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PNHP’s in-person Annual Meeting 
returns, Nov. 4-5 in Boston

After two years of meeting virtually, PNHP members 
and allies will once again gather in-person for our Annual 
Meeting and Leadership Training. This year’s conference, 
themed “Brick by Brick: Building the Movement for Medi-
care for All,” will take place Nov. 4-5 at the Boston Park 
Plaza.

Our keynote speakers for Boston will address some of 
the most far-reaching and pressing issues facing the Medi-
care-for-All movement. Linda Villarosa, contributor to The 
New York Times’ 1619 Project and author of the just-pub-
lished Under the Skin: The Hidden Toll of Racism on American 
Lives and the Health of Our Nation will discuss the neces-
sity of confronting systemic racism as part of any effort 
to achieve health justice, and Donald Cohen, co-author 
of The Privatization of Everything, will discuss the profiteer-
ing that threatens Medicare and Medicaid alongside every 
other public good in the United States.

In this issue:

PNHP is also thrilled to be hosting the Students for 
a National Health Program (SNaHP) Summit on Nov. 
4, immediately preceding this year’s Leadership Train-
ing. Typically held in the spring, the SNaHP Summit is 
a chance for medical and health professional students to 
meet like-minded colleagues, strategize for the year ahead, 
and organize around tangible goals that advance the sin-
gle-payer movement, both inside and outside of their in-
stitutions.

It’s been three long years since PNHP members have been 
able to gather in-person for an Annual Meeting. In that 
time, the work of our movement has become more urgent 
than ever; please join us as we engage in a long overdue 
weekend of learning, connecting, and strategizing for our 
shared goal: single-payer Medicare for All.

Online pre-registration is open through Sunday, October 30 
at pnhp.org/meeting.

Annual Meeting 
Covid-19 protocols

 
PNHP’s Board of Directors and medical experts 
are still finalizing Covid-19 safety protocols for the 
Annual Meeting, which may include: Facemask  
requirement while not actively eating or drinking;  
Vaccination requirement, including booster(s); 
and/or Testing requirement within  72 hours of  
conference start.

In addition, while the conference includes meals, times 
designated for food service will not contain program-
ming so that participants can eat away from the main 
conference room should they choose.
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Why single-payer advocates and VHA 
defenders must join forces 

By Suzanne Gordon

It’s no surprise to PNHP members that the same vested in-
terests opposed to Medicare for All want to undermine the 
Veterans Health Administration (VHA), our largest public 
health care system. 

Run by the Department of Veterans Affairs (VA), the VHA is 
our best working model of socialized medicine. VHA care-giv-
ers are not a collection of physician practices or specialty ser-
vices reimbursed by private insurers, Medicare, or Medicaid 
on a “fee for service” basis. All VHA doctors, nurses, therapists, 
and other personnel are salaried, like members of the UK Na-
tional Health Service.

VHA staff provide high-quality care to nine million pa-
tients that is better coordinated and more cost effective than 
in the private sector. The VHA plays a major “teaching hos-
pital” role in training thousands of new doctors, nurses, and 
other health care professionals. It doesn’t compete with other 
hospital chains by spending huge sums on advertising and 
marketing.

In 2018, corporate Democrats and conservative Republi-
cans took a sledge hammer to the VHA when they passed the 
VA MISSION Act. As implemented by Donald Trump and 
now Joe Biden, this legislation has siphoned billions of dol-
lars away from the VHA’s direct care budget and steered that 
money toward private doctors and for-profit hospitals often 
less well prepared to treat veterans. 

The VHA has been partially converted into a Medicare-style 
payer of bills submitted by other health care providers. The 
powerful private interests that have acquired this new $30 
billion a year federal revenue stream want to preserve and 
expand it—just like operators of Medicare Advantage plans 
and newly minted ACO REACH entities hope to profit from 
further diversion of seniors from traditional Medicare.

The community-labor campaign to save the VHA from fur-
ther privatization and the PNHP-led resistance to Medicare 
profiteering relies on many of the same allies and faces com-
mon adversaries. They are parallel struggles in the same fight 
to build on what’s best in American health care—and we’ll 
all have a better chance of winning if we work more closely 
together.

Healthcare journalist Suzanne Gordon is a longtime PNHP sup-
porter and co-founder of the Veterans Healthcare Policy Institute. 
She will lead a workshop on protecting the VHA from profteers at 
the PNHP Annual Meeting on Nov. 5. Her new book is called “Our 
Veterans: Winners, Losers, Friends and Enemies on the New Ter-
rain of Veterans Affairs” from Duke University Press.

On Veterans Day 2017, Veterans For Peace led a march 
in Boston to demand “No Privatization at the 

Veterans Health Administration (VHA)!”
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Pediatricians organize for single payer 
within their medical society 

At last year’s virtual Annual Meeting, PNHP launched a se-
ries of Member Interest Groups (MIGs) based on medical spe-
cialties, lived experiences, and areas of interest. One of these 
groups, our Pediatrics MIG, is planning to ramp up their ac-
tivism with an in-person meeting in Boston on Nov. 5. At the 
top of their agenda will be organizing within the American 
Academy of Pediatrics as part of PNHP’s ongoing Medical So-
ciety Resolutions campaign.

“There are a lot of pediatricians within PNHP, but the Acad-
emy has been resistant to anything on single payer,” says Dr. 
Eve Shapiro, a PNHP national board member who is active 
within the MIG. Dr. Shapiro envisions brainstorming with her 
colleagues in Boston to better understand roadblocks within 
the Academy, organize a sign-on letter for pediatricians and, 
ultimately, win passage of a single-payer resolution.

“Seeing large medical organizations saying Medicare for All 
is a good idea is powerful,” she says. “It can move the issue 
forward.”

To get involved with the Pediatrics MIG, contact Dr. Shapiro at 
evecshapiro@gmail.com. For questions about other MIGs, contact 
Kaytlin Gilbert at kaytlin@pnhp.org. To learn more about organiz-
ing within medical societies, contact Lori Clark at lori@pnhp.org.

Meet Gaurav Kalwani,
PNHP Communications Specialist 

Previous Experience: I pre-
viously worked in nuclear and 
cyber policy research at the Car-
negie Endowment for Interna-
tional Peace in Washington, D.C.

What drew you to PNHP? As 
a progressive, I believe that im-
plementing Medicare for All is 
the best way to fix our country's 
deeply flawed health care system. I myself come from a fam-
ily of doctors, so I've always had an appreciation for their 
leadership and impact in the communities they serve, and I 
know that if they advocate for single payer, people will listen.

What are you looking forward to working on over the 
next 12 months? I'm most looking forward to working on 
our campaign to stop the privatization of Medicare, as well as 
planning for our annual meeting in November!

What's a fun fact about yourself? Every year, I go to a doc-
umentary film festival in Columbia, Mo. known as True/False.

Connect with Gaurav at gaurav@pnhp.org.

Responding to attacks on abortion 
access across the U.S. 

When the U.S. Supreme Court issued its ruling in Dobbs 
v. Jackson Women’s Health Organization earlier this summer, 
overturning nearly 50 years of federal abortion protections, 
it prompted a wave of shock, anger, grief and, ultimately, or-
ganizing among Americans who care deeply about reproduc-
tive justice.

Against this backdrop, PNHP board advisers Drs. Diljeet 
Singh and Ashley Duhon, along with PNHP national board 
member Dr. Judith Albert, are planning a workshop for the 
Nov. 5 Annual Meeting in Boston. Their goal is to brainstorm 
appropriate responses to this severe curtailing of abortion ac-
cess, seek ways to support patients and frontline providers, 
and amplify the work of abortion rights activists both inside 
and outside of the medical profession. Focusing intently on 
reproductive justice is both crucial and long overdue.

“We do not always focus on how equity is one of the im-
portant principles of single payer,” says Dr. Singh. “Now we 
have no choice but to talk about it and to rally around it.”

To read PNHP’s statement in response to the Dobbs decision, visit 
pnhp.org/AbortionStatement. To connect with fellow reproductive 
justice activists within PNHP, contact Dr. Singh at diljeetksingh@
gmail.com.

Meet Lori Clark,
PNHP National Organizer

Previous Experience: At the 
Jane Addams Senior Caucus, I 
built a powerful base of leaders 
who were bonded not by candi-
dates or party, but by a vision for 
a better future.

What drew you to PNHP? I 
wanted to join an organization 
that was interested in investing 
in the development of its members, building power, and de-
veloping a roadmap to take back control of our health care 
system from big corporations and the insurance industry.

What are you looking forward to working on over the 
next 12 months? I am looking forward to working together 
to create a new organizing model that grows PNHP’s collec-
tive power, and helping to develop a strategic roadmap that 
advances the single-payer movement.

What’s a fun fact about yourself? I lived in an apartment 
for over a year before I knew that the oven did not work.  

Connect with Lori at lori@pnhp.org.
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BARRIERS TO CARE

98 million skipped care or cut back on basic needs: 
Health care costs pushed 38% of American adults to delay 
or skip health care, cut back on driving, utilities or food, 
or borrow money to pay for medical bills in the first half 
of 2022, including 26% who only delayed or avoided care. 
Lower-income households were hit hardest, with 62% mak-
ing cutbacks. But high income households were not im-
mune, with 19% of households making at least $180,000 
cutting back. “Estimated 98 Million Americans Skipped Treat-
ments, Cut Back on Food, Gas or Utilities to Pay for Healthcare,” 
West Health-Gallup, 8/4/2022

Americans with serious illness unable to get care: 
Among households where a member has been seriously ill 
in the past year, 19% report they delayed care or were un-
able to get care when they needed it, including 24% of Black 
households. Lack of health insurance was not the primary 
factor: more than 80% reported having health insurance. 
Black respondents reported greater rates of poor treatment, 
with 15% saying they were disrespected, turned away, un-
fairly treated, or received poor treatment because of their 
race or ethnicity, compared with 3% of white respondents. 
“Personal Experiences of U.S. Racial/Ethnic Minorities in Today’s 
Difficult Times,” NPR-Robert Wood Johnson Foundation-Har-
vard T.H. Chan School of Public Health, August 2022

Older adults skip basics to pay for health care: Ameri-
cans aged 50 and older report forgoing needed treatments 
because of the cost of care, including 26% of adults age 50 
to 64 and 12% of adults 65 and older. Similarly, 18% of peo-
ple 50 to 64 and 11% of people 65 and older report skipping 
medication to save money. Large majorities of older adults 
say health care costs are a major or minor burden, includ-
ing 72% of people age 50 to 64 (24% major burden, 48% 
minor burden) and 66% of people 65 and older (15% major 
burden, 51% minor burden). Willcoxon, “Older Adults Sacri-
ficing Basic Needs Due to Healthcare Costs,” Gallup, 6/15/2022

Insurance is third greatest living expense: Health in-
surance premiums account for 10.69% of an average U.S. 
salary, costing $6,487.20. This is the highest living expense 
after rent and childcare. Health insurance costs relative to 
salary vary by geography: in four states, insurance costs 
average at 15% of salary or more, including West Virginia 
at 20.9%. “Salary vs Health Insurance,” NiceTX, July 2022

Even the best U.S. states are outpaced by peer coun-
tries: A Commonwealth Fund analysis finds that Ameri-
cans – regardless where they live – have lower life expec-
tancy and greater incidence of avoidable mortality than 
other middle- and high-income countries. The U.S. ranked 
31st among 38 peer countries on life expectancy at birth 
(78.8 years in 2019) and avoidable deaths before age 75 (272 
per 100,000). State level analysis shows that even the states 
with the best outcomes are below average compared with 
peer countries, and the states with the lowest life expec-
tancies and highest rates of avoidable deaths have worse 
outcomes than the worst-ranked peer countries. Radley et 
al., “Americans, No Matter the State They Live in, Die Young-
er Than People in Many Other Countries,” To the Point (blog), 
Commonwealth Fund, 8/11/2022

U.S. spends heavily on cancer care, gets middling out-
comes: Among 22 high-income countries, the U.S. has 
the highest spending on cancer care – over $200 billion in 
2020, or $584 per person – yet overall cancer mortality is 
only slightly better than average. Median per capita spend-
ing among the 22 countries was $296. After adjustments 
for smoking rates, U.S. cancer mortality was higher than 
nine other countries, and researchers found no association 
between cancer care expenditures and cancer mortality. 

DATA UPDATE:  HEALTH CARE CRISIS BY THE NUMBERS

Majority of U.S. adults had medical debt in past 5 
years: A Kaiser Family Foundation survey finds 41% 
of adults currently have debt due to medical or den-
tal bills, and an additional 16% have had medical or 
dental debt in the past five years that has since been 
paid off. Among subgroups reporting current med-
ical debt are 56% of Black adults, 50% of Hispanic 
adults, 26% of households earning $90,000 or more, 
and 22% of adults age 65 and older. Medical debt is 
less common in states that expanded Medicaid (39%) 
than in states that did not (47%). Medical debt also 
forces households to change their behaviors, with 
63% of adults with medical debt saying they cut back 
on spending for food or other basic household items, 
40% who took an extra job or worked more hours, 
and 28% who delayed a home purchase or education 
for a member of their household. Lopes et al., “Health 
Care Debt in the U.S.: The Broad Consequences of Medical 
and Dental Bills,” Kaiser Family Foundation, 6/16/2022
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Chow et al., “Comparison of Cancer-Related Spending and 
Mortality Rates in the US vs 21 High-Income Countries,” JAMA 
Health Forum, 5/27/22

U.S. men report poorer health, more cost-related access 
problems: A survey of men in 11 high-income countries 
shows U.S. men have the highest rates of avoidable deaths 
(337 per 100,000 vs. 156-233), multiple chronic conditions 
(29% vs. 17-25%), and hypertension (37% vs. 20-28%).The U.S. 
was tied with Switzerland for having the highest out-of-pock-
et health spending, with 33% reporting having out-of-pocket 
costs of $2,000 or more, and 37% reporting cost-related ac-
cess problems, compared with 7% to 25% in other countries. 
U.S. men were second behind Australia for having mental 
health needs, and second behind Sweden for not having a 
regular doctor or place of care. Only 37% of U.S. men rate 
their country’s health care system as “good” or “very good” 
compared with 60% to 88% of men in other countries. Gunja 
et al., “Are Financial Barriers Affecting the Health Care Habits of 
American Men?” Commonwealth Fund, 7/14/2022

Diabetics face catastrophic insulin costs: Among the 7 
million Americans who use daily insulin, 14.1% spent more 
than 40% of their post-subsistence income (after food and 
housing) on insulin, considered a “catastrophic” level. Pa-
tients with private insurance or no insurance paid the most 
out of pocket, while Medicaid beneficiaries were 61% less 
likely to have catastrophic spending. Bakkila et al., “Cat-
astrophic Spending on Insulin in the United States, 2017-18,” 
Health Affairs, July 2022

Majority of hepatitis C patients don’t get curative treat-
ment: Despite having a treatment that cures more than 95% 
of patients with hepatitis C, less than one-third of infected 
people with insurance get the treatment. The lowest rates of 
treatment were among adults aged 18 to 29 and Medicaid 
recipients. Among Medicaid patients, treatment rates were 
lower for Black patients and in programs with treatment 
restrictions. Coverage restrictions can include preauthoriza-
tion requirements, clinical or social eligibility restrictions, 
or medical specialist prescribing. Prevalence of treatment 
within 360 days of a positive test were 23% for patients with 
Medicaid, 28% with Medicare, and 35% with private in-
surance. Thompson et al., “Vital Signs: Hepatitis C Treatment 
Among Insured Adults — United States, 2019-2020,” Centers for 
Disease Control and Prevention MMWR, 8/12/2022

Childbirth is costly despite insurance: Health care costs 
for women who give birth average $18,865 more than for 
women who do not give birth, including $2,854 more in out 
of pocket expenses. The analysis of women in large group 
health plans estimated the health costs associated with preg-
nancy, delivery, and postpartum care. Rae et al., “Health costs 

associated with pregnancy, childbirth, and postpartum care,” Pe-
terson-Kaiser Family Foundation Health System Tracker, 7/13/2022

HEALTH INEQUITIES

Physician face time increases, but disparities grow: Over 
the past 40 years, the amount of time patients spend annu-
ally with outpatient physicians increased to 60.4 minutes in 
2018, up from 40 minutes in 1978, mainly due to an increase 
in average visit duration (15.4 minutes to 22.2 minutes). 
Time with primary care physicians fell, however, from 33.8 
minutes to 30.4 minutes – owing to fewer primary care vis-
its – while time spent with surgeons and medical specialists 
increased (12.1 to 12.6 minutes with surgeons, 15.4 to 17.4 
minutes with medical specialists). While face time increased 
among all racial and ethnic groups, white patients continue 
to get more physician time than their Black and Hispanic 
counterparts. The white-Black gap increased from 13.1 to 
22.9 minutes, while the white-Hispanic gap rose from 11.6 
to 14.7 minutes. White patients spent significantly less time 
with specialists than their Black and Hispanic counterparts. 
Gaffney et al., “Trends and Disparities in the Distribution of Out-
patient Physicians’ Annual Face Time with Patients, 1979-2018,” 
Journal of General Internal Medicine, 6/6/2022

Disparities, barriers persist despite insurance: Black pa-
tients enrolled in employer-sponsored commercial insurance 
are more likely to be burdened by chronic diseases, experi-
ence barriers to care, and have unmet social needs according 
to a study sponsored by Morgan Health, a JP Morgan Chase 
& Co. initiative. Black enrollees are 15.6 percentage points 
more likely than white enrollees to have uncontrolled high 
blood pressure and 5.3 percentage points more likely to have 
diabetes, after adjusting for age and sex. Black enrollees were 
4.9 percentage points more likely to visit an emergency de-
partment and were 9.8 percentage points more likely to be 
food insecure. “Health Disparities in Employer-Sponsored Insur-
ance,” Morgan Health and NORC, July 2022

More Black patients, less reimbursement: An analysis of 
Medicare data shows hospitals serving a disproportionate 
share of Black patients receive 21.6% lower payments for 
patient care per day than other hospitals. Hospitals serving 
Black patients averaged a loss of $17 per patient day versus 
an average profit of $126 at other hospitals. After adjusting 
for patient case mix and hospital characteristics, Black-serv-
ing hospitals still received $238 less in revenue per patient 
day than other hospitals, and $111 less in profits. Research-
ers estimate $14 billion would have been required to equal-
ize reimbursement levels at Black-serving hospitals in 2018. 
Himmelstein et al., “Hospitals that Serve Many Black Patients 
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Have Lower Revenues and Profits: Structural Racism in Hospital 
Financing,” Journal of General Internal Medicine, 8/5/2022

Medicaid utilization lower among Black patients: Med-
icaid spends an average of $317 less on Black enrollees than 
their white counterparts after adjusting for demographics, 
health status, and source of care. Black enrollees had fewer 
primary care encounters than white enrollees (19.3 fewer 
per 100 enrollees annually) but more emergency depart-
ment visits (9.5 more per 100 enrollees). Among children, 
Black enrollees had 90.1 fewer primary care encounters 
per 100 enrollees. Wallace et al., “Disparities in Health Care 
Spending and Utilization Among Black and White Medicaid En-
rollees,” JAMA Health Forum, 6/10/2022

Early Covid vaccine rollout plagued by disparities: U.S. 
health care facilities in counties with a high proportion of 
Black residents were less likely to receive Covid-19 vaccines 
in May 2021. Facilities in counties with at least 42.2% Black 
residents were less likely to administer Covid vaccines than 
facilities in counties with less than 12.5% Black residents. 
In urban areas, counties with large Black populations were 
32% less likely to provide vaccinations than urban counties 
with low Black populations. Researchers also found facil-
ities in rural counties and counties in the top quintile of 
Covid mortality were less likely to administer Covid vac-
cines. In rural counties with large Hispanic populations, 
facilities were 26% less likely to administer vaccines. Her-
nandez et al., “Disparities in distribution of COVID-19 vaccines 
across US counties: A geographic information system-based 
cross-sectional study,” PLOS Medicine, 7/28/2022

Disparities in drug overdose deaths: Deaths from un-
intentional or undetermined overdose increased by 44% 
among Black people compared with 22% for white people 
in 2020. Black incidence of death rose from 27 deaths per 
100,000 people to 38.9 versus an increase from 25.2 to 30.7 
for whites. Death rates also increased for American Indian 
or Alaska Native people by 39% (from 26.2 to 36.4) and 21% 
among Hispanics (17.3 to 21). Black youths age 15 to 24 saw 
an 86% increase in overdose deaths, the largest increase of 
any age or racial group. Black men 65 and older were nearly 
seven times as likely as white men to die from an overdose. 
At the same time, Black people were less than half as likely 
as white people to have received substance use treatment. 
Kariisa et al., “Vital Signs: Drug Overdose Deaths, by Selected 
Sociodemographic and Social Determinants of Health Charac-
teristics — 25 States and the District of Columbia, 2019-2020,” 
Centers for Disease Control and Prevention MMWR, 7/19/2022 

 

COVERAGE MATTERS

Single Payer could have saved thousands of lives: 
Single-payer health care could have prevented 338,594 
Covid-19 deaths in the U.S. from the beginning of the pub-
lic health emergency to mid-March 2022. Researchers es-
timate that if everyone in the country was provided with 
comprehensive care for free at the point of service, 131,438 
people who died from Covid-19 could have been spared in 
2020 alone, and roughly 80,000 people with other diseases 
could have been saved that year. More than 207,000 addi-
tional Covid-19 deaths could have been averted in 2021 and 
the first three months of this year. The U.S. also could have 
saved $105.6 billion in health care costs associated with 
hospitalizations from the disease—on top of the estimated 
$438 billion that could be saved in a non-pandemic year. 
Galvani et al., “Universal healthcare as pandemic prepared-
ness: The lives and costs that could have been saved during the 
COVID-19 pandemic,” PNAS, 6/13/22

More non-Covid deaths in states with greater uninsur-
ance: The White House Council of Economic Advisors 
found that states with high uninsurance rates had more 
non-Covid “excess deaths” during the first two years of the 
pandemic. They estimate that each 10 percentage point 
increase in a state’s uninsurance rate was associated with 
a 4.8 percentage point increase in excess deaths. “Excess 
Mortality during the Pandemic: The Role of Health Insurance,” 
White House Council of Economic Advisors, 7/12/2022

Uninsurance associated with late-stage cancer diagno-
sis, lower survival: A new study shows that people with-
out insurance are significantly more likely to be diagnosed 

Disparities in monkeypox infections, vaccinations: 
Early data indicates racial disparities in monkeypox 
infections, unaddressed by vaccination. As of the end 
of July, 26% of known monkeypox cases were among 
Blacks and 32% were among Hispanics. Vaccinations 
have gone largely to whites, including 55% of vaccine 
recipients in Chicago and 63.5% in Washington, D.C. 
Black people are disproportionately diagnosed with 
monkeypox in North Carolina (70%) but only 22% of 
vaccine doses have gone to Black men, approximately 
mirroring the state’s population. In Georgia, 71% of 
cases have been among Black men, while only 44.5% 
of people vaccinated were Black. Johnson et al., “White 
People Get Bigger Share of Monkeypox Shots, Early Data 
Show,” Bloomberg, 8/11/2022; McFarling et al., “New data 
from several states show racial disparities in monkeypox 
infections,” STAT News, 8/11/2022; Pratt, “Racial dispar-
ities revealed in monkeypox vaccination data,” Atlanta 
Journal-Constitution, 8/18/2022
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with late-stage cancers and face lower survival rates than 
their insured peers. The difference was particularly marked 
for six cancers – prostate, colon, non-Hodgkin lymphoma, 
oral cavity, liver, and esophagus – where uninsured indi-
viduals diagnosed with stage 1 disease fared worse than 
insured people diagnosed with stage 2 disease. The anal-
ysis suggested that people without health insurance were 
more likely to postpone doctor visits, resulting in a late-
stage diagnosis, the researchers said. But people without 
health insurance coverage were also more likely to have 
worse short- and long-term survival rates after diagnosis. 
Uninsured individuals fared worse within each stage for 
all of the 19 cancers combined. Zhao et al., “Health insurance 
status and cancer stage at diagnosis and survival in the United 
States,” CA: A Cancer Journal for Clinicians, 7/13/2022

Suicide deaths rose less in states that expanded Medic-
aid: Suicide is the 10th leading cause of death in the U.S. 
and the second leading cause of death in people age 10 to 
34. Suicides have been steadily increasing since 1999, with 
a mean increase of 1% per year from 1999 to 2006 and 2% 
per year from 2006 to 2018. However, researchers found 
that death by suicide increased less in states that expanded 
Medicaid coverage, suggesting the blunting of rising sui-
cide rates among adults age 20 to 64 could be linked to 
better access to mental health care. Patel et al., “Association 
of State Medicaid Expansion Status with Rates of Suicide Among 
US Adults,” JAMA Network Open, 6/15/2022

Paid sick leave tied to fewer ER visits: From 2011 
through 2019, in states that put paid sick leave policies in 
place, Emergency Department visits fell 5.6% — or about 
23 fewer visits per 1,000 people per year. The biggest drops 
came from Medicaid patients, with big declines in visits 
that could have been handled in primary care: for adults, 
dental problems, mental health issues, and substance use 
disorder; and for kids, asthma. Ma et al., “State Mandatory 
Paid Sick Leave Associated with a Decline in Emergency Depart-
ment Use in the US, 2011-19,” Health Affairs, August 2022
 
 

COMMERCIAL INSURANCE:  
A HAZARDOUS PRODUCT

ACA insurers deny nearly one in five claims, but won’t 
tell patients why: ACA Marketplace insurers denied, on 
average, nearly one-fifth (18%) of in-network claims. And 
for 72% of denials, the explanation that insurers offered 
was “all other reasons.” As a result, for nearly three-quar-
ters of all denied non-group qualified health plan claims, 
the reason is unclear. Denial rates vary by state: Missis-
sippi and Indiana patients experienced the highest denial 

rates; insurers there denied 29% of all in-network claims. 
Only 1% of ACA Marketplace plan enrollees appealed 
their denied claims, and of those, nearly two-thirds (63%) 
were still denied coverage at the end of the appeal pro-
cess. Pollitz et al., “Claims Denials and Appeals in ACA Mar-
ketplace Plans in 2020,” Kaiser Family Foundation, 7/05/2022

U.S. administrative costs once again prove high: Bill-
ing and insurance-related costs for inpatient bills range 
from $6 in Canada to $215 in the U.S., according to a mi-
crolevel accounting study of 5 nations. Australia, which 
has a mix of public and private payers, was similar to the 
U.S. The other nations included in the study were Germa-
ny, the Netherlands, and Singapore. Richman et al., “Billing 
and Insurance-Related Administrative Costs: A Cross-National 
Analysis,” Health Affairs, August 2022

Blues not paying taxes: A dozen Blue Cross Blue 
Shield (BCBS) insurers have not paid any net feder-
al taxes since 2017 when Congress repealed the al-
ternative minimum tax, while the government has 
refunded $6.6 billion to those insurers. Meanwhile, 
a federal judge approved a $2.67 billion antitrust set-
tlement against 34 BCBS plans. Herman, “Many Blue 
Cross Blue Shield plans aren’t paying taxes — and instead 
are swimming in refunds,” STAT News, 6/15/2022; Tep-
per, “Judge approves Blue Cross Blue Shield $2.67B anti-
trust settlement,” Modern Healthcare, 8/9/2022

Cigna profits up: Cigna’s net income rose 6.2% to $1.5 
billion for the second quarter of 2022, driving the com-
pany’s medical loss ratio (MLR) to 80.7%, compared with 
84.4% for the same period in 2021. Reduced emergency 
department and surgery utilization drove the decline in 
spending, while Cigna also repriced its government-spon-
sored business to lower its MLR. Tepper, “Low medical 
spending drove Cigna’s quarterly profit,” Modern Healthcare, 
8/4/22

 
 

PRIVATIZING MEDICARE AND MEDICAID

Diabetes patients in Medicare Advantage plans have 
worse health: Type 2 diabetes patients on Medicare Ad-
vantage (MA) plans are more likely to have worse health 
than those in Traditional Medicare (TM), with MA pa-
tients having statistically significant higher systolic blood 
pressure (+0.2 mmHg) and worse blood glucose control 
(+0.1% A1C). While MA patients were more likely to receive 
preventive treatment, they were less than likely than TM 
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patients to receive newer, more expensive treatments like 
SGLT2 inhibitors (5.4% in MA vs. 6.7% in TM) and GLP-
1 receptor agonists (6.9% in MA vs. 9.0% in TM). Essein 
et al., “Diabetes Care Among Older Adults Enrolled in Medi-
care Advantage Versus Traditional Medicare Fee-For-Service 
Plans: The Diabetes Collaborative Registry,” Diabetes Care, 
7/6/2022

Phantom docs pervade Medicaid managed care: Only 
one-third of mental health prescribers listed in Oregon’s 
Medicaid directories provided care to Medicaid patients 
in 2018. Nearly six in ten providers (58.2%) in network 
directory listings were “phantom” providers who did not 
see Medicaid patients, including 67.4% of mental health 
prescribers. Zhu et al., “Phantom Networks: Discrepancies 
Between Reported and Realized Mental Health Care Access in 
Oregon Medicaid,” Health Affairs, July 2022
 
 

HEALTH CARE FOR PROFIT

NHS outsourcing associated with more deaths: Out-
sourcing in the U.K.’s National Health Service to pri-
vate, for-profit providers corresponds with an increase 
in treatable mortality and a decline in the quality of 
care, resulting in an additional 557 deaths between 2014 
and 2020. From 2013 to 2020, outsourcing grew from 
3.9% to 6.4%, with £11.5 billion given to private compa-
nies. Each 1% annual increase in outsourcing spending 
was associated with a 0.38% increase in treatable mor-
tality (0.29 deaths per 100,000). Goodair & Reeves, “Out-
sourcing health-care services to the private sector and treat-
able mortality rates in England, 2013-20: An observational 
study of NHS privatisation,” The Lancet Public Health, July 
2022

Health industry profits set to increase: McKinsey & 
Company estimates health care earnings will rise by 6% 
each year between 2021 and 2025, resulting in $31 bil-
lion in profits for the health industry. Increased profits 
are expected to come from government programs like 
Medicare Advantage and Medicaid managed care, and 
increased demand for non-acute care. Meanwhile, HCA 
Healthcare told investors they expect to pass along ris-
ing costs to commercial insurers through price negoti-
ations, while UnitedHealth Group indicated receptive-
ness to higher prices. Singhal & Patel, “The future of US 
healthcare: What’s next for the industry post-COVID-19,” 
McKinsey & Company, 7/19/2022; Muoio, “Health Systems 
Confident Payers Will Concede Higher 2023 Rates,” Fierce 
Healthcare, 7/29/2022

ED facility fees higher at for-profit hospitals: High-acui-
ty self-pay patients who visited for-profit emergency depart-
ments (EDs) were charged an average of $1,218 more than 
similar patients at non-profit EDs in 2021. Higher facility 
fees were also charged at hospitals with more than 250 
beds (by $826) and system-affiliated EDs (by $311). EDs in 
high-poverty areas charged $450 less, on average, than EDs 
in affluent communities. Henderson & Mouslim, “Hospital 
and Regional Characteristics Associated with Emergency De-
partment Facility Fee Cash Pricing,” Health Affairs, July 2022

Private Equity draws attention for foray into hospice 
and autism care: Private Equity (PE) ownership of hos-
pice agencies increased from 106 (3.4% of total hospices) 
in 2011 to 409 (7.3%) in 2019. Nonprofits represented 72% 
of hospices acquired by PE in that time. PE is also entering 
the child autism therapy business, alarming parents, cli-
nicians, and experts. They say PE investments in Applied 
Behavior Analysis therapy has degraded the quality of ser-
vice, turning it into “fast food therapy” that could even 
be harmful for children. Hawryluk, “Hospices Have Become 
Big Business for Private Equity Firms, Raising Concerns About 
End-of-Life Care,” Kaiser Health News, 7/29/2022; Bannow, 
“Parents and clinicians say private equity’s profit fixation is 
short-changing kids with autism,” STAT News, 8/15/2022

Unions growing among younger physicians: Coinciding 
with an increase in union organizing nationally, the Com-
mittee of Interns and Residents reports its membership 
has grown by 37.5% since 2019, adding 6,000 new members 
to bring its current membership to 22,000. Over the past 
two years, the Union of American Physicians and Dentists 
has grown by 9.9% and now represents 5,000 professionals. 
Organizers say the growth is driven by concern over per-
sonal protective equipment and worker and patient safety 

CEOs cash in: The chief executives of approximate-
ly 300 health care companies reaped $4.5 billion in 
2021, with an average CEO receiving $15.3 million, 
according to a STAT analysis. The highest paid CEOs 
usually come from pharmaceutical and medical de-
vice companies. Regeneron CEO Leonard Schleifer 
took in $453 million, or 10% of the total. Salaries 
make up less than 6% of pay, while realized gains 
of stock awards compose the greatest portion of pay 
packages. By comparison, average U.S. household in-
come is $67,000. The $4.5 billion total could provide 
health insurance to 580,000 individuals for one year. 
Herman et al., “Health care’s high rollers: As the pandem-
ic raged, CEOs’ earnings surged,” STAT News, 7/18/2022
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during the Covid-19 pandemic, along with the increasing 
number of physicians who are directly employed by health 
systems rather than practicing independently. Christ, “More 
physicians seek unions amid changing landscape, COVID-19,” 
Modern Healthcare, 7/20/2022

 

PHARMA

New drugs, new high prices: The average cost of new-
ly launched drugs increased by 20% per year from 2008 
($2,115) to 2021 ($180,007). Even after adjusting for manu-
facturer discounts, prices rose by 11% each year. So far this 
year, the median annual price of 13 new novel drugs for 
chronic conditions is $257,000. Rome et al., “Trends in Pre-
scription Drug Launch Prices, 2008-2021,” JAMA, 6/7/2022; 
Beasley, “Newly launched U.S. drugs head toward record-high 
prices in 2022,” Reuters, 8/16/2022

Bias pervades drug effectiveness studies: Drug, medical 
device, and biotech industry-sponsored cost effectiveness 
analyses (CEAs) are twice as likely to report a treatment 
as cost effective compared with independently conduct-
ed CEAs. Incremental cost effectiveness ratios (ICERs) 
from industry-sponsored CEAs were 33% lower than from 
non-industry studies. Treatments with lower ICERs are 
more likely to receive insurance coverage approval. Xie, “In-
dustry sponsorship bias in cost effectiveness analysis: registry 
based analysis,” BMJ, 6/22/2022

More industry bad behavior: Biogen agreed to pay $900 
million to settle a whistleblower case alleging the compa-
ny paid kickbacks to physicians for its multiple sclerosis 
drug and disguised marketing programs as educational 
sessions. Meanwhile, AbbVie was reprimanded by a U.K. 
pharmaceutical trade group for code of conduct viola-
tions. The Prescription Medicines Code of Practice Au-
thority criticized the company’s sales reps for “strategic 
loitering” and circumventing hospital Covid-19 non-es-
sential visitor restrictions. Silverman, “Biogen agrees to pay 
$900 million ot settle whistleblower case alleging kickbacks 
and sham speaking events,” STAT News, 7/20/2022; Silver-
man, “AbbVie is scolded by a trade group over sales rep ‘strate-
gically loitering’ in a hospital,” STAT News, 7/27/2022

DARK MONEY IN HEALTH CARE

Medicare increases payments to hospitals following 
key lobbying: Hospitals will receive a 4.3% increase in pay-
ments for inpatient services in 2023, the largest rate increase 
in 25 years. This follows lobbying from hospital groups after 
the Centers for Medicare and Medicaid Services proposed 
a 3.2% increase. Medicare will also increase payment rates 
for hospices (3.8%), inpatient rehabilitation (3.2%), and in-
patient psychiatric services (2.5%). Herman, “Hospitals win 
higher payments from Medicare after lobbying campaign,” STAT 
News, 8/1/2022; Goldman, “CMS hikes Medicare pay for rehab, 
psychiatric and hospice providers,” Modern Healthcare, 7/27/2022

PNHP national coordinator Dr. Claudia Fegan addresses the American Federation of Teachers 
convention on July 15, reminding delegates that, “No country has ever gotten to universal

health care without the support of labor unions or a strong labor party.”
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PNHP CHAPTER REPORTS
 To form a chapter in your area, contact organizer@pnhp.org

In CALIFORNIA, Dr. Ana Malinow organized an action 
outside the Federal Building in San Francisco to both 
celebrate the 57th anniversary of Medicare being signed 
into law and to warn against creeping privatization of the 
program through schemes like Direct Contracting and 
REACH. The event, titled “Make it a Birthday, Not a Fu-
neral,” was emceed by Dr. Corinne Frugoni and sponsored 
by Senior Disability Action, the California Alliance for 
Retired Americans, and DSA San Francisco, among other 
organizations. In terms of online activism, the California 
chapter launched its new website (pnhpca.org), developed 
in large part by chapter co-chair Dr. Kathleen Healey, and 
celebrated the release of a health care savings calculator 
from Healthy California Now (healthyca.org/calculator), 
which benefited from the contributions of Drs. Hank 
Abrons and Jim Kahn. To get involved in California, contact 
Dr. David Leibowitz at dleibow@gmail.com.

In GEORGIA, chapter leaders renewed their efforts to en-
gage with members of the Atlanta City Council in support 
of a municipal Medicare-for-All resolution. Leaders also 
reached out to Sens. Raphael Warnock and John Ossoff 
to thank them for supporting a pair of ultimately unsuc-
cessful amendments to the Inflation Reduction Act that 
would have extended dental, vision, and hearing coverage 
to Medicare patients and basic health coverage to residents 
of states that have not expanded Medicaid. To get involved 
in Georgia, contact Dr. Liz McCord at pnhpgeorgia@gmail.com.

Activists call for the end of Direct Contracting and REACH at a 
Medicare anniversary action in San Francisco on July 29.

Chicago-area activists rallied outside the offices of commercial 
health insurance company Centene on August 22.

In KENTUCKY, chapter members participated in a Con-
tinuing Medical Education (CME) program sponsored by 
the Kentucky Medical Association titled, “The U.S. Health-
care Delivery System: Where it Succeeds, How it Fails to 
Meet the Needs of Patients and Providers, and Options for 
Change.” The program was organized by Dr. Susan Born-
stein and took place over Zoom on August 17. On July 30, 
members celebrated Medicare’s 57th birthday by distribut-
ing flyers urging an end to Direct Contracting and REACH 
at Louisville farmers’ markets, and at a Madison County 
picnic. To get involved in Kentucky, contact Kay Tillow at nursen-
po@aol.com or Dr. Garrett Adams at kyhealthcare@aol.com.

PNHP’s MAINE chapter, Maine AllCare, has formed a new 
501(c)(4) organization, HealthCare for All Maine, that will 
engage in lobbying efforts to bolster single-payer legislation. 

In ILLINOIS, members of PNHP and the Northwest-
ern University Students for a National Health Program 
(SNaHP) chapter joined ONE Northside in a spirited 
demonstration outside Centene's Chicago office. They de-
manded that the insurance company stop its fraudulent de-
nial of claims for being “out of network,” highlighting the 
case of a community member who was wrongfully billed 
$999 for routine blood work and who had spent countless 
hours challenging the error. Ultimately, activists demand-
ed that commercial insurance companies be replaced by 
a health care system that is publicly financed, nonprofit, 
and fully accountable to the public: improved Medicare 
for All. To get involved in Illinois, contact Dr. Monica Maalouf 
at mmaalouf88@gmail.com.
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Doug Robinson, M.D. (R) and Megan Dunn, R.N. of Health Care 
Justice-NC deliver sheet cakes to local legislators ahead of 

Medicare’s 57th birthday.

A team of activists within the chapter has also formed a 
Physician Working Group that is focused on messaging to 
medical professionals and updating the Maine Medical As-
sociation’s position on single payer. To get involved in Maine, 
contact Karen Foster at kfoster222@gmail.com.

In MINNESOTA, a group of 17 rising 2nd-year medical stu-
dents and graduate students working towards their MPH 
participated in the chapter’s Summer Education Program. 
Seven of these students completed individual projects as 
part of a paid internship, and shared them at the PNHP 
Minnesota Annual Summer Picnic on August 12. Activ-
ists also joined forces with Health Care for All Minnesota 
to table at the Twin Cities Pride Festival in June and at 
the Minnesota Farmfest in early August. In late August 
and early September, more than 50 volunteers tabled at 
the Minnesota State Fair, spreading the word about single 
payer to crowds totalling over two million for the week.  
To get involved in Minnesota, contact Jen Crawford at pnhpmin-
nesota@gmail.com.

In NEW HAMPSHIRE, chapter leaders worked with state 
legislators to explore a bill that would form a multi-state 
single-payer compact, seeking power in numbers and col-
laboration among activists and legislatures seeking to pur-
sue state-level initiatives. Physician members also made 
presentations to the SNaHP chapter at the Geisel School of 
Medicine at Dartmouth. To get involved in New Hampshire, 
contact Dr. Donald Kollisch at donald.o.kollisch@dartmouth.
edu.
 
The NEW JERSEY Universal Healthcare Coalition finalized 
plans to collaborate with Rutgers University on a poll of vot-
ers across the state, seeking to gauge their opinion of our 
current health care “system” and assess their enthusiasm for 
single-payer reform. Several members are also planning to 
present resolutions to the Medical Society of New Jersey. To 
get involved in New Jersey, contact Dr. Lloyd Alterman at lloydal-
terman52@gmail.com.

Jen Crawford of PNHP-MN and Anne Jones, R.N. of Health Care 
for All MN table at the Twin Cities Pride Festival on June 25. 

In NEW YORK, PNHP’s New York-Metro chapter an-
nounced the hiring of a new Executive Director, Morgan 
Moore, who has been instrumental to the growth of the 
chapter in recent years. When the Covid-19 pandemic hit, 
she played a major role in transitioning chapter activities 
online and continuing the series of high-quality monthly 
educational forums at PNHP NY Metro. She also launched 
the chapter’s #MedStoryMonday social media campaign, 
where health workers are encouraged to share their per-
sonal stories of how the for-profit health insurance system 
has negatively impacted their ability to provide care. Mor-
gan started as Executive Director September 1 and Mandy 
Strenz, who had been serving as Acting Executive Director, 
returned to her role as Chapter Coordinator. Earlier in the 
summer, the NY Metro chapter collaborated with other lo-
cal advocacy groups to celebrate the anniversary of Medi-
care and Medicaid. Members presented oversized birthday 
cards to the offices of Sens. Gillibrand and Schumer, urging 
them to fight back against profiteering by ending Medicare 
Direct Contracting and REACH. To get involved in New York, 
contact Morgan Moore at morgan@pnhpnymetro.org.
 
Health Care Justice - NORTH CAROLINA in Charlotte cel-
ebrated Medicare’s birthday by delivering sheet cakes deco-
rated with faux Medicare cards, balloons, and information 
about Direct Contracting and REACH to local Congressio-
nal offices. The chapter also developed a two-page letter 
containing information about PNHP and Medicare for All 
(available at healthcarejusticenc.org) which they encouraged 
members to print and deliver to their health care providers 
during office visits. On August 21, members continued their 
annual tradition of marching in the Charlotte Pride Parade. 
To get involved in Health Care Justice-NC, contact Dr. George 
Bohmfalk at gbohmfalk@gmail.com or Dr. Jessica Schorr Saxe at  
jessica.schorr.saxe@gmail.com.
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PNHP-WV chapter members celebrate the 57th anniversary 
of Medicare with an event at the Kanawha City Health Center 

in Charleston on July 30.

Members of Healthcare For All - Western North Carolina 
in Asheville held a public downtown rally to celebrate the 
57th anniversary of Medicare. Activists brought banners, 
gift bags, and sidewalk chalk for visitors to write big, bold 
messages about what Medicare means to them and why it 
needs to be protected from profiteers. Chapter leaders also 
held a well-attended informational meeting at a local retire-
ment community where they screened “FIX IT” and fielded 
many concerned questions about Direct Contracting and 
REACH; similar events will be held on a monthly basis going 
forward. To get involved in Health Care for All WNC in Asheville, 
contact Terry Hash at theresamhash@gmail.com.

In VERMONT, students who participated in the Northern 
New England online internship program continued their 
single-payer activism by giving presentations to a variety of 
groups, including the League of Women Voters’ National 
Convention and One Payer States. To get involved in Vermont, 
contact Dr. Betty Keller at bjkellermd@gmail.com or Ted Cody 
tscody@vermontel.net.

The PNHP WASHINGTON chapter worked closely with 
Puget Sound Advocates for Retirement Action, Health Care 
is a Human Right WA, and other progressive organizations 
to protest the ongoing privatization of Medicare. On July 29, 
the day before Medicare’s 57th birthday, members of this co-
alition joined forces to rally and picket outside the regional 
office of the Dept. of Health and Human Services in Seattle, 
demanding an end to Direct Contracting and REACH and 
eventually securing a meeting with the Regional Director 
of HHS. In early August, PNHP-WA co-sponsored a “Righ-
teous Mothers” benefit concert to stop the privatization of 
Medicare, during which Medicare-for-All Act lead sponsor 

Rep. Pramila Jayapal addressed the crowd. To get involved in 
Washington, contact pnhp.washington@gmail.com.

In WEST VIRGINIA, chapter members collaborated with 
five local health activist groups to plan and host a “Hap-
py Birthday Medicare and Medicaid” event in Charleston 
on July 30. The event took place at a Federally Qualified 
Health Center, and the chapter continued sending letters to 
similar FQHC providers throughout the state telling them 
about PNHP and inviting them to join. Chapter leaders 
also drafted an anti-REACH resolution that was eventual-
ly passed by the West Virginia Democratic Party, and sent 
letters to Gov. Justice and all state legislators opposing any 
legislation that criminalizes health care providers and pa-
tients for providing or receiving abortion services. To get 
involved in West Virginia, contact Dr. Dan Doyle at pnhp.wv@
gmail.com.

PNHP-WA members rallied with health justice allies from Puget Sound Advocates for Retirement Action,
and numerous other organizations, outside the regional office of HHS on July 29. 


