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Compared with other devel-

oped countries, the United

States has an inefficient and

expensive health care sys-

tem with poor outcomes and

many citizens who are denied

access.

Inefficiency is increased by

the lack of an integrated sys-

tem that could promote an

optimal mix of personal med-

ical care and population health

measures. We advocate a

health trust system to pro-

vide core medical benefits to

every American, while im-

proving efficiency and reduc-

ing redundancy.

The major innovation of this

plan would be to incorporate

existing private health insur-

ance plans in a national sys-

tem that rebalances health

care spending between per-

sonal and population health

services and directs spending

to investments with the great-

est long-run returns. (Am

J Public Health. 2010;100:

205–211. doi:10.2105/AJPH.

2008.156588)

THE UNITED STATES HAS THE

most technologically intensive
medical practice in the world.1 It
also spends more than any other
nation on medical care,2 but health
outcomes in the United States are

inferior to those in most other
developed nations.3–7 This
inefficiency—spending more with
poorer results—stems partly from
failure to provide effective access to
medical care to a substantial share
of the population.8,9 Lack of access
leads to wider disparities in health
in the United States than are expe-
rienced by the populations of other
developed nations. The fragmented
delivery system also leads to cost
shifting (insurers’ attempts to trans-
fer costs to other payers), adminis-
trative waste, and an imbalance
between spending on medical care
and spending on population health
initiatives.

There is general agreement that
the US health care system should
be more efficient as well as more
equitable.10,11 Most comprehensive
proposals for reforming the system
recognize the need for universal
coverage that is independent of
employment status, disability status,
or age, although some would con-
tinue to rely on employers to collect
health insurance payments.12 Al-
though universal insurance is im-
portant, it is not the only urgent
issue. A reformed system should
integrate personal preventive and
therapeutic care with public health
and should include population-wide
health initiatives. Coordinating

personal medical care with popula-
tion health will require a more
structured system than has ever
existed in the United States.

We argue that a reformed
health care system not only should
provide health insurance coverage
for all but should also be orga-
nized and funded to take advan-
tage of new knowledge about
medical and nonmedical determi-
nants of health. This health trust
system (HTS) would (1) assess the
cost of health insurance equitably,
(2) promote efficiency by reduc-
ing fragmentation and relying on
competitive markets, (3) allow
coordination of spending on pop-
ulation health and personal
medical care, (4) accommodate
heterogeneous preferences, and
(5) build on existing American
health insurance and provider in-
stitutions, informed by interna-
tional experience.

UNDERINVESTMENT IN
PUBLIC HEALTH

Underinvestment in preventive
care and population health persists
in the United States despite the
growing evidence that such in-
vestments have great potential to
improve health.13–17 High rates of
return have been demonstrated

for community-level interven-
tions to reduce the high-risk be-
haviors that promote chronic
diseases, which account for two
thirds of all deaths in the United
States and a higher percentage
of deaths among the most dis-
advantaged groups.5,18 These
chronic diseases are often associ-
ated with high-risk lifestyle con-
sumption choices (smoking, drink-
ing, and poor diet), which may be
more effectively averted by policy
interventions in the community and
early in the life course than altered
by later interventions within the
medical care sector.5 For example,
2 structural interventions in Cali-
fornia—levying a cigarette tax and
banning indoor smoking in public
places—resulted in dramatic de-
clines in smoking, followed by de-
clines in the rates of lung cancer
and heart disease in the state.19

Disadvantaged populations, which
bear the greatest burden of chronic
disease, stand to benefit most from
public and population health inter-
ventions.

The current financing structure
and organization of care in the
United States provide strong in-
centives to treat illness after it
occurs rather than to invest in
prevention. Health insurance pol-
icies also encourage a suboptimal
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mix of services, relying on expen-
sive, and often redundant, tech-
nology, with inadequate coverage
for preventive care. The frag-
mented health care financing sys-
tem also wastes resources through
cost shifting and excessive admin-
istrative costs.20

To create a more effective and
efficient health care system, the
United States should capitalize on
current health reform efforts that
aim to make access to care uni-
versal and contain its costs within
an integrated health system. This
will require redesigning the sys-
tem to allocate resources to ther-
apeutic care and to population
health in a balance that more
closely reflects their abilities to
promote health and thereby

increases the health returns gen-
erated by health expenditures.

ARCHITECTURE OF AN
INTEGRATED HEALTH
SYSTEM

In addition to providing univer-
sal access and equitable funding,
a reformed health system should
strive to (1) increase efficiency by
formulating coherent policy with
appropriate incentives, informa-
tion, and supporting infrastructure;
(2) foster coordination of public,
population, and private health
care at the local level; (3) impose
financial discipline, or cost con-
tainment; and (4) encourage
choice for, and responsiveness to,
clients.

We propose a health system
consisting of a national indepen-
dent body, a national health trust
(NHT), which would coordinate
regional- or state-based affiliates—
regional health trusts (RHTs)—
and which would form a coherent
national structure to ensure or-
derly and efficient operation.

National Health Trust

The proposed structure and
operations of an NHT are sum-
marized in Figure 1. Households
would pay taxes to federal or state
governments to support health
services. Households would also
make direct, mandatory payments
to the NHT to support health care,
similar to payroll taxes that sup-
port the Social Security system or

the payment Medicare currently
requires for enrollment in Part B
coverage. These contributions
might be collected by employers
along with their own potential
contributions on behalf of em-
ployees, but employers would no
longer offer insurance for core
benefits. Rather, all residents
would select a health plan or
physician through their regional
insurance exchange. All tax-based
and mandatory contributions
would be pooled by the NHT into
a global budget for health spend-
ing. The NHT would retain some
funds for national health policy
activities and allocate the majority
to RHTs.

The size of the global budget for
health, the means of funding it,
and decisions about who is eligible
for personal health benefits would
be determined through the politi-
cal process. Several mechanisms
have been proposed for more
equitable financing of the system:
payroll taxes, income taxes, or
value-added taxes.6,7,21,22 A re-
formed system might include a va-
riety of funding strategies, similar to
the current Medicare system, which
is funded by payroll taxes, general
revenues, and subscriber contribu-
tions.

An NHT would use risk-ad-
justed capitations to allocate
funding to RHTs, which would
direct funding to personal care
and population health activities in
their regions. This would ensure
that funding for health services
would be responsive to the needs
of populations living in different
regions as well as taking into ac-
count the available medical infra-
structure and manpower. In addi-
tion to adjusting for health risks,

Note. a = household general taxes; b = household mandatory contribution to the National Health Trust (NHT); c = government funds to the NHT;

d = household contribution to supplemental benefits; d9 = household direct purchasing of medical services; e = employer contribution to

supplemental benefits; f = Regional Health Trust (RHT) allocation for core benefits; g = RHT allocation for population health initiative; g9= RHT

funding and coordination of population health initiatives with plans; g0 = RHT funding and coordination of population health initiatives with

providers; h = RHT direct purchase of services; h9 = RHT indirect contracting of service.

FIGURE 1—Architecture of a restructured health care system.
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the capitation mechanism would
have to take into account the
differential costs of delivering
medical care in various regions of
the country, through mechanisms
similar to those the Centers for
Medicare and Medicaid Services
has developed for Medicare inpa-
tient and outpatient services. Dif-
ferent populations could thus be
afforded equal opportunities to
realize their health potential.

An NHT would also have re-
sponsibility for developing uniform
national policies to promote infor-
mation technology, assist with the
adoption of new medical technol-
ogy, define criteria for high-quality
care for particular diseases, con-
duct comparative effectiveness
analyses, and forecast future health
manpower needs.23 It would also
update and improve risk adjust-
ment tools to ensure fair allocations
to RHTs and for use in allocating
capitation-based payments to health
plans to prevent risk selection.

Regional Health Trusts

RHTs would be responsible for
organizing, managing, and over-
seeing the delivery of the core
benefits: personal care combined
with population health interven-
tions. However, RHTs would not
become providers of services;
rather, an RHT would contract for
services either directly with pro-
viders or indirectly through inte-
grated plans and would also fi-
nance population and public
health initiatives.

The proposed system would
accommodate the population’s
heterogeneous preferences by
allowing households and em-
ployers to purchase voluntary in-
surance for supplemental benefits

not included among the core ben-
efits or to pay out of pocket di-
rectly to providers for noncovered
services. These supplemental
benefits would not be financed
with pooled, RHT funding.

Thus, an RHT would operate
much like a health insurance ex-
change or the Federal Employees
Health Benefit Plan (FEHBP). The
FEHBP, which has been put for-
ward as a model in several prom-
inent reform proposals,5,7,24 is
funded by the government in its
capacity as an employer. Premium
levels of the offered health plans
vary, but the federal government
makes a defined contribution to any
plan chosen, with the employee
paying the additional cost of more
expensive plans.25

RHTs would employ quality
standards developed by the NHT
to evaluate quality of care and
make this information available to
consumers to facilitate selecting
providers or plans. RHTs could
monitor quality of care at the
patient level, tracking patients by
their unique insurance identifier.
They could also use health infor-
mation technology, which can im-
prove both quality of care and
productivity, as the Veterans Af-
fairs hospitals have shown.26,27

Information technology systems
would also play a key role in
monitoring population health by
allowing RHTs to aggregate data
across numerous health care pro-
viders to implement routine data
collection for population health
surveillance, which is difficult in
the current fragmented delivery
system. This surveillance would
facilitate improved targeting of
population health interventions
and efforts to reduce disparities

across subregions by allowing
RHTs to direct health resources to
areas that lag behind in health
outcomes. Adoption of health in-
formation technology in the
United States has been limited
because the current market-based
approach requires health organi-
zations to fund their own health
information technology opera-
tions.28 RHTs would invest in
health information technology as
a public good.

The FEHBP and most of the
reform proposals under discussion
lack 1 element that is crucial for
a reformed health care system:
a mechanism to balance resources
for public and population health
with those devoted to personal
medical services. A key innovation
in an HTS would be that RHTs
would not allocate all of their
funding for the delivery of per-
sonal medical services but would
also finance health interventions
at a population level, coordinating
these with health plans.

Giving RHTs control of health
financing within their geographic
area would allow them to consider
the trade-offs between the 2 types
of care so that they could allocate
their available funding to maxi-
mize health in the population. For
example, an RHT might prefer to
finance population-based inter-
ventions to reduce the future in-
cidence of type 2 diabetes among
adults at risk for the disease rather
than interventions delivered in the
medical setting, because the liter-
ature shows that lifestyle inter-
ventions are more successful as
well as more cost effective.29,30

Recognizing the effect of factors
outside of the medical care system
and incorporating them into an

overall plan would result in
greater health gains from a given
investment. RHTs would also
contribute to population health by
assessing the health effects of ac-
tivities outside of the health care
sector (e.g., road building, the built
environment, waste disposal). An
RHT, with responsibility for the
health of all residents in a geo-
graphic area, could more readily
implement health impact assess-
ments than has been the case to
date, to provide the public with
information about the external
costs or benefits to health likely to
result from public decisions in
nonhealth areas.31

Contracting. RHTs could fulfill
their mission of securing publicly
funded core medical benefits for
their constituents either by paying
individual providers or provider
groups directly (as Medicare does
for the majority of its enrollees) or
by contracting with integrated
health plans (e.g., Medicare Ad-
vantage) to deliver services. For-
profit or nonprofit plans would
contract with individual providers
or groups to supply core benefits
to their members. A mixed system,
such as the building blocks system
proposed by Schoen, Davis, and
Collins,32 would also be feasible.
Regardless of the contracting ar-
rangements, individual providers
and plans affiliated with an RHT
would be required to maintain
open enrollment and to accept all
residents wishing to enroll, subject
to limits set by the RHT. Risk
adjustment of the capitation would
counteract providers’ incentive to
enroll only applicants who appear
to be low risk.

An RHT could contract for and
coordinate population health
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initiatives with plans, providers,
and local government agencies. It
is conceivable, for instance, that an
RHT would contract directly with
competing plans for personal care
but contract directly with private
providers or local government
agencies to implement population
health initiatives that involve
economies of scale and have pop-
ulation-wide effects.

Organization and management.
The 2 alternative contracting ar-
rangements would allow for dif-
ferent amounts of decentralization
of management and risk hold-
ing.33 Integrated plans would as-
sume the fiduciary role of control-
ling costs to stay within their
contractual capitation and might
find it profitable to invest in pre-
vention and population health. In
Israel, for example, competing
health plans see preventive services
as a means of attracting younger
subscribers, who are considered
good risks.

By contrast, individual medical
providers could supply personal
preventive care (e.g., immuniza-
tions), but they could not assume
wide-ranging responsibilities for
health behavior changes requiring
mass communication efforts.
Thus, direct contracting with pro-
viders would leave RHTs with the
major responsibility for control-
ling costs and financing preventive
and population health initiatives.

Quality of care. Although RHTs
would retain the final responsibil-
ity for monitoring quality of care,
this obligation could be shared
with accountable health plans.34

Direct contracting with individual
providers would vest an RHT with
greater responsibility for overseeing
and coordinating treatment,

because it alone would have a com-
prehensive view of all the services
delivered. Yet an RHT, which
would be primarily limited to ret-
rospective review, might find it
difficult to intervene directly. The
Medicare experience suggests that it
is difficult to avoid duplication of
services, to coordinate care for in-
dividual patients, and to effectively
monitor quality in a system that
contracts and compensates pro-
viders individually.35,36 Unlike
RHTs, integrated health plans
would both provide services and
remain accountable to their mem-
bers, who would need to be satis-
fied in a competitive environment;
thus they could exercise oversight
more effectively.

Compared with fee-for-service
providers, capitated providers have
been found to provide more clini-
cal preventive care, which can re-
duce long-term costs and thereby
promote the long-term goals of
RHTs.37 For similar reasons, inte-
grated systems might also more
effectively partner with the popula-
tion health initiatives of RHTs.

Finally, integrated systems can
more readily benefit from econo-
mies of scale by sharing adminis-
trative and expert staff, equip-
ment, and specialized facilities.
Integrated systems such as Kaiser
Permanente or Veterans Affairs
are also more likely to use elec-
tronic medical records and ad-
vanced health information tech-
nology to promote care quality.38

ADVANTAGES AND
SAFEGUARDS IN A
HEALTH TRUST SYSTEM

Most of the political discussion
of health care reform in the United

States has centered on the crisis in
health care costs and the related
lack of access to quality medical
care. These important issues are,
however, part of a larger problem:
the current inability of the United
States to care for the health for its
population efficiently because it
lacks a coherent system for fi-
nancing and providing medical
care as well as a mechanism for
allocating resources both to medi-
cal care for individuals and to
public and population health ini-
tiatives. Our proposal would create
a logical, nested organization that
would build on the foundations of
the current US health care system.

Our proposed structure would
have several fundamental advan-
tages. It could ensure that health
spending would be targeted to its
most productive uses and that de-
cision makers could take a more
appropriate long-term perspective
on the health of Americans by
investing now in prevention and
health promotion, while also pro-
viding medical care equitably to
all Americans. Such a system
would reduce billing costs and
administrative waste by eliminat-
ing medical underwriting, dupli-
cate coverage, and cost shifting. In
addition, the rebalancing of per-
sonal and population health ini-
tiatives and the development and
dissemination of information on
the constituents of cost-effective
health care would act to control
costs.

Universality

The proposed HTS promises
every American a portable, basic
package of core benefits, inde-
pendent of employment status,
which would comprise personal

and population services for pre-
vention and treatment. This HTS
would mainstream the care of low-
income persons currently enrolled
in categorical programs for people
with particular characteristics,
such as Medicaid for the disabled,
the State Children’s Insurance
Program for children, or Ryan
White Care Act programs for
treatment of HIV/AIDS. Under an
HTS, a voucher would support
enrollment of the categorically el-
igible in any plan offered in their
area, thereby expanding their
choice of providers. Plans’ incen-
tives to favor low-risk applicants
would be mitigated by receipt of
a risk-adjusted capitation payment
that would be independent of the
enrollee contribution.

Universality does not imply
uniform care, either in content or
in form. In an HTS, individuals
would have a greater choice of
providers than is currently avail-
able to most Americans. Although
everyone would be guaranteed
the same core benefits, individuals
could satisfy diverse preferences
by supplementing the core bene-
fits with their personal funds,
within the same health system,
much as FEHBP enrollees cur-
rently do. Although this arrange-
ment may raise the specter of a
2-tiered system, supplementation
has not been a major issue in the
FEHBP. Some individuals now
have benefits that exceed the core
benefits that can be provided uni-
versally. Allowing them to supple-
ment the core benefit package and
keep their current health insurance
if they prefer it may be necessary
for political acceptability.

The organization of health cov-
erage in the Netherlands provides
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a prototype for the type of system
we advocate. Dutch residents re-
ceive a risk-adjusted voucher for
a basic benefit package, purchased
from competing insurers. They
can supplement the core benefits
through their own resources or
funding from their employer. The
Netherlands combats risk seg-
mentation by compensating plans
with highly developed risk-ad-
justed capitation payments.39

Governance

An HTS would finance univer-
sal coverage through mandated
contributions but would rely on
private providers to supply medi-
cal care. It would not resemble
socialized medicine. The federal
government would in fact remain
distant from the organization and
management of the system, let
alone the management and pro-
vision of care. However, to ensure
that plans assume a fiduciary role
on behalf of the public, the NHT
and RHTs would have to carefully
monitor that health plans are pro-
viding appropriate care and not
engaging in risk selection.

The basic nature of US health
care provision would remain in-
tact, and all Americans enrolled in
an insurance plan of any type
could continue to receive care in
the same manner they receive it
today, although funding sources
would change. The proposed plan
would rely heavily on private,
nongovernmental entities to in-
sure the core benefits as well as to
offer supplemental insurance.
Specialized government-run pro-
grams such as Medicare and
Medicaid could remain in place
and function as health plans, at
least in the near term.

Proponents of a single-payer
system argue that eliminating pri-
vate health insurance altogether
would further reduce administra-
tive costs to levels achieved in
Medicare (2%–3%).40 In the cur-
rent US private health insurance
system, administrative costs ac-
count for 20% to 25% of pre-
miums, which may reflect such
practices as medical underwriting
and separate contracts with multi-
ple employers, neither of which
would be a factor in the proposed
HTS.20 Switzerland’s national
health insurance is delivered by
competing private plans, with ad-
ministrative costs of approximately
6%.41 When Israel enacted its na-
tional health insurance program in
1995, the costs of collecting pre-
miums fell by 75%.42

Health Promotion and

Cost Control

An HTS would promote health
and increase the efficiency of the
health system in 3 important ways.
First, RHTs could rebalance
spending on personal medical care
and on public and population
health initiatives because they
would allocate the budgets for
both sets of activities and could
monitor the yield in health bene-
fits per dollar spent. By overcom-
ing the fragmentation of the cur-
rent employer-based system,
RHTs could effectively coordinate
personal care and population
health spending. An NHT would
provide the information base that
RHTs would need to allocate
funding between the sectors ef-
fectively.

Second, the goal of optimizing
lifetime health is currently over-
powered by the short planning

horizons of private insurance
contracts. Annual contracts do not
promote making investments early
in the life cycle, even though they
might avert many costly illnesses
later in life.43,44 RHTs could take
a long-term perspective because
they would be responsible for the
entire population in their geo-
graphic area over the long run.

Third, the proposed NHT and
RHTs could slow the growth of
health care costs by enhancing the
efficiency with which providers
deliver care. In the medical care
sector, an NHT could develop
treatment guidelines for high-
quality care, assess new technol-
ogy, improve information systems,
and eliminate overlapping re-
sponsibilities across programs to
prevent wasteful cost shifting. In
the public and population health
sectors, an NHT’s efforts to iden-
tify and disseminate cost-effective
interventions would increase the
impact of health spending.

Health Care Delivery the

American Way

Our proposed delivery system
would build on existing compo-
nents of the current health care
system to create a national health
plan incorporating competing pri-
vate health plans, similar to the
universal-coverage, regionally ad-
ministered national systems in
Germany, Switzerland, and the
Netherlands. Each of these coun-
tries achieves superior health out-
comes yet spends a smaller pro-
portion of gross domestic product
on health (between 9.2% and
11.6%) than does the United
States.2

The United States has numer-
ous large insurance plans and

managed care plans that could
form the foundation of the health
plans in an organized market, as in
the example of Germany. Prior to
1996, a German’s occupation or
residence determined eligibility
for particular sickness funds, each
of which operated as a separate
risk pool. These funds were in-
corporated into a national system,
which had evolved by 2009 to
allow residents to choose among
competing sickness funds, which
are financed primarily by risk-ad-
justed capitations from a central,
national health fund.45 France and
Israel also built on existing em-
ployer-based insurance and contri-
butions, which began as voluntary
arrangements, to create a universal,
national health insurance sys-
tem.36,42

Our proposal for an indepen-
dent national health care system
presents political and practical
challenges, including preventing
risk segmentation, adopting
health information technology,
and empowering RHTs to take an
active role in promoting popula-
tion health. These challenges may
be judged as minor, however,
compared with the failings of the
current system, with more than
46 million Americans uninsured,
escalating medical costs, no con-
nection or coordination between
public and population health and
personal medical care, highly
variable quality of care, and no
national mechanism to ensure
that needed investments are
made to promote long-term
health. An HTS would correct
these failings by incorporating,
rather than destroying, the
American health insurance
industry. j
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Ancillary Care in Community-Based Public Health
Intervention Research
Maria W. Merritt, PhD, Holly A. Taylor, PhD, MPH, and Luke C. Mullany, PhD, MHS

Community-based public

health intervention research

in developing countries typi-

cally takes place not in clinics

but in people’s homes and

other living spaces. Research

subjects and their communi-

ties may lack adequate nutri-

tion, clean water, sanitation,

and basic preventive and ther-

apeutic services.

Researchers often encoun-

ter unmet health needs in

their interactions with individ-

ual subjects and need ethical

guidelines to help them de-

cide how to respond.

To what extent do re-

searchers have an ethical ob-

ligation to provide ancillary

care—health care beyond what

is necessary to ensure scientific

validity and subjects’ safety?

We discuss a case example

from Nepal and propose a sim-

ple 2-step sequence of ques-

tions to aid decision making.

(Am J Public Health. 2010;100:

211–216. doi:10.2105/AJPH.

2009.168393)

PEOPLE LIVING IN LOW-RE-

source settings around the world
suffer disproportionately from
preventable or treatable condi-
tions, including respiratory in-
fections, diarrheal diseases, mal-
nutrition, neonatal infections, and
complications of pregnancy and
childbirth. To alleviate the global
burden of disease, it is crucial to
develop and evaluate new ap-
proaches to the delivery of health
interventions in low-resource set-
tings. To this end, community-
based public health intervention
(CBPHI) research is designed to
assess the effectiveness of health
interventions delivered in the ab-
sence of advanced clinical facilities.
For example, a group of simple
preventive and curative newborn
care interventions, delivered to

women in their homes by commu-
nity health workers, reduced neo-
natal mortality by 34%, as com-
pared with services normally
available in rural Bangladesh.1

In CBPHI research, by contrast
with similar efforts based in facil-
ities such as clinics, semiskilled
local community health workers
and data collectors typically carry
out research activities in people’s
homes and other functional living
spaces. (CBPHI research may be,
but is not necessarily, community-
based participatory research, in
which community members col-
laborate actively in all phases of
research, from the choice of ob-
jectives to the communication of
results.2) Host communities may
lack adequate nutrition, clean wa-
ter, sanitation, and basic preventive
and therapeutic health services.
CBPHI research workers therefore
often encounter unmet health

needs in their interactions with
subjects. For instance, pregnant
women invited to enroll in studies
of interventions directed at neona-
tal health outcomes may lack access
to basic antenatal care such as
micronutrient supplementation.

To what extent, and for what
reasons, do CBPHI researchers
have an ethical duty to respond to
such unmet needs on the part of
subjects in their studies?3 This is
a question of obligations to provide
ancillary care. Ancillary care is
health care that research subjects
need but that is not necessary to
secure scientific validity in meeting
research objectives or to prevent or
redress research-related harms.4,5

Ethical analysis of obligations to
provide ancillary care has focused
mainly on clinic-based trials.4–8

Here we extend this ethical analysis
to CBPHI research. After briefly
reviewing key elements of the
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