Medicine’s Dirty Little Secret

[excerpt from Time to Care by Norman Makous, MD]
Extending the life of an individual generally does not save society money in the long run. Coronary artery angioplasty or bypass surgery may save the life of a 40-year-old man and return him to work, but it doesn’t eliminate the coronary artery atherosclerosis that is the basic cause of the blockage in need of relief. 

Bypass surgery gives the individual a second chance to reverse the atherosclerosis, but permanent improvement requires the continuous use of medications, plus changes in lifestyle so severe that few are able to effect them. Over time, younger individuals will need additional procedures, possibly even a heart transplant. 

In general, every new diagnostic procedure costs more than the one it is replacing. More information may be generated by new tests than by older ones, but in many situations, the additional information is more than what was needed in a specific case. The diagnostic procedure should fit the need. 

When elaborate tests such as CT scans are used as screening tools on healthy individuals, “case finding,” which is identifying a disease at a very early stage, frequently doesn’t justify the diagnostic cost. And if it does, the procedural treatment may be overused long before it may be a necessity. Diagnostic case finding is unnecessarily expensive and doesn’t necessarily extend life. 

With many forms of surgical treatment, success results in ever broadening indications that include more and more people. This has been the case with joint replacement, as one example. As the prostheses improve and the risk from the surgery decreases, an increasing number of older people are having knees or hips replaced with artificial joints. And they are doing it at such an early stage of the disease that it is too soon to tell if the joint condition will be chronically disabling. The replacement may be unnecessary. This trend would also apply to organ transplants, except that the supply of organs imposes a limitation.

The prospective introduction of a practical artificial heart would be another example. Unlike heart transplants, the supply of devices will be virtually unlimited. Besides requiring additional surgical staff, this innovation will introduce the new expense of a cadre of therapists and repair persons of various expertise. Eventually, the next replacement becomes more effective and less costly. 

As the technology of the mechanical replacement improves, individuals will qualify for it earlier and earlier in the course of their heart disease, especially where the risk of sudden death is greater. To reduce this example to an absurdity, if the artificial device eventually becomes better than nature’s heart, the replacement will be indicated in infants. The cost per procedure may fall, but so many more procedures would be done that the overall costs would rise rapidly. 

Who will bear the rising costs? Illness no longer is accepted as solely an individual’s financial responsibility. Our society is increasingly adopting the concept that someone else must pay if an individual cannot afford it. 

Insurance is a form of lottery that is an acceptable way of inconspicuously spreading the cost of illness. Today, people look upon it as a prepayment for all medical care, not just for major illnesses. When there is personal assumption of some cost, the utilization of care decreases, as does the overall cost of care, and there are no negative health consequences. 

Medical care now consumes 17 percent of the gross domestic product (GDP), and this proportion is rising steadily with no end in sight. The introduction of new and expensive technologies available to the general population increases this cost. 

Eventually, healthcare will reach the maximum acceptable proportion of our economy. After this point, we will have to make some tough decisions about who receives certain aspects of care, and what care they receive. The questions we will then have to ask are, “How will these decisions be made? And, who will make them?” 

Recently, when I mentioned cost control to a young colleague of mine, he said, “You mean medicine’s dirty little secret?” When healthcare cost control is thought of by the negative term of “rationing,” it seems appalling to Americans. 

Medical care has always been rationed. When individuals are fully responsible for the cost of their own care, the care is self-rationed. If rationing applies to everybody and is overt, it has been accepted, just as food and gas rationing were during World War II. But, when rationing is covert, as it is with medical underwriting today, it is poorly understood and not accepted, especially when it is applied to one’s own health. 
Given America’s core concept of equality, we are particularly intolerant of the concept of rationing. It is perceived as discriminatory toward some groups, and therefore unacceptable. 

Fair, non-discriminatory rationing calls upon the difficult ethics of distributive justice. It must not only be overt and unbiased, but it must also be perceived as completely fair or it will be met with great resistance.
