So you want to solve the healthcare crisis

Abstract
In this article, the author discusses the difficulties in repealing and replacing the PPACA, and the need to focus on controlling and reducing costs before discussing or passing legislation regarding payment concerns. This may require re-structuring the delivery system.
Several options are presented for reducing costs associated with the delivery system directly.
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   The Republican congress (between 2010 and 2019), in a fervent attempt to live up to 9 years of rhetorical hype, faltered in their attempt to repeal and replace the ever increasingly popular Patient Protection and Affordable Care Act (PPACA), which they lovingly refer to as Obama Care. Since 2010, and increasingly during the campaign leading up to the 2016 election, the Republicans made this a top priority, and even the EVENTUAL presidential nominee stated numerous times that he would repeal and replace the law with a “great” plan which would include:
1. Insurance for everyone
2. No cuts … to Medicare
3. No one loses coverage
4. Nobody will be worse off financially
5. Getting rid of artificial state lines for insurance coverage
   Not only were these empty promises and completely unrealistic, but they are also completely at odds with the efforts by the Republican led House, as evidenced by the failed, hastily thrown together plans which were soundly defeated and failed to even be brought up for a vote. The proposed legislation was not supported by Democrats, moderate Republicans, and the ideologically rigid House Freedom caucus.                                                                                                                       Another attempt, though passed by the House, was dead on arrival in the Senate. Yet another effort in the Senate failed, reflecting at least 3 Senators concerned about the secretive process, the lack of a fair bill, and an unwillingness to throw 1/5 of our economy into turmoil. 
   The “last” repeal and replace legislation was to be doomed as well, losing by one vote in the Senate. The lack of rigor in the legislative process for a bill that would impact more than 1/5 (22%) of our national gross domestic product (GDP) has been staggering! Even the President was forced to admit that healthcare is “complicated”. Yes sir, it is. BUT, that doesn’t mean that inroads can’t be made to address the elephant in the healthcare debate room, which is cost. 
   To date, the legislative process has essentially been mired in discussions regarding insurance. Politically, only two political models have been presented to the public as potential macrosystems- socialized healthcare or the free market. Depending on one’s heimat, the very term socialized is fraught with demonization and considered anti-American. This is quite ironic considering that Medicare and Medicaid, as well as the VA healthcare system are, in fact, socialized healthcare systems. Nothing illustrated this very idea more than watching mostly over-65 newly organized tparty protesters at the 2009 congressional Town Hall meetings screaming that they didn’t want the “government” interfering in their healthcare. What is tremendously confusing, however, is exactly what opposition these strident “ideologues” had, and continue to have to the PPACA, which includes:
Title I Quality, affordable health care for all Americans
Title II The role of public programs
Title III Improving the quality and efficiency of health care
Title IV Preventing chronic disease and improving public health
Title V Health care workforce
Title VI Transparency and program integrity
Title VII Improving access to innovative medical therapies
Title VIII Community living assistance services and supports
Title VIIII Revenue provisions
Title X Reauthorization of the Indian Health Care Improvement Act
   It appears that each of these issues would be important for all Americans, even between the largest ideological divide of our time, rural and urban. In fact, the PPACA provides for improved healthcare services to rural populations who overwhelmingly turned out to support the GOP candidates and Mr. Trump (he pledged to demand a repeal on Day One — even if it took a special session of Congress to make it happen) who were vowing to “repeal and replace”. Evidently the repeal part was easy in theory given the fact that the GOP controlled both the House and the Senate for 8 years- it was the replace part that was difficult- and both parts are essential. 

Healthcare “Design”
ASKED BY A WALL STREET JOURNAL REPORTER to explain how U.S. hospitals price their services, William McGowan, chief financial officer of the University of California, Davis, Health System and thirty-year veteran of hospital financing, responded: “There is no method to this madness. As we went through the years, we had these cockamamie formulas. We multiplied our costs to set our charges.”
The Pricing Of U.S. Hospital Services: Chaos Behind A Veil Of Secrecy
Uwe E. Reinhardt
Health Affairs January 2006 vol. 25 no. 1 57-69
   If you are amazed that the pricing system has been haphazardly developed over the past decades, you may be equally amazed to find out that the same is true for the delivery system itself. It is remarkable that the PPACA was even able to bring up some simplistic system restructuring given the political lobbying power of the American Hospital Association, considered by some to be the 5th most powerful lobbying force in the country at the Federal level, and even more powerful at the State level (depending on the State). Recognizing this in part explains why the delivery systems have been allowed to “evolve” as they have, relatively untouched by the layers of government until the 1980’s when the cost issues were exploding. Cost containment, however, is not a new concept. On June 12th, 1979, then President Jimmy Carter delivered his healthcare plan to Congress, in which he said:
“A renewed emphasis on cost containment must accompany new health benefits. The American people now spend over 9% of the Gross National Product on health services—$200 billion a year. Hospital costs in America are rising $1 million an hour, 24 hours a day. It is time to draw the line.”
   It would take, however, 4 years for the Diagnostic Related Groups (DRG) system (classification of inpatient stay into groups for the purposes of payment) to be implemented nationwide under then President Reagan. 
   Currently, healthcare accounts for almost 1/5 of the national GDP and price increases, though slowed under the PPACA, have been steadily rising. Only now are multiple experts beginning to realize that the real issue is not the insurance, but the cost. I explain it to my students this way- Imagine you’re a farmer with a huge field to plow. Unfortunately, your plow (the delivery system) is broken. Does it really matter what you use to pull the plow (insurance)? Does it matter if you have a horse, or a team of oxen, or a tractor, or even (as in the case of single payer), a nuclear powered tractor? Fix the plow and you can use the most cost effective way to pull the plow. This simple idea seems to either escape or be deliberately avoided by our legislative process.
   One of the biggest challenges facing healthcare reform, perhaps THE biggest issue, is that our current healthcare needs do not match up with the “design” of the system. By some estimates, we now spend 65% of our healthcare dollars addressing the needs of chronic disease management. The following data has been reported from the American Public Health Services:
Population Burden
 • Almost one out of every two U.S. adults—107 million people—reported having at least one of six chronic illnesses—cardiovascular disease, cancer, chronic obstructive pulmonary disease, asthma, diabetes or arthritis—in 2008.
 • Seven out of 10 deaths among Americans each year are from chronic diseases. Heart disease, cancer and stroke account for more than 50% of all yearly deaths.
 • Diabetes is the leading cause of kidney failure, non-injury lower-limb amputations and blindness among 20 to 74 year olds. 
• About 13.6 million adults have been diagnosed with COPD, and an equal number remain undiagnosed. 
• One in three U.S. adults—63 million people—have hypertension or high blood pressure. Nearly 70% of first heart attacks and 77% of first strokes occur in people with hypertension.
Economic Cost 
• Obesity, which can lead to heart disease, stroke, type 2 diabetes and cancer, costs the U.S. $147 billion annually in 2008 dollars. By 2030, medical costs associated with obesity are expected to increase by at least $48 billion annually, with the annual loss in economic productivity totaling $390 billion to $580 billion.
 • From 2000 to 2004, smoking cost the U.S. about $193 billion—nearly $96 billion in direct medical costs and $97 billion in lost productivity. Smoking causes lung diseases such as COPD, cancer, heart disease and stroke.
 • The five most costly and preventable chronic conditions cost the U.S. nearly $347 billion—30% of total health spending—in 2010.   
[bookmark: _GoBack]   These statistics are impressive, and have worsened. Hospital systems are not responsible, nor accountable, for the health of people living in their service districts. In fact, no one is responsible or accountable for the ever deteriorating health of the American public. While legislators tinker with who pays for healthcare and which services would or should be covered, the costs of ever increasing chronic disease management are spiraling ever upwards. We are truly witnessing the attempt of putting a square peg into a round hole. The healthcare system has been designed for high cost interventions to treat acute healthcare needs, not chronic disease management, and the “system” has failed to adapt to this reality. Too many people and corporations are making too much money for the major systemic reform that’s needed to change from within, or to affect needed political reforms.
   So what’s a country to do? How do we preserve what most experts would agree is the premiere trauma system in the world, the best surgical system in the world, and the best trained medical practitioners in the world? How do we protect innovation in healthcare? How could medical and nursing services be restructured to become more cost effective? What systemic reforms could be made that would reset priorities and refocus efforts towards meeting current healthcare needs? Most importantly, what public health information, or legislation, could be made available (that is not already readily available) to steer Americans towards health instead of chronic disease?  
   With such a massive system, change will take time. Again, as Mr. Trump said, “It’s complicated. Who knew?” Well, many of us knew. System change IS complicated, but not unattainable, and there are some rather simple changes that could have major impacts on reducing cost. Here I propose only a few of them, some macro and some micro.
· It has often been said that we live in a country where the medical system knows relatively little about nutrition and the food industry could care less about your health. Making nutritional education mandatory in medical schools would help. Warning labels on food products that contain high levels of sodium, high fructose corn syrup, sugar, and fat content would also help, just as we now do on cigarette packages.
· Mandating that every hospital with over 15 critical care beds hire Intensivists to manage them could lead to a savings of 40% in critical care. As the Society of Critical Care notes: “Between 2000 and 2005, annual critical care medicine costs increased from $56.6 billion to $81.7 billion, representing 13.4% of hospital costs, 4.1% of national health expenditures, and 0.66% of gross domestic product. Cost savings of up to $1 billion per quality life year gained can be attained with critical care management of severe sepsis, acute respiratory failure, and general critical care interventions. Twenty-four–hour intensivist staffing reduces intensive care unit (ICU) costs and lengths of stay (LOS). “
· Nursing staffing ratios need to be implemented based on the California ratios, which were extensively debated for over 4 years after the passage of the staffing bill in 1999. Healthcare is now the 3rd leading cause of death in our country, which amounts to several fully loaded 747’s crashing every day. Putting another person in the control tower to drastically reduce this number only makes sense, and nurses have been complaining about this for decades. Since nursing services are included in healthcare overhead costs, the administrations have fought this idea tooth and nail. With CEO’s hiring the Chief Nursing Officers (CNO’s), they have been poorly positioned to wage this battle on behalf of their staff. One suggestion comes from my study of the Argentinian system, where CNO’s are appointed by regional nursing boards for a 5 year term. This would pull nursing out from under facility administrative control and restore an independent nursing voice in the provision of healthcare services.
· We need to develop an expert hospital based medical staff, salaried employees who can provide timely services around the clock, not just 9 to 5. Expert medical staffs could better regulate themselves, and we could also tie in group malpractice rates to encourage better peer control. Physicians would be able, of course, to have their own practices, but once admitted to a facility, patients would be taken care of by expert hospital practitioners. The simple truth is that hospital procedures and diagnostics would be better utilized and more prudently utilized by experts in that process, not independent contractors. This move has been underway for some time now in services like radiology, ER practice, lab services, and a variety of specialty units. There are some serious benefits for physicians here too! No more phone calls at 3 in the morning. Every other weekend off. A steady and predictable salary based on shift work just like every other employee in a facility. And still, the opportunity to join a group practice and open their own practice during hours not at the facility. In addition, EVERY facility should become a teaching facility, and modeled on teaching facilities governance.
· Perhaps the most controversial reform would be the re-design of the facilities themselves. We have to move away from for-profit healthcare, and the illusion of not-for-profit systems. As it stands now, you are admitted to a for-profit hospital, taken care of by for-profit physicians, transferred to for-profit rehab facilities and then for-profit nursing homes. Once discharged, you are taken care of by for-profit home care companies. All of these for-profit care providers have administrative overheads and most have corporate systems that have their own administrative overheads and shareholders. Administrative costs, once 11%, have now risen to almost 25% or more according to The Commonwealth Fund. None of them, however (as noted before), have any accountability for the health of the communities they serve! The entire system is illogical based on our current needs. A true system design of service areas under one administrative system could drastically reduce costs, vastly improve interagency communication and safety initiatives, and truly integrate services. These regional systems could cooperate with each other, share resources, negotiate transparent pricing, and most importantly, be held accountable for public education, health initiatives, and health outcomes. Regional systems could even cooperate with each other creating larger and larger systems that would provide them with even more negotiating power. 
· While controversial, there needs to be some kind of tax on unhealthy foods. I call it the Twinkie Tax, but the idea is to tax the foods and food additives that are causing this deterioration in our national health. We do this now with alcohol and tobacco, and increasingly, with marijuana where it’s legal. Sound policy when the states are facing the biggest budgetary deficits paying for healthcare.
    There are, of course, many more reforms that would bring savings and improve services. National medical and nursing licenses would greatly improve our ability to control “bad” practitioners. Nurse Practitioners (NP’s or DNP’s) could fully expand their services in all 50 States, as could Nurse Midwives and Nurse Anesthetists, if we could remove State control over medical and nursing practice. This really is an archaic idea anyway, dating back to the early 20th century. It would also empower our efforts at expanding telemedicine to rural areas. Multiple studies over the years have shown parity between doctors and NP’s in terms of quality of service and, most importantly, outcomes. Full prescriptive rights would also be important for these nursing groups, and no evidence from the 8 or 9 States that allow independent practice warrant current restrictions. It’s been 20 years since the Federal Government approved DEA licenses for NP’s as well as independent Medicare billing, but too many States continue to restrict their practices.
   Another major re-design would be in re-visiting Part D of Medicare and allowing Medicare and Medicaid to negotiate drug pricing. The current House is passing legislation to this effect, but it will certainly die in the Senate. It would be a heavy congressional lift given the amount of money the pharmaceutical industry throws at lobbying. 
   The most controversial of these suggestions, and the one that will require the most political “will”, is the restructuring of the delivery system itself. Do we have precedent for doing something like this? Actually, we do! In the 1930’s, electrical power began to be seen as a right, and power companies were restructured under the PUHCA legislation of 1935. Costs were controlled, rural services were provided, safety became a priority, and the Public Utility system was developed. No one can say that innovation suffered, and people could even buy stock in the Utilities. This is the model we need moving forward as the transition model. It bridges the philosophical divide we currently have between healthcare as a right and healthcare as a commodity. This is a much bigger discussion than can be had in an article, but I am ready, willing, and able to have that discussion with anyone.
   There is NO doubt that the healthcare system is facing a financial crisis and that the cost of healthcare is growing increasingly unsustainable. If the Republicans simply repeal and replace the PPACA without deep thought regarding the ramifications of their reforms, much of the rural healthcare system could collapse. In addition, the more people who do not have insurance, the more the costs will increase for those Americans who do have insurance. Republicans may or may not face a political cost for their inability to pass sane healthcare legislation- that remains to be seen in 2020. We know they paid a cost in 2018.  Americans, however, will pay a cost if the Republican plan (assuming they ever come out with one) is not well thought out, if it does not incorporate many if not all of the PPACA well thought out policies, and if they do not consult with non-political, non-lobbyist experts in both insurance and healthcare system re-design.     
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