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Challenges Faced by the Healthcare System
An effective healthcare system paves the way for a healthy society, fostering productivity and progress (Flores et al., 2013). Healthcare is the framework of American society. Its value is embedded in the fact that it is the primary social institution that keeps Americans free from the shackles of diseases and other medical complications that jeopardize their lives. Policies from different administrations have been integral in determining the healthcare system's trajectory, with most of them focusing on effectiveness. This system is defined by three primary frameworks: quality, accessibility, and costs (Schäfer et al., 2011). Despite this, the system has not achieved the level of effectiveness needed in all three pillars. This is mainly due to poor implementation of policies. The main problems in these three pillars include the rising cost of healthcare, reduced quality of health, and limited healthcare services access. Healthcare systems can be defined as fragile, resilient, and "antifragile" based on their capacity to handle unpredictable events. Fragile systems are too weak to handle uncertainty, as resilient ones are indifferent towards it; thus, they hardly evolve past their challenges. However, "antifragile" systems are impermeable to shocks and unpredictable events and thrive through the chaos (Taleb, 2012). The healthcare system needs to evolve into such a system to ensure it will have an optimal proactive approach to healthcare. Currently, policies geared towards empowering the system so that it can address these limitations are limited. This paper will discuss the problems of rising healthcare costs, reduced quality of health, and limited healthcare services access and suggest policy changes that would help curb these problems. 
           Costs of health care services keep on rising despite efforts to reduce them. The U.S.A. has the most expensive healthcare system in the world. The country's healthcare system is also the only profit-motivated healthcare system in the world (Branning, 2016). About $3.6 trillion was spent on healthcare in 2018, translating to an average of $11,000 per person. Healthcare costs form about 18% of the country's G.D.P. These costs are driven up by two main reasons; existing government policies and lifestyle changes. Both private insurance programs and government-funded programs such as Medicaid and Medicare have driven up demand for healthcare increasing prices. Lifestyle changes have increased in preventable chronic conditions such as diabetes and heart conditions. More than 50% of all American adults suffer from at least one chronic condition. Between 1960 and 1965, healthcare spending shot up by 8.9% annually. This was a result of the expansion of health insurance. At the time, households paid an average of 44% of their medical expenses as out-of-pocket costs, while insurance companies paid an average of 24%. In the years that followed (1966-1973), healthcare costs increased by an average of 11.9% annually. Medicaid and Medicare expanded their coverage, and more people started using healthcare services. Seniors moved into expensive nursing homes under Medicaid. Demand for healthcare increased, increasing costs and more money was put into research resulting in the creation of more expensive but innovative technologies. The healthcare cost continued to increase and increased by an average of 9.9% annually between 1983 and 1992. The price of prescription drugs also shot up. Pharmaceutical companies created more types of prescription drugs and advertised them straight to the consumer, increasing demand (Amadeo & Boyle, 2021).
The F.D.A. approved expensive drugs even when they were not any better than existing ones, and by 2006, the number of drugs whose sales exceeded $1 billion had risen to 52 from 6 in 1997. Administration costs also increased because of the insurance model. This is because of the complex billing processes involved when dealing with insurance companies. Various insurers all have different procedures and requirements. Administration costs are responsible for at least 31% of all healthcare spending and are twice as high as those of Canada (Woolhandler et al., 2003). The Affordable Care Act was then passed in 2010 and managed to push healthcare costs down by reducing payments to Medicare Advantage providers who could not justify their charges, roll out bundled payments and accountable care organizations, and increase premiums for high-income earners. However, healthcare costs are still relatively high, and more needs to be done. 
As healthcare costs continue to increase, there is a need for policies that reduce these costs while ensuring a high quality of care is maintained. My policy proposal focuses on three main areas; promoting transparency on prices and cost-sharing, reducing barriers to generic medications, and encouraging outcome-based contracting. To promote transparency on prices and cost-sharing, the government should establish standards for insurance providers to provide meaningful estimates to patients and the government on items and services covered at important decisions such as when the plan of action is being chosen. This would help patients anticipate the additional costs they would have to cover. Insurers should also be made to make display billing information accessible to consumers in a format they can understand and in language that is not industry-specific. The National Academy of Medicine should also do annual studies on drug price increases and this available data to consumers. Manufacturers should be able to justify increases in drug prices. To reduce barriers to developing generic medicines, the government should reduce patent settlements and any other barriers that delay consumer access to cheaper generic drugs. To encourage outcome-based contracting, the government should test the impact of outcome-based contracts on costs of care and outcomes and make stringent requirements for applications such as improved patient outcomes and decreases in overall spending. 
Unfortunately, government mandates and procedural policies demand auditors, inspectors, and more technology, hence an increase in taxes for American workers. The costs incurred by these implementations could offset the savings they were intended to produce (Capretta, 2020). 
Currently, the United States healthcare system is a major source of the nation's income, economy, and government policy. The system is considered the world's most expensive yet least effective quality compared to other industrialized nations. In a report by the Commonwealth Fund in 2014, the U.S.A. came last in a ranking of 11 industrialized nations on measures of quality and efficient healthcare systems, equity, and access to care and healthy lives. Compared to the average of 3.2 physicians per 1000 citizens in the Organization for Economic Co-operation and Development Nations, the U.S.A. has an average of 2.5 physicians per 1000 people. In immunization coverage rates for one year old children, the U.S.A. is a distant 12th (Potyraj, 2016). The United States health care is fragmented across many health systems, payers, government sectors (Medicare and Medicaid), and private sectors that dominate most of it. This fragmentation has created many inefficiencies, causing poor coordination processes and delaying policy making and implementation processes. According to Chassin and Galvin (1998), quality is the "degree to which health services for individuals and populations increase the likelihood of desired health outcomes and are consistent with current professional knowledge." Good quality care involves the provision of efficient services with competence. It also involves shared decision-making, proper communication, and cultural sensitivity. On the other hand, poor quality care can either mean providing the wrong care or providing too much care. In the U.S.A., there are huge gaps between the quality of care people should receive and the quality of care people are getting. This applies for chronic, acute and preventive care. According to Schuster et al. (2005), only 50% of patients receive recommended preventive care. Only 60% of people with chronic conditions get the recommended care. 
Several policies can be implemented to improve the quality of care. The government should improve primary care systems. Primary care refers to the first point of care that serves to coordinate specialized care. As the aging population increases, more people have multiple, and complex care needs necessitating a specialist primary care workforce. There are many benefits of having a specialist primary care workforce. According to Thorlby (2013), having a specialist care workforce results in higher quality, responsiveness, coordination, and cost-effectiveness in healthcare systems. To create a powerful primary care system that can deliver a wide range of patient-centered services, the current healthcare system needs to be developed as a specialist and community-based system that can offer coordinated, comprehensive, and continuous care to patients with complex needs such as those with chronic conditions. For this to be achieved, data infrastructure that allows the measurement and standardization of primary care should be developed. It is harder to assess primary care outcomes than in-hospital care, which is usually more procedural and easily assessed. 
However, this type of system is similar to an MCO and could be met with resistance by the patients due to the constraints limiting them in choosing the provider they want (Jackson, 2019). Such a primary care system also needs strong provider relationships otherwise they would not work well. One way to create strong provider relationships is balancing coordination of benefits and timely payments for them (ClarisHealth, 2021). Historically, the government has failed to do this resulting in weaker relationships with providers. 
When it comes to the accessibility of health care services, economic incapacitation is one of the most significant factors that limit poverty-stricken people from accessing quality healthcare (Teerawichitchainan et al., 2015). There are three components of access to care: timeliness of care, insurance coverage, and health services. Even with the Affordable Care Act increasing the number of citizens covered by insurance, millions of Americans remain uninsured. In 2019, the percentage of uninsured citizens went up to 10.9% from 10.4% in 2018. 12.9% of non-elderly adults are uninsured, while 5.6% of children were uninsured in 2019 (Tolbert et al., 2020). Low-income earners often seek the cheapest medical services they can get, which most times are not of sufficient quality. They frequently seek medical advice from mid-level practitioners, such as paramedics, in their quest for affordable healthcare, which is all they can afford. Many Americans do not live in the clinic saturated metropolitan cities sporadically placed across the country, rather the less dense rural areas. The vast majority of 911 calls for this population are due to the lack of primary care access. Many E.M.S. agencies do not charge for 911 responses that do not end with patient transport to a hospital. This has contributed to the growing trend of the populations, as mentioned earlier, seeking medical advice and "check-ups" from paramedics and first responders. While the paramedic is highly trained and efficient in delivering emergency care and the management of acute life-threatening conditions, continual basic care is not their specialty. In other cases, some forego insurance in efforts to save their limited amount of money for their immediate needs. 
Several policies can be implemented to increase accessibility to care. The government should ensure that the Children's Health Insurance Program is adequately funded and that Medicaid expansion is retained. Medicaid should also be expanded in more states. There were more than 76.1 million Medicaid beneficiaries as of September 2016. Virginia's expansion in 2019 resulted in coverage for an additional 400,000 people (Italiano, 2019). More people will be covered if more states expand their coverage programs, resulting in increased access to healthcare services. The government should also stabilize individual insurance marketplaces. A.C.A. market reforms should also be retained. Some of the government's steps to ensure that low-income patients get affordable and adequate coverage include; encouraging state innovation, supporting the creation of a permanent federal insurance program, opposing insurance plans that do not cover pre-existing conditions, and expanding eligibility for premium tax credits.
 However, recent political debates and elections show that federal positions that force the hands of state legislation are seen as unconstitutional by many and could create additional turbulence in the political arena (Prokop, 2015). Medicaid expansion may also lead to unsustainable healthcare costs as the number of enrolled citizens increases. It may also result in reduced access for the same people it seeks to increase access for because most healthcare providers are reluctant to provide care for Medicaid patients due to its low rates (Blasé, 2016). 
In conclusion, policies from different admirations are integral to determining its trajectory, with most of them focusing on effectiveness. An effective healthcare system paves the way for a healthy society, which fosters productivity and progress. The healthcare system is defined by three primary frameworks, which include quality, accessibility, and costs. Therefore, the government must adopt policies that promote affordability, accessibility, and good quality of care. If the measures in this paper are properly implemented, they can significantly influence the quality, cost, and accessibility of health care services. The government should also encourage more research under the three cornerstones of health care and embrace policy formation and implementation findings. 
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