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This book is dedicated to

 

President Dwight D. Eisenhower 

 for reasons set forth in chapter 1.




Prologue:

A Moral Question

IF NIKKI WHITE HAD BEEN A RESIDENT OF ANY OTHER  rich country, she would be alive today.

Around the time she graduated from college, Monique A. “Nikki” White contracted systemic lupus erythematosus; that’s a serious disease, but one that modern medicine knows how to manage. If this bright, feisty, dazzling young woman had lived in, say, Japan—the world’s second-richest nation—or Germany (third richest), or Britain, France, Italy, Spain, Canada, Sweden, etc., the health care systems there would have given her the standard treatment for lupus, and she could have lived a normal life span. But Nikki White was a citizen of the world’s richest country, the United States of America. Once she was sick, she couldn’t get health insurance. Like tens of millions of her fellow Americans, she had too much money to qualify for health care under welfare, but too little money to pay for the drugs and doctors she needed to stay alive. She spent the last months of her life frantically writing letters and filling out forms, pleading for help. When she died, Nikki White was thirty-two years old.

“Nikki didn’t die from lupus,” Dr.Amylyn Crawford told me.“It was a lack of access to health care that killed Nikki White.” Dr. Crawford is a family physician at a no-frills community health center in an old strip mall in a downscale section of Kingsport, Tennessee. She sees lots of hard cases. Still, she couldn’t stop sobbing as she recalled her late patient Monique White: “I told Nikki that she had lupus. But I also told her that a diagnosis of lupus is not a death sentence. If Nikki had not lost her health insurance, she’d be alive today.”

Later in this book, we’ll take a detailed look at Nikki White’s tragic encounter with America’s health care system. But the larger tragedy is that Ms. White is not alone. Government and academic studies report that more than twenty thousand Americans die in the prime of life each year from medical problems that could be treated, because they can’t afford to see a doctor. On September 11, 2001, some three thousand Americans were killed by terrorists; our country has spent hundreds of billions of dollars to make sure it doesn’t happen again. But that same year, and every year since then, some twenty thousand Americans died because they couldn’t get health care. That doesn’t happen in any other developed country. Hundreds of thousands of Americans go bankrupt every year because of medical bills. That doesn’t happen in any other developed country either.

Those Americans who die or go broke because they happened to get sick represent a fundamental moral decision our country has made. Despite all the rights and privileges and entitlements that Americans enjoy today, we have never decided to provide medical care for everybody who needs it.The far-reaching health care reform that Congress passed in 2010 is designed to increase coverage substantially—but it will still leave about 23 million Americans uninsured. Even when “Obamacare” takes full effect, the American health care system will still lead to large numbers of avoidable deaths and bankruptcies among our fellow citizens. As we saw in the national debate over that bill, efforts to increase coverage tend to be derailed by arguments about “big government” or  “free enterprise” or “socialism”—and the essential moral question gets lost in the shouting.

All the other developed countries on earth have made a different moral decision. All the other countries like us—that is, wealthy, technologically advanced, industrialized democracies—guarantee medical care to anyone who gets sick. Countries that are just as committed as we are to equal opportunity, individual liberty, and the free market have concluded that everybody has a right to health care—and they provide it. One result is that most rich countries have better national health statistics—longer life expectancy, lower infant mortality, better recovery rates from major diseases—than the United States does.Yet all the other rich countries spend far less on health care than the United States does.

Contrary to conventional American wisdom, most developed countries manage health care without resorting to “socialized medicine.” How do they do it? That’s what this book is about. I set out on a global tour of doctors’ offices and hospitals and health ministries to see how the other industrialized democracies organize health care systems that are universal, affordable, and effective.

My global quest made it clear that the other wealthy democracies can show us how to build a decent health care system—if that’s what we want. The design of any nation’s health care system involves political, economic, and medical decisions. But the primary issue for any health care system is a moral one. If we want to fix American health care, we first have to answer a basic question: Should we guarantee medical treatment to everyone who needs it? Or should we let Americans like Nikki White die from “a lack of access to health care”? Once we settle that point, the nations we’ll visit in this book can show us how to manage the mechanics of universal health care. We don’t need a carbon copy of any particular country’s health care system; rather, we can draw valuable lessons from each of the models described in this book. If Americans can find the political will to provide health care for everybody, the rest of the world can show us the way.




ONE

A Quest for Two Cures

MRS. RAMA CAME SWEEPING INTO MY HOSPITAL ROOM with the haughty grandeur of a Brahmin empress, wearing a salmon pink sari and leading a retinue of assistants, interpreters, and equipment bearers. It wasn’t exactly medical equipment they were carrying, because Mrs. Rama wasn’t exactly a doctor. Still, her professional services were considered an essential element of the medical regimen at India’s famous Arya Vaidya Chikitsalayam, the Mayo Clinic of traditional Indian medicine. Indeed, Mrs. Rama’s diagnostic work is covered by Indian medical insurance. As she set up her equipment—on a painted wooden board, she carefully arranged a collection of shells, rocks, and statuettes of Hindu gods—Mrs. Rama told me that she was connected to the clinic’s Department of Yajnopathy, an ancient Indian specialty that roughly equates to astrology. Her medical role was to ascertain my place in the cosmos; in that way, she could determine whether the timing was propitious for me to be healed. Any fool could see, she explained in matter-of-fact tones, that it would be a mistake to proceed with medical treatment if the stars in heaven were aligned against me.

For all her majestic self-assurance, Mrs. Rama did not immediately inspire confidence in her patient.After asking some basic questions, she shuffled the stones and statuettes around her checkerboard and launched into my diagnosis. “In the summer of 1986, you got married,” she declared firmly. Well, not exactly. In the summer of 1986, my wife and I celebrated our fourteenth wedding anniversary; by then we had three kids, a dog, and a minivan.“In 1998,” she went on,“you were far from home and were treated for serious illness.” Well, not exactly. Our American family was, in fact, living in London in 1998; but in that whole year, I never saw a doctor.

Mrs. Rama kept talking, but I stopped listening. To me, the stones and shells and statues all seemed preposterous. Still, I kept my mouth shut. If Indian medicine required yajnopathic analysis before health care could begin (and Mrs. Rama did eventually conclude that the timing was propitious for treatment), that was fine with me. I was willing to go along, in pursuit of the greater goal. For I had traveled to the Arya Vaidya clinic—it’s in the state of Tamil Nadu, at the southern tip of the subcontinent, where the Bay of Bengal meets the Arabian Sea—on a kind of medical pilgrimage. I was on a global quest, searching for solutions to two different health problems, one personal and one of national dimensions.

On the personal level, I was hoping to find some relief for my ailing right shoulder, which I bashed badly decades ago as a seaman, second class, in the U.S. Navy. In 1972, a navy surgeon (literally) screwed the joint back together, and that repair job worked fine for a while. Over time, though, the stainless-steel screw in my clavicle loosened; my shoulder grew increasingly painful and hard to move. By the first decade of the twenty-first century, I could no longer swing a golf club. I could barely reach up to replace a lightbulb overhead or get the wine-glasses from the top shelf. Yearning for surcease from sorrow, I took that bum shoulder to doctors and clinics—including Mrs. Rama’s  chikitsalayam—-in countries around the world.

The quest began at home. I went to a brilliant American orthopedist, Dr. Donald Ferlic, a specialist who had skillfully repaired another broken joint of mine a few years back. Dr. Ferlic proposed a surgical intervention that reflects precisely the high-tech ethos of contemporary American medicine. This operation—it is known as a total shoulder arthroplasty, Procedure No. 080.81 on the National Center for Health Statistics’ roster of “clinical modifications”—would require the orthopedist to take a surgical saw, cut off the shoulder joint that God gave me, and replace it with a man-made contraption of silicon and titanium. This new arthroplastic joint would be hammered into my upper arm and then cemented to my clavicle. The doctor was confident that this would reduce my shoulder pain—orthopedic surgeons tend to be confident by nature—but I had serious reservations about Procedure No. 080.81. The saws and hammers and glue made the operation sound rather drastic. It would cost tens of thousands of dollars (like most major medical procedures in the United States, the exact price was veiled in mystery). The best prognosis I could get was that the operation might or might not give me more shoulder movement. And when I asked Dr. Ferlic what could go wrong in the course of a total arthroplasty, he was completely honest. “Well, you have all the risks that go with major surgery,” he answered frankly. And then he listed the risks: Disease. Paralysis. Death.

With that, a certain skepticism crept into my soul about this high-tech medical intervention. I departed my American surgeon’s office and took my aching shoulder to other doctors, doctors all over the globe. Over the next year or so, I had my blood pressure and temperature taken in ten different languages. I ran into a world of different diagnostic techniques, ranging from Mrs. Rama and her star charts to a diligent, studious doctor (we’ll meet him in chapter 9) who told me he couldn’t possibly analyze my medical condition without tasting my urine. In Taipei, an acupuncturist twirled her needles in my left knee to treat the pain in my right shoulder. The shoulder itself was  examined, X-rayed, patted, poked, palpated, massaged, and manipulated in countless ways. Some of these treatments worked, more or less; as we’ll see in chapter 9, Mrs. Rama’s colleagues at the chikitsalayam were helpful. Others proved no help at all.

 

 

THIS WAS NOT A major disappointment, though, because that aching shoulder was really just a secondary impetus for my medical odyssey. It would be ridiculous, after all, to go all the way to the southern tip of India—not to mention London, Paris, Berlin, Tokyo, and so on—to get treatment for a sore shoulder that isn’t, frankly, all that sore. The stiffness is tolerable most of the time. I have another arm to use for changing lightbulbs or getting glasses off the shelf. I don’t have a golf swing anymore, but even when I could swing a club I was a rotten golfer.

So the shoulder was not my top priority. Rather, the primary goal of my travels was to find a solution to a much bigger medical problem. It’s a national problem—a national scandal, really—that is undermining the physical and fiscal health of every American. With help from many scholars and the Kaiser Family Foundation, I traveled the world searching for a prescription to fix our country’s seriously ailing health care system. As Nikki White’s experience demonstrates, it’s fundamentally a moral problem:We’ve created a health care system that leaves millions of our fellow citizens out in the cold. Beyond the issue of coverage, however, the United States also performs below other wealthy countries in matters of cost, quality, and choice.

Most Americans can remember when our politicians used to boast—and we used to believe—that the United States had “the finest health care system in the world.” Today, any U.S. politician who dared to make that claim—it was last heard in a State of the Union address in 2002—would be hooted out of the room. Americans generally recognize now that our nation’s health care system has become excessively  expensive, ineffective, and unjust. Among the world’s developed nations, the United States stands at or near the bottom in most important rankings of access to and quality of medical care. In 2000, when a Harvard Medical School professor working at the World Health Organization developed a complicated formula to rate the quality and fairness of national health care systems around the world, the richest nation on earth ranked thirty-seventh.1 That placed us just behind Dominica and Costa Rica, and just ahead of Slovenia and Cuba. France came in first. (For more about the WHO’s global ranking, see the appendix.)

The one area where the United States unquestionably leads the world is in spending. Even countries with considerably older populations than ours, with more need for medical attention, spend much less than we do. Japan has the oldest population in the world, and the Japanese go to the doctor more than anybody—about fourteen office visits per year, compared with five for the average American. And yet Japan spends about $3,400 per person on health care each year; we burn through $7,400 per person. 



HEALTH EXPENDITURE AS A PERCENTAGE OF GDP, 2005
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Sources: OECD Health at a Glance, 2009; Government of Taiwan.

There’s nothing particularly wrong with spending a lot of money on something important, as long as you get a decent return for what you spend. It’s certainly not wasteful to spend money for effective medical treatment. If a dentist who was about to drill a tooth offered her patient a choice between listening to pleasant music for free to lessen the pain, or a shot of Novocain for $50, most people would pay for the shot and would probably get their money’s worth. And there’s nothing wrong with paying more for better performance. Those fifty-two-inch high-definition plasma televisions that people hang on the family room wall these days cost five times what a top-of-the-line set would have cost ten years ago, but buyers are willing to shell out the extra money because the enhanced viewing quality is worth the price.

When it comes to medical care, though, Americans are shelling out the big bucks without getting what we pay for. As we’ll see shortly, the quality of medical care that Americans buy is often inferior to the treatment people get in other countries. And patients know it. Surveys show that Americans who see a doctor tend to be less satisfied with their treatment than Britons, Italians, Germans, Canadians, or the Japanese—even though we pay the doctor much more than they do.2

When Barack Obama entered the White House in January of 2009, it seemed as if the stars were aligned and the timing was propitious for the United States to establish a new national health care system. Obama had made health care reform a central pillar of his presidential campaign, and exit polls on election day in 2008 showed that nearly 80 percent of voters wanted substantial changes in the U.S. medical system.3 In fact, though, the new president’s health care proposals prompted ferocious national debate and finally squeaked through Congress without a single vote to spare. So many compromises had to be made along the way to passage that the new bill still falls short of universal coverage.

The thesis of this book is that we can find cost-effective ways to cover every American by borrowing ideas from foreign models of health care. For me, that conclusion stems from personal experience. I’ve worked overseas for years as a foreign correspondent; our family has lived on three continents, and we’ve used the health care systems in other wealthy countries with satisfaction. But many Americans intensely dislike the idea that we might learn useful policy ideas from other countries, particularly in medicine. The leaders of the health care industry and the medical profession, not to mention the political establishment, have a single, all-purpose response they fall back on whenever somebody suggests that the United States might usefully study foreign health care systems: “But it’s socialized medicine!”4

This is supposed to end the argument. The contention is that the United States, with its commitment to free markets and low taxes, could never rely on big-government socialism the way other countries do. Americans have learned in school that the private sector can handle things better and more efficiently than government ever could. In U.S. policy debates, the term “socialized medicine” has been a powerful political weapon—even though nobody can quite define what it means. The term was popularized by a public relations firm working for the American Medical Association in 1947 to disparage President Truman’s proposal for a national health care system. It was a label, at the dawn of the cold war, meant to suggest that anybody advocating universal access to health care must be a communist. And the phrase has retained its political power for six decades.

There are two basic flaws, though, in this argument.

1. Most national health care systems are not “socialized.”As we’ll see, many foreign countries provide universal health care of high quality at reasonable cost using private doctors, private hospitals, and private insurance plans. Some countries offering universal coverage have a smaller government role than the  United States does. Americans switch to government-run Medicare when they turn sixty-five; in Germany and Switzerland, seniors stick with their private insurers no matter how old they are. Even where government plays a large role, doctors’ offices are operated as private businesses. As we’ll see in chapter 7, my doctor in London, Dr. Ahmed Badat, was nobody’s socialist; he was a fiercely entrepreneurial capitalist who regularly found ways to enhance his income within the National Health Service. Many countries have privately owned hospitals, some run by charities, some for profit; Japan has more for-profit hospitals than the United States.In short, the universal health care systems in developed countries around the world are not nearly as “socialized” as the health insurance industry and the American Medical Association want you to think.


2. “Socialized medicine” may be a scary term, but in practice, Americans rather like government-run medicine. The U.S. Department of Veterans Affairs is one of the world’s purest models of socialized medicine at work. In the Medicare system, covering about 44 million elderly or disabled Americans, the federal government makes the rules and pays the bills.And yet both of these “socialized” health care systems are enormously popular with the people who use them and consistently rate high in surveys of patient satisfaction. During the debate over “Obamacare,” even those who complained most angrily about a “government takeover of health care” insisted that Medicare and the VA must continue to be government-run systems.
So the problem isn’t “socialism.” The real problem with those foreign health care systems is that they’re foreign. That offends the mind-set—sometimes referred to as American exceptionalism—that says our strong, wealthy, and enormously productive country is sui  generis and doesn’t need to borrow any ideas from the rest of the world. Anybody who dares to say that other countries do something better than we do is likely to be labeled unpatriotic or anti-American; I’ve run into that charge myself. Of course, this is nonsense. The real patriot, the person who genuinely loves his country, or college, or company, is the person who recognizes its problems and tries to fix them. Often, the best way to solve a problem is to study what other colleges, companies, or countries have done.And the fact is,Americans often do look overseas for good ideas. We have borrowed numerous foreign innovations that have become staples of American daily life: public broadcasting, text messaging, pizza, sushi, yoga, reality TV, The Office, and even American Idol.

The academics have a term for this approach to problem-solving: “comparative policy analysis.” The patron saint of comparative policy analysis was an American military hero who went on to become our thirty-fourth president: Dwight D. Eisenhower. That’s why this book is dedicated to his memory.

When Eisenhower became president, in 1953, the key domestic issue was the sorry state of the nation’s transit infrastructure. Almost all major highways then were two-lane country roads designed primarily to get farmers’ crops to the nearest market. Interstate travel was a torturous ordeal, marked by rickety bridges and long stretches of mud or gravel between intermittent paved sections. As postwar America embraced the automobile, it was clear that vast improvements were required. And most of the forty-eight states already had highway plans on the books. For the most part, those blueprints called for networks of two-lane highways that would run through the downtown Main Street of every city along the route. These were perfectly reasonable plans for the time. But Eisenhower, who recognized the value of comparative policy analysis, had a better idea.

As Supreme Allied Commander during World War II, Ike had commanded the long push by American and British soldiers toward  Berlin after the D-day landings in June 1944. By the spring of 1945, the Allies had battled their way across France to Germany’s western border. Eisenhower’s strategic plan envisioned months of painful slogging across a shattered German countryside. But then his forward commanders reported an amazing discovery: a broad ribbon of highway, the best road system anybody had ever seen, stretching straight through the heart of Germany. This was the autobahn network, built in the 1930s, which featured four-lane highways; overpasses and ramped interchanges to avoid intersections; and rest areas for refueling every hundred miles or so. Once Eisenhower’s trucks, tanks, and troop carriers found the superhighway, they moved much faster than Ike had planned. By early May of 1945, the war in Europe was over.

Those German roads came to mind when, in 1953, President Eisenhower was presented with rather timid plans for a two-lane highway network across America. “After seeing the autobahns of modern Germany, and knowing the assets those highways were to the Germans,” he wrote in his memoirs, “I decided, as President, to put an emphasis on this kind of road-building. I made a personal and absolute decision to see that the nation would benefit from it. The [American plans] had started me thinking about good, two-lane highways, but Germany had made me see the wisdom of broader ribbons across the land.”5 So Eisenhower built those “broader ribbons”: a state-of-the-art network designed to a single national standard, with four-lane divided highways; overpasses and ramped interchanges to avoid intersections; and rest areas for refueling every hundred miles or so. There was considerable debate about how to pay for this hugely ambitious engineering project. A giant bond issue was proposed. But in those more innocent times, it was considered irresponsible for the federal government to run up large debts; in the end, Ike settled on a highway trust fund financed by gasoline taxes.

Today, the interstates—formally designated the Dwight D. Eisenhower System of Interstate and Defense Highways—comprise 47,000  miles of road, 55,500 bridges, 14,750 interchanges, and zero stop-lights. The system has spawned such basic elements of American life as the suburb, the motel, the chain store, the recreational vehicle, the automotive seat belt, the spring-break trek to Florida, the thirty-mile commute to work, and, on the dark side, the two-mile-long traffic jam. It’s one of the finest highway networks in the world—and nobody seems to care that the basic idea was copied from the Nazis.6

 

 

EISENHOWER, THE PRAGMATIC COMMANDER, was willing to borrow a good policy idea, even if it had foreign lineage. In the same spirit, my sore shoulder and I hit the road, looking for good ideas for managing a nation’s health care. But where should I look?




TWO

 Different Models, Common Principles

EACH NATION’S HEALTH CARE SYSTEM IS A REFLECTION OF its history, politics, economy, and national values. Canada’s universal program is notorious for keeping patients on waiting lists; but Canadians, with their egalitarian traditions, have decided they would rather keep patients waiting in line—as long as everybody waits about the same amount of time—than see some people get treatment immediately and some not at all. The British are adamant that nobody should have to pay a medical bill. The UK’s National Health Service has always held true to its founding principle:“Free at the point of service.” But just twenty-five miles across the Channel, the French are equally adamant that people should pay some fee for virtually every medical service, even though that fee will be reimbursed in whole or part in a matter of days by the insurance system. British women tend to have their babies at home; Japanese women, in contrast, almost always give birth in the hospital—and mother and child remain there for five to ten days after delivery.

Fortunately, for all the local variations, health care systems tend to  follow general patterns. In some models, government is both the provider of health care and the payer. In others, doctors and hospitals are in the private sector but government pays the bills. In still other countries, both the providers and the payers are private. There are four basic arrangements:




THE BISMARCK MODEL 

This system—found in Germany, Japan, Belgium, Switzerland, and, to a degree, in Latin America—is named for the Prussian chancellor Otto von Bismarck, who invented the welfare state as part of the unification of Germany in the nineteenth century. Despite its European heritage, the model would look familiar to Americans. In Bismarck countries, both health care providers and payers are private entitites. The model uses private health insurance plans, usually financed jointly by employers and employees through payroll deduction. Unlike the U.S. health insurance industry, though, Bismarck-type plans are basically charities: They cover everybody, and they don’t make a profit. The doctor’s office is a private business, and many hospitals are privately owned. Although this is a multipayer model (Germany has more than two hundred funds), tight regulation of medical services and fees gives the system much of the cost-control clout that the single-payer Beveridge Model (see below) provides.




THE BEVERIDGE MODEL 

This arrangement is named after William Beveridge, a daring social reformer (we’ll meet him in chapter 7) who inspired Britain’s National Health Service. In this system, health care is provided and financed by the government, through tax payments. There are no medical bills;  rather, medical treatment is a public service, like the fire department or the public library. In Beveridge systems, many (sometimes all) hospitals and clinics are owned by the government; some doctors are government employees, but there are also private doctors who collect their fees from the government. These systems tend to have low costs per capita, because the government, as the sole payer, controls what doctors can do and what they can charge.

Countries using the Beveridge Model, or variations on it, include its birthplace, Great Britain, as well as Italy, Spain, and most of Scandinavia. Hong Kong still has its own version of Beveridge-style national health care, because the populace simply refused to give it up when the Chinese took over the former British colony in 1997. The Beveridge Model, with government holding almost all the cards, is probably what Americans have in mind when they talk about “socialized medicine.” Although this welfare-state approach to health care seems thoroughly European, the two purest examples of the Beveridge Model—or “socialized medicine”—are both found in the Western Hemisphere: Cuba and the U.S. Department of Veterans Affairs. In both of those systems, all the health care professionals work for the government in government-owned facilities, and patients generally receive no bills.




THE NATIONAL HEALTH INSURANCE MODEL 

This system has elements of both Bismarck and Beveridge:The providers of health care are private, but the payer is a government-run insurance program that every citizen pays into. The national, or provincial, insurance plan collects monthly premiums and pays medical bills. Since there’s no need for marketing, no expensive underwriting offices to deny claims, and no profit, these universal insurance programs tend  to be cheaper and much simpler administratively than American-style private insurance. As a single payer covering everybody, the national insurance plan tends to have considerable market power to negotiate for lower prices. NHI countries also control costs by limiting the medical services they will pay for or by making patients wait to be treated.

The paradigmatic NHI system is Canada’s; its universal application and its equal treatment for all satisfy Canada’s national sense of community. Australia and some newly industrialized nations, including Taiwan and South Korea, have adopted variations on the NHI model.




THE OUT-OF-POCKET MODEL 

Only the developed, industrialized nations—perhaps forty of the world’s two hundred countries—have any established health care payment systems. Most of the nations on the planet are too poor and too disorganized to provide any kind of mass medical care. The basic rule in such countries is simple, and brutal: The rich get medical care; the poor stay sick or die. In poor countries, the well-to-do and the well-connected, such as government officials, can usually find a doctor and pay for care, at least in the big cities. In rural regions of Africa, India, China, and South America, hundreds of millions of people go their whole lives without ever seeing a doctor. They may have access, though, to a village healer (such as the one we’ll meet in chapter 9) who practices traditional medicine using home-brewed remedies that may or may not be effective against disease.

A hallmark of these no-system countries is that most medical care is paid for by the patient, out of pocket, with no insurance or government plan to help. Generally, the world’s poorest countries have the highest percentage of out-of-pocket payment for health. Out-of-pocket payments account for 91 percent of total health spending in Cambodia, 85 percent in India, and 73 percent in Egypt. In contrast, the figure for  Britain is 3 percent. The United States, with more than 45 million uninsured, ranks fairly high among wealthy countries on this scale, with 17 percent of health care costs funded by out-of-pocket payments.1

 

 

THESE FOUR MODELS SHOULD be fairly easy for Americans to understand, because we have elements of all of them in our convoluted national health care apparatus:• For most working people under sixty-five, we’re Germany  or Japan. In standard Bismarck Model fashion, the worker and the employer share the premiums for a health insurance policy. The insurer picks up most of the tab for treatment, with the patient either making a co-payment or paying a percentage.
• For Native Americans, military personnel, and veterans, we’re Britain, or Cuba. The VA and much of the Pentagon’s Tri-Star system involve doctors who are government employees working in government-owned clinics and hospitals. Following the Beveridge Model, Americans in these systems never get a medical bill. The Indian Health Service also provides free care in government clinics.
• For those over sixty-five, we’re Canada. U.S. Medicare is essentially a National Health Insurance scheme, with the near-universal participation and the low administrative costs that characterize such systems. Americans with end-stage renal disease, regardless of age, are also covered by Medicare; this group had enough political clout to get what it wanted from Congress, and the “dialysis community” opted for coverage under the government-run NHI system.
• For the 45 million uninsured Americans, we’re Cambodia,  or Burkina Faso, or rural India. These people have access to  medical care if they can pay the bill out of pocket at the time of treatment, or if they’re sick enough to be admitted to the emergency ward at a public hospital, or if they have access to a charity clinic.
• And yet we’re like no other country, because the United States maintains so many separate systems for separate classes of people, and because it relies so heavily on for-profit private insurance plans to pay the bills. All the other countries have settled on one model for everybody, on the theory that this is simpler, cheaper, and fairer. With its fragmented array of providers and payers and overlapping systems, the U.S. health care system doesn’t fit into any of the recognized models.



UNDERSTANDING THE four basic models significantly narrows down the global study of health care systems. When I set out looking for ideas and approaches we could borrow to fix American health care, I didn’t have to go to two hundred different countries. I didn’t even have to go to all thirty-six of the countries that rated higher than the United States when the World Health Organization compiled its rankings of the world’s best health care systems. As admirable as medicine may be in places like San Marino (No. 11 on the WHO list) and Andorra (No. 21), it didn’t seem particularly useful to study nations with populations smaller than Pittsburgh’s.

Rather, I focused mainly on big countries with political, economic, and educational structures like ours: free-market democracies that have embraced the high-tech world. I wanted to see examples of each of the standard models: Bismarck, Beveridge, National Health Insurance, and Out-of-Pocket. I tried to choose countries that had faced, and tried to solve, the same basic problems facing our health care system, like an aging population and the rapidly escalating costs of modern  medicine and drugs.And I wanted to visit health care systems that have been recognized, in the WHO study and other global surveys, as generally excellent. That way, I would find the world’s best medical practices—and put my sore shoulder in good hands at the same time.

In the end, those criteria steered me to France, Germany, and Japan (all Bismarck) and to Britain (Beveridge) and Canada (NHI). I went to three Bismarck Model nations on the theory that this private-sector approach is the most familiar to most Americans and thus the most likely to be chosen as a model when America finally decides to provide universal health care. To see how things work in the out-of-pocket world, I set off for India as well, where Mrs. Rama predicted, accurately, that my right shoulder could be successfully treated.

But even if we found good ideas in those other countries, could the United States find the political will at home to use them? One basic political truth about American health care is that our system is strongly resistant to change. The vested interests that are doing well in the health business now—insurance companies, hospital chains, pharmaceutical companies—have blocked significant restructuring of our system.

But then, every industrialized democracy has vested interests that resist change. So I went to Switzerland and Taiwan, two countries that recently overcame the political hurdles and reformed their health care systems. The key lesson I took from those countries is that fundamental change would be easier to implement than our timid politicians seem to believe.

 

 

EVEN THOUGH I FOCUSED on fairly similar countries—rich,capitalist democracies—I found an enormous variety of systems, methods, and philosophies in the way health care is provided and paid for. I found lavish, chrome-plated hospitals and clinics, as well as spartan, bare-bones facilities. But common threads wove through all these systems, most of which made me optimistic about the prospects for major  improvements in our own health care arrangements. If we could import these common principles from the other rich countries, our health care system would work better for patients, providers, payers, and the American economy.




COVERAGE 

All the developed countries I looked at provide health coverage for every resident, old or young, rich or poor. This is the underlying moral principle of the health care system in every rich country—every one, that is, except the United States. Some Americans get great health care. Some, like Nikki White, get little or none. And these disparities have a racial element. Blacks and Hispanics are less likely than whites to get treatment for serious disease and more likely to die from the illness. A universal health care network, like those in place in Europe and East Asia, would eliminate this basic inequality in American life.

Coverage for everybody would be fairer for the American people, and it would be fairer for American employers that provide health insurance for their workers. Since many companies don’t do that—and the number of companies opting out of the health insurance system is growing, because the premiums are so costly—the employers who do provide insurance face a cost disadvantage against their competitors. The 2010 health reform act provides subsidies to help small employers provide health coverage, but our system still penalizes employers who are decent enough to their workers to buy insurance.

Another aspect of fairness in the delivery of medical care concerns decisions about which drugs or treatments or technology can be used and which patients can get them—that is, the rationing of health care. In American political debates, “rationing” is treated as a bad word. In fact, every country rations care, including the United States, as Nikki White learned so painfully. A British health minister, John Reid,  explained the concept to me with a simple phrase: “We cover everybody, but we don’t cover everything.”

The key questions:Who makes those access-to-treatment decisions, and how uniformly are they applied? Should the system spend its money to keep a ninety-five-year-old Alzheimer’s patient alive until he’s ninety-six? Should an ailing eighty-four-year-old get the same intensive treatment for breast cancer that is provided to an otherwise healthy forty-four-year-old? Should the health system, or the insurance plan, pay for Viagra? For Botox? In a health care system that offers universal coverage, these decisions tend to be made uniformly for everybody, often by a governmental body acting transparently. (The British government unit that makes these life-or-death decisions is called, with a nice irony, NICE, an acronym for National Institute for Health and Clinical Excellence.) In the United States, such decisions are made, often in secret, by scores of different insurance companies. One person may get coverage for a potentially life-saving operation, while the next person doesn’t. This may be a boon to the person with the more generous insurance policy, but it’s not particularly fair.




QUALITY 

Even though they spend considerably less, the other industrialized countries produce better results, in terms of overall national health and longevity, than American medicine does. In the next chapter, we’ll look at some studies that have made such comparisons.




COST 

Many Americans are worried that a national health care system with universal coverage would be an expensive proposition for the  United States. In fact, a better-organized system, covering everybody, would almost certainly cut our health care costs—after all, every other rich nation’s health care system is cheaper than ours. Americans also tend to believe that the private sector can run a medical system for less money than government can; all the evidence from around the world suggests the opposite.

Reducing our health care costs, in turn, would reduce the competitive disadvantage faced by American companies because of the health insurance coverage they have to provide for their employees. American auto executives argue that each luxury car produced in the United States—a Cadillac, for example, or a Lincoln—has about $2,500 of employee health care cost built into its price structure, while the figure for a competing car produced overseas is zero dollars.2 That claim makes for a dramatic PowerPoint chart, but it’s not accurate. Japanese and German automakers pay health insurance premiums for their workers, just as Ford and GM do. (In fact, Japanese companies often build and run hospitals for their workers;Toyota has several of them in Toyota City, just outside Nagoya.) Canadian companies, British companies, and others pay for their national health care program through payroll taxes and corporate income taxes. But because those foreign health care systems cost so much less to run than ours, foreign competitors pay far less for health coverage than American companies do.




CHOICE 

Some national health care systems limit a patient’s choices—of doctors, hospitals, treatments—in order to save money.American health insurance plans and Medicare do the same thing, with their “provider networks,” “approved formularies,” and so on. The striking fact is that many countries provide more choice than most Americans have. When my family lived in Britain, there was no predetermined “network” to  restrict our choice of a family doctor; the National Health Service let us go just about anywhere. We picked the clinic that was right down the street, but we didn’t have to. In France, it’s a basic rule that patients can go to any doctor or any hospital they choose, anywhere in France. In Japan, too, all insurance plans are required to pay the bills of any doctor or clinic in the entire country; the patient, not the insurance plan, decides which doctor to use.

Some countries offer no choice in health insurance; you take the plan your employer, or your local government, provides. But in Germany, Switzerland, and the Netherlands, any resident can choose any insurance plan on the market—and change to a new plan on short notice. That’s a wider choice of health insurance than any American has.

 

 

ONE OTHER CONSTANT I found under all models is that every country on earth faces difficult problems in providing medical care to its people. Nobody’s system is perfect. There are health care horror stories in every wealthy country—and they’re true. All national health systems, even those that do their job well, are fighting a desperate battle these days against rising costs. We live in a technological age, and technology—in the form of new miracle drugs, new medical devices (e.g., man-made shoulders), and new procedures—plays a huge role in modern medicine. This is unquestionably a good thing; people are living longer, healthier lives than they could have without these high-tech medical advances. But it is also an expensive thing. One result has been a seemingly endless round of “health care reform” proposals in the developed nations as governments look for ways to deal with increased medical expenses without denying their population the benefits of new medical breakthroughs. In every rich country, there is so much money floating through the health care system that some people  can’t resist the temptation to cheat. All the nations I visited have their share of frauds and scams on par with the American experience.

Bitter contention over health care and its financing is so common nowadays that the American economist Tsung-Mei Cheng has formulated, with tongue only partly in cheek, the Universal Laws of Health Care Systems:1. “No matter how good the health care in a particular country, people will complain about it.”
2. “No matter how much money is spent on health care, the doctors and hospitals will argue that it is not enough.”
3. “The last reform always failed.”3 


Everywhere I went on my global quest, I found that Cheng’s Universal Laws held true.

But for all their problems, the other industrialized countries tend to do better than the United States on basic measures of health system performance: coverage, quality, cost control, choice. This was the most surprising and infuriating discovery of my global quest—that the United States of America performs so poorly in this fundamental area of human life. In industry, finance, music, science, arts, academics, athletics,Americans can match or surpass any other country. Why can’t we do that when it comes to health care? What are we doing wrong?
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