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 WHEREAS, the current health care system limits the payments for health care, in most cases, is based on the tolerance of citizens to pay for insurance. People on Medicare get the benefit of lifetime payments into the Medicare Fund, to cover part of their retirement benefits along with some recipients with disabilities. People in poverty get rationed (capitated) funding that severely under-compensates providers, and some people have no health care coverage at all.
WHEREAS, the health care system is essentially a caste system where (a) wealthy people get whatever they want, (b) some people pay for insurance company, premium health care coverage, (c) many people have insurance paid for their employer at negotiated rates, (d) some people have the Affordable Care Act coverage with prohibitive deductibles as coverage limitations, (e) approximately  70 .1 million people (potential voters) who are retired or have severe disabilities, receive Medicare coverage with discounted (below market) provider compensation, an estimated 13 million are “dual eligible,” and have both Medicare and  Medicaid coverage) (f) approximately  68 million people (potential voters) in poverty (defined by Medicate financial restrictions) receive rationed care (through capitated budgeting), and  (g) Most doctors do not take Medicaid patients, because their compensation is too low, and Medicaid may consider those services to be extra income, that may disqualify a recipient from Medicaid. Doctors are discouraged from treating Medicaid patients who are not paid by Medicaid, rationed funding (h) some people may only get “charity” care from hospital emergency rooms, or nothing.
WHEREAS, Medicare provider compensation is significantly discounted, and Medicaid care is rationed (capitated budgets), so providers avoid rural areas and areas with low incomes, as unaffordable, and hospitals are abandoning such areas because they cannot finically survive. So, such areas become “health care deserts.”
WHEREAS, health care insurance companies are the payers of health care provider claims, they represent a major cost of their services as payers, the take a profit and they place limits on care to ensure their profits, and contribute nothing to the availability or quality of needed health care, particularly to people who can least afford it.
WHEREAS, insurance companies are allowed to practice “cost sharing,” where a high deductible is imposed when a client reaches a threshold annual cost of claims, that terminates the client’s health insurance coverage for the rest of the current year unless the deductible is paid, wherein the coverages is free until the end of the contract-year. The effect is that many low-income clients cannot afford the deductible or will forego the risk of no coverage for the rest of the year. 
WHEREAS, insurance companies each have their own benefit packages with different requirements for selective benefits for cost cutting at their own discretion. Delays and denials may be determined by unidentified and likely unqualified personnel.
WHEREAS, Insurance companies override professional provider judgement for a patient’s treatment with delay or denial of benefit authorization for compensation. Timely treatment may be delayed, or the patient may experience pain, disability, exacerbation of symptoms or death (saving the insurance company the cost of care). 
WHEREAS, cost cutting has led to degradation of care giver authorization leading to engagement of less qualified and less expensive treatment personnel.
WHEREAS, insurance  companies, Medicaid/ACA  and some provider budgets are capitated (based on estimates of the cost of health care costs for a particular population) there is no traceability or accountability for the failure to meet the actual health care needs of people  in the covered population since the rationing may occur at many levels including at the point of each treatment decision.
WHEREAS, Medicare and Medicaid, capitated budget funding restricts provider compensation such that’s hospitals that serve a majority of patients on Medicare and/or Medicaid cannot survive, creating health care “deserts.” (duplicated, above) 
WHEREAS, cost cutting occurs to sustain insurance company profits or comply with the budget constraints of capitated funding, the result is that the direct care personnel are less qualified in their staffing workloads, and professional qualifications, thus undermining the quality of care. 
WHEREAS, health care has become a profession that is underpaid, under-appreciated and frequently over-worked, the profession is no longer attracting new generations of health care providers.
WHEREAS, the funds, provided for health care services are not traceable to the actual delivery of quality health care, consequently, there is no accountability for the actual cost of deliveries or the needs that are not addressed for the underserved and unserved. 
WHEREAS, there is no, accountability of funders, for the level of satisfaction of the needs for health services and funding provided to payers for the services that are actually delivered.
WHEREAS, there is no oversight of the integrity of the system, conflicts of interest in the management of funding, the quality of the services that are actually-delivered, or the recipient satisfaction. 
WHEREAS, state, heath care funding obligations has a conflict of interest between Medicaid, state match funding for better state health care services, along with a related risk of becoming a national, attractive, health care “leader.”
WHEREAS, the system severely impacts the “life, liberty and pursuit of happiness“ of all citizens. 
WHEREAS, the current system does not cover long-term care except for people in poverty, who qualify for Medicaid.
WHEREAS, people in Medicaid, long term care have poor quality of life and have little hope of a better future.
WHEREAS, hospitals exercise “cost shifting” to transfer their losses to free care of uninsured patients to increase the compensation they receive for services to everybody else,
WHEREAS, employers have a conflict of interest in negotiations of employer-paid health care insurance contracts.
WHEREAS, Employer- based, health care insurance may end if the recipient changes their job or is terminated. This increases the risk to the former employee, and it may drive them and dependents into financial crisis and bankruptcy if they suffer from illness.
WHEREAS, states have a conflict of interest in accepting the state-match, budge-responsibility as adequate for the health care needs of those people, who are covered by Medicaid and/or the Affordable Care Act.
WHEREAS, health care providers have a conflict of interest when assessing the treatment needs of their patients when constrained by their payer’s allocation of the Medicaid budget. They become responsible for the ad hoc rationing of health care of their patients.
WHERAS, public guardians have a conflict of interest with their obligation to provide pro bono services to people in poverty, and their financial management of assets for wards that have assets. Guardians have an important role in the management of the health and well-being of the people who do not have the mental capacity to manage their own affairs. However, they may be using the finances of some to cover services others.
WHEREAS, Medicaid treatment decisions are often biased the provider prejudices, particularly in long-term care of less sophisticated, elderly, mentally ill and disabled patients where the attention is dominated by the primary diagnosis or disability, or the patient is uncooperative.
WHEREAS, Medicaid patients can be held accountable for the cumulative cost of their care if they terminate their Medicaid coverage, exceed the Medicaid assets/income limit to qualify, or they die. This penalty becomes a Medicaid/poverty trap for income opportunities or assistance (income?) from others, it is a penalty for marriage, by potentially increasing family income, and it penalizes family wealth.
WHEREAS, the poverty population is growing, in part due to economic turmoil, the cost and risks of health care, and the failure of the system to provide the health services needed by all.  As of January 2026, 68 million people were on Medicaid--about 20% of the US population, formally in poverty.
WHEREAS, the cost of health care frequently leads to family financial distress, and potential bankruptcy, resulting in potential increase in the number of people in poverty and dependent on Medicaid.
WHEREAS, the system, in general, ignores the need for psychotherapy to help people in mental distress address their problems, whether-or-not their distress is based on medical conditions or disabilities. This is an issue for people/children in dysfunctional families, children with problems in school, people in poverty, people or in long-term care with no life, no future, as well as many others who are experiencing poor mental health and poor quality of life.
WHEREAS, people living in low-income areas are suffering from the closure of local hospitals, and lack of local, health care providers, because the hospitals and providers cannot survive on the compensation for Medicare and Medicaid services.
WHEREAS, people who are aged and want long-term, residential care, may divest their assets to qualify for Medicaid. This increases the Medicaid budget where other, non-poverty alternatives should be included in the health care system, but there are no alternatives that supports residential care, do not require isolation from family and friends, and support a death with dignity, without creating an undue burden on families.
WHEREAS, recipient rights are the responsibility of the agencies that manage delivery of service, these “providers” have a conflict of interest with their employer that provides services that may violate rights. This function must be moved to an independent agency that has administrative and legal authority to oversee, investigate, and enforce corrective action against rights violations.
WHEREAS, health care budget managers from the national administration, to Congress, to states, to payers, and to service providers have conflicts of interest that interfere with the assurance of accountability at all levels of allocation of budgets and payments for services. Higher-level budget managers seldom face the reality of the shortcoming of the available and quality of services delivered.
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NOW, THEREFORE, BE IT RESOLVED, that the Oakland County Democratic Party adopts this Resolution for a National Democratic Party Platform to Transform the National Health Care System; and will forward this Resolution to the Michigan Democratic Party urging MDP to adopt same as a statement of the new administrative structure and objectives (below) of a new National Health Care System, to be shared with the Democratic National Committee (DNC) for its consideration and adoption.
BE IT FURTHER RESOLVED, that the Oakland Conty Democratic Party urges the Michigan Democratic Party to advocate for the following Health Care Objectives and associated requirements:

HEALTH CARE SYSTEM OBJECTIVES
Equity
Health care for all, birth, to death, including long-term care, for the elderly, people  in poverty, for severe mental illness and disabilities.
Single payer with full responsibility and accountability for all.
No gaps in coverage, no descending levels of quality.
One benefits package for all, no poverty qualifications.
No more capitated (rationed) budgets (no more arbitrary delays or denials)
Single provider network (no out-of-network penalties)
Funding based on needs and services to be delivered with reality-amendments
Educators collaborate with mental health to develop children’s brains into knowledgeable, middle-class adults and voters.
Health care must support unsolicited intervention for parents and relatives for people  in denial, homeless people and people  traumatized by poverty, age or disability. 
A major campaign is required to upgrade and expand the health care workforce.
***************************************************
Quality
Expand psychotherapy intervention for people in mental distress, through collaboration with childhood educators and other human services.
Insurance companies will be phased out achieving a major, cost reduction with better care (no hidden cost cuts, no cost cutting incentives no profits)
No rationed health care (capitated budgets), no treatment constraints based on budget constraints.
Proper care provider qualifications, certification, compensation, and staffing levels will be required.
Judgement of professionals must be  respected for their qualifications and expertise.
Professional judgement replaces insurance company delays, denials and cost-cutting
Accountability, including, to individual recipients, drives responsible benefit specifications, treatment authorization and delivery of quality care.
System will restore number and qualifications of the workforce and ensure adequate funding. 
Poverty is a disability that requires psychotherapy to inspire realization of opportunity to recover.
A non-family guardian will be assigned according to state procedures, to manage the affairs of a mentally incompetent person, often a health care recipient. A guardian has an important role, speaking for the ward regarding financial matters, health care concerns, treatment decisions, and living conditions. If a guardian delegates to staff personnel, they should be appropriately qualified for their professional roles. A guardian’s role is particularly important for wards who are more isolated such as those with serious mental illness, elderly people in nursing homes and with others in long-term residential care. A guardian should be properly compensated and accountable as a health care provider for the services provided to each ward.
***************************************************
Affordability
A potential definition of affordability is the following: If the total cost of the system is divided by the number of recipients in the system, then that is the level of cost at which a person with that level of wealth woold no longer be concerned about their potential cost of system services.
That cost is then the threshold of recipient affordability, a basis for the need for a subsidy or other source of competition of low-income recipients. 
Federal subsidies (monthly?), if necessary, must provide a reasonable quality of life within the limits of the recipient’s disability(s), and without prohibitive deductibles or income boundaries. The ideal is a system that is fully funded, with equitable burden on taxpayers.
Affordability must mitigate household, economic pain, support/sustain poverty-recovery (e.g., psychotherapy and job opportunities), and individual hope for the future
Eliminate Medicaid debts and payback.
Affordability means continuous, equitable, health care coverage (no gaps, or deductibles for life), without risk of health care debt or bankruptcy.
No hospital cost shifting to recover cost of charity care (care is covered). 
Sources of funding the national system must reflect the benefits to each citizen, rich or poor, of living in a country where health care is a right, for everyone.
***********************************************
Accessibility
Reaching appropriate care must be within the physical, financial, and reasonable time constraints of each recipient.
Medicare and Medicaid low compensation rates will disappear. However, health care providers must be appropriately compensated or incented to overcome other disincentives to ensure appropriate accessibility to all recipients in low-income or other, undesirable communities.
Patients get care and providers get proper compensation, regardless of the wealth of their patients.
People in need of long-term care (includes the elderly, people in poverty, people with serious mental illness, people with disabilities), are covered for equitable care regardless of their wealth, poverty or unrelated circumstances.
The health care work force must be expanded for accessibility, of qualified and compensated personnel to assist people  in poverty in their recovery or habilitation to realize a middle-class quality of life with psychotherapy, education, apprenticeships and medications (if necessary).
Accessibility is also a concern in response to a pandemic or other major health care crisis. The system will have current health care data to identify emerging cases and recognize the need to alert providers and sources of other resources such as treatment facilities and nursing materials, medications and direct care bed capacity. This is essentially a different form of delivery of value, in addition to normal workloads (personnel capacity) and other resources, including compensation for crisis response provider compensation.
***************************************************
Accountability
Independent, state-level, Oversight and Accountability, agencies, with investigation, and enforcement authority and reporting will give Congress (and all levels of the  bureaucracy) a health care political priority with multi-state perspective, regarding the citizen interests of each state, along with specific responsibility for recipient rights enforcement will provide assurance of the continued integrity of the health care system.
Professional oversight of treatment planning and professional discretion for complex, long-term and difficult cases, must be formal, compensated, benefits.
A national patient records and payments system will support a powerful analytical capability for identification of potential fraud, inappropriate choice of treatment practices, identification of preferred practices, and questionable diagnoses (quality accountability).
Fee for service and a national, patient records and payment system, provide traceability of expenditures, and accountability for the actual delivery of services and appropriate outcomes.
States no longer have conflict of interest in health care funding (e.g., Medicaid and AACA state match).  
All sources of competing interests against health care integrity must be identified or regulated by the state Regulation of all potential conflicts of interest. 
Practices where provider or team care is performed by ad hoc personnel assignments or obligations, should be compensated for specific patients as much as possible in order to provide traceability of payments by provider person and patient receipt of care.
Capitated budgets are appropriate for forecasting budgets, as long as the forecast does not become the budget constraint, for rationing or cost cutting in actual, patient planning and treatment decisions.
The independent oversight and accountability agencies must audit the system design and operations for continuous improvement and high standards of performance and international leadership.
Value-delivery software (based on VDML) should be the basis for traceability from budgets to benefit delivery claims for strict funding/budget to service-delivery accountability.
***************************************************
Efficiency 
Consolidated patient records system, one transparent benefits package, and one provider network are examples of economies of scale for system, maintenance/improvements, training and operations. 
Single payer accountability achieves economies of scale in benefit payer operations by eliminating redundancy in staffing, overhead, maintenance and benefit management and understanding of benefits and billing practices, as well as economy of shared provider applications of shared computer systems for interactions with national systems. 
Consistent provider contracts (one per provider) that are based on standard templates for consistency of contract terms and structure along with consistent terminology and computer information systems.
Attempts to cut costs by replacing human employees with AI, must be carefully scrutinized for risks to quality of care including poor patient empathy. AI may make decisions quick and seemingly “reliable,” but the AI training may not address the multitude of human insights and responses that are not considered nor recognized in the mind of the robot. In addition, there must be exceptional concern about the sources of knowledge in the AI training that may not be obvious to the human auditor, potentially another level of AI.  
Shared software across providers and regions, supports consistency, adaptability, operating efficiency and system/business agility.
Shared software for regional offices of the national system for local administration, problem resolution and other administrative services with nation-wide, standard systems.
Independent, state-level, efficiency and equity (rights) oversight and accountability assurance should have shared interfaces and tools for analysis and reporting of potential problems or opportunities along with caparison of operations across providers, states and regions.
Early identification and intervention often mitigates illness severity and duration, particularly for children and people  unaware of their risks, along with early recognition and tracking of epidemics and trends.
Consolidated capture and accessibility of records makes rapid access possible regardless of where care or diagnostic services occur. AI, deep analyses for potential professional guidance might be built on these records, along with for AI timely review and alerts provide insights that would take too long for humans to consider. Ad hoc, AI treatment guidance and alternatives could provide timely input to professional decisions that would be available anywhere a patient is receiving care.
***************************************************
New System Delivery
Phased development and deployment by populations/systems and by state, and by region
Insurance companies phased out
Provider personnel upgrades and certification will be required for proper qualifications and compensation
Funding: Human Rights, obligations
Proper orientation of recipients and on-going patient knowledge and understanding of their relationship to the new system, and expectations.
Objective quality of care and interpersonal relationships with staff. Where to get help.
Population education and orientation during transformation and continued, on-going for new recipients and new hires.
A culture of empathy and dedication.
Coordinated care when patients experience provider changes.
***************************************************
Strategic Leadership
This health care enterprise must be committed to a mission to provide equitable, quality, health care to all, always.
Expand psychotherapy intervention for people in mental distress, through enhanced collaboration with childhood educators and other human services.
Educators collaborate with mental health providers to develop children’s brains as knowledgeable, middle-class adults and voters.
Health care must support unsolicited intervention by parents and relatives for people  in denial, homeless people, and people traumatized by poverty. 
A major campaign is required to upgrade and expand the health care workforce, particularly for psychotherapy providers. 
Development of improved preparedness and response time for pandemics or other health care crises.

