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To the health care providers who are still able to
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Introduction
It’s November 2004, and I’m in an operating room at the University of
Alabama at Birmingham Hospital watching a 57-year-old Alabama school
teacher slipping into the emptiness of anesthesia. She’s grasping a vision of
life, of a grandson nestled in her arms. “I’m holding my baby here,” she says,
her voice relaxed and peaceful amid choreographed movements of doctors,
nurses, and medical technicians. An anesthesiologist places a mask over her
face. She inhales and fades away.
More than six hours later, she awakens in an intensive-care bed and has a
transplanted liver, along with the opportunity to again hold grandchildren
close and feel love, hope, and humanity. She is among more than 65,000
Americans who have undergone this dramatic operation since 1988. The
cost: roughly a quarter million dollars each.
A few months later, I’m standing in tropical humidity, among single-story,
whitewashed buildings comprising Lewanika General Hospital in Western
Zambia. I’m in an outdoor waiting area that is packed with members of the
Lozi Tribe, people who still live in picturesque villages of grass huts in subSaharan Africa. There are few chairs, and people mostly stand or sit on
cement sidewalks. Chickens living on the hospital grounds occasionally
squawk their way through the crowd. Two women wail pitifully, having just
received word of a death.
About a dozen mothers sit on gurneys and nurse newborns in a ward that is
nothing more than a long, open room. Two nurses in starched, white
uniforms walk the hallway wearily. They work thirteen-hour shifts, four days
a week, and earn the equivalent of $25 a week. The hospital lacks oxygen
equipment, thermometers, blood pressure machines, and basic
pharmaceuticals such as antibiotics. Patients are asked to bring their own
drugs if they can afford them. Equipment in surgical suites is old and worn,
with rubber cracked and crumbling.
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The United States has one of the richest health care systems in the world,
and Zambia one of the poorest. Zambia spends $80 a year per person on
health care; the United States spends more than $7,000. Both countries
struggle to provide enough good quality health care for everybody.
Zambia has been reforming its health care system since 1992. It’s been
tough. About one in seven of Zambia’s adults live with HIV/AIDS. There’s
no insurance to speak of, and if policymakers raise the price of care, nobody
can afford it; if they drop the price to nothing, patients swamp the system.
There’s only so much to go around, and in an impoverished nation, few
people can afford to pay much of anything, particularly in rural areas.
America is reforming its health care system, too, with the Patient Protection
and Affordable Care Act of 2010. The United States has the most expensive
health care on earth, but the quality and quantity can be spotty.
Extraordinary medicine, probably the best in the world, is practiced at
places like the Cleveland Clinic, Mayo Clinic, or the Johns Hopkins Medical
Center, but many publicly supported hospitals for indigent care can be
pretty Spartan. Go to impoverished rural areas of a state like Alabama, and
medicine gets even more basic—and scarce. Medical errors are a problem
everywhere.
Be assured, though, from the bush of Zambia to a modern operating room
of an American medical center, there is a fundamental drive among people
to provide each other with decent health care. It’s a basic human value.
Who pays is another matter entirely, particularly in America.
For example, a 2009 CBS News Poll found that 64 percent of Americans
believe the government should guarantee health insurance for everybody.
Fine, but a Penn, Schoen, and Beland Associates Poll the same year asked
people if they were willing to pay more taxes to guarantee this health
coverage, and the same exact same portion of Americans, 64 percent,
said no.
Still, if somebody shows up at a hospital emergency department in the
United States with a medical need and he can’t afford to pay, he must be
seen. A sense of common decency among Americans led to a law, enacted
25 years ago, requiring hospitals to accept these types of patients. Most
people didn’t realize it at the time, but that was a turning point in
American medicine, when the nation decided that everybody deserved
some level of care.
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It is called the Federal Emergency Treatment and Labor Act of 1986. It
requires hospital emergency departments to provide examination and, if
needed, emergency care, regardless of ability to pay. The care, which is
usually uncompensated, doesn’t end at the emergency department. If a
woman comes in about to have a baby, she stays at the hospital until the
baby is delivered. If a man comes in riddled with gunshot wounds, he goes
to surgery and stays in the hospital until he can be safely discharged.
The U.S. Supreme Court has ruled on the law, and left it intact. But the law
is criticized because at times it appears to open the U.S. health care system
to exploitation. Studies show that up to 55 percent of an emergency
physician’s time may be spent delivering this care after doing tests to
determine if these patients have an “emergency medical condition” – a term
that has a fuzzy legal definition. This contributes significantly to emergency
department overcrowding, and the law does not provide a way to pay for
exams and care. We all foot the bill in one way or another. And to make
things worse, this type of crisis care is extremely expensive and often would
be unnecessary if the patient had decent medical care to begin with.
Still, the law stands, and the current debate is not over whether we should
provide care to everybody. It is about where the care is going to be
delivered, how good the care is going be, and how we are going to pay for
the care. It’s also about what we are going to do about more than 50 million
Americans who lack insurance.
We’re trying to find a way to make our health care system work in a
humane way for patients, an affordable way for consumers, and a profitable
way for insurers and providers. We want all this, and we also want to keep
the miracles of modern American medicine. We want high-ticket
procedures like $750,000 heart transplants, $325,000 open heart surgeries,
and $150,000 eye operations. We want more preventive care for
everybody. We want fewer medical errors, and more evidence-based
treatments. And we want lower medical costs and insurance premiums,
with taxes for health care kept to a minimum.
That’s a pretty tall order for a complex, $2.3 trillion-a-year medical system.
Already, a year into health reform, we’re seeing how complicated the
process can be. Under the new health laws, insurance exchanges were
temporarily established in 2010 for uninsured people with pre-existing
medical conditions. The U.S. Department of Health and Human Services
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predicted that 375,000 people would be enrolled at these exchanges by the
end of 2010. By February 2011, the enrollment stood at about 12,000.
It’s a living demonstration that better and more available insurance doesn’t
always translate into fewer uninsured people. Cost is always an issue, but so
too are culture, faith, education, awareness, and trust.
For example, when American doctors first arrived in Zambia to help with
the AIDS pandemic, they established a clinic in Lusaka, a city with a
population of over 3 million, and starting taking blood samples from
Zambians to see if they were HIV positive. Soon, people stopped coming to
the clinic. When doctors asked why, Zambians said word had gotten out
that their blood was being used in demonic rituals.
That’s less preposterous than it sounds. In this country, some people belong
to religions that view medical care as a sin. Other people just plain mistrust
modern medicine, and wouldn’t go to a doctor if you paid them. Others
may be unaware of choices—the main problem with low enrollment at the
new insurance exchanges for people with pre-existing conditions, federal
officials say.
This goal of this book is to raise awareness about what the Patient
Protection and Affordable Care Act of 2010 offers different people in
different circumstances in as simple a way as possible. It explains how the
new health law came into existence, what it provides, and its possible
future. The book does not intend to judge whether the new law is good,
bad, or ugly. It’s about what the law means to individuals, families,
businesses, and Medicare and Medicaid recipients. It also explains the
impact of the law on insurers, hospitals, and doctors—and how that may
affect patients.
It will provide information on new health insurance exchanges, mandates for
individuals to have insurance, penalties for failure to have insurance, options
for businesses to cover their employees, and much more.
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