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Outside In / Inside Out: Fixing American Healthcare by J. Stefan Walker, MD
Working in the U.S. healthcare environment provides a daily reminder that major reforms to the system are long overdue.  Even so, few of us doctors would have ever dreamed there would ever be a nationwide, top-level, multilateral effort to that end.  That healthcare reform has now become the paramount domestic agenda item for the U.S. government for 2009 is exciting beyond words – and represents an unprecedented opportunity to change the way we offer medical care in this country.  

The case for a nationwide healthcare overhaul is not a hard one to make.  One stark reality is that a large proportion of lower and middle-class families and individuals can no longer afford private health insurance in this country.  What that means is that millions of people hang in daily limbo, hoping they don’t get a chronic illness, a hospital stay, or surgery that financially will ruin their families.  

The rising costs of healthcare threaten to further cripple a weakened U.S. economy. Our per capita healthcare spending at around two times that of other developed countries [8], and set to rise even further as a percentage of Gross Domestic Product going forward.  

But cost is not the only issue.  Patients and physicians both struggle with the boondoggles and bottlenecks in our U.S. healthcare ‘non-system’ of uncoordinated care – with each doctor often unable to access a patient’s records from another provider, often necessitating the repeating of tests already done; repeatedly obtaining medical histories from patients ‘from scratch’ without the availability of standardized records; and wading through disjointed and often illegible, unorganized medical records.  

Healthcare team members have never worked harder doing the management-related activities of medical practice; yet we are losing the battle to stay caught up with paperwork and provide compassionate, complete patient care.  As if this was not difficult enough, add on the constant fear of frivolous lawsuits, a burgeoning array of new evidence-based practice guidelines that reflect the current Information Age of medical practice, and blatantly unscrupulous practices by insurance companies designed, it seems, to be confusing and to keep patients from medications and other health resources they need.  

Recognizing that ‘the status quo is unacceptable’ seems to be the easy part of the healthcare reform debate; what is harder is identifying the root problems – harder still, finding our way forward with the best solutions to re-make our healthcare system in America.

Despite the difficulties in our current system, major reforms might well risk causing even worse harms to stakeholders and to society at large.  In a well-publicized editorial in the Houston Chronicle by the President of the Harris County Medical Society [10], Dr. Lewis Foxhall summed up one of the core issues in the current healthcare debate, invoking the seminal medical axiom, primum non nocere:  “Doing no harm requires we know what we are doing … I applaud our elected officials for allowing more time for reasoned discourse on these complex issues. There are many parts of our health care system that need change; however, much of it works quite well to deliver the high quality care that we all expect. We encourage our elected officials to avoid damaging the good, while trying to fix the bad.”  Dr. Foxhall was not the first to use primum non nocere as a guiding principle in health reform.  The Republican Party’s 2008 platform for healthcare listed ‘First, do no harm’ as its ‘first principle’ [19].  

How might that harm play out?  One way might be an extension of the festering entitlement culture we already have in this country if the ‘public option’ were to come into play.  Proponents of the ‘public option’ hold that a government-run health insurance system would provide competition to the largely-unbridled insurance industry and help keep costs low, while ensuring adequate coverage for all – especially those at the lower end of the income spectrum.  However, opponents are quick to point out that since the government makes the rules – and has an unfair degree of resources to bear on their corner of the system – the public plan would pose the risk of crowding out the private insurance industry.  Further, such a public option might serve to usher in a dominance of the government in healthcare operations and essentially pave the way for a single-payer, government run healthcare system. 

There are other valid concerns that make a compelling case against a sweeping legislative overhaul of our healthcare system – arguments that deserve serious consideration.  One popular argument favors reform, but in an incremental rather than a sweeping process; others are skeptical of major reforms when many Americans report being satisfied with their current healthcare coverage.  Still others find the bills under current consideration much too complex and unpredictable in their impact. Indeed, any thoughtful reader of the current debate will struggle significantly with the same issue brought by Dr. Foxhall – primum non nocere.  We are clearly in uncharted waters, and we are wading through them during a time of economic crisis; a failure could bring further strain to countless Americans.  

Despite the material risks of major intervention, the case can also be made for not wasting this unprecedented constellation of factors in concert for major reform right now – factors such as the support of the President and much of Congress; and the simultaneous involvement of industry, medical and patient stakeholder groups in the process of the current healthcare reform.  And many – including the President – see reform as essential to any sustained economic recovery.  

As a full-time primary care physician who is both an avid student of, and activist in, the current healthcare reform debate, I will provide here a ‘birds’ eye view’ of the major concepts – bullet points gleaned from a diligent observation over the last several months – as well as analysis and recommendations for how we might move forward.  Much has already been accomplished in this first round of the national dialogue; the stage is being set for the next steps.  

TIMELINE OF REFORM:

In the years since the failed attempt by the Clintons in the early 1990s to remanufacture U.S. healthcare, the situation has been changing in ad-hoc and incremental ways – but with nothing even coming close to the current comprehensive process in Washington, D.C.  Managed care models, Medicare Part D, evidence-based medicine, electronic health records, personal health records, medical boutiques, cash-only clinics, a new ‘patient-centered medical home’ concept, and many other factors arose in that interim period – each providing the U.S. healthcare environment with valuable experience and data, but no sweeping, in-depth overhaul.  Meanwhile, the problems inherent to our unique situation of a ‘non-system’ of healthcare became better defined:  unbridled cost; fraudulent and unscrupulous practices; a growing population of the uninsured; a new reality of the ‘under-insured’; and, despite unprecedented expense, a consensus among many stakeholders that the quality of care available to many was less than optimal.  A specter of catastrophe also looms as the nation braces for the baby boomers’ retirements – forcing additional stress on an already weak and soon-to-be insolvent Medicare program.

Various think tanks, nonprofit study groups, and stakeholder organizations have also been busy working on healthcare policy reforms.  One such effort was a bipartisan project by former Senators Tom Daschle and Bob Dole [4], identifying many of the problems in healthcare, and making specific reform proposals.  With the presidential campaign of 2008, healthcare was a major focus for both candidates’ platforms.  Quick to make good on his bold campaign promises to introduce prompt and sweeping healthcare reforms, President Obama leaving absolutely no doubt as to the seriousness and urgency of the healthcare issue, announced in February 2009, ‘Health care reform cannot wait, it must not wait, and it will not wait another year’ – setting a stunning deadline of less than a year for major reform.  The ambitious plans in draft bills from Congress – America’s Affordable Health Choices Act (over 1000 pages in length!) and the Senate Finance Committee healthcare bill – provided material for ‘a spirited debate’ in the grassroots of America, with a remarkable degree of energetic involvement by citizens, elected officials, and members of the media.

The vehemence characterizing the healthcare debate in the summer of 2009 may say a lot of things, but one thing is for sure:  the issue of healthcare is important to Americans.  Another thing it appears to represent is the deep conflicts inherent to the debate itself.  We want equity and universal access, but we dislike redistribution of wealth.  We want to keep our high care standards, such as are unequaled in the world; yet having such high standards readily available implies there be some way to pay for them; and we aren’t sure how to deal with the fact that not everyone can afford to participate on an equal ‘pay-to-play’ level.  

Regardless of whether one agrees with President Obama’s healthcare proposals or not, there appears to be broad agreement with his identification of many of the major problems in healthcare.  In the current debate, President Obama proposes three principles of a reformed healthcare system [14]:

· Reducing healthcare costs

· Guaranteeing choice of health insurance plan and doctor

· Ensuring quality of care for all (access to healthcare by all Americans)

The multiple and complex points in the healthcare debate can mostly be lumped into one of these three categories, as we will thus summarize.

REDUCING UNCONTROLLED HEALTHCARE COSTS:

Healthcare expenses are increasing at a rate that is unsustainable.   Even as it is causing individuals and families to go bankrupt every day, healthcare as a percentage of GDP is rising to an alarming degree, threatening to mortally weaken our entire U.S. economy at large.  The current trajectory must be halted – either by a reform process, or by some form of collapse.  While the baby boom generation enters retirement, the Medicare hospital fund is set to become insolvent by 2017 [9] – a date which would come even sooner if the SGR (sustained growth rate) formula is replaced with a more realistic formula for Medicare reimbursement.   Rising healthcare costs drive up premiums, which in turn push more and more Americans out of healthcare coverage.  Those who do have coverage have no reason to feel secure; part of the current money-saving process involves cuts in coverage, aggressive insurance underwriting practices, denials of coverage, and the risk of losing coverage if one loses one’s job.

What are the root causes of these uncontrolled rising costs?  A nerve was struck when a Harvard surgeon, Atul Gawande, wrote an article in the New Yorker dealing with how healthcare is done in McAllen, Texas – and contrasting it with the cost and quality of care in certain other parts of the country [11].  The article seemed to showcase the failure of the current medical reimbursement system (based on fee-for-service) to produce cost-effective and high-quality healthcare, compared with integrated care systems models in such environments as the Mayo Clinic.  This article reportedly achieved prominence in the White House’s approach to the reform process; and the first House bill contained provisions to begin moving towards integrated care systems more broadly.  The medical homes concept, an integrated care model, has also risen in recent years, and in some of the current legislation.  Yet, as pointed out by the American College of Emergency Physicians, overinvestment in medical homes could backfire if reforms don’t guarantee access to the medical homes’ providers 24 hours a day, 7 days a week [3].

Another cause of uncontrolled costs is the unnecessary duplication of tests and other inefficiencies in our uncoordinated system of care.  The promise of electronic health records (E.H.R.) and the continuation of efforts to coordinate them into a common, interoperable protocol should help this tremendously.  This, thankfully, is part of the good news in the current reform debate – major legislation dealing with standardizing and disseminating E.H.R. has already been passed in the economic stimulus package in February 2009 – in an act dubbed the “HI-TECH” Act (see below).  Depending on how efficiently the measures provided by this legislation are implemented, the savings to our healthcare expenditures could quickly mount into the billions.

The cost problem also represents a fundamental sticking point in socio-political ideology that is coming out in the current debate.  Some degree of rationing, or cost control by limiting healthcare services, will have to take place, even with the best of reform circumstances.  Conservatives argue that rationing by a third party of any kind is fundamentally unjust, and thus one of their solutions for cost control is to emphasize personal responsibility through medical savings accounts.  Liberal-leaning proponents call attention to the fact that, as it now stands, the rationing is already occurring through unfair insurance practices and through loss of coverage; they propose a single-payer public/government health system, or at least a public insurance option to be in the reform mix, to help ensure a more equitable rationing of healthcare resources. A compromise solution being proposed is the idea of non-profit, member-owned co-ops to compete with private insurance plans in a new system.  Purportedly, such co-ops would have innate incentives to keep costs low, while providing the best service possible to its member-owners.

Ironically, the proposed fixes to the healthcare system – one of which is uncontrolled costs – involve costs of their own.  The current legislation would cost up front anywhere between $800 billion to $1 trillion, with claims to save money and become at least budget neutral within 10 years.  This has strengthened the ‘first, do no harm’ argument against the presently-debated legislation, given the currently-weak U.S. economy, and the fact that no one knows for sure whether or not these expensive reforms really can deliver their promised savings.

The increased regulatory framework and quality control policies could put serious constraints on productivity and efficiency as practitioners struggle to meet new guidelines and mandates.  And not everyone agrees that the government should be so intimately involved in the quality assurance process – especially if it ends up placing undue pressure on clinical decision-making.  Hopefully, doctors won’t end up practicing more to meet bureaucratic guidelines than to take care of the patients’ needs.  These are concerns that need to be taken seriously.   “Do no harm” may mean allowing more time for these more detailed reform measures to develop before enacting them as law.

GUARANTEEING CHOICE:

In present-day America, most people have little choice regarding their insurance plans.  Most are covered by employer-based plans selected by the employer.  In some cases, this limits the physician choices, as well.  Those plans, in turn, choose the medications patients are eligible to receive, and limit their access to specialists, tests, and the timeliness of when they get prescription medications if a ‘prior authorization’ is required.  Even in cases where technically good coverage exists in a plan, there is the enigmatic ‘twilight zone’ of corporate manipulation that lies at the epicenter of the current healthcare debate.  “Insurers make paperwork confusing because … people will just simply give up and not pursue it if they think they have been shortchanged,” a former executive of Cigna was quoted [12] in Senate testimony recently.  Here, you have a perfect-storm scenario – an insurance company full of well-paid experts motivated by profits for shareholders, versus a patient with no medical or legal expertise – vying for, what?  The best interest of the patient’s care?  And I hear there is some oceanfront property for sale in Nevada, if any readers are interested.

Even those who are satisfied with their current insurance plan are often not fully secure.  Premium hikes are always on the table; and if one loses one’s job, health insurance is not portable.  And the cost of continuing coverage between jobs is significantly higher than the group rate. 

The problems with our American health insurance system can’t all be blamed on the practices of insurance companies – the unscrupulous and unethical practices of some notwithstanding.  Insurance is a concept based in distributing risk and lowering the expenses.  One problem with our American healthcare culture is that not enough healthy people choose to purchase insurance – even when they can afford it.  Some argue that if everyone participated – even the healthy, young population – then premiums would be affordable.  The vicious cycle that has resulted is that as fewer people are in the pool, the premiums have to rise – in turn causing fewer people to enter the higher-cost pool, and so forth.  Here is another major concept in the debate: mandates.  With the cost-lowering and insurance-regulatory reforms, the groundwork exists to make health insurance mandatory.  Though the ‘particulars’ of how to do this vary, it seems inescapable that everyone will have to participate in health insurance if costs are going to go down and access is going to broaden to everyone.  

One facet in the proposed reforms provides for a ‘health insurance exchange’ – defined as a marketplace for the purchase of health insurance, where companies wanting to be featured in the exchange must meet certain criteria: standardized benefits; clearly-written, simplified policy statements; no pre-existing illness clause; coverage is portable; etc.  Employers in the arrangement could opt in or out of providing coverage, permitting them to defer to the exchange if they choose.  Another concept is tax credits on a graduated scale to subsidize the costs of premiums for people buying through the exchange – starting at the Medicaid level for low income families, all the way up from there to zero tax credits for the highest income participants.  And - it has been repeatedly touted – if one prefers one’s current insurance, these older plans will be grandfathered; but no tax credits will be applied to them.

This exchange idea has been a relative consensus in the debate; the main ‘sticking point’ has been the idea of a ‘public option’ vs. keeping the private-only system of commercial coverage.  A public option would be a federally-run insurance company made to compete in the exchange system by the exact same rules; the proposed benefit of such a system is that profit and overhead would not have to play a role, thus providing a ceiling of competition for the exchange system to keep costs down.  An alternative to the public option has been popular in the reform debate – publicly-subsidized, private insurance co-ops.  Co-ops are owned and operated by the patients they serve, and also lack the need to generate a profit beyond what is needed to manage the organization.  The main argument against co-ops seems to be the fact that they represent only a small fraction of the current insurance market, and injecting them as a mainstay into the system presents significant uncertainty.  However, potential benefits are there, and the concept is still viable in the debate.

ENSURE QUALITY CARE FOR ALL – THE PROBLEM OF THE UNINSURED

If the ‘insurance exchange’ concept becomes law – complete with its progressive system of income-based tax credit subsidies, sweeping insurance industry reforms, and individual mandates for all to purchase insurance – that would go far to solve the problem of the uninsured.  Health insurance would not be as much of a security worry for individuals and families, due to the new portability and expanded access outside of one’s employment.

That point is worth repeating – access to affordable health insurance outside of one’s employment.   This will give new freedom and security to individuals and families in having their healthcare be under their personal control – without undue influence from the workplace.  This moves away from an inequity that has been a dissonant feature in an otherwise egalitarian American culture for decades. And it’s about time.

Such a reformed system may well have some unanticipated benefits, as well.  The current entitlement culture is not just a reality – it has become a mentality.  There are generations of people whose aspirations are no more than to secure their government hand-out and live out their days without having any semblance of a career.  While there are many reasons for this phenomenon, I conclude that partly to blame is our current welfare policy that has widened the chasm one must leap in order to escape from poverty to sustainability and independence.  Health insurance is just one example of this failing situation – where it is impossible for many families with significant health problems to live independent of an entitlement program.  If they attempt to work, they are ejected from Medicaid or Medicare – isolated from the medical care they need.  Making health insurance mandatory and affordable should make, then, the jump from poverty to employment more like a step and less like a quantum leap.

Another insurance concept is the ‘health savings account’ which allows one to save and spend on healthcare expenses using an untaxed account, and to couple this with a high-deductible health insurance plan.  This method, which is not a new one, would not make healthcare affordable to people of lower income without some form of subsidy, however.  

This point in the analysis seems an appropriate place to introduce a subtle but important factor in the call for reform in American healthcare.  The ‘entitlement culture’ referenced above is a real and worsening problem; and the middle class seems to be eroding at the lower end.  But rising healthcare costs, as mentioned, are a major contributor to this situation.  Although one stopgap measure to cover millions of lower-middle-income families’ children has been the Children’s Health Insurance Program (CHIP), we face a dilemma that is at the crux of our American political fabric:  do we extend a government hand-out to the lower middle class, or would that only worsen the problem?   I believe that many if not most of them are some of the hardest-working people in America.  Now, offering this essential sector of our society – the ones who fix our cars; mow our grass; serve our food; repair our homes and roads; the list goes on – offering them a reasonable way to participate in the health insurance pool does not seem as much like a hand-out than a hand-up.  A fine line, yes it is – but a necessary one.  Reforms are needed to help keep such people in the healthy working public – and off the welfare rolls.  It’s just the right thing to do.

Even if you have health insurance these days, it doesn’t mean you have affordable care or appropriate care.  For these underinsured people, deductibles are so high that they face financial hardship even with insurance.  The so-called ‘doughnut hole’ on the Part D prescriptions for seniors, for example, leads to out-of-pocket expenses of thousands of dollars for many seniors.   Many forego their prescriptions during this period of time, often asking us doctors which drugs they can most safely omit for two or three months when their benefits will re-set.  

Another barrier to adequate care access by seniors relates to Medicare reimbursement.  According to the AMA, “Without congressional intervention, Medicare physician payment rates will be cut about 40 percent by 2016.  Practice costs will rise nearly 20 percent during this time.  These cuts come at a time when Medicare physician payment updates already lag far behind increases in the costs of caring for seniors.  In 2011, the leading edge of the baby-boom generation will start enrolling in Medicare, with enrollment growing from 44 million in 2011 to 50 million by 2016” [13].  Such problems with Medicare reimbursement have resulted in many physicians limiting new Medicare patients to certain quotas or to cutting them outright.

For the thousands of seniors who are veterans, the problems with VA healthcare pose another barrier.  Largely absent in the current reform debate, the fact that VA patients have to use VA physicians at VA facilities for all non-emergency care represents discrimination and a healthcare disparity for this sacred population – many of whom have to drive significant distances to get healthcare, and have little choice in selecting a physician.

Legal liability for physicians ends up posing a significant barrier to access for patients living in places where doctors are more likely to face frivolous lawsuits.  In 2003, Texas passed major liability reforms; and access to care in the state has improved by measurable parameters.  Liability reform remains alive in the current healthcare debate, and any federal healthcare reform legislation passed this year will almost certainly include some version of the tort reform proposals being proposed.  One of the measures being discussed, for example, would set up ‘medical courts’ paneled by physician experts to hear malpractice cases.

The primary care provider shortage is yet another roadblock between patients and accessible, affordable healthcare.  Like many of the problems in the system, the reasons for this are complex and subject to significant debate.  Solutions being proposed in the current legislation include increasing funding for primary care training programs, increasing compensation for primary care services, an increase in community health centers, and promotion of projects such as the patient-centered medical home.  

QUALITY OF CARE ISSUES:

The semantics of the healthcare reform debate shifted subtly in July 2009 from ‘healthcare reform’ to ‘health insurance reform’; however, the debate isn’t just about providing coverage to more Americans and being able to pay for it.  President Obama’s grassroots organization states, ‘Though the United States spends more on health care than any other nation, we aren’t any healthier for it.’ [14]  This fact was perhaps most notably expounded in Dr. Atul Gawande’s New Yorker article [11], dealing with the high cost and relatively lesser health outcomes in McAllen, Texas.  Another article, this one in the NEJM [8], outlines the problem in stark statistics showing the U.S. trailing other developed countries in such areas as infant mortality and medically preventable deaths.

While such information is rightly unsettling, several comments are in order.  For one, a pinch of salt must accompany any quote of statistics that have significant political relevance or consequences – as vital statistics for nations certainly would.  Secondly, as in the case of McAllen, the part of the system failure that is the responsibility of the patient should not be ignored.  A reformed, progressive healthcare system can’t change innate human behavior that may be imprudent, unhealthy, uneducated, or otherwise lacking in the ability to participate in a reformed system. 

That being said, we should not ignore the data that does suggest problems with quality of our care.  Even if the U.S. does have access to the world’s finest physicians, medications, and medical technology, that doesn’t mean such care is getting to the people that need it, and in the most effective way possible.  One 2005 study [15] illustrates just how stark the delivery system problem has become:  “Current practice guidelines for only 10 chronic illnesses require more time than primary care physicians have available for patient care overall. Streamlined guidelines and alternative methods of service delivery are needed to meet recommended standards for quality health care.”  In other words, providing the standard of care is impossible in a typical primary care practice.
The question is, how should America go about making delivery system reforms?  The early efforts underway have met with skepticism from the medical community:  pay-for-performance measures, PQRI, and ratings systems grading the quality of care provided by physicians and institutions.  Some have even promulgated a replacement for the fee-for-service payment scheme with a new system based on care management and quality of outcomes parameters.  These ideas sound progressive, but there are obvious problems.  For one, no perfect system can ever be designed; because all such systems involve subjective formulations by a third party as to what constitutes quality, or cost-effectiveness, etc.  Second, such systems could lead to ‘cherry-picking’ of patients by physicians, due to the need to have high-quality outcomes to bolster the clinic’s numbers.  Third, how would the federal government go about delegating power to certain medical organizations that would be accepted as legitimate by the medical community – whose tendencies in self-regulation should come traditionally via scientifically-accepted care standards, not government mandates?  These are key questions for the current debate, and again invoke the primum non nocere consideration of whether the fix might be worse than the problem.

As a point of optimism in this often frustrating debate, there is a huge potential in the part of healthcare reform that has already passed in Congress – the HITECH Act.  According to David Blumenthal, M.D., National Coordinator for Health Information Technology with the Department of Health and Human Services, 

The American Recovery and Reinvestment Act of 2009 (the Recovery Act) that was signed into law by President Obama on February 17, 2009, included the Health Information Technology for Economic and Clinical Health Act, or HITECH Act. The HITECH Act includes $2 billion in funding to lay the groundwork for adoption and meaningful use of HIT through infrastructure programs. It also includes an estimated $44.7 billion in incentive payments for Medicare and Medicaid to providers who are meaningful users of certified electronic health record (EHR) technology. Many physicians in small practices want to adopt HIT, but do not have the ability to invest upwards of $40,000 in the technology systems. By providing physicians and other health care providers with financial assistance for adoption and use of interoperable HIT, we will help reduce this burden. Physicians, including those in solo practices, can receive up to $44,000 under Medicare in incentive payment for being meaningful users of certified EHRs. The HITECH Act includes grant programs as well as education and technical assistance opportunities.   Funds will be distributed through Medicare and Medicaid incentive payments to eligible professionals, physicians, and hospitals who are “meaningful EHR users.” These incentive payments will help lessen the financial burden to adopt this technology. Meaningful users will become eligible for incentive bonuses in 2011. Beginning in 2015, the Recovery Act authorizes penalties under Medicare for eligible professionals and hospitals that fail to demonstrate meaningful use of certified EHRs. [5]

This legislation directly addresses one of the major daily obstacles to the efficient practice of medicine – the lack of standardized and accessible medical records.  The lack of a standardized, interoperable, functional electronic health record (E.H.R.) in modern American medicine has driven up costs through unnecessary duplication of tests; has decreased time efficiency and created an obstacle to optimum care to patients by preventing physicians from having practical access to the patient’s entire medical record at the point of care; and has led to countless medication errors, treatment errors, and deadly results from drug-drug interactions and the lack of the ability to disseminate drug recall information promptly.  

The accelerated development of such records systems in a standardized and interoperable protocol lays a foundation for unprecedented innovation and reform.  Integration of the patient’s side of the EHR – the Personal Health Record (PHR) – is long overdue as a means to involve patients as active participants in their care.  Too long has the patient been left out of the process of treating and preventing disease – relying instead on the uncoordinated, flailing U.S. healthcare infrastructure and their overburdened physicians – a system that has been shown inadequate to manage typical diseases according to published guidelines [15]. The mainstream care delivery systems in clinics across the country are using the same basic model they have been for decades – and are failing to deliver the standard of care.  Newer models must incorporate new methods of chronic and preventive care, and these must certainly involve increased participation by the patients. Review of systems, demographic data, medication compliance monitoring, immunization and public health information, chronic disease education, and many other functions may be standardized and automated; others can be incorporated into the purview of nurses or mid-level practitioners.  The development of such truly novel practice features will be facilitated with standardization and an accessible medical record in electronic format.  Such standardized records systems will enable software protocols and care delivery systems from centers of excellence like Mayo Clinic to be disseminated and emulated by any physician or clinic, anywhere.  (In the words of a modern computer colloquialism, ‘there’s an app for that!’)   Even if a physician’s clinic or institution has a different software system than those being emulated, having a ‘common denominator’ of medical records standardization at the national level will enable the sharing of information between systems – and will likely enable physicians to customize their own template to their preferences.  In this way, a government-mandated quality assurance protocol for healthcare delivery may prove unnecessary as physicians self-standardize with evolving, interoperable records managing systems.

NEXT STEPS IN HEALTHCARE REFORM:

Given the unprecedented (and likely not to be repeated) national attention and investment in comprehensive healthcare reform going on at this moment, we have to produce something meaningful and worthwhile for the system at this juncture.  In other words, there is no excuse for going home empty-handed.  Despite the vehemence of the debate, the potential for a baseline consensus is definitely present.  For example, there have to be some cost-saving measures to keep Medicare – and indeed the overall economy – from financial ruin.  We are morally obligated to provide better access to the system by those currently uninsured, so something toward this end must happen.  The insurance market exchange seems a viable concept achieving a degree of consensus.  The HITECH Act and the resulting prescribed generalization and standardization of electronic health records has already been passed as a down payment on a reformed national healthcare infrastructure.

Less certain at this point are the more contentious subjects of the debate:  a public insurance option; sweeping government involvement in the practice of medicine through quality assurance measures; and an alternative payment and care delivery structure, different from traditional fee-for-service; major liability reform legislation; and a permanent fix to the flawed Medicare physician payment growth rate (“SGR”), to name a few of the most noteworthy sticking points. Yet as the high-level debate in Washington wraps up, we physicians can play a key role in speaking in favor of the most needed reforms; contacting legislators when needed regarding any last-minute changes that might be good or bad for the bills; and in helping keep the focus on the hard-fought consensus – not rabbit trails and politics.

Even if the current legislative reforms miraculously achieve an elegant level of bipartisan and stakeholder consensus – and then go on to become seamlessly implemented without a hitch – still there will remain significant problems in healthcare for Americans.  The VA healthcare system is still inadequate and unfair to veterans in that it limits their healthcare choices disparagingly in comparison to the rest of the population.  The ability to deliver medical care in this country is still, in most places, grossly behind the cutting edge of what is possible, due to outdated and uncoordinated healthcare delivery systems.  There are still huge and embarrassing disparities in healthcare with regards to race, geography, gender, socioeconomic status, and other factors.  Mental health parity has still not been realized.  Thus, it is incumbent upon us – regardless of how things go in Washington this year – to pick up what is left to be done and keep working for a better landscape of medical care in America.

In the ongoing effort to shape a new healthcare system, a few concepts emerge.  First, the complexities of modern healthcare have changed the rules of the game such that none of us can successfully operate alone.  The standard of care is no longer in a textbook that changes every couple of years; rather, guidelines can change every few months.  Third party payer sources, changing government regulations, and constantly changing medication formularies have also added layers of complexity necessitating our banding together not only to organize and manage the overwhelming array of data, but to keep it working for the best patient care – and for the viability and sustainability of our practices.  Physician organizations have been hard at work on our behalf and on behalf of our patients during the current debate – making sure doctors have a seat at the bargaining table.  We should appreciate these efforts by our proxies, and should do our part to join, participate in, and provide strength within these groups.  In the near future when whatever healthcare reform legislation passes, it will be crucial for each of us to play a role in shaping the particulars within such groups.

It will be especially important for us to use organized medicine to properly standardize healthcare delivery systems, such that each practice does not need to ‘re-invent the wheel’ on its own.  Such standardization has been lacking in our largely independent and uncoordinated American healthcare environment, and that may account for some of the current flaws in the system that calls for reform.  It seems clear that so-called ‘integrated care systems’ can provide good, cost-effective care, and will play an increasing role in whatever new healthcare system emerges.  It should be healthcare professionals – and not politicians or bureaucrats – who take the leadership to organize such systems for providing the best care in the most efficient and ethical way. 

In other words, if we physicians and healthcare providers fail to lead the effort to standardize healthcare delivery, the system will have to be standardized by others.
This will require a paradigm shift that has long been needed among physicians.  Physicians are, as a group, some of the most dedicated, hard-working, intelligent, and highly-respected people in our culture.  But with that has come being over-worked and overly-dedicated to the workplace, causing personal and professional hardship – even ruin – for many.  The fact that people’s lives are literally in our hands makes it difficult to justify putting our work into a more personally reasonable priority scheme.  The complexities and headaches of the modern healthcare situation also take a lot of our time in management-related activities.  As a result, perhaps most physicians have little time to invest in organized medicine or other personal or professional interests outside of the immediate workplace.

Franklin Covey, popular author of personal management literature and methods, describes a 4-quadrant scheme of personal time management [6]: I, urgent and important; II, non-urgent, but important; III, urgent, but not important; IV, not important, not urgent.  As busy doctors, it becomes easy to live almost exclusively in quadrants I and III, and occasionally tempted into IV – but rarely in II.  But II is where very important, life-changing, and self-renewing things can take place.  Organized medicine and our contribution to the actual profession of medicine seem to fall in quadrant II.  This, of course, will require deferring significant potential income, as one will get paid for pretty much none of this ‘extra’ stuff.  But the returns – in the preservation of one’s personal values, and one’s sanity – shall be well worth the effort.  

This introduces another concept for our next steps in healthcare reform – the need for us doctors to reform ourselves.  In one of the press conferences held by President Obama, he mentioned a doctor who would take out a child’s tonsils because the reimbursement would be better than more conservative therapy.  While the AMA released a statement criticizing the accuracy of this proposition, the incident did introduce an idea that we might ignore, refute, and deny – yet still remains:  we physicians are fallible, and have the potential for getting our priorities wrong.  No form of government fee structure, regulation protocol, or malpractice laws can change what is on the inside of us.  One secret hidden beneath the healthcare reform debate is that as long as there are good doctors, nurses, and patients, we can make it through any healthcare environment.  The key, then, is making sure we stay ‘good’.  How can we do that?  One way is to identify our most preciously valued ideals, and be willing to do anything in the world to preserve them.  We should try to keep medicine in its proper perspective; if we hold onto it too tightly, we become dysfunctional.  If one’s heart is set primarily on making money, one will do pretty much whatever it takes to get it.  If one’s sense of self esteem derives from achievement and status, one will sacrifice very sacred things on that altar, replacing them with other things in order to maintain that status—things like the ridiculous schedules we allow ourselves to commit to; spreading of ourselves thinly in order to meet demands placed on us by others; making the mistake of thinking the main thing our families need from us is financial success or even financial security. 

What if we re-oriented the priorities:  family and patient care concerns ahead of business, social status, and financial goals? And what would happen if doing so cut your take-home pay by up to 50%?  What would happen if you put your family’s needs to have you around more, ahead of your income requirements?  How much of what you do in your busy schedule is about best practices, patient care, and the betterment of the world – and how much of it is agreeing to do more and work harder in order to meet money, prestige, or other less-worthy goals or desires?

Related to these considerations is another step in shaping our new healthcare system – new practice methods for new set of realities.  In times past, physicians’ spouses didn’t work outside the home.  The acute care model of practice was dominant, with little in the way of preventive medicine, evidence-based guidelines, and other complexities.  The medication formulary was much more limited than in today’s environment.  Medical records were limited to a few notes on a 3X5 index card; malpractice lawsuits were not something to think about every day.  Third party payers were non-existent.  Now, things are different; yet, the system is operating in much the same way as in decades past – and we are paying the price.  We need to work as a group to reform the system to make our practices.  Change is certainly coming already – hospitalists are increasingly in charge of our hospital patient load; mid-level practitioners provide desperately-needed assistance in practice management and patient care workload; integrated care systems show much promise for internal delivery system reform, as does the increasing role of electronic medical records.  But in the ways that reform has yet to arrive in our ‘real world’ we must demand that financial, paperwork, business, documentation, and other concerns submit to the higher calling of patient care and our keeping our personal values and sanity intact.  We physicians hold significant personal power to put our foot down and demand what is reasonable and righteous; the question is, will we rise to the challenge?  

Regardless of how healthcare reform plays out at the national level, the ball remains primarily in our court to take proper control of the healthcare system in which we provide care.  It should anger us when a patient misses a routine screening test or an immunization and ends up with a bad outcome – because a better result was possible.  It should bother us to sift through mounds of unorganized paper charts looking for relevant patient information we need – when we know that time could be better spent in actual medical care, case analysis – or time at home with our families.  It should bother us when a VA patient comes to our clinic, and we have no records whatsoever to go by – and when we write a prescription for him, he has to then make another appointment with his VA doctor to get the prescription approved.  It should bother us that a main cause of death in the third world is still malaria.  We should bristle when a patient that works 40 hours a week cannot afford health insurance.  If it bothers us, then we should take action.  We can choose to live in quadrant II; we can choose to volunteer; to work with colleagues in our localities to formulate call-sharing arrangements that put patient care and family time ahead of competition and financial gain; to spend time with our families, demand time off, even if it hurts the bottom line; we can choose to become involved in organized medicine, in community groups, in mentoring, in staying informed, in speaking out, in voting.  

In a thoughtful piece for the Wall Street Journal, Dr. Abraham Verghese invokes a well-known painting by Sir Luke Filde entitled ‘The Doctor’; it shows a doctor sitting thoughtfully by the bedside of a dying girl, her parents looking on in worried grief.  That painting, based on a true event, illustrates “what patients want of their doctors and what most of us wanted to offer when we felt the calling to medicine: the opportunity to be fully present at the bedside, to bring the human comfort that only the presence of an attentive physician can bring, to convey to patient and family the unspoken promise, ‘I will stay with you through thick and thin.’” [18]. Contrast that with a doctor who would be willing to remove the tonsils of a child in whom conservative management would have been better.  Contrast that with a hasty ICU or hospital or office or nursing home visit. Contrast that with that all-too-common “there’s nothing we can do for you.”

The good news is, the most important healthcare reform doesn’t have to wait on Washington, or on anything, really.  The real secret to healthcare reform lies on the inside – of us, me and you -- Doctor.

REFERENCES:

1. America’s Affordable Health Choices Act, U.S. Congress, August 2009.

2. Arnst, Catherine.  The family doctor: a remedy for health care cost? Business Week. 25 June 2009.

3. Ault, Alicia. ED physicians wary of medical homes impact. Family Practice News. 15 Sept. 2008.

4. Baker, H., T. Daschle, B. Dole. Crossing Our Lines: Working together to reform the U.S. Health System. June 2009. Bipartisan Policy Center. BPCLeadersProject.org.

5. Blumenthal, David. Testimony before Health and Human Services Committee on Small Business, Subcommittee on Regulations and Healthcare, June 14, 2009.

6. Covey, Franklin. 1989. The 7 habits of highly effective people.  Fireside / Simon and Schuster.

7. Crosson, Francis J. 21st Century Healthcare:  the Case for Integrated Care Systems. NEJM 23 Sept. 2009.

8. Davis, Karen. Slowing the growth of healthcare costs: learning from international experience.  NEJM 23 October 2008.

9. Farnam, T.W.  Social Security, Medicare face insolvency sooner.  Wall Street Journal, 19 May 2009.

10. Foxhall, Lewis E.  When taking on health care reform, first, do no harm.  Letter to the editor, Houston Chronicle, August 5, 2009.

11. Gawande, Atul. The Cost Conundrum: what a Texas town can teach us about health care. New Yorker. 1 June 2009.

12. Hilzenrath, D. Senate panel hears of insurers’ wrongs. Washington Post, 15 June 2009.

13. ‘Medicare and the Sustainable Growth Rate’ web slide presentation, Committee on Legislation and Advocacy and American Medical Association Student Section; http://www.ama-assn.org/ama1/pub/upload/mm/15/cola_medicare_pres.pdf 

14. Organizing for America, Health Care Reform flyer, printed June 2009, healthcare.barackobama.com. 

15. Østbye, T., MD, PhD, K. S. H. Yarnall, et al. Is There Time for Management of Patients With Chronic Diseases in Primary Care? Annals of Family Medicine 3:209-214 (2005).

16. Sen. Max Baucus’ America’s Healthy Future Act, First Version, U.S. Congress, July 2009.

17. Schroeder, S.A.  We can do better – improving the health of the American people. NEJM. 20 Sept. 2007.

18. Verghese, Abraham. The myth of prevention. Wall Street Journal. 20 June 2009.

19. 2008 Republican Platform; printed from www.gop.com June 2009.

