The Galster Health Care Plan

A. Things that are wrong now.
1. Too many uninsured (any is too many)
2. Health care coverage too dependant on employment
3. Lack of choice and control over coverage
4. Runaway costs
5. Perception that health care is free
B. The solution
1. Require health care coverage by law, just like auto liability
a. Under the present circumstances, it is a personal obligation to provide health coverage for oneself and one’s dependents.  Failure to do so for dependents is negligence, and failure to do so for oneself is unethical because it places the burden of one’s care on the public.
b. Make provisions for the poor to put their premiums on a sliding scale.  This could be subsidized by public funds, but possibly also by including it in the premium costs (like “uninsured motorist” protection)
c. Include premium protection in the event of loss of income, disability, etc.
2. Disconnect Health Care from Employment

a. Health Insurance was first connected with employment when employers began offering it as a “fringe benefit” recruiting tool.  Today, there is widespread belief that it is the employer’s responsibility to provide health care coverage.

b. It is unethical to tie health care coverage to employment because health care should not be jeopardized when employment circumstances change.  It is harmful to small business and the poor to require employers to provide health care, which is an excessive burden making it difficult to create jobs, especially at the entry level.  Many employers who offer health coverage have lengthy waiting periods for eligibility, resulting in people going without coverage for extended periods.
c. Tying health coverage to employment has become a major barrier to self-employment.
3. Require and reform Medical Savings Accounts (MSA)
a. All health coverage plans should include a medical savings account portion, which replaces any deductible and earns interest.  The savings account could be integrated with the insurance plan or offered separately and coordinated with the insurance carrier.

b. The current system of forfeiting funds in the medical savings plan at the end of the year is highly unethical and should be abolished immediately.  

c. Individuals retain ownership of the money in the MSA, but its use is restricted to approved medical procedures.
d. Everyone with a source of income would be required to put a minimum percentage of income into the MSA.  There should be no maximum.  The novel idea here is that this is just like a tax, except that the individual keeps control of the funds!
e. ALL health care costs should be paid out of the MSA, BY THE INDIVIDUAL.  This is important.  The method of payment could be via a card, such as a debit card.  The purpose of insurance is to cover costs that exceed the balance in the MSA, and therefore premiums will be calculated on the basis of the MSA balance.  However, the individual must clearly understand the concept that payment is coming out of his own funds, over which he has control.  In the event that there are insufficient funds, the insurance should take over, which is why it would be wise (but perhaps not necessary) to have the MSA account with the insurance carrier.
f. Currently, there are always various restrictions on what a particular health care package covers.  Under the proposed system, the insurance plan would cover mainly catastrophic and expensive procedures, but would kick in for basic, necessary services if the MSA is depleted.  This should most certainly include dental and prescription needs.  The goal would be to increase the MSA balance so that basic medical needs can be self-covered, and premiums could go down.  As the balance rises, more flexibility in its use should be permitted, such as elective and cosmetic procedures, or lasic eye surgery, and nursing home care.
g. Finally, since the individual owns the MSA, there should be provisions for transferring excess funds.  Upon death, the MSA balance should be transferred to a beneficiary’s MSA, but any time some minimum balance threshold requirements are met, transfers to relatives (or others, such as charity cases) should be permitted. 
h. Cost containment is built into the plan, since people will seek to minimize their costs as a direct result of having control over their money.  They will seek competition among providers and be motivated to take reasonable steps in prevention in order to maximize the use of their own funds. 
4. Combine all coverages into one plan

a. Currently, there is a complex and expensive co-ordination process when there are multiple sources of medical coverage.  This includes workers’ compensation, auto and property liability, Medicaid, Medicare, etc.  It is now suggested that rather than coordinating benefits, the insurance carrier coordinate premiums.  That is, if there is to continue to be a workers’ compensation benefit for health care, the premium should be paid by the employer into the employee’s plan, which in turn would provide the benefits from the same source (MSA+private insurance) as any other care.  When a liability policy incurs a responsibility, that money should also be paid either into the MSA or to the primary insurance carrier.  

b. This is the perfect method of privatizing Medicare.  All who are currently eligible for Medicare would have the Medicare portion of their coverage paid by the Medicare program as a premium to their private carrier.  In future years, Medicare would decrease in importance, as more and more people would have sufficient funds in their MSA’s to cover their medical needs.  Eventually, if this is done properly, the Medicare program could be dissolved as all of its functions would be taken over by the MSA and private carriers.

c. Medicaid would also be obsolete, after a transitional phase, during which it would be needed to support the premiums of the poor.  It is advocated that funds currently going to Medicaid and Medicare be collected as part of the premium structure of the insurance plan.  There might be a continued need for a government agency to oversee or re-insure this part of the plan, but nothing on the current scale of these two programs.

5. Opt Out

a. There might be individuals who are currently uninsured due to conscientious objection.  Some allowance should be made for these people, but the implication is that they would not be able to receive medical care, including emergency treatment, unless they had the means to pay at the time of service.

b. People who have currently available funds sufficient to cover any medical contingency might be allowed to opt out under some circumstances, but they would still need to provide their fair share of the “tax” portion of the premiums in some way.
6. Changing Carriers

a. Provisions need to be made to protect people who wish to change carriers.  It is suggested that no medical history test be allowed, and no exclusions on the basis of pre-existing conditions be permitted.  People should be able to change carriers at any time without loss of coverage or benefits (under the terms of the plan to which they are switching).
b. Carriers also need protection in the case of extremely high risk customers (e.g., AIDS patients).  Such cases should be covered by a re-insurance plan so as to minimize the effect of taking on new customers with pre-existing conditions.
C. Extension to Survivors, Disability, and Death benefit. (Social Security)
1. All dependents should be protected, as is currently done for some under the Social Security program, against the loss of a parent or equivalent source of support.  There should be minimum requirements for the protection of children through life insurance, annuity, or trust plans to replace the coverage offered by Social Security.  Social Security could continue to provide coverage during a transitional period.  An Opt Out can be provided for conscientious objectors.  Though this could be complex, it is potentially much more fair than the current system, which penalizes children that lose a parent who didn’t work outside the home and rewards children (unfairly) if the lost parent had a large income.

2. All health plans should include a disability portion (possibly coordinated with workers’ compensation for dangerous occupations) to provide a reasonable income in the event of partial or total disability.
