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“While the introduction of managed care has
some enthusiastic supporters, there is also
concern expressed that it may lead to cost-
containment being pitted against patient

~ welfare. There exist many types of managed
“care plans. However, there are some basic
-concepts that are common to them all.. The

“purpose of this article is to explain these basic
. elements and to outline the potential ethical -
- issues to which each element gives rise.

The Parties inn Health Care
~In order to understand fhe institution of

. managed care, one needs {0 see that health
" care involves three parties. The first two are
-easily identified. They are: (1) the person

receiving the care (the patient) and (2) the

- provider of health care, either a health care

professional or a health care institution. The

. third party in health care, often overlooked,

.15 (3) the person paymgr for the care. Usually

. the person receiving the health care does not

- fully pay the cost of that care, even if she or -

. he does partly contribute to the cost, The third .

. -party, in the Australian context, is either the
- government or an insurance company. - -

- Three factors lead to the initial development

- of a managed care style of health care

organisation: employers seeking affordable

insurance cover for their employees (in the
- United States where employers often pay for

health insarance), health care providers (such

as doctors, clinics and hospitals) seeking a
guaranteed level of patients and revenue, and |
“patients seeking affordable access to good
“health care. [n recent times the development
has been further encouraged by the social .
- need to contain health care costs that, in a
- system of foufoa -ser vxus were spnaimg out
of coni:lol S S

The A1m S

While these f actm 5 motavated and (:onimue '
to.motivate, a move towards a managed carve -
style of health care management they are not
the basic aim of managed care. The basic aim -

of managed care is to provide affcudablt

- access o gjood hmiih care, -

.81(3

The four basic elements of managed care .

Chmcal paihwa 1s: the use of protoco}s to

standardise and control costs; -

Capitation or visk sharing: the p1 ovider of :
health care receives a per capita payment for
each person to receive health care; .

Measuring outcomes: the 1e9u_1ts of health .
care services are assessed; and '

Co-ordination of care: a way is found of

' ensuri ing that the most effective and efficient
- care is ava;lable. o SR

Each of these elements contain aspects that
have the potential for ethical conflict between .

. providing good care and constrammg Costs.

However, it cannot be claimed that this

_potential conflict means that managed care -

is wrong in itself. There is nothing intrinsically
wrong with any of these elements of mana gred s

care.. The aims behind implementing ~

managed care have the ‘potential to bring

“about a lot of good by enabling people to have -
-access fo good quality health care. Howevei,

- managed care may be used in such a way that

it violates the basic values of health care. In s
Corder to see this, il is helpful to Iecall_ihe_ S
. purpose of health care and its basic values, .

The purpose of health care is the restoration

- or maintenance of health. This is the restoring
to wholeness of a person, It is.more than
“simply physical wholeness and more than
. curing illness. Tt includes preventing illness
“and building health. Health care can also.
focus on a whole community as each person .
is situated within a community and the o
~ comununity has an influence on that person’s
~Lealth. Health is a basic human 9ood likeno. : -
- Tother in that it is very pelsona] but requires
- “societal organisation and co-operation to =
. ‘enable an individual’'s nced‘; to be n’mt BRI

ﬂuough good heahh care.

Tbe are impor tant basic values ihai mus[

be a part of the way a health care system .
. functions. They include: acknowledging that
“health care is-a service, not.a market
commaodity; ensuring that the human dignity =~
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- "-1‘1‘aditi031a13y :
companies, or the government as the financer
of health care systems, bore ail the risk in -
-funding health care. - They paid for eac‘h
treatment that was
. provided, with no limit on the number that .
“could be provided. Therefore. the health care
'pmv;de rs had no incentive to constrain the
- number of tests and different treatments they . -
provided.  Rather, legal and financial
incentives c,ncmuaged increased use of tests
and alternative treatments. W’:ih capitation,
the health care providers carry some of the .

“distinct, service or.

decision should be made at the most

appropriate level, usually at the level of the
© people who will be affected by that decision.

Some decisions, such as deciding how to

alocate the health care budgét, will have to

be made at a higher level. However, most

- decisions regarding the health care of a.
‘particular patient need to be made by the

patient and the doctor, With clinical pathways

“this is not the case, as the tests and treatment

that the patient will receive have already been

- pre-determined and set out in guidelines.
“There is a place for guidance on the most
. effective forms of treatment
appropriate diagnostic tests, but the

and the

uniqueness of each person must also be
acknowledged and allowed for in the

- interactions. b(‘twcen th{, doaioz and the
o panent ' : :

“The second main aspect of managed cate is

capitation, This is the payment of a fixed -
~amount of money. by a managed care
_organisation, on behalf of an individual
- seeking health care, to a health care provider
or system in return for provision of all the care -
... that pexson requires. The health care prov1d01 '
“may-be-a doctor, a group of health care

~ professionals, a health care institution or a
whole system of institutions, The purpose of

¢apitafion inmana g)od care is to share the risk
of increased costs in health care. This is the

risk of the health care Coaimg more than has -
been budgeied fm L

_"thé _health.

risk, They agree to provide the health care

'_ that is needed within a set budget. Therefore,
“any excess, beyond the set budget, has to be
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insurance .-

paid for by the health care provider. One
illustration of this is the use of Diagnosis ..

‘Related Groups. A health care facility is paid -
a set amount depending on the patient’s

diagnosis. If it costs the health care facility

‘more than that amount to care for that -

patient, then the facility has to find the

_revenue to cover that treatment and care f1 om_

somewhm ¢ elso

- If an institution has entered into a capitation -
arrangement with a ‘managed care
organisation, the administrators within that
institution then have to attain a balanced
budget. Often this is done by utilising financial
incentives ox disincentives for the individual

professionals within the institution. These
.- “professionals can be encouraged, by the ~ .
. promise of bonuses, to make savings. Theycan .~
- be discouraged, with financial penalties, from
spending beyond a set amount; These -
- incentives may, or.may not, be Imked to the .
use of chmcal palhways - -"

~ Such requirements and incentives can =

conflict with a doctor's desire to provide what

“she or he thinks the patient best needs, It can
“also require a choosing between different

- patients if resources are scarce. Clients of ) L
‘managed care plans are also given incentives

to utilise only the health care pmwderq who. -
are a part of the managed care group. This -

-'_usuaily involves higher out of pocket expenses - |
- {or “co-payments”) if pmfcq‘nonals ouiﬂdr__ .
' '_-the gmup are appx oached ' R

'_I“h_e aim of capitation is to ensure effective

‘use of the resources available for health care. . .
- A second aim is the containment of the costs "~ -
-_of health care. It certainly can enable -
‘ constraint, o{flaencv and effectiveness, but ..
again there are potenhal vtiucal issues in the_
-Imp]emcnianon I LU -

'-."'The fi:‘s_t_is_s_ue is that, as with clinical . -

pathways, the use of financial incentives.or e

. disincentives can undermine the relationship .
“between the doctor and the patient. In fact
*the effect can be even stronger as capitation .

- sets up conflicting loyalties for the doctor. She. ™
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_-ordination of care”

‘The critical question about any mcasuring

tool is whether what it measures really is an .
indication of success. This means that the

goals of health care must be cically articulated.

“In turn, the values which under pin such tools -
.. must also be clearly expressed and must be in

accord with the goals of health care. If the

- values underpinning the tool are not in accord
~ with the goals of health care, the results will
. not provide valid information for planning
- and assessing health care. Ethical issues arise .
- when such invalid results are utilised, or
' -mappropuate mdmatma of succe‘;s are
_ accepied e .

Co ardmatmn of Ca,re E

One aspect of managed care plactico that
- is already being tualed in Australia is "co-~ =
. Individual co-ordinated . -
care is the co-ordination, of access to health
* care services that will meet the multiple health -

care needs of a person, The aim of the co-

_ ordination is to.enable the most effective .
~access. to the services.that will meet those
needs. This is par ticulaﬂy relevant for those.

‘who are chronically ill or.-have mumpie

~ problems that require service from a number -
 of “health care providers in different
~organisations or facilities. Co ordination of .
" health care services can also be implemented .

© o ata broadm msuiutlonal or commumty lcvel

-Usually _-t'he._ patient’s local  general

- practitioner is the care co-ordinator, although
. in some instances it can be another health
" care professional. Such co-ordination helps -
~ improve access to the relevant services while
also leading to a more efficient use of the .
services. At an institutional level, this co-
ordination  can  also occur  thr ough a.
" networking of diifuent services withimalocal -
“area. which can again help to facilitate the -
‘appropriate level of care for pahente and an -
effective and efficient use of the services. The

aim of co-ordinated care is to ease patients”

movemenis through the health care system -
Maryland 19)7

md ensmc ihcy access the services ihay nced

. Like capitation, the concept of co-ordination -
 of care encourages responsible stewardship
by enabling people to gain access to the -

g _,Bexmdm, e
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services they need in a more efficient and
organised manner, I can also encourage

_'_'netwoz_'king_beiween different services, This -
can be of great benefit, as long as local -

diversity is still allowed and each person’s

- needs are recognised as unique to that person.
~The risk, like that in the use of clinical *
-pathways, is that it is possible to deny people o
-ihe ophons that may. be avaxla’nle :

- Conclusmn

These are.some of the basic componenis that |

- have been incorporated into managed care
_ practice, Most managed care systems will .

- utilise at least some of them to aid in the -
_provision of health care. Each of these
components. can also be utilised outside of -~

managed care.. I have alg;ued that each of * "

these compomnt concepts is associated with
ethical difficulties. In summary, managed care. "

“arrangements will need to be assessed in terms .

- of whether they milude, in an undesirable

way, into the doctor-patient relationship,

“whether their cost-saving features are
_consistent with. the provision of basic health © -

care ‘for everyome -and whether they

~adequately provide for the health care nocds .
: of the most vulnelable in our somety
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" {ransplantation and kidney transplantation).
These Compazisons provide important data

for an organisation’s decisions about how best

o mamge health care,

However, obtaining evidence.of the
“outcomes of different interventions is not a
‘straightforward matter,
individual characteristics. They present for
treatment at different stages of illness and
“recovery. The goals of treatment can be
_difficalt to specify. There is often little

consensus on what counts as a successful
* treatment. It is not surprising therefore that
+ a good deal of time and energy has gone in

“to the development of instruments. fm :

'-measurmg health care outcomes.

'Usmg msfruments m measure
.- health status e

‘Most people will be. f fannlxaa w1Lh

msizumente such as thermometers for

. ‘measuring a patient’s. tempezatuzc and
g sphygmomanometels for measuring blood

freatment or tr edtmeﬂts whuh he or she

unde1 goe%

. The need for quahty of 11fe
- instruments

“Weundergo medical tr oatmmis because we

Patients have . _want to live not just long, but well. We want
: . ' “to survive; butwe want to doso without being
- il], or atleast in less distress and disability than ~

“iliness, left to itself, can cause us. We want

to be able to get on with life, pursue plans,
and enjoy activities and being with others.
Qur health or lack of health affects nearly all

that we do and are involved with in our daily

lives. So we put things (such as proper diet
and exercise) in place to.try to stay healthy
and we go to the doctor or the hospital when

sickness and injury strike. It does not take too -
* long to recognise that if our health status is
- low, our ‘quality of life’ is gr Ldtiy affected, -
Indeed, there are dimensions of the ‘quality
- of life” (such as physical mobﬂlty, eating and .
“sleep patterns, self-care, alertness, social .
- functioning) which are lndmat:va of our. A
: g _lunilh status. L S L o
" pressure. Many will be aware of diagnostic .-

interviews and questionnaires used in.

determining a patient’s mental condition.
These instruments enable trained medical

treatment is for that patient. But it is
important’ to- recognise that while

.+ temperature and blood pregsure, for example, -
might be indicators of a patient’s physical -

condition, these data are very specific: to
mean. something they “rely upon  the

- interactive effects of different systems within -

_the biology .of a human being; they tell us
- almost nothing about many of the other
'Impm tant dunenﬂsmn*; of aper son’s hLalth

B{’Cal‘.lb(f‘ of i,hcsc}umtauons, medlml science _ _ R
does not stop at taking temperatures and Lo L il
; L 5 P! N “Many peoplo experience extended periods - -
-of something less than complete well-being, =

measuring blood pressures. Additional

instruments and. Iurthel ‘tests have been -

developed to ajd it in gaining a {uller account
of a patient’s health status.
information thus gleaned about a patient’s

~physiological. function only ever provides a
- small portion of information required on the -
“healthof a patu,m and the effectiveness of the .

- Bivethics OQutlook, Vol. 9, No. 3, September 1998 -+

'-H_ealth _:S_tai:us_ "inéi_ude_s'_ ’ _qpi_;_dity 'of. |
' life”

: ;pelsonnel to monitor the condition of a
- patient and assess how effective a certain

- How contempormy soc1ety under s’mnds and

- appreciates what constitutes health, then, is
ot confined to being biologically well. This
view is reflected in the descriptions of health . -
found in public health care. -For example,
“when the World Health Organization (WHO) .
“defines health it does so in terms of “complete

- physical, mental and social well-being, and - -
‘not .merely the absence of disease or.
~ infirmily.”* Accordingly, health is much more =~
“than being alive and not needing to gotothe: -

- doctor, and 111—heallh is more than btmg, 91ck.' L

Ol dymg Lo L

ard an assesemont of their health status will

“Even so, the “attend to additional factors besides thL:
" - monitoring of their physiclogical functioning..

For uample, well-being may include a
person’s qblll’ry to complete certain phvsmai

: asks quuued in. daﬂy hvmg, one’s 31\1115 in® o
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