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Richard Douglass 

 
So, where are we? 
 
In the last 18 months my column in The Beacon has taken us historically on the roller coaster 
ride of how our health care system evolved from the end of WWII through the Clinton 
administration's efforts to address many very serious problems.  By the end of the Clinton 
presidency, however, many of those problems were still nagging at us.  There are many broken 
parts of our system.  Inflation, inefficiencies, inequities, disparities, and profiteering all populate 
the list of problems we must address. 
 
President Clinton's introduction of managed care and the private sector's gleeful embrace of 
managed care as an industry instead of a federal bureaucracy, did actually reduce health care 
inflation by about half.  Much of the savings was associated with limiting care at both outpatient 
and inpatient levels.  The pause in medical care inflation was not to last, however, because 
historically important scientific breakthroughs were on the horizon.  Cracking the human 
genome and applying genetic science to diagnostics, creating new and amazing "targeted 
therapies" that affected cancer cell reproduction, advanced scanning and miniaturization of such 
technologies, and a whirlwind of new drugs that grew from rapid changes in biomedical and 
pharmacological science all improved health care and medical responses for people who had 
insurance.  For low income people, however, the co-pays that accompanied many of the new, 
fantastic, and very expensive treatments and testing possibilities made access impossible. 
 
We still faced the national moral shame of disenfranchising about 20% of the population as 
medically indigent with no access to care via insurance coverage.  The medically indigent still 
flocked to emergency departments for whatever medical problem they faced, often long after 
initial symptoms emerged, and this simply made their care less adequate and much more 
expensive.  A persistent problem of homelessness has been closely connected to medical 
indigence and these problems were both economic and political problems with few good answers 
as long as Republicans were in power. 
 
When President Obama came to the White House, and his platform included dealing with the 
huge issue of medical indigence, we began a ten-year political and social confrontation over the 
Affordable Care Act (ACA); it was attacked by conservatives as "Obama Care."  The details of 
the ACA included many benefits:  coverage of young adults through family insurance plans to 
age 26, prohibiting exclusion from insurance coverage because of pre-existing medical problems, 
expanding Medicaid programs at federal expense to embrace more of the medically indigent, and 
other advances over the status quo of the previous presidential term under G.W. Bush.  Although 
the battles were fierce the ACA was passed during President Obama's first two years and signed 
into law.  Mandatory enrollment in a market-based health insurance access program was cut 
from the ACA, however the national marketplace that was retained gave citizens many options to 
receive private health insurance that were previously not available.  "Junk" health insurance that  
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failed to cover medical expenses with deceptively attractive low premiums were made illegal. 
Some people "lost" their insurance, but were forced to buy insurance that was going to actually 
help them in a medical crisis.  The marketplace got off to a slow start, but eventually became part 
of the medical insurance landscape and, within a neo-Liberal economic mindset, Medicaid 
expansion led to the reduction of medical indigence by about half.  It was successful in reducing 
dependence on emergency room care for primary care needs. 
 
The expansion of the private health insurance industry, however, increased the national 
expenditure on health care.  Political battles raged for over ten years to defeat and eliminate the 
ACA and all of them failed because Congressional Republicans could never invent better plans.  
President Trump assaulted the ACA as a "failure" in the face of increased ACA enrollments even 
after federal efforts to expand the insurance marketplace were drastically reduced.  Some states 
never expanded Medicaid to their low income citizens even when the federal government was 
going to pay for it.   
 
Now, looking back at the 2002-2022 time period the ACA looks like a success, but not as much 
of a success as it could have been if the national Republican assaults were less vicious or 
persistent.  The war over the ACA reflected the increased cultural divides that define the 
American experience today. As usual it is the poor and historically underserved who suffer the 
most. 
 
What Should We Do? 
 
Over the last many months I have focused on a few major problems with the U.S. Healthcare 
Enterprise.  I use the word "enterprise" by choice because we have always dealt with medical 
care as a business, provided by professionals, but managed by private economic interests.  This is 
in stark contrast to public health programs that are tax-based and offered as public services.  It is 
my position that the dominance of the medical versus public health interests of our healthcare 
system is at the root of why it costs so much more in the United States than anywhere else in the 
World, yet the results are not impressive.  We pay much more and still do not have the best 
outcomes in terms of population longevity, health status, access or adequacy of medical care.   
 
One of the biggest contributors of our very expensive system is that we have too many "moving 
parts" with too many organizations, suppliers, state, federal and local government regulators, 
private overseers for accreditation, and government-subsidized research and development 
without provisions for limiting corporate profits from government-financed research.  I see these 
many non-clinical interests as parasites who draw resources away from taking care of people. 
 
Another major issue is that our federal system is inherently inefficient.  Fifty States and two 
territories present 52 separate Medicaid programs with conflicting and highly inconsistent levels 
of eligibility and coverage for the people most likely to need medical care under age 65.  Each of 
these 52 systems present independent costs for management, state level oversight, and political  
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battles each budget cycle. Medicaid is a failure compared to the national Medicare program that 
offers uniform care and coverage wherever a recipient lives.  The difference in administrative 
costs between Medicaid and Medicare is stunning; too much of our Medicaid spending is wasted 
on process instead of being directed to providing medical care to the poor. 
 
Thousands of competing health insurance companies, with unique policy options within each 
state, due to the autonomy of our federal system and the authority of state-level insurance 
commissions, complicates and confuses billing and price setting for hundreds of thousands of 
services.  Billing codes are not consistent throughout the nation.  The financial intermediaries 
that process billing, accounts payable and accounts receivable for our vast system account for 
almost 20% of the total health care expenditure of the nation.  No other nation faces such an 
absurd way of "doing business" in the medical sector, yet for those hundreds of thousands of 
people working within the health financing industry this represents middle class jobs.  Are we 
stuck with a system that is ridiculously inefficient and expensive because we don't know how to 
use our national talent in more socially beneficial ways? 
 
I believe we need to simplify the process and divert much of the resources that we waste on 
financial and regulatory complexities into medical care for people.  We can figure out how to put 
those financial managers and accountants to work on different platforms. Our lives would be 
improved. 
 
COVID has taught us that the public health infrastructure has been neglected and under-financed 
for at least a half century.  We deserve a better celebrated and resourced public health system 
because COVID will not be the last pandemic and we ought to be better prepared in the future. 
 
COVID has also given us a window into how we fail, even with our medical care costs reaching 
20% of the economy, to compensate most health care personnel for doing work that most of us 
don't want to do.  We do not adequately reward the workers, we put new professionals into a pile 
of education and training debt, and then we don't praise them for sacrificing, sometimes even 
their lives.   
 
We should eliminate the state-based Medicaid programs and establish a Medicaid-for-All 
alternative with national uniformity and access just like the Medicare Program enjoys.  A 
national expansion of Medicaid would eliminate the inefficiencies of state-administered 
programs, reduce state level bureaucracies, and give Medicaid recipients the ability to take a job 
in a different state without losing all or parts of their health care coverage.  
 
We should find a way to pay all or most of the tuition for medical, nursing, allied health, and 
related education and training. We are the only nation that puts this labor force into debt in order 
to get a job taking care of those in medical need. We should not put our health care labor force 
into debt by their choice to serve us.  Lower compensated career paths should be the first to go to 
school without tuition debt.  There should be a health care minimum wage, at the national level,  
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that is 25% higher than a general purpose national minimum wage to draw more people into 
these fields.  We need them. 
 
We need to embrace good science, fully finance the Centers for Disease Control and Prevention, 
and give the CDC the authority to set national public health policies, especially for 
communicable diseases, which makes it impossible for politically driven and uninformed people 
to create inconsistent responses to public health threats. 
 
We need to require the pharmaceutical industry to acknowledge that basic research leading to 
most new drug "breakthroughs" is the result of federal investments.  Pharmaceutical profits 
enjoyed from taking publicly sponsored research to profit-generating products should be limited 
and controlled.  The pharmaceutical industry's influence in research priorities for federal research 
institutes should be monitored and reduced.  Federal research should focus on prevention of 
disease as much as it is currently invested in inventing methods of treatment. 
 
And finally, as I close down this column, please stay tuned.  I am squeezing all of these columns 
and more into a book!  Watch this space in the months ahead and never quit expecting more from 
our health care system.  Thanks for the opportunity to open my thoughts to you. 
 
Richard Douglass, Tawas City 
 
 
 
 


