AMERICAN HOSPITAL ASSOCIATION, MAY 1, 2006

 



 



 



 



AMERICA’S HEALTH CARE SYSTEM IS MUCH TOO EXPENSIVE, AND its costs are rising at an unsustainable rate. Furthermore, care is not available to many who need it the most, and it is inefficient and highly variable in quality.

Failure to provide health insurance coverage for all is sometimes seen as our most important problem, but high costs are really at the heart of the U.S. dilemma. The financial burden of insurance is straining our resources, and the cost of achieving universal coverage appears to make that objective impossible.1 We spend much more on health care than any other country in the world, whether expressed per capita or as a fraction of our total economy, but by most measures of national health, we rank well below many other  advanced countries that spend less and still manage to cover almost all of their citizens.2 Total U.S. expenditures are now over $2 trillion per year, or over 16 percent of our gross national product. Yet over 15 percent of our people are uninsured, and this percentage increases each year.3 Many of the rest are underinsured, with often disastrous consequences for their health and financial stability. Health care costs are a common cause of family financial difficulties and personal bankruptcy, and they are a major economic threat to the viability of many businesses. High costs are forcing a growing number of Americans to seek treatment in Asian countries such as India, Singapore, and Thailand, where medical services are much cheaper than in the United States.

What makes U.S. health care so much more expensive than even that of other western countries? I believe it is the extent to which the insurance and delivery of our medical care is governed by commerce and private enterprise rather than by public regulation and social need.

Whereas most western countries have public or government-regulated health insurance programs that cover most or all of their population, only about one-third of U.S. citizens have that kind of coverage. Whatever insurance the rest may have is provided through hundreds of private plans, most of which are for-profit businesses. In most other western countries, the majority of health care facilities are publicly owned, but in the United States most facilities are private, and often for-profit. Within the United States, the overall practice of medicine is more entrepreneurial than elsewhere. Our physicians are more specialized, more likely to be paid on a fee-for-service basis, and more likely to have financial interests in health care facilities and products than physicians in most other western countries. Business incentives dominate our system, influencing the behavior of all facilities, for-profit and not-for-profit alike, as well as the behavior of physicians. Our health care system tends to  emphasize income and profits over social utility or the efficient use of resources. When insurers and providers focus on maximizing their income, health care expenditures inevitably rise, equity is neglected, and quality of care suffers.

Considering its high cost, mediocre performance, and failure to provide universal care, it should be no surprise that most people agree our present health care system is seriously flawed and must change.4 But that is where agreement ends. The many different proposed alternative plans have focused variously on the funding and insurance systems, or the delivery system, or the so-called marketplace in which these systems operate, but almost never on the holistic structure of health care.

I believe that only a comprehensive approach, aimed at improving all aspects of the system, is likely to be successful in achieving a long-term solution. To develop a health care system that covers everyone and provides good quality care at a cost we can afford to live with, we need to change not only our system of insuring and paying for health care but also the way we organize and deliver that care. I am convinced that within a decade or so, we will begin to see drastic reforms of this kind because the present commercialized system cannot last much longer and incremental improvements will be of little avail. Our health care system is in a tailspin, and only major reform will prevent its impending crash. Now is the time to reassess our situation. We should be asking what we have learned from our problems with the health care system over the past few decades, and how the lessons of this unhappy experience can be applied to our efforts at reform.

Major reform will require public understanding of our basic problems. There is much popular misinformation and confusion about our health care system and the options for reform. Some of this confusion is deliberately generated by the entrenched commercial interests that want no change, and some of it is advanced  by those who see only a market-based solution. It is difficult for the uninformed outsider to understand how the health care system works and to separate myths and self-serving claims from reality. A major objective of this book, therefore, is to dispel confusion and help readers understand the key facts and issues that demand new policies. When reduced to its essentials, the health care system is not that difficult to comprehend, making possible remedies easier to evaluate.

This book attempts to explain why piecemeal marginal improvements won’t support our present system much longer, and why continued or even greater reliance on the market will be disastrous. It offers an analysis of what has gone wrong with U.S. health care over the past few decades and what needs to be done to correct it. It does not pretend to solve all the problems that block the road to reform, but it does offer explanations and suggests remedies for much of what currently ails our system. At the least, I hope it will provide readers with the background information to make their own decisions about health care reform and the need for political action.

The book has six chapters that deal with the present system and its reform, each intended to build on the one before. Because our system is so often compared with Canada’s, which is frequently offered as a model, a seventh chapter concerns the present problems of the Canadian system and what they can teach us. The final chapter is directed toward physicians, who too often have been part of the problem, not the solution. I am convinced that no worthwhile reform of U.S. health care will occur without the active participation of its doctors.




Summary of Chapters 

To guide the reader through the argument of the book, which is contained in Chapters 1-6, I offer summaries of these chapters  below, followed by brief descriptions of Chapters 7 and 8, the two supplementary chapters. Readers who may want to sample chapters out of order or go directly to my discussion of a topic of particular interest to them can do so after reading these summaries. For most readers, however, I recommend reading the first six chapters in the usual manner from beginning to end, because it may be difficult to follow the exposition in places without having read what has preceded it.

Chapter 1, “The Commercialization of U.S. Medicine,” begins with a brief history of the remarkable, recent commercialization of our health care system. Too many people are simply unaware of this history. And yet without knowing it, one cannot understand why and how the system was transformed so dramatically during the first few decades after World War II. I tell this story from the perspective of a physician who lived through these changes and was personally involved in many of them.

I consider the transformation of the U.S. health care system from a professional service for the sick and injured into one of the country’s largest industries to be the most important socioeconomic change in the last half century of health care in our country. This transformation occurred against the background of a great postwar expansion of third-party indemnification insurance. (“Third-party” refers to payers other than patients themselves and “indemnification” means insurance that pays the itemized charges of the providers.) There was also a rapid increase in the number of physicians, hospitals, and clinical facilities of all kinds. This was a time when many new medical centers—meaning a medical school with other health professions schools and one or more adjacent teaching hospitals—were built. This period also saw an extraordinary growth in basic and applied medical research, leading to new technology, new treatments, and the rise of new medical and surgical specialties. Today, the number of specialists has grown and now exceeds the number of  primary care physicians. All of these developments were important in creating the conditions that made the commercial transformation possible and financially attractive to insurers and providers, but commercialization was the catalyst that changed the whole U.S. health system into a de facto industry. Commercialization, with its incentives to maximize revenues, provided the energy to ignite an explosion of expenditures on health care that is now consuming so much of our economy.

Private commerce, largely free from government regulation, made health care in our country different from that in the rest of the Western world. The expansion and technological development of health services in the United States was inevitable and occurred in all advanced countries. The same can be said about the growth of health insurance, but not about commercialization. Commercial development was for a long time largely confined to the United States, although it has recently begun to marginally affect the health systems of other advanced countries as well.

Commercialization of health care in the United States created what I termed “the New Medical-Industrial Complex” in a 1980 article in the New England Journal of Medicine. I was referring to a medical care system that had begun to attract investors, and in which business interests had started to reshape the behavior of doctors and health care facilities. At the time I wrote this, the phrase “health care industry” sounded odd to most people, but now it is taken for granted. However, the basic purpose of medical care is fundamentally different from that of a business transaction, despite the fact that most physicians earn their living, and most facilities are supported through income generated by the provision of that care. Nevertheless, market forces, investors, for-profit corporations, and entrepreneurs are now at the center of the U.S. system, and generation of income is a dominant consideration for most private providers of health care—including those that are not investor owned. So the history I tell in this chapter is largely focused  on these questions: How and why did the U.S. “medical-industrial complex” arise, and what drew investors to the health care system?

Chapter 2, “The Consequences of Commercialized Care,” deals with the consequences of the commercial and technological transformation of health care in the United States. Other factors played a role, but I contend that this transformation, coupled with a largely open-ended fee-for-service insurance payment system, is primarily responsible for today’s problems. I explain why our commercialized health care system is beset with uncontrollable costs, why it fails to provide adequate insurance coverage for so many, why medical services are so erratically and inequitably distributed, and why their quality is so variable and so often substandard. I argue that these problems and the general public discontent with the system are largely the predictable results of allowing market principles to shape our national health care policies and of permitting economic forces to determine the behavior of health care institutions and medical practitioners.

This chapter also summarizes the few apparently reliable empirical studies comparing for-profit and not-for-profit care in the United States. Almost all of this evidence supports the conclusion that business ownership of health care facilities is more expensive and less efficient than non-profit ownership (that is, has higher overhead and administrative costs), despite all the mythology to the contrary, and that it delivers services of no better—and sometimes inferior—quality. Of course, this empirical evidence does not demonstrate that not-for-profit care itself is as good or efficient as it should be. “Notfor-profit” does not mean “not-for-income.” The commercial transformation of health care has affected the behavior of almost all private institutions providing health care, regardless of whether they pay taxes. So the fact that not-for-profit facilities seem to outperform their investor-owned rivals in the comparisons described here should not conceal the fact that income maximization is a powerful incentive throughout the entire health system and often creates a conflict  between the financial interests of the provider and the health needs of the patient. The chapter ends with a brief consideration of the role of physicians in generating health care costs.

Chapter 3, “The Revolt of the Payers,” describes how government and private insurers (the “payers”) have tried to contain rising costs for the past few decades and why these efforts have been unsuccessful, or at best unsustainable. My contention is that attempts to control medical cost inflation have in the end failed because they have not dealt with its underlying causes, which are as much on the delivery side of the care system as on the insurance and funding side. “Managed care,” HMOs (health maintenance organizations), and fee schedules for hospitals and physicians based on diagnosis-related groups (DRGs) and a relative value scale (RBRVS) respectively, have not been successful in containing costs, because they have had relatively little sustained effect on the motivation and behavior of physicians and health care facilities. They have concentrated on the payment and insurance of care and not on the delivery of services. Furthermore, these approaches have antagonized patients, doctors, and most health care facilities. In 1993, the new Clinton administration proposed an elaborate new system based on “managed competition” among private HMOs, with a cap on total expenditures to control costs. Whatever its virtues, the proposal was too complicated to be easily understood by nonexperts and involved more government regulation than most businesspeople could abide. Within a year after its proposal, it died in congressional committee without ever coming to a floor vote, defeated by vested business interests, political partisans opposing “big government,” and the opposition of the medical profession.

For a few years during the mid-1990s, HMOs managed to stabilize expenditures in the private sector, but backlash from patients and physicians forced employers to change from HMOs to less controlling forms of insurance. By the turn of the century, private  costs had resumed their escalation in parallel with the steadily rising costs of Medicare and Medicaid. In response, both public and private insurers have been shifting an increasing fraction of the burden of payment to their beneficiaries, while employment-related programs have been steadily reducing their benefits and the number of beneficiaries covered. The failure of HMOs and their version of managed care to control insurance premiums for more than a few years has led to proposals for other approaches. Rationing, elimination of costly diseases through application of new medical science, reform of the malpractice system, and the moderation of expectations for unlimited medical care have all been suggested as cost-control measures. But they cannot do the job, as I explain.

Chapter 4, “‘Consumer-Driven’ Health Care: The New New Thing,” covers the latest and most widely touted effort at moderating the rise of medical costs through “market-based” or “consumerdriven” health care (CDHC). It is being promoted as part of a new trend called the “ownership society,” which purports to give “consumers” (that is, patients) a larger stake in managing their own care and give providers greater scope for competition. CDHC, which gives more responsibility to patients for selecting their care and bearing its costs, is now the fashionable trend in health policy.

Based on high-deductible insurance for catastrophic costs that is coupled with individually owned “health savings accounts,” CDHC plans currently constitute only a small fraction of private insurance, covering only a few million people. However, they are spreading rapidly and could become a major part of the private insurance system, and a significant fraction of public insurance plans as well. This chapter examines the implications of this approach to health insurance and shows why it is basically unfair and unrealistic, and is unlikely to work. It probably won’t control costs, but it could undermine the social values of health insurance and aggravate the fragmentation and incoordination of care. Nevertheless, the influence  of market-based ideology is now so widespread that CDHC, and other similar methods of shifting more responsibility to patients for choosing and financing their own care, will probably continue to expand before they are finally rejected. Just as HMOs did, CDHC will have to play itself out before attention can be given to other policy alternatives. The myth that “competitive markets” and more active “consumers” can cure our health system’s problems will die hard, but it is fundamentally inconsistent with the realities of medical care and therefore is doomed to fail.

Chapter 5, “The Reform We Need,” suggests that after “marketbased” policies fail, pressure for major reform will rapidly increase. In this chapter I propose a reformed system that I believe would work. It includes changes in the insurance and delivery systems that could control the inflation of costs, while providing universal coverage and improving the quality of care. The plan would include a simplified, single-payer insurance system, which would provide everyone with a standard package of benefits, including acute and chronic care. Amenities and services not covered by the system could be purchased out-of-pocket or paid through additional private insurance. The universal insurance system would be funded through a graduated earmarked health care tax and administered by a public-private health agency, like the Federal Reserve Board. Cost would not be an impediment in adopting this plan because we already spend enough to pay for all medically justifiable care, without much, if any, additional funds. The public and private money now being spent on health insurance would need to be pooled, redirected to an efficient central insurer, and distributed to a reorganized and largely not-for-profit system for medical care.

The delivery of most ambulatory medical care would be through not-for-profit multi-specialty medical groups, paid in advance on a per capita basis. These groups would be privately managed, and physicians would largely be paid through salaries determined by the  management of the groups, but legally limited in total to a specified percentage of the gross income of the group. Hospitals and other facilities providing services under the national insurance plan could be paid through budgets negotiated with the health agency, but I favor paying facilities with standardized fees from the practice groups. In any case, all such facilities would be not-for-profit and, like the group practices, would be held harmless by the central fund for losses due to caring for very sick patients. More rational use of technology by physicians would be facilitated by the elimination of fee-for-service payment and by a national system for technology evaluation and outcome reporting.

This new approach to funding, insuring, and delivering health care is described only in broad strokes, as I recognize that many details would have to be worked out or modified by later experience. My purpose here is simply to demonstrate the logic and financial feasibility of the reform plan and suggest that its objectives could probably be achieved without spending much additional money—given the political will to implement it.

Chapter 6, “Can We Get There? Do We Want To?” considers the practical problems of achieving the kind of reform proposed in Chapter 5. It acknowledges that the hurdles are formidable and that a gradual, stepwise approach may be required. However, ultimate success is likely if the reform plan is actively supported by the public and the medical profession. Opposition from the vested economic interests of the “medical-industrial complex” could be neutralized by the opposed economic interests of employers, as they come to realize that they have more to gain from this kind of major reform than from any other approach to controlling their health care expenses. And ideological resistance among legislators to a publicly funded and regulated health care system would ultimately fade when they realize that there is no other practical way to avoid the budget-busting consequences of uncontrollable health costs. In any  case, constituent votes carry more weight with legislators than the efforts of lobbyists or the financial contributions of the industries that will oppose reform. If it becomes clear that voters demand reform and if, as Chapter 5 demonstrates, reform does not require much new federal money, then legislative action could follow.

Chapter 7, “Lessons from Canada,” gives a brief overview of Canada’s approach to health care insurance, explaining the important differences and similarities between our two systems. I discuss Canada’s current problems because the Canadian public Medicare system is so often compared with our own mix of public and private programs. Unlike other countries with government-supported health insurance, Canada’s health care system was very similar to ours for many years, so its relatively recent experience with a universal system is often cited in discussions of single-payer reform in the United States. Current proposals to increase the privatization of the Canadian system have attracted much attention from U.S. health care pundits. I explain the reasons for recent criticisms of the Canadian system and for the move toward private facilities outside the public system, and I suggest how our experience might hold some solutions for Canada. I also propose that incorporation of some key features of the Canadian system into our own might be just what we need.

In the final analysis, however, the most important lesson is that differences in the health care systems in two advanced countries such as the United States and Canada inevitably reflect differences in political values and national will. In neither country has the medical profession contributed all it could to the solution of the health care system’s most pressing problems. Certainly in the United States, physicians have too often been part of the system’s problems instead of working constructively on solutions.

In Chapter 8, “An Open Letter to My Colleagues in the Medical Profession,” I urge physicians to take up the cause of major reform.  I remind them that their traditional resistance to change has not served them or their patients very well. Practicing physicians were essentially uninvolved in the planning for the health initiative proposed by the Clinton administration in 1993, and this was an important (but not the only) reason for its defeat. No future reform is likely to be enacted, or at least implemented, without substantial support from the profession. Inasmuch as the reform needed now must involve major changes in the delivery as well as the insurance of health care, I argue that the profession must not only abandon its historical resistance to such reform but needs to play a major part in planning for a new system and making it work.
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