Healthcare in the USA

Please watch the following 2 documentaries: Sicko (2007) by Michael Moore and Inside USA available at: http://www.youtube.com/watch?v=YLgfKzTTXu8&feature=related 

(the second one is only 15 min.)
Overview:
● Health care
 is the largest industry in the United States (with total medical expenditure reaching the psychologically critical figure of $2.5 trillion in 2009.)
 
● America has the most expensive health care system in the world. 

● US spends more on health care as a proportion of its GDP (up from 16.2% in 2008 to 17.3% in 2009),
 as well as per capita ($8,047 per person)
 than any other country! 
● 46.3 million uninsured people living in America (2008)
 = 1 out of every 6 persons living in the US has no health insurance whatsoever!
 
● 100 MILLION AMERICANS ARE severely UNDERINSURED: 

Every year there are over 700,000 people (or over 2 million if we include their children and spouses) who go bankrupt in the US because they cannot pay their medical bills,
 even though more than 75% of these people do have health insurance coverage at the start of their illness, but are shocked to find that their insurance policy does not cover their specific treatment or medication for one reason or another.
 (
For nearly all of these families it is only a matter of weeks before their utilities (electricity, water, gas) are turned off, and eventually most have to sell their homes to be able to pay their hospital bills, or simply to buy their cancer medications (which tend to cost two to three times more than the same products in Canada or in European countries).  
? So how come other countries manage to cover everybody and pay only half as much per capita as people in the States? 
? What explains the fact that practically nobody goes bankrupt because of medical bills in Germany, Canada, the UK, Japan, or France?  
? How is it that the same MRI exam that costs $1200 in the States costs a mere $98 in Japan
, or the sicker people are, the less money they have to pay in France (that is until somebody is diagnosed with cancer or a chronic condition, at which point the Sécurité Sociale will take over and cover everything)? 
Then, there is the United Kingdom where there are no bills at any point for any patient.
 Hospitals are government owned, doctors are employed by the National Health Service and yet there is competition. Now that beats the mind of most Americans. Non-profit hospitals and yet they compete for the British patients in all earnestness? (Isn’t their system called socialized medicine, the ‘evil word’?) What is more, the British health care system costs only half of what the American system costs per person, and yet the British are measurably healthier for all age groups than the Americans. Life expectancy is longer,
 infant mortality is lower.
 

The Basic Health-Care Systems of the World
There are 4 basic health care models in the world: 
1. Beveridge Model ( single payer system (= government is the only insurance comp.)

2. National Health Insurance Model ( single payer system

3. Bismarck Model ( many insurance companies (but ALL are NONPROFIT)

4. Market-Driven Health Care Model ( profit-oriented system with many insurance companies

The first 3 models have one essential characteristic in common: basic universal health coverage is guaranteed to every citizen and legal resident by the government regardless of employment or financial status. Also common to these models is the non-profit nature of basic comprehensive health insurance, as well as the strict control they exercise over the pharmaceutical industry. These 3 systems are essentially characterized by social solidarity: you pay according to your means and receive according to your needs. The rich and the healthy subsidize the poor and the sick. One of these 3 models is used today by each of the world’s industrialized, democratic countries, be it from the UK to Japan, from Sweden to Israel, from Canada to Hungary or South Korea. There is 1 exception…

The USA is the only country where access to basic comprehensive health care is not among the fundamental rights of citizens, but treated instead as a market commodity that has to be purchased.
Single-payer health insurance systems:

1. Beveridge model (Socialized medicine): When health care is both paid and provided by the government (the medical profession is on paid by the government)
e.g. in the UK, Ireland, the Mediterranean countries (of the EU), most of Scandinavia, New Zealand and Hong Kong, Cuba and the former Socialist Bloc countries (including Hungary)

2.
National health insurance model: When hospitals and doctors are private but the government regulates the health care market and payment of health care procedures, hospital stay (sometimes including prescription drugs) comes from a government-run insurance program that every taxpaying citizen pays into

e.g. Canada, Taiwan
Multiple-payer health insurance systems:

3.
          The Bismarck Model
In the Bismarck model hospitals are usually private, as well as doctors’ practices.  People are free to choose their general practitioner (GP), or the specialists they want to see and the hospitals where they want to be treated. Their sickness fund will simply pay the bills. There is a small co-payment patients are required to pay, but there are many exemptions. 

Waiting times in Germany are the same or shorter than in the US. The quality of the medical service is very high, with all of the important state-of-the-art technology included in the basic package for everybody in the country, on an equal basis.
 Health insurance is financed by compulsory payroll deduction (employers paying 8 percent and employees paying 8 percent of their gross income.) Workers can choose from a large range of sickness funds, all of which are NON-PROFIT in Germany and Japan.
	Country
	1970
	2009

	USA
	7
	17.3

	Canada
	7
	10.1

	Germany
	6.2
	10.4

	UK
	4.5
	8.4


Health spending as a percentage of GDP in the US, Canada, Germany and the UK in 1970 and in 2009

The US Market-driven Health Care Model
“The American health care system is a system in name only. It is really a patchwork of public and private programs with widely differing eligibility criteria.”
 


There are numerous characteristics of the US market-driven health care model which set it completely apart from the previously discussed three models. The primary difference is that in the United States access to comprehensive health care is not a basic human right.
 Risk spreading in America is unlike that in any other industrialized nation.
  Instead of pooling everyone, rich and poor, young and old, sick and healthy into a single pool, or to several large pools (as in Germany or Japan), the American system allows private profit-driven insurance companies to select those who are healthy enough to hold a job, and tends to leave the rest of the population to the government to cover (if it can). Thus, the elderly, the disabled, the children of the working poor and certain populations of the very poor receive government assistance, while working adults pay into the private commercial plans. ‘Privatize profit, nationalize loss’ - could be a fitting motto for the American ‘market-driven’ model. “Although America leads the world in spending on health care, it is the only wealthy, industrialized nation that does not ensure that all her citizens have coverage.”
 

The American health care system

For the majority of Americans health insurance is intimately tied to employment. Employer-provided health insurance, however, is purely voluntary; it is a benefit of work. There are no federal or state requirements of employers to provide such coverage.
 Indeed, millions of working age Americans are not healthy enough, successful or lucky enough to obtain a job that provides health coverage. In fact, as a result of the spiraling health care inflation, coupled with the pressures exerted on businesses by the current economic crisis, increasingly more employers decide to either drop health benefits all together, or increase the employees’ share of the insurance premiums to a degree that they can no longer afford it. These American citizens are overwhelmingly “consigned to a bad default position”
 of going without health insurance, and becoming another ‘statistic’, adding one more to the ever growing figure of the 50-60 plus million of uninsured in America.
 This has enormous consequences. Losing one’s job is a double blow in America, because it also entails losing one’s (or often case the entire family’s) health coverage. According to the latest statistics, published in December 2009, the lack of health insurance causes at least 44,800 unnecessary deaths every year in the United States.
 

Though the US already spends what a high-quality universal health care system would cost,
 in fact almost twice as much, they are still far from covering everybody for even basic health care services. According to the US Census Bureau, the percentage of people covered by at least some type of health insurance was 84.5 percent, while 15.5 percent (46.3 million) were without any coverage in 2008.
 The majority of the uninsured are in a family where the breadwinner is working, usually full time.
 Of those covered, 66.7 percent were insured privately, whereas 33.3 percent, or 87.4 million people, were insured by the government, an increase of 4.4 million within a year. Employer-based coverage was 58.5 percent (176.3 million in 2008)
 – a decrease of one percentage point from the previous year, while individually purchased health insurance figured at 7.8 percent.
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Figure 13. Health insurance coverage in the US (2007)

Privately financed and administered health care: Employer-sponsored health plans 


Despite the growing share of the federal and state programs in health coverage (33% of those with health insurance in the US are covered by a government program), employer-sponsored health insurance still remains the leading source of medical coverage for the majority in America today (176.3 million). Owing to continued high inflation in the health care industry, in addition to the current economic crisis, employer-based health coverage is clearly eroding. Of all health insurance types, employer-based coverage was 53 percent, a decrease of one percentage point from the previous year. 

In 2009, average premiums (éves biztosítási díj) for group insurance were $4,800 per year for single coverage and $13,400 for a family of four (up 5% from the previous year). The price of employer-sponsored premiums, however, differ greatly throughout the USA depending on the size of the company, the type of health plans and benefits offered, the geographical location, and the cost of living. Most companies give their employees a choice of a few plans. The majority of these plans belong either to preferred provider organizations
 (PPOs cover 60% of the 176.3 million) or to health maintenance organizations
 (HMOs cover 20%).
 These health insurance plans have been put in place first in the Nixon years, but became wide-spread during the Clinton administration. As a cost-saving measure, PPOs and HMOs place limitations on the list of doctors, specialists and hospitals people can turn to. Increasingly, “cost-saving measures are forcing patients out of hospital beds prematurely (because) managed care is generally structured such that physicians have incentives to cut costs and gain revenue by withholding care” 

Most employees have to contribute to the cost of their health insurance in several ways, through paying a part of their monthly premium, meeting an annual deductible
 before the insurance begins to cover their bills, and/or paying fixed co-payments
 for primary care, prescription drugs, and specialty office visits. Typically, the workers’ share of the premiums is 17% for single coverage,
 and 27% for family coverage.
 Those employees who are unable to pay their share often have to renounce their health plan and become uninsured. Owing to their larger risk pools, combined with greater power to negotiate with insurance companies, larger companies (200 or more) tend to provide far more comprehensive health plans than smaller firms.
 

Nowadays, Americans in general are brought up to think that it is the “natural way of life” for higher paying jobs to offer good health coverage (with rich benefits), while for minimum wage jobs not to offer any.

Private non-group health insurance 


There are about 17 million people (5 percent) who do not have access to a group-based health insurance plan, but are healthy enough to afford a private plan on their own. Typically they are the self-employed, or those who work for a small firm that cannot afford giving its employees health benefits. Women who lose their coverage through their husband’s job due to a divorce often find it impossible to afford medical insurance on their own. The average cost of a health plan on the individual market ranges from $100 to $300 per capita per month (depending on the person’s age, gender and medical history) with a deductible (önrész) of $2,000. For a family of four, coverage ranges from $220 to $500 on average per month, with a deductible starting from $2,600. Considering a single-parent who makes $12,162 a year (the US federal minimum wage in 2008), it is obvious why even an “inexpensive” health policy for one person (costing between $1,200 and $3,600 plus the $2,000 deductible) is an impossible financial challenge. For a single-parent with two or three children that same health plan purchased on the individual market would cost approximately between $2600 and $6,000 in premiums per year + the $2,600 deductible. In the second case, the single-parent with the three dependents would have to sacrifice 70% of his/her yearly income to assure a less-than-first-class insurance policy for the family. Working parents in such difficult financial situations can hardly be blamed for swelling the numbers of the uninsured.

Individual policies increasingly do not cover maternity care, as well as limiting coverage for prescription drugs, mental health, or rehabilitation. If purchasing health insurance on the individual health insurance market is expensive for healthy individuals because they cannot negotiate for lower premiums, it is virtually impossible for those with a pre-existing condition. Insurance companies are careful to avoid potential high risk customers (beneficiaries with chronic diseases), so they use underwriting to determine the risks involved in giving coverage to a new applicant. New applicants are rated based on expected risks, such as their medical history, their age and gender. 

Whereas enrolling in an employer-provided group health plan is fairly unproblematic and (involves uniform prices for all employees within the company regardless of their medical background), to obtain health coverage on the individual market is particularly difficult. In fact, millions of people are actively shopping for health insurance on the individual market (for having lost their employer-sponsored plan, for coming of age, or for never having had insurance offered at their job) but are unable to afford one. Anybody with the most common pre-existing conditions, such as being overweight, having diabetes, a heart condition, acne, or having had a C-section, can be denied coverage all together on the individual private market. When insurers enroll a person with one or more pre-existing conditions the health plan will exclude coverage for any treatment related to these conditions.

Publicly financed and administered private health care


The US health care system is actually a ‘non-system’, given that in the US they do not have a single national entity that would centrally define, direct and be held responsible for health care. This is not to say that the federal and state governments do not play a significant role in providing a safety net for all those millions excluded from the benefits of an employer-based health insurance system. 
The federal government has run Medicare, one of the largest health insurers in the United States, since the mid 1960s. Medicare works much like its name sake, the Canadian single-payer health insurance, however in the US it only covers senior citizens (people over 65) and the disabled; and it also charges co-payments to its beneficiaries (unlike Canadian Medicare). Medicare (in the US) is a fee-for-service insurance plan that covers most hospital expenses, short-term nursing home care after surgery, as well as out-patient care, such as physician fees, diagnostic tests, and durable medical equipment. Prescription drugs are not covered by the standard Medicare plan, though there is a new option, put in place by the Bush administration in 2006, for some coverage of drugs for those who switch over to a private ‘Medicare’ program. The entitlement to the drug benefit is distributed exclusively through private health plans. The trade-offs are such that it is only worth it for those who do not suffer from any chronic conditions.

Medicare serves 44 million people in the US (as of 2008), of whom 36 million are 65 years old or older, and 7 million are qualified for benefits on grounds of disability. Unlike most private insurance policies in the US nowadays, Medicare allows patients to freely choose their doctors and hospitals anywhere in the country. It uses centrally determined rates of payment based on which doctors and hospitals that contract with the Medicare program are reimbursed. Although Medicare foots a significant part of the medical bills of its beneficiaries, there are deductibles and co-pays for hospital stays, physician visits and prescription drugs, which the elderly and disabled must pay. Those who are unable to afford these payments, can apply for and are often granted dual eligibility for another government safety net program, called Medicaid. There are over 7 million ‘dual eligible’ beneficiaries, who represent some of the most vulnerable (and from a strict economic approach, the most costly) populations of America.

Contrary to Medicare, Medicaid is a means-tested welfare program for people of low income with a disability, and/or with young children, as well as for those elderly Americans who fall below a certain percent of their respective state income poverty level. Low income alone does not qualify anyone for Medicaid in the US. In fact, according to recently published estimates, over 60% of those under the federal poverty line are not enrolled in Medicare. The Medicaid program is operated by the individual states, but financed jointly by the federal and state governments on a matching grant basis - unlike Medicare, which is federally financed and administered. 

All Medicaid enrollees must have incomes and resources below eligibility levels, which vary from state to state. Legal residents with young children or with a disability may apply, while illegal aliens are barred from partaking in Medicaid programs. Since each of the fifty states is free to decide what benefits
 it offers over and above the federally mandated minimum package, there are considerable differences between the fifty Medicaid programs. The states also have the liberty to determine where to set their eligibility requirements. Medicaid is the largest health insurer in America, serving approximately 50 million people (as of 2009, which is an increase of 10 million from 2007).
 Medicare and Medicaid together take up 21% of the U.S. federal budget.


The State Children Health Insurance Program (SCHIP or CHIP) was created under the Clinton administration (became effective in 1997) to provide medical insurance for children from low-income families who are too “rich” for Medicaid, but too poor to be able to afford health insurance. Similarly to Medicaid, SCHIP is a means-tested welfare program run by the individual states, funded on a matching grant basis between the federal and state governments. The individual states determine the design of their SCHIP eligibility requirements and programs, as well as their payment policies; all within broad federal guidelines. In most states SCHIP covers hospital care, physician care, and prescription drugs, together with dental care, eye care, and durable medical equipment. SCHIP insures children under the age of 19 in families where per capita income is up to $9,000 per year. 

Some states also cover the parents of children insured through SCHIP and Medicaid, however, the 2009 SCHIP Reauthorization Act will phase out medical insurance for adults (except for pregnant women), and instead aims at increasing the number of covered children by 4.1 million. As of February 2009, two-thirds of uninsured children in the US would be eligible for health insurance through either Medicaid (they are the neediest children, coming from the lowest-income families) or SCHIP but have not been able to enroll for either the lack of funds or for a lack of information. The 2009 SCHIP Reauthorization Act assigned federal funding (through an increased federal tax on cigarettes
 and other tobacco products) to identify and enroll these children as quickly as possible via a new option called ‘Express Lane’ enrollment.
 


Perhaps one of the greatest obstacles to cost-effective health care and to improved health measures is the lack of coordination of health services. Most health insurance and care information is still paper based. Typically health care providers are unaware of their patients’ medical history, and can easily recommend treatment or medication based on insufficient information. The introduction of a mandate to employ a computerized patient record system would allow any caregiver to have instant access to all the health information of patients at any point of service. 

Another highly questionable practice is that payment continues to be on a fee-for-service basis, which disincentives caregivers and insurance companies to give high priority to prevention and provide truly coordinated comprehensive care. Knowing the rate of incidence of chronic diseases in the American population, the lack of appropriate and continued care (due to a lack of financial and system-wide incentives), which is characteristic of the American health system as a whole, is an obvious and insurmountable source of excessive spending. There is one exception to this self-defeating, inefficient, short-term focused approach to organizing health care in America: the Veterans Health Administration.
Single-payer government health care: The Veterans Health Administration (VHA) 

The VHA serves over 5 million veterans formerly on active duty in the Army, Navy, Air Force, Marines, or Coast Guard, regardless whether their health condition is service-connected or not. Unlike the overwhelming majority of Americans who switch health insurers and providers several times throughout their lives, once veterans become eligible for VHA health care, they typically stay in the system throughout their lives. In fact, most veterans have to pay a financial penalty if they switch plans. One of the reasons to that policy is that the VHA invests exceedingly in prevention programs and first-rate chronic care, which entail considerable expenses up-front (compared to commercial health policies), but significant savings and good health quality statistics on the long-run. 

The Veterans Health Administration is an American version of the Beveridge NHS Model. It is a highly efficient single-payer system, but unlike US or Canadian Medicare, which are also single-payers, health care in the VHA is both financed and provided by the government (technically speaking, it is socialized medicine). Though care is often higher quality and more comprehensive than that provided through typical private health plans, per capita costs are over twenty percent lower. The VHA also exercises tremendous bargaining leverage with pharmaceutical companies and thus can sell medications at a much discounted price relative to the cost of medicine obtained through commercial plans.

The VHA medical staff is on government payroll, instead of working on a fee-for-service basis. This plays an enormous role in securing VHA beneficiaries top-notch quality medical care on the long term (for an explanation see the chapter on ‘Medicare for All’). In 2005, the VHA won the year’s seal of approval from the National Committee for Quality Assurance (NCQA), outperforming the highest rated private hospitals of the country, such as the Mayo Clinic, Johns Hopkins, and the Massachusetts General Hospital. An independent study conducted by the RAND Corporation in 2004 found that the VHA surpassed “all other sectors of American health care in 294 measures of quality”, providing higher quality care than all other delivery systems in the USA. Patients from the VHA scored significantly higher for adjusted overall quality, chronic disease care, and preventive care, but not for acute care. 

An unintentional safety net: Emergency Care

The Emergency and Medical Treatment and Active Labor Act (EMTALA) of 1986 gave the long overdue right to any American citizen, as well as to legal and illegal alien, to have equal access to emergency care irrespective of insurance status, ability to pay, or citizenship. As the health policy expert Beatrix Hoffman succinctly put it, “Due to historical circumstances rather than deliberate policy choices, emergency rooms continue to be the only part of the US health system offering a statutory guarantee of access.” EMTALA requires ambulance services and “participating hospitals”(
) to provide emergency healthcare to anyone in an emergency medical condition. 

There are two basic requirements of hospitals entailing emergency healthcare: the appropriate screening requirement to establish whether an emergency medical condition (EMC) exists, and the stabilization requirement.
 All patients suffering from an EMC must be treated without delay until their condition is stabilized
. EMTALA requirements also include provision of long-term care or rehabilitation care (or transfer to an institution able to provide such care) for those who are unable to take care of themselves or have competent care upon leaving the hospital. 

Patients who have received emergency care may be discharged from the hospital only under their own informed consent, and are legally responsible for all expenses incurred in connection with their treatment. EMTALA stipulates that inquiry as to the insurance status or payment ability of patients can only start once they have been stabilized. The same high standard of emergency care and, if necessary, inpatient care must be given to everybody regardless of ability to pay. Any costs incurred by hospitals that are not reimbursed by the patients or their insurance company are written off by hospitals as bad debt or charity care. Ever since its enactment in 1986, however, EMTALA has been infamously referred to as an unfunded mandate on hospitals for lack of any federal funds to cover the costs of all those patients who often leave behind thousands or hundreds of thousands of dollars in unpaid bills.
 The financial pressure on hospitals nationwide, due to their EMTALA requirements, has driven many health care institutions into the brink of closure. In fact, as indicated by the Institute of Medicine, “about 50% of emergency care is uncompensated”. 

The basic purpose of health insurance would be to reduce the financial barriers to needed care and to do it in a way that will protect prospective and already suffering patients against financial hardship. The current health care system in America, however, is not designed to meet the health needs of the American population, instead it is primarily geared to insure and increase the profit of the private medical insurance companies, drug companies and that of organized medicine.
  Until fairly recently, the American middle class was secure and satisfied with their employer-sponsored health insurance and as a consequence did not support any reform initiative that would destabilize the status quo. Their situation, however, has changed considerably for the worse since the Clinton years when PPOs and HMOs replaced traditional indemnity health insurance, and with it the people’s freedom of choice of health care providers, specialists, hospitals and even of prescription medications. As a result of the 2008 and 2009 job losses, and the associated loss of health insurance of millions of middle-class (acceptable, deserving) Americans, people are increasingly becoming open to the idea of a government public option. 

If you're worried about rationed care, higher costs, denied coverage or bureaucrats getting between you and your doctor, then you should know that's what's happening right now. In the past three years, over 12 million Americans were discriminated against by insurance companies due to a preexisting condition or saw their coverage denied or dropped just when they got sick and needed it most. Americans whose jobs and health care are secure today just don't know if they'll be next to join the 14,000 who lose their health insurance every single day. 

Diagnosis of the Present American Health Care Crisis

The two most widely discussed issues that contribute to the current health care crisis are: 1) the case of the 45-60 million, or so, uninsured Americans, and 2) the five factors which are blamed for skyrocketing health care costs, hampering American businesses, overburdening family budgets, and contributing to the spiraling national deficit.

While the number 47 million has been one of the most dominant features of discussions, debates, and political speeches on health care reform during the 2008 general elections, it has almost always been used as if the figure stood for a homogeneous group of people, all of whom were helpless Americans with no access to any health care services whatsoever due to either their dire financial situation or because they had a chronic condition which rendered them basically uninsurable. The reality, however, is much more nuanced than that.  In fact, before America can begin to pragmatically address the issue of the uninsured, they first need to have more substantive information about who these people are, for what reason(s) they are uninsured, and just how much medical care is available to them already. 

In fact, a study by Keith Hennessey (2009)
 breaks this group into 6 categories, as shown on Figure 1. The first subpopulation, 6.4 million people are the so-called Medicare Undercount group, who are actually covered by a public plan, but forgot to tell the Census taker and therefore should not be included in the statistics on uninsured Americans (45.7 or 47 million) in the first place. Even though the Medicare Undercount has been published by several renowned researchers and health policy analysts and even the Census Bureau has admitted to the inaccuracy, the mainstream media seems to ignore this flaw and thus becomes an accomplice of the politicians in spreading misinformation by citing bigger numbers as if those were accurate and truthful.

The second group with 4.3 million people is comprised of people who are eligible for existing government health care coverage (like Medicaid for the poor, or Medicare for the disabled or elderly, or SCHIP for children), but choose not to enroll for some reason.
 A study carried out by the Health Policy Institute of Georgetown University (2008)
 confirmed that 70% of uninsured children are qualified for Medicaid or SCHIP coverage.  Their parents would only need to do the paperwork. Should anyone from this group need to be hospitalized, the hospital staff would actually do the paperwork for them, and that way most of their expenses would be covered by either the state or the federal government. 

The third category represents 9.7 million immigrants out of the estimated 12 million present in the country. 
 They account for over 20% of the “commonly accepted figure of the uninsured in America”. Recent immigrants (2000-2006) made up over 90% of the expansion in the number of uninsured people living in the USA between 1998 and 2003.
 Many Americans feel adamant about ending the subsidization of the healthcare costs of the uninsured illegal immigrants, be it in the form of Emergency Room care, Medicaid, SCHIP or charity hospitals. These costs amount to an additional “hidden tax burden” of $1,100 per every medically insured person in the US.
 From their point of view, anger and frustration is understandable when the President’s Council of Economic Advisers (CEA) continually claims in the news media that “Perhaps the most visible sign of the need for health care reform is the 46 million Americans currently without health insurance, and CEA projections suggest that this number will rise to about 72 million in 2040 in the absence of reform.”

The fourth category consists of those 10 million uninsured Americans who live in a household earning around or over 300% of the poverty level. They are surely not the people who can count on public support for getting insurance through the government. Yet many of them are too sick to be able to find an affordable policy, even if they do make a lot of money.  

 The fifth group is comprised of the 5 million uninsured young adults between 18 and 34 about whom a nation-wide survey on consumer expenditure has found that they “spend more than four times as much on alcohol, tobacco, entertainment and dining out as they do for out-of-pocket spending on health care”.
 Judging alone by the implications of this survey, one would not expect support for universal healthcare out of sympathy for these “reckless invincibles” from the tax-payer middle-class. 

The sixth category corresponds to those who are deemed truly uninsured: some 11 million Americans.
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Figure 1. Key subpopulations of uninsured (2007)

Increasingly more Americans believe that illegal immigrants should not be counted among the uninsured Americans, similarly to those US citizens who live in households with a net 300% above the poverty line, or to the 5 million young people (ages 18 to 34) many of whom could afford health coverage but choose not to, or the 11 million people who are already insured or eligible for heavily subsidized or free government health care. 

Once people add these four numbers they might arrive at the same conclusion that millions of the opponents of Obamacare have arrived at: in reality there are only some 10.6 million uninsured Americans (2007) who are truly in need of government assistance because they cannot afford medical insurance.

The five main factors that cause healthcare to be significantly (and mostly unnecessarily) more expensive in the United States than in all other OECD countries, as well as the for costs to continue to grow faster than the economy are the following: 

A.  The multiple–payer system 

B.  Chronic care 

C.  New medical technology 

D. The physician payment system 

E. Pharmaceutical prices
Speaking on June 11, 2009, in Green Bay, President Obama said, “We’ve got to admit that the free market has not worked perfectly when it comes to health care, because you've got a lot of people who are really getting hurt: 46 million uninsured.” Many people throughout the US voiced their angry opposition when they watched Obama say the above words on the evening news, especially if they had read or listened to one of the millions of emails or ads circulating and being aired earlier. These ads remind Americans of the 10 million uninsured illegal immigrants who should not be counted among the 46 million uninsured Americans, of the other 10 million US citizens who live in households with a net 300% above the poverty line, of the 5 million young people (ages 18 to 34) many of whom could afford health coverage but choose not to, plus the 11 million people who are already insured or eligible for heavily subsidized or free government health care. 

Once people add these four numbers they might arrive at the same conclusion that millions of the opponents of Obamacare have arrived at: in reality there are only some (10.6) 11 million uninsured Americans who are truly in need of government assistance because they cannot afford medical insurance. What about the remaining 36 million people? Taxpayers should not sacrifice another dime for them, or so goes the verdict of many anti-healthcare reformers. Interestingly, even Obama used a highly modified figure in his speech just three months later during the President’s Address on Health Reform to the Joint Session of Congress on September 9, 2009: “There are now more than 30 million American citizens who cannot get coverage. In just a two-year period one in every three Americans goes without coverage.”

Dr. Uwe Reinhardt, a Princeton healthcare economist, takes the charge even a step further, claiming that 

“The current American health care system has led to medical apartheid, and the results are deadly.  How long you live depends, to a very large degree, on how wealthy you are. As the distance between the haves and the have not’s has grown, so has the gap in life expectancy. The distance between the lower-middle class, the middle class, the upper-middle class, and the truly rich (our corporate aristocracy) has grown so wide that we no longer recognize or identify with each other as fellow Americans.  We lack “social solidarity.”  (Reinhardt, February 13, 2009)

� “Health care embraces all the goods and services designed to promote health, including preventive, curative and pallative interventions, whether directed to individuals or to populations.” (World Health Organization Report. "Why do health systems matter?" 2000. PDF  � HYPERLINK "http://www.who.int/whr/2000/en/whr00_ch1_en.pdf" ��www.who.int/whr/2000/en/whr00_ch1_en.pdf�)


� Up from $2 trillion in 2006. (Fritze, John. “Medical expenses have very steep rate of growth.” USA Today. (February 4, 2010) Web. Feb. 2, 2010 � HYPERLINK "http://www.usatoday.com/news/health/2010-02-04-health-care-costs_N.htm" ��www.usatoday.com/news/health/2010-02-04-health-care-costs_N.htm�)


� It is up from 6.5% 40 years ago to 17% in 2009. (Walker, David M. Rosenthal. “The House Health Care Reform Proposal”. Peter G. Peterson Foundation. Nov. 9, 2009 Web. Nov. 23, 2009. � HYPERLINK "http://www.pgpf.org/newsroom/oped/nim-rosenthal" ��www.pgpf.org/newsroom/oped/nim-rosenthal�)


� Ibid.
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