Healthcare Reform Needs a “Triple A” Approach
By Kevin Power

The simmering debate over healthcare reform promises to get even hotter as the November 2020
elections approach. A Gallup poll during the 2018 mid-term elections indicated 80 percent of
registered voters viewed healthcare as “very” or “extremely” important for their decision. And
the stakes are high: healthcare expenditures accounted for at least 18 percent of GDP, or $3.5
trillion in 2017, and are projected to reach $6 trillion by 2027 Yet, while U.S. spending for
healthcare is more than twice the average (per capita) of other developed countries, Americans
rank 43rd globally in terms of life expectancy? To achieve better outcomes, reformers need a
new approach that empowers consumers to understand and take control of their medical-related
expenditures.

Reformers should begin with an honest discussion of costs. A recent study in the Journal of the
American Medical Association estimates 20-25 percent (or $760-935 billion) of American
healthcare spending is wasteful®. This equates to annual government spending on Medicare and
exceeds the Pentagon’s budget. The study suggests more competition or price controls (common
in other countries) could reduce that amount by as much as one-third. Additional savings could
flow by reducing administrative costs, currently in excess of $260 billion.

We should also acknowledge who pays for healthcare. Every employee, taxpayer, and consumer-
-no matter their health insurance program--assumes a share of the nation’s total healthcare

costs. According to the Kaiser Family Foundation, the average total cost of employer-provided
insurance for a family is $20,576 in 2019, a 50 percent increase since 2009.

Figure A
Average Annual Worker and Employer Premium Contributions and Total Premiums for Family
Coverage, 2009, 2014, and 2019
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The employer’s share is $14,561, and the employee’s share is $6,015 (with an average annual
deductible of at least $1,600.) But “employer-provided” health insurance is not a “gift” to the
employee; it’s part of his/her total compensation package. Add the employee’s contribution
toward Medicare and Medicaid, plus state and local taxes (covering, for example, emergency
room costs for the uninsured), and it’s clear that taxpayers bear the lion’s share of U.S.
healthcare costs.

For years, corporations and insurance companies have been shifting costs to consumers in the
form of higher premiums, deductibles, and prescription co-pays. However, the opaque nature of
service pricing and the wildly different insurance coverage models leaves consumers confused
and vulnerable. In our market economy, it would be difficult to identify another good or service
where the consumer knows so little (or nothing) about the price before their purchase.

To rein in costs, consumers need the tools to manage their healthcare information and make
informed decisions. The Economic Stimulus Act of 2008 provided $36 billion in taxpayer funds
for healthcare providers to adopt electronic medical records (EMR), but these funds were
distributed with few strings attached. A decade later, many providers have installed proprietary
systems designed by IT specialists mainly to facilitate billing. But what about the patient? In a
Deloitte Health study, 55 percent of patients reported their medical history was missing or
incomplete when they visited their doctor. A Kaiser Family Foundation study found that 1 in 5
patients who were able to review their medical information discovered errors in their medical
history.

While the healthcare industry touts “patient engagement” as its Holy Grail, in fact, current EMR
systems are unnecessarily complicated, lack universal standards, and offer no financial
incentives for providers to share information. So-called “patient portals” are frequently
incomplete, difficult to access, and limited to the records of that particular practice. If you are
treated by multiple providers, your information is likely scattered among disconnected,
incompatible systems. In one high-profile case, the wife of a corporate executive had to bring
printed copies of her medical records to every specialist she saw, because this information
couldn’t be shared electronically. Her records were spread among more than 20 different EMR
systems. Sadly, her experience is commonplace. If the provider has an EMR system, the patient
or caregiver should be able to log on, and view and download information in a usable format.
Moreover, many providers refuse to accept anything other than a signed fax form (or an original
signed form) rather than a request via secure electronic signature. In a wired mobile economy,
this status quo must change.

A three-pronged, or ”Triple A” approach, would empower consumers to become active players
in their own healthcare and help take control of their healthcare expenditures.

The first approach involves “access.” While industry grapples with the problem of information
sharing between different EMR systems, the Federal government should enforce current
regulations and should compel all providers to provide basic customer-facing improvements to
help alleviate some of the pain in patient interaction with health providers. All patients have the
right to receive medical information in an electronic format, where the provider has an EMR
system. Under the ESIGN Act of 2000, electronic signatures and records have legal standing
and healthcare companies already use this technology in their normal course of



business. Extending that practice to patients does not impose an additional burden on the
provider, and may help reduce administrative costs. Release of Information forms for records
should be acceptable if signed in person, sent via email, or through an electronic signature
service. Electronic access to health information should be as easy as online banking.

The second approach involves “applications.” The market for consumer-friendly health
management applications is underserved because patients find it difficult to obtain their health
information. If access to their health information were readily available, developers would
provide and consumers would use intuitive modern software applications to centralize their
records and share with providers on a timely basis. Best practices routinely used for the
provision of online banking, bill payment, and secure e-commerce can be applied to personal
health information. Providing an easy way for patients to access, download, and disseminate
their own records among different providers is an essential step toward achieving better
outcomes and potentially lowering costs.

The last component of the “Triple A” approach involves “advocacy.” The road to more
transparency in healthcare will require a sustained legislative and regulatory effort. For example:

«  Federal legislation is required to clearly establish ownership of the information in health
records, replacing the existing patchwork of state laws. According to HeathinfoLaw.org Several
large states, including California, grant ownership of medical records to the healthcare provider.*
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Medical Record Ownership Laws
. Hospital and/or physician owns medical record
Patient owns information in medical record

No law identified conferring specific ownership or property right to medical record

% Health Information and the Law- A project of the George Washington University's Hirsh Health Law and Policy
Program and the Robert Wood Johnson Foundation



In other states, while the patient may not own the medical record, they have legal ownership of
the information in the record. A large number of states are silent on both counts. A uniform
legal framework would eliminate ambiguity and establish an undisputed legal right to ownership
of personal health data and the need to obtain explicit patient “consent” for the use of personal
health data. This may help prevent future abuses like the recent discovery that Google and its
healthcare partner Ascension compiled healthcare data on “tens of millions™ of patients without
their consent.

»  Providers should be compelled to publish prices for standard treatments in a format that is
readily accessible and understood by the general public, rather than attached to undecipherable
billing codes.

»  Out-of-network charges without prior patient authorization should be eliminated. Insurance
companies typically specify which providers are in-network and hence covered under their
policy. But the consumer is not protected from surprise bills from a hospital or practice that
consults with an out-of-network specialist or practitioner. Responsibility for ensuring that
approved covered treatments do not contain unanticipated out-of-network charges should be
shifted from the consumers to the insurers and providers.

A “Triple A” approach is not a comprehensive solution to our healthcare dilemma, but it must be
part of any effective reform.

Kevin Power founded The Good Health Network after recovering from a serious illness and
experiencing the pain and difficulty in obtaining his medical records.



