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Health care in the U.S. reflects a century of infighting among major stakeholders that shows no 
sign of abating today. From the time that physicians began to organize as a profession and 
pharmacies moved beyond selling snake oil, how to deliver and pay for health care involved 
sometimes paralyzing controversy. Several opportunities to create a health care delivery system 
for the benefit of all citizens were squandered. I fear that we are about to repeat that cycle today. 

The complexity of health care delivery and administration boggles the minds of experts and 
distracts medical professionals from focusing on the well-being of their patients. Even with (or 
despite?) the aid of technology such as electronic health records, determining how a medical 
procedure or medication will be paid for involves many convoluted steps and person-hours.  

When patients come to a hospital, an emergency department, their physician’s office, or an 
urgent care center, we must check whether they are insured, by which insurance company or 
agency, whether their insurance is active, the amount of their co-payment, whether all or part of 
any deductible amount has been met, and whether they are responsible for any co-insurance. 
Different negotiated rates of coverage among insurance carriers and which procedures and 
medications are covered affect directly the amount paid to the clinical provider or pharmacy. The 
time and effort devoted to sorting out all of this for every patient interferes with the quality of 
care provided to patients by generating enormous expense and consuming resources that could 
be better devoted to patient care.  

How did we get here? Why has “health care system” become an oxymoron? Can we avoid 
repeating the mistakes of the past? 

I cannot rehearse the entire history of health insurance and health care here. That history has 
been recounted many times by others. But it is possible to identify four key turning points that 
have shaped our current situation. 

1. Unlike other countries, the U.S. tied health insurance coverage to employment. This 
occurred during World War II when companies were trying to attract workers at the same 
time that men were diverted into the armed forces. Because of concerns about inflation, 
the federal government prohibited raising wages, but allowed companies to offer health 
coverage as an untaxed form of additional compensation. It worked, and this approach 
became accepted as routine. 
 

2. After World War II, more private insurance companies began to compete for business 
against previously established Blue Cross/Blue Shield (BC/BS) organizations. BC/BS 
groups offered “community rating” insurance plans, meaning that everyone in a particular 
geographic region would be included in the risk pool. Other companies introduced 
“experience rating” that allowed them to offer large employers reduced premium rates 
based on the healthier profile of their workforce. Such competition eventually forced 



BC/BS groups to adopt experience rating, too. 
 

3. During the 1950s and ’60s, employers became concerned about rising health care costs 
and argued that they should not bear that burden. Moreover, the health needs of the 
elderly and the poor, many of whom could not be employed, gained more attention. As a 
result, several stakeholders came to agree, reluctantly, that a government program to 
provide coverage for the sickest and least well off segments of the population was 
desirable. Medicare and Medicaid were thus initiated in 1965. 
 

4. Finally, as health care costs, including the cost of medications, have continued to outpace 
inflation, health insurance plans and employers have begun to shift more of the financial 
responsibility to individual consumers by selling high-deductible plans and raising co-
payments. Despite implementation of the Affordable Care Act, this trend has accelerated. 
Such a shift means that consumers must now seek ways to reduce out-of-pocket costs, 
and that portends the possibility that many will avoid seeking necessary care. Congress’s 
recent repeal of the ACA individual mandate also threatens to divide the country into 
“healthy” vs. “unhealthy” groups. 

Taken together, these four turning points have resulted in a situation in which many U.S. citizens 
find the cost of health care to be increasingly out of reach. Even the less expensive ACA-
sponsored plans carry premiums of several thousand dollars per year (some of which can be 
subsidized for qualified persons) for coverage that includes deductible amounts of $6,000 or 
more. As people try to cope, they increasingly turn to urgent care centers and pharmacy discount 
coupons to reduce their out-of-pocket expenses. Such a situation is, to say the least, unstable. 

The prognosis for our current debacle is not encouraging. At bottom, we must decide whether we 
will regard health care as a public good and a basic human right, or as a matter of individual 
responsibility only. Other economically advanced societies have opted for the former alternative. 
We should, too. Otherwise, chaos looms. 


