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The recent 6-3 US Supreme Court ruling to 
uphold, for the second time, a key provision 
in the Affordable Care Act (ACA)1,2 solidifies 

the coronation of universal coverage in this coun-

try. In a lot of ways, it highlights the culmination 
of several attempts to expand healthcare delivery 
in the United States and improve equitability in ac-
cess to care. Antecedent efforts have included the 
2006 institution of Commonwealth Care in the state 
of Massachusetts,3 the rapid Medicaid expansion in 
the 2000s,4 and even earlier but more narrowly, the 
1998 enactment of the Women’s Health and Cancer 
Rights Act (WHCRA)5 that mandated insurance cov-
erage for breast reconstructive surgery after breast 
cancer treatments.5
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Summary: Our intent is to improve the understanding of the ability of 
healthcare providers to deliver high-quality care as we approach an era 
of universal coverage. We adopted 2 unique vantage points in this article: 
(1) the mandated coverage for immediate breast reconstruction (IBR) 
surgery as a microcosmic surrogate for universal coverage overall and 
(2) we then scrutinized the respective IBR utilization rates in a contem-
poraneous system of 2 healthcare delivery models in the United King-
dom, that is, the public National Health Service trust versus private-sector 
hospitals. A literature review was performed for IBR rates across public 
trust and private-sector hospitals in the United Kingdom. The IBR rate 
among public trust hospitals was 17% compared with 43% in the private 
sector. In the trust hospital setting, the enactment of 2 government man-
dates, intended to increase the access to cancer care, seemed to fall short 
in maximizing the ability of surgical practitioners to deliver quality care 
to patients. Among women who did not receive IBR, 65% felt that they 
had received the sufficient amount of information to appropriately in-
form their decision. In addition, only 46% of this same cohort reported a 
consultation with a reconstructive surgeon preoperatively. Private-sector 
hospitals delivered better IBR care because of the likely presence of infra-
structure and financial incentives for physicians. These results serve as a 
call for a better alignment between policy initiatives designed to expand 
care access and the perogatives of physicians to ensure an optimized  
delivery of the expanded care such policy mandates. (Plast Reconstr Surg 
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Although these strategies have largely been met, 
reassuringly, with sustained improvements in care 
access, they do raise unanticipated questions about 
if and how an ever adapting but already-burdened 
physician workforce is poised to cope. In other 
words, does expansion of coverage equate to expan-
sion of access to high-quality patient care? This is-
sue is especially poignant given the current national 
discourse surrounding physician payment reform, 
ballooning healthcare spending, and shift toward 
more of a value-based healthcare delivery model.6,7 
At the same time, there exists evidence of increas-
ing physician burnout8–11—estimated at an astonish-
ing rate of 30%12—related, in part, to reduction in 
reimbursements,13 poor debt relief,14 and expanding 
administrative/regulatory demands.13–17 A recent 
2014 cross-sectional study of over 20,000 physicians 
revealed that 81% of respondents described them-
selves as overextended and 44% planned to take 
steps in the near future to actively reduce patient ac-
cess to their services. These could take forms of early 
retirement, pursuing nonclinical opportunities, or 
decreasing the number of patients seen.18 In addi-
tion, among survey respondents who consider them-
selves to be specialists, 52% maintain a negative view 
about the future of the profession and 49% give the 
ACA a poor overall grade as a vehicle for healthcare 
reform.18 These survey results underscore the fact 
that many physicians, not just surgeons, are dissatis-
fied with the current healthcare system, in particular, 
the existing payment models, (lack of) physician au-
tonomy, and administrative overhead. If this under-
current of disaffection is allowed to persist, it could 
weaken the recent successes in healthcare reform 
and greatly diminish our ability not only to expand 
quality care to the roughly 30 million Americans ex-
pected to gain increased coverage under the ACA 
but also to even maintain such level of care for ev-
eryone else. This is because burnout has been shown 
to be significantly associated with medical errors, 
poor job satisfaction, and low levels of professional 
engagement among physicians.11,19–21 It is, therefore, 
pivotal to the success of any effort to improve the 
performance of the US health system for us to criti-
cally evaluate the alignment between such efforts 
and the prerogatives of the physician workforce, 
that is, financial remuneration and/or administra-
tive incentives. Such a synergistic approach to physi-
cian incentives would also significantly diminish the 
prevalence of burnout.

Perhaps there is no better microcosmic display, 
through which to understand the dynamics between 
healthcare delivery and healthcare providers, than 
that afforded by the changing accessibility of immedi-
ate breast reconstruction (IBR) in the post-WHCRA 

era. Multiple studies have established the psychoso-
cial and cosmetic importance19–21 of IBR after mas-
tectomy. Namely, recipients of IBR have been shown 
to have higher postoperative quality of life, physical 
self-esteem, and psychosocial functioning.22–24 Al-
though the post-WHCRA era has seen an increase 
in the rates of IBR to approximately 38%,25,26 there 
are lingering concerns as to whether utilization rates 
have been maximized.25

To improve our understanding of whether uni-
versal coverage leads to improved access to care, 
we decided to adopt the unique perspective, via a 
contemporaneous system of 2 healthcare delivery 
models in the United Kingdom, of examining the 
striking disparities in the IBR delivery across the 
public trust and private hospitals. Our approach was 
incited by the mounting interest in recent years to 
place the performance of various US healthcare do-
mains (cost, safety, accessibility, and equitability) in 
an international context. This enables the identifica-
tion of areas where we can improve our healthcare 
delivery27 and allows us to measure our efforts for 
universal care delivery against other industrialized 
nations.

In the United Kingdom, through the auspices of 
the National Health Service (NHS), all residents re-
gardless of age, income, or ethnicity are guaranteed 
free and equal healthcare at point of use.28 The deliv-
ery of acute surgical services in the United Kingdom 
is facilitated mainly through (1) NHS trust hospi-
tals accountable to the Department of Health and 
(2) a for-profit private practice sector. A third entity 
known as Independent Sector Treatment Center, 
which are privately owned entities contracted by the 
NHS, currently accounts for only 2% of the annual 
elective NHS surgical volume.29 According to a re-
cently released NHS-sanctioned report, there is sig-
nificant divergence in the rates of IBR performed at 
NHS trust hospitals and the for-profit private sector, 
2 otherwise parallel healthcare delivery systems.30,31 
Of note, Independent Sector Treatment Center was 
not included in these reports. The IBR rate among 
NHS trust hospitals was 17% compared with 43% in 
the private sector. Further inquiry yielded granular 
data on the provision of IBR services in NHS trust 
hospitals. Among women who did not receive IBR, 
only 65% felt that they had received the sufficient 
amount of information to appropriately inform their 
decision. Furthermore, merely 46% and 25.1% of 
this patient cohort reported a consultation with a 
reconstructive surgeon and viewing pictures of ex-
pected reconstructive results, respectively.32 In addi-
tion, 52.2% of mastectomy-only patients responded 
in questionnaire that not having been offered IBR 
was a key factor in their not pursuing IBR.32
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Although there is bound to be multiple factors 
contributing to this seemingly puzzling disparity 
across the 2 parallel healthcare tracks in the United 
Kingdom, we can reliably conjecture from the above 
findings that the private sector provides a clinical 
practice environment that incentivizes the delivery 
and receipt of IBR. Protracted wait times for elective 
surgical procedures in the United Kingdom have 
been well documented.33,34 In an attempt to curb 
this as it is related to patients with cancer, national 
guidelines were created in 2000 as part of an “NHS 
Cancer Plan” to include a mandate for the defini-
tive treatment of all newly diagnosed cancer patients 
within a set waiting time period, 31 days in the case 
of breast cancer.35 This time period begins when 
the patient is educated on her breast cancer diag-
nosis and the multidisciplinary team puts forward 
a management plan. There was also a preexisting 
government-sanctioned recommendation in 200236 
that IBR should be made available to all women at 
the time of mastectomy barring prohibitive surgical 
fitness. These 2 UK government mandates, originally 
intended to increase IBR accessibility and analogous 
to the spirit of the WHCRA in the United States, 
caused unforeseen negative effects on the ability of 
surgical practitioners to deliver quality care to pa-
tients in the NHS environment.31 In other words, 
because of capacity constraints, a shrinking funding 
climate, and the multidisciplinary nature of breast 
cancer treatment, NHS surgical practitioners were 
placed under considerable pressure to meet the  
“31-day” targets. Moreover, because the performance 
of IBR is not explicitly covered by the 31-day national 
target, there is a perception that some NHS surgeons 
deliberately discourage patients from pursuing IBR 
based on extraneous considerations.37 These efforts 
to delay or defer IBR may take the forms of request-
ing a psychological evaluation before IBR or present-
ing the IBR option in an equivocal way.37 In addition, 
these NHS surgical practitioners reported that “not 
enough money” and “resources” were made avail-
able for IBR.37 Facing the same medical and societal 
demands for IBR, despite the lack of direct govern-
ment mandates, the private sector, however, delivers 
IBR at a significantly higher rate of 43% than the 
17% at NHS hospitals. High-quality care as defined 
by the Institute of Medicine is “doing the right thing 
for the right patient, at the right time, in the right 
way to achieve the best possible results.”38 In that 
regard, one could argue that the UK private sector 
is delivering more timely and perhaps better post-
mastectomy reconstructive care than NHS hospitals. 
It is, therefore, plausible that something else, other 
than government mandates, may have drawn out ad-
ditional productivity from motivated practitioners 

to ensure the actual delivery of the intended quality 
care. At a minimum, it is conceivable that the neces-
sary infrastructure, management support, and finan-
cial incentive for physicians need to be in place, so 
that well-intentioned policy initiatives are primed to 
succeed.

In the United Kingdom, the funding structure 
for care in the voluntary, for-profit, private sector 
is dictated for the most part by contributions from 
private medical insurance in addition to direct pay-
ments from patients.39 Practice fees are largely at 
the discretion of the individual surgical specialists 
(“consultants”),40 which are set to his/her level of 
expertise and the local market. Surgical consultants 
contracted to work for the NHS, on the other hand, 
are paid a fixed salary, in accordance to specialty, and 
for a set period of 40 hours per week.39 Above their 
contractual obligation, consultants are free to un-
dertake work in the private sector. The vast majority 
of private-sector consultants also have parallel NHS 
appointments. In addition, as stipulated in the NHS 
consultant contract,41 there is no cap on the amount 
of supplemental income to be gained from private 
non-NHS work. This seems to suggest that physicians 
are primed to be more financially motivated to de-
liver complementary elective care in private hospital 
settings compared with NHS hospitals. Further sup-
porting this suggestion is the general consensus—
although never publicized for obvious reasons—that 
wait times for patients who receive care at private 
hospitals are significantly shorter than those at NHS 
hospitals.

The belief that incentives are a key driver of 
human behavior underpins much of behavioral 
economics.42 This field of study may allow us to com-
prehend how “the timing, frequency, and amount 
of payment influence behavior and how to address 
unintended consequences of incentives.”42(p2281) 
The current transition toward a healthcare delivery 
model in the United States, centered on increased 
coverage, the underlying premise of the ACA, has 
yet to pay comparable attention to the environment 
within which healthcare providers are expected to 
deliver such care. Given the highlighted disparity ev-
ident across the parallel care delivery systems in the 
United Kingdom, healthcare policy setup to empha-
size only improving access will unlikely fully achieve 
the intended goal of actualizing this care. It is only 
when the other half of the care delivery equation, ie, 
the healthcare providers, is taken into consideration 
with better individual interest alignment, would such 
expanded care be effectively delivered.

There is already compelling evidence that in the 
United States, among individuals with insurance cov-
erage, there exists unequal access to elective surgical 
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care. In examining access to total hip arthroplasty in 
S.C., Schwarzkopf et al43 discovered that individuals 
with income-based insurances, which generally re-
imburse less well than other insurances,44 were less 
likely to have access to an orthopedic surgeon and 
were more likely to experience longer wait times. 
Those authors concluded that even though the ACA 
“will increase the number of insured patients, it may 
not similarly increase access to providers.”43(p1083) A 
2015 brief report by the National Center for Health 
Statistics revealed that the percentage of office-based 
physicians accepting Medicaid patients (68.9%) was 
less than Medicare (83.7%) or private insurance 
(84.7%).45 Additional evidence suggests that physi-
cians’ acceptance of income-based insurance pa-
tients, such as Medicaid, will increase only in the 
context of increased reimbursement.43,44,46,47 These 
all underscore the impact of reimbursement rates on 
the ability of policy initiatives (eg, Medicaid expan-
sion) to successfully facilitate the actual delivery of 
high-quality care.

Present-day efforts to restructure healthcare de-
livery in the United States bring an air of inevitabil-
ity to physician payment reform. Correspondingly, 
in recent years, we have witnessed a shift away from 
traditional fee-for-service reimbursement schemes, 
which rewarded volume, to more value-based pay-
ment models. However, for these programs to suc-
ceed, physician behavior needs to be better aligned 
with program goals. This likely means a “combina-
tion of infrastructure changes, nonfinancial in-
centives, and financial physician incentives across 
different settings”.48(p115) The Hippocratic Oath and 
social contract to care for the indisposed are not 
mutually exclusive from the physicians’ need to be 
appropriately motivated emotionally and financially. 
The same review article, published recently in An-
nals of Internal Medicine,48 espoused the utility of cer-
tain principles of behavioral economics in helping 
design methods to appropriately incentivize phy-
sicians. The authors suggested that it is critical to 
“make financial rewards more salient through tim-
ing or linking it to performance….” and to enact 
“infrastructural and care process changes that make 
high-value care the default”.48(p117) We believe that 
only by aligning the interests of all parties, we can 
achieve profound and sustainable transformation in 
US healthcare delivery. Policy makers, payer groups, 
healthcare organizations, and professional societies 
must begin to work in concert to scrutinize and avert 
the unforeseen negative impact of new healthcare re-
form on physician satisfaction and well being.17 Not 
surprisingly, a 2005 Lancet study noted an increase in 
burnout among UK physicians in the periods after 
the implementation of new health policy.17,49,50 The 

present dispute stems from a proposed reduction in 
the amount of hours for which junior physicians will 
be able to receive additional compensation for work 
procured in the private sector.50

In conclusion, as the landscape of healthcare 
in the United States marches toward a future that 
is sure to include broader health coverage under 
the ACA, an increasingly ageing population, and a 
more cost-conscious spending climate, reimburse-
ments for physicians must be concomitantly focused 
on to ensure an environment that is conducive to 
the effective delivery of the expanded care. Given 
physicians’ role in practice decision making, we as-
sert that policy consideration should now be given to 
payment models that provide “infrastructure (eg, re-
placement of the fundamentally flawed sustainable 
growth rate formula by a predictable, stable, and 
fair reimbursement schema) and incentives rath-
er than payment reductions and penalties (eg, for 
failure to report quality measures or use electronic 
prescribing).”17(p2010) Although insights from behav-
ioral economics cannot underpin all clinical deci-
sion making,42 the needs of healthcare providers, 
the driving engine of healthcare delivery, must not 
be ignored by system inefficiencies or federal policy. 
Engagement with and buy-in among physicians are 
critical to the translation of sound government pol-
icy into actual quality care. Increased care access is 
only half of the equation and those who stand ready 
to deliver the care should begin to warrant our atten-
tion as the disparity in IBR delivery across the paral-
lel UK systems seems to have taught us.
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