Sample resolution in support of
single-payer improved Medicare for All
WHEREAS, 28.5 million Americans lacked health insurance in
2017 (1), and
WHEREAS, compared to ten other high-income countries, the
United States ranks last in health care affordability, and has the
highest rate of infant mortality and mortality amenable to health
care (2), and
WHEREAS, employer-sponsored health plans are increasingly
unaffordable for workers since 85% of these plans include an annual deductible and the average deductible was $1,573 for single
coverage in 2018 (3), and
WHEREAS, in 2017 the United States spent $3.7 trillion on
health care, or 17.9% of GDP (4), twice as much per capita on
health care as the average of wealthy nations that provide universal coverage (5), and
WHEREAS, 62% of all bankruptcies in 2007 were medical and
75% of people bankrupted by medical bills had private insurance at the onset of illness or injury (6) and medical bankruptcy
did not fall in Massachusetts after that state’s implementation of
reform in 2006 (7), and

the market, and
WHEREAS, a single-payer reform will dramatically reduce, although not eliminate, health disparities. The passage of Medicare
in 1965 led to the rapid desegregation of 99.6% of U.S. hospitals
(15), and
WHEREAS, a single-payer system will allow patients to freely
choose their doctors, gives physicians a choice of practice setting,
and protect the doctor patient relationship, and
WHEREAS, there is single-payer legislation in both houses of
Congress, therefore
BE IT RESOLVED that [this organization] express its support for
universal access to comprehensive, affordable, high-quality health
care through a single-payer national health program, including
single-payer legislation at the state level.
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