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IN THIS ISSUE
In our prior issue, Health Care Part I, we were unable to provide as full an evaluation of the
health issue in our society as its financial, medical, social and political impacts deserve. Throughout
America there exists a widening gap between our political rhetoric and our public awareness of this
issue. Hopefully, our comments will contribute to shrinking this information “donut hole”
This issue marks the completion of our first five years of commentary during which our primary concern has been the growing failure of many of our public and private institutions to properly
protect those whom they were designed to serve.

IN OUR NEXT ISSUE
In the series ahead we will observe how these institutional failures impact our government’s
policy mechanism. WHO LOST AMERICA?© will be the title of our next issue, and in it we will begin to
analyze the forces that have led to our present political polarization with its disastrous effect on
the formation and conduct of our domestic and foreign policies.

HEALTH CARE, USA - part II
To try to come to grips with the health care
issue we have had to pose a very simple question —
What is it really all about? And while the question
may be simple, its answer is anything but. It is about
life and death; corporate profits; political theory
(i.e., capitalism vs. socialism), population, ethnicity,
economics and fairness (who pays and how much?).
It is also about technology; fiscal management
— how and from whom does the government obtain



necessary funds; government, itself, in the defining
of state and federal roles; and efficiency. And, as if
these were not enough, it is also about our national
self; about the way we define ourselves, our society
and our goals. All in all, rather a mixed bag many
elements of which are of recent origin.
Transition from a newborn nation to sole
superpower is not an easy process. To be successful
it requires that we set good governance as a priority,

and that we elect people with the will and ability
to pursue it, not just engage in endless bouts of
Republican vs. Democrat ideology along the line of
“the government is always wrong and the private
sector always right.”
Can we adapt the principles of our founding
to the many and varied changes of circumstance
that inform health care today and that we and our
government must face? For we must recognize that
many other governments/societies/empires have
failed this test even in simpler times.

unable to provide a precise figure for Medicare
fraud, but we now have an estimate from the FBI that
puts the cost of Medicare fraud to the country (i.e. ,
the taxpayers) at from $60 to $100 Billion a year.1
To provide perspective, $100 billion per year is only
about $20 billion less than the annual average of
$120 billion requested and/or granted for the war in
Iraq over the past five years.2 This estimate indicates
both the seriousness of Medicare fraud and why no
health care program will be successful unless its
structure includes a determined effort to prevent
and eradicate fraud:

“ . . . is it the battle, not the
cause, that engages us?”

“There’s (sic) literally millions of ways
to defraud health care” and “criminals
come up with new ways every week.”3

No matter what form our effort takes, if we
choose to make one, it seems evident that offering
it under Republican vs. Democrat labels, in spite of
their long history of usage, will not provide any real
measure of success. Have we become so addicted to
Republican/Democrat party politics that we should
ask “is it the battle, not the cause, that engages
us?”

Recent cases of Medicare fraud which have
been noted in the press include charges of conspiracy,
taking kickbacks, prescribing unnecessary medication
and, by far the most common, submitting fraudulent
claims for equipment, services, treatment, medication,
etc.
The scope of the fraud being applied to
our health care system is beginning to emerge.
Heretofore, we suspect, it has been tolerated as an
unwanted, but too difficult to address, byproduct of
our health care effort.
Given its current size and frequency, any
new legislation will have to include sophisticated
and effective methods of protection and prevention
as well as the most severe penalties allowed under
federal and/or state laws.

*

*

*

			
		

EVER PRESENT FRAUD

	Perhaps, because it derives from flaws of
character, the fraud element of our health care
problem has increasingly captured our attention.
While fraud is a criminal activity and, therefore, can
be associated with our national crime statistics and
behavior, it differs significantly from most other
crimes.
Its commission is non-violent. It requires
more thought and intelligence than the usual “drug
bust” or robbery, and even suggests a somewhat
elite quality to both those who commit and those who
attempt to prevent crimes. And fraud is very much an
act of intent. It is not the product of substandard
economic and social conditions in our failed inner
cities.
In spite of being a “quiet” crime, the financial
impact of fraud, especially in our health care
program, is enormous. In Part I we said we were

*
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It can be said that the world of commerce
is made up of those who scam and those who are
scammed. Statistics and habit lead us to believe
that most scams are committed against the system by
individuals acting alone or in concert.
But this is not always the case. The system
can fight back and can play the role of predator,
rather than target, with considerable skill and often
devastating effect.
In November 2005, federal prosecutors
announced the settlement of civil claims against
Tenet Healthcare, one of the country’s largest
hospital management and operating companies. The

announced amount was $32.5 million which, when
added to prior payments by Tenet in ’03 and ’04 of $54
million and $395 million, totals $481.5 million.4
The basis for this litigation was claims by 647
patients at Tenet’s Redding (CA) Medical Center that
four of its doctors, including its head of cardiac
surgery, had subjected them to “unnecessary invasive
coronary procedures.”
The plaintiffs’ testimony claimed that the
doctors advised patients to undergo cardiac surgery
because it commanded high fees. Proof of this
required the legal determination of intent which
the government could not establish. As a result,
the prosecution settled for massive fines in a civil
action rather than pressing for jail sentences.
The opinion of the federal judge who heard
the case stated: 5

higher single charge rates.
Vigilance and involvement regarding billing
matters are often advised for patients, but this
is not always possible. The patient admitted for
surgery must deal with pre-op prepping, anxiety and
medication. During and after surgery anesthesia,
pain and fatigue act upon both the body and the brain
in a way that concentrates them on recuperation
to the exclusion of other matters. And, of course,
during periods of sedation, whether full or partial,
effective memory and response capability are not
available.
All in all, it becomes progressively clearer
that fraud opportunity is so broad and the rewards
so rich that we can no longer accept it as “just a
cost of doing business” or “a necessary evil”.
Bill Mahon, of the National Healthcare AntiFraud Association, offers this back-up:

“The evidence in this case paints a clear
picture of unmitigated corporate greed
. . . Tenet’s shameless appetite for profit
at the expense of a taxpayer supported
medical system designed to benefit the less
fortunate in society is unconscionable.”

“ In recent years, law enforcement
agencies have even witnessed the
migration of criminals out of drug
trafficking and other lines of crime
into the safer and far more lucrative
business of creating schemes against
Medicare and private health insurance
companies.”7

Tenet admitted no wrong-doing. It has paid other
substantial settlements in the past and additional
litigation may take place.
Consumer Reports (Jan. ’03) in a study of
hospital billing practices warned that there are
many errors which find their way into hospital bills,
usually at a cost to the patient. As an example CR
cited a hospital bill checked by an industry source
which revealed 16 charges incurred over a oneday period of which 6 were incorrect resulting in
excessive billing of $14,307. 6

*

“the range of billing
errors is wide . . .”

One of the erroneous charges discovered
by the professional audit group was for 3.5 hours
of surgery time in the operating room, whereas the
anesthesiologist’s log showed the operation only
took 2.5 hours. Without skilled outside help this
kind of overcharge would go unnoticed. The range
of billing errors is wide and includes charges that
exceed published prices, billing for two or more
items when only one was specified, charging for
cancelled work, overstatement of time spent and
billing multiple charges with a “package” price at
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No revision of our health care structure or
regulations will be effective unless fraud prevention
and punishment are accorded priority status!
And if we were to embark on a genuine overhaul
of the nation’s health care system, might there not
be an opportunity to apply a note of sanity to our
bizarre world of personal identification which
presently consists of a hybrid system with state
issued drivers’ licenses and federally issued Social
Security cards performing different functions.
Drivers’ licenses have a photo, signature,
number and some physical data. They are designed
to verify identity and have become the standard
document, even though they vary from state to state,
for domestic travel, security checks and voting and
commercial identification.
The Social Security card has only a number
and signature and cannot verify identification.
And yet you cannot open a bank account, file a tax
return or take out a mortgage without one. In the
card world it is a bit of a capon, and purposely so

to avoid being labeled a national identity card which
some segments of our society consider offensive to
democracy.
Ergo, we have 50 different identity cards in
the form of drivers’ licenses doing the heavy lifting
of identity verifications without challenging our
form of government. But here, with luck and political
cooperation, we may find the moment and opportunity
to create an effective identity verification instrument
that would combine the advantages of drivers’
licenses and Social Security data and improve the
effectiveness of both instruments.
With any major restructuring of our health
care program, it should be possible to have the
federal entity (i.e., Medicare and/or its successor)
issue a card with the necessary physical data. This
would include DNA, height, age, blood type, retinal
scan, fingerprint, drug or anesthetic allergies, eye
color, photo, etc. As with present Medicare cards,
the individual’s number could be keyed to his/her
Social Security number.
In addition, and solely by voluntary
authorization of the individual, this medical data
card could be encoded to include other information
used for identification that presently is required
by states for licenses or for the Social Security
agency. This information could only be accessed with
the authorization of the individual under normal
circumstances or by federal or state law enforcement
agencies in the course of criminal investigations.
Such an instrument would be of benefit to
all parties and would serve both federal and state
purposes and regulations. If positioned between the
two present identification systems, the convenience
and security it offers to all parties might lead to
its becoming the primary and most widely accepted
means of identification.
And there is another benefit that goes beyond
the advantages to individuals and state/federal
agencies. It would also serve the public health
interest at a time when we face the growing frequency
of foreign origin illnesses, natural disasters and
the possibility of a terrorist attack.
Names and numbers are labels of convenience
and differentiation which have served mankind since
our earliest days, but technological advances in
materials and techniques now enable them to be
altered and/or transferred with relative ease,
thereby depriving them of their intended specificity.

The triple threat, super card we have
described fixes identity by bonding names and
numbers to physical characteristics. Terrorism,
technology and money have made an art form out of
multiple identities, but once a super card is issued,
its holder can never again be someone else.
While its primary purpose is preventive and
effective medical care, the triple threat card could
also serve the purpose of a de facto national identity
card without the philosophical problems that
politicians of both parties have attached to it in the
past.

*

*

*

	Perhaps no issue so clearly reflects, as
health care does, the major conflicts which lie
beneath the surface of our time — the private
sector vs. government, the individual vs. the many
and capitalism vs. socialism. One or all of these are
quite capable of continuing to thwart any future
political solution. Past is prologue.
And above the surface, where argument rules,
we are faced with the ever changing and challenging
problems of global health, of preventive and remedial
medicine, of life and death.
At either level the only hope for successful
change lies in a common purpose, and fairness in its
pursuit. There is no indication, let alone guarantee,
that this is possible.
The ideological aspects of health care we cited
above pose valid questions and the opportunity for
endless debate, but should they frame our national
argument over private care and public health? They
are of no use to someone in an ambulance or the
emergency room who may be disoriented or disabled
and whose life may be in jeopardy due to a severed
artery or massive trauma.

“ These are the coordinates against
which the sucess or failure of our
efforts must be plotted.”

“ . . . once a super card is issued, it’s
holder can never again be someone else.”



Similarly, no one subjected to the loss of
breath, waves of nausea and intense pain of a kidney
stone attack has been known to use the occasion to
debate or criticize “socialized medicine”. Stripped

of its ideology and political wrappings, health care
can be reduced to two very manageable elements
— cost and care. These are the coordinates against
which the success or failure of our effort must be
plotted.
To succeed, cost must be affordable and care
available. It’s that simple, and yet we have loaded
the equation with so much irrelevant clamor that we
were bound to fail.
As time passes, positions become more fixed
and increasing amounts of political and financial
capital are assigned to them, with the result that
today nothing short of a tectonic shift in values will
free us from the grip of our past policy failures.

*

*

EQUITY – Since 2000 Medicare Part B premiums
have more than doubled and are set to rise another
3.1% in 2008. Their cumulative increase of 106%
far exceeds the 21% rise in the Social Security costof-living adjustments (COLA) over the same period.10

“ The truth is that COLAs have been
a cruel hoax for many senior citizens.”

These payments have been so named to indicate
that they may equate in some measure to inflationary
pressures, but the numbers put the lie to any such
suggestion. The truth is that COLAs have been a
cruel hoax for many senior citizens.
Equity suffers also by the capping of
employee contributions at the $97,000 salary level
thereby providing a free ride for wages paid over
that amount.
The question of equity that cries out for a
logical, not political, answer is “If a person with
wages of $97,000 pays contributions on his full
salary, why should someone earning three times as
much be subject to tax on only a third of his/her
compensation?”
Recently one of the presidential candidates
offered a plan which would keep the present $97,000
cap, then create an exempt donut hole after which
the cap would be resumed.
.
Donut hole economics are both unfair and
pernicious, as this technique favors one group (the
hole) at the expense of those above and below. It
does, however, in an election year provide a means for
speaking out of both sides of the political mouth.

*

PERSPECTIVES
RESEARCH – Our National Institutes of
Health (NIH) research funding has slightly more
than doubled in the last nine years reaching $30
billion.8 And a further breakdown of this amount by
specific diseases and their fatalities produces some
surprising differences.
Heart disease was the leading cause of
fatalities while cancer commanded the most funding.
HIV/AIDS showed the lowest number of fatalities, but
the funding per fatality for these three illnesses
reveals an astonishing discrepancy: 9
Heart Disease		
Cancer			
HIV/AIDS		

$ 3,649
$ 14,006
$212,330

It is impossible to escape the feeling that
other than medical purposes are being served by our
research funding and its distribution. For example,
cancer’s funding of $7.8 billion is more than three
times that of heart disease’s $2.5 billion even though
the latter causes 23% more fatalities.
These differences can be attributed to a
number of reasons other than medical or mathematical
logic, including a sense of vogue in donor support
and both private and governmental fund raising.

*

*

*

*
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POLITICS – This perspective offers ho-hum,
mind-numbing political theatre at its worst with a
cookie cutter cast that shows little commitment to
the drama that its members must present.
We refer to the multiple “blue ribbon”
commissions, or panels, that have been used by
presidents from both parties to fix social security
and/or health care. Their actions are of a consistent
pattern, an oft-told tale, that is doomed to fail and
that usually follows this script:

a) Congress and the public/media express
concern over rising health care costs,
inflation, and/or Medicare payments.
b)	President appoints special commission
to “look at everything” and report its
findings. Commission usually includes
appointees from fields of commerce,
law, insurance, etc. so that all voices
can be heard. Photo-op: President and
commission members.
c) Three months later, although report
is not finished, commission “leaks”
some comments on its progress. Media
attention.
Photo-op:
Commission
members joined by chairmen of the
key congressional committees having
jurisdiction.
d) In another three months commission
announces compilation of report with
its recommendations and it is referred
to Congress for deliberation and
action. Photo-op: President, commission
members and key members of House
and Senate. Intense national media
coverage.
e) In due time, Congress draws up legislative
proposals in both houses. These are then
reconciled and a final version with only
minor differences in form or amounts
from prior law is passed.
While the president and commission have
repeatedly stated throughout this process that
there are no sacred cows and that “everything is
on the table”, it appears that the table looks very
much like it did before the special commission was
created.
The problem with this procedure, of course,
is that the ultimate result lies in the hands of the
Congress, and it is Congress where the concerns of
constituencies, care and cost all collide. And, as
the Congress is a political landscape inhabited by
politicians, it is most unusual if anything other than
political values takes precedence.
Quite plainly, the far reach of thought and
action required to successfully revise our health
care system does not reside on Capitol Hill. That
is why in our previous issue we proposed a system
by which Congress could maintain it’s customary and
constitutional role of passing legislation, while the
capability to craft the content of that legislation
would be shared with and approved by an independent
appointed commission. And, most importantly, in
our model it is the commission that provides the

early thought and direction which establish the
philosophic and structural framework within which
the Congress must debate, define and legislate.
The type of commission and process that
we suggest might require some special enabling
authorization by the president and Congress, but,
as the time and money elements of our window of
opportunity for real reform shrink, even the most
hardened and cynical of the “business as usual” and
“more of the same” crowd on the Hill may admit that
we have dead-ended ourselves and that the present
system has failed.
There is one fact that should dominate our
national health care debate and that is the urgency
of our situation. Time is not only not on our side; it
is rapidly running out and there is no replacement.
We have witnessed a pattern of congressional
nonchalance and evasion so persistent that it seems to
have become policy itself. Our government’s attitude,
as well as our law, must be changed, as evidenced by
the Congressional Budget office’s following figures
regarding shares of federal spending:11

Medicare/Medicaid
Social Security
Interest
Total

1966
2%
15%
7%
24%

2006
22%
21%
11%
54%

2046 (est.)
35%
20%
26%
81%

“ There are, quite simply, too many
oxen that will be gored.”



To make this increase possible other services
have to be drastically reduced. For instance, in this
same period defense spending is estimated to be cut
from 46% to 5%, but this accommodation has no
political or social reality. We deal with a budget
that more and more affects over 300 million lives
through its many and varied commitments. There
are, quite simply, too many oxen that will be gored.
And, far more imminent and ominous, is
Senator Tom Coburn’s (R-OK) assertion:
“The public should also understand that
the true bankruptcy dates for these
programs — when promised benefits
exceed tax income receipts — are this
year for Medicare and 2017 for Social
Security. The so-called “trust funds”
that were designed to keep these programs

may make changes, usually reductions, in coverage at
will.
These discrepancies are at the heart of an
intense and continuing philosophic argument as
to whether employees obtain the rights to health
benefits by their labor and whether these rights
should obtain the same treatment and protection as
pension accounts.
Our opinion is that changes will have to be
made to serve the interests of both employers and
employees. This could take a mutually beneficial
form of providing health benefit protection for
present and future, but not past, retired workers.
The Pension Benefit Guaranty Corp. (PBGC)
was established to protect workers pensions. It
too, has been plagued by insufficient funding and
today, while it covers close to 50 million13 workers,
suffers liquidity problems.
But, most importantly, it has made the
government the protector of last resort in the case
of corporate financial failure. In our model a similar
entity will have to be established to assure health
benefits, and any restructuring of our health care
system should address this health/pension inequity.
When President Eisenhower warned the
country of the dangers posed by a “military/
industrial complex” he did so because of the vast
sums of money that had flowed into our military and
manufacturing sectors during WWII and which would
be resumed for our Korean and Vietnam wars.

afloat contain no real dollars. Both
parties have used these trust funds in an
Enron-style accounting scheme that has
made Congress look more responsible
than it is while defrauding seniors and
future generations.” 12

*

*

*

ECONOMICS – equally as dismaying as the
political perspective is our health care’s troubling
and mounting economic situation. With a current
recognized national debt of $8.5 trillion, now
undergoing rapid acceleration by forces such as
war, population, annual deficits and congressional
irresponsibility, the numbers are so large that our
system could be pushed beyond government’s ability
to operate and manage it.
Our gung-ho, growth-at-any-cost economic
expansion of the past half-century along with our
simultaneous technology explosion has brought
problems as well as progress.
No field has been changed by technology,
perhaps, as much as that of medicine and health.
And yet today we are faced with a puzzling and ever
changing mix of both new problems that derive from
economic and social policies and old ones which,
because of them, are now able to reappear.

“ Eisenhower, in effect, was saying,
“follow the money.”
“ . . . the capability to push even
these icons of American industry
into insolvency.”

Among the latter is the growing cost of
health care benefits to corporations such as GM and
Ford. These run in the billions of dollars annually
and have the capability to push even these icons of
American industry into insolvency.
The fault to some extent lies with these
companies who for many years have included
health benefits in their labor contracts, but have
consistently failed to provide the necessary funding
for them.
Unlike pension benefits, health care
obligations are not vested. They cease if an employee
leaves a company before retirement, and employers



Overshadowing these last two, however,
would be the continuing high level of government
expense for the “Cold War”. Eisenhower, in effect,
was saying, “follow the money”.
We are now witness to the emergence of a
new similar alliance which Paul Krugman calls the
“medical industrial/complex.”14 It includes “doctors,
hospitals . . . research institutions, drug companies
and equipment makers”, a combination of interests
which have presided over the explosive growth of
health care expenditures in recent years. Again,
follow the money.
Krugman makes the point that this combination
of forces with its multiple roles has compromised
medical science, and, indeed, we have observed
frequent confirmations of his claim both in and out
of government.

But these failures are symptoms enabled by
the immense financial muscle that develops when
capital concentrates its power and applies it to the
working parts of a system.
This pressure is the same whether exercised
in military procurement or FDA regulation/approval.
A few are enriched and far more are deprived — of
product safety and value as well as the right to
expect open and honest governmental practices.

*

*

many small holes.
At first it was thought that BSE could
not cross the species barrier between cattle and
humans, but recent outbreaks of BSE in England have
challenged this assumption.
In any event, prions behave differently than
viruses and bacteria so that the techniques we use
to destroy the latter do not work with these new
forms. They can exist in a quiescent state for years
without being detected, and we know neither the time
span of their inactivity nor their numbers when they
emerge from it.
There is a possibility that BSE may recur in
England and that both herds and humans could be
at risk. We can hope that science will provide the
answer, but until then we can only watch and wait.
BSE, whether in animals or humans, is an area
where economics, public health and technology all
come together with the ability to confound individual
health care. It may be unique in this respect, but,
given the biological variety of our planet, it would
not be surprising if it were not.
	Public health, however, has another more
informational function which is to continually
educate the public sector about nutritional, medical
or lifestyle patterns that threaten our national
health. Recent examples have been the exposure
of diabetes, obesity, smoking and excessive sugar
consumption as contributors to high death or
disability rates.
This long term, informational aspect of
our public health program faces the difficulty of
changing strongly entrenched personal habits. It
also requires that it must defend itself against the
political/economic power of corporate marketers and
other government agencies allied with them such as
the Food & Drug Administration (FDA) and the Depts.
Of Agriculture and Commerce.

*

PUBLIC HEALTH – The matter of public health
in our society is not actually part of our health
care program. It deals more with matters of mass
contagion and prevention and is, indeed, administered
by a separate government agency.
But when we experience a public health crisis
of epidemic illness the two are joined, as mass illness
requires the treatment of many individuals. And both
sectors are impacted by greatly increased costs.
Another common boundary is that of
technology, as the techniques and decisions we
employ in public health issues are reflected in
medical treatments.
In our current global economy with its
emphasis on trade, especially with the third world,
we regularly find ourselves unknowingly importing
foreign diseases along with produce, livestock and
other foods. Because of our lack of immunity to these
diseases and our relative inexperience in diagnosing
them, they can strike and spread rapidly before their
presence can be detected and contained.
As with the great and lethal plague epidemics
of the past, our crowded urban centers today offer
ideal circumstances for their transmission. The most
successful epidemic throughout the world over the
past century has been the flu virus in various forms.
In spite of its frequent appearances and forms (i.e. —
swine flu, bird flu, etc.) our current communications
technology and global cooperation have prevented
the recurrence of the great contagion early in the
last century that killed fifteen million people.
There are diseases for which we lack crucial
information. One of these is Mad Cow Disease (BSE)15
which poses for us many important questions. One
is that its destructive mechanism is not a virus or
bacterium, but rather a rogue protein called a prion
which settles in the brain and perforates it with

“. . . the presence of a pervasive
political poison that seeps into far
too many areas of government.”



The most difficult relationship is that of
the FDA which receives substantial funding for its
research activities by the same corporate marketers/
developers whose activities it must regulate.
Congress has an oversight role, but it is subject to
dollar dilution by the corps of Washington lobbyists
whose number and reach continue to grow in spite
of mostly ineffective legislation to curb them. The

result is an enormous conflict of interest and the
presence of a pervasive political poison that seeps
into far too many areas of government.
While our public health functions are not
involved with patient treatment, they can influence
underlying factors that fuel the need for treatment
and, accordingly, should have a voice in any
discussions of health care reform.

*

*

national health, and its care, is that in 2005 the
average annual cost of treating a diabetic was
$13,621, or more than twice the $5,965 for a nondiabetic.17
There are some other diabetes related
elements that are ever present in our society. The
individual choices we make are ones involving physical
pleasures and habits. They can be changed, but only
effectively by self-motivation which must start with
mass education which is neither an easy nor a quick
process in a large and increasingly diverse society.
And then there’s the age factor. As diabetes’
onset increases with age, our extended national life
expectancy will produce a corresponding increase in
our diabetic experience.

*

THE GROWING THREAT OF DIABETES
Of the three forces driving our health care
crisis increasing population and costs are the noise
makers, the ones most readily observed and felt. The
third, the state of our collective health, is more of a
silent partner. It is not the result of bad legislation
or bureaucratic decisions, but rather derives from
our individual choices of diet and lifestyle that each
of us makes many times a day, but the consequences
of which may not be fully revealed until some
considerable time thereafter.
No other medical condition fits this profile
with such closeness as diabetes. It is the poster
child of delayed appearance, mass, self-caused
health problems that can devastate its victims with a
range of symptoms, including blindness, high blood
pressure, cardiac failure and circulatory problems.
Diabetes can result in disablement, dependence or
death.
The serious symptoms and consequences of
diabetes all require long term treatment and/or
medication. This is celestial music to the ears of the
medical/industrial complex, for they will generate
more “ask your Doctor. . . ” advertising that will
benefit media and stimulate consumer purchases of
medicine, equipment, services, books, etc.
And, as all our three primary health care
factors are inseparably linked together, the
diabetes factor will play out in the population and
cost areas.
For instance re costs, federal expenditures
for diabetes care now runs at $80 billion annually
and is expected to show these dramatic increases:16
2010
2020
2050

*

*

“IT CAN’T HAPPEN HERE”

$109 billion
$138 billion
$351 billion

Another way of viewing diabetes’ impact on our

*



At the end of WWII, flushed with the anticipation
of freedom, the opportunity to control their own
destinies by participatory democracy and the death of
the fascist dictators, most European nations set out
in new political and social directions one of the most
important of which was the establishment of health
programs that would be affordable and available to
all.
Not so in Spain, where Francisco Franco,
Hitler’s “man in Madrid”, retained power for more
than a quarter of a century after the demise of Hitler
and Mussolini. Seeing no reason to challenge the
purity of Spanish fascism with populist programs, he
set Spain apart from much of what was taking place
in other parts of Europe and, by doing so, severely
hindered its economic and social development.
But as his health began to fail in the early
70s, his grip lessened and opposition grew so that
with his death in 1975 Spain had a very good health
program ready to be implemented.
Today Spain has one of the best health plans
in Europe with highly skilled doctors, no charge for
treatment and an operating cost of about $2,000 per
patient, less than a third of our $6,000.
The high quality of Spain’s medical program
is no accident. From the earliest stages of their
medical education students engage in rigorous
competition for a limited number of opportunities

complementary medicine”, while humane, would have
to contend with Americans’ Sgt. Bilko-like tendency to
“beat” the system. The rules and qualifications for
these conditions would have to be very specifically
crafted to control the number of new constituencies
they might encourage.
Still, Rep. Kucinich’s statement offers a
direction and concept for health care that greatly
improves upon our present model.
Kucinich is the only candidate seeking
nomination by either party that has put forth a plan
for a universal, single payer, not-for-profit health
care system. For those who may view this approach
as “socialized medicine”, they should note that it
is an extension of our present almost 50-year old
Medicare system.

to advance. This emphasis on performance, while it
can seem heartless at times, produces a different
result than in our country where considerations of
political correctness often intrude.
We have become anesthetized by cries of
“socialized medicine” and still react with Pavlovian
predictability. But these voices are growing older
and hoarser while our system becomes more costly
and less efficient.

It can’t happen here, of course. And
yet, it might. And what if it did?

*

*

*

It can’t happen here, of course. but it
could.

Of all the presidential candidates that
have presented themselves so far we think Dennis
Kucinich is intellectually one of the most gifted. His
policy analyses and position papers are creative and
lucid, but his positions often place him, even on our
frequently sliding political scale, notably to the
left of center.
As a result, his candidacy lacks reality
and yet, were he to receive a position which would
distance him from the trench warfare of domestic
politics, we think our country could benefit from his
skills and service.
The quotation below reveals the breadth of
his engagement with our health care issue:

*

*

	Presidential candidates, Kucinich included,
avoid using specific cost figures, especially in the
early nominating phase of their efforts. But we do
not labor under their restrictions and can offer
both some numbers and conclusions that should be
received enthusiastically by all politicians.
You may recall that we estimated annual
Medicare fraud in the range of $60 to $100 billion.
With a 75% success rate we could eliminate from
$45 to $75 billion, and, picking the midpoint between
these two figures, $60 billion annually could be
saved by a combination of restructuring our present
program and aggressively closing down the fraud
sources. $60 billion — not bad; and that’s for
starters.
McKinsey & Co. has authored a report that
explores the reasons why our health care costs are
so much higher than other nations, both poor and
rich. In citing it Paul Krugman points out:

“We will establish a streamlined
national health insurance, ‘Enhanced
Medicare for Everyone’. It would be
publicly financed health care, privately
delivered, and will put patients and
doctors back in control of the system.
Coverage will be more complete than
private insurance plans; encourage
prevention; and include prescription
drugs, dental care, mental health
care, and alternative medicine and
complementary medicine.”18
We do not agree with Kucinich’s plan in all its
details. For instance, his proposal to provide free
health care to illegal aliens contradicts the intention
and substance of existing federal immigration law
and should not be established in other legislation.
Also, his proposal to include coverage for
“mental health care, alternative medicine and

*
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“we spend $98 billion a year in excess
administrative costs with more than half
of the total accounted for by marketing
and underwriting — costs that don’t
exist in single-payer systems”. 19

Using again our 75% rate of success in cost
savings, which in this case is very conservative, we
come up with slightly less than $75 billion.
McKinsey also estimates that we pay $66
billion in excess drug costs and medical equipment.20
Saving 75% of this amount would cut our costs by
another $50 billion.
It appears that the simple act of starting
over with a new structure for our health care would
enable us to achieve these savings:
Fraud			
Administrative
Medical		
Total			

$ 60 billion
$ 75 billion
$ 50 billion
$185 billion

That’s a lot of money. It could dramatically
transform both our health care system and the way
we think about it, as well as other sectors of our
economy.

It can’t happen here, of course. But
why not?

*

*

*

As we enter the first decade of the twentyfirst century, our health care system faces two very
powerful forces with the capability of rendering it
all but useless as a system of national care.
The first is the growth in numbers of
participants as evidenced by the “baby boomer”
generation. This threat has its origin in population
and, therefore, is unlikely to lessen. It is also
unlikely to come up for discussion in Congress as
most politicians, and their financial contributors,
are joined in their embrace of the myth of eternal
growth.
The second force is financial. It is the
runaway growth of medical costs throughout the
entire system most of which are unequally and, in our
opinion, unfairly allocated to the patient/taxpayer
side of the structure.
We say unfairly because in the last seven
years Medicare beneficiaries’ monthly premiums
have increased by slightly more than 100% from
$45.50 to $93.50, or an average of 15% per year.21
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At the same time Social Security benefits from which
Medicare premiums are paid have shown “cost of
living” increases generally in the 2% to 4% range.
And the Congressional Budget office (CBO)
projects that Medicare’s costs as a share of our
national domestic economy will more than triple
from its current 2.7% to 8.6%.22 Certainly, this is
not a circumstance that can be fixed by mere tweaking
at the edges. These kinds of numbers show a disaster
in the making.
There is a third force, a medical one, not as
clearly visible as those above. It is the collective
quality of our state of physical health, and it derives
from what we call lifestyle choices.
We refer to our increasingly sedentary way
of life, especially for our children, and it is ironic
that two of our greatest electronic inventions and
agents for change in the last century now appear to
have a darker side.
In the ‘70s the term “couch potato” joined
our vocabulary. It referred to people, again mostly
young, who spent endless hours on a couch given
to constant snacking and TV viewing. The vicarious
heroics of TV sports programming found a ready
home for those who preferred a less active role. We
soon took note of increasing statistical evidence of
obesity, diabetes, and other symptoms caused by too
much inactivity and horizontal time.
But perhaps an even greater threat, because of
its broad association with educational and commercial
advancement, now is offered by the computer. Part
toy and part teacher, for the young it provides a
means for instant bonding and communication.		
For the parent attempting discipline with a
command such as “you must turn your computer off
now and start your homework” it is disconcerting to
learn that homework and computer time may be one
and the same.
However we choose to treat these life-style
developments, or whether we choose not to treat them
at all, until altered they will be feeding our health
care system with patients with a variety of symptoms
that will require the time and cost of treatment.
Whatever plans we make for our future will have to
recognize and accommodate this unfortunate trend.
To recap, then, these are the three major
forces that have emerged to test our present concept
of our health care program:
1) Growth in number of participants
2) Rise in the cost of medical care/			
treatment
3) Deterioration of our national health
Not all of these are moving at the same rate of

speed, but they are all leading to the same result
— a dysfunctional, unaffordable and medically
compromised system.

The key word here is “negotiated” which the
VA is entitled to do. Not so for Medicare which,
according to the recent Medicare Modernization
Act of 2003, is specifically prohibited from using
the leverage of its mass purchasing to achieve price
reductions. The difference between the VA and
Medicare prices is profit to Merck which is being
provided unknowingly by taxpayers.

It can’t happen here, of course. but it
will.

*

*

*

*

In the early days of our nation’s founding,
much of our political progress into uncharted
areas was accomplished through our founders’
reliance upon common sense and moral authority
and their minimal recourse to bare-knuckle bouts of
ideological bashing.
It was not that real and deep ideological
differences didn’t exist. They did, but the value of the
argument lay in its solution and what it contributed
to our national progress, not the amount of personal
or party antagonism that was generated, nor the
success of one ideological moment over another.
Try to imagine our present congress
attempting to write a moral document such as our
Declaration of Independence, or converting it, the
way our Constitution does, to a functional base for
government.
Today, because we have been persuaded
to believe such a leap is not possible, there is an
unprecedented failure of morality in most legislative
and bureaucratic parts of our government, partly due
to insufficient indignation and partly to ideology.
The latter is especially evident in federal
purchases of prescription drugs for two different
programs.
In a recent study by Families USA, a not-forprofit health advocacy group, prices paid by the
Department of Veterans Affairs (VA) were compared
to Medicare costs for a group of 20 frequently used
drugs. The VA’s purchase price was, in all cases but
one, at least 30% less than Medicare. 23
One example, Merck & Co.’s Zocor, is worthy
of note. The VA paid a negotiated price of $127.44 for
a year’s supply whereas the lowest price purchased
through Medicare was $1,142.92 — just under 9
times as much . 24

*

*

ERROR COMPOUNDED,
EFFECT ACCELERATED
We are at the most perilous stage possible
in our health care history. Both care and costs are
increasing in ways which defy our ability to manage
or control them. This creates a perverse process
which raises the spectre of unpredictability and
resists the usual efforts of polarized politics to
bring about a solution.
Following WWII tuberculosis, as the result
of determined international cooperation, had been
nearly eradicated and was under effective control.
In the 1980s it began to reemerge in developed
countries as management efforts and budget sources
were directed elsewhere. The spread of AIDS also
contributed to this revival, as AIDS’ weakening of
the immune system favors tuberculosis contagion.
Today, TB infects about 100 million people
around the world and each one is projected to infect
ten to twenty other victims.25 Global air travel
involving lengthy flights in which passengers must
breathe recirculated air has become an extremely
efficient means of spreading this easily conveyed
airborne disease.
	Prevention and control are difficult, if
not impossible, given the frequency and reach of
international air travel. Additionally, the efficiency
of treatment is now lessened by the appearance of
new, more contagious, drug resistant forms of this
scourge which finds a ready home in our world of
war, terror and natural catastrophes.

“the average Fortune 500 company
will spend more on health care
than it earns in net income . . .”

“The difference between the
VA and Medicare prices is profit to Merck
. . . provided unknowingly by taxpayers.”
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On the cost side we find equally difficult
problems and unpredictable results. Steve Burd,
CEO of Safeway, forecasts that this year the average
Fortune 500 company will spend more on health
care than it earns in net income, and, looking to the
future, health care’s rapidly rising costs can only
increase this imbalance — perhaps to the extent that
profit is no longer possible.
To avoid such a result burd has engaged other
corporate executives to join with him in pushing for a
new national health program through their recently
formed Coalition to Advance Healthcare Reform.26

Recognizing that delay and posturing are
no longer options, what shall we do? How shall we
proceed?

*

*

*

THE VIEW BEHIND
To answer, we must start with an honest
recognition of how we arrived at our present state.
And it would help to admit that an enormous deception
under the name of health care has been practiced
upon the American public.
As with Social Security, a system intended to
be largely self-supporting now finds itself out of
control and accumulating rapidly rising and already
unsustainable annual cost increases.
In the twenty years from 1965 to 1985 the
Medicare/Medicaid share of federal spending went
from zero to 9%; and in the next twenty years to 2005
has more than doubled to 19%.29 And for 2025?
The significance of these figures is that they
are percentages of our total spending and, therefore,
an increase in one category must be accompanied by a
decrease in others such as defense, Social Security,
debt service, etc. This is not likely in an era as
lacking in budgetary restraint and flexibility as
ours.
But no matter how indulgent our national
psyche, nor how well meaning our intent, uncontrolled
costs bring into play the law of limits.

Added impetus towards meaningful reform is
provided to the medical profession through a group
of 14,000 doctors and other medical professionals
named Physicians for a National Health
Program.
However well-meaning these and other
remedial efforts may be, they face a politically
paralyzed Congress and an administration whose
major interest in health care is to showcase and
expand its preferred economic ideology.
The Medicare Part D prescription drug
program, as drawn and sponsored by the Bush
administration, received an enormous amount of
media coverage and political spin. There certainly
was no shortage of argument over its concept and
details, such as the ‘donut hole’, with ample grounds
for reasonable people to agree or to find fault.
A report by Frank Lichtenberg of Columbia
University and Shawn Sun of Walgreens Health
Services throws some interesting light on Part
D. The authors point out that in 2006 this benefit
cost the government $32 billion,27 or about $200
per prescription compared to a national average of
about $57. Their conclusion is that:

“When challenged, it is ruthless and
favors no one political party
or philosophy over another.”

“Seniors benefit, they pay less. But
we all, the taxpayers, have to pay
for it. It’s a transfer of wealth. . .
we need to think carefully about the
economic implications of this program,
which the federal government will
ultimately have to raise taxes for. 28
These are just a few of the many considerations
that surface and resurface in an almost infinite
variety of forms, like subatomic particles, in our
health care system. They have the viral capability to
infect, to debilitate, to destabilize and, ultimately,
to destroy.
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We have cited this law in relation to other
issues. It has an inevitability all its own. For those
who heed it, it provides a warning. For those who
don’t, it executes with the same sudden efficiency
as the guillotine, and, like it, operates only under
natural force. When challenged, it is ruthless and
favors no one political party or philosophy over
another.
We are at a very special time when two
major technological advances in computers and
communications are in the process of combination. It
is quite possible that in the matter of health care we
can use this moment to break with the many failures
of our past and actually do the nation’s work of

creating and implementing a system that will deliver
broad and competent care at a reasonable cost.

*

*

always be a fluid number of our population that
by intent or accident will fall short or outside of
legislative definitions.

*
*
*
*
The Part D prescription drug plan created
in our 2003 Medicare Act serves as clear evidence
of our errors. It could have been implemented as
an extension of Medicare with savings for both
government and the consumer by eliminating the
expense of private insurance companies’ participation
and by allowing the government to negotiate with
drug manufacturers for lower prices due to volume
purchases.
But the insurance and pharmaceutical
industries’ lobbyists make frequent and regular
congressional “house calls” with the result that
these basic advantages were not only not considered,
they were specifically prohibited in the ‘03 act.
Today, Part D still stands as a cynical example
of how money and power have set the content and
direction of our national health care legislation
since its inception.

What we have now is a system that through
Medicare/Medicaid has achieved wide public
acceptance although it has not been able to prevent
runaway cost increases.
This cost acceleration is by no means limited to
governmental operations, as a variety of corporate,
academic and scientific elements have joined in this
continuing escalation.
All of the participants in our system are
aware of how much costs have increased, but they
are permitted because they have resulted in rising
revenues and, therefore, profits. In order to disguise
or obscure this pattern politicians invariably
invoke what they regard as the greater dangers of
universal coverage and socialized medicine and turn
the argument in their direction.
This is a flaming, not pale, red herring which
achieves two political benefits — media attention and
political validation — but makes no contribution to
our stated goal of providing affordable and efficient
medical care.

*

*

*

THE TASK AHEAD
*

*

*

THE SINGLE PAYER
It is the fate of any system that proposes a
single payer in our country to be labeled “socialized
medicine”. This is one of the most consistent kneejerk reactions offered by health care’s political and
commercial managers.
And yet, for the last forty years we have had
in Medicare/Medicaid a system created and operated
by government. It can and, in our opinion, should be
modernized and improved to provide the base for a
single payer system for the future.
“Universal coverage” is another somewhat
inaccurate phrase that is used loosely by both its
proponents and its objectors. The truth is that we
will never have universal coverage, as there will
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The early stage of any restructuring as
demanding as health care is critical. It would be a
decided advantage if the American people could be
assured that their president could play an active and
objective role, at least in the initial steps.
In our previous issue we described a multiple
stage process of elimination, engaged in by Congress
and a specially appointed panel that would create
the necessary legislation.
This process raises many questions. Most
immediate is who will serve on the panel and who will
be its leader. We know from past experience that
assembling the all too familiar team from political
and commercial backgrounds will not succeed.
It would seem essential to first find a
person of stature to commit to the plan’s stated
goals and then to seek the medical community’s
agreement and support. Two sources that might
prove helpful in locating this key person are medical

academic institutions and private foundations such
as The Commonwealth Fund, the Howard Hughes
Medical Institute, Alfred P. Sloan Foundation, the
Carnegie Foundation, etc. The CEOs of these types
of institutions might well be honored and able to
undertake the work of the panel in addition to their
regular duties.
The composition of the panel will be a very
interesting process. Its members will have to
subscribe to whatever restructuring is necessary to
achieve the goals of broad coverage and affordable
care. Also, they will have to attempt to create antifraud barriers and include them wherever possible
in the new structure.
To do this new technology, forms and
procedures may have to be made available by
computer and communications equipment and service
providers.
The question arises as to why the President
and Congress would align themselves with a cause so
charged with political controversy and consequences.
For any president there is an ego/legacy factor at
work which would allow him to see himself and his
administration as succeeding where others have
failed.
For the Congress, the calculus is more
political. Given the existing polarization of Congress
and the fierce philosophic differences of the health
care debate, most members of Congress would have
to admit that there is little chance of bringing about
the kind of reformation necessary to cure the faults
of the present system.
And, while Congress is generally loath to
surrender any of its authority or oversight function,
it knows that our health care system is near its
breaking point and that the public wants change and
better results.

our legislators will find themselves the political
beneficiaries of so many photo-ops, articles,
interviews, speeches, etc. relating to the new system
that they will be moderate in their criticism.
	Perhaps Congress would find some measure
of accomplishment in working for the people’s
interests rather than special interests, and taking
the view that Main Street offers a better political
opportunity than “K” street. Curiously, there is
already a health care plan under proposal in the
House of Representatives (HR 676) which would
expand Medicare to everyone. Parts of it could be
combined with other recommended changes to create
a finished product.

*

“. . . the present impasse and argument
will not deflect voter anger for long.”

Every feature of our present plan has a
constituency. And most have two — for and against.
Increasingly, members of Congress, we think, could
see political benefit in constructing new legislation
even if they have to give up some autonomy. They
know that the present impasse and argument will not
deflect voter anger for long.
If the new system proves popular, Congress
can bask in its reflected glory and, if not, it can
hold the panel accountable, but our guess is that
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*

*

Finally, “look for the money”. Today in
America, with the extraordinary amount of debt
overhanging both our private and public sectors,
any projection other than near term must consider
the value of our currency. If our dollar declines as
much in the next half century as it has in the past, we
will, have to increase the supply to the point where
the numbers defy the budgetary process and render
meaningless any projections based upon it.
One of the reasons health care is such an
emotionally charged issue in America is because it is
seen, along with Social Security, as the public’s last
defense against ever rising costs of government,
population, education, food, etc.
Illness is the great leveler. The pain of a
kidney stone attack, the loss of eyesight or a limb,
the effect of a stroke are all the same for Republican
or Democrat; rich or poor; black, brown or white. If
our government fails to come up with an efficient
and affordable revision of our health care system, it
cannot help but lose a significant amount of the moral
authority that is required to function successfully.
We are not engaged in an impossible task.
What has to be done can be done, but we must be
able to break with our current model which puts
insurance and pharmaceutical companies’ interests
ahead of doctors’ and patients’.
From this new mindset we can develop a more
efficient and economic system of goals and methods
in which priority of action and resources are aligned
with medical rather than commerical ends.
The important thing is to keep our attention

fixed on the main goals of lower cost, quality care
and broader coverage. With those criteria in place,
with a common purpose, and with the will to resist
the pressure for the system to establish and assure
profit centers we should be able to emerge with a
fairer, cheaper, better system.

It can’t happen here, of course. But it
must!

*

*

*

EPILOGUE
Anyone confronting our national health
issue for the first time would be justified in doing
so with a sense of awe, and concluding that its
many conflicts of purpose and parts constitute an
unsolvable labyrinth.
Closer examination can reveal two more
positive assumptions:
1) Yes, it is complex, but not impossible. 		
And it can be fixed.
2) We will not be able to arrive at a new 		
place if we start from the old.

_________________________________

A WINTER WONDERLAND
As we go into print the world economic forum
is holding its annual meeting in Davos, Switzerland.
Ths is a gated community and attendance is limited to
power pillars and money magnets such as Bill Gates,
Henry Kissinger, Rupert Murdoch and others who
address, applaud, question and comfort each other
during and after speeches, meals, cocktails, etc. So
elevated are the ego and testosterone levels that
they are not overshadowed by acquired wealth. And
it can well be said that at Davos no meeting is one of
chance.
Secretary of State Condoleeza Rice was a
featured speaker and delivered an address in which
she expounded upon the strength and resiliency of
the American economy, and suggested that it would
lead us, and the world, to the broad, sunny uplands
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of economic prosperity.
Her words were, of course, meant as a gentle
musical accompaniment to soothe our progress
toward and achievement of “the new World order” ,
But we are not talking Muzak in the mall here.
As we have so painfully learned, and Rice
— herself an accomplished pianist — should know,
what plays out in our twenty - first century world
is a highly complex symphony of natural, social,
political and economic threats. Rice sits at her piano
at front and center stage, prominent and powerful,
but there is no permanent conductor and the control
of events can easily shift.
There are some jarring notes, however, that,
if we listen closely, are cause for concern. The first
is that we must recognize that when Secretary Rice
describes “The American Economy” she is actually
referring to the millions of American taxpayers
whose labor, resources and consent enable our
government. They have seen too many examples of
their future — which, after all, is not far off, but
as near as tomorrow — being held capitve by the
falure to function of both political parties.
It has been their labor, that has turned the
wheels of the the world’s economy, but Rice tempts
fate by thinking that their role is a permanent one.
The second element that Dr. Rice’s rosey view
seems to ignore is that our national debt is now at
or near the $9 trillion level and increases every
day. This will rise as the result of the costs of the
new economic stimulus package now in preparation
and further expenses for the wars in Iraq and
Afghanistan, even through these are designated as
“off budget” items.
But it is not just our goverment that is
threatened by debt. The American taxpayer, to whom
Rice has assigned the rescue role, is also dealing
with crisis-scale debt levels, a “tanked” mortgage
market with record foreclosures and housing values
(The average taxpayer’s primary asset) in decline
throughout the country and reaching 30% or more
in some areas.
	Perhaps Rice is merely whistling past the
economic graveyard. We have no way of telling which
is more likely to prove correct — her optimism
or our concern. America’s economic status today
seems to be at a delicate equilibrium which could be
thrown out of balance by any number of events which
in other times might be viewed as minor, but which in
today’s circumstances could combine to create the
destructive capability of a perfect storm.
Secretary Rice’s view might gain credence
with her audience were the U.S. to move away from our

“lend and spend” (they lend; we spend) policy. Or,
perhaps even more convincing, if we could produce
and meet a balanced budget, but both prospects are
unlikely and will remain as articles of faith, rather
than fact, until we are able to find the will and the
means to convert them.
The third note that disturbs is that Secretary
Rice’s economic idyll plays very much the same
melody, only using an economic rather then a military
technique, as the Neocon expansion of American
power and presence offered in the near East.
Rice, it must be remembered, was more than
just a spokesperson for the Neocon vision. She was,
indeed, one of its earliest architects and sponsors.
Secretary Rice made the somewhat surprising
statement that “America has no enemies” which
seemed to gloss over some of our more difficult
international relationships. Whether or not she is
correct in this, it is doubtful that there would be
much support for a Neocon encore.
Rice works for the President and there is
always an element of the “party line” in what she
says. Many of the people at Davos are aware of this,
and make the appropriate discount, but she is also
Secretary of State who speaks for the nation. This is
an important, but sometimes subtle, difference which
her audience should keep in mind.

*

*
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