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Letter from North America
HEALTH CARE DELIVERY IN NORTH AMERICA:
POLITICS AND PRACTICE
Health care in the United States continues to sink into a morass
that has made it feature in local, state and national elections for
the last twenty years.
In the last four presidential elections, other problems have
been dominating but this time health care reform appears a major
issue together with the gargantuan problems of jobs and the
economy. Defence, crime, trade, abortion and education have
become secondary.
More than $2 billion per day or about $733 billion per year is
spent on medical care. I This cost has doubled in the last 7 years
and has increased at the rate of 10% a year over the past 2 years.
Federally funded medical care costs have risen more than 8% a
year in the face of an inflation rate of about 5%. The economy
continues to decline and corporate America can no longer afford
to insure its workers. The latest near calamity, General Motorslong possessed of a budget larger than many countries-has
closed down 21 of its manufacturing plants and is beginning to
layoff thousands of workers who will join the uninsured. Last
year, General Motors spent $3.2 billion to provide medical
coverage for its employees, dependents and retirees-more than
it spent on steel!
Statistics further define the extent of the problem. While the
consumer price index rose an estimated 63% over the past
decade, the rise in total health expenditure was 193%. Commensurately, as a percentage of Gross National Product, health care
rose from 9.4% to 12.3% between 1980 and 1990. Waste and
abuse add to the costs. Insurance agencies claim that cheating
siphons off $60 million per year and that doctors may waste
large sums by overtesting and unnecessary surgery. However,
doctors, hit hard by medical malpractice suits, must continue to
practise 'defensive' medicine, using basic laboratory as well as
high technology testing.
In a country where I in 9 working families (a total of 37
million people) do not have health care insurance, and the
number of under-insured has climbed to 20 million, a recent
survey found that 91 % of the people felt that the 'health care
system needs fundamental change' .
All eyes are turned towards Canada, where health care reform
is firmly ensconced. One of the Democratic presidential contenders, favours a system similar to Canada's where the government controls and regulates health care but President George
Bush has said that the Canadian health service is 'socialist' and
the 'cure is worse than the disease'.
In Canada, every individual can visit a doctor or hospital and
get medical care free of cost. Twenty-six million citizens are
ensured of treatment for most medical needs, excluding spectacles and routine dental work. Until the introduction of universal health care in Canada in 1971, both countries spent about
7.5% of their gross domestic product on health. That gap has
widened considerably, and Canada now spends about 25% less
on health care per individual than the United States. About 20%
of the cost difference, according to the General Accounting
office of the US is due to the expense of paperwork generated by
funding health care through 1500 insurance companies in the
private sector. Canada's single, government-paid system avoids
the administrative complexities of different levels of insurance;

the system also precludes the need for collection agencies and
the shifting of resources to cover bad debts. Canada ended
additional billing by all doctors in 1984. The government also
controls physician fees and hospital costs by negotiating budgets
with professional associations.
Although the Canadian programme sounds attractive it also
has its problems. National spending is exorbitant. Thirty cents
out of every dollar the government collects goes to service the
national debt v. 17 cents in the US.2 Both federal and provincial
governments face crises in funding the health service. Ontario,
where 40% of the nation's population and doctors live, will
spend the equivalent of US $8 billion in 1992-3, or 40% of the
provincial budget on health care. Metropolitan Toronto permanently lost 1000 hospital beds last year. Canada is relatively
short of high technology compared with the USA with 21
magnetic resonance imagers installed and 8 on order, 189 CAT
scan units and 47 cardiac catheterization laboratories. Rather
than wait for several months some Canadians jump the border to
get immediate care in the USA.3
Such is the concern for healthcare in the United States that its
delivery system has been compared and contrasted with the
health services of many other developed nations. Most Americans believe there will be fundamental change. The American
Medical Association (AMA) has promulgated a health care.
access plan which would seek to: expand the current Government-funded programmes to cover everyone below regional
poverty levels with uniform benefits across the country; increase
employer provider private insurance for the uninsured who are
employed; give tax credits to small businesses; create risk pools
to cover the uninsured; and provide catastrophic coverage with
basic benefits. The Democratic party (Pepper Commission) has
similarly recommended employer/employee sharing and replacing the current Medicaid to the poor as well as the non-worker.
These plans are based on studies of health care delivery in West
Germany and follow the concepts of compulsory insurance and
financing through payroll tax, tax on social security pensions
plus income-based tax. The combined AMA/Pepper Commission proposal is stated to be the most practical. Unfortunately, its
proponents proclaim that it may not be the most expedient
political solution.' In the last session of the Missouri House of
Representatives a Canadian-style bill was almost passed into
law. It failed by 19 votes, with 163 members voting.
Faced with possible extinction, the private sector has now
emerged as a strong advocate for reforming its own house. In
January 1990, the Health Insurance Association of America
proposed extensive regulation of the pricing, marketing, underwriting and design of policies sold to small business groups.
Similar proposals have been made by the Blue Cross and Blue
Shield Association and the National Association of Insurance
Commissioners. These measures enjoy broad political support.'
As the primary elections reach fever pitch, President Bush
opposes national health insurance or the requirement that employers provide it. He favours tax cuts for low and moderate
income families who buy health insurance and wants to 'preserve what works and reform what doesn't'. Bush has unveiled a
plan which will cost more than $35 billion a year when fully
implemented. In addition to tax breaks, he would reform the
small group insurance market, foster the growth of managed
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care, revise the nation's medical malpractice laws and require
states to publish 'blue books' comparing prices and quality
among hospitals, physicians and clinical laboratories," Across
the battle Iines, the Democrat contenders Bill Clinton and Paul
Tsongas offer their positions. Clinton favours universal coverage, largely financed by savings from containing health-care
costs and cutting insurers' overheads. Tsongas wants universal
coverage with the employers being statutorily obliged to cover
all full-time employees. Self-employed and part time workers
would be insured either by employers or state insurance pools
financed from payroll tax.
The shockwaves from impending reform are bound to affect
all those involved in the health care industry. There are moves
now to redistribute the health care dollar available to physicians.
Total income will diminish, certain specialty-derived incomes
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will be markedly reduced and there will be small increases for
primary care physicians. The regulators are looking carefully at
physicians who receive additional financial gains from enterprises within the health care delivery systems. The time of plenty
has ended.
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Letter from London
The British press is obsessed with the Japanese. This is partly
because they are baffled about how their minds work, and partly
because they fear economic domination. Japanese businessmen
are welcome when they set up factories in Britain, but resented
when they buy up old, established British firms. However, in
1991 Japanese visitors spent 309 million pounds in Britain and
curiously there is a preponderance of what the tourist trade calls
'office ladies'. These are young unmarried women, usually
travelling in groups or pairs, who want to see something of the
world before settling down to the house-bound existence of
marriage in a male dominated society. In spite of their reputedly
high level of education, it is hard to avoid the conclusion that
these visits hardly give them a real appreciation of European
history and culture. Most seem content to photograph each other
on Westminster Bridge and take home Gucci handbags and
clothes from Burberry's.
America, like Britain, is in an economic recession. General
Motors has closed 21 plants and sacked 75000 workers. The
trade gap between America and Japan is huge and increasing.
Unless this gap can be reduced there is a danger of protectionist
policies in America which would be disastrous for world trade.
President Bush's ill-fated and ill-timed visit to Japan appears to
have achieved little but token promises from the Japanese. The
sight of the President toppling off his seat at a banquet in Tokyo
may well be seen in Japan as a symbol of America's economic
weakness. The episode may have served to bring home to
Japanese politicians the fact that Japan can no longer shelter
behind American power, and that economic dominance requires
that Japan should playa leading role in international affairs.

Obesity is a major contributory factor to ill-health and early
death in Britain, as in other developed countries. In a recent
review, Garrow' has shown that between 1980 and 1987 the
percentage of obese women (using Quetelet's Index >30 kg/rn-)
aged 25 to 34 years rose from 4.5% to II %; whilst the figures for
men were 4.5% and 6%. In 1987, 18% of women and 9% of men
in the 50 to 64 year age group were obese. Obesity has been

shown to be an important factor in the development of many
diseases including non-insulin dependent diabetes and consequent myocardial infarction; hypertension with associated strokes
and congestive cardiac failure; chronic respiratory disease,
osteoarthritis of the weight bearing joints, and back pain.
Adipose tissue contains the enzyme system aromatase, which
converts androgens into oestrogens.' The resulting hormonal
imbalance contributes to infertility and the polycystic ovary
syndrome and may explain the association' of certain sex hormone
sensitive tumours with obesity.' Obese subjects are also liable to
develop gall bladder cancer.' Among Garrow's suggestions for
reducing the prevalence of obesity, one of the most important is
to try and influence the diet and attitudes of school children, in
whom the prevalence of obesity is increasing annually.
Though it is obvious that the major problem in India is
undernutrition, the strong correlation between obesity and noninsulin dependent diabetes in the inhabitants of the subcontinent
makes the prevention of obesity in children and adolescents with
access to a superfluity of calories an important preventive health
measure.

It has been established practice for many years to prevent
haemorrhagic disease of the newborn by giving vitamin K.
However, the recognition that late cases of the disease were
occurring between the second and 26th weeks of life (with a
peak at weeks 4 to 6) and that these cases were commonly
associated with intracranial haemorrhage prompted the British
Paediatric Association to conduct a prospective inquiry between
March 1988 and February 1990.4 Twenty-seven cases of haemorrhagic disease were reported among 67 000 live births giving a
rate of 1.62 per 100000 births. Of the cases notified only 12
occurred during the first week of life; the remainder had an onset
between 13 and 60 days; in this group there were 10 cases of
intracranial haemorrhage, of which 2 died.
A review' of the policies for vitamin K prophylaxis showed
that there had been a shift away from intramuscular injection to
oral dosage. The majority of units continued to give intramuscu-

