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PNHP, NNU leaders testify before  
Democratic Party’s platform committee

PNHP co-founder Dr. Steffie Woolhandler and Rose Ann DeMoro, 
executive director of National Nurses United (NNU), testified in 
support of single-payer Medicare for All before the Democratic 
National Committee’s platform drafting committee in Phoenix in 
June (see Woolhandler testimony, p. 18). While the drafting com-
mittee endorsed health care as “a right,” it voted 7-6 against “fight-
ing for Medicare for All,” prompting committee member Cornel 
West to comment that health care “is not a right, it’s still a privilege 
if 29 million fellow citizens do not have access to it.”

PNHPer Dr. Pam Gronemeyer and NNU Policy Director Mi-
chael Lighty were among those who took the fight for Medicare 
for All to the full DNC platform committee in Orlando, Fla., but 
who lost in a 66-92 vote. Lighty reminded the committee that 
“if it is controversial in this room, it is the only room of Dem-
ocrats in which it is controversial,” alluding to a recent Kaiser 
poll showing 81 percent of Democrats support Medicare for All. 
For background on several presidential candidates’ health care 
planks, see page 9.

Wealthy now get more care than (sicker) poor
Between 2004 and 2012, health spending on wealthy and mid-

dle-income Americans under age 65 rose by 20 percent and 10 
percent, respectively, while health expenditures on the poor de-
clined, reversing a 50-year trend, according to a new study in 
Health Affairs (reprinted on p. 52). The study by a Harvard-based 
team of PNHPers led by Dr. Samuel Dickman (now an intern at 
the University of California, San Francisco) found no such trend 
in the elderly. The findings suggest that the Great Recession was 
accompanied by a redistribution of care toward wealthier Ameri-
cans that was mitigated in the elderly by Medicare.

Pulmonary, ICU doctors call for single payer 
Drs. Adam Gaffney, Philip Verhoef, and Jesse Hall make an 

evidence-based case for single payer in their recent article titled 
“Should pulmonary/ICU physicians support single-payer health-
care reform? Yes” in Chest, the journal of the American College 
of Chest Physicians (see p. 26).

PNHPers in other specialties are encouraged to start a dialogue 
about single payer in their field’s journals and/or to promote 
speakers for meetings. Dr. Susan Rogers recently spoke to 500 on-
cologists at the annual meeting of the American Society of Clini-
cal Oncology (see p. 48).
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Annual Meeting: Nov. 19, Washington, D.C.
PNHPers are invited to attend PNHP’s 2016 Annual Meeting, 

“Post-election opportunities and challenges for single payer,” on 
Saturday, Nov. 19, in Wash-
ington, D.C., at the Wes-
tin City Center (1400 M St. 
NW). Confirmed speakers 
include Dr. Marcia Angell, 
former editor of the New 
England Journal of Medicine, 
Dr. Mary Bassett, New York 
City Health Commissioner, 
PNHP co-founders Drs. Da-
vid Himmelstein and Steffie 
Woolhandler, and activist 
Seattle City Council Member 
Kshama Sawant. Sen. Bernie 
Sanders is invited. The meeting will be preceded by two events 
on Friday, Nov. 18: a public rally in Lafayette Square (directly 
in front of the White House) and PNHP’s popular Leadership 
Training. Members will also be encouraged to lobby their rep-
resentatives while they are in D.C. For details and to RSVP, see  
www.pnhp.org/meeting or call (312) 782-6006.

Dr. Mary Bassett
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Membership drive update
Welcome to 645 physicians and medical students who have joined 

PNHP in the past year, bringing our total membership to 20,539. 
We invite new (and longtime) PNHP members to participate in 
our activities and to take the lead on behalf of PNHP in their com-
munities. Need help getting started? Drop a note to PNHP Nation-
al Organizer Emily Henkels at e.henkels@pnhp.org.

Updates from the states
The New York State Assembly overwhelmingly passed state-based 

single-payer legislation (A. 5062), introduced by Assemblyman 
Richard Gottfried, in June. The “New York Health Act” is backed by 
a large coalition of groups, including PNHP, NYS Nurses Associa-
tion, American Academy of Family Physicians, American Academy 
of Pediatrics, and the Public Health Association of New York City.

In Oregon, activists are awaiting the results of a state-funded 
study by RAND of different health care reform options, includ-
ing single payer. The study is due out this fall. 

Meanwhile, a ballot initiative in Colorado to create a health 
insurance cooperative for the non-elderly is being viewed (in-
correctly) as a referendum on single payer. Unfortunately the 
initiative received a misleading and negative title from the Col-
orado Title Board that begins “Shall state taxes be increased $25 
billion annually…” creating an uphill battle despite polling data 
showing that a majority of Coloradans currently support Colo-
radoCare. The opposition, funded primarily by large insurers, 
has already spent $3 million to defeat the measure. Stay tuned.

SNaHP’s fall action plans
Students for a National Health Program (SNaHP) has created 

an organizing committee to plan a national fall student action on 
Monday, Oct. 31. The action will target candidates and elected of-
ficials just prior to the November election with the goal of elevat-
ing single payer on candidates’ platforms. A coalition-building 
Health Justice Education month will precede the action, which 
is planned at the more than 50 institutions around the country 
with active SNaHP chapters. The activities are being planned in 
conjunction with the Latino Medical Student Association, White 
Coats for Black Lives, the American Medical Student Association, 
and others. It continues a tradition started last year when SNaHP 
students organized a nationwide vigil on 10/01/15 (“TenOne”). 
To learn more, contact Emily Henkels at e.henkels@pnhp.org.

AMA votes to study financing models
The American Medical Association passed a resolution for an 

“updated study on health care payment models” at its House of 
Delegates meeting in June. The resolution, which initially (be-
fore it was amended) called for a study of single-payer financ-
ing, was shepherded through the Chicago and Illinois branches 
of the AMA by James Curry, a fourth-year medical student at 
the University of Illinois at Chicago who is active in PNHP’s 
student affiliate, Students for a National Health Program, and 
longtime PNHPer Dr. Peter Orris.
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Health care crisis by the numbers:
Data update from the PNHP newsletter editors

UNINSURED AND UNDERINSURED

•  28.6 million Americans (9.1 percent) were uninsured in 2015, 
a drop of 7.4 million from 2014. States that expanded Medicaid 
under the Affordable Care Act (ACA) had a lower proportion of 
uninsured working age adults (9.8 percent) than non-expansion 
states (17.5 percent). People aged 25-34 had the highest unin-
sured rate of any age group, 17.9 percent. The proportion of un-
insured children dropped from 5.5 percent in 2014 to 4.5 percent 
in 2015. Despite gains in coverage, 27.7 percent of Hispanic and 
14.4 percent of black working age adults were uninsured in 2015, 
compared with 8.7 percent of white and 7.9 percent of Asian 
adults (“Health Insurance Coverage: Early Release of Estimates 
from the National Health Interview Survey, 2015,” National Cen-
ter for Health Statistics, May 2016. Note: “uninsured” is defined 
here as uninsured at time of interview.)

24 million Americans aged 19-64 (12.7 percent) were unin-
sured in early 2016, according to a survey by the Common-
wealth Fund. The number of uninsured adults declined by 13 
million between mid-2013 and the spring of 2016. But after a 
steep decline in 2014, there has been little progress in covering 
more low- and moderate-income Americans. They remain un-
insured at rates as much as 10 times higher than for adults with 
higher incomes. 25.2 percent of the poor are uninsured, along 
with 22.1 percent of people with incomes between 100 percent 
and 138 percent of the federal poverty level (FPL), compared 
with 2.4 percent of people earning more than 400 percent of 
FPL (Collins, “Americans’ experiences with ACA marketplace 
and Medicaid coverage,” Commonwealth Fund, 5/25/16).

•  Although coverage for adults under age 65 experiencing seri-
ous psychological distress (SPD) improved significantly between 
2012 and 2015, adults with SPD are still more likely to be unin-
sured (19.5 percent) than their counterparts without SPD (12.3 
percent), according to the National Center for Health Statistics. 
The cost of medical care is also still a barrier: 24.4 percent of 
adults with SPD had not received needed medical care due to 
cost, compared with 6.1 percent of adults without serious psycho-
logical distress. Additionally, by at least one important measure 
– a visit to a mental health professional in the past year – access 
to care for people with SPD has deteriorated. Among adults aged 
18-64 with SPD in the past 30 days, the percentage who had seen 
or talked to a mental health professional in the past 12 months 
decreased significantly (p < 0.05) between 2012 and 2015, from 
41.8 percent to 34.2 percent, while it remained stable, around 7 
percent, for people without SPD (Cohen et al., “Access to Care 
Among Adults Aged 18-64 With Serious Psychological Distress: 
Early Release of Estimates From the National Health Interview 
Survey, 2012–September 2015,” National Center for Health Sta-
tistics, May 2016).

•  11.1 million people are enrolled in ACA plans this year, up 
from 9.1 million at the end of 2015. 12.7 million people signed 
up for coverage, but 1.6 million (13 percent) dropped out or 
failed to pay their first premium (“About 1.6M drop-outs from 
health law coverage this year,” Associated Press, 6/30/16).

There were 5.9 million uninsured mothers (defined as wom-
en living with dependent children under age 19) in the U.S. 
in 2014, down from 7.5 million in 2013. Despite gains from 
the ACA, 1 in 6 mothers in the U.S. remained uninsured, in-
cluding about 1 in 5 mothers who reported having moderate 
or severe psychological stress or being in less than very good 
health. Major reasons for uninsurance included the high cost 
of coverage (reported by 41.5 percent); coverage ending after 
pregnancy (18.7 percent); and losing coverage after they or 
a household member had lost or changed jobs (18 percent) 
(Karpman et al., “How are moms faring under the Affordable 
Care Act?” Urban Institute, May 2016). 

•  An estimated 106 million Americans are uninsured for dental 
care, including about 70 percent of seniors (Medicare does not 
cover dental care). On average, 1 in 4 adults has untreated dental 
caries, but the rate is nearly twice as high among blacks. Dental 
coverage for adults on Medicaid varies from state to state: 12 
states provide comprehensive coverage; 20 provide limited cov-
erage (e.g. up to a cap of $1,000 a year); 15 provide emergency 
care; and four provide no coverage at all. The situation for chil-
dren is only slightly better: Medicaid and ACA plans must cover 
dental care for children, but 19 states have not expanded their 
Medicaid programs and private ACA plans may require hefty 
cost sharing. Coverage also does not equal care, since many 
dentists don’t accept Medicaid (Sered, “Why, in heaven’s name, 
aren’t teeth considered part of our health?” Time, 4/27/16; Con-
gressional Black Caucus, “2015 Kelly Report: Health Disparities 
in America,” p. 121-122).

COSTS

In 2016 national health expenditures are estimated to to-
tal $3.4 trillion, 18.1 percent of GDP or $10,346 per capita. 
Over the next decade costs are projected to rise by an average 
rate of 5.8 percent annually, to 20.1 percent of GDP in 2025 
(Keehan et al., “National Health Expenditure Projections 
2015-2025,” Health Affairs, July 2016). 
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•  U.S. health care costs increased by 6.5 percent in 2015, 50 percent 
more rapidly than 2014’s rate of 4.3 percent. Spending on medical 
services increased by 4.3 percent while drug costs increased by 15.8 
percent (19.2 percent for brand name drugs and 6.6 percent for ge-
nerics). The cost of health insurance plans in the individual market 
rose by 23 percent in 2015. Per member per month costs reached 
$525.33 in the individual market in December, surpassing costs in the 
employer-provided market (large group and self-insured) for the first 
time (“S&P Healthcare Claims Index Monthly Report,” May 2016).

•  The Milliman Medical Index (MMI) tracks the cost of health 
care for a typical family of four covered by an employer-spon-
sored preferred provider plan, or PPO. In 2016, the MMI rose 
by 4.7 percent to $25,826, triple the 2001 figure. Spending on 
prescription drugs rose to $4,270 annually (17 percent of total 
spending), quadrupling spending on drugs since 2001. Employ-
ers paid 57 percent of employee health costs, down from 61 
percent in 2001 (Mangan, “Average family healthcare costs have 
tripled since 2001,” CNBC Business, 5/24/16).

AFFORDABLE CARE ACT

•  In 2016, there were 1,121 U.S. counties (36 percent) with two 
or fewer insurers offering ACA plans. UnitedHealthcare, the na-
tion’s largest insurer, will pull out of all but a few of the 34 states 
in which it sells ACA plans next year. UnitedHealthcare’s exit 
will leave at least 10 entire states in the South and Midwest with 
only one or two insurers. Humana has also announced its inten-
tions to pull out of 8 of the 19 states where it sells ACA plans 
on the exchange (Demko, “Anthem links Obamacare expansion 
with approval of Cigna acquisition,” Politico Pro, 7/27/16).

Nonprofit CO-OPS (“consumer oriented and operated plans”) 
selling plans on the exchanges in Connecticut, Oregon, and 
Illinois have shut down recently. Only seven out of the ini-
tial 23 CO-OP plans remain. Illinois’ Land of Lincoln Health 
lost more than $100 million in two years. Its problems started 
when CMS failed to pay the firm $70 million in risk corridors 
funding (compensation to plans that enrolled a dispropor-
tionate share of high-cost patients) that it was owed for 2014, 
then demanded a $31.8 million payment for risk adjustment 
for 2015. The plan’s nearly 50,000 enrollees will have 60 days 
to enroll in an alternative ACA plan, with no guarantee they’ll 
be able to continue treatment with current doctors and hos-
pitals (Demko, “Land of Lincoln Health will become the 16th 
Obamacare co-op to collapse,” Politico, 7/12/16).

•  Alaska is setting up a $55 million fund to subsidize care for 
expensively ill enrollees in its lone-surviving ACA insurer, Blue 
Cross and Blue Shield. The fund, financed by an industry-wide 
tax, will keep 23,000 Alaskans from losing ACA coverage as the 
only other insurer in the market, Moda, pulls out. The lowest-cost 
silver plan in Alaska cost $956 a month in 2016, up 40 percent 
since 2015, and the most costly in the nation (Pradhan, “Alaska 
scrambles to prevent Obamacare collapse,” Politico, 6/10/16).

A greater share of people with ACA plans feel vulnerable to 
high medical bills (45 percent) than those with employer-
based coverage (36 percent) in 2016, although financial vul-
nerability has risen significantly – by 10 percentage points 
– in both groups since 2014. In addition, more than half (54 
percent) of those with ACA coverage in 2016 now rate the 
value of their coverage as “fair” or “poor,” compared with 40 
percent of those with employer-based coverage (Hamel et al., 
“Survey of Non-group Health Insurance Enrollees, Wave 3,” 
Kaiser Family Foundation, 5/20/16).

•  A lawsuit making its way through the federal court system, 
House of Representatives vs. Burwell, will determine if the gov-
ernment may, without an annual appropriation by Congress, con-
tinue to subsidize cost sharing (e.g. deductibles and copayments) 
in marketplace silver plans for an estimated 7 million Americans 
in households earning below 250 percent of the federal poverty 
limit (FPL), as specified in the ACA. The Congressional Budget 
Office projects that federal outlays on cost-sharing subsidies will 
total $7 billion this year and $130 billion over the next decade. 
The House Republicans who brought the suit say that Congress 
never authorized the expenditures and that the Department of 
Health and Human Services lacks the authority to do so on its 
own. A Federal District Court judge agreed; the administration 
is appealing the decision (Hulse, “Judge backs house challenge 
to a key part of health law,” New York Times, 5/12/16; “Federal 
subsidies for health insurance coverage for people under age 65: 
Tables from CBO’s March 2016 baseline,” CBO).

Lower-income Americans with high health care needs in 
ACA plans still face unaffordable medical costs, even with 
cost-sharing subsidies. For example, an individual earning 
$17,000 (less than 150 percent of the FPL) is responsible for 
$650 in costs before reaching their out-of-pocket maximum, 
while someone earning $20,000 (between 150 percent and 
200 percent of the FPL) faces out-of-pocket health costs of 
$1,850. Charges for uncovered services and out-of-network 
charges are not included in the out-of-pocket maximum, 
adding to the unaffordability of care for lower-income Amer-
icans (“How will the ACA’s cost-sharing reductions affect 
consumers’ out of pocket costs in 2016?” Commonwealth 
Fund, March 2016).

•  Premiums for ACA plans are projected to increase by an av-
erage of 10 percent in 2017, based on an analysis of insurers’ 
rate requests for the benchmark – or second-lowest-cost silver 
plan, which is used by the federal government to determine sub-
sidy levels – in 14 cities, according to the Kaiser Family Founda-
tion. But many insurers are seeking much larger increases from 
state regulators. Texas Blue Cross and Blue Shield, which covers 
600,000 individuals, has requested rate hikes of nearly 60 percent. 
Aetna wants to raise premiums by an average of 24.5 percent on its 
130,000 members in North Carolina. Highmark is seeking an av-
erage increase of 38.4 percent on its remaining 123,000 ACA plan 
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members in Pennsylvania, on top of a 20 percent premium in-
crease last year. Humana is seeking a 65.2 percent average rate in-
crease on its plans in Georgia. In New York, UnitedHealth Group 
has requested a rate increase of 45.6 percent (Tracer, “Health-law 
plans in New York seek to raise premiums by 17 percent,” Bloom-
berg, 5/18/16; Demko, “Texas Blue wants rate hikes of nearly 60 
percent,” Politico Pro, 5/26/16; Demko, “Double-digit rate hikes 
for North Carolina exchange plans,” Politico, 6/2/16; Radnofsky, 
“Insurers Seek Big Premium Boosts,” Wall Street Journal, 5/26/16; 
Cox, “Analysis of 2017 Premium Changes and Insurer Participa-
tion in the Affordable Care Act’s Health Insurance Marketplaces,” 
Kaiser Family Foundation, 6/15/16).
 

The three largest insurers participating in the exchange 
in Washington, D.C., limit access to psychiatric care, ac-
cording to the American Psychiatric Association. Eighty-
six percent of listed psychiatrists were either unreach-
able or not taking new patients, and only 7 percent were 
able to schedule a new appointment within two weeks. 
The average wait time was nearly three weeks (19.1 days). 
Twenty-three percent of the phone numbers listed were 
non-working, and half (49 percent) of psychiatrists were 
no longer at the number listed (American Psychiatric As-
sociation news release, 5/16/16).

 
 
•  Blue Cross and Blue Shield of Minnesota is dropping its ACA 
health plans with broad networks after losing $280 million in 
2015. Instead, the firm is promoting its narrow network option, 
Blue Plus, hoping to offload some of its sicker beneficiaries 
(who are less willing to change doctors) to other insurers. Blues 
plans in Illinois, Oklahoma, Montana and Texas also dropped 
broad-network plans (Herman, “Minnesota Blues’ decision to 
alter ACA plans mirrors stampede to narrow networks,” Mod-
ern Healthcare, 6/24/16).

MEDICAID

•  72.4 million Americans have Medicaid coverage, up from 
56.4 in 2013, an increase of 16 million (27 percent) since the 
ACA was implemented. Total Medicaid spending is projected 
to grow to $890 billion by 2024 from $496 billion in 2014. Pri-
vate managed care insurers served as middlemen for one-third 
of all Medicaid spending in 2014. Although a new Centers for 
Medicare and Medicaid Services (CMS) rule proposes that 
Medicaid managed care firms be required to maintain a medi-
cal loss ratio (MLR) of at least 85 percent, there is currently no 
penalty if overhead and profit consume more than 15 percent. 
And at least four private insurers – Aetna, Anthem, Humana, 
and UnitedHealth – do not even disclose a separate MLR for 
Medicaid. UnitedHealthcare took in $28.9 billion in Medicaid 
revenues in 2015.

The new CMS rule also would require states to audit their 
Medicaid managed care plans, but only once every three years. 
The cost of an audit, about $240,000, is minor compared to the 
potential savings to taxpayers, but only a few states current-
ly have auditing programs. Rhode Island uncovered a $208 

million overpayment (8 percent of the state’s total Medicaid 
budget) to UnitedHealthcare and another insurance plan in 
an audit last year. Massachusetts discovered $500 million in 
erroneous payments to private managed care insurers between 
2009 and 2014 (Herman, “Medicaid’s unmanaged managed 
care” Modern Healthcare, 5/2/16).

•  Ohio is seeking a federal Medicaid waiver that would require 
its 1.3 million non-disabled Medicaid beneficiaries to pay pre-
miums of 2 percent of income, up to $99 annually. Pregnant 
women would be exempt, but not the “medically frail.” Adult 
beneficiaries who miss two premium payments would be locked 
out of the program until they made back payments and re-en-
rolled. The state’s Republican administration is also seeking to 
eliminate 90-day retroactive coverage for Medicaid beneficia-
ries, and to include a health savings account-like feature which 
would track “points” enrollees earn with “healthy behaviors” 
and by paying premiums electronically (Patton, “Healthy Ohio 
plan is bad medicine,” Policy Matters Ohio, January 2016; San-
ner, “Proposal to charge Medicaid enrollees draws critics in 
Ohio,” AP, 5/8/16).

Medicaid coverage has a beneficial financial impact, accord-
ing to a study comparing credit report data in states that ex-
panded Medicaid to those that did not. Medicaid expansion 
reduced the amount of non-medical debt sent to third-party 
collection agencies by $600 to $1,000 per person who ob-
tained Medicaid coverage, according to a study by research-
ers with the National Bureau of Economic Research (Hu, 
“The effect of the PPACA Medicaid expansions on financial 
well-being,” NBER paper No. 22170, April 2016).

MEDICARE

•  Employer- and union-sponsored retiree health benefits 
have filled the gaps in Medicare coverage for many seniors, 
but the number of companies providing such benefits is 
plummeting. Between 1988 and 2015 the share of large em-
ployers (more than 200 employees) offering retiree health 
coverage fell from 66 percent to 23 percent. The share of 
seniors with any supplemental retiree coverage declined 
from 24 percent in 2005 to 16 percent in 2014 (Neuman and 
Damico, “Fading Fast: Fewer seniors have retiree health cov-
erage,” Kaiser Family Foundation, 5/5/16). 

•  In 2016, the Medicare premium for Part B physician and 
medical services is $1,249, with a $166 deductible and 20 per-
cent co-insurance. There is also a $1,288 deductible for each 
hospital stay and $161/day co-pay for skilled nursing facil-
ity care after the first 20 days. Medicare has no out-of-pocket 
limit, and there is no coverage for dental, hearing, or longer-
term care (Schoen, “On Medicare but at risk,” Commonwealth 
Fund, 5/10/16).
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Nearly a quarter (23 percent) of Medicare beneficiaries (11.5 
million) were underinsured in 2014, meaning that their out-
of-pocket medical bills (excluding premiums) exceeded 10 
percent of their income, or 5 percent if they were low-income 
(under 200 percent of the FPL). Nearly 41 percent of low-in-
come beneficiaries were underinsured. Including premiums, 
16 percent of beneficiaries (8 million) spent more than 20 
percent of their incomes on insurance plus care. Forty per-
cent of all Medicare beneficiaries have annual incomes below 
200 percent of poverty (less than $23,760 for a single person 
and $32,000 for a couple this year) (Schoen, “On Medicare 
but at risk,” Commonwealth Fund, 5/10/16).

•  A recently unsealed whistleblower case against a Humana Medi-
care Advantage plan and a medical practice in southern Florida al-
leges that upcoding (adding diagnostic codes that make a patient 
seem sicker than they really are) not only inflated payments, but 
also put patients at risk of medical harm. Humana, which is up 
for sale to Aetna, has more than 3 million patients in Medicare 
Advantage plans. One of the clinic’s physicians was convicted of 
fraudulently billing Medicare for $4.8 million. False information 
entered in patients’ medical records to justify upcoding could hurt 
patients, according to whistleblower Dr. Mario Baez. Baez wrote 
to the presiding judge that treating elderly patients with multiple 
problems is hard enough, but “when medical records are poisoned 
with misleading data, [medical treatment] becomes Russian rou-
lette” (Schulte, “Yet another whistleblower alleges Medicare Ad-
vantage fraud,” Center for Public Integrity, 3/4/16).

Medicare Advantage (MA) plans continue to be overpaid rela-
tive to traditional, fee-for-service Medicare. MA plans will be 
paid 102 percent of what the cost of care would be in tradi-
tional Medicare in 2016, according to the Medicare Payment 
Advisory Commission. There are 16.7 million MA plan enroll-
ees (30 percent of all beneficiaries), up 6 percent from 2015. A 
majority, 11 million enrollees, are in HMOs. Consolidation in 
the program is continuing: Last year, 54 percent of enrollees 
were in just four insurers, up from 45 percent in 2007 (“Fact 
Sheet, MedPAC Report to the Congress,” July 2016).

An obscure section of the newly passed Medicare physician 
payment reform (described below) will drive even more Medi-
care beneficiaries into MA plans. The provision outlaws Medigap 
policies that cover the Part B deductible ($166 in 2016) for newly 
eligible Medicare beneficiaries starting in 2020. Ninety-five per-
cent of traditional Medicare enrollees have supplemental insur-
ance that covers the deductible. The only way for future benefi-
ciaries to avoid the deductible will be to join a private Medicare 
Advantage plan (Herman, “Changes loom as most-popular Me-
digap plans face extinction,” Modern Healthcare, 6/27/16).

•  Medicare’s new physician payment system, MACRA (Medi-
care Access and CHIP Reauthorization Act of 2015, aka the 
“doc fix” bill), is expected to drive even greater consolidation 
among physician practices. MACRA’s complex algorithm favors 

large group practices, including “virtual” ones, over small and 
independent practices. According to CMS projections, a ma-
jority of practices with fewer than 25 doctors (and 70 percent 
of practices with fewer than 10 physicians) will be financially 
penalized under the new merit-based incentive payment sys-
tem (MIPS), while 80 percent of practices with 100 doctors or 
more will receive financial bonuses. The potential penalties and 
rewards start at up to 4 percent and rise as high as 27 percent of 
Medicare reimbursement in subsequent years. The law allows 
small practices to form “virtual groups” to spread performance 
evaluation across a larger number of physicians.

Physicians may opt-out of MIPS if they join an organization that 
qualifies as an “Alternative Payment Model” (APM) by bearing 
“downside risk,” i.e. the organization is at risk of financial pen-
alties if health care costs are too high. But few existing organi-
zations qualify as APMs. Ninety-five percent of the 433 ACOs 
participating in Medicare’s Shared Savings Program don’t qualify 
because they have only signed up to receive bonuses if costs are 
low, not to be penalized if costs are high (Kutscher, “Physicians 
face stark choices under new Medicare pay proposal,” 5/2/16).

A study of Medicare’s hospital value-based purchasing 
(HVBP) program – the pay for performance program for 
Medicare – found it had no significant impact on 30-day 
mortality for acute myocardial infarction, heart failure, or 
pneumonia. The study included data on 2,430,618 patients 
admitted to 4,267 hospitals from 2008 through 2013 (before 
and after the HVBP began in 2011). It concluded that “nations 
considering similar pay-for-performance programs may want 
to consider alternative models to achieve improved patient 
outcomes” (Figueroa, “Association between the Value-Based 
Purchasing pay for performance program and patient mortal-
ity in US hospitals,” BMJ, 5/9/16). 

GALLOPING TOWARD OLIGOPOLY

•  Sutter Health, a giant nonprofit health system with more than 
5,000 doctors, 24 hospitals, and 34 surgery centers in Northern 
California, is the subject of a lawsuit by the United Food and 
Commercial Workers and its Employers Benefits Trust accusing 
the giant health system of imposing anticompetitive terms and 
illegally inflated prices for health care. The joint union-employ-
er health plan, administered by Blue Shield, represents more 
than 60,000 employees, dependents, and retirees. The lawsuit 
alleges that Sutter has used its market power to charge up to 
56 percent more for hospital care in San Francisco than local 
competitors (Terhune, “Big California firms take on health care 
giant over cost of care,” NPR Health News, 4/7/16). 

•  Anthem is creating another giant insurer-provider alliance, this 
time in Wisconsin. In 2014 Anthem’s California branch partnered 
with seven Southern California health systems, including Cedars-
Sinai and UCLA, to create an HMO, Vivity, to compete with Kai-
ser. Now Anthem is partnering with Aurora, a 15-hospital system 
based in Milwaukee, to create Wisconsin Collaborative Insurance 
Co. Aurora won’t be the only provider in the network, but only Au-
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rora and Anthem will split the profits 50-50. Aurora had revenue of 
$4.9 billion in 2015, with $462 million in operating income (Her-
man, “Anthem hatches another hospital joint venture, this time in 
Wisconsin,” Modern Healthcare, 4/20/16).

Health care industry mergers and acquisitions jumped 14 per-
cent in 2015, to a record 1,498 transactions. There were 112 
hospital mergers in 2015, a 70 percent increase over 2010. 
The largest merger, of California-based St. Joseph Health and 
Washington-based Providence Health and Services, will cre-
ate a nonprofit system with 50 hospitals and annual revenue of 
$18 billion. Hospitals and insurers both claim they need to get 
bigger to match the expanding size of the other – the “sumo 
wrestler theory” – and say consolidation is promoted by the 
ACA (Hiltzik, “Mergers in the healthcare sector: why you’ll 
pay more,” Los Angeles Times, 5/27/16).

•  The Department of Justice (DOJ) has filed lawsuits to block 
Anthem’s $54 billion purchase of Cigna and Aetna’s $37 billion 
deal to buy Humana. The DOJ says the deals would hurt con-
sumers by reducing competition in the Medicare Advantage 
market (particularly the Aetna-Humana merger) and in the 
ACA marketplaces, and reduce to three the number of com-
panies with national networks big enough to serve the largest 
employers. Aetna and Humana said they plan to “vigorously 
defend” their merger to create a combined firm with more than 
33 million enrollees and $115 billion in revenues.

Former Senate Majority Leader Tom Daschle registered as a 
lobbyist for Aetna earlier this year. The insurance giant, which 
needs approval from the Justice Department for its pending 
takeover of Humana, employed 25 former federal officials and 
spent $4.1 million lobbying the federal government last year. 
Aetna has also signed up five outside lobbying firms since mid-
2015 with at least 15 more former federal officials, many with le-
gal and antitrust experience (Sirota and Mindock, “Aetna hires 
Tom Daschle, other former government officials, as feds con-
sider its merger with Humana,” International Business Times, 
4/11/16; Merle, “Justice Department sues to block two health-
care mega-mergers,” Washington Post, 7/21/16).

Connecticut is supposed to lead states’ anti-trust review of the 
Anthem-Cigna merger. But Connecticut Gov. Daniel Mal-
loy is doing everything possible to push the merger though 
without public scrutiny. He appointed Katharine Wade – a 
former longtime Cigna executive who is married to a Cigna 
official – to be the state’s Insurance Commissioner and re-
cently signed legislation prohibiting the public release of in-
surance documents reviewed by the state. Anthem, Cigna, and 
the Connecticut Association of Health Plans spent more than 
$213,000 lobbying for the secrecy measure, which passed near 
midnight in the final moments of the 2016 legislative session 
(Sirota, “Cigna-Anthem Deal: Connecticut Gov. Malloy Signs 
Secrecy Bill,” International Business Times, 6/13/16).

  

•  Aetna’s proposed takeover of Humana has run into opposi-
tion in Missouri, where the state’s Department of Insurance 
prohibited the merged firm from competing in the individual, 
small group, and Medicare Advantage group markets. In addi-
tion, the insurer was barred from selling individual Medicaid 
Advantage plans in 65 of Missouri’s 115 counties. A merged 
Aetna-Humana would control more than 70 percent of the 
Medicare Advantage market in 33 counties, according to state 
regulators (Demko, “Missouri’s rebuke of Aetna-Humana deal 
could have nationwide reverberations,” Politico Pro, 5/25/16).

VETERANS ADMINISTRATION

•  Veterans’ groups supported by the Koch brothers have been criti-
cal of the VA health system for not reducing wait times more quick-
ly, and are pushing privatization. According to online wait times 
data, in October 2014 there were 355,396 veterans who waited more 
than 30 days for an appointment, 6 percent of the total number of 
veterans who sought care. In May 2016 there were 494,690 veterans 
waiting more than 30 days, 7.4 percent of the total. However, dur-
ing that period the number of visits scheduled by the VA increased 
by nearly 800,000 per month, to 6.7 million. Despite this surge in 
patient demand, average wait times for primary care visits (6.8 days) 
and mental health care (4.3 days) remained stable. The average wait 
for specialty care rose slightly to 9.9 days, but there is no evidence 
that wait times are any lower in the private sector (“Pending ap-
pointments as of July 1, 2016,” United States Department of Veter-
ans Affairs).

CORPORATE MONEY AND CARE

•  In the first half of 2016, the health care sector spent $266 mil-
lion on lobbying, more than any other sector of the economy. The 
next four top spenders were business ($253 million), financial ser-
vices ($240 million), communications ($187 million) and energy 
($154 million) (“Lobbying by sector,” Center for Responsive Politics 
(opensecrets.org), accessed 7/28/16).

•  Indianapolis-based Anthem, which owns for-profit Blue Cross 
and Blue Shield plans in Colorado and 14 other states, gave $1 
million to defeat ColoradoCare, a ballot initiative for universal 
(although not single-payer) coverage. Other major contribu-
tors to the $3.2 million opposition fund include two insurance 
companies, UnitedHealth ($450,000) and KP Financial Services 
($500,000), as well as the lobbying group PhRMA ($100,000) 
and health system HealthOne ($100,000). Anthem’s donation is 
higher than the entire amount raised by the ColoradoCare Yes 
campaign as of July, $636,000 (“Colorado State Health Care Sys-
tem Initiative, Amendment 69,” Ballotpedia.org, accessed on 
7/29/16).

•  A dialysis firm is being sued for billing fraud. American Renal 
Associates, a chain of 200 for-profit dialysis facilities, persuaded 
Medicaid patients on dialysis in Florida and Ohio to sign up for 
UnitedHealthcare coverage because it reimbursed more for care, 
according to a suit brought by the giant insurer. Florida Medic-
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aid pays around $200 for each dialysis treatment, while American 
Renal Associates billed UnitedHealthcare up to $4,000 per treat-
ment for “out-of-network” care. The American Kidney Fund, a 
nonprofit “patient advocacy” group funded by dialysis companies, 
even paid the patients’ private premiums. UnitedHealthcare says 
it was overbilled by millions of dollars and patients were exposed 
to unnecessary medical costs in the form of co-pays (Abelson and 
Thomas, “UnitedHealthcare sues dialysis chain over billing,” New 
York Times, 7/1/16).

PHARMA

•  Pfizer will pay $784.6 million, including $371 million to state 
Medicaid programs, to settle allegations of Medicaid fraud by its 
subsidiary Wyeth, which it purchased in 2009. Wyeth allegedly 
bundled discounts on its proton pump inhibitor drugs, Protonix 
Oral and Protonix IV, to encourage hospitals to use Protonix Oral, 
without reporting those discounts to Medicaid (Schencker, “Pfizer 
finalizes $784 million settlement over Medicaid rebates,” Modern  
Healthcare, 4/27/16).

•  An Oxford, Miss., consultant to the pharmaceutical industry, 
Mick Kolassa of Medical Marketing Economics, is credited with 
the strategy of pricing drugs according to the “value” they provide 
society, rather than the cost to produce them, thereby justifying 
swift and dramatic price increases. Kolassa wrote in “The Strate-
gic Pricing of Pharmaceuticals” that “It is theoretically possible to 
set a price that is too high. We have yet to identify such a situa-
tion in the U.S. market” (Langreth, “The Blues Singer who created 
America’s hated drug pricing model,” Bloomberg, 5/3/16). 

•  Many patients skip doses of insulin to save money. Between 
2013 and 2016 the retail price of three popular forms of insulin, 
Sanofi’s Lantus, Novo Nordisk’s Novolog, and Eli Lilly’s Humulin 
R, increased by about 60 percent, to $381, $466, and $139 per 
month, respectively. In Europe, where governments negotiate 
prices with drug companies, insulin costs a small fraction of what 
it does in the U.S. There is no generic for insulin. Lilly’s biosimilar 
for Lantus (insulin glargine), Blasagar, was approved earlier this 
year but is only expected to cost about 15 percent less. Three giant 
pharmacy benefit managers – Express Scripts, CVS Health, and 
Optum Rx – negotiate drug prices for over half of Americans.    
Industry analysts estimate that “rebates” from drug manufactur-
ers, and other backroom deals, amount to as much as 50 percent 
of the list price of insulin (Lipska, “Break up the insulin racket,” 
New York Times, 2/20/16; goodrx.com/insulins accessed on 
8/2/16).

•  Californians will vote on a ballot initiative this November re-
quiring state agencies to pay the same low prices as the U.S. De-
partment of Veterans Affairs for prescription drugs. The Califor-
nia Drug Price Relief Initiative, Prop. 61, was put on the ballot 
by a citizen initiative drive supported by the AIDS Healthcare 
Foundation. The VA pays about 42 percent of the market price 
for drugs, while Medi-Cal currently pays about 51 percent. As 
of July 6, supporters had raised $9.5 million, primarily from the 
AIDS Healthcare Foundation and the California Nurses Associa-

tion, while opponents had raised $69.4 million, almost entirely 
from 10 giant pharmaceutical companies (“California Drug Price 
Relief Initiative, 2016,” Ballotpedia.org, accessed on 7/13/16).

In 2015, just as California began debating an aid-in-dying law, 
Valeant Pharmaceuticals acquired secobarbital, the drug most 
commonly used in physician-assisted death, and immediately 
doubled its price to $3,000 for a lethal dose of 100 capsules. In 
2009 a lethal dose of the drug cost less than $200. Secobarbital 
was originally developed in the 1930s and is simple to manu-
facture (Dembrosky, “Pharmaceutical companies hiked price 
on aid in dying drug,” KQED, 3/22/16).

INTERNATIONAL

•  Private insurance exists in Europe, but pays for only a small 
share of health expenditures. According to a new study, private 
“voluntary health insurance” accounts for less than 5 percent of 
total spending in 42 out of 53 nations in the European region. In 
the U.K., about 9 percent of the population has private insurance 
that supplements their coverage by the National Health Service, 
but it accounts for only 3.4 percent of total health spending. Ger-
mans earning over about $65,000 annually are allowed to opt-out 
of their public system. In Germany, about 11 percent of people 
have private coverage, mostly as a substitute for the public system, 
but it accounts for just 8.9 percent of total spending. In France, 
90 percent of the population has supplementary private insur-
ance (which is publicly subsidized for people with low incomes), 
mostly to cover co-pays, but private insurance only accounts for 
13.3 percent of total health spending. The former Soviet repub-
lic of Georgia has the highest share of total spending channeled 
through private insurance, 19.2 percent (Sagan and Thompson, 
“Voluntary health insurance in Europe: role and regulation,” Eu-
ropean Observatory on Health Systems and Policies, 2016).

•  The U.S. pressured the South American nation of Colombia not 
to issue a compulsory license to manufacture imatinib, a generic 
version of Novartis’ Gleevac cancer medicine. Everett Eissenstat, 
an aide to the U.S. Senate Finance Committee, and staff from the 
United States Trade Representative’s office warned Colombian of-
ficials that issuing a compulsory license (allowing a generic man-
ufacturer to make a brand name medicine without the consent of 
the patent holder) might jeopardize $450 million in U.S. funding 
for a peace effort as well as backing for a free-trade agreement. 
Novartis, a Swiss firm, also refused to negotiate a lower price, so 
Colombian regulators plan to make a “public interest declaration” 
and set one unilaterally (Jilani, “Leaks show Senate aide threat,” 
The Intercept, 5/14/16; Goodman and Johnson, “Colombia bat-
tles world’s biggest drugmaker over cancer drug,” AP, 5/18/16; 
Cobb and Acosta, “Colombia to set new price for Novartis cancer 
drug: minister,” Reuters, 6/9/16). 
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GALLUP POLL FINDS 58% OF AMERICANS  
SUPPORT SINGLE PAYER

A new Gallup poll finds that 58 percent of Americans favor re-
placing the ACA with a “federally funded healthcare program 
providing insurance for all Americans,” including 73 percent 
of Democrats and 41 percent of Republicans. The overall sup-
port for a federally funded health care program was higher 
than support for keeping the ACA in place (48 percent) or re-
pealing the ACA (51 percent). A federally funded program was 
also favored by a 2:1 ratio over keeping the ACA, 64 percent 
to 32 percent, when supporters of both were asked to choose.  
Strikingly, more than twice as many Republicans favored 
replacing the ACA with a federal health care program as 
keeping the ACA in place (16 percent). The poll found broad 
support for single payer among ACA supporters: 72 percent of 
Americans who approve of the ACA would also favor replac-
ing it with a federally funded program. But there is significant 
support for single payer among those who favor repealing 
the ACA too: 27 percent of Americans who favor repealing 
the ACA say they favor replacing it with a federally funded 
program. The “bottom line” according to Gallup: “Americans 
express considerable support for the idea of replacing the 
ACA with a federally run national healthcare system, which 
is similar to the proposal championed by presidential candi-
date Sanders” (Newport, “Majority in U.S. support idea of fed-
funded healthcare system,” Gallup, 5/16/16).

SELECTED PRESIDENTIAL CANDIDATES’ 
HEALTH PROPOSALS

•  Hillary Clinton (Democrat) supports “building on” the ACA 
and expanding access to care by doubling funding for community 
health centers to $40 billion over 10 years, funding 100 percent of 
the cost of expanding Medicaid for the first three years in non-
expansion states, and investing $500 million in Medicaid enroll-
ment outreach. She would also mitigate some of the ACA’s gaps 
by providing a $5,000 refundable tax credit to offset out-of-pocket 
costs exceeding 5 percent of household income, requiring insurers 
to cover three doctor visits a year before applying the deductible, 
fixing the “family glitch” so the uninsured can get subsidized ACA 
family coverage when their employer’s plan is too expensive, and 
using Medicare’s bargaining power to negotiate lower prices for 
some high-cost drugs. In sum, her policies would expand cover-
age, particularly to some of the 5 million uninsured, low-income 

people in states that haven’t expanded Medicaid coverage, and as-
sist some of the underinsured with out-of-pocket costs, but would 
fall far short of affordable, universal coverage. Two of her propos-
als, allowing people over 55 to buy into Medicare, and giving states 
permission to set up “public options” on their exchanges, might 
give some of the uninsured an additional choice but would not 
make health care more affordable or expand coverage.

•  Donald Trump (Republican) proposes to repeal the ACA and 
adopt “free market” approaches to health care, such as expand-
ing the use of health savings accounts, increasing “competition” 
by allowing the sale of insurance plans across state lines (some-
thing insurers can already do), and making health insurance tax-
deductible for individuals. He would also block-grant Medicaid, 
allowing states to charge premiums and put up other barriers 
to access, such as running mate Gov. Mike Pence did with the 
Medicaid expansion in Indiana. In sum, Trump’s policies would 
increase the number of uninsured by 20 million people and ex-
acerbate the health care crisis. In addition, Pence, senior Trump 
campaign staffer Sam Clovis, and House Republicans led by Paul 
Ryan, R-Wis., have all called for turning Medicare into a “pre-
mium support” or voucher program, paving the way for Trump 
to sign on after the election. Pence also favors banning abortion 
and defunding Planned Parenthood, measures that would se-
verely restrict access to safe reproductive health care for women, 
especially the poor.

•  Dr. Jill Stein (Green) supports single-payer national health in-
surance and negotiating drug prices with pharmaceutical com-
panies. Her proposal, similar to PNHP’s Physicians Proposal for 
Single-Payer Health Reform, would provide affordable, universal 
coverage and control health care costs.

•  Gary Johnson (Libertarian) favors repealing the ACA and Medi-
care Part D, along with block-granting Medicare and Medicare to 
the states while cutting their funding by 43 percent. His policies 
would raise the number of uninsured by 20 million and jeopardize 
access to care for Medicaid and Medicare recipients nationwide.

PNHP note: The above proposals were drawn from the candidates’ 
websites, public statements, and news accounts.

Physicians for a National Health Program (PNHP) is a nonpartisan 
educational and research organization. It neither supports nor oppos-
es any candidate for public office or any political party.
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may 12, 2016

Many months before Bernie Sanders entered the presiden-
tial race, we (along with Dr. Adam Gaffney, an energetic 
younger colleague, and Dr. Marcia Angell, the former editor 
of the New England Journal of Medicine) convened a non-
partisan group of 39 leading physicians to envision health 
care reforms that would fix the glaring problems that re-
main despite the Affordable Care Act (ACA).

After the Supreme Court removed the final roadblock to 
the law in 2015, President Obama declared that at last “in 
America, health care is not a privilege for a few, but a right 
for all.” Yet doctors on the ground knew that wasn’t entirely 
true. We continue to see patients who dangerously delay 
their care because of cost concerns or insurance obstacles.

At least 27 million Americans remain uninsured, and for 
tens of millions with insurance, sky-high copayments and 
deductibles (which average $5,300 in the bronze plans sold 
on the ACA exchanges) mean they’d be bankrupted by a se-
rious illness. Many more people have narrow network cov-
erage that won’t pay for care at top cancer centers or aca-
demic hospitals.

Meanwhile, giant insurers and hospital conglomerates with 
a single-minded focus on their bottom line increasingly 
dominate health care. And doctors and nurses contend with 
insurers’ growing demands for mind-numbing electronic 
documentation. These trends predated the ACA, but the law 
accelerated them. The ACA has also fueled medical merger-
mania and the health system’s administrative complexity 
and cost.

The alternative we and our colleagues developed (which 
has now been endorsed by 2,227 other physician colleagues) 
appears in the current issue of the American Journal of Pub-
lic Health. It calls for radical change: a single-payer national 
health program, essentially an expanded and improved ver-
sion of Medicare for all, much along the lines that Bernie 
Sanders has advocated.

The single-payer plan we propose would cover everyone for all 
medically necessary care – including dental care, prescription 
drugs and long-term care – without copayments or deductibles. 
In contrast to private insurers’ narrow networks that restrict pa-
tients’ choice of doctors and hospitals, the single payer would 
cover care from any doctor or hospital.

Our nation can readily afford such expanded and improved 
coverage if we replace the current wasteful patchwork of insur-
ers with a streamlined single-payer system. At present, private 
insurers’ take 12.3 percent of total premiums for their overhead; 
only 88 cents of every premium dollar ever reaches a doctor, 
hospital or pharmacy. And insurers inflict massive paperwork 
on doctors and hospitals, which spend about one-quarter of 

their revenues on billing and administration.
In contrast, insurance overhead is only 1.8 percent in Can-

ada’s single-payer system, about the same overhead as in our 
Medicare program. And Canadian hospitals have adminis-
trative costs less than half those of their U.S. counterparts. 
That’s because Canadian hospitals are paid annual global 
budgets, like U.S. fire departments, instead of billing sepa-
rately for each Band-Aid and aspirin tablet. Billing is also 
simple and inexpensive for Canadian physicians.

Overall, a single payer would save about $500 billion an-
nually by trimming administrative spending to Canadian 
levels. Moreover, as in other nations, the single payer could 
use its purchasing power to lower drug prices, saving tens 
of billions more each year. These savings could fully cover 
the new costs of the coverage expansions we propose, a con-
clusion in keeping with past estimates by the Government 
Accountability Office, the Congressional Budget Office, and 
private consulting groups (including one that’s owned by an 
insurance company).

Contrary claims, including those contained in a report 
published by the Urban Institute this week, are fraught with 
flawed assumptions and grossly underestimate the savings a 
single-payer system would assure.

We and our colleagues recognize that, despite widespread pub-
lic support for Medicare for all, passage of our proposal is un-
likely absent sweeping changes in the makeup of Congress. But 
the same can be said about any salutary health reform; Congress 
has resisted even modest tweaks to the ACA.

Yet as physicians we feel obliged to offer our best advice. Our 
health care crisis can be solved. We have the resources needed to 
provide excellent care for all Americans; an abundance of hos-
pitals and sophisticated equipment; superbly trained doctors 
and nurses; prodigious research output; and generous health 
care funding. Yet only thoroughgoing single-payer reform can 
realize the healing potential that is currently thwarted by our 
dysfunctional health care financing system.

The authors are internists who teach at the City University 
of New York at Hunter College and Harvard Medical School. 
They co-founded Physicians for a National Health Program, a 
nonpartisan organization that advocates single-payer reform.

Doctors’ single-payer prescription for health care reform
By Steffie Woolhandler, M.D., M.P.H. & David U. Himmelstein, M.D.

Our nation can readily afford such expanded  
and improved coverage if we replace the  
current wasteful patchwork of insurers with  
a streamlined single-payer system. 
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Why, in the age of the Affordable Care Act, would a large, re-
spected group of physicians develop A Physicians’ Proposal for 
Single-Payer Health Care Reform? On Thursday, this document 
was released by a panel at the National Press Club and published 
online in the American Journal of Public Health.

Are you or someone you know forgoing medical care for fi-
nancial reasons, having trouble with medical bills, being forced 
to change providers due to network problems, or reeling from 
arbitrary increases in premiums or deductibles? If so, you know 
the ACA has drawbacks.

While the ACA has increased access to health 
care, it falls short in achieving the goals of mak-
ing care available and affordable to all and con-
trolling costs.

Although millions have gained insurance, the 
Congressional Budget Office estimates 28 mil-
lion Americans will remain uninsured in 10 
years when the law is fully operational.

Additionally, underinsurance is an increasing, 
often overlooked problem. The underinsured 
are those who, despite coverage, are not able to 
afford their deductibles or out-of-pocket costs. 
According to the Commonwealth Fund, this in-
cluded 21 percent of adults below Medicare age 
in 2014. More than one-third of Americans did not get needed 
care due to financial barriers, and more than one-third have 
trouble paying a medical bill.

Free clinics, which expected declining numbers after the ACA, 
are seeing an influx of insured patients who cannot afford co-
pays or deductibles. 

Though health care inflation was relatively low for a few years, 
it is now rising. Currently at about 18 percent of gross domestic 

product (about twice that of most other developed countries), 
health care is projected to reach almost 20 percent by 2024.

Administrative costs consume an inordinate amount of our 
health care budget. Bureaucracy plagues providers and patients. 
If the forms now contained in the electronic record were hard 
copies, physicians would be crushed under their weight.

Surely we can agree that Americans are entitled to better care. 
The Physicians Proposal outlines a better course.

A single-payer health care system, sometimes referred to as 

Expanded and Improved Medicare for All, would provide com-
prehensive health care with no deductibles or co-pays. Financ-
ing would be federal, much like current Medicare, and paid for 
largely through progressive taxes. Even those who consider rais-
ing taxes anathema would likely be pleasantly surprised to find 
these taxes are more than offset by reductions in premiums, co-
pays and other medical expenses.

Expanded (covering more people) and Improved (more com-
prehensive) services would be made possible by savings in 

many areas. Administrative costs would plum-
met by eliminating private insurance companies, 
the expensive middle men that siphon off dollars 
that could otherwise be spent on actual health 
care. Cutting administrative costs to the level of 
Canada would save about $500 billion annually.

The National Health Plan would negotiate 
pharmaceutical prices, as do other countries, 
yielding further and extensive savings. For-
profit hospitals and clinics, documented to be 
of poorer quality and more expensive, would be 
prohibited.

Single-payer health care is a financing mecha-
nism. Current private hospitals and practices 
would continue to deliver health care, much as 

they do now, except that they would submit bills to a single en-
tity. With a unified system, there would be no more separate 
networks. The opportunity to choose providers and relief from 
financial barriers would strengthen the currently endangered 
physician-patient relationship.

Critics insist widespread opposition is an obstacle. In fact, 
polls show rising support. In 2008, a national survey showed 
that 59 percent of physicians supported a national health in-
surance plan, and in December 2015, a Kaiser poll indicated 
that 58 percent of Americans support Medicare for All. As both 
physicians and patients feel more beleaguered by our current 
system, expect those numbers to rise.

Can we afford it? Yes. And, given current trends, we cannot 
afford to delay its implementation.

If you are or know an individual suffering from lack of access, 
oppressive medical bills, unbearable bureaucracy, or fear of 
your own rising medical costs or the collective burden on the 
U.S. economy, you, too, should support a single-payer health 
care system.

Dr. Jessica Schorr Saxe is chair of Health Care Justice-NC,  
a chapter of Physicians for a National Health Program. Email:  
HCJusticeNC@gmail.com. The Physicians Proposal is available 
at: pnhp.org/nhi.

Obamacare is flawed, but there is a solution
By Jessica Schorr Saxe, M.D.

may 5, 2016

Dr. Jessica Schorr Saxe

The Congressional Budget Office estimates 
28 million Americans will remain uninsured 
in 10 years when the Affordable Care Act is 
fully operational.
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Presidential hopefuls have their own ideas on what to do with 
the Affordable Care Act (ACA), President Obama’s signature 
legislation, when they move into the White House.

Sen. Bernie Sanders thinks it should be replaced with a single-
payer health plan of the kind Europe and Canada have. This 
federally administered universal health care program would 
eliminate copays and deductibles. There’s cur-
rently a move afoot in Colorado to have such 
a plan. Secretary Hillary Clinton would like to 
keep the ACA, with a few fixes.

Donald Trump says he will uproot the ACA, 
get Congress to allow the sale of health insurance 
across state lines and allow individuals to take tax 
deductions for insurance premium payments. But 
that would not help low-income Americans be-
cause they do not pay much in income taxes.

This week, the American Journal of Public Health carried a 
proposal by a working group of more than 2,000 physicians na-
tionwide titled: Moving Forward from the Affordable Care Act 
to a Single-Payer system. The physicans warn that the risks of 
continuing the ACA will leave millions uninsured indefinitely.

NAM health editor Viji Sundaram interviewed Dr. Adam 
Gaffney, a co-chair of the working group.

Your proposal calls for a single-payer health care plan for the 
United States. Obamacare has helped 16.9 million people become 
newly insured. Would it not be less disruptive to expand the provi-
sions in the ACA instead of repealing the law and replacing it?

The U.S. health system is highly disruptive as things stand now. 
You’re liable to lose your insurance at any time – for instance, if you 
change your job or get divorced. Similarly, those purchasing plans 
on the “marketplaces” may find that they can keep down premium 
increases by changing plans on an annual basis. Every time your 
insurance plan changes, you may need to change all of your doctors 
and hospitals in order to stay “in network.” This is enormously dis-
ruptive to people’s health care. In contrast, in a single-payer system, 
everyone has free choice of doctors and hospitals. 

Your proposal promises health coverage for all. Does this 
include undocumented U.S. residents?

Yes, it would. The single-payer national health program we en-
vision would include everyone regardless of country of origin, 
including undocumented residents. If we believe that health 
care is truly a human right, then this is the right thing to do. At 
the same time, it is also financially achievable. Immigrants, on 
average, have lower health care spending as compared to those 
born in the United States. One study demonstrated that immi-
grants actually pay more into Medicare than what they use in 

terms of health care. Everyone would be included in the nation-
al health program we envision.

Why do you think there would be no additional government 
spending if the United States has a single-payer health care 
plan? Countries such as Canada and the England run their 
national health program on the backs of taxpayers. Will that 

happen in the United States as well? Can it be 
done without raising taxes?

There would be additional government spending 
with a single-payer plan, but this would be offset 
by the elimination of spending by individuals and 
employers on premiums, co-payments, and de-
ductibles. We can expand coverage to everyone in 
the country and eliminate co-payments and de-
ductibles, and at the same time keep overall current 
health care spending roughly unchanged.

Some providers criticize single-payer plan as one that will 
force them to contract with the one payer available. Current-
ly, providers have some choice of insurers. They can even opt 
out of Medicare and Medicaid. 

There are many benefits for practices to have to contract with 
only one payer: it’s much simpler and is less costly from an ad-
ministrative perspective.

How would you respond to the criticism of the single payer 
program as having the capacity to get doctors to sign in with 
fairly attractive reimbursement rates, but once in, those rates 
can come down, leaving providers helpless? 

Because the vast majority of the nation’s doctors would partici-
pate in the national health program, there would be a powerful 
lobby fighting to ensure that reimbursements remain fair.

In countries that have a single-payer health care system, there 
seems to be a long waiting period before a patient can see a 
doctor. How can we keep that from happening in this country?

The problem of waiting times for care in other nations is often 
exaggerated. Moreover, where there are excessive waiting times 
for elective procedures, it is often due to underinvestment. We 
spend much more than other countries on health care, and have 
the resources to ensure that waiting times for elective proce-
dures are reasonable. It’s also worth noting that we have waiting 
times in the United States also, though they are not as visible. 
Indeed, if you have the wrong insurance plan [currently], the 
waiting time for some providers may, so to speak, be infinite.

The UK allows people to be in both the national health plan 
as well as subscribe to a private insurance plan, which they 
can fall back on for expedited care. But your plan calls for an 

may 7, 2016

(continued on next page)

Doctors agree with Sanders on universal health care:  
Dr. Adam Gaffney on the Physicians’ Proposal for Single-Payer Reform
By Viji Sundaram

Dr. Adam Gaffney
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end to commercial insurance.
First, if providers must bill and contend with multiple different 

insurance plans, we lose the efficiency savings that come with a 
single universal system. Second, if we give the rich preferential 
access to superior and expedited care while relegating everyone 
else to an inferior tier, we make a mockery of the idea of an 
equal right to health care. Third, the best way to ensure that the 
quality of health care is superb is having everybody – whether 
rich or poor – in the same system together.

Medicaid and Medicare depend on the cost shift from pri-
vate payers. Some providers say the only way doctors are 
willing to get into the Medicare network is because they get 
higher payment from commercial insurers.

Doctors would continue to do well under a Medicare-for-All 
system. The transition to a single-payer system would eliminate 
the need to bill and contend with a multiplicity of payers, pro-
ducing substantial savings for practices (and hospitals). 

How much could the United States save by switching to a 
single-payer health plan? What does it currently spend?

It is estimated that upwards of $400 billion a year could be 
saved from reduced spending on administration and billing 
that would occur through the transition to a single-payer plan. 
Additional money could be saved when the national health pro-
gram enters into direct negotiations with pharmaceutical com-
panies over drug prices. These savings could then be used to 
cover everybody in the country, while at the same time elimi-
nating copayments and deductibles. Overall health care spend-
ing, at the end of the day, would be approximately the same as 
it is now, but nobody would ever again have to worry about los-
ing insurance, about paying a big deductible if they got sick, or 
about not having access to the doctor or hospital of their choice. 

Dr. Adam Gaffney, M.D. is in the Pulmonary and Critical Care 
Fellowship Program at Massachusetts General Hospital.

There are a lot of ways to get health insurance – but not ev-
eryone does. 

Right now, there are multiple payers, including private com-
panies and the federal government. But a new proposal from 
the Physicians for a National Health Program advocacy group 
suggests there should be only one. 

Proponents in Louisville rallied Tuesday near the University 
of Louisville School of Medicine to discuss the proposal, which 
calls for all health insurance to be administered by the federal 
government – the “single-payer” – as Medicare is now. 

So far, the proposal so far has signatures from more than 2,200 
physicians and 149 students across the country. 

Under the proposal, everyone would get a National Health 
Program (NHP) card, which they could use to get care at any 
doctor’s office or hospital, with no bills or co-pays for covered 
services. (Democratic presidential candidate Bernie Sanders 
also has supported a similar payer plan.) 

PNHP also says a single-payer system would reduce overhead 
for health care providers, who now have to employ additional 
staff and spend more time filling out paper work and tracking 
down insurance information from multiple sources. 

Because the providers would spend less to provide care, they 
could charge less, which would make it more affordable for the 
federal government to provide coverage, according to PNHP. 

PNHP says that if the U.S. had the same level of per capita 
health care spending as Canada, which uses a similar system, 
it would free up about $500 billion per year toward the cost of 

providing that care. 
But, of course, if the government is the single payer, there’s 

the question of what happens to private insurers such as Lou-
isville’s Humana Inc. 

That’s still not clear, but Dr. Barbara Casper, professor at the U 
of L School of Medicine and a supporter of the PNHP proposal, 
said there are a few possibilities. One is that they go away en-
tirely, and their employees could be retrained for new jobs or 
go to work for the government. 

Another possibility is that they continue to exist, but offer op-
tional, additional coverage for those who choose to buy it. 

The idea behind the plan is to give everyone access to the 
same basic health care coverage, Casper said. 

Casper, who has practiced medicine for 34 years, said more peo-
ple have coverage since the Affordable Care Act was passed. “But 
I’ve still admitted three patients today who had no insurance.” 

A national health plan also would lessen the burden on em-
ployers, some of which are opting to pay the $2,000 penalty for 
not providing coverage to their workforces because that costs 
less. 

“Businesses don’t provide car insurance,” said Dr. Syed Quadri, 
a private practice internist from Elizabethtown and supporter 
of PNHP. “Why should they provide health insurance? When 
businesses are free from this task, they can focus on business.” 

Baylee Pulliam covers these beats: health care, health insurance, 
media/marketing and technology. 

Why some doctors want the government to handle all health insurance 
By Baylee Pulliam

may 10, 2016

(Gaffney interview, continued from previous page)



 14 \  FALL 2016 NEWSLETTER  \  WWW.PNHP.ORG

In a dramatic show of physician support for deep health care re-
form in the U.S., more than 2,200 physician leaders have signed a 
“Physician’s Proposal” calling for sweeping change. 

The proposal, published May 5, 2016, in the American Journal of 
Public Health, calls for the creation of a publicly financed, single-
payer, national health program to cover all Americans for all medi-
cally necessary care. 

If that sounds familiar, it should. These American doctors are call-
ing for Canadian-style medicare. They want a deci-
sive break from the expensive and inefficient private 
insurance industry at the heart of the U.S. health care 
system. 

How ironic that at the same time U.S. physicians 
are calling for a single-payer health system like ours, 
Canada is in the midst of a legal battle threatening 
to pave the way for a multi-payer system resembling 
what has failed Americans. 

What’s at stake? A trial about to begin in British 
Columbia threatens to make the Canada Health Act 
unenforceable. 

The Canada Health Act is federal legislation that 
guides our health care system. It strongly discourages 
private payment for medically necessary hospital and physician 
services covered under our publicly funded medicare plans. This 
includes out-of-pocket payments in the form of extra billing or 
other user charges. Legislation in most provinces further prohib-
its private insurance that duplicates what is already covered under 
provincial plans. 

If patients are billed for medically necessary hospital and phy-
sician care, the federal government is mandated to withhold an 
equivalent amount from federal cash transfers to provinces or ter-
ritories violating the Act. 

At least that’s what supposed to happen. 
Unfortunately, the last decade saw a proliferation of extra bill-

ing in several provinces, and few instances of government clawing 
back fiscal transfers. Perhaps, things will change. Health Minister 
Jane Philpott recently said the government will “absolutely uphold 
the Canada Health Act.” 

In B.C.’s upcoming trial, the plaintiffs – including two for-profit 
investor-owned facilities, Cambie Surgery Centre and the Special-
ist Referral Clinic – are attempting to have the court strike down 
limits on private payment. They support the creation of a constitu-
tionally protected right for physicians to bill patients, either out-of-
pocket or through private insurance, for medically necessary care, 
while also billing the public plan. 

In other words, the plaintiffs want to undo our elegantly simple single-
payer system for hospital and physician care, creating instead a multi-
payer system like the U.S. If their constitutional challenge is successful, 

the door will swing wide open in BC – and across Canada – for insurers 
to sell what will amount to “private queue jumping insurance” for those 
who can afford it, potentially harming the rest of us who can’t. 

The outcome of this trial could be that those who can pay for care 
would jump the queue, drawing doctors and other resources out 
of the public system. Those who can’t pay would likely wait longer. 
Rather than a solution for wait times, private payment in the Cana-
dian context would make them worse. 

Global evidence shows that private insurance 
does not reduce public system wait times. The 
Achilles heel of health care in several European 
countries, such as Sweden, has been long waiting 
times for diagnosis and treatment in several areas, 
despite some private insurance. After Australia 
introduced private insurance to save the govern-
ment money, those with private insurance have 
faster access to elective surgery than those without. 
Divisions in equitable access to care is one of the 
biggest challenges now facing countries that have 
adopted multi-payer systems. 

Multi-payer systems are administratively complex 
and expensive, explaining why the U.S. health insur-

ance industry spends about 18 per cent of its health care dollars on 
billing and insurance-related administration for its many private 
plans, compared to just 2 per cent in Canada for our streamlined 
single-payer insurance plans. Hospital administrative costs are 
lowest in Canada and Scotland – both single-payer systems – and 
highest in the U.S., the Netherlands, and the U.K. – all multi-payer 
systems. 

For all of its warts in how we deliver health care in Canada, the way in 
which we pay for care – a single public payer in each province or territory 
– avoids the high administrative costs of multi-payer systems. 

Abundant evidence shows private insurance is at the root of what ails 
the U.S. system. Dr. Marcia Angell, co-author of the Physicians’ Proposal, 
Harvard Medical School faculty and former editor-in-chief of the New 
England Journal of Medicine, sums it up: “We can no longer afford to 
waste the vast resources we do on the administrative costs, executive 
salaries, and profiteering of the private insurance system.” 

A Canadian-style single-payer financing system would save the 
U.S. about $500 billion annually. 

Meanwhile, in Canada, abandoning our single-payer health care 
system for a U.S.-style multi-payer system would be the worst pos-
sible outcome for Canadians. Let’s hope the evidence convinces the 
judge. The trial begins in September. 

Karen Palmer is an advisor with EvidenceNetwork.ca, a health policy 
analyst, and adjunct professor in the Faculty of Health Sciences at 
Simon Fraser University. 

Why American doctors are calling for Canadian-style medicare
By Karen Palmer

may 15, 2016

Karen Palmer
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Medical student prescribes remedy our sick system needs 
By Emily Kirchner 

I am a fourth-year medical student. I’ve dreamed about be-
ing a physician since I was in sixth grade. For a long time, my 
deepest hopes were to get into college, be accepted by a medi-
cal school, and maintain the grades and test scores needed to 
keep me there. My clinical rotations have taken me to hospitals 
across the state of Pennsylvania – from Pittsburgh’s North Side 
to North Philadelphia with stops in rural and suburban com-
munities in between. Now I’m less than a year away from ob-
taining my medical degree.

Despite many hours of study and months on the hospital wards, I 
don’t feel any closer to practicing the kind of medicine I’ve always 
dreamed about than when I watched my first episode of “ER.”

That’s because I now understand that I won’t be able to take 
care of patients the way they – or I – would like.

How so? Although we’re living in a time and place where we have 
more ways than ever before to treat illness, our health care system 
is broken. It’s clear to me that the current system is set up to make 
profits for corporate shareholders, not to keep people healthy.

Right now, we are paying exorbitantly – the highest per capita 
expenditure in the world – for a health care system that leaves 
too many people out. Even after the Affordable Care Act is fully 
implemented, 28 million people will still be uninsured in 2026, 
according to the Congressional Budget Office.

Further, the specter of under-insurance, where insured indi-
viduals’ out-of-pocket medical costs are more than 10 percent 
of their income, is rising. Premiums, deductibles and co-pays 
are going up, deterring people from seeking needed care and 
exposing them to the danger of medical bankruptcy.

This very expensive system is also ineffective. I met a patient 
who first lost her energy, then her appetite, then her hair, and 
then her insurance in the middle of cancer treatment. She finally 
lost her oncologist because the latter did not accept Medicaid.

I’ve met parents who guiltily admit they can’t afford their 
own medicine and use their children’s inhalers when they can’t 
breathe. I’m trained to ask if patients are taking their medicines 
and then to follow up: “Do you ever have trouble affording your 
medications?”

I’ve watched the extent of insurance coverage determine treat-
ment decisions for patients injured in car accidents. Or whether 
a patient with mental health problems gets treated at all.

So today I’m pouring my energy into a new dream: to practice 
medicine in a health care system where everyone gets covered 
for all medically necessary care. I want to help bring about a 
single-payer, national health insurance program.

This is not pie in the sky. Last month, 
the nonprofit Physicians for a Nation-
al Health Program released “Beyond 
the Affordable Care Act: A Physicians’ 
Proposal for Single-Payer Health Care 
Reform” in the pages of the American 
Journal of Public Health. The pro-
posal is endorsed by more than 2,200 
physicians in all specialties.

Under the proposal, everyone will 
be covered by a publicly financed, 
nonprofit national health program, 
or NHP, for both outpatient and in-
patient care, as well as rehabilitation, 
mental health services, long-term 
care, dental care, and prescriptions.

And it’s affordable. By replacing our redundant, complex pri-
vate insurance bureaucracy with a single, nonprofit, streamlined 
program, we’ll reap savings of roughly $500 billion a year. That’s 
enough to improve and expand coverage to all – i.e. to eliminate 
the problems of uninsurance and under-insurance, and elimi-
nate all co-pays and deductibles – without any increase in total 
health care spending.

The new system will be able to rein in costs. Much like we cur-
rently fund fire departments, the NHP will pay global, lump-
sum budgets to hospitals, clinics, and nursing homes, rather 
than charging for each aspirin tablet.

Physicians will be paid based on a fee-for-service schedule 
covering all patients or by salary. The NHP, as a single buyer, 
will negotiate prices with drug companies, just like other coun-
tries already do, reaping additional savings.

We can finance this program by combining all current sources 
of government health spending, which already accounts for 
64.3 percent of the country’s health bill, with modest new taxes 
based on ability to pay. Ninety-five percent of all households 
would save money, according to one study.

This is not a government takeover; this is the people reclaim-
ing control over their own health care. This is the only way to 
keep everyone healthy, and to do it efficiently.

This is the plan I want for my patients, for my family, for my-
self. Based on recent polls showing solid majority support for 
“Medicare for All,” I’m obviously not alone. We should imple-
ment this remedy without delay.

Emily Kirchner is a medical student at Lewis Katz School of Medi-
cine at Temple University. She is a student member of the Board of 
Directors of Physicians for a National Health Program, and is also 
active in Students for a National Health Program.

Emily Kirchner

This is the only way to keep everyone 
healthy, and to do it efficiently.
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Bernie Sanders easily wins the policy debate
By Jeffrey D. Sachs

Mainstream U.S. economists have criticized Democratic presi-
dential candidate Bernie Sanders’s proposals as unworkable, but 
these economists betray the status quo bias of their economic 
models and professional experience. It’s been decades since the 
United States had a progressive economic strategy, and main-
stream economists have forgotten what one can deliver. In fact, 
Sanders’s recipes are supported by overwhelming evidence –
notably from countries that already follow the 
policies he advocates. On health care, growth 
and income inequality, Sanders wins the policy 
debate hands down.

On health care, Sanders’s proposal for a single-
payer system has been roundly attacked as too 
expensive. His campaign (for which I briefly 
served as a foreign policy adviser) is told that 
his plan will raise taxes and burst the budget. 
But this attack misses the whole point of his 
health proposals. While health spending by the 
government would go up in the Sanders health 
plan, private insurance payments would disap-
pear, generating huge net savings for the Amer-
ican people. 

Countries such as Canada, Germany, Sweden and Britain all 
follow something like a single-payer approach and pay much 
less for health care than the United States does. While the Unit-
ed States spent 16.4 percent of gross domestic product on health 
care in 2013, Canada paid only 10.2 percent; Germany, 11 per-
cent; Sweden, 11 percent; and Britain, 8.5 percent. U.S. over-
spending is about 5 percent of GDP, or nearly $1 trillion as of 
2016, mainly because of the excessive market power of private 
health insurers and big drug companies. An authoritative study 
by the U.S. Institute of Medicine confirms this extent of excess 
costs, finding losses of about 5 percent of GDP in 2009. Critics 
of Sanders’s health plan have failed to recognize or acknowledge 
the huge savings and cost reductions that would accompany a 
single-payer system. 

On economic growth, Sanders also easily wins the debate. 
While President Obama opted for a short-term stimulus that 
peaked after two years and disappeared by the end of his first 
term, and Hillary Clinton has proposed a modest infrastructure 
program over five years, Sanders calls for a much bolder pub-
lic investment program directed at the skills of young people 
(through free college tuition) and at modernizing and upgrad-
ing America’s infrastructure, with a focus on renewable energy, 
high-speed rail, safe drinking water and urban public transport. 
Sanders’s growth strategy would get back to fundamentals: a 
long-overdue increase in productive investments to underpin 
good jobs and rising worker productivity.

Sanders’s mainstream critics are mostly Keynesians. Their fo-
cus is on total spending, whether it’s consumption or invest-
ment. Sanders, instead, focuses on investment because long-
term growth depends on more rapid capital accumulation 
(including in skills and technology). America’s slow growth is 
no mystery. The U.S. net investment rate has declined to about 5 
percent of GDP, down from about 10 percent of GDP during the 

1960s and 1970s. Sanders’s plan would restore a 
high-investment economy and, with it, a higher 
growth rate.

On income distribution, Sanders accurately 
argues that U.S. income inequality is unique-
ly high among the rich countries. Only the 
United States has deep poverty alongside soar-
ing wealth. Only the United States tolerates a 
hedge-fund industry in which poorly perform-
ing money managers (not to mention quite a 
few crooks) take home billions of dollars in pay, 
backed by unconscionable tax breaks pushed 
by Democratic and Republican senators who 
live off of the largesse of Wall Street.
Consider the most basic measure of income 

inequality, the Gini coefficient. This measures the inequality 
of income among households, with zero signifying complete 
equality and 1 complete inequality. For high-income countries, 
a Gini coefficient below 0.3 reflects a low degree of income in-
equality; between 0.3 and 0.4, a moderate degree; and at 0.4 or 
above, a high degree. According to the most recent data from 
the Organization for Economic Cooperation and Development, 
the U.S. Gini coefficient stood at 0.40, with Canada at 0.32; Ger-
many, 0.29; Sweden, 0.27; and Britain, 0.35. 

What accounts for this striking difference? Most important, 
U.S. inequality has soared in the past 35 years, since the start of 
the Reagan era. The U.S. Gini coefficient stood at 0.31 in 1980. 
All countries have faced market pressures pushing toward more 
inequality – especially increased trade with low-wage countries 
such as China and automation that has claimed the jobs and 
wages of workers with only high school educations. Yet only in 
the United States have these pressures turned into massive in-
equality of income.

The reasons are clear. The United States unleashed the power of 
CEOs to enrich themselves with mega-salaries, weakened trade 
unions and gave massive tax breaks to the super-rich. Sand-
ers’s policies would go after all of these unconscionable moves, 
bringing the United States back into line with the rest of the 
high-income world. He would, in short, end the age of impu-
nity in which the rich and the powerful get their way, while the 

Jeffrey D. Sachs

(continued on next page)
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LEXINGTON, Ky. – Over 5,000 miners rallied here last Tuesday 
to protest health benefit cuts threatened to happen before the end 
of the year. Responding to the call of their union, United Mine 
Workers of America (UMWA), miners came from seven states 
to gather at the convention center. Some arrived with walkers, 
canes, wheel chairs, and oxygen tanks, giving tangible evidence of 
the toll on human health inflicted by the mining industry. 

The UMWA reports that 22,000 retired union miners, widows 
or dependents would lose health care benefits at the end of the 
year if federal legislation they are back-
ing isn’t enacted this year. Retirement 
benefits are also at risk.

UMWA President Cecil Roberts told 
those assembled that union miners 
had spent their lives working in dan-
gerous places to provide America’s 
electricity and steel and make it the 
most prosperous nation on earth.

“We have stood up for America, and 
it’s time America stood up for us!” said 
Roberts. “America owes us, and we 
will collect on that debt!”

Union miners said the promise of good health care and pen-
sions dates to 1946, when the federal government promised 
benefits in resolving a labor dispute.

Roberts calls for march on Washington with civil disobedience

Roberts announced at the rally that union members will march 
on Washington, D.C., later this year and risk being arrested if 
that’s what it takes. He told miners to go home and find at least 
five others that would be willing to rally at the nation’s capital.

The UMWA is calling for passage of legislation in Congress, 
Senate Bill 1714 and House Resolution 2403, which would re-

direct existing appropriations to ensure health care benefits for 
retirees whose companies have gone bankrupt in the last four 
years, as well as prevent the UMWA pension fund from collaps-
ing. The Lexington Herald-Leader endorsed the proposed bills.

Solidarity action

Contact your two senators and ask them to support S 1714 and your 
representative and ask him/her to support HR 2403. Call the U.S. 

Capitol Switchboard (202) 224-3121 and 
ask for your lawmakers.

This coal miners’ crisis is further testi-
mony that collective bargaining power 
alone is insufficient to resolve the health 
care problem for unions and workers. 
Workers and the nation must have a 
legislative solution. If we are to protect 
and improve health care for workers, 
the labor movement must lead the bat-
tle for national single payer health care. 

Endorse HR 676

HR 676, a national single payer bill, would improve Medicare 
and expand it to everyone. It includes all medically necessary care 
including dental and drugs with no co-pays and no deductibles. It 
was introduced by Congressman John Conyers (D-MI) and has 62 
co-sponsors. If your union has not yet endorsed this bill, please do 
so! The sample resolution is here: 

unionsforsinglepayer.org/tools/sample_resolution.
Build the movement to make it happen!

Issued by: All Unions Committee for Single Payer Health Care
Email: nursenpo@aol.com Website: unionsforsinglepayer.org

rest suffer. Sanders’s policies include higher taxes on the rich, 
strengthening unions, raising the minimum wage, supporting 
families, providing free tuition at public universities and crack-
ing down on financial crimes.

There is nothing magical or utopian about Sanders’s recom-
mendations. He is advocating policies of decency long ago ad-
opted by other prosperous high-income countries. Our own 
neighbor, Canada, is a case in point. Canada has lower-cost 
health care, a life expectancy two years higher than in the Unit-
ed States, much lower college tuition, far lower poverty rates 
and, not surprisingly, more happiness (ranking sixth in the 
world in life satisfaction, behind Scandinavia and well ahead of 
the United States, which is 12th). 

Single Payer News
Thousands rally as 22,000 miners face cutoff of health benefits

june 20, 2016

Mainstream economists long ago lost the melody line. Their 
models are oriented to the status quo and underemphasize the 
benefits of public investment. They take America’s bloated health 
care costs as a given, not as the result of the influence of the U.S. 
private health lobby. They treat low growth as natural (“secular 
stagnation”) rather than as the result of chronic underinvestment. 
They have come to accept cruelly rising income inequality and 
rampant impunity for financial crimes. Sanders knows better, 
based on worldwide experience, an abiding sense of decency and 
a strong and accurate vision for a brighter economic future.

Jeffrey D. Sachs is director of the Earth Institute and a professor at 
Columbia University.

(Sanders wins policy debate, continued from previous page)

Miners protest pending health care cuts in  
Lexington, Ky., June 15. Photo: UWMA/Phil Smith
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Testimony in support of single-payer national health insurance  
before the Democratic Platform Drafting Committee
By Steffie Woolhandler, M.D., M.P.H.

june 17, 2016 

I am a primary care doctor and professor of medicine and 
health policy. In 1986, I co-founded the nonpartisan organiza-
tion Physicians for a National Health Program, whose 20,000 
members advocate for single-payer reform.

Our proposals for single-payer reform have appeared in the 
New England Journal of Medicine, The Journal of the Ameri-
can Medical Association, and most recently in the American 
Journal of Public Health. That proposal and references for my 
statements appear in my written testimony. 

1. The ACA has not solved the health care crisis. About 30 mil-
lion Americans are uninsured today. And 25 million would remain 
uninsured even if all states were to accept the Medicaid expansion. 

2. Millions more have such hollowed-out coverage that they 
can’t afford care. Deductibles on employer-sponsored plans in-
creased 255 percent between 2006 and 2015. Deductibles in the 
ACA’s exchange silver plans average $3,064.

My research with Elizabeth Warren, when we were both pro-
fessors at Harvard, found that medical problems were a cause 
of 62 percent of all personal bankruptcies. The majority of the 
medically bankrupt had private insurance that failed to protect 
them. This year, the Consumer Financial Protection Bureau re-
ported that unpaid medical bills are by far the most common 
debts sent to collection agencies.

3. Many Americans have been forced into insurance that 
limits their choice of doctors and hospitals, often excluding 
leading cancer centers and teaching hospitals. Medicare for All 
would assure everyone a free choice of doctor and hospital. 

4. Health inequality is on the rise. Today, the wealthiest 
American men live, on average, 15 years longer than the poor-
est. Meanwhile, the life expectancy gap has fallen in Canada. 
Overall, Canadians and Europeans now live 2 to 3 years longer 
than Americans.

5. Single-payer systems in these nations provide first-dollar 
coverage, while spending about half as much per person as we do.

6. The economic numbers on single payer add up. At the out-
set, government health spending would rise, but would be fully 
offset by reductions in premiums and out-of-pocket costs. Over 
the longer term, single-payer reform would be less inflationary 
than our current market-based system. (Markets are designed to 
expand, and they do, especially when they’re heavily subsidized.)

Single payer would save about $3.3 trillion on insurance over-
head over the next decade by replacing private health insurers, 
whose overhead averages 12 percent, with a single public insur-
er with overhead of 2-3 percent, as in the traditional Medicare 
program or Canada’s single payer.

Single-payer reform would also slash the paperwork that insurers 

inflict on doctors and hospitals, saving another $2.75 trillion over 
10 years. Doctors would send all bills to one place using a simple 
billing form, and hospitals would stop sending bills. Instead, they’d 
be paid negotiated lump-sum budgets – much as we pay fire de-
partments. Administration consumes 25 percent of hospital bud-
gets in the U.S., vs. 12 percent in Canada and Scotland.

Overall, a single-payer reform would save more than $6 trillion on 
paperwork over the next decade, enough money to cover all of the 
uninsured, and to upgrade coverage for those of us with insurance.

7. A single-payer reform could save an additional $2 trillion 
over 10 years by using its leverage as a monopsony buyer to 
drive down drug prices. This strategy has allowed Europeans 
and Canadians (as well as the VA) to get drugs at half–price. 

8. A Medicare buy-in or public option will not work. It would 
improve choices for some Americans but fail to garner most of 
the administrative or drug savings available through single pay-
er. Moreover, as in the Medicare Advantage program, overall 
costs would go up because private insurers would cherry-pick 
the healthiest patients, shunting expensive and unprofitable pa-
tients to the public option. We have already seen this dynamic at 
work in the collapse of the nonprofit insurance coops under the 
ACA. In insurance competition, good guys finish last.

9. Single payer is popular. Most doctors, like other Americans, 
now favor national health insurance, and according a recent Gal-
lup survey, the public now greatly prefers it to Obamacare.

10. In summary, single-payer reform is the only route to af-
fordable and sustainable universal coverage. The Democratic 
Party cannot pretend that minor tweaks to our failing health 
care system will fix it.

Dr. Steffie Woolhandler testifies to the health and economic 
benefits of single-payer national health insurance.
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Additional written testimony and  
documentation for the Democratic Party 

Platform Committee
1. The full text of the recent physicians’ proposal for single-

payer health care reform is available at www.pnhp.org/nhi.
2. My estimates of single-payer savings on insurance overhead 

are based on the following sources. According to the National 
Health Expenditure Accounts, private insurers’ overhead in 2016 
was 12.5 percent of total premium (see: go.cms.gov/2aOxRdd). 
In contrast, according to the Medicare Trustees, overhead in 
the traditional Medicare program is less than 3 percent (see: 
go.cms.gov/2aNLB7L), and overhead in Canada’s single-payer 
program, which streamlines administration by paying hospitals 
global budgets, is 1.8 percent (see: bit.ly/1PTbUqO).

3. The large administrative savings for doctors and hospitals 
under single payer have been well documented (see, for in-
stance, my studies in the New England Journal of Medicine 
at: bit.ly/2avbdbe, and in BMC Health Services Research at:  
bit.ly/2aiBvfB). Every serious analyst of single-payer reform 
has acknowledged these savings (for a summary of stud-
ies of the cost of single-payer reform see: pnhp.org/facts/sin 
gle-payer-system-cost), including the Congressional Budget 
Office, the Government Accountability Office, the Lewin Group 
(a consulting firm owned by UnitedHealth Group).

As my international research team found, U.S. hospitals spend 
one-quarter of their total budgets on billing and administration, 
more than twice as much as hospitals spend in single-payer sys-
tems like Canada’s or Scotland’s (see: bit.ly/WGamHK). Simi-
larly, U.S. physicians, who must bill hundreds of different insur-
ance plans with varying payment and coverage rules, spend two 
to three times as much as our Canadian colleagues on billing 
(see: bit.ly/1hCSZ1z).

4. Nations with national health insurance programs that nego-
tiate drug prices pay about half as much for prescription drugs 
as Americans (see: bit.ly/2aJddcU).

5. Implementing a single-payer program would disrupt the pri-
vate insurance industry, but would not disrupt the smooth func-
tioning of hospitals, clinics, doctors’ offices and other medical 
providers. The rollout of Medicare in 1965 caused no disruption, 
contrary to predictions of disaster (see: huff.to/2aOCrYI), and 
the start-up of single-payer systems in Canada and Taiwan went 
smoothly. Interestingly, when Medicare started up, there was little 
society-wide increase in the utilization of medical services. Be-
tween 1964 (before Medicare) and 1966 (the year when Medicare 
was fully functioning) there was no increase in the total number 
of doctor visit in the U.S.; Americans averaged 4.3 visits per per-
son in 1964 and 4.3 visits per person in 1966. Instead, the number 
of visits by poor seniors went up, while the number of visits by 
healthy and wealthy patients went down slightly. The same thing 
happened in hospitals. There were no waiting lists, just a reduction 
in the utilization of unneeded elective care by wealthier patients, 
and the delivery of more care to sick people who needed it. A simi-
lar phenomenon occurred in Canada (see: bit.ly/2aSj3LE).

6. According to a 2016 Gallup survey (available at:  
bit.ly/2aNSnKH), 58 percent of Americans favor (and only 37 
percent oppose) “replacing the ACA with federally funded health-
care system.” Among those who favor either keeping the ACA or 
replacing it with a federally funded system, 64 percent prefer sin-
gle payer vs. 32 percent who prefer the ACA – a 2:1 margin. More-
over, 27 percent of those who want to repeal the ACA and say they 
favor replacing it with a federally funded system. Strikingly, while 
only 16 percent of Republicans support keeping the ACA in place, 
41 percent favor a federally funded health care system.

Dr. Woolhandler’s verbal testimony (and subsequent dialogue 
with members of the drafting committee) can also be viewed at 
cs.pn/2ayG18H.

PNHP note: Physicians for a National Health Program is a non-
partisan educational organization. It neither supports nor oppos-
es any candidate for public office or any political party.

Single payer at 
the DNC
National Nurses United co- 
hosted a forum on “Medcare for 
All” at the Democratic National 
Convention in Philadelphia on 
July 24, where Michael Lighty, 
NNU’s public policy director, 
left, was among the speakers. 
To view NNU executive direc-
tor Rose Ann DeMoro’s earlier 
testimony in support of single 
payer before the platform com-
mittee, visit bit.ly/2blLrCf. 
Photo: NNU
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CORVALLIS, Ore. – As the owner of MCS Industries, a Penn-
sylvania manufacturer of home décor products with 160 employ-
ees, Richard Master has firsthand experience with the relentlessly 
rising cost of health care, for both companies and workers.

Last year, he said, it cost his company $18,000 for each employ-
ee with a family health plan. This year that figure rose by more 
than 14 percent — the latest in a string of double-digit annual 
increases that have pushed MCS Industries’ bill for employee 
health coverage to $1.5 million a year.

Costs keep going up for his workers, as well.
“Insurance comes with deductibles, co-pays and out-of-pocket 

expenses that make it not such a good deal,” he said in an inter-
view this week. “And it doesn’t really have to be that way.”

Master is a convert to the cause of single-payer health care, a 
government-sponsored system that would eliminate the multi-
payer welter of private insurance carriers we have now and re-
place it with a single health plan for every American, a proposal 
sometimes known as Medicare for All.

He’s become so passionate about single payer that he’s pro-
duced a documentary on the subject called “Fix It: Healthcare at 
the Tipping Point,” and he’s been traveling the country screen-
ing the film and speaking to business people about a health care 
system he believes is crippling the economy.

Now he’s teamed up with Health Care for All-Oregon and the 
state chapters of Physicians for a National Health Program and 

the Main Street Alliance for a six-city swing through Oregon, 
including a stop next week in Corvallis.

On Wednesday, Master will meet for lunch with a group of local 
business leaders and elected officials, then host free public screen-
ings of “Fix It” at 6 and 7:30 p.m. at the Darkside Cinema, 215 S.W. 
Fourth St. Each showing of the film will be followed by a discussion.

A single-payer system as envisioned by Master would use indi-
vidual and employer taxes to cover all medically necessary care 
through the current private delivery system. By eliminating the 
administrative burden of multipayer billing and allowing the gov-
ernment to negotiate drug prices with pharmaceutical companies, 
he argues, Americans could slash about $500 billion a year from a 
national health care bill that currently runs to $3 trillion annually.

It’s an approach that’s already providing better outcomes at much lower 
costs in other developed nations such as Canada, Germany and France.

“The U.S. really is the anomaly,” he said. “We are the outlier, 
and the rest of the industrialized world is following a different 
model, a much more efficient model, and that is single payer.”

By focusing on issues of cost and inefficiency, Master is hop-
ing to persuade other business leaders to back the movement to 
bring single-payer health care to the United States.

“What we say to them is that single payer costs less,” he said. 
“It costs less for the company in basic care, and it will take away 
from the company the requirement that they are responsible for 

The business case for single payer
By Bennett Hall

may 20, 2016

As a physician, I applaud Bruce Gilbert’s plea for Nevadans 
without health insurance to use the Silver State Exchange to 
seek insurance and subsidies (“Too many Nevadans remain un-
insured,” Las Vegas Sun, Nov. 18). Unfortunately, Mr. Gilbert 
glosses over the health care elephant in the room: It’s still too 
expensive, and we don’t get value for our money!

In the U.S., we spend nearly twice as much per person as other 
advanced countries, yet we have a greater chronic disease bur-
den and are more likely to die in infancy and as young and 
middle -aged adults. Obamacare did not help control excessive 
costs of medical tests, hospital care or medications. It certainly 
did not help to relieve your doctor of excessive administrative 
burdens  . I and my staff still spend hours each week begging in-
surance companies to cover drugs and tests. It did not put an 

end to obscene profit-seeking in the industry.
Now that the Nevada Health Co-op is closing, consumers will 

be forced to enroll in a for-profit insurance plan. Did you know 
insurance companies ensured the failure of non profit health co-
operatives around the country by inserting language into the 
Affordable Care Act to prohibit the co- ops from starting with 
enough capital and to prohibit them from advertising? Back-
room deals have rigged Obamacare from the start. Now Ameri-
cans are paying with their lives: More than 30,000 still die annu-
ally because of a lack of health insurance.

It’s time we stand up to this corporate kleptocracy and demand 
robust public options that control costs and administrative ex-
penses. I urge readers to consider a single-payer health insurance 
option introduced in the House of Representatives, H.R. 676.

(continued on next page)

Single-payer health insurance option is needed
By Joanne Leovy, M.D. 

december 10, 2015
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may 26, 2016

Trump on immigrants and health care costs: just plain wrong
By Leah Zallman, M.D., M.P.H., and Steffie Woolhandler, M.D., M.P.H.

Throughout the primary season, leading Republican presiden-
tial candidates vied over who could bash immigrants the hard-
est. And they were promising more than border walls. Donald 
Trump is the most extreme immigrant-blamer; according to 
his website, “Providing healthcare to illegal immigrants costs 
us some $11 billion annually. If we were to simply 
enforce the current immigration laws and restrict 
the unbridled granting of visas to this country, we 
could relieve healthcare cost pressures on state and 
local governments.”

As with many of Trump’s claims, this one is 
wrong. But unlike some of his other falsehoods, 
the media has left this one unchallenged. Trump’s 
$11 billion figure comes from an obviously biased 
study that’s based on outlandish assumptions.

For instance, it counts as “immigrants” millions 
of U.S. citizens – children who were born in the 
U.S. of immigrant parents. It also assumes that 
immigrant families have high health care costs, ignoring a raft 
of data showing that immigrants use little care. For instance, 
nearly half (48 percent) of noncitizen immigrant children never 
see the doctor in the course of a year.

Finally, Trump’s source assumes that every penny of immigrant 
kids’ health care costs are borne by the taxpayers. Yet a recent study 
in the respected journal Health Affairs found that unauthorized im-
migrants families pay the vast majority of their own health care bills, 
either out-of-pocket, or by buying private insurance. Indeed, 40 per-
cent of newly arrived immigrants have private insurance.

Trump’s numbers don’t just exaggerate taxpayers’ costs for im-
migrants’ care, they ignore the billions that immigrants pay in 
taxes. Compared to other Americans, immigrants are younger, 
healthier and more likely to be male and part of the workforce. 
That means that an outsized share of immigrants pay the payroll 
taxes that support Medicare and Social Security, while few are 
eligible to draw benefits from these programs.

Employers are required to check a Social Security card when 
hiring a new worker. But they don’t have to check that it’s valid. 
The IRS happily accepts (and passes on to Medicare and Social 
Security) payments made under invalid Social Security numbers.

Consequently, millions of undocumented immigrants work 
and pay taxes under fake or borrowed Social Security numbers. 
The Social Security Administration estimates that undocu-

mented immigrants pay $13 billion annually into the Social Se-
curity trust funds. And, in studies we did at Harvard and the 
City University of New York, we found that undocumented im-
migrants contribute billions more to Medicare.

Without immigrants – and especially unauthorized immi-
grants – Medicare’s Trust Fund would be broke. 
Each year, immigrants pay about $11 billion more 
in Medicare taxes than Medicare pays for their 
care. And undocumented immigrants contribute 
the lion’s share of this subsidy.

And, just like everyone else, unauthorized immi-
grants pay sales taxes every time they shop and prop-
erty taxes (indirectly) when they pay their rent, con-
tributing $11 billion annually in state and local taxes.

While unauthorized immigrants contribute bil-
lions in taxes, they use shockingly little health care. 
Most of the federal health programs they help pay 
for (like Medicare, Medicaid and the ACA’s plans) 

exclude them. And those who pay for private coverage use very 
little care, so their premiums effectively subsidize other enroll-
ees with private insurance.

As physicians, we believe that medical care must be available to 
everyone residing in the U.S. However, if Trump and other poli-
ticians are concerned about “relieving healthcare cost pressures 
on state and local governments” they should champion fair im-
migration policies that assure a steady flow of immigrants who 
come here wanting to work and willing to pay taxes, and don’t 
need much medical care.

Leah Zallman, M.D., M.P.H., is a research scientist at the Insti-
tute for Community Health, a primary care doctor at Cambridge 
Health Alliance, and an instructor of medicine at the Harvard 
Medical School. Steffie Woolhandler, M.D., M.P.H., is an internist 
in the South Bronx, professor at the City University of New York 
School of Public Health at Hunter College, and lecturer in medi-
cine at Harvard Medical School. She co-founded Physicians for 
a National Health Program. The opinions expressed here do not 
necessarily reflect the views of the authors’ institutions.

PNHP note: Physicians for a National Health Program (PNHP) is 
a nonpartisan educational and research organization. It neither 
supports nor opposes any candidate for public office.

providing medical care for employees.”
Removing that burden from U.S. businesses, he said, would make 

them more competitive in the global marketplace. In the meantime, 
American firms — and American workers — are struggling under 

health care costs that are much higher than they need to be.
“This is 18 percent of our entire economy right now. In other 

countries, it’s generally 9 to 11 percent,” Master said. “We’ve got 
to get it under control.”

(Business case, continued from previous page)

Dr. Leah Zallman
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april 26, 2016

Saving the NHS 
Britain’s junior doctors’ strike isn’t just about pay –  
it’s about preserving a health system based on need, not profit

By Adam Gaffney

Today in England, “junior doctors” – post-graduate physicians 
akin to residents and fellows in the United States – are walk-
ing out. This two-day strike represents a major intensification of 
actions that began in January. It was precipitated by last year’s 
breakdown in negotiations over a contract that the Conserva-
tive government of David Cameron has now proclaimed it will 
impose come hell or high water. But the stakes of the junior 
doctors’ strike are much higher.

Physicians’ strikes, it’s worth acknowl-
edging, do not always seek progressive 
ends. The 1962 Saskatchewan Doctors’ 
Strike aimed to torpedo the province’s 
milestone single-payer legislation. But the 
current action in England, endorsed by a 
near-unanimous vote last year, is some-
thing different. Fundamentally, it’s aimed 
at the preservation – not the derailment – 
of universal health care.

The travails of the junior doctors are one 
part of a much larger campaign. Against austerity, of course. But 
also for the perseverance of the United Kingdom’s unique health 
care system – in substance, not merely in name – in the twenty-
first century.

A Cracked Foundation

Every nation’s health system is split along a rights-commodity 
axis, ranging from a public system that provides a universal 
right to health care according to need, to a private enterprise 
that profitably provides care according to means. When the Na-
tional Health Service was founded, notes scholar Rudolf Klein 
in “The New Politics of the NHS,” it was the first system that 
universalized government-provided care, and it thereby skewed 
health care toward the “rights” side of that axis. As he puts it,

It [the NHS] was . . . the first comprehensive system to be based 
. . . on the national provision of services available to everyone. 
It thus offered free and universal entitlement to State-provided 
medical care. At the time of its creation it was a unique example 
of the collectivist provision of health care in a market society.

In the 1980s, however, Margaret Thatcher’s government began 
an attack on the principles of the NHS that has not yet subsided. 
As public health doctor and scholar Allyson Pollock describes 

in “NHS Plc: The Privatisation of our Health Care,” Thatcher’s 
government imposed intermittent austerity funding and the 
incremental imposition of market-based reforms such as the 
“internal market” and the “private finance initiative,” signaling 
a retreat from the NHS’s initial collectivist provisions and a par-
tial move toward commodification.

The Labour government of Tony Blair, as she notes, contin-
ued down the road first paved by Thatcher. 
However, Blair’s government did eventu-
ally initiate a much-needed increase in 
funding: to just under 7 percent a year, al-
most twice the historical average of 4 per-
cent. This overdue boost, however, would 
not survive the Great Recession.

In 2010, David Cameron’s Conservative-
led government was elected and destabi-
lized the NHS through two great upheav-
als. First, the government reorganized 
the NHS through the passage of the 2012 

Health and Social Care Act; second, it instituted a period of 
funding austerity the likes of which the NHS had never seen.

The changes wrought by the 2012 law are complex, and the full 
ramifications not yet entirely clear. Health policy scholar John 
Lister described the law in a phone interview as a “massive top-
down reorganization of the NHS” that pushes it further onto 
the free market, effectively displacing (some) care provision 
into the private sector.

And as Pollock and lawyer Peter Roderick – both supporters 
and advocates for a fully public NHS – wrote in the British Med-
ical Journal last year, the law calls for a number of “reductions 
and restrictions [of health care that] pave the way for mixed 
funding arrangements and a gradual shift to private insurance 
and charges to patients.”

Essentially, they argue, the law “marked the end of the NHS in 
England” not only by encouraging further privatization and frag-
mentation, but by effectively ending the health secretary’s legal duty 
to provide comprehensive health services throughout the nation.

The Scrooge Model

Whether the law will fully undo the NHS or simply prove to 
be another incremental step remains to be seen. The more im-
mediately harmful trend – and the one largely responsible for 
the junior doctors’ strike – has been the draconian austerity that 

Junior doctors protest cuts to the NHS. 
Photo: Rohin Francis/Flickr
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the service now faces.
In the United States, discussions around health policy generally 

revolve on how best to reduce excessive spending (especially the 
public variety). Globally, however, and particularly in low-income 
countries, insufficient public spending is frequently the larger prob-
lem. This is now also the case with the NHS, which was already 
quite efficient before the Cameron government came to power.

As a percentage of GDP, the United Kingdom currently has 
the cheapest health system among thirteen other high-income 
peer countries:

Moreover, health spending in the UK as a percentage of GDP 
has actually fallen since 2009. As Klein wrote in an article last 
year, while historically NHS funding had grown at an average 
rate of almost 4 percent yearly, it is currently growing at a bit 
under 1 percent. Given population growth, he notes, such a rate 
of “increase” is in fact a per capita reduction.

Indeed, as John Appleby, chief economist of the Kings Fund 
noted in a blog post, spending increases under the Cameron 
government are the lowest of any government since the end of 
World War II. At that point, however, Great Britain was essential-
ly penniless and in virtual ruins. Today, Ebenezer Scrooge–level 
miserliness has replaced frugal funding as a matter of choice.

What is obvious is that while the United Kingdom ostensibly 
maintains a social right to health care, the foundation of that 
promise is cracking.

The First Cut

It was amid all this tumult, Lister notes, that the government de-
cided to move to what it called a “seven-day NHS,” extending the 
availability of (non-emergency) clinical services throughout the 
week. While not necessarily a bad idea – though there has been 
considerable controversy regarding the actual benefits of such a 
transformation – the change requires more money, not less. That 
is, unless you have junior doctors around to pick up the slack.

Increasing weekend staffing means “you either over stress the 
staff who are currently doing it or you actually reduce the cover 
during the week as a result,” Lister says. Although the govern-
ment’s proposed contract would increase junior doctors’ base 
pay, it would also reduce existing premiums for night and week-

end work. “Ministers have promised to protect the pay of exist-
ing doctors for the first three years,” the BBC notes, but at the 
same time “new doctors starting their career in the NHS under 
this contract may be worse off.”

Contract negotiations between the government and the Brit-
ish Medical Association (BMA) collapsed late last year over 
these issues, leading to a November strike vote with 76.2 per-
cent turnout and 98 percent support. The first strike took place 
January 12 and the last was April 6. Today and tomorrow’s ac-
tions, however, raise the bar considerably: they are full walkout 
strikes, with emergency care provided by covering consulting 
physicians, some of whom have loudly expressed solidarity with 
their striking junior colleagues.

Like their American counterparts, junior doctors work hard and 
long hours. “I regularly work weekends and nights,” one said in a 
series of interviews published by the Mirror. “So far in the last 7 
days I have worked over 80 hours, I will work at least another 10 
hours tomorrow before I get a day off. I am absolutely shattered.”

Among strike supporters interviewed by the Mirror, a concern 
over pay was not prominent (indeed, one said he would finan-
cially benefit under the new contract). Instead, they emphasized 
patient safety, quality of care, and the potential for greater work-
force strain caused by the changes.

The broader point, as Lister emphasizes, is that the move 
against the junior doctors may be the first stage in a larger cam-
paign to save money by squeezing the health care workforce. 
“[B]ehind the junior doctors’ dispute,” he notes, “is the much 
bigger apple that they’re after which is to strip away the weekend 
enhancement payments and out-of-hours payments for over a 
million other health workers.” In other words, in the quest for 
NHS austerity, junior doctors may only be the first on the chop-
ping block.

Which leads to another question: can the junior doctors’ strike 
advance the larger campaign to preserve and restore a fully 
funded, fully public NHS, or will it remain an isolated battle?

A Bigger Fight

Perhaps the most critical factor that will shape the battle over 
the NHS in coming months and years is the human impact of 
continued NHS austerity, which could produce grassroots pro-
test.

A February report from the Kings Fund gives a clear sense of 
the service’s dire fiscal straits and some of its ramifications:

• The report estimates that NHS trusts (provider organiza-
tions like hospitals) will be in the red by £2.3 billion by the 
end of the financial year;

• It reports a rising sense that patient care is worsening: for 
the first time, a majority of trust finance directors surveyed 
believed that patient care in their region had deteriorated 
over the past year;

• It notes a failure to meet targets for waiting time for care, 
including for cancer treatment. (continued on next page)
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understanding of what the VHA does and how it actually works.
The Veterans Health Administration grew out of Abraham Lin-

coln’s Civil War pledge: “To care for him who shall have borne 
the battle and for his widow, and his orphan.” Since World War 
Two, the VHA has become the largest and only fully integrated, 
publicly funded healthcare system in the United States. Its 1700 
sites of care include more than 150 medical centers, 1000 com-
munity based outpatient clinics (CBOCs), and other mental 
health, nursing home facilities, and in and outpatient facilities.

The VHA has over 260,000 employees, over a third of whom 
are veterans. Its tripartite mission includes the delivery of clini-
cal care, research, and teaching. Since 1946, the VHA has af-
filiated with major academic teaching hospitals and now trains 

None of this, of course, is particularly surprising: it’s the all-
but-inevitable consequence of trying to squeeze more money 
out of an already lean health care system. The NHS’s current 
budget crisis and declining quality of care don’t reflect the flaws 
of a public approach to health care, but rather the penny-pinch-
ing prerogatives of a government committed to the preservation 
of concentrated wealth above good health.

In order to deal with the massive projected deficit, Lister em-
phasizes that at least some cuts in services will take place, as in-
dicated by discussions to close A&Es (ERs) in the rural county 
of Lancashire.

Such reductions may become critical focal points for local 
grassroots movements: “[T]hese types of cuts,” he notes, “when 
they are made, they do have the power to mobilize all kinds of 
people who would never normally engage in any kind of politi-
cal activity at all.”

Even though local battles against reductions in services or hos-
pital closures may serve as important loci of resistance, action 
on the national level will be necessary to reverse course on NHS.

The election of Jeremy Corbyn to the leadership of the Labour 
Party could be a game changer in this regard. His campaign 
website calls for a “fully-funded NHS, integrated with social 
care, with an end to privatisation in health.” But Lister suggests 
that Labour, even under Corbyn, has been disappointingly tepid 
in its support of the NHS.

He notes that the party did not champion a bill drafted by Pol-
lock and Roderick, the NHS Reinstatement Bill, which aimed 
to “fully restore the NHS as an accountable public service by 
reversing 25 years of marketization in the NHS.” (Corbyn, how-
ever, has supported it as an individual.)

Looking forward, Lister hopes to press Labour to adopt the 
bill’s principles, whatever they want to label it. More broadly, he 
hopes to see a coalition of NHS activists, labor unions and, one 
day, the Labour Party joined together in a “united campaign to 
challenge the Tory offensive.”

Defending the health care work force, restoring previous lev-
els of health funding, rolling back privatization, and ejecting 
the powerful corporate health care sector from the NHS will 
clearly be a formidable feat. No doubt it will require a coalition 
of health workers, activists, politicians, parties, and unions to 
achieve it.

Like the fight for a single-payer health care system in the 
United States, health care activism necessitates a multifocal yet 
united movement. Neither campaign is impossible, but neither 
will be easy.

Finally, cooperation and solidarity among activists across 
national borders may provide yet another source of support: 
health care capital operates transnationally, and so too must 
like-minded health care workers, activists, and scholars.

The British NHS can only survive insofar as it can continue to 
provide, universally, the highest quality health care. But auster-
ity makes that increasingly untenable. The junior doctors’ strike 
rejects this neoliberal squeeze. If successful, it might help lead 
the way to something more: the end of a series of setbacks for 
the NHS, and the first of many victories for those who believe 
in its basic principles.

Adam Gaffney is a physician whose work has appeared 
in Salon, Dissent, and In These Times. He blogs at 
theprogressivephysician.org.

april 29, 2016

The future of the Veterans Health Administration
By Suzanne Gordon

By the end of this year, the US will have a new president as 
well some new members of Congress. The results of the 2016 
election will not only effect the further implementation of the 
Affordable Care Act (Obamacare), but the future of the coun-
try’s largest healthcare system – the Veterans Health Admin-
istration. That’s because most of the Conservative Republicans 
running for President – as well as many of those running for or 
already serving in Congress – are not only determined to repeal 
Obamacare. They are also committed to dismantling the larg-
est and only publicly funded, fully integrated healthcare system 
in the US – the Veterans Health Administration (VHA). Even 
many Democrats are not fully supportive of the VHA. While 
Hillary Clinton says she does not support privatization of the 
VHA, only Bernie Sanders (D. VT) has demonstrated a deep 

(Saving the NHS, continued from previous page)
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over 70 percent of American physicians as well as students and 
trainees in 40 other healthcare professions. It’s vast research arm 
has produced innovations that have improved the health of vet-
erans suffering from illnesses like Post Traumatic Stress Disor-
der (PTSD), Traumatic Brain Injury (TBI), as well as spinal cord 
injury. VHA research has also produced innovations that help 
all patients. To name only a few, the VHA devel-
oped the first implantable cardiac pacemaker, per-
formed the first successful liver transplant, helped 
to test the Shingles vaccine and develop the nico-
tine patch.

Republicans have consistently refused to ad-
equately fund the VHA and have resisted expand-
ing its services to all veterans. The VHA only 
serves veterans who have some form of honorable 
discharge and who have service related disabilities 
and/or low incomes. The result is that the system 
takes care of the oldest, sickest, and poorest vet-
erans. The average VHA patient is 62 years old, 
has multiple physical co-morbidities and a higher 
percentage of mental health problems than the average patient 
in the private sector. In spite of this significant challenge, an 
Independent Assessment of the VHA’s record on care delivery, 
mandated by the 2014 Choice Act, documents that the VHA 
outperforms the private sector on many measures, is equivalent 
on some, and marginally worse on only a few. Despite variabil-
ity in the VHA system, the Independent Assessment repeatedly 
reports that the private sector healthcare system provides care 
with even more variability than the VHA. The Association of 
VA Psychologist Leaders recently posted yet another review of 
the scientific studies on VHA care which document similar out-
comes.

Ignoring the VHA’s record of care delivery, congressional con-
servatives are exploiting the wait time problems and delays un-
covered in 2014 in Phoenix and some other VHA facilities to 
argue that the entire VHA system is broken and that the VHA 
should no longer pay for and provide healthcare services. They 
want to eliminate the VHA and transfer veterans to the private 
sector healthcare system, with the government serving as payer, 
rather than also the provider of care.

Needless to say, this would be a huge boon to private sector 
hospitals, which is why many support this plan. It is also fa-
vored by large pharmaceutical and medical equipment com-
panies. Big Pharma has long chafed at the fact that the VHA 
– unlike say Medicare or other US health plans – negotiates 
lower pharmaceutical prices through its drug formularies. 

Since VHA physicians and other staff are on salary, they 
have little financial incentive to either over or undertreat 
their patients and thus use medical equipment and treat-
ments much more judiciously than their counterparts in the 
private sector. They have also developed more integrated 
mental health, primary care, geriatric and palliative care 

services than other US health plans.
Finally, the VHA has long been anathema to 

conservatives. As Alicia Mundy has recently re-
ported in an article in The Washington Monthly, 
the Koch brothers have funded a group called the 
Concerned Veterans of America – a veterans’ ser-
vice organization that has no veteran members 
and provides no veteran services.

The CVA has been lobbying for partial and ulti-
mately full privatization of the VHA. The main-
stream media have been filled with stories about 
VHA dysfunction. Media outlets have promoted 
this narrative and ignored continuing evidence 
that the VHA – in spite of wait time delays and 

top heavy management – continues to deliver high quality care 
to veterans.

As a result Congress is now considering two bills that could 
pave the way for the privatization of the VHA. At the same time, 
a congressionally mandated Commission on Care tasked with 
strategizing about the future of the VHA, is also dominated by 
discussions of VHA privatization.

Seven of the commission’s members have written a proposal 
entitled “The Strawman Document” recommending the total 
elimination of the VHA. The Strawman document has pro-
duced an outcry from veterans’ service organizations (VSOs). 
Eight of the nation’s largest veterans’ services organizations – 
including the American Legion, Disabled American Veterans, 
and Paralyzed Veterans of America – have written a formal let-
ter to the commission to express their concern about the re-
port. These groups support proposals, like that put forth by VA 
Undersecretary of Health David Shulkin, that would strengthen 
the VHA, give veterans the choice to see outside providers if 
necessary, but maintain the VHA as provider and coordinator 
of healthcare services.

The fate of VHA will affect more than America’s 24 million 
veterans and their families. With its research, teaching, and in-
novative models of team-based integrated care, the VHA serves 
as a model for quality healthcare delivery that should be emu-
lated rather than dismantled.

Suzanne Gordon is a healthcare journalist and co-editor of The 
Culture and Politics of Healthcare Work Series at Cornell Univer-
sity Press. Her latest book is “Collaborative Caring: Stories and 
Reflections on Teamwork in Healthcare,” which she co-edited. She 
is co-author of “Beyond the Checklist: What Else Healthcare Can 
Learn from Aviation Teamwork and Safety.” Most importantly, 
she is a patient.

Competing interests: Ms. Gordon is currently writing a book 
about the VHA.

Suzanne Gordon

Republicans have consistently refused 
to adequately fund the VHA and have 
resisted expanding its services to all  
veterans. The result is that the system 
takes care of the oldest, sickest, and  
poorest veterans.
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may 17, 2016

Single-payer essential to controlling health-care costs
By David Woods

One hears these days mutterings by disaffected Americans that 
if Donald Trump becomes president, they will pack their bags 
and leave for Canada. One assumes, of course, that no wall will 
be built along the border to thwart their exit.

I made the reverse trip. Having emigrated from Britain to Can-
ada, where I became the editor in chief of the Canadian Medi-
cal Association Journal, I opted to come to the 
United States in 1988 for personal reasons.

But I was also taken with American rugged in-
dividualism and a health-care system focused on 
market forces and competition. I wrote articles 
for the Economist Intelligence Unit and other 
periodicals on the wonders of the American sys-
tem. In print, I debated longtime advocates of 
single-payer national health insurance, extolling 
the virtues of the health-care market that others 
abhorred.

Gradually, though, I too began to have doubts 
about market-driven health care. Over the 25 
years that I’ve lived on the U.S. side of the border, 
I’ve come to the view that the American health-
care system – which still leaves 11 percent of the population 
uninsured, despite the Affordable Care Act – is inferior to the 
health systems in Canada and the United Kingdom.

One of the ACA’s architects, Dr. Ezekiel Emanuel, describes 
the U.S. health system as a “terribly complex, blatantly unjust, 
outrageously expensive, grossly inefficient, error-prone sys-
tem.” Unfortunately, that’s still true, six years after the ACA’s 
passage.

The reform didn’t address the fundamental problem in U.S. 
health care: It’s more about profit than patients.

Controlling health-care costs is essential to the long-term fi-
nancial health of the United States. A single-payer system would 
make truly universal coverage affordable, costing no more than 
we already spend on health care. Of the $3.1 trillion the United 
States will spend on health care this year, 63 percent is taxpayer-
financed, funding Medicare, Medicaid, and Veterans Affairs, 
along with private coverage for government employees and tax 
subsidies for employers.

Because of its fragmented, profit-driven system, the United 
States spends 18.1 percent of gross domestic product on health 
care, compared with about 8 percent in Britain and 11 percent 
in Canada. Much of U.S. health spending is simply wasted. For 
example, 25.3 percent of hospital expenditures go to admin-
istrative costs, compared with 12.4 percent in Canada, where 
there is a single payer in each province and hospitals are mainly 
funded on a global or lump-sum basis.

Canadians also save money by training a higher percentage 
of primary-care doctors relative to specialists, negotiating drug 
prices with pharmaceutical companies, and prohibiting drug 
companies from advertising directly to consumers. These mea-
sures would save Americans billions annually. Americans spend 
$1,010 per capita on pharmaceuticals; Swedes spend less than 

half that, according to the Organization for Eco-
nomic Cooperation and Development. The rea-
son? Sweden doesn’t pay the list price.

Lobbying and influence-peddling by the phar-
maceutical and insurance industries keeps the 
United States from adopting a single-payer 
health system. Several presidential candidates 
this season seemed completely under their hyp-
notic sway. The private insurance industry bra-
zenly tells me, now a U.S. voter, which doctors I 
can see, charges me astronomical premiums, not 
to mention co-pays and deductibles, and then 
wants me to believe that having publicly funded 
health care that would allow me to go to any doc-
tor in the United States without a $5,000 deduct-

ible would be “socialism.”
And don’t believe the widely held U.S. notion that Canadians 

suffer long waits for care. That’s a canard. We are not going to 
cut U.S. health spending to Canadian levels. With our much 
higher level of spending, waits would not be an issue, even with 
the population aging. Japan and many countries in Europe al-
ready have higher percentages of elderly citizens than the gray-
ing of the baby boomers is projected to produce.

In his book “In Search of the Perfect Health System,” Brit-
ish economist Mark Britnell notes that the British love their 
single-payer National Health Service because of its fairness; 
it’s available to everyone. He even quotes a former U.K. finance 
minister who said that the NHS is the closest thing the Eng-
lish have to a religion. Their single-payer system keeps quality 
indexes up and costs down for the population at large. This 
enables the British to invest additional funds in education and 
economic stimulation, areas that also contribute to health and 
well-being.

The United States should take a lesson from the example of 
nations with single-payer systems. They offer a measure of hope 
and optimism that high-quality health care can be the right of 
all Americans, if they demand it.

David Woods is a former editor in chief of the Canadian Medical 
Association Journal. He can be reached at hmi3000@comcast.
net 
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Medical school: An invitation for activism toward single payer 
By Josh Faucher

I’ve been a part of SNaHP since the beginning, watching our 
annual gathering grow from a few dozen people in a small con-
ference room in 2012, to the massive turnout we had this spring 
with representatives from around the country. 

Each year, I’m impressed with the reality that many of our most 
enthusiastic and active members are students early in their med-
ical school journeys, many of whom haven’t had much contact 
with patients yet.

When I first began medical school, it was easy to get caught up 
in the praise and aggrandizement that was heaped 
upon us – the constant congratulations for join-
ing a profession as well-respected and impactful 
as medicine. It is true that physicians can have a 
profound impact on the lives of our patients, cur-
ing terrible diseases and lessening the suffering 
caused by chronic ailments.

In looking at the nature of the health care system 
as a whole, however, I have seen clear examples of 
how access is rationed based on a patient’s finan-
cial resources, and how seeking health care can 
leave patients vulnerable to harm that affects their 
livelihoods and economic security. 

As a new resident, when I look back on medical 
school, there were many things that left me less confident in my 
ability to avoid doing harm as a physician. 

Take, for instance, the guest speaker we had during my second 
year of medical school, a young woman in her 20s (let’s call her 
Sarah) who recounted her battle with acute lymphocytic leuke-
mia, a cancer that strikes suddenly and can be fatal in a matter 
of hours.

Sarah described to us the physical challenges she faced while 
receiving chemotherapy, and the fantastic care she had received 
from her physicians. As I listened to her story, I wondered 
whether, as a young person who had just entered the workforce, 
she had the financial resources to pay for her care. At the end 
of her presentation, I asked her, and it turned out that cancer 
devastated more than just her body. 

Sarah’s illness prevented her from working and when she even-
tually lost her job, she lost her insurance, too. The hospital bills 
that followed quickly depleted her savings until she was forced 
to go on Medicaid. She described this as an extremely difficult 
experience that caused her considerable shame.

For some reason, to this patient and others who told us stories 
of illness, the consistent assumption seemed to be that future 
doctors didn’t need to hear about, or wouldn’t be interested in, 
the financial problems caused by our health care system. 

I strongly believe that no one should experience shame or fi-
nancial ruin just because they get sick. I think many of my class-

mates would agree, but if patients aren’t given a chance to share 
that side of their experience, we can’t expect their physicians to 
become aware of the problem solely through intuition. 

There was also the middle-aged man – I’ll call him Bill – who I 
met during one of my clinical rotations. Bill had a chronic men-
tal illness and an unstable, intermittent employment status, but 
nevertheless was surviving on his own in the community. He pre-
sented to the clinic with shortness of breath after a temporary 
construction job had been halted because of the discovery that he 

and his co-workers had been exposed to asbestos. 
It took multiple visits for us to explain to him that 

asbestos causes disease many years after exposure, 
and that, instead, he was experiencing symptoms 
related to longstanding COPD. Worker’s comp, of 
course, would not pay to manage this chronic pre-
existing disease, and Bill experienced considerable 
distress until we were able to enroll him in Medi-
care because of his new disability. 

With a universal, comprehensive insurance sys-
tem his disease might have been detected earlier, 
or smoking cessation therapy could have been 
emphasized when he was young. Instead, he’ll live 
with COPD for the rest of his life, and will prob-

ably die from it. 
Then there’s me. I was born with a serious heart defect that re-

quired surgery when I was a toddler, and again when I was 13 
years old.

Despite facing health challenges during my own life, I consider 
myself privileged. I’m privileged to have had a better outcome 
than many others in the same situation; I’m privileged to have 
never missed one of the annual cardiologist visits that will deter-
mine when I need to have my next operation; and I’m privileged 
because I happened to have the best hospital in the country in-
network on my insurance while attending medical school. 

Nevertheless, despite having insurance, I have to pay hundreds 
or thousands of dollars in deductibles and copayments out-of-
pocket every year to monitor a health condition I have through 
no fault of my own.

If I was like millions of working Americans living paycheck-to-
paycheck, unable to save money let alone pay thousands of dol-
lars for medical bills, I might have to skip yearly checkups to take 

blog @ student.pnhp.org

Josh Faucher

The Affordable Care Act has not done 
nearly enough to address the barriers to 
health care that exist due to our broken 
insurance system.
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care of other necessities first. If I were truly poor and on Medic-
aid, I might have to travel long distances or wait many weeks to 
find a physician who would take me for an appointment. In either 
case, I might not get the care I need until I deteriorate to a point 
that would cause me permanent harm. 

The Affordable Care Act has not done nearly enough to address 
the barriers to health care that exist due to our broken insurance 
system. Under Obamacare, the United States remains the only 
industrialized capitalist democracy on the planet that does not 
provide universal health care access to its entire population.

Indeed, even if it works as well as it possibly can, Obamacare 
will leave over 30 million people uninsured and without access 
to basic care. Those benefiting from the law are forced into a 
relationship with private insurers, the same companies that pre-
viously denied people for preexisting conditions and cut poli-
cies when people got sick until those practices were outlawed 
by Congress. 

Now, the insurance companies have a different approach to 
maximizing their revenue: they lure buyers on the exchange 
with low premiums, and then slam them with high deductibles. 
An annual deductible of thousands of dollars before insurance 
kicks in can quickly empty a family’s savings account, and does 
little to protect them from health care costs. 

As a member of SNaHP and PNHP, I advocate for an alternative 
along with other medical students and physician: an improved 
version of Medicare that would apply to the entire population; 
a universal, single-payer, publicly financed and administered in-
surance system.

By its very nature, such a system would apply to the entire citi-
zenry from birth to death, and would reduce or eliminate out-of-
pocket costs for medical care. It could be progressively financed 
while providing universal, equitable access.

Unlike the hodgepodge of secretive private companies provid-
ing insurance right now, Medicare-for-all would be transpar-
ently financed and publicly accountable through the democratic 
process. With the entire population invested in the program, the 
adequacy of reimbursement for medical expenses would be a top 
priority. 

Most importantly, a Medicare-for-all program would reduce 
our out-of-proportion spending on health care while at the same 
time expanding coverage and access to everyone. It would great-
ly reduce the need for providers to maintain complicated admin-
istrative structures for billing multiple insurers, and would act as 
a strong negotiator to prevent unfair profiteering by pharmaceu-
tical and device manufacturers.

An analysis by the Lewin Group in 2012 estimated that a single-
payer system would have saved my state of Minnesota $4.1 bil-
lion in 2014, while economists estimate that single payer on a 
national scale would save an estimated $592 billion annually.1 

Think of the boost our economy would receive if people were 
no longer going bankrupt because of medical expenses. Medi-
care for all would also free the private sector from the burden 
of providing health insurance as an employee benefit, reducing 
wage stagnation and making our industries more competitive on 
the global market. 

The need for single-payer health insurance is complex, but the 

concept itself is simple. The vast majority of my classmates are be-
coming young physicians with the goal of relieving suffering and 
providing patients the opportunity to live their lives to the fullest. 

As economic inequality comes to the forefront as a national is-
sue, medical students are increasingly realizing that the current 
health insurance system frequently promotes that inequality 
rather than alleviating it, and just like me they are coming to rec-
ognize single-payer health insurance as a necessary, if not suf-
ficient, step to make the provision of health care a tool for social 
justice. 

Our movement has grown larger every year, and the reach of 
our message has never been broader. If our expanding mem-
bership continues to spread awareness about the problems of 
our health care system and the solutions offered by single-payer 
health care, our goal will soon be realized and I’ll be able to 
consider my involvement to be a success. 

If you care about a health care system that serves the needs of 
everyone, not just the privileged or the wealthy, there is room 
for you in this movement. 

Josh Faucher will graduate from Mayo Medical School on May 21 
and is pursuing a career in emergency medicine. He co-founded 
the Mayo Medical School chapter of SNaHP, helped SNaHP grow 
as a student offshoot of PNHP with national scope, and currently 
serves as a student member on the PNHP Board of Directors.  
You can email him at josh.faucher@gmail.com
 
Reference note : 1. Cost and Economic Impact Analysis of a Sin-
gle-Payer Plan in Minnesota; http://growthandjustice.org/im-
ages/uploads/LEWIN.Final_Report_FINAL_DRAFT.pdf

Visit the newly updated SNaHP 
blog at http://student.pnhp.org
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Physicians’ Proposal news conference:
Doctors unveil single-payer health plan at National Press Club
By PNHP staff

may 5, 2016

Below are excerpts from the remarks made at the unveiling 
of “Beyond the Affordable Care Act: A Physicians’ Proposal 
for Single-Payer Health Care Reform” (pnhp.org/nhi) and the 
related publication of “Moving Forward From the Affordable 
Care Act to a Single-Payer System” in the American Journal of 
Public Health on May 5, 2016, at the National Press Club. The 
panel of speakers was moderated by Dr. Robert Zarr.

To view photos from the press conference, please visit our 
Flickr page (flickr.com/pnhp_national). To hear audio high-
lights alongside these photos, please visit our YouTube page 
(https://youtu.be/DsXqAvIDb1o).

Robert Zarr, M.D., M.P.H. 
President, Physicians for a National Health Program

As a pediatrician, I am tired of seeing fami-
lies postpone medical care because they’re 
afraid of the bill. I see children under-im-
munized for diseases that are easily prevent-
able. In fact, just this week I saw another 
18-month-old toddler who came in, not 
having had her 12-month shots. We’re talk-
ing about immunizations for measles, mumps and rubella – de-
layed in 2016. I see my patients forced to change their doctor 
because their new insurance card is no longer accepted. Sadly, 
this is not uncommon. We can do better. Using five successful 
decades of experience with Medicare, we must improve and ex-
tend Medicare to all Americans. We can neither turn back the 
clock, nor accept the status quo. We must accept the inevitable, 
single payer, so we can start living without the ever-looming 
threat of medical and financial disaster.

Steffie Woolhandler, M.D., M.P.H.
Co-chair, Working Group on Single-Payer Program Design

Twenty-seven million Americans are still 
uninsured and that number is not expected 
to fall. Tens of millions with insurance face 
sky-high copayments and deductibles that 
would bankrupt them if they were seriously 
ill. And many more have narrow network 
plans that won’t cover care at top medical 
centers. Meanwhile, profit-driven insurers and hospital chains 
increasingly dominate health care. And insurers’ growing de-
mands for documentation wastes doctors and nurses time, and 
saps their morale. While these trends predated the ACA, the 
law fueled merger-mania, and added bureaucratic complexity 
and cost. The alternative we developed calls for radical change: 

a single-payer national health program. Our plan would cover 
everyone for all medically necessary care, without copayments 
or deductibles. And it would guarantee Americans the right to 
choose any doctor or hospital. Our nation can readily afford this 
if we replace today’s wasteful patchwork of insurance plans with 
a streamlined single-payer system.

Claudia Fegan, M.D., CHCQM
National coordinator, PNHP

Many people may ask, “Well, why do we 
have a Physicians’ Proposal? Why now? 
Didn’t we get there with the Affordable 
Care Act?” And the simple answer is “no.” 
The simple answer is, “What is OK about a 
plan that leaves 27 million people still unin-
sured?” I’m not even talking about the un-
derinsured; I’m talking about the uninsured. So the Affordable 
Care Act didn’t get there. One, it leaves too many people uncov-
ered. Two, it says it’s OK to have higher and higher patient cost 
sharing. And three, it increases the bureaucracy in health care. 
The amount of money going to administration, the amount of 
money deciding who’s covered, is increasing, not going down. 
It’s not going to patient care. The Physicians’ Proposal is another 
opportunity to talk about how we can get health reform right.

Karen Higgins, R.N.
Co-president, National Nurses United

This updated approach to achieving guar-
anteed health care for all is essential to 
providing the health security our patients 
desperately need. Patients go without medi-
cations, or cut pills in half to make them last 
longer, are kicked out of the hospital when 
the insurance company says so, or cannot 
see the provider best suited to their condition because they are 
“out of network.” We should always remember that “coverage” 
is not “care,” particularly in the present system of high deduct-
ibles and other out-of-pocket costs that create big barriers to 
access. Nurses work on the front lines with doctors within our 
dysfunctional health care system, which is dominated by private 
insurers, drug companies and corporate hospital chains that put 
their bottom line ahead of patient needs. For Registered Nurses, 
it is time to make our health care system reflect the values of 
caring, compassion and community. It’s time for Single-Payer, 
Improved Medicare for All!

(continued on next page)
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Adam Gaffney, M.D.
Co-chair, Working Group on Single-Payer Program Design

The good news is that there is an alternative 
path, which my colleagues and I are setting forth 
today. Our proposal sets forth the fundamentals 
of a far more efficient, fully universal national 
health program for the U.S. A single-payer na-
tional health program would cover everybody in 
the nation, regardless of age, income, or country 
of birth. It would provide comprehensive benefits to health care, in-
cluding important services far too often neglected in today’s system, 
like long-term care. It would, at the same time, eliminate cost shar-
ing – copayments, deductibles, and coinsurance – so that individu-
als and families would never again need to decide between medicine 
and rent. The system of single-payer financing is the critical factor that 
makes such an expansion of coverage economically possible. It’s the 
only realistic way to achieve the long-sought goal of universal health 
care in America. We hope that this proposal can help to realize it.

Sidney Wolfe, M.D.
Co-founder, Health Research Group, Public Citizen

All of us here were trained and have provid-
ed health care to tens of thousands of patients 
in this country. And we are part of what we 
call a health-care-providing system: nurses, 
doctors, psychologists, physical therapists, 
pharmacists, dentists and others. But we have 
another system, and I think it’s important to 
identify it as such because it does eat up about a quarter of our 
health budget. It’s called the health-care-denying and billing sys-
tem. It starts out with the insurance industry and it foists itself 
on doctors’ offices, pharmacies, hospitals and so forth. There’s no 
other country in the world that has anything remotely like it. If 
those nations had a system like ours, they would not be able to 
have health care for everyone. The only thing I can say is that a 
wealthy country such as ours that refuses to provide health care 
for everyone cannot be described as morally civilized.

Should the U.S. move to a single-payer health care system?
Interview with Marcia Angell, M.D.

According to a new Gallup Survey, 53 percent favor replacing the 
Affordable Care Act with a single-payer, federally funded health-
care plan. That kind of health care system also has the backing of 
more than 2,000 physicians who have signed a “physicians’ pro-
posal” calling for major changes to our health care system.

Dr. Marcia Angell is one of the co-authors of the proposal. 
She’s a member of the faculty of Global Health and Social Medi-
cine at Harvard Medical School, and former editor-in-chief of 
the New England Journal of Medicine. Highlights of her inter-
view included:

On why the U.S. should adopt a single-payer model:
It is much cheaper. On the first year alone, if we converted to a 

single-payer system, we would spend no more money than we 
are spending now. With time, since it’s the only way to control 
cost inflation, it would be much cheaper. I look at it not so much 
as an economic issue as a moral issue. This is an obligation of 
any decent society to provide health care to its residents. If every 
other country can do it with better results than we get in terms 
of health, while spending less than as much per person on it, we 
ought to be doing this. If you look at other services that decent 
societies provide their people—police protection, clean water, 
education, roads—why is this not considered one of them?

On how the lucrative health care industry in the U.S. influences policy:
[With] politicians, you have to look at who is pulling their 

strings. There are huge industries in health care in this country 

that don’t exist in other countries. Not only do they have varia-
tions of single-payer but they deliver health care in a large-
ly non-profit system…Hospitals (even specialist positions) 
outpatient dialysis centers, imaging centers—they’re profit- 
oriented.

Even in a non-profit hospital—even at Partners, for example—
they can use their operating expenses to expand, and the more 
they expand the more they become these great conglomer-
ates and buy up physicians and buy up outpatient clinics, the 
more they can set their own prices. You can’t do that in other  
countries.

On whether switching to a single-payer model would create 
long waiting lists and less efficient service:

That’s simply not true. Very rich people, the sheik of Kuwait, 
may come here to the Cleveland Clinic when he gets his heart 
fixed, but it is not the best system in the world by any means. We 
have 30 million people, even with Obamacare, who are still un-
insured. That’s just obscene. We distribute health care according 
to the ability to pay, not according to medical need. There’s a 
huge mismatch between the ability to pay and medical need. 
The people who most need health care [are] the people least 
able to pay. If you’re well insured you can get all kinds of MRIs 
you don’t need, but if you’re not insured—good luck. 

Marcia Angell is a lecturer at the Harvard Medical School and the 
former editor-in-chief of the New England Journal of Medicine.

(News conference, continued from previous page)

Dr. Gaffney Dr. Wolfe
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The Urban Institute’s attack on single payer: ridiculous assumptions 
yield ridiculous estimates
By David Himmelstein, M.D. and Steffie Woolhandler, M.D., M.P.H.

may 9, 2016

The Urban Institute and the Tax Policy Center today released 
analyses of the costs of Sen. Bernie Sanders’ domestic policy 
proposals, including single-payer national health insurance. 
They claim that Sanders’ proposals would raise the federal defi-
cit by $18 trillion over the next decade. 

We won’t address all of the issues covered in these analyses, 
just single-payer Medicare for all. To put it bluntly, the estimates 
(which were prepared by John Holahan and colleagues) are ri-
diculous. They project outlandish increases in the utilization 
of medical care, ignore vast savings under single-payer reform, 
and ignore the extensive and well-documented experience with 
single-payer systems in other nations – which all spend far less 
per person on health care than we do.

The authors’ anti-single-payer bias is also evident from their 
incredible claims that physicians’ incomes would be squeezed 
(which contradicts their own estimates positing a sharp rise in 
spending on physician services), and that patients would suffer 
huge disruptions, despite the fact that the implementation of 
single-payer systems elsewhere, as well as the start-up of Medi-
care, were disruption-free.

We outline below some of the most glaring errors in the Hola-
han analysis (which served as the basis for Tax Policy Center’s 
estimates) regarding health care spending under the Sanders 
plan.

1. Administrative savings, Part 1: Holahan assumes that in-
surance overhead would be reduced to 6 percent of total health 
spending from the current level of 9.5 percent. They base this 
6 percent estimate on figures for Medicare’s current overhead, 
which include the extraordinarily high overhead costs of private 
Medicare HMOs run by UnitedHealthcare and other insurance 
firms. However, Sen. Sanders’ proposal would exclude these 
for-profit insurers, and instead build on the traditional Medi-
care program, whose overhead is less than 3 percent. Moreover, 
even this 3 percent figure is probably too high, since Sanders’ 
plan would simplify hospital payment by funding them through 
global budgets (similar to the way fire departments are paid), 
rather than the current patient-by-patient payments. Hence a 
more realistic estimate would assume that insurance overhead 
would drop to Canada’s level of about 1.8 percent. Cutting in-
surance overhead to 2 percent (rather than the 6 percent that 
Holahan projects) would save an additional $1.7 trillion over 
the next 10 years.

2. Administrative savings, Part 2: Holahan completely ig-
nores the huge savings on hospital administration and doctors’ 
billing under a streamlined single-payer system. Every serious 
analyst of single-payer reform has acknowledged these sav-
ings, including the Congressional Budget Office, the Govern-

ment Accountability Office, the Lewin Group (a consulting firm 
owned by UnitedHealth Group), and even Kenneth Thorpe (a 
former Clinton administration official who has criticized Sand-
ers’ plan, although his recent estimates of savings are far lower 
than those he made prior to the current presidential campaign). 

These provider savings on paperwork would, in fact, be much 
larger than the savings on insurance overhead. At present, U.S. 
hospitals spend one-quarter of their total budgets on billing and 
administration, more than twice as much as hospitals spend in 
single-payer systems like Canada’s or Scotland’s. Similarly, U.S. 
physicians, who must bill hundreds of different insurance plans 
with varying payment and coverage rules, spend two to three 
times as much as our Canadian colleagues on billing.

Overall, these administrative savings for doctors and hospitals 
would amount to about $2.57 trillion over 10 years. Addition-
al savings of more than $1.5 trillion from streamlined billing 
and administration would accrue to nursing homes, home care 
agencies, ambulance companies, drug stores and other health 
care providers.

In total, the Holahan analysis underestimates administrative 
savings by about $6 trillion over 10 years.

3. Drug costs: Holahan projects that a single-payer plan would 
have to pay 50 percent higher drug costs than those paid at pres-
ent by Medicaid. Moreover, their estimate assumes that the U.S. 
would continue to pay much higher prices for drugs than other 
nations, despite the fact that a U.S. single-payer system would 
have much greater negotiating leverage with drug companies 
than other national health insurance schemes. 

Reducing drug prices to the levels currently paid by European 
nations would save at least $1.1 trillion more than Holahan pos-
its over 10 years. 

4. Utilization of care: Holahan projects a massive increase in 
acute care utilization, but does not provide detailed breakdowns 
of how big an increase they foresee for specific services like doc-
tor visits or hospital care. However, it is clear that the medical 
care system does not have the capacity to provide the huge surge 
in care that he posits.

For instance Holahan’s figures for the increase in acute care 
suggest that Sanders’ plan would result in more than 100 mil-
lion additional doctor visits and several million more hospi-
talizations each year. But there just aren’t enough doctors and 
hospital beds to deliver that much care. Doctors are already 
working 53 hours per week, and experience from past reforms 
tells us that they won’t increase their hours, nor will they see 
many more patients per hour.

Instead of a huge surge in utilization, more realistic projec-
(continued on next page)
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tions would assume that doctors and hospitals would reduce the 
amount of unnecessary care they’re now delivering in order to 
deliver needed care to those who are currently not getting what 
they need. That’s what happened in Canada. Doctors and hos-
pitals can adjust care to meet increasing demand, as happens 
every year during flu season. 

Moreover, no surge materialized when Medicare was imple-
mented and millions of previously uninsured seniors got cover-
age. Between 1964 (before Medicare) and 1966 (the year when 
Medicare was fully functioning) there was absolutely no in-
crease in the total number of doctor visit in the U.S.; Americans 
averaged 4.3 visits per person in 1964 and 4.3 visits per person 
in 1966. Instead, the number of visits by poor seniors went up, 
while the number of visits by healthy and wealthy patients went 
down slightly. The same thing happened in hospitals. There 
were no waiting lists, just a reduction in the utilization of un-
needed elective care by wealthier patients, and the delivery of 
more care to sick people who needed it.

Bizarrely, despite projecting a roughly $1.6 trillion increase in 
total payments to doctors over 10 years, Holahan says in his dis-
cussion that “Physician incomes would be squeezed by the new 
payment rates.”

5. Holahan’s argument that the Sanders plan would cause a 
huge disruption of health care: This argument mirrors scare 
tactics used by Medicare’s opponents in 1963. Back then, there 
were claims that doctors would boycott Medicare, and Wall 

Street Journal headlines warned of a “Patient Pileup,” as “flocks 
of Medicare beneficiaries ... suddenly clog the nation’s 7,200 
hospitals.” Nothing like that ever happened, nor did it happen 
when Taiwan implemented single payer more recently. And 
there’s no reason to think it would happen here.

Moreover, surveys show that most doctors would welcome na-
tional health insurance, and thousands of doctors have recently 
issued a call (and detailed proposal) for single-payer reform in 
the American Journal of Public Health. 

In summary, Holahan grossly underestimates the administra-
tive savings under single payer; projects increases in the num-
ber of doctor visits and hospitalizations that far exceed the ca-
pacity of doctors and hospitals to provide this added care; and 
posits that our country would continue to pay much more for 
drugs and medical equipment than people in every other nation 
with national health insurance. 

Rather than increasing national health spending, as Holahan 
claims, Sanders’ plan (and the plan proposed by Physicians for a 
National Health Program) would almost certainly decrease to-
tal health spending over the next 10 years.

Drs. Himmelstein and Woolhandler are professors of health pol-
icy and management at the City University of New York School 
of Public Health and lecturers in medicine at Harvard Medical 
School. The opinions expressed do not necessarily reflect those in-
stitutions’.

(Urban Institute rebuttal, continued from previous page)

“A person can become free through acts of disobedience by learn-
ing to say no to power.... At this point in history the capacity to 
doubt, to criticize and to disobey may be all that stands between a 
future for mankind and the end of civilization.”

– Erich Fromm, On Disobedience1

Disobedience
I confess: I am a disobedient doctor.
After a career in academic medicine and public health, I decid-

ed to work part-time in a rural health program. There I began 
to understand the loss of control over the conditions of medi-
cal practice that has affected so many doctors. Administrative 
demands multiplied and constrained my ability to care for my 
patients in the ways I thought best.

So I decided to disobey. A seemingly minor training require-
ment for the International Classification of Diseases, 10th edi-
tion (ICD-10), became the administrative demand that pushed 

me over the line to disobedience. But the struggle might have 
involved any other segment of clinical medicine, where employ-
er mandates infringe on a doctor’s freedom to practice.

Proletarianization
Intrinsically, I have nothing against being a proletarian. I sup-

ported much of my education by working as a proletarian—for 
instance in a tire factory, where I learned first-hand about life 
as a worker in our capitalist society. Throughout my medical 
career, I have befriended many “nonprofessional” health work-
ers—wonderful people whose services usually go underappreci-
ated. Such people spend most of their waking lives doing tasks 
assigned by supervisors, and they enjoy little or no control over 
the conditions and rhythm of their work.

Medicine, I thought, would provide a way to seize control of 
my own work process and creativity by organizing at least a 

may 20, 2016

Doctor-Workers: Unite!  
Could disobedience be the path ahead?
By Howard Waitzkin, M.D., Ph.D.

(continued on next page)
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large part of the work week as I preferred. A position in aca-
demic medicine actually did allow me that liberty, despite the 
challenges of university bureaucracies—though there, too, au-
tonomy started to erode, a phenomenon usually linked to finan-
cial shortfalls and measures of productivity.

However, entering the world of a nonacademic medical em-
ployee revealed the awesome scope of proletarianization—a 
change in doctors’ previous social class position. Until the 

1980s, doctors for the most part 
owned or controlled their means 
of production and conditions of 
practice. Although their work of-
ten was challenging, they could 
decide their hours of work, the 
staff members who worked with 
them, how much time to spend 
with patients, what to write about 
their visits in medical records, and 
how much to charge for their ser-
vices.

Now the corporations for which 
doctors work as employees usually control those decisions. Loss 
of control over the conditions of work has caused much unhap-
piness in the profession. Early on, an esteemed clinician and 
mentor described medical proletarianization when it was first 
emerging as “working on the factory floor.”2 Most doctors have 
become highly paid employees of hospital and health system 
corporations,3 and around one half of doctors report feeling 
burned out.4,5 Owing to the mystique of professionalism and 
their relatively high salaries, doctors often do not realize that 
their discontent reflects in large part their changing social class 
position.

Deciding to Disobey
As a doctor-worker, I got into trouble by expressing concerns 

about the training that our health network (hereafter, referred 
to as “OHN”) was requiring for ICD-10 implementation. Until 
then, I had received praise and little negative feedback, and had 
just been reappointed.

OHN had contracted with a corporation (hereafter, “$Corp”) 
to help cope with the transition to ICD-10. This corporation was 
one of hundreds that have emerged to sell consulting services to 
healthcare organizations facing the challenges of information 
technology. Such challenges include electronic health records 
(EHRs), quality assurance, accountable care, and similar arenas. 
All involve “metrics” that try to make quality quantifiable, a goal 
that has generated wide debate.

$Corp’s training for ICD-10 took multiple hours of unpaid 
time, and I decided to disobey the requirement. One reason in-
volved my desire to spend time with a dying friend, which made 
me even more aware that each moment of life is too precious to 
waste.

After I previewed the $Corp training, I concluded that its edu-
cational quality was poor and that it implicitly encouraged “up-
coding,” which could generate more payments for OHN. Brief 

discussions with other practitioners confirmed universal con-
tempt for the training, as well as disgruntled universal compli-
ance. I decided to protest the training.

The Slippery Slope to Fascism
My subsequent interactions with OHN administrators sur-

prised me, despite my knowledge about medical proletarian-
ization. The chief medical information officer (CMIO) at OHN 
wrote that “Practitioners with incomplete ICD-10 coursework 
at midnight on 10/7/15 will be suspended until the coursework 
is completed.” In response, I sent an email message asking him 
to explain the rationale for the training requirement. Copying 
the chief executive officer (CEO), the CMIO pasted his respons-
es into the text of my original message:

1. Please provide evidence that additional training in ICD-
10...improves any measurable patient outcomes, costs, or 
collections.
Not a debatable point. This is a requirement by OHN, so, sorry 
to say, whether you agree with it or not, it must be done.

2. Please provide the costs to OHN for the training.
Not relevant, as this is a requirement.

3. Please provide quantitative estimates of the financial 
benefits of the training for OHN.
Not relevant, as this is a requirement.

4. Please give a concrete description of the process by 
which you concluded that “completion of this training al-
lows us to achieve both appropriate care and remain fis-
cally responsible—part of OHN stewardship.”
Not relevant, as this is a requirement.

This response pressed one of my alarm buttons, which I might 
call the “fascism button.” In my response, I explained the slip-
pery slope to fascism,6 when people do what they are ordered in 
their jobs without understanding why. Such unjustified require-
ments, I argued, deserve our conscientious questioning and 
sometimes noncompliance.

Standardization
The CMIO was unimpressed with my argument about incipi-

ent fascism in the workplace, so I next appealed to practicality. 
I proposed coming to the office, unpaid, and practicing ICD-10 
within our EHR. His reply? “OHN’s transformation is a move-
ment to ensure process consistency and standardization.... 
Therefore, your request for an ‘exception’ is outside the organi-
zation’s expectation.”

Again, the CMIO’s reply pressed an alarm button. I must be-
have like an automaton in a medical assembly line, “the factory 
floor” foreseen by my mentor.

I then requested a face-to-face meeting and details about my 
forthcoming suspension—including, most importantly, a plan 
of coverage for my patients. I repeated my concerns about au-
thoritarianism in the medical workplace and the extensive evi-

(Disobedience, continued from previous page)
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dence that standardization actually may reduce quality, creativ-
ity, and productivity.

Punishment
My moral predicament deteriorated quickly. On the next 

morning, the CEO sent an email message asking for my res-
ignation effective within 1 week, despite packed schedules 
that included many unstable patients. Then, 5 days before the 
deadline for suspension, I received a letter stating that my of-
fice hours with patients had been canceled until further no-
tice. Because I needed to respond to lab results and urgent 
messages, I tried to connect with the EHR but found that I 
had been cut off.

I now faced the apparent abandonment of hundreds of my pa-
tients, many of them unstable, who had not received any alter-
native plan of care. Medical abandonment is unethical accord-
ing to the American Medical Association Code of Ethics7 and is 
illegal in many states. I contacted the chief of the medical staff, 
who got me reconnected to the EHR so that I could manage 
acute problems for my unstable patients.

Because I was not willing to abandon my patients, I also per-
suaded an administrator to get me reconnected to the ICD-10 
training, which I completed under protest late the next night. 
On the following morning, a Sunday, I received an email mes-
sage from the CEO thanking me for completing the training 
and stating that my breach of contract had been “cured.”

Redemption
As a doctor-worker, I faced a challenging ethical situation that 

included loss of professional autonomy, authoritarian practices 
in the workplace, and apparent abandonment of patients. My 
first suspension in more than 40 years of practice also raised 
concerns, such as: Would a report about the suspension from 
OHN to the National Practitioner Data Bank affect my medical 
licenses or ability to practice in other settings? Was it my re-
sponsibility to blow the whistle on OHN’s practices to licensing, 
accreditation, and insurance agencies?

My small act of conscientious disobedience eventually led to 
some unexpected responses. My contract and state law required 
that OHN convene an external review to examine possible in-
terference with my professional judgment, and the coordina-
tor of the state agency that licenses health facilities expressed 
willingness to investigate this issue and the abandonment of 
patients.

Facing the probability of external review, the CEO finally met 
with me in person, and I proposed a formal mediation pro-
cess. Instead, the CEO composed a document that included an 
apology, a statement that information about breach of contract 
would be removed from my personnel file, a commitment to 
consider individual physicians’ preferences in meeting future 
training requirements, and a promise to meet individually with 
a physician when a suspension is considered so that patient care 
would not be disrupted.

Where is the path toward a noncorporatized vision of what 
we know medicine can be at its best? I don’t think that path 
involves our continuing acquiescence. I confess that I have de-

cided to approach these problems through personal acts of dis-
obedience. For a person like me, closer to the end of my medical 
career than the beginning, such acts don’t risk much. For oth-
ers, overcoming the risk will require a more organized approach 
to disobedience.8 Dare I encourage disobedience in unison? To 
paraphrase someone else: Doctor-workers of the world, unite!

Dr. Howard Waitzkin is Distinguished Professor Emeritus of  
Sociology at the University of New Mexico and Adjunct Professor 
of Internal Medicine at the University of Illinois.

Supplementary Material
“eDocuments of Disobedience,” available on request, includes 

memoranda intended as illustrations for doctor-workers to use 
when contemplating or executing acts of disobedience.

“Resources for Organizing Among Doctor-Workers” is avail-
able upon request and contain links to additional readings and 
pertinent organizations.
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I just finished reading the 962-page proposed rule on the 
“Medicare Access and Children’s Health Insurance Program 
Reauthorization Act of 2015” (MACRA) that the Centers for 
Medicare and Medicaid Services (CMS) released late in April. 

MACRA, you will recall, brought an end to the much-despised 
Sustainable Growth Rate method of adjusting Medicare pay-
ment rates, but as a trade-off the law established the Merit-
based Incentive Payment System (MIPS) and Alternative Pay-
ment Models (APMs) for physicians.

I was prepared for the mind-numbing complexity of the CMS 
document. What I was not prepared for was 
CMS’s glib treatment of two fundamental issues: 
The woeful inaccuracy of the scores CMS will 
use to punish and reward doctors, and the cost to 
doctors of participating in accountable care or-
ganizations (ACOs), “medical homes” and other 
APMs.

These are not peripheral issues. If CMS dishes 
out financial rewards and punishments based on 
inaccurate data, MACRA will, at best, have no 
impact on cost and quality and may well have a 
negative effect. 

The second problem – the high cost of setting up and running 
APMs – may not be as lethal as the inaccurate-data problem, 
but at minimum it will reduce physician participation in APMs 
and, therefore, the already slim probability that APMs will re-
duce Medicare costs and improve quality.

I begin with a jaw-dropping example of CMS’s reckless indif-
ference to its inability to measure physician “merit” accurately.

‘Après moi le deluge’
Outside the bubble where Congress and CMS live, there is a 

widespread recognition that CMS cannot measure physician 
“performance” accurately. Here are three statements by experts 
to that effect:

• “[T]he practical reality is that … CMS, despite heroic 
efforts, cannot accurately measure any physician’s overall 
value, now or in the foreseeable future.” (Berenson and 
Kaye, “Measuring a physician’s value….” New Eng J Med, 
2013)
• “We can’t estimate what the MIPs performance results will 
be, but the experience with other individual or group-level as-
sessment of clinician performance generally finds that most 
clinicians cannot be easily differentiated from average. For ex-
ample, the value modifier results for 2015, which in Medicare 
applies to large groups of 100 clinicians or more, found that 

80 percent could not be differentiated from average, and they 
received no adjustment.” (Kate Bloniarz, MedPAC staff, tran-
script of January 16, 2016 MedPAC meeting)
• “The [MIPS] resource use measures are scheduled to be-
come more important, but measures to date have a poor 
track record in identifying efficient physicians and practices. 
For example, 96 percent of physician practices were scored 
as ‘average cost’ using similar measures in the 2016 Value-
Based Payment Modifier program.” (Clough and McClellan, 
“Implementing MACRA….” JAMA, 2016)

What these statements tell us is that CMS can-
not accurately measure the value or merit of the 
vast majority of physicians. In a world where evi-
dence guides policy-making rather than group-
think, CMS would acknowledge this fact. But 
CMS refuses to do that.

To the contrary, CMS made it clear they are 
hell-bent on inflicting rewards and punishments 
on all doctors who treat Medicare patients re-
gardless of the accuracy of their data.

The proposed rule contains two tables show-
ing how CMS’s pay-for-“merit” scheme would affect doctors in 
the “Merit-based Incentive Payment System” (MIPS) program 
(which is where most doctors will be in the early years of the 
MACRA regime). 

The tables show that 46 percent of doctors will be deemed to 
have unacceptable “merit” and therefore worthy of punishment 
while 54 percent will be “meritorious” and therefore deserving 
of rewards.

Worse, one of the tables shows that doctors in small clinics will 
suffer far more than those in large systems. Table 64 shows that 
87 percent of solo doctors and 70 percent of 2-to-9-doctor clin-
ics will be punished while only 18 percent of doctors in clinic 
chains with over 100 doctors will be punished.

CMS’s failure to say a word elsewhere in the rule about the 
disproportionate punishment meted out to smaller clinics, and 
CMS’s refusal to admit it will be dishing out this punishment on 
the basis of crude measurement, is appalling.

Too much noise, not enough signal
The crudeness of CMS’s cost and quality measurement, and 

the high noise-to-signal ratio of the feedback to physicians such 
measurement guarantees, is due primarily to two intractable 
problems: CMS’s inability to determine accurately which pa-
tients “belong” to which physicians (the attribution problem), 
and CMS’s inability to adjust cost and quality scores for factors 
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outside physician control (the risk-adjustment problem). 
Either problem by itself makes accurate measurement very 

difficult and, at the individual doctor and clinic level, impos-
sible for all but a few simple process measures. Together the two 
problems are a lethal one-two punch to the fantasy that CMS or 
anyone else will ever measure the “value” of the vast majority of 
physicians accurately.

Of the two sources of noise in CMS’s feedback I am discussing 
here – sloppy attribution and crude risk adjustment – the attri-
bution problem is logically the first one we should address and 
the one I’ll discuss today.

Phantom patients and ‘medical hotels’
The “attribution” fad is a relative newcomer as managed care 

fads go. It arose around 2005, which is approximately when the 
ACO and “medical home” concepts began their overnight jour-
ney from obscurity to conventional wisdom. 

CMS inaugurated its first test of the ACO concept, the Physi-
cian Group Practice (PGP) Demonstration, in 2005. In Novem-
ber 2006, the amorphous phrase “accountable care organiza-
tion” was invented at a MedPAC meeting, and in March 2007 
the amorphous phrase “medical home” was endorsed by four 
physician groups.

The ACO and “home” fads triggered the attribution craze be-
cause proponents of ACOs and “homes” didn’t want to force pa-
tients to enroll with ACOs and “homes” and to have to use only 
the providers in those entities. Apparently ACO and “home” 
proponents feared that an enrollment requirement would trig-
ger the sort of patient rebellion that HMOs triggered in the 
1990s.

In any event, having decided that enrollment was to be avoided 
and attribution required, CMS and the rest of the health policy 
cognoscenti then decided that attribution to ACOs and “homes” 
would be done with a two-step process: (1) Patients would be 
assigned to primary care doctors from whom they received the 
plurality of their primary care services (as determined by claims 
data); (2) patients would, unbeknownst to them, be assigned to 
the ACO or “home” the doctor they were attributed to was in.

That two-step method was the one CMS used to assign pa-
tients to the 10 “group practices” that participated in the PGP 
demo. CMS continued to use this method in its ACO and 
“home” demos.

There are two administrative advantages to CMS’s two-step 
method. First, the plurality-of-primary-care method allows CMS 
to assign a lot more patients than a majority method would. Sec-
ond, the use of claims data only (as opposed to claims data plus 
medical records data) makes attribution financially feasible.

But the two-step method has a serious disadvantage: A sub-
stantial portion of the patients the method attributes to doc-
tors have no relationship or only a tenuous relationship with 
the doctor and, therefore, with the ACO or “home” the doctor 
is part of.

The seriousness of this defect became obvious during the PGP 
demo. The final evaluation of that demo reported that the PGPs 
lost 60 percent of their assigned patients over the five-year pe-
riod the demo ran.

The loss rate appears to be even higher for Pioneer ACOs. The 
23 ACOs that were still in the Pioneer demo at the end of 2013 
lost 38 percent of “their” patients between 2012 and 2013. Val-
erie Lewis et al. reported an annual loss rate of 31 percent for 
simulated Medicare Shared Savings Program ACOs. Friedberg 
et al. reported a 43 percent loss rate over three years among 
medical home clinics participating in the Pennsylvania Chronic 
Care Initiative.

For those of us not steeped in the peculiar traditions of the 
managed care culture, it is very difficult to understand why doc-
tors should be “held accountable” for phantom patients, or even 
for patients doctors see only infrequently.

Similarly, it is very difficult for ordinary people to grasp why 
a clinic should be called a “medical home” when 43 percent of 
“its” patients disappear from the attribution list over a three-
year period.

CMS’s silence on sloppy attribution is unacceptable
Since CMS began tinkering with attribution schemes a decade 

ago, it has acted as if it has no obligation to justify its use of any 
method of attribution. That see-no-evil attitude is conceivably 
justifiable for demonstrations affecting small slices of the physi-
cian and patient populations. But MACRA is no demonstration 
project.

Yet CMS’s see-no-evil attitude continues in its MACRA rule.
Here is the most informative statement in the MACRA rule 

that CMS makes about its attribution method: “Commenters 
[responding to CMS’s 2015 request for information on MAC-
RA] also expressed concern that current attribution methods 
are holding many clinicians accountable for costs they have no 
control over, while other clinicians have no patients attributed 
and no way of calculating accurate scores.”

Does CMS care what these commenters think? Apparently 
not. CMS simply tells us they will use the plurality-of-primary-
care-visit method under MACRA.

CMS should have made at least these three statements about 
its attribution method:

1. While cheap, its method has substantially dulled the ac-
curacy of its measurement of physician “performance” in the 
value-modifier program and the ACO and “home” demos;

2. Its two-step method has created high churn rates 
among patients assigned to ACOs and “homes”; and

3. CMS has gotten into the habit of using the two-step 
approach without bothering to justify it, and CMS would 
now like the public to comment on whether its attribution 
method can be justified by any moral or logical principle.

It is obvious why CMS made no statements like these in its 
rule. The attribution problem isn’t fixable.

Kip Sullivan, J.D., is a member of the legislative committee of 
Minnesota Physicians for a National Health Program. His articles 
have appeared in The New York Times, The Nation, The New Eng-
land Journal of Medicine, Health Affairs, the Journal of Health 
Politics, Policy and Law, and the Los Angeles Times.
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Is the path to racial health equity paved with ‘reparations’?  
By Adam Gaffney, M.D.

march 7, 2016

“Of all the forms of inequality, injustice in health is the most 
shocking and the most inhuman because it often results in  
physical death.”

– Dr. Martin Luther King, Jr.

1. Health inequality started with the nation’s birth

The history of American racial health “disparities” between 
whites and blacks begins with some of the former forcing some 
of the latter onto slave ships. This history is well known: the 
commodification of black bodies through slave labor bled the 
health and longevity of these men and women. And even after 
the abolition of slavery, an amalgam of racist terrorism, social 
segregation, economic marginalization, and political exclusion 
carried these health inequalities forward well into the 20th cen-
tury – indeed, into the present day.1

Early on, differentials in medical care presumably played little 
to no role in health inequalities. Health care in the 19th century 
(and earlier) was distributed unequally, but, with a few excep-
tions, this hardly mattered: such care was mostly useless and 
frequently harmful. The picture changed in the 20th century 
when medicine gained salutary potential; but even with the 
rise of so-called “scientific” American medicine, racial health 
inequalities were not abolished. In fact, they were reproduced.

It’s worth examining this history before returning to the ques-
tion posed by this article’s title. Consider, for instance, some of 
the stories compiled by one civil rights group. These stories, of 
blacks who were denied care in the 1930s through the 1960s, 
are recounted by the historian Beatrix Hoffman in her indispen-
sible “Health Care for Some: Rights and Rationing in the United 
States Since the 1930s.” They include that of a “17-year-old Ne-
gro girl with a bullet wound in her head” who was turned away 
by a hospital in Washington in 1932 on account of her race, of 
a seriously injured man in Texas who – despite a fracture of his 
pelvis – was rejected from an emergency room (his corpse was 
later found in an alley), and of a woman named Nonnie Clark 
who – despite having the majority of her body surface area cov-
ered in burns – could not be accommodated by Duke Univer-
sity Hospital because it had no open segregated beds on that 
particular day.2

Early in the 20th century, about 40 percent of all hospitals in the 
Southeast excluded blacks entirely, and segregation was the rule 
basically everywhere else, including in hospitals in the North.3 
Even when black patients were admitted, it wasn’t always for the 
right reasons. In his “The Care of Strangers: The Rise of Amer-
ica’s Hospital System,” Charles Rosenberg notes that, in large 
hospitals, blacks were sometimes embraced for their usefulness 
as compliant bodies in medical education: “[T]he negro,” one 
observer commented at the time, “is more docile and does not 

object to being used in clinic for teaching purposes and is one of 
the most prolific sources in the study of medicine.”4

At the same time, the government’s persistent failure to create 
a public health care system played a foundational role in struc-
turing American health care inequalities, both by class and race. 
Despite high hopes that the New Deal might realize such a sys-
tem, Franklin Roosevelt failed to make health reform a priority 
(among other issues, he wasn’t enthusiastic about the prospects 
of confronting the rather reactionary doctors’ lobby).5 At the 
end of World War II, a major campaign for national health in-
surance did emerge, backed by both Harry S. Truman and – 
critically – organized labor.6 

“Our new economic bill of rights,” Truman proclaimed to 
Congress in 1945, “should mean health security for all, regard-
less of residence, station, or race – everywhere in the United 
States.”7 Yet this bold vision was soon smothered, the victim of 
a toxic redbaiting campaign pursued by the American Medical 
Association (AMA).8 All that survived of it, at least in the short 
term, was the Hill-Burton Act, a law that funded a massive cam-
paign of hospital-building throughout the nation. But Hill-Bur-
ton was permeated with racism from its birth. While in theory 
it forbade discrimination by race, the law nonetheless made an 
allowance for “separate but equal” facilities.9 The implications 
were clear: explicit medical segregation had received the impri-
matur of the law, together with generous public subsidization.

Only through the combined force of the civil rights move-
ment, the Civil Rights Act of 1964, a number of key legal chal-
lenges, and the passage of Medicare in 1965 could the rollback 
of American apartheid medicine begin, as will be discussed in 
more detail below. For now, it’s worth noting that the impact of 
the civil rights movement on black health was not insignificant, 
as demonstrated in a revealing 2013 study by epidemiologist 
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Nancy Krieger and colleagues. In the early 1960s, these inves-
tigators found that black infant death rates were significantly 
higher in “Jim Crow” states (the 21 states, plus the District of 
Columbia, with racial discrimination on the law books) than in 
non-Jim Crow states. This is hardly surprising. Yet, during the 
late 1960s, the death rate of the former group did improve, and 
by the 1970s the difference had evaporated. This can be touted 
as evidence that political change can yield real improvements in 
health over time. But two additional facts complicate this inter-
pretation. First, after 2000, the gap again opened up, albeit to a 
lesser extent. And, second, regardless of the impact of the civil 
rights movement on disparities among blacks, throughout this 
period black infant death rates were still twice that of whites.10

Meanwhile, in terms of life expectancy, recent years have seen 
the reduction – but not the elimination – of black-white inequal-
ities. As the Centers for Disease Control reported last Novem-
ber, the difference in life expectancy between the two groups fell 
from 5.9 years (in 1999) to 3.6 years (in 2013). However, even 
this may not be entirely goods news. A widely covered study 
published last fall found a unique and disturbing rise in mortal-
ity among middle-aged whites (of lower socioeconomic status) 
between 1999 and 2013, leading the investigators to conclude 
that falling white-black mortality disparities in this age group 
“was largely driven by increased white mortality.”11

Moreover, during this same period and on into the present, 
a series of events have functioned as starkly visible and unde-
niable examples of ongoing structural health racism. Follow-
ing the death last year of Freddie Gray while in policy custody, 
many made note of the enormous chasm in health and mortal-
ity between black neighborhoods like his and adjacent wealthier 
and whiter ones. Other commentators have highlighted “envi-
ronmental racism,” or inequities in exposure to environmental 
hazards by race, emblematic of embedded structural inequality. 
Revealing reporting by the Washington Post, for instance, de-
scribed Gray’s history of childhood lead poisoning, an exposure 
that is in part racially patterned. More recently, mass poisoning 
by lead in Flint, Michigan – the disastrous consequence of dim-
witted austerity and structural marginalization – has provided 
yet more evidence of the downstream health consequences of 
political exclusion.

Inequalities in criminal justice itself – specifically mass incar-
ceration and police violence – are now being explicitly contex-
tualized within a framework of health.12 In protest of such in-
equalities (made starkly visible by the killings of men like Eric 
Garner and the ensuing “Black Lives Matter” protests), medical 
students throughout the country have begun to advocate for 
change – for instance, with a solidarity “die-in” action on De-
cember 10, 2014, which in turn led to the formation of a new ra-
cial health justice organization (“White Coats for Black Lives”) 
on Martin Luther King Day in 2015.13

Finally, two new books are tackling head-on the problem of 
racial health inequality, albeit from very different “expert” per-
spectives — one from within medicine and the other from a le-
gal perspective. Damon Tweedy’s “Black Man in a White Coat,” 
released last year, is a thoughtful memoir that explores the nex-
us of race and medicine through the eyes of a black physician. 

Law professor Dayna Bowen Matthew’s “Just Medicine: A Cure 
for Racial Inequality in American Health Care,” on the other 
hand, is an integration of legal analysis and social science that 
culminates in an overarching policy recommendation.

In what follows, I’ll first examine the issue of racism within 
the medical profession, turning to Tweedy’s experiences and re-
flections as described in his book. Next, I’ll focus on Matthew’s 
book, and examine the problem of explicit and implicit medical 
discrimination historically and in the present — and how civil 
rights law might be used to combat it. From there, I’ll discuss 
the place of the health system in the perpetuation of inequali-
ties, and the largely neglected role that health care universalism 
plays in “health equality.”

Lastly – but most importantly – I’ll explore how health in-
equities by race and by class intersect. To phrase the question 
plainly: Does confronting the problem of racial health inequal-
ity mean that we must embrace the cause of economic redistri-
bution, as discussed in the first part of this essay? If so, should 
this economic redistribution proceed within the context of so-
cial democracy (or democratic socialism?), or should it – must 
it – proceed along explicitly racial lines? Is the path to racial 
health equity paved with “reparations”?

2. Black doctors: Discrimination within the profession

The plotline of Steven Soderbergh’s unnerving and beauti-
fully shot series “The Knick” tackles racism within the medical 
profession by making it viscerally visible in another era. Set in 
a downtown Manhattan hospital at the turn of the 19th cen-
tury, the black, eminently qualified physician, Algernon Ed-
wards (Andrew Holland), is treated with derision and disdain 
by many of the hospital’s white staff and administrators. At the 
same time, the hospital turns away black patients from its out-
patient clinic; Edwards surreptitiously begins treating them – 
under rather suboptimal operative conditions – in the hospital’s 
basement.14

But what about after the time period depicted in this series? 
Into the mid-20th century, blacks were excluded from many 
medical schools, and those who graduated faced intense dis-
crimination in the course of practice. For instance, even de-
cades after the events depicted in “The Knick,” black physicians 
were unable to provide care for their hospitalized patients in the 
South. This was because physicians needed to gain entry into 
county medical societies as a prerequisite to hospital-admitting 
privileges; and, in the South, these societies entirely or almost 
entirely denied blacks membership. The AMA virtuously pro-
fessed that it opposed discrimination, and yet excused itself 
from doing anything, claiming it was impotent to compel in-

(continued on next page)
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tegration. It took decades of political pressure to force change. 
In 1968, the Medical Committee for Human Rights, a health-
oriented civil rights group, took matters into its own hands, in-
vading the AMA’s convention at the extravagant Fairmont Hotel 
in San Francisco. Such actions — in conjunction with the Civil 
Rights Act and the passage of Medicare — ultimately contrib-
uted to the AMA’s vote later that year to expel county societies 
that excluded black members, at long last forcing their disgrace-
fully delayed integration.15

This is, of course, not to say that blacks subsequently gained 
equal footing within the medical profession. Black representa-
tion in US medical schools has remained proportionally low 
over the decades, especially for men. Indeed, a report from the 
Association of American Medical Colleges last year showed 
that the number of black male matriculants in medical school is 
lower now — in absolute terms — than it was in the late 1970s. 
Tweedy, now an assistant professor of psychiatry at Duke Uni-
versity Medical Center, was one of these matriculants. In his 
book, he describes some of the challenges he faced.

In addition to being one of only “a handful of black students” in 
his class at Duke Medical School, Tweedy came from a working- 
class family, in stark contrast to the majority of his classmates. 
On the one hand, Tweedy highlights the importance of affirma-
tive action: “So there it was: Not only was I admitted to Duke, 
when in a color-blind world I might not have been, but I had 
arrived with a full-tuition scholarship in hand.” On the other 
hand, his first exchange as a first year student with a medical 
school professor was markedly inauspicious: the professor ap-
proached him to ask if he was there to fix the lights. While he 
was a medical student, patients routinely queried him about his 
presumed basketball skills. Far worse was his interaction as a 
resident with a racist patient and his confederate-flag adorned 
family (“I don’t want no nigger doctor,” the patient told a nurse). 
Tweedy’s diligence and persistence ultimately, however, won 
them over. On another occasion, a black patient rejected him, 
presuming his medical skills to be inferior and seeing the as-
signment as evidence of racist mistreatment of him as a patient. 
Given the insecurities that afflict medical students and trainees 
in general, we can only imagine the additional strain created by 
such presumptions and prejudices.

Tweedy’s book is also very much about the experience of black 
patients. He bears witness to the second-class care they too fre-
quently experience when, for instance, as a medical student he 
spends time in a makeshift rural clinic, “nestled within a group 
of dingy trailers and makeshift houses.” The clinic serves poor 
black patients who cannot afford prescribed treatments. They 
are likely to see a different doctor at every visit and receive 

grossly insufficient preventive care. In another chapter, he de-
scribes how one black patient, who quite reasonably declines 
one of his team’s medical recommendations, is dispatched with 
a punitive psychiatric diagnosis.

Toward the conclusion of his book, Tweedy briefly explores the 
larger and looming question: what is the cause of racial health 
inequalities? Early in his medical career, he had assumed — like 
many others — that genetic differences were the primary factor. 
And indeed, for years, a huge amount of resources have gone 
into uncovering the genetic sources of health disparities. How-
ever, as Jason Silverstein explains in a revealing article in The 
Atlantic (“Genes Don’t Cause Racial-Health Disparities, Society 
Does”), this money may have been better spent elsewhere. He 
describes a 2015 paper that systematically reviewed the collec-
tive evidence thus far for the proposition that genetic factors 
explain racial cardiovascular disparities. It’s worth quoting from 
the study’s conclusion:

The results reveal a striking absence of evidence to support 
the assertion that any important component of observed 
disparities in these diseases arises from main-effect genetic 
mechanisms as we currently understand them … Despite the 
enormous social investment in genomic studies, this research 
program has not yet provided valuable population-relevant 
insights into disparities in the most common cause of mor-
bidity and mortality.16

Why then, Silverstein asks the study’s lead author, do genomics 
still get so much attention? The author responds with a senti-
ment I’ve long suspected: if inequalities are built into the very 
base pairs of our genetic code, what can we really do to alleviate 
them? More research? In effect, as the investigator tells Silver-
stein, the fact is that racism and inequities are let off the hook if 
our genes are the culprits. Tweedy notes that he came to reject 
this genetic explanation: even if genetic factors play some role 
with respect to specific diseases, they explain little of the overall 
differences in health between races.

In contrast, there are reams of evidence that point to social 
and economic inequalities as drivers of racial inequalities. In 
the first part of this essay, I focused on the impact of economic 
injustices on health: a large body of literature has demonstrated 
that poverty, for instance, is associated with a panoply of poor 
health outcomes, and some researchers argue that inequality it-
self causes worse health for everyone in society (perhaps via in-
creased psychosocial strain as well as other factors).17 No doubt 
such socioeconomic factors are a major factor in racial health 
inequalities, given the tight association between economic sta-
tus and race.18 Similarly, differences in health care access asso-
ciated with race (like being uninsured) are no doubt factors as 
well.

But what might be said about the role of racially discrimina-
tory treatment itself? This issue has received increased attention 
since the 2002 publication of an Institute of Medicine evidence 
report, “Unequal Treatment: Confronting Racial Disparities in 
Health Care.” Tweedy quotes from the report’s conclusion: “Al-
though myriad sources contribute to [health] disparities, some 

There are reams of evidence that point 
to social and economic inequalities as  
drivers of racial inequalities. But what 
about the role of racially discriminatory 
treatment itself?
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evidence suggests that bias, prejudice, and stereotyping on the 
part of the healthcare providers may contribute to differences 
in care.” Or, as he puts it, the “doctor-patient relationship itself 
serves as a catalyst for differing outcomes,” which is in part the 
result of the fact that “some doctors are prone to hold nega-
tive views about the ability of black patients to manage their 
health and therefore might recommend different, and possibly 
substandard, treatments to them.”

This issue – namely, the problem of racially disparate treat-
ment – is the central focus of Dayna Bowen Matthew’s book. 
She explores how “implicit bias,” as she terms it, deforms phy-
sician behavior; in her view, it constitutes the most neglected 
determinant of inferior health among blacks.

3. Jim Crow medicine: Past and present

Matthew is a law professor with appointments at both the 
University of Colorado Law School and the Colorado School 
of Public Health. Matthew is also one of the founders of the 
Colorado Health Equity Project, a multidisciplinary organiza-
tion that works to “remove legal barriers to equal health access 
and health outcomes for Colorado’s vulnerable populations,” as 
its website puts it. Her ambitious book lays out a case for a legal 
remedy for racial health inequality.

Key to her argument is the historical context of civil rights law, 
which she sees as a swinging pendulum. Hill-Burton, as we’ve 
seen, legally enshrined the “separate-but-equal” standard – es-
tablished in the Supreme Court case Plessy v. Ferguson – within 
the health care system. Legal challenges to this standard were 
unsuccessful, until Simkins v. Moses H. Cone Memorial Hospi-
tal, the “watershed case,” as Matthew puts it, initiated its unrav-
eling. As she recounts it, the case was brought by black practi-
tioners and patients against a discriminatory hospital in North 
Carolina that received Hill-Burton funds. The Fourth Circuit 
Court of Appeals decided in favor of the plaintiffs, declaring, 
as quoted by Matthew, that “Racial discrimination by hospitals 
visits severe consequences upon Negro physicians and their pa-
tients.”

She describes two consequences that flowed from this decision. 
First, the case helped catalyze subsequent successful health-care 
related civil rights litigation throughout the country. Second, 
the decision – which the Supreme Court importantly declined 
to reconsider – helped lead the way to Title VI of the Civil Rights 
Act of 1964. According to Matthew, Congress took the Supreme 
Court’s decision not to accept the case as a signal that it saw 
hospital segregation as unconstitutional (and, indeed, several 
legislators explicitly cited the Simkins decision during debate 
over the bill). Much good came from this: “From 1963 through 
the early 1990s,” Matthew writes, “Title VI proved an effective 
weapon against the segregation and discrimination that minor-
ity patients and physicians had experienced in American health 
care since the colonial era.” For instance, the Johnson adminis-
tration required hospitals to comply with Title VI in order to be 
eligible for Medicare payment. Few could afford not to, and so 
the age of explicit hospital segregation finally came to a close.

Yet Matthew asserts that, to an extent, this more auspicious 

era ended abruptly in 2001, when a more conservative Supreme 
Court ruled in Alexander v. Sandoval, in a decision written by 
Justice Antonin Scalia, that Title VI was applicable only in cases 
of deliberate discrimination; disparate impact was not enough.19 
This new standard precluded a great deal of civil rights litigation 
because it required that plaintiffs produce tangible evidence 
that racist health care was intentional, which is made difficult 
when, as she notes, “few Americans are careless enough to cre-
ate an evidentiary record of outright bigotry.” Thus, according 
to Matthew, with respect to health care discrimination, this de-
cision effectively rendered Title VI “a dead letter.” This decision, 
she argues, must be undone if progress against racial health in-
equalities is to proceed. In short, unconscious racism in health 
care must, according to her, be made illegal through an act of 
Congress and an expansion of Title VI.

This may sound Orwellian to some. Is it meaningful, after all, to 
talk about outlawing sentiments or attitudes that lie deep within 
the dark depths of our unconscious? Can we root out biases if 
we are, by definition, unaware of their very existence? Matthew 
marshals a body of literature from various disciplines to answer 
in the affirmative. Conscious racism, she argues, is slowly being 
replaced by the unconscious variety: “But while overt racism is 
subject to nearly universal derision, unconscious racism due to 
implicit bias is hidden, is tolerated, and even excused despite its 
destructiveness.” She persuasively explores various literatures 
demonstrating that physicians harbor unconscious negative 
perceptions of blacks. She cites studies that show that patient 
race affects which treatments doctors recommend, how much 
time they spend with patients, “the level of verbal exchange and 
shared decision-making in which they engage” with patients, 
and even the manner of their nonverbal engagement. She con-
cludes that there is a sufficient base of evidence to conclude that 
these implicit biases contribute to disparities, that there is rea-
son to believe that such biases, even though they are implicit, 
are remediable, and that health care providers – both on the 
individual and institutional level – can therefore be held legally 
responsible for the results of their implicit biases.

The “evidence of malleability” is strong, according to Matthew. 
In other words, she thinks specific interventions can mitigate 
implicit biases and, as a result, disparate outcomes. The sorts of 
interventions she envisions, however, seem of mixed applicabil-
ity and utility. Nonetheless, overall, she makes a strong case that 
clinicians make racially biased decisions, whether or not they 
intend to, and that this issue must be directly addressed. People 
like me – that is to say, white physicians who believe they are 
immune from racially biased thought and action – have a great 
deal to gain from reading this book.

That said, it is also important to examine the larger picture. 
There is no question that more needs to be done to address 
physician bias. Yet we also have to keep in mind that, in the 

(continued on next page)
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pre-Alexander v. Sandoval era (when Title VI was, according 
to Matthew, more robust), there were still large racial inequali-
ties. Litigation may be a useful tool, but it’s a limited, post-facto 
modality.

More broadly, the recommendations of both Tweedy and 
Matthew ultimately seem inadequate. Neither gives much cre-
dence to the notion that further increasing the universalism of 
the health system might play an important role in reducing in-
equalities. Moreover, Tweedy says nothing, and Matthew only 
a little,20 about the notion of economic redistribution as a tool 
against racial health inequalities. In fairness, these concerns are 
not the focus of their books. However, to my mind, they are 
crucial considerations in the larger discussion of racial health 
care justice.

4. Health equity and health system universalism

Martin Luther Kings Jr.’s statement on the evils of health in-
equality is frequently quoted, but not usually in its full form. In 
his 1966 speech at the annual meeting of the aforementioned 
Medical Committee for Human Rights, he said, “Of all the 
forms of inequality, injustice in health is the most shocking and 
the most inhuman because it often results in physical death.”21 

Indeed, studies have shown a statistical association between 
lack of insurance and mortality. Removing the boundaries be-
tween individuals and the health care system is a critical step in 
the movement toward health care equality.

Tweedy, for instance, sees firsthand the harm inflicted on the 
uninsured when he works at the rural health clinic described 
earlier. But, even so, like Matthew, he gives insufficient attention 
in his book to the fact that, even with the reforms of the Afford-
able Care Act, we will continue to lack universal health care.22 

For instance, under current reforms, 27 million are expected to 
remain uninsured 10 years from now, according to an approxi-
mation of the Congressional Budget Office. We know that His-
panics and blacks are disproportionately represented among the 
uninsured.23 Covering these excluded millions seems critical. 
Moreover, neither author discusses the fact that the US health 
care system imposes substantial financial burdens at the “point 
of use,” in the form of copayments, deductibles, and co-insur-
ance for medical care, which may deter care for those who need 
it. Some have legitimately suggested that these forms of cost-
sharing disproportionately harm minorities, who have lower 
median income and net wealth.24 In other words, the potential 
harm of, say, a $2,000 medical deductible is dependent on your 
income and assets: those with fewer resources may lose out on 
important health care. And finally, though Tweedy refers to the 
shortcomings of Medicaid, neither he nor Matthew emphasizes 
that a health care system with a separate tier of access for the 
poor may be inherently unequal.

But would “true” universal health care do much to combat 
racial health inequalities, if it were, say, a single-payer system 
that eliminated out-of-pocket expenses and was equally acces-
sible by all, without tiers or walls?25 Or would it replicate cur-
rent biases and inequalities? To some extent, the answer is yes 

to both questions. But even so, a body of research has suggested 
that, even if these biases persist, a fully universal system might 
nonetheless be a powerful tool in reducing racial health care in-
equalities. That evidence comes from what is arguably a quasi-
single-payer system located in the US: the Veterans Administra-
tion (VA). Notwithstanding recent scandals that are indeed of 
great concern, the modern-era VA has justifiably earned praise 
for delivering a high – indeed, comparatively superior – quality 
of health care.26 There is also evidence that it may indeed ef-
fectively reduce, even potentially eliminate, some racial health 
inequalities.

Last fall, a study published in Circulation, the premier jour-
nal of the American Heart Association, received wide coverage 
in the media for some provocative findings. “The US Veterans 
Health Administration (VHA),” as the study notes in its intro-
ductory section, “is a healthcare system that does not impose 
the typical access barriers of the US healthcare system that may 
disproportionately impede enrollment of blacks.” The investiga-
tors therefore hypothesized that racial inequalities in cardiovas-
cular outcomes and mortality found in the general population 
might be reduced in the VA, a “healthcare system that allows 
enrollment independent of race or socioeconomic status.”27 

Consistent with previous studies, in their analysis of data from 
the general (non-VA) population, they found racial inequalities 
much as they expected to find them: blacks had a much higher 
mortality (after adjusting for various other factors) as compared 
to whites (indeed, approximately 40 percent to 50 percent high-
er).28

In striking contrast, in the VA population, even though the risk 
of stroke was either higher or similar among blacks as compared 
to whites depending on which statistical adjustments were used, 
the risk of coronary heart disease as well as overall death was ac-
tually lower among blacks. This is, of course, only a single study, 
albeit a rather large one with more than three million subjects. 
An accompanying editorial concedes that a number of factors 
may be at play. Nonetheless, the fact is that, as described by the 
investigators, these findings build on an existing literature con-
sisting of multiple studies that together point to a reduction of 
racial health inequalities within the VA for critically important 
outcomes like mortality.29

No doubt, there are still discriminatory practices in some or all 
of these facilities, and we can assume that there are conscious 
or unconscious biases at work in the minds of some of its clini-
cians, as there are elsewhere. Indeed, other studies clearly show 
that, even after the significant reorganization and reform of the 
VA in the late 1990s, there are still racial disparities in the VA.30 

If we moved to a single-payer system on a national level, such 
biases would still need to be addressed along the lines Mat-
thew argues. But the point is that a more egalitarian structure of 

Research suggests a a fully universal 
health system might be a powerful tool 
in reducing health care inequalities. The 
evidence comes from the VA.
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the health care system itself might go even further in reducing 
them. Indeed, in light of this research, it seems fair to say that 
health care universalism could be a very powerful tool in com-
batting ubiquitous racial health inequities. Attaining health care 
equality, in other words, requires true equality of access. And 
yet this simple notion is all too often ignored entirely in any 
discussion of health “disparities.”

5. The road to health equality: Is it paved with reparations?

This takes us to the final and most important arena: the issue of 
economic inequality. The essential point here was made clearly 
by the scholar Vicente Navarro in a commentary in the Lancet 
in 1990: “… even if there were no race differentials in mortality, 
most blacks would still have higher mortality rates than the me-
dian or the mean rate in the US population.”31 The logic of this 
seemingly paradoxical statement is simple. There is currently a 
(growing) gradient in life expectancy by income: the wealthy 
live longer than the poor. Thus, if incomes differ by race (as they 
do), then life expectancy will differ by race, even if racism were 
eradicated in its entirety from the health care system.

This is an uncomfortable notion, but it’s an important one. The 
ongoing rise in economic inequality was — in part — set into 
motion by a transatlantic political shift that occurred sometime 
in the 1970s.32 The political ground may now be shifting be-
neath our feet, but we are nonetheless very much still living in 
that same “neoliberal” era, an era in which economic inequality 
and health inequality are yoked.

For some, an overarching concern with economic inequal-
ity might be thought consistent with a “class first” (as its often 
termed) mentality toward political change, an approach that is 
currently under great contestation on the left-leaning side of 
the political spectrum. For instance, Bernie Sanders’s central 
focus on economic justice has been criticized by the Atlantic’s 
Ta-Nehisi Coates, who argues that his “rising tide lifts all boats” 
approach is an amplified version of a longstanding inadequate 
Democratic approach to racial inequality. For Coates, in con-
trast, the sine qua non of racial justice is reparations. “[T]reat-
ing a racist injury solely with class-based remedies,” he writes, 
“is like treating a gun-shot wound solely with bandages.” But it 
bears mention that – in one particular way – Sanders and Coates 
are both arguing for the same thing: economic redistribution. 
For Sanders, this redistribution can be colorblind — through 
greater social welfare programs and progressive taxation — and 
still benefit minorities; for Coates, it must occur along color 
lines so as to more directly remunerate the victims of centuries 
of racist “plunder.” Yet there is, in truth, a great deal of over-
lap between these views. As The Week’s Ryan Cooper argued 
in response to Coates, given entrenched economic inequality 
between races, “[r]ace-neutral redistribution and welfare are by 
necessity anti-racist.” However, it’s important to recognize at the 
same time that a redistributive approach that is (at least nomi-
nally) neutral with respect to race lacks the symbolism of resti-
tution. I can understand how many might feel that this would 
therefore fall short of justice.

Then again, a stark theoretical dichotomy between class-based 

and race-based measures is reflective of neither history nor con-
temporary reality. The very reason that there are economic in-
equalities between blacks and whites is, of course, slavery, and 
the legal and extralegal oppression that followed it. In health, we 
can disentangle the effects of class and race by using sophisti-
cated statistical tools, but what does it really mean when we say 
that health disparities are – or aren’t – attenuated when “adjust-
ing” for socioeconomic status? Theoretically, we are trying to 
measure the “pure” effect of race.33 But that’s an illusory con-
cept, to some extent: the effects of class and race are intimately 
interwoven.

In health care, it is at this point clear that we need policies that 
work to diminish inequalities along the lines of each. A lesson 
that can be drawn from Tweedy, for instance, is that a health 
care workforce should reflect the composition of its population. 
Although he doesn’t make the case quite as strongly in his book, 
he does so in a New York Times op-ed headlined “The Case for 
Black Doctors.” For now, this goal requires affirmative action. 
Matthew, on the other hand, convincingly demonstrates that 
racial biases are at work – sometimes invisibly – in the minds of 
physicians, and whatever happens in the realm of economics or 
on the health system level, those biases will not suddenly wither. 
They therefore must be addressed, perhaps through the types 
of legal measures she describes. More broadly, we must aggres-
sively address the host of environmental and public health ineq-
uities – and police violence might be considered in this category 
– that disproportionately afflict communities of color.

Yet these approaches – if carried out alone – would ultimately 
be inadequate in the struggle against racial inequalities in health. 
Health system universalism, on the other hand, is a potentially 
powerful – albeit insufficient – step toward racial health care 
justice. Likewise, economic inequality – on the rise, bound with 
race, tightly corresponding to health and death – must also be 
addressed. This is where the “liberal” and the “left” frameworks 
toward health inequalities diverge. The liberal framework seeks 
to ameliorate the health impact of poverty or inequality with 
an array of interventions and programs and palliatives; the left 
approach, in contrast, goes a step further, and aims to level the 
inequalities themselves.

At the moment, the political winds seem to be favoring the 
latter. For those concerned with combatting the ills of health 
inequality – of both race and class – this should be seen as an 
auspicious development. Health inequities are not the product 
of our genes: they are the consequences of our history, and of 
the politics of health.
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Dr. Susan Rogers: Improve cancer care with single payer
By Surabhi Dangi-Garimella, Ph.D.

On the first day of the annual meeting of the American Society 
of Clinical Oncology, being held June 3-7, 2016, in Chicago, Il-
linois, healthcare experts from the United States, Canada, and 
the United Kingdom, compared and contrasted the care models 
that are widely adopted in each nation. Placing a significant em-
phasis on reviewing the value of cancer care, panelists discussed 
how the National Institute for Health and Care Excellence 
(NICE) in the United Kingdom, and the Canadian healthcare 
model, seek to optimize the cost and value of cancer care. Panel-
ists identified opportunities for constructive interventions that 
could help fill up gaps in the US healthcare system.

United States
Susan Rogers, MD, FACP, Stroger Hospital of Cook County, 

Physicians for a National Health Program, introduced the US 
healthcare system. Her talk was entitled, “Perverse Incentives 
and Broken Markets: How Did We Get Here and How Do We 
Correct It?”

Rogers posed the question, “Why do we need a single payer?” 
But before trying to answer that question, she took a step back 
to explain some of the basic reasons for seeking health insur-
ance. Rogers said that insuring against health:

• Protects financial assets
• Improves access to care
• Protects health
“The United States has five health delivery systems,” Rogers 

said, listing them as Medicare; Medicaid; private insurance of-
fered to workers where they have to contribute to the premium; 
healthcare for Native Americans, vets, and the military, provid-
ed and delivered by the government (socialist medicine); and 
the uninsured.

“We are spending a lot of money on healthcare. US public 
spending per capita for health is greater than the total spending 
in other nations,” Rogers said, with data showing that US spends 
significantly greater than the highest amount spent by other de-
veloping countries. She added that the increased spending does 
not guarantee an improvement in infant mortality rates or im-
prove longevity.

So how can access to better healthcare be improved? Rog-
ers pointed out that employment alone does not insure 
health benefits, because a lot of employers prefer part-time 
employees, who then do not qualify to receive the ben-
efits. With Medicaid expansion following the Affordable 
Care Act (ACA), there was hope that disparities in access 
to healthcare would be addressed. But it was not to be. “If 
half the physicians are not participating in Medicaid man-
aged care plans, how can patients access care with those 

doctors?” Rogers asked. Despite 
the provisions within the Act, 
the Congressional Budget Office 
has estimated that 30 million will 
remain uninsured in 2016 and 
the number will hover around 29 
million till 2019.

The ACA has not really helped 
the US population, Rogers said, 
because a standard benefits 
package was not developed un-
der the ACA. While copays and 
coinsurance were eliminated for 
enrollees, but it was only for pre-
ventive services. “ACA makes underinsurance the norm,” 
she said. With the average deductibles steadily rising, from 
$300 in 2006 to $1,077 in 2015, medical bankruptcies are 
significantly higher, especially among cancer patients, Rog-
ers pointed out.

Voting for a Single Payer System
Rogers is a big proponent of a single payer system – she be-

lieves it presents several advantages that private plans do not. 
When a person seeks care at a site, some of the providers may 
not be in-network, and so when the patients uses those services, 
they may end up being very expensive, she explained. “A single- 
payer system, on the other hand, will remove provider restric-
tions and improve access and choice for all.”

While it might cost more to cover everyone (she showed 
an estimate of $243 billion), a single-payer system can be 
kept funded by eliminating discrepancies in service costs, 
reducing administrative costs, reducing drug prices could 
via negotiations, and by introducing a payroll tax instead of 
a deduction.

Belgium was the first developed country to introduce a gov-
ernment-backed universal health insurance, back in 1945. 
Subsequently, several countries in Europe and in Asia fol-
lowed suit.

“ACA is based on private insurance and will not be able to 
solve patient access issues,” Rogers said. “A single payer will be 
the only insurance plan that can allow cost control, provide ac-
cess, and provide better choice.”

PNHP note: The text above was excerpted from a much lon-
ger article originally titled “Lessons in cancer care from NICE 
and Health Canada at ASCO.” The full article is available at  
bit.ly/29hT2UD.

Dr. Susan Rogers
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The association between income and life expectancy 
in the United States, 2001-2014
By Raj Chetty, PhD; Michael Stepner, BA; Sarah Abraham, BA; Shelby Lin, MPhil; Benjamin Scuderi, BA; 
Nicholas Turner, PhD; Augustin Bergeron, MA; David Cutler, PhD

Abstract
Importance The relationship between income and life expec-

tancy is well established but remains poorly understood.

Objectives
To measure the level, time trend, and geographic variability 

in the association between income and life expectancy and to 
identify factors related to small area variation.

Design and Setting
Income data for the US population were obtained from 1.4 bil-

lion deidentified tax records between 1999 and 2014. Mortality 
data were obtained from Social Security Administration death 
records. These data were used to estimate race- and ethnicity-
adjusted life expectancy at 40 years of age by household income 
percentile, sex, and geographic area, and to evaluate factors as-
sociated with differences in life expectancy.

Exposure
Pretax household earnings as a measure of income.

Main Outcomes and Measures
Relationship between income and life expectancy; trends in 

life expectancy by income group; geographic variation in life 
expectancy levels and trends by income group; and factors as-
sociated with differences in life expectancy across areas.

Results
The sample consisted of 1,408,287,218 person-year obser-

vations for individuals aged 40 to 76 years (mean age, 53.0 
years; median household earnings among working individu-
als, $61,175 per year). There were 4,114,380 deaths among men 
(mortality rate, 596.3 per 100,000) and 2,694,808 deaths among 
women (mortality rate, 375.1 per 100,000). The analysis yielded 
4 results. First, higher income was associated with greater lon-
gevity throughout the income distribution. The gap in life ex-
pectancy between the richest 1 percent and poorest 1 percent of 
individuals was 14.6 years (95 percent CI, 14.4 to 14.8 years) for 
men and 10.1 years (95 percent CI, 9.9 to 10.3 years) for women. 
Second, inequality in life expectancy increased over time. Be-
tween 2001 and 2014, life expectancy increased by 2.34 years 
for men and 2.91 years for women in the top 5 percent of the in-
come distribution, but by only 0.32 years for men and 0.04 years 
for women in the bottom 5 percent (P<.001 for the differences 
for both sexes). Third, life expectancy for low-income individu-
als varied substantially across local areas. In the bottom income 
quartile, life expectancy differed by approximately 4.5 years be-
tween areas with the highest and lowest longevity. Changes in 
life expectancy between 2001 and 2014 ranged from gains of 
more than 4 years to losses of more than 2 years across areas. 
Fourth, geographic differences in life expectancy for individuals 
in the lowest income quartile were significantly correlated with 
health behaviors such as smoking (r=-0.69, P<.001), but were 
not significantly correlated with access to medical care, physi-
cal environmental factors, income inequality, or labor market 
conditions. Life expectancy for low-income individuals was 
positively correlated with the local area fraction of immigrants 
(r=0.72, P<.001), fraction of college graduates (r=0.42, P<.001), 
and government expenditures (r=0.57, P<.001).

Conclusions and Relevance
In the United States between 2001 and 2014, higher income 

was associated with greater longevity, and differences in life ex-
pectancy across income groups increased over time. However, 
the association between life expectancy and income varied sub-
stantially across areas; differences in longevity across income 
groups decreased in some areas and increased in others. The 
differences in life expectancy were correlated with health be-
haviors and local area characteristics.

Race- and Ethnicity-Adjusted Life Expectancy for 40-Year-Olds 
by Household Income Percentile, 2001-2014
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For second year in a row, NY Assembly passes universal health care bill
By Simon Rosenbluth

ALBANY, N.Y. - The Assembly voted 86-53 Wednesday to pass 
universal health care legislation in New York, marking the second 
time in two years the bill passed the Democrat-controlled house.

The issue of health care has received increased attention since 
the passage of the Affordable Care Act in 2010. But some state 
lawmakers, physicians, nurses and patients say the federal pro-
gram doesn’t go far enough and legal challenges are still threat-
ening its full implementation.

The New York Health bill (A.5062-a) passed by the Assembly 
Wednesday would provide universal, complete health care cov-
erage to every New Yorker without deductibles, co-pays, or lim-
ited provider networks.

“Health insurance plans have now asked the state for a 17 per-
cent rate increase, with some plans as high as 45 percent,” said 
Assembly Health Committee Chair Richard Gottfried, lead As-
sembly sponsor of the bill. “Year after year, the cost of coverage 
for families and employers goes up faster than wages and infla-
tion. Premiums, deductibles, co-pays, out-of-network charges, 
and uncontrolled drug costs undermine health care and family 
finances, and are a heavier burden on employers and taxpayers.”

Based on a recent national poll by Gallup, 58 percent of Amer-
icans, including 41 percent of Republicans, are in favor of a sin-
gle-payer system, showing there is support for this movement.

This sentiment was revealed on Tuesday, May 24, as hundreds 
crowded inside the Capitol in Albany to fight for universal 
health coverage in New York state.

The determined and energized crowd held signs and chanted 
slogans on the Million Dollar Staircase, calling for universal 
health care in New York, an effort that began in 1992, the first 
time this bill was introduced. Gottfried was in attendance to 
stress the importance of passing this piece of legislation.

Many others spoke up to endorse the bill, including those with 
first-hand experience of how the current system operates. Marva 
Wade, vice president of the New York State Nurses Association, 
said passing the bill would mean “full access and better care for 
all, with huge savings for the vast majority of New Yorkers.”

Umair Jangda, a doctor at Jamaica Hospital in Queens, recount-
ed a story of a patient who was diagnosed with leukemia and was 
unable to afford treatment due to the pharmaceutical company 
spiking the cost of the drug. He was a recent, legal immigrant 
who was uninsured, meaning the cost of being treated was sim-
ply unaffordable. Dr. Jangda pointed out that this is a common 
occurrence and that it upsets him seeing so many patients who 
could potentially be treated, but are not, because of the cost.

Beyond a moral standpoint, the current system is also bad 
for businesses and job growth, according to Cor Drost, presi-
dent and CEO of the Ithaca-based medical device manufac-
turer Transonic Systems, Inc. He said that due to high insur-
ance costs, many companies are forced to move jobs to other 
countries, such as Canada, where employee medical insurance 
costs substantially less. In order to stay competitive, he argued, 
companies must resort to these money-saving tactics, even if it 
means hurting local economies.

“The Affordable Care Act has made important improvements to 
the system, but as long as our health coverage comes from insur-
ance companies, it will be an increasingly unbearable burden,” 
Gottfried said. “One-in-three Americans still put off medical 
treatment due to cost in 2015, and 40 percent of New Yorkers re-
ported having cut down on other expenses to afford health care.”

The Senate bill (S.3525) is sponsored by Bill Perkins, D-Har-
lem, and was amended in the Senate Health Committee on 
April 29. It has 22 sponsors in that house.

Is single payer our health salvation?
By Anne Scheetz, M.D.

Re: “Why a Single-Payer Plan Would Still Be Really Costly” 
(The Upshot, May 17):

Our health care costs more because our administrative costs, 
a result of a financing system that relies on for-profit insur-
ance companies, are so high. Some of those costs are borne by 
physicians, who must pay for complex billing systems, denial 
management, preauthorization requirements, collections man-

agement and bad debt, as well as devoting patient time to dis-
cussing insurance coverage rather than medical issues.

If we substantially decrease those costs to physicians, as a sin-
gle-payer system would do, we could decrease insurance pay-
ments to physicians and still give all of them a raise. No econom-
ic miracle involved; just a matter of the people who do the work, 
rather than a wasteful middleman, taking home the money.

The writer, a retired internist, resides in Chicago.

june 2, 2016

may 23, 2016
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In Illinois, the PNHP chapter is active in promoting single 
payer to the medical community. This spring the chapter co-
sponsored its annual Soul of Medicine Dinner in Chicago with 
Physicians for Social Responsibility; PNHP leader Dr. Duane 
Dowell was this year’s honoree. In June, Dr. Bill Reed hosted a 
welcome dinner for incoming and current residents in conjunc-
tion with Residents for a National Health Program (the resi-
dents and fellows section of PNHP). Several local leaders have 
recently given presentations, including Dr. Pam Gronemeyer, 
who received an Outstanding Working Women of Illinois award 
from the Illinois Federation of Business Women recognizing 
her single-payer activism; Dr. Claudia Fegan, who delivered 
grand rounds in honor of Dr. Quentin Young to the Depart-
ment of Medicine at Stroger (Cook County) Hospital, and was 
also named one of Modern Healthcare’s “10 Minority Execu-
tives to Watch”; Dr. Susan Rogers, who gave a presentation on 
single payer and cancer care to over 500 attendees of the Ameri-
can Society of Clinical Oncology’s annual meeting in June; and 
Dr. Stephen Stabile, who spoke to family medicine residents at 
Presence St. Mary and Elizabeth Medical Center and to medi-
cal, dental and nursing students at an Illinois Primary Care As-
sociation meeting. To get involved in PNHP Illinois, contact Dr. 
Anne Scheetz at annescheetz@gmail.com. 

In Indiana, Hoosiers for a 
Commonsense Health Plan 
hosted an event in May featur-
ing former health insurance 
industry executive Wendell 
Potter and a showing of the 
documentary “Fix It.” Pot-
ter also gave a presentation in 
Bloomington during his na-
tional book tour for “Nation on 
the Take.” Single-payer activists 
also marched in the Bloom-
ington Fourth of July Parade, 
carrying the Medicare for All 
banner. To get involved in In-
diana, contact Dr. Rob Stone at 
grostone@gmail.com.

Kentuckians for Single-Payer Health Care is active in 
garnering media attention and raising public awareness of 
single payer. Drs. Peter Esch, Barbara Casper, Edgar Lopez, 
Morris Weiss, Steve Lippmann, and medical students Brandi 
Jones and Mallika Sabharwal spoke at a press conference in 
Louisville celebrating the publication of the Physicians’ Pro-
posal for Single Payer Health Reform in the American Jour-
nal of Public Health. The event was covered by the Courier-
Journal, Business First, and the Greater Louisville Medical 
Society News. Chapter members also spoke to labor groups, 
like the Kentucky State Council of Machinists, and Dr. Ewell 
Scott spoke to candidates about the proposal. Kentuckians 
for Single Payer set up several showings of the documentary 
“Fix It” in Louisville and Morehead, including at the Thom-
as Jefferson Unitarian Church, Chapel House Seniors’ Resi-
dence, Fourth Avenue United Methodist Church, and Cen-
tral Presbyterian Church. Single-payer activists also secured 
a regular monthly spot on the new progressive radio station, 
Forward Radio, and distributed information at the Walk for 
Multiple Sclerosis, the Mighty Kindness Festival and the St. 
Patrick’s Day Parade. To get involved in Kentucky, contact 
Dr. Garrett Adams at KYHealthCare@aol.com.

PNHP chapter reports
PNHP and its former California chapter – which was also known 

as the California Physicians Alliance (CaPA) – have agreed to an 
amicable separation. CaPA wished to continue its paid efforts to 
enroll individuals in private insurance plans through the ACA’s ex-
change, an activity the PNHP Board and some California members 
considered incompatible with PNHP’s focus on single-payer advo-
cacy. PNHP wishes CaPA well in its continuing work. All Califor-
nia-based PNHP members remain members of national PNHP. The 
San Francisco Bay Area chapter has elected to affiliate with national 
PNHP rather than CaPA, and activists in other parts of the state 
are collaborating in the formation of additional California chapters. 
Members interested in helping to organize new California-based 
chapters are invited to contact Emily Henkels, PNHP’s national 
organizer, at e.henkels@pnhp.org.

In July, PNHP members in Los Angeles and San Francisco 
hosted welcome dinners for incoming interns and current resi-
dents, events that were co-sponsored by Residents for a Nation-
al Health Program, the residents and fellows section of PNHP.

Resident welcome dinner in San Francisco with PNHP member Dr. 
Jeff Gee (first row, right).

PNHP National Coordinator Dr. 
Claudia Fegan was named one 

of Modern Healthcare’s “10 
Minority Executives to Watch.”

Kentuckians for Single-Payer Healthcare leaders at a press 
conference in Louisville.
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In Missouri, a new student chapter of PNHP formed at A.T. 
Still University - Missouri School of Osteopathic Medicine this 
spring under the leadership of medical student Daniel Boron-
Brenner. PNHP Missouri chapter leader Dr. Ed Weisbart gave 
more than a dozen single-payer presentations around the state 
this spring, reaching hundreds of community members, physi-
cians, health professionals and students. To get involved in Mis-
souri, contact Dr. Ed Weisbart at edweisbart@gmail.com. 

In Maine, Maine AllCare hosted several screenings of the 
documentary “Fix It.” At the Maine caucuses and conventions, 
volunteers gathered almost 1,000 names of citizens in support 
of universal health care. Maine AllCare now has local chapters 
in Portland, Rumford, Brunswick and Blue Hill. The Maine All-
Care board also hired a consultant to begin planning for a citi-
zen initiative in 2020 to bring health care to everyone in Maine. 
To get involved in Maine, contact Dr. Julie Pease at jkpease-
md@gmail.com. 

In Massachusetts, Mass-Care members partnered with Pro-
gressive Democrats of America to present a resolution to the 
Massachusetts Democratic Convention floor on June 4 to in-
clude single payer in the party platform both at the state and na-
tional level. The groups gathered nearly 700 delegate signatures 
to bring the resolution to a vote. PNHP Massachusetts chapter 
leader Dr. Adam Gaffney delivered a national PNHP webinar 
on “New data on the impact of class, race, and single payer on 
health.” The webinar can be viewed on PNHP’s YouTube page 
at bit.ly/298X8vn. To get involved in Massachusetts, contact Dr. 
Gaffney at gaffney.adam@gmail.com. 

In Nevada, the new PNHP chapter has been meeting regularly 
via video conference call. The chapter now includes members 
from several medical and allied health specialties and has the 
active involvement of two deans at the newly forming Univer-
sity of Nevada - Las Vegas School of Medicine. Members have 
published letters to the editor and opinion pieces in several local 
newspapers, and chapter co-chair Dr. Sean Lehmann recently 
appeared on “Nevada Newsmakers,” a local television program, 
where he was interviewed on the topic of single payer. 

Las Vegas-area members have connected with local found-
ers of the new Healthcare-NOW chapter, and recently met to-

Dr. Sean Lehmann appeared on the May 17 edition of  
“Nevada Newsmakers.” 

gether for a screening of the documentary “Fit It.” The group is 
working on outreach activities for a visit in August from PNHP 
Missouri chapter leader Dr. Ed Weisbart, who will be speaking 
to the Nevada Academy of Family Physicians. To get involved 
in PNHP Nevada, contact Dr. Joanne Leovy at nevadapnhp@
gmail.com. 

In New York, the New York Metro Chapter of PNHP was 
active in getting the New York State Assembly to pass a state 
single-payer bill, the New York Health Act, for the second year 
in a row. The Senate version of the bill currently has 22 co-spon-
sors (32 votes are needed for passage). Leading up to the vote, 
the N.Y. Metro and Capital District chapters of PNHP hosted 
a lobby day in Albany that drew over 100 health professionals 
from across the state, including physicians, nurses, social work-
ers, medical students, as well as residents from the Montefiore 
Social Medicine Residency Program. The chapter’s annual fun-
draising gala honored registered nurse Mary Dewar, Drs. Jack 
Geiger and Lewis Goldfrank, Rebecca Mahn, a fourth-year 
medical student at Albert Einstein College of Medicine, and Al-
exander Edwards, a recent graduate of the Mailman School of 
Public Health. The chapter’s monthly educational forum recent-
ly featured Kamini Doobay, a medical student and organizer of 
the New York City Coalition to Dismantle Racism in the Health 
System. Three local medical student chapters plan to collect and 
publicly display (online) the names of faculty and students who 
support single payer. To get involved in PNHP N.Y. Metro, con-
tact Katie Robbins, MPH, at katie@pnhpnymetro.org.

PNHP N.Y. Metro members march in the New York Pride Parade  
in June. 

In North Carolina, the Healthcare Justice chapter of PNHP in 
Charlotte hosted a daylong workshop with PNHP National Or-
ganizer Emily Henkels on the topic of developing an organizing 
strategy for single payer. The chapter hosted a screening of the 
documentary “Fix It” accompanied by a panel discussion featur-
ing Dr. Andrea DeSantis and three local business people. Drs. De-
Santis, Shami Hariharan, and Jessica Schorr Saxe spoke to medi-
cal students and residents about single payer and forming a local 
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SNaHP chapter. Board member Karen Bean and other chapter 
activists lobbied with the League of Women Voters in support of 
Medicaid expansion. Chapter Chair Dr. Saxe’s recently talked to 
Democratic Women of Union County and to the Health Services 
Research Program at the University of North Carolina, Charlotte 
(UNCC). The talk at UNCC yielded the group an intern who will 
work with the chapter’s Communications Committee. To get in-
volved in the Healthcare Justice chapter in North Carolina, con-
tact Dr. Saxe at jessica.schorr.saxe@gmail.com.

Healthcare Justice board members at a training with PNHP  
National Organizer Emily Henkels (front row, center).

In Ohio, the Ohio State SNaHP chapter hosted a debate with 
the Benjamin Rush Institute over the resolution, “Be it resolved: 
The government can provide more compassionate and efficient 
healthcare for all Americans than the free market.” PNHP mem-
bers Dr. Donald Mack and Brad Cotton won the day for single 
payer. The chapter also hosted a viewing of “Take Care, Mr. El-
son,” a New York Times documentary about the failure of the 
ACA to help a low-income, working, 60-year-old community 
health center patient with several chronic conditions. An invigo-
rating discussion followed the screening. To get involved in Ohio, 
contact Dr. Johnathon Ross at drjohnross@ameritech.net. 

In Pennsylvania, Health Care for All Philadelphia marched on 
the first day of the Democratic National Convention in Phila-
delphia to protest the absence of single payer in the Democratic 
Party platform and the opposition to single payer by candidate 
Hillary Clinton. The group joined with the Poor People’s Eco-
nomic Human Rights Campaign and thousands of others in the 
March for Our Lives (www.march4ourlives2016.org). Medical 
students also participated in the actions through SNaHP chap-
ters at Temple University, Cooper Medical School, and Univer-
sity of Pennsylvania. To get involved in Pennsylvania, contact 
Dr. Walter Tsou at macman2@aol.com.

In Rhode Island, PNHPers helped legislators develop a state 
single-payer bill that has been introduced in both the House 
and Senate. The chapter is doing outreach to academics, labor, 
faith and student groups and has garnered support from Ric 
McIntyre, chair of the Economics Department at the University 
of Rhode Island, the Service Employees International Union 
1199, Bishop Knisely of the Rhode Island Episcopal Church, 
and the Brown University Medical School SNaHP chapter. 
To get involved in Rhode Island, contact Dr. J. Mark Ryan at  
ujiryan@gmail.com.

Dr. J. Mark Ryan, state Rep. Aaron Regunberg, and SNaHP leaders 
from Brown Medical School in Rhode Island.

In Western Washington, the PNHP chapter participated in 
two demonstrations against Zoom-Care, a for-profit operator of 
urgent care clinics. PNHPers also met with Seattle City Coun-
cil members urging them to support a resolution calling on the 
state’s congressional delegation to expand and improve Social 
Security and Medicare. The resolution passed unanimously. 
Several chapter members met with medical students participat-
ing in the annual Seacouver (Seattle-Vancouver) Study Tour 
co-sponsored by the American Medical Student Association. 
The tour exposes students to the health care systems in the U.S. 
and Canada through visits to medical settings, lectures by ex-
perts, and opportunities to interview community members. The 
chapter continues to hold well-attended monthly meetings with 
speakers. Recent topics have included health care in Cuba, the 
PNHP Physicians’ Proposal for Single Payer Health Reform, 
and ColoradoCare. To get involved in PNHP Western Wash-
ington, contact Dr. David McLanahan at pnhp.westernwash-
ington@comcast.net. 

In West Virginia, PNHP member Lynn Yellott submitted a 
resolution in support of single payer to the West Virginia Dem-
ocratic Convention. The resolution was adopted unanimously 
by the Resolutions Committee, and was subsequently adopted 
by the full convention. To get involved in West Virginia, contact 
Lynn Yellott at lynnyellott@gmail.com.Dr. Walter Tsou interviewed by 

MedPage Today on single payer



 64 \  FALL 2016 NEWSLETTER  \  WWW.PNHP.ORG

NON-PROFIT ORG
U.S. POSTAGE PAID
PHYSICIANS FOR A 
NATIONAL HEALTH 

PROGRAM

29 E. Madison St., Suite 1412
Chicago, IL 60602-4410

Phone: (312) 782-6006
Fax: (312) 782-6007
info@pnhp.org
www.pnhp.org

Address Service Requested


