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Ethical Issuesin Medical | nsurance

Hilton P. Terrell, M.D., Ph.D.

An attempt was made in residency to teach
me that the economics of medical practice
mattered a great ded. | disregarded the
effort, modly out of a sense tha my
primary priority ought to be magtery of
facts about diseases and trestments. In
addition, it was easy to disdain monetary
concerns coming from a group of
physcdans who seemed comfortably fixed
with fine homes, second homes, expensive
clothes, hobbies and automobiles. It
seemed that they were spesking of
"looking out for number one" financdly,
and some of them were. Less than a year
out of resdency, | discovered that some of
my teachers had been refaring to other
powerful influences upon medical practice
that attention to their own incomes.

The practice | was inwas rurd and heavily
Medicaid. The "Aha" experience, when
the ligt dawned on me regading the
influence of the finandng of medicd care,
began after | had examined two patients in
succession fromthe same family. Each had
a oomplant which usudly is not
accompanied by physcd findings or
hdpful laboratory tests. | don't recal now
what the complaints were, but they were of
the nature of an occasondly recurring
tenson headache. In a third examination
room, | discovered yet athird petient from
the same household. This time, there was
an unmistekably ill patient, who had
physica findings (fever, productive cough,
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rales, devated WBC) and a story that
matched the findings. After deding with
that patient, 1 found a fourth room to
contain yet another member of the same
household who had complaints with no
physcd finding to match. The complaints
sounded like a vird upper respiratory
infection which could be expected to be
sf-limited in this otherwise hedthy young
person. All four of the patients were
Medicad.

When redlization struck as to what had
probably occurred, | decided to chick it
our. | voiced my suspicions to a Navy-
veteran medical assstant who had known
the family for years. He laughed a my
navete and suggested asking within the
famly. the matriachd head of the
household was not one of the four patients,
but was present and answered nmy
deicady phrased question: | understood
why the patient with pneumonia had come,
but was puzzled as to the reasons why the
other three had come, since they did not
seem very ill. Without hestancy or
embarrassment, she explained that the trip
was occasioned by the ill patient. Since
they were coming to the doctor anyway,
she had thought it a good idea to have the
others "checked".

Of the three whose illness was determined
only on the bads of ther hisory, two had
dready left the office with a prescription
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given by me, based upon their symptoms.
Given the risk of any medication, they
were probably more at risk from having
come to the doctor than if they had stayed
home! Behavior of this sort was dien to
me. Even if a doctor vist had cost me
nothing, as it had these four, | had dways
had better things to do than gt in a doctor's
office to be examined. Unfortunately, with
many vaiations on the theme, this sort of
episode occurs regulaly in American
medicine. IT is exceedingly codly. The
Medicad system pad the same amount for
my service to the patient with pneumonia
as for the three who would have recovered
had they never come, if indeed they were
ill to begin with. In the one case of the
patient with pneumonia, | was underpaid
for the vadue of the service rendered. In the
other three cases | was underpad for the
time spent with them, but grosdy overpad
for the service rendered, since it was either
of litle worth or actudly hazardous to
them.

Though part of the fault lay with my naivete
in not consdering the family as a whole,
part lay with the family's lack of finencd
resraint in seeking medical care. | have
snce tried to mend my practices, though
certanly | am not able to catch dl such
vigts, classfied a "opportunity vigts'. The
notion of redraining anyone's access to
medical access to medicd care by financid
consderations is usudly presented as a
problem to be solved. As this example
demongtrates, lack of financid restraint can
cause medicd problems, as wdl as
unnecessary expense. The effectiveness of
medical care tends to be overrated, while
the hazards of medicd treetment tend to be
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underrated. For this reason | am convinced
that, inour current Stuation, lack of access
to medica care due to lack of money is no
more problematic than is lack of financd
redrant in seeking medica atention.
Inability to obtain wanted medicd care is
commonly  lamented  without any
recognition that broadening access without
restraint may aso be cause for lament.

It is ineviteble that we mugt pay to Sft an
increased number of not-very-ill patients
presenting because of Medicaid and other
insurance plans, posshbly putting them at
risk, in order to find the one in whom
medicd care will make a postive
difference? Are occurrences of this sore an
irreducible characteristic  primary care
medicine, or are they relaed to the
insurance scheme? A due came when |
noted later that self-pay patients dmost
never seemed to behave in such a fashion.
Moreover, thar hedth did not seem to be
any worse than those for whom insurance
coverage, of one sore or another, reduced
barriers to amedica encounter.

For awhile, | developed a positive hatred
of dl medicd insurance, and invested it
with a large share of blame for what als
American medicine. Many bible passages,
however, drongly support the idea of
insurance as a good idea. Proverbs 27:12
states, "The prudent see danger and take
refuge, but the dmple keep going and
auffer for it." Though we cannot predict it
in detall, illness is virtudly certain to strike
each of us at some time inour life Medical
insurance can provide a kind of refuge, if
we are willing to foresee probable illness
Provison for the foreseegble future is dso
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counsded in Proverbs 30:25. "Ants are the
creatures of little strength, yet they store up
their food in the summer." The arivd of
the seasons is more predictable than the
arivd of illness but the two are
comparable. Proverbs 6:6 commends us to
"Go to the ant, you duggard; consder its
ways and be wise! It has no commander,
no overseer or ruler, yet it stores its
provisons in summer and gathers its food
a harvest." Our responghility to provide
for our household is explicit in | Tim. 5:8:
"But if any provide not for his own, and
gpecidly for those of his own house, he
hath denied the faith and is worse than an
infide." It is reasonable to include medica
care among the expected provison. John
19:26,27 records Jesus provison for His
mother.

Medicd care cannot essly be stored by
individuas, but participationin an insurance
program can perform the same function;
one is "soring” a fund to be expended on
anticipated future services. Proverbs 21:20
states: "In the house of the wise are stores
of choice food and ail, but a foolish man
devours dl he has." Clearly, something can
be set asde for future exigencies, rather
than devoured foolishly. Would it be wise
for meto spend surplus money on a classy
gports car when | have faled to store
something for medicd care for my
household and for theirs?

John Cavin did not mention insurance in
his passage on the eighth commandment
(thou shdt not stedl) but did summearize the
fulnes of the teaching of ths
commandment in both its pogtive and
negative aspects. As part of the postive
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aspect of the commandment he sates,

"..let [each man| pay his debts faithfully.d
Medical insurance is one means of being
ready to pay for the debts that illness or
injury may suddenly cause.

In summary, it is far to state that the Bible
commends foresght. We can foresee
probable medica trouble in generd, and
insurance enables us to dea with it
financidly in detall.

Insurance,m not just medical insurance, has
certain advantages of economy. If | have
insurance | do not have to mantain a fund
adequate to replace necessary housing or
other property, should it be destroyed. It
can share my smdl risk with others and use
the money freed for more profiteble
investments. Insurance plans can hdp
avoid davery to enormous debts for which
we are lidble Cetan Old Testament
passages make clear our financd liability
for damage which was cardless or
foreseegble. Exodus 22:6, for example,
warns. "If a fire breaks out and spreads
into thorn bushes so that it burns shocks of
grain or ganding grain or the whole fidd,
the one who dtarted the fire must make
redtitution.” A physcian might cause more
economic damage by cardess use of his
prescription pad than h would have
persona resources to cover. Lidility
insurance enables us better to compensate
anyone we have so damaged. (I will pass
over negetive aspects of liability insurance).

Because medicd insurance is used to pay
for medica care, it is often confused with
biblical passages commending charity and
compassionate acts.
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Medicd insurance mus be dealy
disinguished from charity. Charity includes
the folowing features which are absent in
insurance:

1. Chaity is gving to a specific known
need, dready exiging. IT is not a financid
hedge entrusted to others because they
might need it. (1 John 3:17: "if anyone has
materid possessons and sees his brother
in need but has no pit on him, how can the
love of God by in him?")

2. Charity isnot aquid pro quo contract. It
lacks the contractua accounting so
characteristic of medicd and other
insurance. (Matt. 6:3: "But when you give
to the needy, do not let your left hand
know what your right hand is doing.”)

3. Charity is the wise use of resources
belonging to me to meet a need of another
person. It is not the idea of the most for me
at the least cost (11 Cor. 8:1-4,13-15,20-
21).

4. Charity isignorant of any outcasts. there
is no in-group (policyholders) and outcasts
(non-policy halding Samaritans). This is
bet illustrated by the parable of the Good
Samaritan (Luke 10:29,30,33,37). by
contrast, an insurance company controls its
risk and increases its profits by
categoricaly exduding certain high risk
groups. the old, smokers, those aready
chronicdly ill, those who have been
serioudy ill in the past, dcohalics, the un-
employed. Charity may include meeting
needs of any of these. (There is some
comparison in that charity biblicdly begins
at home. It, however, doesn't end there.
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Also, whereas categorical exclusion is not
chariteble, individud excluson may be)
The outcasts, eg., uninsured and
underinsured, are part of the perceived
problem in our current medica care
system. Nationdly, we have been trying to
meet the needs of such groups by
extending to more and more of them
categoricd  entittement  to  insurance.
"Undeserved" charitable provison for ther
care will go farther in meeting their need
than ingdling an undeserved entittement to
medica insurance which bypasses needed
restraints and participation by the recipient.

MEDICAL INSURANCE ISUNIQUE

Not only mus medica insurance be
diginguished from charity, it has two
specid features that require specia rules
for it to work wel. One specid fesature is
the way dam vdidation and adjuging is
managed; the other feature is the fact that
the patient is usudly not the person who
purchases his medicd insurance. The two
features are a problem individudly and
thar interaction is especidly a problem.
We will deal with these two unique
features in separate sections.

I. Claim Validation and Adjusting

Let us consder some other types of
insurance in order to understand how dam
vaidation and adjustment is different for
medica insurance. Life insurance requires
a death certificate which must show causes
and times that fit the policy redrictions.
Homeowner's insurance utilizes an adjuster
who ingpects the damage and is supposed
to be knowledgesble about loca repair
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and replacement costs. In addition, thereis
aredigic maximum amount writteninto the
policy and certain exclusons, generdly for
high vaue items which mugt be separately
insured. Auto collison insurance utilizes
multiple garage edimates or a dam
adjugter. A limit on coverage is also written

into the policy.

Hedth insurance dams however, are
often vdid dmply on the damant's
satement. If my patient tels me she has a
headache or dysmenorrhea or dizziness or
tinnitus or nausea or back pain, nether |
nor anyone can gainsay that. Such a patient
can continudly utilize insurance resources.
Sometimes the resources end up beng
used hdpfully, sometimes wasefully,
sometimes actudly to the patient's physica
ham, as in the case of hazardous
trestments or diagnodic teding. In this
system the patient can persgently act as
his or her own dlams adjuster.

This feature of being ones own
incontrovertible dam adjuster is different
from other types of insurance policies have
maximum coverage limitswritten into them,
the effect is not the same as with policiesto
cover property losses. For one thing, the
maximum amounts of coverage are usudly
very high. Utilization and, therefore,
expense to the palicy, may bear no good
relaionship to the sgnificance of the illness
or the potentid efficacy of trestment
available. Aninsured patient with persstent
weak spells, or headaches, or adomind
pan for which multiple practitioners in
vaious specidties admittedly have no
efective remedy, can expend more
insurance money than one for whom magjor
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surgery is life-saving. Until high policy limits
are reached, there is no one other than the
patient to say, "Stop!" When one is in
distress, sdlf-governance is extraordinarily
uncommon and tha one is in danger of
dishonoring God by desperate actions
(Prov. 30:7-9).

Hope sorings eternal in the human breast.
For those with chronic or recurrent and
inadequately trestable illnesses, such hope
combined with insurance policy, becomes
expendve. Fear aso srings out of the
human heart. Allaying fear can become
expendve when an insurance policy is
present. In a real sense, a fearful people
who are wdl-insured medicdly, can
atempt to purchase with insurance
freedom from ther davery to fear of
disease and death (Cf. Heb. 2:14,15).

People dso occasondly mdinger as did
David in Philigia (I Sam. 21:13: So he
feigned insanity inther presence; and while
he was in thar hands he acted like a
madman, meking marks on the doors of
the gate and letting diva run down his
beard.") Primary care phydcians also see a
far number of people whose socid,
economic, maitd, or legd problems are
transmogrified into a medica problem.
Though the physician may suspect early on
in the diagnogtic process that the problem
is basicaly not medicd in nature, the proof
of that suspicion is expensve if it is
possble at dl.

AN HISTORICAL
INTERPRETATION

Hidoricdly, hedth insurance was not
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common in this nation until after World
War Il. It began to grow in the ealy
1950's. The additional money in the hedth
care system gimulated its expansion, as it
would any industry. New techniques,
higher standards and better hospitds
resulted. The prices adso went up. Higher
prices made the financid threat of illness
greater. Hedth insurance thus became
more dtractive and more people bought it.
Government  dlowance of insurance
premiums as a deductible item encouraged
employers to purchase it as a benefit for
employees. Some people perceived a
contrast between the hedth care ddivery
to the insured and to the uninsured ederly
and poor. Bdieving hedth care to be a
right to be secured by government, these
people created a political clamor for these
lesser-served groups to be included in the
hedth care smorgasbord. They had therr
way in the mid-1960's.

Medicare and Medicad were spawned.
More money was turned into the industry
and it responded with ever more
sophigticated  therapies, ever  higher
standards, and higher costs. Ordinarily,
supply would keep up with demand, or the
price would redran the demand.
However, if someone ese is paying most
of your hedth care costs, price is no
redraint. Demand for hedth care is
quantitatively unlike other human wants. It
ismore difficult to saturate.

Suppose, for example, that the government
of Lower Sobbovia (with gpologies to the
late Al Capp) decided that possessionof a
refrigerator was a basc human right, to be
guaranteed by the government. This
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government redization would come after
private efforts had placed refrigerators in
the homes of many people, simulaing an
increase in refrigerator designs (and price).
After a ggnificant fraction of the population
was discovered to be without basic
refrigerator  avalability, a government
program would be indituted to meet this
need. Through government subsidies to
manufacturers  and  other  means,
refrigerator  production  would  rise.
Refrigerator technology would advance
rapidy with the new infuson of money.
Standards for what condtituted a "decent”
refrigerator would be drawn up ad
updated annualy, aong with prices.

A new government bureau, Humane Cool
Food Agency (HCFA), would be set up to
enforce Sobbovian refrigerator guiddines.
Private advocacy and politicd groups
would be continudly finding geographic
and demographic pockets of refrigerator
deficiency, developing these pockets into
new private makets and politica
congtituencies. With such a nationd effort,
and given the fact that refrigerators are
completely designed by and
understandable to their desgners, there
would come a time in lower Sobbovia in
which you could leave beautiful new, high
quality refrigerators on street cornersto be
taken for free, and no one would bother.

| don't believe you could reach such a
saturation point with medical care. Though
most people would behave reasonably,
there are plenty who would sop up dl the
resources provided to them, and demand
more. Furthermore, unlike refrigerators,
the human body was not designed by man,
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and is litle comprehended by any man.
There will be no end to researching the

human body.

As medicd care has apparently reduced
disease, the response in our culture has
been to medicalize more and more of lifes
hazards and problems. We have more
medica problems now than 50 years ago,
amply because of the expanding definition
of what is a medical problem.2 A popular
advice columnig recommends medica
treetment for shoplifing. Gambling is
consdered a disecase. Everyone (except
God) knows that acoholism is a disease.
Children who squirm and tak too muchin
school are brought before physdans for
cure. Young women who starve and cause
themsaves to vomit in order to fit our
culturés preoccupation with a dender
figure are determined to have a disease, a
strange disease, unknown in other cultures.

According to Dr. James Maoney,2 we are
reaching an asymptote in the efficacy of
medicine to extend life Each medicd gain
now is ever so much more codly than the
earlier gans. Over the 35 years ending in
1975, average life span increased 15%,
whereas per capita expenditures for
disease care increased 314%, after

correction for inflaion? There is an
academic dispute as to whether there is an
absolute upper limit of life span. The Bible
suggests srongly that there is an absolute
upper limit of life span. The Bible suggests
grongly thet there is (Ps. 90:10, Gen. 6:3).
You can dill read the research ether way,
but the studies supporting an absolute
upper limit seemto me to have the upper
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hand. We are dosing in on that limit. (The
much-vaunted increased average life
expectancy is severdy reduced if dl the
people aborted since 1973 are counted in
the averaging). Future extensons of life will
depend more and more on non-medicd,
behavioral changes. Most youthful deaths
in our country are lifestyle-caused:
accidents, docohol cirrhods,  suicide,
homicide and, soon AIDS.

The flood of government and insurance
money over 30 increased the sophistication
and expense of medicad care
Smultaneoudy and out of proportion to
the facts, it increased public expectations
of medica care. FHndly, the bottom of the
deep pockets of the insurance companies
and government was reached and, having
captured much control, they began to turn
the screws to govern individuds where
individuds refused to govern themselves.
The bagcdly good idea of indemnity
insurance has been perverted by remova
of the govening effects of a free
marketplace.

WE NEED GOVERNMENT

Medicall care must have a governor.
Anyone who governs it will make errors.
The best governor is the patient's wallet,
the nexus between the vaues and needs in
dl aspects of the patient's life Try a
rewrite of the account of the woman with
the issue of blood, assuming that she had
medica insurance. (Mk 5:25-26: "She had
auffered a great deal under the care of
many doctors and had spent dl she had,
yet insead of getting better she grew
worse") Perhaps, if she had access to
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modern medicd insurance, she would have
missed her cure atogether. She might have
been off a the Supercdifragilisic Medica
Clinic undergoing a fourth PiMeson Scan
(at $1,250 a throw).

Governors in medicad insurance are the
price of the policy and the method of dam
vdidation and adjusment. To determine
the method of government, let us examine
three common types of third-party
payment systems. indemnity insurance and
two types of pre-paid insurance.

Indemnity insurance is gill a common type
of medicd insurance. The pdient is the
dams adjudter; therefore there are not
resraints except the deductibles, co-
payments and the tenurid hasde of going
to a doctor. Co-payments do make a
difference. Brooke, et d., reported an
extendve experiment in which there was
random assgnment of about 4,000 people,
aged 14-61, none disabled, to one of 14

insurance plans2 Al of the plans were free
in the sense that no premium was required.
Only one plan required no co-payment, dl
the others required incremental degrees of
co-payment by the patients for each
sarvice they received. The study lasted 7
years.

Patients with no co-payment or deductible
made one-third more vigts than those with
co-payments, achieving only  dight
demongrable improvement in  hedth
outcome. Several measures were used for
hedth outcome: role functioning, socid
contacts, physca functioning, smoking,
weight, cholesterol levd, functiond far
vigon, and diagtolic blood pressure, were
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among the measures of hedth outcome
used. The only difference in outcome
among the groups was in diagtolic blood
pressure and vidon as measured by
Sndllen chart. For the group which did not
have to pay any money for tharr health care
the average diagtalic blood pressure fdl 3
mm and there was a 0.2 line improvement
in far vison. Due to the large Sze of the
dudy, these differences were Satidicdly
ggnificant. Though the authors of the
report seemed to regard these differences
as dso practicdly ggnificant, ther
reasoning on that point is strained.

GOVERNMENT BY INSURANCE

Another common medicd insurance plan
today is prepaid insurance. Hedth
Maintenance Organizations (HMQO's) are
the best example. INn HMO's an adjuster is
inddled other than the patient aone.
Usudly there is a codition of adjusters: the
patient (through limited rembursement, and
profit-sharing incentives), and the insurer
(through profit-sharing and enforcement on
"provider" hospita or physician).

In addition to the posshility that medica
costs will not be controlled by such a
bureaucratic scheme, HMO's pose ethica
problems:

1. Isit mordly proper for a competent free
agent (the patient) to turn responshility,
hence authority, over medicd care to
someone else? As the temple of the Holy
Spirit, may decisons regarding the care of
our bodies be turned over to others who
are subject to finanad temptations to limit
what is done for temple maintenance? (1
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Cor. 6:19, 2 Cor. 6:16).

2. Is it mordly proper for a physcian to
usurp the patient's responghility? Is the
patient's respongibility for his own hedthan
indienable trust from God? Should the
physician accept governance of what will,
or more importantly, what will not be
provided?

3. Though the isuror and participating
HMO physician may control costs in a
given group, can the phydcian ignore
pesgent odf-inflected injury by an
individud? Is it proper to continue
participation in a plan for which pays for,
hence, endorses finenddly, persstent and
willfu  sdf-destruction by the patient?
Oughtn't a physician encourage personal
responghility, especidly in a nation whose
hedlth is so subgantidly damaged by sf
inflicted diseases?

| have no firm answers. My working
concluson is that the patient has
respongbility for his own hedth, and | am
reponsble only as an advissr and
assstant. One obvioudy needs assstance
to remove a sebaceous cyst from the
interscapular  region or to have ones
eardrum examined. Neither should patients
be expected to know as much about the
human body and its mdfunctions. But
physdans cannot smply sdl a contract,
like Orkin, to keep the bugs out. We need
patient's paticipation, and the wadlet
handle is one of the only ways some
people can be induced to take the
necessary interest.  (Compliance with
reasonable advice IS another.
Appointment-keeping is another. Truth-
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tdling during data gahering is another.
These have been the cornerstones of my
decison making process regarding who
will and who will not continue to be a part
of my practice).

In addition to HMO's and indemnity
insurance there exids a variety of other
arrangements which usudly amount to a
pre-negotiated fee scheme. Patients pay a
fee for each service, but plan members
have pre-negotiated a lower fee for
themsalves compared to others. The plans
0o by various abbreviations such as PPO's
or IPA's. Inplans of this sort the physician
becomes the adjuster for each vist, having
pre-adjusted the cost in negotiations with
the patient's agent. If there is a co-payment
required, the patient becomes the co-
adjuster. If there is no limit to number of
paient vigts the system will not save
money, even though cost per vist may be
lower. Physcdians can arrange to have the
number of vigts increase to offset the
lower cost per vigt. Patients can increase
the number of vigts if they think they are
not receiving dl the time and service they
require. Presumable, a conscientious
Chrisian physcian ocould resst the
temptation to arange unnecessary Vists
and a reasonable patient would not want
do so. What, though, of the idea of a fee
that is lower for some patients than for
others, for the same service? Proverbs
20:23 states, "The Lord detests differing
weights, and dishonest scdes do not
plessshim.”

Is the phydcdan paticipaing in a
negotigted fee sysem as an act of
negotiated charity? |s charity negotiable? If
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not charitable, is he determined jugt to
make less money? If not loang money on
them, is he providing less care of
overcharging other patients who receive
the same sarvice? The face appearance of
pre-negotiated fees for some patients but
not for others is one of differing weights.
Other factors may rehabilitate the concept
of negatiaing fees for some patients. For
example, some might defend them on the
same princple as "loss leaders’ in a
grocery store. The physicianmakes it up in
volume, and thus keeps the overdl price
down for everyone. Or, perhaps the
physcian considers other priorities higher
than purity in billing, such as keeping a
unique service avalable. Participation in
prepad systems may be the only way, a
necessary compromise if some physdans
areto continuein practice.

[I. CONFLICT OF INTEREST IN
PURCHASING

Though indemnity insurance is a good plan
for medicd insurance, it combines poorly
with the feature by which someone ese,
usudly an employer, pays the premium.
Proverbs 20:14 states, " 'It's no good, it's
no good!" says the buyer; then off he goes
and boasts @out hs purchass'. A
purchaser who is not persondly going to
use a service will have more concern with
the price than with the qudity or availahility
of that service. Sixty per cent of the U.S.
population has employer-paid insurance,
10% has privady paid, 6% has no
insurance, the remaning 22% has some

form of government insurance plan.8

When shopping for automobile insurance, |
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decided to save money on insurance by
choosng a high-deductible policy for one
car and by smply dropping the collison
coverage and assuming the collison risk on
another older car. On fire and windstorm
coverage for my house, | obtaned a
combined policy with other risksto reduce
costs, but convinced the company to alow
higher coverage than they initidly wanted
to dlow. This decison cost me money. |
was weaighing my pocketbook againgt risk
protection. |F someone else were paying
the premiums, | would be tempted to
agitate for lower deductibles, and for
coverage on the older vehicle.

Furthermore, though | find dl insurance
policies difficult to understand, | have
made an effort to understand the ones |
purchased. If someone else were buying, |
might tdl them what | wanted, and then
assume that it was so, until | had a daim.
At that time | might find that the coverage
was not what | expected, and be angry
ether at the one who presented the hill for
the services, or at the one who bought the
policy. Most physcians have been in the
former dtuation and, as employers, some
of us may dso have been in the former
dtudion and, as employers, some of us
may aso have been in the latter Stuation.
Not a tenth of my patients have any
rudimentary understanding of what their
medical policies cover or do not cover, nor
wheat they cogt. Thisis not agood Stuation.

Medical insurance can dso disrupt the free
market interaction between buyer and
ler if the physcian deds directly with the
insurance agent for payment instead of with
the patient. Years of profiting from an
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easygoing redionship  with  insurers
hooked many physcians into dependence
uponthe insurers for payment. Gradudly at
fird, now with vigor, the insurers have
tightened the screws on physcdans and
attempt to dictate the price and many other
features of medical care. Ther dependence
has caused physdans to hedtate to admit
to thar insured patients that they are
rationing their care due to lower payment
and other congtraints.

GOVERNMENT INSURANCE

By whatever insurance plan, the biblicd
role of government in hedlth care is much
more limited than now exigsin U.S. There
is inffident space to defend this
controversia assertion here. The reader is
referred to such biblicd texts as Rom.
13:1-7, and 1 Pet. 2:13,14 for statements
regarding the purpose of government. | fal
to find any biblicd warant for a
govenment role in the provison of
individud medicd care. A warrant for
public hedth measures could be made
from Old Testament texts. Whereas public
hedlth concerns may indude such issues as
environmenta carcinogens, they do not
indude whether to irradiate Aunt Mae's
bone cancer, whether she should be
admitted to a hospitd, or whether she
should be put on expensve intravenous
hyperdimentation if the time comes when
she cannot edt.

Chrigians who indg upon government
involvement in such issues must not only
show the biblical basis for the government
involvement, they must show how to
condrain the government to obey God;s
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lawv in managing individud cases. A
government which will sanction millions of
abortions, which usurps family authority to
teach and discipline children, which dlows
experimentation with human embryas, etc.,
is not trustworthy to look after Aunt Mag's
best interests.

Whoever pays for medicd care will
determine what is done, induding what is
not done. Government-paid medica
insurance will determine medical practice.
Exceptions to government involvement in
individual medica care would be for those
in its employ, such as soldiers, or under its
sanction, such as prisoners of war and
jaled criminds. A government which has
daves can control their persona medica
care, a caution to me when | consider our
own ederly and poor, who themsdves and
through their political leaders are rapidly
«ling their freedom to control their own
hedth care for the security of having
generic hedth care at litle out of pocket
cost. Trading freedom for security is one of
the ways to become a dave (Cf. Ex. 21:6).

Some might wish to indude government in
medica care on the bass of government-
managed charity programs. Government
welfare, even if it worked, cannot be
charity. That which is taxed, taken under
threat of force, is not charity (11 Cor. 9:7).
Whether government-paid medica
programs "work”, or whether the hedth of
those so covered is any better because of
the programs, is besde the point if
government involvement is not God's plan.
The finex experimenta desgn cannot
reveal "true truth” to us, but mere utilitarian
facts with a culturd rdativity and a certain
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hdf-life
Suppose research showed tha a
completely government-controlled

comprenensve hedth plan improved a
population's physcad hedth sgnificantly
over a 10 year period. A government-
mandated vigorous exercise planfor youth,
government policies on agriculture to limit
the supply of excessve amounts of red
meets, government-subsidized vacation,
etc., could probably do this. Who would
doubt that the population's hedth would
improve? Such government action has
already occurred -- in Nazi Germany. A
population willing to be endaved can, a
least for a time, be hedthier under some
regimes. Though we do not have formd
research into the effects on German hedth,
an eyewitness has tedtified to the contrast
he noted between vigorous German youth
and scrawny British youth at the outbreak
of World War 11? What would have been
his assessment at the end of the war? The
youth of Germany were decimated by
Nazism. Smilaly, abortion is sometimes
judified because it leads to a hedthier
population. Neither hedth nor longevity
should be set up as the ultimete values, but
rather God's revised will. Freedom comes
a acost; part of that cost is recognizing
that some people will abuse their health or
ignore their illness to their own detriment.

IF NOT GOVERNMENT, THEN
WHO?

This brings us to another question: what of
those who are truly aflicted with disease,
who are not insured, or not properly
insured. If government doesn't take care of
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them, who will? Should we just let them
auffer, remain disabled or die? Hopefully
not. Yet we should not erect a system
designed to provide medicad care for Al
while trampling on other biblical values. As
stewards of limited resources we may seek
to see those resources wisdy distributed,
but we have no guarantee that each
individud's needs will be met, let done his
wants,

Geness tdls us that the earth has been
cursed. Though it has many marvels, and
though God's hand is evident in it to those
whose eyes are open to the fact, there is
something wrong with it. Trying to work in
the southeast in a garden in the summer
gives one an appreciation of the curse --
drought, weeds, hal, worms, bugs,
animds, even smdl children dl unite to
destroy a garden. Deding with disease in
patients can be mug the same, only more
critica than tomatoes. If this premise of a
curse, or a bent, damaged-but-not-
destroyed nature is accepted as true, then
we mud redize that we do not have the
option of undoing the curse, only
amdiorating it for a time. All of my patients
die...sooner or later...of something. By no
materiad means, by no system of human
organization, private or government, will
we be &ile to diminae disease and
auffering. Our job is to make the best of
wha we have--stewardship. We are
sewards of an omnipotent.God, not
omnipotent oursalves. If He has not put the
materid means within our control, we
aurely have no warrant from Him to saize
the means from others in the name of
hedth.
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In any nation people can be pointed out
who do not have everything medicdly
possble being done for them. This
observation does not necessarily conditute
and indiccment of the prevaling system.
The gaps need to be viewed in context of
other accomplishments or drawbacks of
that sysem. As mentioned, a dave state
could probably achieve greater hedth for
the population than a lassez-fare
government. If we have a commitment to
the "greatet hedth for the greatest
number” without a commitment to other
vaues such as freedom, we can have a
hedthier, more nearly endaved population.

CONCLUSIONS

Though neither is an absolutely top priority,
we are biblicaly committed to maintain our
hedth (I Cor. 6:20) and to preserve or
restore our freedom (I Cor. 7:21-23).
What then, do we do about the gaps, if we
are not to turn control over to government
and insurance companies? From the
foregoing the following strategies emerge
for Chrigtian physicians and church leaders:

1. Encourage medicd insurance; it is
encouraging aform of responsbility.

2. Encourage, where possible, insurance
that has deductibles and co-payments
which are subgdantid, i.e, as high as
affordable for the family. This goes for
individudly purchased policies as wdl as
for employers who offer plans to
employees. Firg-dollar coverage
encourages overuse of medica care.
Virtudly everyone is helped by having
some heditaion to reach into his pocket.
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Money saved by avoiding firg-dollar
coverage should be invested to incresse
family assets and thus enable even higher
deductibles, with more savings, in the
future. The goa is to move toward
insurance for medica disasters and away
from insurance for more routine medical
problems.

3. Encourage insurance policies which
reward proper lifedyles. Let those who
willfully endanger ther hedthtake the extra
expense. Let us not pretend that disease in
the U.S. isdways arandom event that fdls
out of the sky onto innocent, non-
participating victims. Except near the limit
of our life gpan, the evidence is that we
bring disease on oursalves much of the
time

4. As "providers', hedth care personned
should refrain as much as possble from
deding directly with third parties. IT
disturbs the regtraints of the marketplace
and reinforces the aready prevaent notion
anong people the ther hedth care is
someone esgs responshility finencdly
and otherwise.

5. Laws that tend to reconnect the
purchaser of the policy withthe beneficiary
of the policy should be supported. At the
present time this is seemingly an
unatanable dreeam as  Congress
contemplates requiring dl employers, even
gmdl businesses, to offer medica insurance
to dl employees. An interim step might be
to dlow employers to: (a) share savings in
cheaper plans with their employees; (b) set
up illness contingency funds within the
company, which employees would have
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access to for expenses not me in
otherwise high deductible policies, and in
which the could share in revenues for sums
not expended.

6. Encourage charity. The practice of it is
one of the better ways to encourage it.
Could your churchbegin in a amdl way its
own medica chaity? Be sure not to
operate it the way insurance companies
do. Persona charity has the amazing
advantages of induding those frozen out of
insurance, of the admisson of limits to
medicad care, of taking into consideration
dl of the needs of the Kingdom, and of
supervisng individudly the recipient's
participation in hisher own hedth. (Again,
recently, a paient reveded some
subgtantia financid hardship regarding the
cost of her needed chronic medications.
My heart was soft but my head was hard.
She was literdly burning up $2.50 a day in
cigarettes, more than the cost of the
medicine. My head prevailed. | am sorry
for her plight, but | will not underwrite her
sdlf-destruction by cigarettes and cdl it
love. An insurance company cannot
individudize its dedings in such amanner).

7. Where possible, whatever the payment
source, reason with the patient and family
regarding the wisdom of unresirained use
of medicd care at death's doorstep. Those
deathbed dances are not only expensve
for somebody, they often merdy prolong
the act of dying. We are not physcdly
immortd, and dl the resources of our
selves, our insurer, our physcian and our
government cannot purchase immortdity
for us. If wetry to pretend that government
or insurance resources are Ufficent, we

are promoting the trend for both to restrict
medical care, very likdy on ungody
grounds, and otherwise endave us.
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