





eligibility for reimbursement under these programs, and private insurers should
be encouraged to do the same. Alternatively, Medicare, Medicaid, and insurers
could institute a policy of refusing to pay for hospital-acquired infections, falls;
and so on unless the hospital has implemented the “bundles” (i.e. the problem
occurs despite the bundle, which should be very rare). Additional information
State representative Phyllis Mundy (120th district) proposed a state law, HB

743, that was similar in principle to the PENNSAFE workplace safety program.
PENNSAFE offers employers a discount on worker’s compensation insurance
premiums if they implement a workplace safety committee program that meets
state standards. HB 743 would have given health care providers such as hospitals
a substantial discount on malpractice insurance premiums for implementation of
a quality management system standard that was acceptable to the Pennsylvania
Department of Health. The rationale is that system-related problems are generally
responsible for 80 to 85 percent of all mistakes and errors (this is a general rule
for organizations with divisions of labor), while carelessness and negligence

-- what we generally think of as “malpractice” -- cause the remaining 15 to 20
percent. This is something that should be considered at the national level. It must
also be pointed out that insurance companies that provide liability coverage for
providers have been raising their rates based primarily on the cyclical events of
the markets and not on the number of law suits or size of the awards. This kind
of practice conducted by the insurance industry drives up the cost of delivering
health care because the providers must inflate their charges in order to help pay

for their liability insurance.

16. Hospitals-2 It has been demonstrated in numerous institutions nationwide that the
implementation of Six Sigma quality programs will reduce medical errors and improve

overall quality of care. The Health Care Reform Bill should provide incentives to
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hospitals to implement six sigma programs. Everyone who participates in the health care
system should have “skin in the game”. This includes everyone, senators, the President,
representatives as well as those currently uninsured. In the healthy American’s Act there
is a payment scale which provides for payment rates for all participants. We would like
to see an addition to this Health Care Reform Bill which spells out that all employers and
employees should pay. The NEPA HRTF is currently in the process of defining the basic
adult package or what we call the “chevy” plan. A few of our representatives are working
with actuaries to define the basic adult package as well as the high end or “Cadillac” plan
and a catastrophic plan. There are already commercial products available for that price
and lower; however, they do not contain all the bells and whistles of coverage that many
Americans have come to know, therefore, most Americans won’t buy it because it does not
provide the level of coverage they want, regardless of whether it is the level of coverage

they can actually afford.

Loans-We also discussed the concept of low interest government loans, 1% or less could be
initiated for catastrophic cases. Basically, it would be a financial mechanism to eliminate
personal bankruptcies or financial hardship due to costly and severe illness. The government
would negotiate and pay all costs for the procedure. The patient or patient’s family would
pay back in part or in full the loan over a lifetime of small affordable payments. This would
help defray the cost to government and once again illustrate “SKIN IN THE GAME”. This
would allow a family to continue on with their lives without being financially decimated. If
the patient or patient’s family was unable to work because of the particular circumstance,
then no payments would be made to government. If the patient or family was capable of

some income then an affordable payment schedule would be developed.

Health Information Technology- The application of health information technology must

leverage:



A. The methodology of RASS, Reliability, Accessibility, Supportability, and
Sustainability. Hence, the EMR or CPOE must demonstrate that it will continue
to work at the patient-doctor interface without an outage and that all information
captured will be secure. Hence, three levels of security must be mandated
authentication, authorization and encryption.

B. Any federal health information system must support the idea of regional health
information organization (RHIO) and all of the regional RHIO’s must feed into a
national NHIO. Regional Networks and a National Health Information Network
will provide for a better opportunity for the survival of any US citizen when they
are away from home since the doctors and other providers will be able to access the
person’s medical record anywhere in the US even if the person in unconscious.

C. Because of the costs involved, the federal government will have to provide
incentives for individual providers and institutions to participate.

D. The new technologies creating E-prescribing, Medical Information Exchange,
and interoperability, etc. will create more efficiency and provide for real time
information enhancing the clinician’s ability to appropriately treat the patient. This
is not fool proof and standard medical protocol must be agreed upon by the medical
community in order to incorporate nationally. This discussion has begun, must
continue and must reach a national consensus by the end of 2009.

In order for the Chevy Plan to work successfully, the CORE elements for improving
the Health Care System must be in place together.

*Caution- Since the Tech industry can see that electronic innovations will plan
an even greater role in the Health Care System, EVERY SAFEGUARD and
REGULATION must be created to protect personal medical information and
to PREVENT PRICE GOUGING! We do not want taxpayer dollars going for
incentives to Health Providers to incorporate these new technologies only to have

TECH industry overcharge the system to make unfair profits. Simple business



19.

mathematics will identify price gouging. (Remember we are all in this together, for

the future of our children and our country)

E. There was also considerable discussion about the patient record staying with

the patient and the family doctor in the form of a credit card or a “medical spot”.

We did not pursue this idea sufficiently to formulate a proposal, but we all felt the

idea retained enough potential that we would include the concept into your teams

discussions.
Nursing Shortage- by Alice McDonnell, DPH.
It might be useful to reintroduce legislation on Certificate of Need (CON). Since home care
programs were draining the nurses from hospitals. Alice and Jean Dyer Ph.D., Dean of Health
Sciences at Misericordia University stated that working in a hospital is difficult work and
when programs open up such as home care where the pay is similar but the work is easier,
nurses will leave the hospital setting for home care. Upon graduation nurses need hospital
experience, so they accept a job in a hospital. Hospital Administration often puts nurses at
risk with unsafe practices, and after six months of hospital regulations, stress and mandatory
overtime, the nurse will leave the hospital for a better, less stressful nursing job. Alice said
that the homecare programs were useful but since the operators can operate on very low
margins there may be too many programs in existence. Certificate of need (CON) would
investigate the supply of home care and determine how many home care programs should
exist.

A. The results should reduce the demand for nurses in home care and more nurses

would be eligible to work in hospitals. Furthermore, Reimbursement for hospital

staft should be significantly higher than for home care staff.

Alice and JR confirmed the positive impact the Chronic Care Model is having on
reducing hospital costs. Alice stated her studies at Scranton CMC demonstrated a
savings of 130 days for CHF and diabetes patients. JR Vought stated that Kingston

Pediatrics was having success using the CCM treating their 23,000 asthma patients.



20.

An effort to calculate actual savings is being developed. Everyone agreed the CCM
will save billions of dollars and must be standardized through the country.
I am adding this last section submitted by Bill Levinson to reflect on some innovative thinking
presented so long ago, yet relevant today. Here is the information on the Henry and Clara
Ford Hospital. The source is Henry Ford’s “My Life and Work” (1922).
Executive Summary
1. Each patient was evaluated independently by at least three doctors to obtain a
complete picture of the patient’s health, as opposed to the specific complaint for
which he or she was admitted. This seems to tie in with the concept that problems
(whether organizational or health-related) are often system-related as opposed to
local. That is, organizational problems are often cross departmental boundaries, and
an illness may involve more than one part of the patient’s body.
2. All physicians were employed by the hospital, and did not have any financial
interest in the patient’s specific course of treatment. (This is in contrast to the
situation that Phyllis Mundy has often cited, in which doctors own their own MRI
equipment and therefore have a financial interest in referring the patient to it, and
the problem we have discussed in which pharmaceutical companies give doctors an
incentive to prescribe products).
3. No nurse was required to care for more than seven patients (and the load was
lower for patients who needed more care).
4. The hospital used the same principles that Ford’s factories used to minimize
non-value-adding walking by the nurses. Ford recognized that the time a nurse
spends walking (e.g. to get medications or to fill out charts) is not spent in caring
for patients.
5. All rooms were private, an arrangement that could have easily reduced the
incidence of hospital-acquired infections.

Items 3 and 4 are directly relevant to hospitals’ current difficulty in attracting and



keeping registered nurses. If nurses have to care for too many patients, and/or
exhaust themselves with non-value-adding walking, it is not surprising that many
decide that direct patient care is not for them. Note that Ford was able to achieve
this at a daily charge of $4.50 per day, which was less than the daily minimum wage
at his factories.

Ford’s “Today and Tomorrow” (1926) recognized the role of diet and exercise in
disease prevention, a topic that we have also discussed. “Men who are careful of
their diet do not often fall ill, while those who are not careful always seem to have
something or the other the matter with them”. I also recall reading that the hospital
had temperature and humidity controls. Humidity control is especially important in
the winter, when dry air can dehydrate patients and possibly promote respiratory
diseases. (When my father was in a hospital in December, I had to get his doctor
to order a humidifier for him room, and my experience with his nursing home was
similar.)

Material from Ford’s “My Life and Work™

The Ford hospital is being worked out on somewhat similar lines, but because of
the interruption of the war—when it was given to the Government and became
General Hospital No. 36, housing some fifteen hundred patients—the work has not
yet advanced to the point of absolutely definite results. I did not deliberately set
out to build this hospital. It began in 1914 as the Detroit General Hospital and was
designed to be erected by popular subscription. With others, I made a subscription
and the building began. Long before the first buildings were done, the funds became
exhausted and I was asked to make another subscription. I refused because I thought
that the managers should have known how much the building was going to cost
before they started. And that sort of beginning did not give great confidence as to
how the place would be managed after it was finished. However, I did offer to take

the whole hospital, paying back all the subscriptions that had been made. This was



accomplished, and we were going forward with the work when, on August 1, 1918,
the whole institution was turned over to the Government. It was returned to us in
October, 1919, and on the tenth day of November of the same year the first private
patient was admitted.

The hospital is on the West Grand Boulevard in Detroit and the plot embraces
twenty acres, so that there will be ample room for expansion. It is our thought to
extend the facilities as they justify themselves. The original design of the hospital
has been quite abandoned and we have endeavored to work out a new kind of
hospital, both in design and management. There are plenty of hospitals for the rich.
There are plenty of hospitals for the poor. There are no hospitals for those who can
afford to pay only a moderate amount and yet desire to pay without a feeling that
they are recipients of charity. It has been taken for granted that a hospital cannot
both serve and be self-supporting—that it has to either be an institution kept going
by private contributions or pass into the class of private sanitariums managed for
profit. This hospital is designed to be self-supporting—to give maximum of service
at a minimum of cost and without the slightest coloring of charity.

In the new buildings that we have erected there are no wards. All of the rooms are
private and each one is provided with a bath. The rooms—which are in groups of
twenty-four—are all identical in size, in fittings, and in furnishings. There is no
choice of rooms. It is planned that there shall be no choice of anything within the
hospital. Every patient is on an equal footing with every other patient.

It is not all certain whether hospitals as they are now managed exist for patients
or for doctors. I am not unmindful of the large amount of time which a capable
physician or surgeon gives to charity, but also I am not convinced that the fees of
surgeons should be regulated according to the wealth of the patient, and I am entirely
convinced that what is known as “professional etiquette” is a curse to mankind and

to the development of medicine. Diagnosis is not very much developed. I should



not care to be among the proprietors of a hospital in which every step had not
been taken to insure that the patients were being treated for what actually was the
matter with them, instead of for something that one doctor had decided they had.
Professional etiquette makes it very difficult for a wrong diagnosis to be corrected.
The consulting physician, unless he be a man of great tact, will not change a
diagnosis or a treatment unless the physician who has called him in is in thorough
agreement, and then if a change be made, it is usually without the knowledge of
the patient. There seems to be a notion that a patient, and especially when in a
hospital, becomes the property of the doctor. A conscientious practitioner does not
exploit the patient. A less conscientious one does. Many physicians seem to regard
the sustaining of their own diagnoses as of as great moment as the recovery of the
patient.

It has been an aim of our hospital to cut away from all of these practices and to

put the interest of the patient first. Therefore, it is what is known as a “closed”

hospital. All of the physicians and all of the nurses are employed by the year and
they can have no practice outside of the hospital. Including the interns, twenty-
one physicians and surgeons are on the staff. These men have been selected with
great care and they are paid salaries that amount to at least as much as they would
ordinarily earn in successful private practice. They have, none of them, and financial
interest whatsoever in any patient, and a patient may not be treated by a doctor from
the outside. We gladly acknowledge the place and the use of the family physician.
We do not seek to supplant him. We take the case where he leaves off, and return
the patient as quickly as possible. Our system makes it undesirable for us to keep
patients longer than necessary—we do not need that kind of business. And we will
share with the family physician our knowledge of the case, but while the patient is
in the hospital we assume full responsibility. It is “closed” to outside physicians’
practice, though it is not closed to out cooperation with any family physician who

desires it.



The admission of a patient is interesting. The incoming patient is first examined
by the senior physician and then is routed for examination through three, four, or
whatever number of doctors seems necessary. This routing take place regardless of
what the patient came to the hospital for, because, as we are gradually learning, it
is the complete health rather than a single ailment which is important. Each of the
doctors makes a complete examination, and each sends in his written findings to
the head physician without any opportunity whatsoever to consult with any of the
other examining physicians. At least three, and sometimes six or seven, absolutely
complete and absolutely independent diagnoses are thus in the hands of the head
of the hospital. They constitute a complete record of the case. These precautions
are taken in order to insure, within the limits of present-day knowledge, a correct
diagnosis.

At the present time, there are about six hundred beds available. Every patient pays
according to a fixed schedule that includes the hospital room, boards, medical and
surgical attendance, and nursing. There are no extras. There are no private nurses.
If a case requires more attention than the nurses assigned to the wing can give,
then another nurse is put on, but without any additional expense to the patient.
This, however, is rarely necessary because the patients are grouped according to the
amount of nursing they will need. There may be one nurse for two patients, or one
nurse for five patients, as the type of cases may require. No one nurse ever has more
than seven patients to care for, and because of the arrangements it is easily possible
for a nurse to care for seven patients who are not desperately ill. In the ordinary
hospital the nurses must make many useless steps. More of their time is spent in
walking than in caring for the patient. This hospital is designed to save steps. Each
floor is complete in itself, and just as in the factories we have tried to eliminate
the necessity for waste motion, so have we also tried to eliminate waste motion in

the hospital. The charge to patients for a room, nursing, and medical attendance is



$4.50 a day. This will be lowered as the size of the hospital increases. The charge
for a major operation is $125. The charge for minor operations is according to a
fixed scale. All of the charges are tentative. The hospital has a cost system just like
a factory. The charges will be regulated to make ends just meet.

There seems to be no good reason why the experiment should not be successful.
Its success is purely a matter of management and mathematics. The same kind
of management which permits a factory to give the fullest service will permit a
hospital to give the fullest service, and at a price so low as to be within the reach of
everyone. The only difference between hospital and factory accounting is that I do
not expect the hospital to return a profit; we do not expect it to cover depreciation.

The investment in the hospital to date is about $9,000,000.
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We thank you once again for providing this open invitation to share everyone’s
concerns, expertise, and proposals to help initiate the correct health care reforms.

We humbly ask you to carefully consider the concept of “SKIN IN THE GAME”.
Everybody pays for and is guaranteed the Chevy plan. We have vigorously discussed this
concept with a large cross section of people and the vast majority agrees that this concept
will work if the entire system is revamped.

Since we have devoted considerable time and effort in developing this proposal,
we ask your team to respond to us by critiquing the information and allowing us the
opportunity to respond. We are ready, willing, and able to serve in any capacity to help you
create a viable health care system for all Americans and we wish you good luck and success.

America is Depending on you.

Respectfully,

Eddie Day Pashinski

Pennsylvania State Representative
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