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Gary A. Christopherson

“Building a Healthy America.  Yes We Can (And Must).” 
Imagine awakening in the next decade to a “healthy America”.

Yes we must.

Today in America, we face every day feeling vulnerable because we fear not having a job, not having a home, not having an adequate retirement, not having money for college or not having health insurance.  On health, we feel vulnerable because either we or people we care about are not healthy, at risk of a major health problem, not getting the quality care we need, and not being able to afford needed care.  
Today’s economic struggles further highlight the immediate need.  Look at GM and other large companies dropping or reducing their insurance.  Look at small business’ inability to afford insurance.  Look at health related “bankruptcy” of individuals.  Look at the accelerating cost for Medicare, Medicaid, self-payers and other private payers.

Today in America, we are spending about $2.4 trillion of our national economy on health without producing a healthy America.  Without a positive, large scale change in health vision, strategy and execution, our future will be as disappointing as our past.  

None of the key indicators – health status, accessibility, quality, affordability – are acceptable for a nation spending 1/6th (and growing) of its economy on health.
· Accessibility – Over 40 million Americans are uninsured for health care and millions more are underinsured.  Most Americans are uninsured or underinsured for long term care.  Needed health and long term care services are insufficiently accessible to inner city and rural communities.  

· Quality – Health status and outcomes produced by the American health “system” are inadequate given the needs of the American people.  Too little of our medical and health knowledge is being effectively applied to prevent and treat health problems and ensure health care is safe.  

· Affordability – The unaffordability of health care is challenging America as a nation and Americans as individuals and families (inhibiting needed access and causing bankruptcies). 

· Health Status - Comparing preventable deaths in 19 industrialized countries, the United States placed last.  Among the six nations of Australia, Canada, Germany, New Zealand, the United Kingdom, and the United States, the U.S. ranks last in terms of achieving health outcomes. 

For the past year and for many decades, we have heard the speeches extolling how far away we are away and how difficult is the change.  Many prescriptions for change have been proposed from minor, incremental improvements to large, comprehensive transformation.  Still, we are far from where we need to be.  Now there is hope of not just minor improvements but the vision and hope of building “an American health system achieving a healthy America”.  

Even in these difficult times, there is no time to hesitate.  Among registered voters, 61% agreed that in the face of a struggling economy “it is more important than ever to take on health care reform”. 
  Further, one clear mandate from the 2008 elections and the election of Barack Obama is that the American public wants us to fix health care and wants it now.
Yes we have options. 
We have in front of us many and very different national “prescriptions” for curing what is ailing America now and for the future.  We all have the opportunity and the obligation to assess these prescriptions and decide.  Which will make health care and insurance more accessible for each and every American?  Which will greatly improve health care quality and the health of each and every American?  And which will substantially improve health care and health insurance affordability for each and every American?  Which will make America and its health better, much better.

Since 1918, there have been many different proposals and many attempts to do comprehensive health reform.  When I was on Capitol Hill in the 1980s, I drafted and my Chairman introduced two comprehensive reform bills for insuring all Americans.  Even now, many proposals have come from the 2008 Presidential campaigns, Capitol Hill and private sector collaborations.  We have proposals from the Obama campaign, the McCain campaign, President Bush, Senators Kennedy, Baucus, Wyden, Bennett, Bingaman, Voinovich, and Representatives Dingell, Stark, Waxman, Baldwin, Tierney, Price.  We have the Massachusetts and California plans.  There are many more.
But can they deliver on insuring everyone, reducing costs, increasing quality and improving health status?  The answer?  Some can and some can’t.

As was amplified in the 2008 Presidential election, these four criteria are the correct, but challenging criteria that America is and should be using.  If we stick with these four criteria, are there options that meet them?
Here, the answer is yes.

When I was a Senior Fellow with the Institute of Medicine in 2004, I looked to see how many different options there might be that could meet the four criteria, including cover the un- and under-insured.  At that time, I came up with 16 options that essentially met the criteria.  [See Table 1.]  When I say “essentially”, there remains differing views on whether the criteria should be everyone is insured (probably requires a mandate) or everyone has access to affordable insurance.  I also came to the conclusion that there were even more options that could do that.  Some of these have been proposed before and some will be proposed in the days ahead.
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Table 1. Solving The Un- and Underinsured Problem, Gary Christopherson 2004.

Notes:

* Mandate - Mandate employers cover all employees for all costs; Mandate employers/employees cover all and share all costs; Mandate employees cover themselves for all costs

** Pays for all -- Options include Government a) provides insurance coverage for all, b) pays for insurance coverage (direct payment, tax credits), c) provides sufficient financial incentives

*** Insurance companies can still have role to help with payments under all alternatives.  Insurance companies, health plans and government plans required to ensure continuity of coverage as individuals change who covers them

**** Coverage of "high value" benefits (builds up from evidence-based but not "all").  Alternatives are a) Coverage of "all" (most comprehensive of current plans) or b) Coverage of only "catastrophic"

***** Affordability of covering everyone is improved by containing cost, ensuring quality and ensuring "virtual health system"

****** Containing cost - addresses what gets paid for, what is a fair payment level and what is the rate of future growth; set so that percent of GDP is no more than currently projected

The last five elements (benefits, cost, quality, access, "virtual health system") will be done under any alternative, though the approach will vary

Yes we can.

A post-election New York Times piece described an apparent debate in and outside the developing Obama Administration as to whether to take a parallel or serial processing approach to big issues in the next four years.  Based on Presidential candidate Obama’s own words, “Presidents are going to have to deal with more than one thing at a time,” this is an already settled issue.  And, it should be. This is an FDR moment requiring an aggressive, large scale, multi-pronged approach in the mode of FDR.  President-Elect Obama understands this well and understands that the success of the American people will depend on it.

How can we do it?  We use every available method to make it affordable, i.e. reduce unnecessary costs and reduce the rate of growth, e.g. to GDP growth rate.  For example, as displayed on the chart below, holding expenditures, using the full set of cost reduction approaches, to the same rate of growth as GDP quickly produces substantial savings as offsets to currently projected public and private sector expenditures.  [See Figure 1]
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Figure 1.  National Health Expenditures With and Without GDP Adjustment.  Expenditures and Projections by Office of the Actuary, Centers for Medicare & Medicaid Services, 2008. GDP Adjustment by Gary Christopherson, 2008.
What are some of the supportive strategies for reducing costs and slowing down the rate of growth?  Here are over 50 such potential support strategies:
1. Prevention:

· Call upon and lead Americans to healthier life styles.

· Use evidence-based prevention to prevent preventable illness and injury, especially those that have major long term consequences.  
· Make special efforts at those preventable illnesses and injuries that have the greatest negative impact across America.

· Use behavioral and other models that help people change to more healthy behaviors.

2. Care Coordination and Management:

· Coordinate and integrate care.

· Support disease management programs for chronic illnesses.

3. Quality:

· Improve the quality of the care delivered – right care at the right time to the right person.

· Move to more person-based approaches to health care that recognizes the uniqueness of the individual and treats them accordingly as individual persons.

· Substantially increase the proportion of care that is based on evidence or consensus and decrease the proportion of care that is not.
· Invest in better information about the effectiveness of alternative treatments. 

4. Disparities:

· Tackle disparities unique to certain populations and with major negative consequences.

5. Medication:

· Improve the effectiveness, efficacy and safety of prescription drugs.
· Increase use of generics.

· Increase competition in drug markets, including the potential use of drug reimportation.

· Lower drug benefit costs for Medicare Part D.

6. Uncompensated Care:

· Make health insurance universal to reduce spending on uncompensated care.

7. Insurance:

· Give small business and self-insured more access to group plans and/or government plans with their lower costs.

· Provide reinsurance for catastrophic costs to lower the risk related part of insurance costs.
· Increase insurance company competition.
· Reduce insurance overhead and underwriting costs.

8. Beneficiary/Patient Incentives:

· Beneficiaries/patients should be given incentives to choose to receive care from high-quality, efficient, high-value providers and delivery systems.
· More consumer cost-sharing only if it does not inhibit appropriate access, e.g. to needed preventive, primary care, care coordination/management.

9. Regulation:

· Increase government regulation of providers but not over-regulation.

· Increase government regulation of insurers but not over-regulation.
10. Health Information Technology:

· Use health information technology to reduce duplication of testing and care, provide decision support at the time of care, to create a better partnership between provider and person/patient via personal health systems/records, to assess effectiveness of care within a provider site and with other providers locally, regionally and nationally, to lower billing errors and costs.
· Use health information technology to appropriately share health information among a person’s health providers.

· Have a system of national standards (data, exchange, EHR and PHR function) for health information technology

11. Transparency:

· Provide transparency on quality and cost of care.

12. Payment:

· Slow down the rate of increase in prices to growth in GDP in all private and public sector plans.

· Implement an “all-payer” system of payment for all payers, including self-pay, private insurance, public insurance, e.g., Maryland has an all-payer system of establishing hospital payment rates.
· Differential rates among payers (self, Medicare, Medicaid, private insurers) should be eliminated.
· Fundamental provider payment reform with broader incentives to provide high-quality and efficient care over time 

· Increase payment for primary care services relative to those for sub-specialty care and advanced imaging. 

· Tie payment and other incentives/disincentives to achieving excellence in care, e.g. pay for outcomes, performance, efficiency, effectiveness, and safety.
· Pay-for-performance should not create inappropriate incentives to treat the healthy and low cost and to not treat the less healthy and higher cost.
· Reduce waste and abuse for all payers.
· Do not pay for avoidable medical errors and not allow the costs to be passed on to other payers, including self-payers.  

· Eliminate payments resulting from avoidable infections and other complications that occur in the hospital (“never events”)
· Improve current payment system, e.g. by a blend of the modified fee-for-service and bundled per-patient payment systems.

· Pay physician practices a per-person/patient fee for serving as a patient-centered health/medical home that partners with person/patient, coordinates care, meets standards and demonstrates better outcomes for patients

· Expand the units of service used for payment, often referred to as "expanding payment bundles."
· Pay global fee for hospital acute-care episodes including the hospital admission and post-acute care, inpatient physician services, and all inpatient or emergency care for 30 days after the hospital discharge

· Full population prepayment—a single payment for the full continuum of services for  a given patient population and period of time—should be encouraged. Such payments should be adequately risk-adjusted to avoid adverse patient selection. If full population prepayment is not feasible, payers should encourage:

a. Global case payments for acute hospitalizations. Ideally, such payments should bundle all related medical services from the initial hospitalization to a defined period post-hospitalization (including preventable rehospitalizations). These payments also should be risk-adjusted to avoid adverse patient selection. 

b. Alternative payment structures for primary care. Primary care practices that provide comprehensive, coordinated, patient-centered care (e.g., certified medical homes) should be offered an alternative to fee-for-service payment. Promising alternatives include comprehensive prepayment for primary care services or fee-for-service payments plus a per-patient care management fee.

· Use shared accountability for resource use
· Revise the resource-based relative value schedule (RBRVS) to increase payments for primary care

· Pay for transitional care services, such as phone calls to high-risk patients following hospital discharge

· Reduce physician fees for unusually high-priced, high-volume services

· Reduce diagnosis-related group payments for unusually profitable hospital services, such as some cardiac and orthopedic procedures.

· Financial incentives/penalties for hospitals based on their 30-day readmission rates

· Reimbursement for durable medical equipment should be based on competitive bidding with Medicare paying a price based on the distribution of bids

· Pay managed care plans, including Medicare Advantage plans, the right amount.

· Link payment levels more closely to the costs of effective/efficient providers, not average providers. 

· The Sustainable Growth Rate formula underlying Medicare physician payment should be replaced with a budget target for Medicare outlays per beneficiary across all Medicare services

· Medicare should negotiate pharmaceutical prices 

· Medicare should achieve savings by adjusting payment updates in high-cost geographic areas

13. ….
So which ones do we use?  We should use all them unless there is a good reason to believe a particular approach won’t work, has too much opposition, or doesn’t fit with all or part of the chosen comprehensive reform plan.
To whom do they apply?  They should apply to all payers to the extent feasible.  This has the best result and is best done if we adopt an “all-payer” system that applies and is accepted by all public and private sector payers.  We have precedent in Maryland for an all-payer approach to hospital payment.  We have national precedent where most payers use Medicare payments in setting their payment levels.  To hold cost growth to no more than GDP growth requires all payers to do this together and in concert.

Yes and here’s how.

We chose the best overall comprehensive health reform strategy that is the quickest and best for getting us to the vision of a healthy America.  We need comprehensive reform to achieve an American health system that is accessible (including insurance), is affordable (for all payers (including self–payers and taxpayers), increases quality, and improves health for all Americans.  (See Table 2.)  
First, what is the budgeting strategy?  Is it no significant cost increase, off-setting revenue, off-setting cost reductions, treat as stimulus where the cost is recovered, treat as stimulus where the cost is not recovered, run a near-term deficit, run a long-term deficit, or some combination of these?  Specific to these times, a stimulus approach has additional merit.
Keep in mind that we as a nation are spending enough.  We are just not spending it in the right ways.  We need a better payoff for the trillions we are investing in health and health care.

Second, what is the legislative and implementation strategy?  Is it a comprehensive plan that we pass all at once and implement ASAP?  Is it a comprehensive plan that we pass all at once but phase in?  Is it a comprehensive plan that we pass and implement in phases?  Is it a comprehensive plan where we pass the initial step and then revisit each year or Congress?  Or is there no comprehensive plan but we pass the initial step and then revisit each year or Congress.  Again, there can be variations on and combinations of any of these themes. To fit the budget environment and get the maximum effect in the shortest time, a comprehensive plan that a) we pass all at once and implement ASAP and b) treat as a stimulus that we recover the added cost within 5-10 years has substantial merit.
Third, given what we chose of these strategies, what is the glidepath that we need to follow to get us from the unhealthy America of today to the healthy America of the future?  Here we need to lay down a clear and executable and flexible operational strategy that includes all the necessary supportive strategies, i.e. who will do what, when, where and with what result, that together will produce a healthy America.

Yes, let’s build a healthy America.

To do this, it is great that the American public has spoken clearly that health reform is one of the top three priorities and that we should do it even in a struggling economy.  Many argue that we should do it precisely because we are in a struggling economy.

Many, many private and public sector organization have their own plan or their favorite.  The same is true for Members of Congress.  With all this interest and personal/organizational investment, we must now get to work on the comprehensive health reform plan that we will actually legislate and implement.  It will have many proud parents and that is also great.  Everyone can tell their children and grandchildren that it was their leadership and collaboration that resulted in a healthy America.
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Table 2.  Comprehensive Health Reform for American Health System That Is Accessible (Including Insurance), Is Affordable (For All Payers (Including Self–Payers and Taxpayers), Increases Quality, and Improves Health for All.
If we care about health and health care for our families, friends, ourselves and the rest of America, we must deliver positive, comprehensive health reform and improve health and health care for all Americans.  

This is the moment for all Americans.  This is the moment for all whom we care about.  This is the moment, if we lead and act wisely, that we begin building a healthy American health system and a healthy America.  

Gary Christopherson has served as a Senior Executive and Advisor in both the Clinton and Bush Administrations, including with the Departments of Veterans Affairs, Defense, and Health and Human Services.  He has served as a Senior Fellow with the Institute of Medicine and serves as a Fellow with the National Academy for Public Administration. 
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