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The Grass is Always Greener
Part II: What Sacrifices Are We Willing to Make?

BY GENEVIEVE M. CLAVREUL RN, PHD

MANY BELIEVE THAT HEALTHCARE IS
a right guaranteed under our Constitution,
thus making the government responsible
for providing healthcare coverage. If this is
the case, then what are we willing to sacri-
fice for this scenario to become a reality?
When I think about the differences
between the French and the United States’
healthcare systems, I am reminded of two
critical aspects that are like day and night:
expectations and repercussions.

Heroic Measures to Prolong Life

Americans  expect their healthcare
providers, especially physicians and nurs-
es, to go to extreme lengths to save a life.
Nowhere is this expectation greater than in
NICU. I remember the first preemie that I
ever took care of here in the U.S. She was
way “undercooked” as we say in NICU,
born under 500g (imagine a pound of but-
ter if you will), but this did not stop the
entire healthcare team from doing every-
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Just as the French don't expect heroic measures,
they also rarely sue doctors, nurses or other
healthcare providers for malpractice.

thing humanly possible to keep her fragile body alive until,
many months later, she matured enough to breathe, eat, and
live on her own. No one found it odd that we were willing to
invest millions of dollars to save this one fragile life, even with
the knowledge that she would probably go on to live with
many chronic disabilities due to her extreme prematurity.

In France, as a rule, an infant born under 500g is not given
any heroic measures, nor does the family expect it. Instead, the
family and infant are given a room where they can spend what
time remains, and only palliative measures are taken to make
sure the infant does not suffer. This does not mean that the
French value the lives of their loved ones any less than
Americans, it simply illustrates different levels of expectations.
In France, there is no expectation that a 97-year-old man will
undergo aggressive treatment to prolong his life, while in the
U.S., there are many who expect this will always be available.

Other Cultural Differences

Just as the French don’t expect heroic measures, they also
rarely sue doctors, nurses or other healthcare providers for
malpractice. This does not mean that their healthcare
providers are more competent, it'’s just that lawsuits are not a
cultural norm in France. When I was once asked to lecture to
a team of doctors on the U.S. versus French healthcare sys-
tems, I was jokingly warned by my host not to dwell too long
on malpractice since they didn’t want me to “teach” the doc-
tors about what they viewed as a very American idiosyncrasy.

There are other changes we might expect if we were to
move to a nationalized, universal or socialized healthcare
scheme. These changes would include the acceptance of some
form of a national health identification card: a real-time, trans-
portable, electronic medical record for use in diagnosis and
treatment. These types of cards make great sense and are
already in use in many of the countries that have a national-
ized, universal or socialized healthcare program. Such a card
would allow all of our medical and pharmaceutical history to
be readily available, eliminating the patients’ responsibility to
provide their entire health history and pharmacopeias, which
can be harder to recollect as we get older.

One of the greatest barriers to adopting this is the reluc-
tance of Americans to enact a national ID card system. This
almost uniquely American aversion to a national ID is difficult
for the French to understand, as government intrusion is much

more common in France.
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Better for Nurses?

It has been postulated that universal healthcare would usher
in an era of better nursing care and a better nurse work envi-
ronment. Whether or not this is the case is yet to be proven,
but one only needs to read the daily reports from England,
Canada, Australia and France to see that their healthcare plans
are facing monumental challenges and, in some cases, the
nursing profession seems to be imploding. Sign up for an
Internet clipping service and select keywords such as “nurse”
or “nursing”—you will be surprised to learn what challenges
our profession faces in other countries.

Another area that is rarely discussed is the state of medical
research. It is a long held belief that the U.S. “out researches”
the rest of the world in the arena of medicine. Pundits point
out that our nation is responsible for approximately 75 percent
of all new medical and equipment research and development
and that this success rate can be directly linked to our free-
market approach to healthcare.

For example, at a recent meeting of health insurers in
Pasadena, the head of the Canadian Medical Association cited
that, on average, it takes five years for the Canadian medical
establishment to adopt new medical and pharmacological
technology. In short, the product was available in the U.S. for
at least five years before it made it into mainstream Canadian
healthcare. In addition, Canadians often must wait for life-sav-
ing treatments. A recent Canadian Supreme Court decision that
stated “access to healthcare did not mean access to a waiting
list,” which came in response to a lawsuit where Canadians
were suing the government to allow them to access treatment
in the U.S. for procedures such as hip replacements, cancer
treatments, etc.

Cash Only System
Many opponents of the universal healthcare scheme fondly
refer to the “good old days,” pre-World War II, prior to the rise
of the large health insurance companies, when doctors col-
lected directly from patients. These individuals argue that if we
adopted a system reminiscent of this period, we could cut our
healthcare costs down to nearly nothing. In addition, the con-
sumer and doctor would be allowed to return to a more per-
sonal, one-on-one relationship—the way, they argue, that it
was intended to be all along.

Supporters of this model hold a strong belief that it will
enable physicians to have a greater impact on the care they
provide, and that patients would have a better idea of what
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We do not expect auto insurance to cover flat tires
and tune-ups, yet we expect health Insurance to cover
physical maintenance, as well as catastrophic illness.

their healthcare costs truly are instead of what they are pre-
sented with in today’s insurance scenario.

When I was a nurse in Columbus, Georgia, I remember one
such physician who not only accepted cash, he practiced the
barter system with his patients who were cash poor but had
wonderful products or services to trade. Some doctors eschew
insurance all together and claim that, by not accepting insur-
ance, they reduce the number of employees from five per full-
time physician to two. Physicians can, in turn, spend more time
with patients, and thus provide better quality of care.

Going cash-only is not as farfetched as it may seem, but
there are indeed barriers to such a system, and a critical need
to raise awareness that such an option exists. In addition,
patients would need to be made aware that there are urgent
care clinics that accept the self-pay or uninsured patients, and
that the ER is not their only choice.

Contrary to universal healthcare propaganda, self-pay
patients are not necessarily playing with fire. When a person is
basically healthy, without a chronic or catastrophic illness, pay-
ing for a $60 check-up once or twice a year is an acceptable
alternative to $100 plus monthly health insurance premiums,
deductibles and co-payments. It is an option many entrepre-
neurs and employees at small startup companies choose since
they are too small to leverage a good benefits plan or are often
deemed uninsurable by health insurance companies.

Perhaps we could develop a health insurance program for
catastrophic and chronic illness and have everyone pay into this
program. Therefore, when confronted by a pregnancy, broken
leg, bout of pneumonia, cancer or some other costly illness, the
cost would not bankrupt the individual when they access the
care and treatment they need.

Is Health Insurance Different Than Auto Insurance?
Another option, currently in use in Massachusetts and under
consideration in California, is a requirement that everyone must
have insurance coverage (most likely a combination of pub-
lic/private/employer coverage). Proponents of this system in
California point to how well a similar mandated insurance pro-
gram works for automobile drivers. However, I have not found
the mandated auto insurance law to have a dramatic impact on
my car insurance payments, which seem to increase every year,
even though I have no accidents or violations. Just ask anyone
who was struck by an uninsured driver how that mandated
insurance law worked for them.

Of course, the obvious response is that we need to “put
teeth” in the law so that more people will comply. Simple
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answer on the surface, but if any of my readers are following
what our current Insurance Commissioner, Steve Poizner, is
proposing in his plan to initiate more aggressive enforcement,
I think you can draw a similar parallel to the challenges a man-
date requiring everyone to carry health insurance may face.

An interesting aspect of health insurance is that it does not
follow the model of most other types of insurance. For exam-
ple, ask any auto or home policyholder if they expect their
insurance to cover maintenance and they would, in all likeli-
hood, answer no. We do not expect auto insurance to cover flat
tires or tune-ups, and homeowners never expect their policy to
cover a visit from the plumber or roofer. However, these same
owners do expect their policy to cover damage caused by acci-
dents or catastrophic events. Yet we expect our health insur-
ance to cover our physical maintenance in addition to any
chronic or catastrophic illness.

Perhaps, if we approached health insurance as we do other
forms of traditional insurance and offer the opportunity to pur-
chase coverage for chronic and catastrophic events only, it
would be more affordable all around. Small employers could
then provide some type of supplemental insurance that covers
all the extra bells and whistles and deliver, once again, a bene-
fit that would help employee retention and attract employees.
Startups and small businesses might be able to provide insur-
ance, or perhaps do as many nonprofits do, which is join into
a pool and use this leverage to provide additional coverage to
their employees.

Government Run Healthcare

Personally, 1 have many reservations when asked to contem-
plate government-based health insurance. One only needs to
take a look at the current state of our Veteran’s Administration
(VA) healthcare program to see what can happen. I remember
how well the program was run when my ex-husband returned
from Vietnam, but over time, as various administrations came
and went in D.C., they each influenced appropriations for the
VA. In the mid-to-late 1990s, the VA experienced massive reor-
ganizations and budgetary constraints that have, in great part,
led to the current condition it is in today.

As Governor Schwarzenegger tried to roll out his SB11
healthcare plan in California, weaknesses were quickly identi-
fied and attacked. At the same time, it was confirmed that
Massachusetts’ mandated health plan will cause a large budg-
etary deficit for this state. The Governor’s plan could have
resulted in deductibles amounting $20,000 per family—how
many middle class families can afford such a deductible? While
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