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ALL DISCUSSION OF HOW PRACTICE
guidelines, outcomes research, and the
changing physician workforce will affect

and fare for medical specialties after health care
reform is moot until specific legislation is enacted.
Certainly, practitioners are trying to anticipate how
any reform measure will affect them and steer polit
ical forces in the direction that will most benefit them
and quality care. But many sources have cited that
the current health care political process has gener
ated some of the most intense debate in legislative
history (for 1994, advertising expenditures on the
topic will exceed S60 million, more than advertis
ing dollars for the combined 1992 Bush and Clin
ton campaigns); the amount and minutiae of the pro
posals can only confound the average person. Five
Congressional committees proposed major bills,
and there was an assortment of miscellaneous health
care amendments, besides the several moderate and
conservative proposals by several Congressional
members, such as Sen. Robert Dole, and the com
promise bill from either chamber of Congress, and
the final compromise between the two housesâ€”and

of course, the Clinton Plan at the center of it all. But
along a certain line of logic, some sense emerges
through the chaos, along with nuclear medicine's

part in it all.

From Clinton to Nuclear Medicine
The thread of logic begins with President Clin

ton's health care proposal and continues with the

responses of individuals and factions in Congress
to particular points within the plan. The central tenet
of Clinton's plan was universal health care (see

Newsline, November, 1993, p. 32N), meaning that
everyone, including the estimated 15% uninsured
portion of the population, would always be insured,
no matter ifunemployed, between jobs, or possessing
a costly medical history. Although a July CBS/A/ew
York Times poll showed that 79% of Americans
favored universal care, and most liberal, moder
ate, and some conservative camps have acknowl
edged the need for it (or its approximation), the major
political disagreements have arisen over the timetable
and the financing. In the medical community, the
concern has been that some proposed means of
obtaining universal care could affect the patient's

choice of physician, and possibly quality of care,
particularly if health maintenance organizations

(HMO's) become the primary means of providing

universal care and cutting costs. Nuclear medicine
and other specialties have been concerned that the
proposal to attain universal care by increasing the
percentage of primary care physicians may affect
graduate medical education, and how much latitude
a patient may be allowed to go outside his or her
health plan to obtain specialty services. General and
specialist medical societies make up only a fraction
of the forces attempting
to influence legislation;
insurance and pharma
ceutical companies,
labor unions, disabilities
organizations, and con
sumer advocates also
seek to assure that their
own, sometimes con
flicting needs are met.

"From a policy view

point, we have deter
mined that we would not
spin our wheels like
[some generalist soci
eties] to address general
issues," said SNM President James J. Conway, MD.
"We would address those specific issues that would
affect nuclear medicine, like manpower."

Although SNM has not endorsed particular leg
islation or general platforms such as universal care,
it has taken specific steps in response to health
care reform. The history of the health care reform
legislation can put the response on SNM and other
medical societies into perspective.

The Congressional Proposals
August is the monthâ€”before the Labor Day

recessâ€”that Congressional leaders slated to com
plete both chambers' reform proposals. With elec

tions coming in November, Congress members may
be feeling the pressure to show action on this
major issue.

Two Senate and three House committees pro
posed health reform bills after the beginning of the
year. The House Energy and Commerce Commit
tee reached a deadlock on the issue this spring and
relinquished its effort. Due to Congress' power struc

tures, Capitol Hill observers noted that the House
Education and Labor Committee's proposal would

Capitol Hill debates on
health care reform
could eventually influ
ence the direction of
nuclear medicine.
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SNMhasyet to
endorsea
generalreform
measure,but
manymedical
societieshave
backed
consumer
choice.

likely exert the least influence on the final bill,
whereas the Senate Finance Committee, which
guides how funds in general are to be spent, is highly
influential. The Senate Labor and Human Resources
Committee, chaired by Sen. Edward Kennedy (D-

MA), devised a bill that closely resembled the Clin
ton plan, with some changes in requirements for
workplace insurance coverage to protect companies
with five or fewer employees, and with extra sup
port for women, children, the disabled, and the men
tally ill. Another bill similar to the Clinton plan, from
the House Education and Labor Committee (per
haps the least influential of the five committee's that
drew up bills), offered the President's major points:

universal coverage, choice of health plans, private
insurance for most workers, subsidies for small busi
ness, and cost controls. Revealing the divisiveness
of the whole issue, this bill passed the committee
17-10, split straight down party lines.

But the House committee bill that formed a large
part ofthat chamber's final bill on July 29 came from

the House Ways and Means Committee, based in
turn on the plan from the Subcommittee on Health.
To achieve universal coverage, this proposal evolved
from a single-payer system. Subcommittee chair
Pete Stark's (D-CA) plan expands Medicare by cre

ating a new category for which companies employ
ing fewer than 100 workers would qualify if they
had no private coverage. Compared with the sys
tem proposed by Rep. Jim McDermott (D-WA), a

former Seattle psychiatrist and de facto leader of the
House's single-payer faction, Stark's bill was a very
diluted version of "single-payer." Closer to the Cana
dian system, McDermott's faction would rather not

allow exemptions for any size company while
giving every state the option for a single-payer

system. All citizens would be automatically enrolled
in a national insurance program administered by the
states and paid for by payroll taxes, a 2.1 percent tax
on individuals' taxable income, a $2 cigarette tax,

and excise tax on handguns and ammunition. The
single-payer faction is about 90 strong in the House,

and their platform is generally viewed by the rest of
the House as too radical to pass, but they do not
promise to place their votes with a moderate pack
age, and could possibly ally themselves with con
servatives in a "nay" vote. House majority leader
Richard Gephardt promised to include this factions'

leaders in the final bill-drafting meetings.

As stated in his November 18,1993 letter to the
Ways and Means chair (then Dan Rostenkowski),
Stark's plan began as a single-payer proposal.
Sam Gibbons' (D-FL), current Ways and Means

chair, has said that he personally favors a single-

payer system, but in deference to the Administra
tion has acknowledged that he would have com

promise his personal views to obtain universal cov
erage. Thus, in full committee, the Stark plan evolved,
until the plan passed by Ways and Means on June
30 offered to create the new Medicare category to
cover individuals not covered elsewhere, and to
allow states the option of forming mandatory
alliances. As with the Clinton plan, it retained the
requirement, unpopular with conservatives and some
moderates, that employers pay up to 80% of their
employees' premiums, with tax credits and varying

percentages of premium payments for smaller firms.
Compromises with the many representatives from
tobacco farm states lowered the cigarette tax from
$2 to 450; the bill also included a two percent tax
on health insurance premiums.

The Senate Finance Committee's bill received a

great amount of attention from commentators and
media, as the committee originates congressional
financing, which health care reform likely will
require. It also represented a significant compro
mise between Clinton's universal coverage and con

servative calls for, at best, gradualism: it gave
employers and states a chance to voluntarily bring
insurance coverage up to 95 percent of the popula
tion by the year 2002, when a national commis
sion would determine how to bring about univer
sal coverage. The bill had no mandate for employers
and created voluntary insurance pools for individ
uals and small businesses. To reach many uninsured,
it also established a standard benefits package
similar to that for federal workers. Besides a ciga
rette tax, it raised money by taxing expensive insur
ance plans and charging affluent Medicare recipi
ents higher premiums.

A report by the Congressional Budget Office in
late July found that the Finance Committee bill would
not only insure 20 of the 39 million uninsured but
would save the federal government money. The bill
had a built-in fiscal-responsibility mechanism that

automatically reduced subsidies and thus insurance
coverage if expenditures were about to exceed
receipts. The Administration, intent on universal
coverage, remained unimpressed with such savings.
"We doubt that leaving tens of millions of hard

working Americans without real health security will
be acceptable to the public," White House spokesper

son for health told the New York Times, hinting of
the compromise hurdles ahead.

The Medical Community Response
Prominent physician groups, like the American

Medical Association (AMA) have generally sup
ported consumer choice, whatever the reform mea
sure that arises from the battles. Earlier in the year,
when the legislative process was just taking off, the
role of health maintenance organizations (HMO's)
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was prominent in reform discussions, and HMO
lobbies were working Capitol Hill. Although the
Clinton plan used the concept of "managed com
petition," readily lending itself to HMO-type

service, the bills that emerged from Congress
tended more toward the "any willing provider"

or fee-for-service concept.

An AMA poll released in April showed that
about three-quarters of Americans would prefer to

pay more and select their physician and hospital
and get immediate care than to pay less and lose
the flexibility. Beginning soon after the Clinton
plan's release last fall, the AMA, without partic

ularly backing or completely lambasting any plan,
has been campaigning for freedom of choice. Its
December 1993 publication, "Preserving Choice
in Medicare for the American People," while con
doning President Clinton's proposal for universal

coverage and for controlling health care costs by
"putting consumers in the driver's seat," took issue
with managed competition: "the range of choice

would ultimately be limited... The AMA feels that
the President's plan can be enhanced and strength

ened by expanding the fee-for-service health plan
choices that his plan gives consumers."

Not every medical professional society took
up the AMA's position. The National Medical
Society and the American Medical Women's Asso
ciation endorsed Rep. McDermott's plan, and

the American College of Surgeons (ACS) stated
that a single-payer system appeared to be the
best method to preserve consumer choice. "More

over, single-payer approached can probably be

made more simple and more workable adminis
tratively," ACS board of regents chair David G.

Murray, MD, testified before the House Com
mittee on Education and Labor. (The AMA has
strongly opposed single-payer systems.) The Amer
ican Urological Association endorsed Rep. Stark's

bill. And even a controversial JAMA editorial by
editor George D. Lundberg, MD, using "expert
assessments" to grade the Congressional health

reform proposals, using an 11-item evaluation
("Provide access for all to basic care? Produce real
cost control? Promote continuing quality?"), found
that Rep Stark's proposal scored the highest.

The AMA's single-minded and persistent lob

bying may have affected the direction Congres
sional bills have taken through this summer. "It's

clear that forces like the AMA must be glad
that HMO's have not come out well in the Con
gressional proposals," said Henry N. Wagner,
MD, chair of SNM's Health Care Reform Com
mittee. "The AMA has done a thorough job and

has managed to have a significant impact on Con
gress."

Where Nuclear Medicine Fits In
Ever since President Clinton's September 22

presentation, the SNM has been investigating
what role it may play it health care reform and
how may best assert its interests(see Newsline,
November 1993, p. 32N). J. Michael Hall, direc
tor of legislative affairs at the SNM/ACNP Joint
Government Relations Office, said that the two
issues that his office has been working for in leg
islation, in the interests of nuclear medicine, have
been: "the Graduate Medical Education issueâ€”

[and thus] how many nuclear medicine physi
cians are trained; and point-of-service, to per
mit the patient to go out-of-plan for specialty care,

Reformin the States:TheHawaiian Example
WhateverFederalbill isfinallyworkedout,muchof itsexecutionwill happenâ€”

as with Medicareand Medicaidâ€”atthe state level. But manystates have
alreadyenactedsomeformof healthcarereform,andonein particular,Hawaii,
hasadoptedmanyof the measuresthat appearin severalFederalreformpro
posals:thegoalofuniversalhealthinsurancecoverage,employermandate,sub
sidiesfor low-incomeresidents,andreductionsin cost-shifting.Somepropo
nentsofsimilar,FederalmeasureshaveprofferedtheHawaiiexample,butcritics
pointout that Hawaiiis a specialcasethatthe restof thecountrycannotemu
lateandbesidesthesystemis notworkingaswellasproponentscontend.

A February1994GeneralAccountingOfficereport,"HealthCarein Hawaii:
Implicationsfor NationalReform,"laidouttheprosandcons.UninsuredHawai-
iansnumber3.75-7.0%,the lowestof anystatein the union.Yetthe states'

governmentinsuranceprogramsstilldonotensureuniversalcoverage,andsome
insuredcitizens,particularlyMedicaidpatients,donothaveaccessto all healthservices.Twouniquefactorslaidthegroundworkfor Hawaii'shealthprogram:
ahistoryof"planationmedicine,"inwhichaplantationemployeddoctorsto pro
videfreecarefor itsworkers;this ledto atraditionof employer-providedhealth
benefits.Also,Hawaii'sspecialexemptionfromthe1974federalEmployeeRetire

mentIncomeActallowedthestateauthorityto regulateemployerhealthplans.
In 1974,Hawaiiextendedhealthinsurancecoveragewith the PreparedHealthCareAct,the"employermandate,"underwhichemployersandemployeesshare

premiumpayments.Residentswithoutsuchinsurancemayqualifyfor Medicaidor for theStateHealthInsuranceProgram,establishedin 1989to coverthe"gap
group."

Despitethe mandate,certainkindsof workersâ€”part-timers,government
employees,the self-employedâ€”whoaregiventhe option,maychoosenot to
purchaseinsurance.Also,dueto waitingperiods,or to an individual'srecent

unemployment,someHawaiiresidentsgowithoutcoverage.Otherswhoarecov
eredmaynot haveaccessto certaintreatments,likethat from comprehensive
traumafacilities,becauseof the remotenessof someislandsandthedifficulty
of travelbetweenthem.Althoughthestatehasa higherthanaveragepercapita
physicianratio,someprivatecareproviderslimitthenumberofMedicaidpatients
becauseof Medicaid'slowreimbursementrates.Ontheotherhand,Hawaiihas

lower insurancepremiumsthanotherstates,althoughpercapitahealthcare
expendituresareaverage.Criticsarenotsatisfiedbyevenothergapsin coverage."Thestateof Hawaii

is undera U.S.Departmentof Justiceinjunctionto complywith nationalstandardsrelativeto thecareof childrenandadolescents....Hawaii'smentalhealth
systemis ratedlastinthenation,"writeonephysician,AlfredM.Arensdorf,MD,
of Hawaii, to JAMA. Another physician wrote to the same journal, "The

assumptionthat the Hawaiianprogramhasledto betterhealthindexesis notdocumented."
Still,supportersoftheHawaiiansystemcontendthatthestate'sexperiencepro

videsamodelor forumfor anyonedevelopingfederalhealthcarereformpolicy.

â€”Lantz Miller
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