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The coronavirus disease 2019 (COVID-19) pandemic
has exposed several shortcomings in the U.S. health care
system. The illusion of reliable employer-based health
insurance is crumbling; our safety nets have wide geo-
graphic variations; high-deductible insurance plans result
in delayed care for people with chronic conditions; and
underlying racial and geographic disparities in care are
worsening.”” The United States spends far more on health
care than any other nation, but our life expectancy has
fallen behind.*

We must use the lessons of this crisis
to better prepare for the next one and
address the shortcomings in our health

The multiyear gap in life expectancy between Black and
White patients who require dialysis disappears when both
groups are covered by Medicare.” Medicare also does a much
better job of controlling costs compared with private health
insurance: during the past decade, Medicare’s cumulative
increase in per-enrollee spending was 21.5%, far less than
the 52.6% average increase among private insurers."

However, Medicare is far from perfect. The reimburse-
ment model for physicians is bewilderingly complex'’; high
levels of patient cost-sharing can bankrupt older adults; and
the benefit design has significant gaps (dentistry, pharmacy,
optometry, and audiology, among others).

The Improved Medicare for All approach addresses each
of these problems through a simple concept: fix the flaws
in the current program, then provide it to all Americans."
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This is one in a series of pro/con edi-
torials discussing controversial issues
in family medicine.

See related editorial on page 392.

A collection of Editorials: Controver-
sies in Family Medicine published in
AFP is available at https://www.aafp.
org/afp/pro-con.
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Ranking of U.S. mortality rates by age group among 17 peer countries,

Reprinted from Woolf SH, Aron LY; National Academies, Institute of Medicine. U.S. Health in
International Perspective: Shorter Lives, Poorer Health. National Academies Press, 2013:48.
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Improved Medicare for All would provide
universal access to all medically necessary care.
It would obviate the need to develop emergent
funding strategies to cover screening, treatment,
and prevention of a single viral infection, such
as COVID-19, in uninsured and underinsured
patients.

How can we afford this plan? Administrative
savings. Medicare operates with less than 2%
overhead, whereas private health insurers often
operate with more than 12%."*** The complex-
ity of billing multiple payers adds tens of thou-
sands of dollars to medical office overhead, and it
diverts time from patient care to administrative
tasks. Hundreds of economists declared that the
United States would come out ahead economi-
cally under Improved Medicare for AlL'>!

Compared with our peers in nine other coun-
tries, U.S. primary care physicians are far less
satisfied with medical practice.”” A key driver of
dissatisfaction is the moral indignity of knowing
how to help a patient but facing insurmountable
economic barriers.” It breaks our h earts when a
patient tells us, “T'll pray and wait until I turn 65
and have Medicare.” Medical bankruptcy would
be scandalous in any comparable nation."”

Improved Medicare for All could help resolve
the issue of excessive documentation. Electronic
health records are one example of the unique
administrative burdens of medical practice in the
United States. A study of more than 10 million
ambulatory progress notes in one record system
determined that those written by clinicians in
Canada, the United Kingdom, Australia, Nether-
lands, Singapore, and the United Arab Emirates
averaged 1,000 characters; the average number
of characters in notes written by U.S. clinicians
was four times higher.”® Adopting a single-payer
system would not automatically shorten these to
global norms. However, it would mitigate two
drivers of excessive documentation: complex
requirements for maximal reimbursement and
legal risk protection. If reimbursement require-
ments were more akin to global norms, physi-
cians could document based on clinical—not
economic—needs. If coverage of future medical
care were guaranteed by law, patients would have
fewer reasons to sue physicians.

Simplifying administrative burdens would
allow more time for patient care. A 2016 study
found that in some U.S. medical practices, phy-
sicians spend as little as 26% of their time with
patients.?’ In contrast, family physicians in

www.aafp.org/afp

Canada spend 79% of their time on patient care,?
which could be one reason that more of them
report being satisfied with their practices.”

In 2018, John Cullen, MD, then-president of
the American Academy of Family Physicians,
described U.S. medical practice as “an incred-
ible bureaucratic mess to get anything done for
patients.”? At the same time, Trina Larsen Soles,
MD, then-president of Doctors of British Colum-
bia, said of the Canadian system, “It’s not a big
hassle. I can focus on patient issues, not adminis-
trative issues.”?

Although the political obstacles are formida-
ble, family physicians owe it to our patients and
our profession to join the fight for Improved
Medicare for AlL
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E/M Coding Changes are Coming
Are You Ready?

Office visit evaluation and management coding guidelines
change January 1, 2021. Ensure you receive accurate payment
with the AAFP’s new E/M reference card. Use this reference
card to:

e Understand the new guidelines

* Select the appropriate code based on total time or MDM

* Reduce documentation time

2021 office |I_isit Evaluation and
Coding and Documentati

Reference Carq

Evaluation angd ma
vatior nagement (E/M) offi, isi
Physician’s breag and butter. Unders!a’r‘v::i:'s“

codes (9920299205
i and 99
Optimize Payment, decrease administrative

5; how to appropriately documend

This guidance is not allinclusive. It j e e -

el Potofiv - tis meant as a quick reference foy i

andthe Gt Qdand‘ Management Services Guide Dubllshe:{ Céa"i“se e e s

ural Termnnolcgy (CPT®) code set Published by)t/i: j\!(:leme,s ey
'e American Medical|

GODE SELECTION METHODS
The lovel of senvicefor
medical decison makng
The 2021 £/M documen
care professional (QHp)
reauirements, so the py

PT codes 99202
209205 and 99212-99215 s selected by using either tota e
s

tation guidelines do not

include histor
Should determine the nature gng ene'rttaor;‘:heexm
sician or other QHP should use ciinica judgme

s elements of code sele,

i ction.
history and/or exam performeg, m?
‘entto determine appropriate docume

CODE SELECTION
u
When totaltime is used to se SING TOTAL Time

r r a ' 15 11 s e roncy el M S, sy 2021
Preorder your card today! T o e e
. . . . '@ time is spent in counsef
Orders will begin shipping by January 15, 2021.

99203 (3044 min) 99204 (4559
1 UIDELINES FOR CALCULATING ToTAL TIME

992132029 min,) 99214 (30.39 m]
ection using total time shy
ould
o be b

ased on the total ti i
e o e e me spent in care of the pation
e by ciical s P bY e Bysiciananc/o oty e Zéhﬁf.ff' Kty
. encou
{ime includes the following:
.
gizi0ns, which may inciluge
‘ m Teview of previous test resy
| f . r / c dln g or mewmg @ separately obtained history e

AMERICAN ACADEMY OF FAMILY PHYSICIANS e cxminion o
gl family/caregiver




