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Ideal Healthcare System
The recent healthcare reforms that have been implemented in the United States over the last few years have highlighted the many issues that still plague the healthcare system in this country. While the present healthcare system does have multiple benefits and advantages, its drawbacks severely overshadow these positive aspects. When considering an ideal healthcare system, various factors should be accounted for. Some of these factors that should be addressed include such elements, as privacy, EMTALA, fraud and waste abuse, informed consent, regulation, and payments. Considering the complexity of all of these variables that are required to be integrated into the healthcare system, an ideal system would combine the positive elements of the current American healthcare system with additional reforms designed to provide equal access to healthcare services for all Americans, which would result in a socialist healthcare system.
One of the most important concepts to consider concerning an ideal healthcare system is that of regulation. Presently, one of the most significant flaws of the current healthcare system is the disproportionate degree of power that is allocated to insurance providers. Due to their size and the continual mergers that are allowed to occur within the healthcare insurance industry, insurers are allowed to dictate not only the premiums and coverage that are provided to patients but also the extent of the costs that are reimbursed to healthcare providers and facilities (AMA Wire, 2015). These mergers are decreasing the degree of competition within the insurance marketplace and leaving fewer insurers, who offer health coverage services (AMA Wire, 2015). 
The ideal healthcare system, then, would first limit the number of mergers that are allowed to occur between insurers and restrict instances in which they can take place. Presently, although the U.S. government is attempting to regulate this better, it has not been entirely successful due to the anti-trust laws in place not being able to prohibit some of these critical mergers (Desjardins, 2017). The future reforms enacted in this area would enable a strict framework that would allow mergers between health insurers to take place only when this would be beneficial for patients. This type of limit would increase competition in this market, as smaller insurers would be able to enter the market and offer services to patients and providers. Over time, this would have the effect of pushing down premiums that are charged to patients on a monthly basis. 
Another regulatory reform to be implemented would be a governmental cap on both healthcare services, as well as pharmaceuticals. At present, the United States spends the most amount of money on healthcare out of all developed countries in the world (Altman & Mechanic, 2018). The same services that are provided in other comparable countries, such as Canada and Australia, tend to cost multiple times more in the United States. Additionally, the problem is compounded by the fact that providers can continue to charge patients for services rendered above and beyond the fraction of the cost that is covered by the patient’s health insurance services. Mainly if the provider is out of the network of the patient’s policy or if the patient is not covered by insurance at all. In these instances, although service may be valued at only several hundred dollars by most insurers, based on the contracts that they enter into with facilities, patients may receive a bill for thousands of dollars, as providers can charge whatever they want for the same service. Providers, in this case, are allowed to pursue patients for that cost, even if it is disproportionate to what the service would typically be valued at.
To combat this issue, the government should issue caps on all healthcare services that are provided within the country’s borders. These types of price ceilings would limit the amount that providers could charge for a specific function, regardless of whether the service is being paid by insurance or privately paid by patients (Altman & Mechanic, 2018). This type of cap would prohibit providers from charging above this price ceiling and would impose legal and financial fines onto providers and facilities attempting to charge patients for amounts exceeding the stated cap. Once services are billed out for, insurers would pay for all charged and contracted for amounts, without a balance left over for patients to cover. For uninsured patients, providers would bill out for services at the same rate that they would for contracted services with the insurer. 
The government would implement a similar cap regarding the monthly premiums that patients pay monthly for their healthcare coverage. Presently, although the Affordable Care Act was intended to reduce patient premium amounts, they have, again, drastically increased and made unaffordable to a large percentage of Americans. By capping premium amounts, insurers would not be allowed to charge more than a specified amount of money per insured person, which would be adjusted for inflation by the U.S. government on an annual basis, but not dictated by the insurers, themselves. Additionally, the cap would also prohibit insurers from charging higher premiums for any patients with a preexisting health condition. For patients unable to pay premiums for healthcare insurance due to disability, old age, or illness, the government would cover these monthly premiums, with these beneficiaries being covered similarly as other individuals paying for their coverage.  
The ideal healthcare system would keep all provisions of HIPAA, which is currently enacted, and which has multiple benefits that improve the quality of service that is provided to patients. The two most critical benefits provided by HIPAA are those of confidentiality and privacy, which are essential, as they assure patients that they have full control over who their personal health information is shared with (Fremgen, 2012). Additionally, HIPAA mandates that providers take exceptional care when handling patient information and records, as well as when they are interacting with patients, their families, and colleagues (Fremgen, 2012). Privacy is a right that has been recognized as belonging to human beings on the part of the U.S. Supreme Court, and this is essential to upholding and preserving the respect of the patient and the dignity provided to all patients (Fremgen, 2012). At the same time, these provisions should also be balanced against the medical need for data and clinical research. As long as providers and other medical personnel remove personal health information that can be used to identify specific patients, then the data should be legally allowed to be used for research and data gathering purposes. 
Another component of the current healthcare system that would be transitioned into the new system is the Emergency Medical Treatment and Active Labor Act or the EMTALA law. This law mandates that providers are required to provide care in the case of patients experiencing a medical emergency, regardless of their ability to pay, or stabilize them enough to be either discharged in a safe condition or be transferred to another facility (Fremgen, 2012). This law prevents providers and facilities from dumping individuals requiring emergency care and leaves them with a legal responsibility to provide some degree of treatment (Fremgen, 2012). EMTALA is an excellent component to keep, as it ensures that those with life-threatening conditions or injuries are treated, as opposed to being turned away, even if they are unable to cover the costs of treatment personally. The federal government should fund EMTALA because many of the medical facilities that provide emergency medical care are chronically underfunded and are inclined to provide as little care, as possible, to remain within their budgetary constraints. 
The aspect of informed consent is also crucial to consider. Presently, informed consent is defined as the patient agreeing to the “proposed course of treatment after having been told about the possible consequences of having or not having certain procedures and treatments” (Fremgen, 2012, p. 120). The provision of informed consent helps to ensure that patients are sufficiently informed about the likely results of treatment, both positive and negative and that they agree to the course of treatment without any coercion or undue influence (Fremgen, 2012). In the ideal healthcare system, it would be mandatory that informed consent is provided to every patient, who can consent, and for every single medical procedure and course of treatment. It would be compulsory that patients provide written consent that can be kept on file, following patients verbally stating that they understood what is mentioned and included on the informed consent form. For patients, unable to provide informed consent, hospital ethics committees should be established to review each case and determine what type of treatment should be provided in that particular case. This type of committee would reduce the risk that patients, who are cognitively impaired or otherwise unable to give consent, are not provided with access to care when needed so that their condition does not worsen.
The same type of a hospital committee, which would assess cases of informed consent and patients lacking the ability to consent to treatment properly, would also evaluate instances in which patients are harmed as a result of care provided or withheld. Presently, the American healthcare industry is plagued by continual malpractice lawsuits, many of which are not substantiated by the facts supporting the type and degree of care that was provided to patients. This significantly drives up the cost of overall healthcare provided to patients in the United States, and further encourages patients, who believe they had been wronged, to file lawsuits. As of 2017, there was approximately $3.75 billion paid out to patients as a result of malpractice claims in the U.S. (Belk, 2018). Of these, only about 6,000 were under the amount of $500,000 per malpractice suit (Belk, 2018). Conversely, over 2,500 malpractice cases resulted in an individual payout of at least $500,000 per occurrence (Belk, 2018). The continual threat of malpractice suits prompts individual states to make it a requirement that providers carry a minimum amount of coverage against these types of lawsuits, which substantially eats into provider and facility profits, and causes providers to try to pass on these additional costs onto patients as a means of recouping them.
In order to combat the threat of malpractice lawsuits, each case would be assessed by an independent ethics board, which would not be comprised of physicians or stakeholders of the given facility, where the incident took place. This committee would determine whether harm to the patient occurred due to the care provided or specific actions were undertaken by the patient’s provider team. In the case of such a determination, patients and the facility would be required to participate in alternative methods of dispute resolution, such as mediation, which would further limit the risk of lawsuits being filed and bring down the potential costs associated with the incident (Fremgen, 2012). If the case cannot be resolved through alternative methods of dispute resolution, the wronged parties would then be allowed to file a lawsuit. If the committee found no wrongdoings, the case would be dismissed, with the right of the patient to appeal and have the case reviewed again, and the patient would not have the right to file a lawsuit. By having this type of a system in place, patients would be less inclined to sue, as this issue of resolution structure would promote the involved parties negotiating and agreeing upon a solution without resorting to legal assistance. Additionally, the number of financial sums awarded by judges would be limited to solely the cost of care needed as a result of the injury or harm, plus a specific amount for pain and suffering not to exceed $1 million per instance. This would further limit the costs of malpractice lawsuits going forward. 
For any instances in which patients are found to be harmed as a result of care provided or specific provider actions, any negotiated payment amounts or legal verdicts for sums of money awarded to patients would be paid for by malpractice insurance, and the provider or providers involved in the care of patients, as well as the facility where the incident took place, for any amounts left over after the malpractice insurance payment. Responsibility would be equally assigned to and split amongst all involved parties, which means that all would be equally responsible for covering the required financial enumeration to the injured patient or patient’s family.
Still another aspect to consider is that of decisions concerning the end of life. This is an ethical gray area in healthcare today, as many providers, as well as patients and family members, continue to push for ineffective treatment in the case of the patient not being able to derive sufficient benefit as a result of the associated procedure. On the opposite end of the spectrum, there are also terminally ill patients, who do not wish to continue treatment due to its effects, as well as due to the severity of their condition, and who want to engage in assisted suicide in order to reduce the length and degree of their suffering (Fremgen, 2012). 
In the ideal system, terminally ill patients, as well as their families would gain access to a qualified team of professionals, who can educate them on the condition of the patient, as well as all of the available treatment options and their potential consequences and chances of a cure or the prolongation of life. Terminally ill patients and their families would also be encouraged to meet with a palliative care team, as this type of care is considered to be underutilized in the United States (Reville, 2011). This type of underutilization occurs due to the many providers still having the tendency to push for curative treatment in cases in which patients would be better benefitted by palliative care, which often deprives patients and their families of learning what type of care palliative treatment entails and how it can improve the dying patient’s quality of life (Reville, 2011). This type of meeting would provide patients with the opportunity to learn about palliative care and to decide whether this would be the right option. 
In regard to terminally ill patients wishing to end their lives with the assistance of qualified providers, this option should be made legal to them in every single state in the U.S. At the same time, doctors would be absolved from their commitment to do no harm in only this particular instance, as this would actually be helping terminally ill patients to be released from their physical suffering. The same legal provisions and requirements would apply in the case of every terminal patient wishing to exercise this option, which would include the patient having less than six months to live, the patient’s diagnosis and prognosis being confirmed by another provider, the patient being capable of making such a decision, and the patient being evaluated by a psychiatrist to ensure that the patient understands this decision and is not coerced or manipulated into making it (Norman-Eady, 2002). 
Concerning other ends of life issues, in an ideal healthcare system, all patients receiving care would be required to have advance directive forms on file with the given provider before any treatment is provided. Advance directives are “written statement[s] in which people state the type and amount of care they wish to receive during a terminal illness and as death approaches” (Fremgen, 2012, p. 113). This is also another tool that is currently vastly underutilized due to patients not being able to foresee the possibility of medical emergencies and failing to plan for them properly (Miller, 2017). The main advantage of these types of statements is that they allow patients to make their end of life and healthcare wishes clear and readily known. Advance directives also eliminate uncertainty on the part of the patient’s family in attempting to decide what the patient would have wanted in a specific situation in which he or she is no longer able to make these types of decisions. This helps to reduce the stress and pain that family members feel when attempting to make these decisions, as they know that the decision being made is what the patient had expressed his or her desire for ahead of time.
In conclusion, although there have been some reforms passed to improve the American healthcare system recently, they do not appear to be enough to make a meaningful difference. This is because costs associated with healthcare continue to increase and are not limited by any market safeguards that would prevent this type of an upwards trend. The ideal healthcare system would incorporate many of the present healthcare systems, while implementing caps on such aspects, as patient insurance premiums, healthcare costs, and malpractice payouts. The reality is that the healthcare system is far too complex to be easily and readily fixed, but this would provide a start in the creation of a framework that would guarantee healthcare for every American.
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