
Abstract
The costs and consequences of 
America’s fragmented and profit-
driven health system have reached 
unsustainable levels. Far too much is 
spent on redundant bureaucracy, and 
on medical interventions that are ei-
ther unproven or have been shown to 
be ineffective, while millions of people 
lack coverage for basic cost-effective 
health care. The current level of cor-
porate influence on research, educa-
tion, and dissemination of scholarly 
work is unacceptable. It is high time 
that we design and deliver govern-
ment-mandated health insurance that 
makes evidence-based cost-effective 
health care universally accessible. All 
comparable nations achieve better 
outcomes with fewer resources using 
this model. We can too.

Revising the Health System
Complaints regarding America’s health 
system are nothing new. Patients say 
that the system is complex, imposing, 
and difficult to access. Doctors com-
plain about endless paperwork and 
about less satisfying interactions with 
patients. Everyone laments soaring 
costs, which are increasing at an un-
sustainable pace.1 Pressures associated 
with health insurance costs are forcing 

benefit-reductions, layoffs, and plant 
closures. Despite tremendous need 
and at least 1 proposal for radical yet 
rational reform,2 there is little progress 
toward the overhaul that is so clearly 
needed. In this context, we would like 
to offer our opinion regarding a few 
of the factors that would contribute 
toward a fair and rational health care 
system.

To start with, a health system 
should exist for the purpose of im-
proving health, and should have rea-
sonable evidence that it can do so. 
Health facilities and personnel should 
be focused on the interventions that 
have been proven to prevent disease, 
alleviate symptoms, improve func-
tion, or save lives. Interventions that 
have been proven not to work (e.g. 
antibiotics for common cold), or have 
not yet been adequately assessed (ex-
perimental therapies), should either 
be avoided altogether, or used only 
within research frameworks. Even 
a modest attempt at following these 
principles could save billions of dol-
lars.3 

When the evidence is unclear, as it 
too often is, patients and their doctors 
should be allowed a wide latitude of 
choice, assuming that costs are rea-
sonable. When costs are high and evi-
dence is lacking, pooled resources—
both private and public—should not 
be used on unproven therapies.

Thankfully, we have entered the 
era of evidence-based medicine.4 
Randomized controlled trials (RCTs) 
have provided good evidence re-
garding many available treatments. 

Nevertheless, a great number of urgent 
questions lie unanswered, and a great 
deal of improvement is possible in the 
conduct and reporting of medical re-
search. If there is one thing we have 
learned, it is that RCTs are useful but 
imperfect measures. Interpretation and 
application of trial results are prone to 
biases introduced by those who design 
trials, analyze data, and report the re-
sults.5,6 Initial positive results are often 
contradicted by later studies. When 
later trials do confirm effectiveness, 
the magnitude of reported benefit is 
usually smaller.7

Trials sponsored by pharmaceutical 
companies are especially problematic. 
Inevitable and largely unresolvable 
conflicts of interest occur when the cor-
porations that sponsor RCTs stand to 
gain or lose large sums of money based 
on the results. These conflicts naturally 
lead to overly optimistic interpretation 
of positive findings, and to non-publi-
cation or disregard of negative results, 
if not to outright fraud. Most RCTs are 
designed to detect benefits, not harms. 
When adverse effects are found, they 
are too often unreported, or when re-
ported, minimized or explained away.8 
To reduce the impact of these biases, 
lawmakers, regulators, editors, and 
professional societies need to set and 
enforce appropriate rules. Not only 
should drug companies be required to 
register all trials, as major journals have 
recently proposed,9 but they should be 
required to measure and report ad-
verse effects with the same attention 
they devote to benefits. Trial sponsors 
should be required to publish or post 
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their protocols before their data are 
unblinded, and should be required to 
share the actual data sets with other 
researchers, as well as with regulators 
such as the FDA.

Systems of continuing medical edu-
cation and dissemination are good, but 
could be a great deal better. Peer-re-
viewed journals, professional confer-
ences, and other forms of continuing 
medical education are too often inap-
propriately influenced by drug com-
panies and other for-profit entities. 
The idea that entire residencies could 
be financed by drug firms should send 
shivers down our spines.10 Journals 
and conferences should not be domi-
nated by product advertisements. In 
our opinion, they should have no ad-
vertisements at all. Scientific journals 
and meetings among non-medical sci-
ences manage to produce high quality 
output without the massive influx of 
drug dollars. How can our journals 
be objective when they are filled with 
glossy drug-promoting images and 
slogans, and when their finances are 
dominated by pharmaceutical money? 
How can we not feel ashamed when 
the press cameras at major meetings 
broadcast images of huge banners 
promoting brand name drugs?

Physicians and other health pro-
fessionals should get their informa-
tion from unbiased scientific sources, 
not from drug reps.11,12 Numerous 
sources of excellent information are 
easily accessed, and are usually inex-
pensive or free.13 Physicians and med-
ical researchers should not accept gifts 
from drug companies. Stays at lavish 
resorts and so-called “consulting fees” 
for medical opinion leaders are a form 
of graft, and should not be tolerated. 
It’s one thing when physicians and 
researchers are employed by pharma-
ceutical firms and are clearly identi-
fied as such. It’s quite another when 
they ostensibly work for universities 
or publicly-funded research institutes, 
thereby influencing the practice of 
medicine with a veneer of objectivity 
and impartiality, and are all the while 
taking home large supplemental in-

comes from drug firms. Even in the 
tarnished world of politics, such prac-
tices are recognized as corruption, 
with recipients earning public con-
demnation, prosecution, fines, or jail.

Finally, and most importantly, ev-
eryone should be provided access to 
quality health care. It makes no sense 
to treat medical care as a commod-
ity. Fully informed rational choice 
in a competitive health care market 
is an unsupportable myth. Only the 
most fortunate have any real choice in 
health plans, and even they are usually 
making their insurance decisions long 
before the product they need—care 
for a specific illness—can be evalu-
ated rationally. It is abundantly clear 
that market-based solutions to health 
care problems have failed miserably. 
Massive resources are wasted on over-
head and bureaucracy, while many 
simple needs go unmet. The United 
States spends over $6400 per capita 
each year, far greater than any other 
industrialized country, and yet more 
than 45 million people are uninsured, 
with tens of millions more underin-
sured.14-17 Approximately half of cur-
rent bankruptcies are caused at least in 
part by illness or medical debt.18 As a 
direct result of this misalignment of 
resources and need, the United States 
has the worst health outcomes among 
comparable nations.19-21

Conclusion
In general, it’s the people with the 
greatest risk who should be screened, 
and those with the most severe dis-
ease who should be treated, as these 
are the people who will receive the 
greatest benefit at the least cost.22 
Unfortunately, as the renowned 
British general practitioner Julian 
Tudor Hart described in 1971 with his 
“inverse care law,”23 it is the people 
who could most benefit from health 
care that have the least access:

“The availability of good medical 
care tends to vary inversely with the 
need for it in the population served. 
The inverse care law operates more 
completely where medical care is 

most exposed to market forces, and 
less so where such exposure is re-
duced. The market distribution of 
medical care is a primitive and his-
torically outdated social form, and 
any return to it would further exag-
gerate the misdistribution of medical 
resources.”23 

In recent decades, the political 
elite of the United States have clung 
blindly to failed market-based so-
lutions for health care. At the same 
time, every other developed country 
achieves better outcomes with fewer 
resources, using some form of gov-
ernment-sponsored universal health 
care. Despite this history of repeated 
mistakes and tragic outcomes, we 
derive some hope and solace from 
the famous quote by Sir Winston 
Churchill:  “You can always count 
on Americans to do the right thing—
after they’ve tried everything else.” 

In our opinion, it is time to de-
mand a universal-access health care 
system that delivers high quality cost-
effective evidence-based medicine. A 
single payer government-mandated 
system would eliminate redundant 
bureaucracy, reduce profit-seeking 
corporate influence, and target re-
sources towards areas of need. Such a 
radical change is long overdue, sorely 
needed, and is the only rational solu-
tion to the devastating problems we 
now face.
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