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RATIONING, EQUITY,
AND AFFORDABLE CARE

ew social problems in the United States
have had as bewildering a history as
healthcare. An experimental mouse sub-
jected to its ups and downs would long
ago have been driven crazy, the victim of
high hopes followed by dashed hopes, followed
once again by high hopes only to be let down still
another time. Harry Truman tried shortly after
World War II to get universal healthcare burt
failed. Senators Edward Kennedy and Jacob Javits
gave it a shot in the mid-1970s; no go that time.
President Clinton tried in 1993-1994 but fell on
his face—and none of the competing proposals at
that time, liberal or conservative, made it either.
At the moment, not much of anvthing is hap-
pening, even as the number of uninsured steadily
rises, now standing at 45 million. There is some
agreement that nothing but a real crisis in the sys-
tem—for instance, a collapse of the employer-
based programs that provide most of the health
insurance in this country—could make a differ-
ence in the prospects for universal healthcare.
There’s no evidence that’s about to happen.
Meanwhile, although too little noted here,
many of the European countries that have long
had equitable and popular healthcare systems are
running into trouble, as is Canada. Maintaining
those systems in the face of aging societies, con-
stant and usually expensive technological devel-
opments, ever-rising public demand—and in-
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creased public resistance to higher taxes that
might keep pace with the rising costs—is proving
difficult. In short, even as we in the United States
struggle to find a way to get universal healthcare,
many other countries are desperately struggling
to hang on to it.

The typical response to this pressure, here and
abroad, is one form or another of managerial
technique: a turn to the market, managed care,
tougher measures of cost containment, a demand
for higher out-of-pocket copayments or higher
deductibles from the insured, and reduced pay-
ments to providers. None of these techniques is
working well. Healthcare costs are once again on
the rise in America and debates about privatiza-
tion heat up in Canada.

SUSTAINABLE HEALTHCARE

What’s being missed here? Why is it that almost
every country in the world, regardless of its type
of healthcare system, is having a problem? My
answer is this: None has recognized the need for
a new model of healthcare, what I call a “sustain-
able” model. By that I mean a form of healthcare
that is affordable over the long run—indefinitely
into the future—and that is equitably available to
all. Tt should by now be clear that not one of the
present methods of organizing healthcare systems
can achieve that goal. Despite a blitzkrieg of cost-
containment techniques, constantly rising costs
everywhere provide ample evidence that afford-
able care is not in the offing.

Meanwhile, as that aim has proved elusive,
inequities in healthcare are also on the rise,
whether in the stark form of an outright absence
of insurance for many or in an increasing gap
between the kind of care that the affluent and the
poor can get. Pleas for greater justice and equity,
for more compassion, for greater empathy for the
sick poor, have made little difference. And even if
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they were heeded, they might do no more than
drive the cost of healthcare up further, making
the financial struggle all the worse.

At the very least, rationing—which to me is not
a dirty word—will be necessary in any and all
future healthcare systems. The kind of complaints
now heard about managed care would be heard
in any universal healthcare system, which would
of necessity have to incorporate rationing in order
to survive. No system, however
efficiently managed, is likely to
be able to keep up with the con-
stant stream of new and expen-
sive technologies, most of them
offering only marginal improve-
ments over those that have gone
before. And none will be able to
cope through managerial tech-
niques with the combination of
aging societies and technologi-
cal innovation. From a financial
angle, it is a hopeless, impossi-
ble mix that, if allowed to con-
tinue, can only create financial
misery and increased inequity.

Sustainable healtheare, by

contrast, would have to be
based on a ditferent model of
medicine and healtheare. Let me
contrast the present model and
a sustainable model.
The Present Model The current
model of healthcare features, at its heart, a com-
mitment to constant medical progress, assuming
that progress—any kind of progress—is an indis-
putable good. The model aims at the conquest of
all diseases, one disease at a time. It seeks an
indefinite increase in average life expectancy. It
aims to relieve all suffering it can get to, physical
and mental. And it allows the progress itself to
change and set medical goals—which in effect
constantly raises the standard of what counts as
“good health.”

This model has helped engender a number of
characteristic biases in the provision of health-
care. There is a bias toward cure rather than
care, another toward acute rather than chronic
disease, still another toward length of life
rather than quality of life, and yet others
toward technological interventions rather than
health promotion and discase prevention,
toward subspecialty medicine rather than pub-
lic health and primary care, and toward the
increased medicalization of life and its social
problems.
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The Sustainable Model A sustainable model of
healthcare would start with a more limited idea
of progress, not an open-ended one. It would
have finite, achievable goals, beginning with the
goal of helping people to avoid a premature
death, not death itself. It would have a different
set of biases. It would accept death as an
inevitable part of the human condition just as it
would understand that not all suftering can be
medically eliminated. It would
understand that some degree of
dependency is a necessary fea-
ture of life together in commu-
nity, just as it would under-
stand the necessity of setting
limits and rationing healthcare.
The setting of priorities would
be imperative, with public
health providing the broad base
and high-technology medicine
the narrow tip.

Most important, a sustainable
healthcare system would take
seriously what is now widely
known: It is socioeconomic con-
ditions and good public health
programs that decisively deter-
mine the health of populations,
not the provision of medicine
and healthcare. Medicine makes
a difference, of course, but not
the greatest difference.
Accordingly, sustainable healthcare would work
with that well-established knowledge as the foun-
dation of a healthcare system.

That foundation would require a population
perspective on healtheare, one that would need
to have at least a moral parity with the present
individualistic bent. The latter bent has powerful
credentials, including the Hippocratic tradition
with its patient-centered values, the Christian tra-
dition with its respect for individual dignity, and
the reigning American (and Western) liberal indi-
vidualism. The problem is that the individualism,
though surely a worthy value, is itself the major
obstacle to an affordable, sustainable medicine.

By putting the needs of the individual ahead of
the common good—in this case defined as popula-
tion health—this perspective enshrines a set of val-
ues that knows no boundaries. A healthcare system
dominated by individualism has no good way of
saying no to individual needs, however much they
may hurt the common good. It takes all rationing
and all limits as an offense against human dignity.
When added to aging societies and constant tech-
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nological innovation, that is a perfect recipe for
budgets that must constantly grow.

A constant plea for justice, for decent access to
healtheare for the poor, simply cannot get off the
ground in the face of this kind of relentless pres-
sure. If it made sense earlier to see this country’s
failure to enact a universal healthcare program as
a failure to seck justice for all—and even if that is
still true—justice is now only part of the problem.
The larger part is that modern medicine is now
itself out of control, aiming not for a medicine
that can be equitably distributed, but for one
hell-bent on an expansive, limitless drive to con-
stantly improve health, but the health of individu-
als—not of the population as a whole.

THEe NECESSITY OF RATIONING

Americans, even American liberals, have never
understood that the necessary price to be paid for
universal healthcare is rationing. If everyone is to
have access to a decent level of care, not everyone
can have access to the most optimal care. Although
there are many legitimate complaints about the
way some managed care programs are run, the
least valid complaints are those that focus on the
denial of full choice for both physicians and
patients. The most effective way of controlling
costs, and thus insuring access for all, is to use pri-
mary care physicians as screeners for specialized
care. That is why that practice is a prominent part
of European healthcare systems. Screening means,
however, that patients cannot get the specialists
they may want when they want them. Closely
related to screening is the use of evidence-based
medicine (when the evidence is available) to deter-
mine appropriate treatment for patients. Again,
that means saying no to physicians and patients
who wanr treatments known to be ineffective.

A sustainable medicine, as with sustainable
HMOs, requires rationing to insure affordability.
And affordability, I have tried to argue, is a basic
requirement of sustainable healthcare. Why does
this point seem to so hard for Americans to
grasp? Why, when it #s grasped, is it looked on
with such suspicion? Three reasons seem likely.
The Best and the Most Just One reason is that the idea
of the best possible healthcare is confused with
the most just healthcare. That is wrong. In the
nature of the case, just healthcare must, on aver-
age, be something less than the best possible
healthcare. As a matter of simple logic, not every-
one can have access to the best heart surgeon in
the country or the best hospital. Unless we have
unlimited wealth, we will have to settle for some-
thing less. The fact that a rich person might be
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able to command the services of the best heart
surgeon does not, however, demonstrate injus-
tice. Injustice would consist of a failure to com-
mand the services of a competent surgeon and
access to a hospital of average quality.

Quality and Hype A second likely reason is that many
people seem to assume that last year’s drugs arc
not as good as this year’s drugs, or that last vear’s
surgical procedure is not as good as this year’s. In
many cases, this will simply not be true. But, in a
culture dominated by the expectation of constant
progress, people begin to think that only the lat-
est can be the best. Of course, even in those cases
where the latest #s better, the improvement may
be marginal only, not one that leads to decisively
improved health. Still, in our society, because of
advertising and media hype, only what is new is
thought acceptable, and people are, unfortunate-
ly, interested in marginal benefits.

Living Conditions and Behavioral Patterns 'T'he third like-
Iy reason is our failure to realize that good health
is very much a function of living conditions and
behavioral patterns, not the availability of the lat-
est and best medical technology.

I know that people nowadays hear much about
the need to live a healthy life, and thar discase
prevention is actively promoted. But I have come
to think that, in the end, what counts for most
people is the kind of care they get when they
recome sick. If it is hard for many people to live
healthy lives—if only because they can’t take seri-
ously what might happen to them in 10 or 20
years if they don’t—it is no less hard for them to
want less than the best medicine when they do get
sick. That would probably be true even if they
had a society and healthcare system that post-
poned the onset of illness much longer than is
currently the case. In other words, health promo-
tion and disease prevention efforts may not effec-
tively help to control healthcare costs if everyone
wants expensive, high-technology medicine
when—finally, inevitably—they do become sick.

There is another consideration having to do
with health promotion and disecase prevention
efforts. They are much less likely to succeed if the
public continues to think, as I suspect it does, that
strenuous efforts to live a healthy life are not really
necessary since medicine is there to rescue us from
our folly when our bodies at last succumb to the
indignities our behavior has visited upon them.
The belief in medical miracles is alive and well, fed
by media that tout the latest breakthrough and the
great hopes that medical advances engender.
Medical rationing, it might truly be said, would be
a necessary condition for effective health promo-
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