Jason Andrade
10/18/11

CHI 145S

Mexico & United States Health Systems


Mexico and the United States both have very complex health systems, of which some parts are very similar and some parts are very different. In both health systems, one of the biggest similarities and problems are the inequities for underserved or at risk communities, and new reforms must be made to improve the efficiency and equity of these systems.
Both Mexico and the United States use public funding to pay for part of their health systems. In Mexico, SEDENA is an insurance that provides healthcare service for all military personnel. This service is government funded and requires no expense, other than normal taxes, to military personnel. Similarly, the United States’ government provides publicly financed insurance for its military sector. Also, veterans and Native Americans have both their finances and delivery paid for by the United States Government as well (Del la Torre, 10/9/11). 

Beyond the specific groups mentioned above, Mexico also provides universal health care called Seguro Popular, which is paid for by the people, the state and the government. The closest thing that the United States has in comparison is an insurance called Medicaid, which is funded the same way. Seguro Popular and Medicaid are also very portable within their countries. This is an important aspect to each because citizens are provided with coverage regardless of location (Del la Torre, 10/9/11).
Although these two healthcare services seem very similar when examining their financing, they are very different in every other aspect. One big example is the qualification for these services. Seguro Popular is a universal healthcare system that is open to everyone regardless of income, employment, or social status. The only restriction from using Seguro Popular is the acceptance into another insurance program like IMSS or ISSSTE. In the United States, Medicaid has very strict restrictions based on income and Medicare is only for citizens over 65 or those who have a permanent disability.  This is because the United States hasn’t reached a consensus on universal healthcare like Mexico. In 1984, Mexico created a healthcare reform that recognized the constitutional right to health for all people living in Mexico (Del la Torre, et al, 11-12). Medicaid in the United States is only offered to those in extreme poverty, leaving the majority of the lower-middle class uninsured (Del la Torre, 10/9/11). 

Even more disturbing, Medicaid regulations to qualify aren’t standardized around the United States. Medicaid is a portable income-based insurance service that, as stated before, is funded through the state and government. The problem is that each state provides a different amount of financial support, which makes the qualifications different depending on which state you are in. This means that someone who is covered under Medicaid in California, may not be covered in Texas because the state of Texas as higher restrictions for this service (Del la Torre, 10/9/11).

Seguro Popular and Medicaid are important systems; so it is, therefore, essential that their delivery is easily accessible to all relevant people. Fortunately, Mexico provides many public-owned clinics, hospitals, and emergency care facilities and Seguro Popular people can access all these facilities without rejection. Sadly, in the United States, access under Medicaid has become limited because of its low doctor reimbursement percentage. Private hospital doctors have become selective of Medicaid patients because they want a higher percentage reimbursement percentage from other insurances (Del la Torre, 10/9/11). 


Beyond the healthcare services described above, both Mexico and the United States offer private insurance to those that are employed. In Mexico, those that work under private enterprise are insured with IMSS and those that work for the government are covered by ISSSTE. Both these services provide private hospitals of which their clients can attend. In the United States, private employed insurance is offered to people that work in a large businesses and some insurances, like Kaiser Permanente, offer their own private hospitals for use, like in Mexico. Also, both the employee and the business employer fund these systems, but ISSSTE and IMSS also receive some funding from the government (Del la Torre, 10/9/11).

The big difference between these two similar services is that the United States uses a third party called an insurance company, which controls who can and cannot be insured. Mexico automatically provides ISSSTE or IMSS to those that have a qualifying occupation, but private employed insurance in the United States is selective and based on risk. In a big business with several employees, the premiums from the other employees will cover the costs of one medically expensive client and the insurance company will not lose money. Therefore, large businesses are offered better insurance rates where the business will cover part of its workers’ premiums. Self-employed and small businesses must pay for insurance in full because they are a higher risk for insurance companies (Del la Torre, 10/9/11). 


Although the United States has a good healthcare system, it has big inequities in healthcare access and outcomes in underserved and at-risk communities. First, most of the at-risk populations are stuck in low-tiered jobs that pay very little, do not provide health insurance, and have dangerous working environments. This makes this community more susceptible to injury and disease and yet, they are unable to access healthcare because their employers don’t offer health care. Next, the high premium costs make it nearly impossible for lower-middle class people to afford insurance on their own. This means that many diseases and injuries go without treatment. Last, the high qualification standards for Medicaid leave part of the middle class without any options other than pay for insurance or go without it (Del la Torre, 10/9/11).

Mexico also has big inequities in healthcare access and outcomes for its underserved and at-risk communities. The underserved community’s biggest inequities are barriers to accessing proper care. First, the distance traveled to go to a clinic is long and costly because there is a lack of specialized care in rural areas. Most hospitals, clinics, and specialized care facilities are located in urban popular cities, and those who live in rural areas away from the big cities are limited in their participation. Also, once at the hospital, patients must stand in lines and wait for hours to receive service. Those with money can afford to skip this wait time by going to a private hospital and paying for their services. Last, poverty and limited employment opportunities in these at-risk areas limits the option to attend health services because people can’t afford to miss a day of work’s pay. This makes the people in these areas less likely to even attempt to access care (Del la Torre, et al, 17-18).

To assist in these inequities, and other issues within the American and Mexican healthcare systems, certain efficiency and equity reforms must be proposed. To improve efficiency in the United States we must integrate a computer-based health record system, allow portability of insurance, and implement a system of prevention. With a computer-based health record system, medical records can be more organized and more easily accessible no matter where the patient is. This will allow for less waiting time in a medical office, making it possible to spend more time with patients and less time in organizing medical information. Next, by allowing portability of all insurance people can receive healthcare no matter where they are, making healthcare access easier and more cost beneficial. Last, by implementing the seriousness of prevention, we can hopefully, decrease the amount of disease and its treatment, saving money for everyone. This also means that there will be fewer patients overcrowding clinics and doctors will be able to spend more time with each patient, providing better care (Del la Torre, 10/9/11). 


To improve efficiency in Mexico they should integrate a computer-based system, install competition among healthcare facilities, and fix the corruption within the system. First, converting into a computer run system would drastically decrease the processing time and improve the organization of health records in Mexico. Next, hospitals like IMSS and ISSSTE have a monopoly that has too much control over their facilities. By installing other hospitals and creating competition, both facilities will by pushed to better their facilities in order to receive more patients and profit. Last, the financial corruption needs to be fixed so that money coming in is going to the right services (Del la Torre, 10/9/11).

To fix the inequities of healthcare in the Unites States we must limit the selection power of insurance companies, provide more minority physicians, and relax the qualifications for Medicaid. First, it is unfair for people to be denied insurance because of a pre-existing disease or medical records. We must agree that everyone has a right to healthcare. Next, if we provide more minority physicians than the underserved community, who is primarily will receive better and more deserved care. Last, the strict regulations for Medicaid must be relaxed in order to allow more lower-class people the opportunity to qualify (Del la Torre, 10/9/11).

To fix the inequities of healthcare in Mexico we must increase language competent physicians, increase the enrollment of Seguro Popular, and restrict IMSS and ISSSTE clients from access privately run hospitals. First, Mexico is home to many indigenous people who are receiving inadequate healthcare because of language barriers. It is important for healthcare facilities to provide physicians or resources that can break these barriers and provide quality care. Next, Seguro Popular is a universal healthcare system with large amounts of unenrolled people in Mexico. It is important for the government to increase awareness around Mexico so more people can be enrolled. Last, by restricting IMSS and ISSSTE clients from accessing privately run hospitals it will eliminate the inequity of receiving faster care because you have a lot of money. Although both the Mexican and American Health Systems have many positive attributes, there are always ways of making things better (Del la Torre, 10/9/11).
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