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				INTRODUCTION

				A secret scream rings through America. It rings down the sterile fluorescent hallways of our hospitals. It rings over our rural towns and our Native reservations. It rings through our prisons, the bellies of our great American cities. It rings in our farms and our fields, our streets and our sewers, our bodies and our blood, and we are cursed to never hear it clearly until, at last, we realize it has been our own mouth screaming, and we are lost. A child born today inherits in that secret a new American squalor, the skeletal remains of the American cities, the bleached bones of the American suburbs. This secret is a birthright of continual exploitation, pumped for labor and drained of cash and then punished for the resulting suffering—punished for being hungry, punished for being sick, punished for being pregnant, punished for being poor, punished for being black or brown, for being queer, for being unlucky, for being.

				At the base of that suffering is lodged a little truth, like a knot in the stomach: in America, sickness makes you poor; and poorness makes you sick.

				This is a book about that relationship, and why it happens, and why it’s unnecessary and what we can do to fix it. The cosmic whirling of God’s great slot machine has not determined that some people are fated to suffer while others flourish. We have the resources to take care of everyone, and yet we refuse to do so. Your medical debt and medical bills are unnecessary, but we have chosen to make them necessary. These are structural problems with structural causes, and many of them share roots in how we pay for healthcare.

				This is a book about healthcare and health finance. They are different. Healthcare is anything that helps you stay safe and healthy. It is a kind of freedom from, and within, your own body. Health finance is the method by which we, as a country, pay for that freedom, and by which we decide who gets to have it, and who doesn’t. Healthcare is more than what happens to you in the hospital. Healthcare is whether your home makes you sick or your food makes you sick or your environment makes you sick or whether you have enough money to afford the things that keep you healthy. In America, the structure of corporate health finance has convinced us that some people deserve healthcare, and some people don’t.

				This is a book about that corporate health finance—about private insurance and private insurers. For a half century, they’ve convinced us that they are the only things that keep us—that could ever keep us—from the utter financial ruination of illness. They’ve sold us different inadequate insurance plans and persuaded us that this is a form of great liberty, while chipping away at our freedoms for profit, and holding our bodies and our children’s bodies hostage.

				This is a book about single-payer healthcare, a health finance model in which we pool our abundant collective resources to provide healthcare to all people. It is a common model across the world. As we will discuss in this book, we have the potential not just to enact a single-payer program in America but to build the greatest healthcare program among any so-called developed country.

				Here is my profession of faith:

				I believe beyond any doubt that single-payer is demonstrably sound and eminently feasible. I believe a properly ambitious and well-structured single-payer program will do more than any other American social program of this generation to soothe the burns, to resuscitate the spirit, to nourish the moral will of the American people. I believe it will loosen the loathsome manacles of American health finance: an exploitative institution that profits by plundering from us our own bodily autonomy and that anchors a larger exploitation, that holds those whom we love as captive leverage to guarantee our servitude to abusive employers or domestic partners—to those who seek to dominate us both in the office and in the hospital.

				I believe this nation owes its people, whose labor has created its rich banquet, the safety and agency of healthcare. I believe this healthcare is greater in scope than that which happens upon an operating table. I believe that housing, food, income, and more—the components of basic human dignity—are healthcare, and I believe our work is that of striving toward justice for all people; and I therefore believe—I have to believe—that single-payer healthcare is our moral imperative. Single payer is our tool. Single payer is our weapon. Single payer is our first step. But single payer, on its own, is not the goal.

				This is a book about health justice.

				

				—

				Healthcare is personal. So I want to start this book personally by introducing two friends of mine, Steve Way and Kyle Kolich. They’re two guys about my age (I’m 30) who live in north New Jersey. They’re sweet, gentle people and probably the most charismatic pair of friends I’ve met in my entire life. They make me laugh until my face hurts, and we like watching pro wrestling together. They’re also being utterly broken by our American health system, and it’s keeping them from living their lives.

				Steve has muscular dystrophy. The muscles and tissues that hold his body together are eating themselves. He’s doing pretty good, all things considered. He beat his original life expectancy of 18 and now probably has a long life ahead of him.

				Steve needs a wheelchair to move and a ventilator to help him breathe. He also needs help getting dressed, going to the bathroom, eating, and other everyday functions. His family takes care of him, but Steve doesn’t want to be dependent on his parents for his whole life. He wants to move in with his girlfriend. But Steve can’t afford to hire a private personal medical assistant 24/7. I mean, who could?

				In many parts of the United States, if you can’t receive care at home, you have to live in a nursing home (or an SNF, a skilled nursing facility). Nursing homes are private institutions for people who can’t live on their own, like people with disabilities and senior citizens with advanced medical needs. But many people do not want to live in a nursing home. Caregivers are massively overworked and deeply underpaid, and the result is often shallow, loveless care, with high rates of medical negligence. Nursing homes have been caught bribing judges to reduce their medical malpractice lawsuit damages, sending their own corporate officials to run for office (who then make it harder to file a malpractice case), or hiring their own lawmakers directly as employees.1 These are not good prospects for someone who needs medical care, nor for someone who wants to be permitted to live freely instead of being imprisoned in a warehouse. “Nursing homes are where [people like me] go to die,” Steve says.

				Because Steve wants to avoid all of this, he needs Medicaid. Medicaid is an insurance program, funded jointly by federal and state governments, for people who don’t make much money and people with disabilities. Medicaid pays for much of Steve’s healthcare, and also a home-health budget, which he can use to pay home-health aides to come over a set number of hours a week and assist him around the house. Home-health aides help Steve move, cook, clean, refresh his meds, and stay healthy. They mean he can lead the life he wants to, like all of us do.

				But not all state Medicaid programs pay for home health, and few of them pay for it in the same way. Paid or not, the work must be done. For most of his life, Steve’s family, especially his mother, has pitched in to take care of his health needs. Being able to receive care at home makes Steve incredibly lucky.

				Getting Medicaid to pitch in took a long time. A few years ago, after a lot of phone calls, paperwork, appointments, and waiting, New Jersey Medicaid approved Steve’s request for home-health funding. Some people hire external home-health aides using Medicaid, but Steve was able to use this money to hire his mother so she could be compensated for some of her help. This took some of the sting out of her not being able to work as many hours as she might otherwise like to outside the house. Then came Kyle.

				Kyle and Steve’s friendship started before they were born: Kyle’s mom and Steve’s dad have been friends since middle school. Kyle and Steve started hanging out and writing sketch comedy together sometime between high school and college.

				Kyle decided to go to acting school in New York, then met his wife and settled in Astoria, Queens. A year later, his back gave out while he was putting groceries into the bottom shelf of his refrigerator. The injury kept him from his bartending jobs for a week, which (as most working people know) is a devastating amount of money to lose out on. It happened again—another back injury, another wageless week. Then things got complicated.

				Kyle contracted parvovirus in his knee, which meant he racked up a substantial amount of medical debt and missed more work. While he was recovering, his wife, Rivera, a Canadian citizen who had just received her working papers after months of being prohibited from working in the United States, developed a kidney infection and had to be rushed to the emergency room. More medical debt—major medical debt. A mountain of debt that just about exhausted everything Kyle and Rivera had, and then some: a total bulldozing that took only six months from start to finish.

				So Kyle and Rivera moved in with Kyle’s parents back in Jersey to save up money and pay off their debt. Since he lived just down the road, Kyle spent more time at Steve’s. This was good. They got to hang out, and Kyle would help Steve, meaning Steve’s mom got a break. One day, Steve turned to Kyle and said, “Man, you already help me take a shit. You might as well get paid for it.” Steve reallocated his home-health budget to hire Kyle, who now was paid to take care of his friend.

				That’s a charming plot point. But it keeps getting worse. Both Steve and Kyle are getting squeezed in different ways by American health finance.

				Steve has to fight for every hour of home health he gets. Originally, Medicaid approved him for 35 hours of paid home health. Steve needs much more than 40 hours of home health. He needs more than 50 hours of weekly home health. He’s a person, not a nine-to-five construction job.*1 After years of negotiating, that budget slowly rose—to 36, to 37, to 38. Eventually it was raised to 40, but nobody told Steve about it, and once he found out from an unrelated encounter with the Medicaid office, the payments weren’t retroactive.

				To qualify for this home-health budget, a nurse comes to Steve’s house every four months. Her job is to confirm that Steve is “still” disabled. Both she and Steve understand that this is a useless interaction: Steve weighs maybe 45 pounds sopping wet—he’s not getting out of that wheelchair. But Medicaid wants to make sure he’s not trying to scam them, so he has to go through this process over and over and over again. Miss an appointment, mess up, or get the paperwork wrong, and Kyle doesn’t get paid.

				Kyle needs this money to pay off his medical bills and, maybe one day, move back to Queens. He, too, would prefer not to live with his parents for the rest of his life (and his wife, I presume, would certainly enjoy a break from the in-laws). But Kyle is only paid 11 bucks an hour. He’s not even getting Steve’s full 40 hours a week, since Steve allocates part of his home-health budget to his mother and girlfriend, so they get essential compensation for the time they spend with him while Kyle wasn’t around.*2 Kyle ultimately had to take a second job in retail just so he could get health insurance—there’s a shortage of home-health providers in America, driven in part by how low the wages are, and people can’t even take care of their friends or loved ones without being punished for it.

				And speaking of wages: Steve is a substitute teacher. I’ve never seen him teach, but I’ve seen him speak, and he’s good at it. If Steve wants to stay out of a nursing home, however, he is not allowed to work as many shifts as he’d like. The state of New Jersey has decided that home health is only subsidized for people…who make less than $2,000 a year! If Steve works more than a few shifts in a month, he becomes ineligible.

				Here’s what this means: Steve has to hope he can keep jumping through incredible bureaucratic hoops if he wants to stay alive. People who want to help Steve are forced to drop out of the job market and receive appallingly low wages just so the person they love doesn’t die. Steve’s family has been punished by Medicaid, because two of its members, both Steve and his mom, can’t work, even though they both can and would like to.*3 And Kyle isn’t paid enough to pay off his own medical debt. Kyle has to choose between taking care of his friend and having his own health insurance. Nobody is happy. My friends are being hosed. All the reasons for it are arbitrary and degrading.

				This anecdote isn’t meant to show how particularly unlucky Steve and Kyle are. They’re not. They’re regular unlucky. This is the American healthcare system working as normal: this is just what happens if you’re sick, or injured, or have a disability, or are poor, or are black or brown. The disability community uses the phrase “temporarily able-bodied” to describe people presently without disabilities. It’s a good term. No matter how healthy you are now, eventually something—a car you’re driving, a car you’re not, a slippery surface, a genetic mutation—won’t break your way. When that happens, you usually end up in debt, in a hospital, or trapped at home.

				The problem isn’t that Steve and Kyle are unlucky. The problem is that to avoid their fates, you have to be extremely lucky.

				

				—

				
					Healthcare is personal, micropersonal even, because it happens both to us and within us. We’ve all felt hassled or harassed by contemporary American healthcare and health finance. I happen to know a little more than most people. In 2014, I wrote code to help find people to enroll in the Affordable Care Act (ACA) in Florida, Georgia, and Texas—all “Medicaid gap” states, in which folks fell in the gulf between ACA and Medicaid eligibility—and knocked on doors to talk to people in Orlando. There, I spent most of my time meeting people who just didn’t qualify for the ACA because their states didn’t expand Medicaid. They were too poor, or they were the wrong kind of poor. This broke my brain a little—how could these elected officials refuse to expand Medicaid and thus actively harm a lot of their constituents? Couldn’t the ACA still work somehow? It was so big and complicated! What was insurance, anyway? How can we make it work for everybody?

				To learn more, I took a job in the insurance industry, building little tools for nurses to look at a map and learn who had diabetes and who didn’t, thinking the ACA could work if it just had the resources it needed.

				I was wrong, humiliatingly wrong, absolutely wrong without fail, and this book is my attempt at penance.

				I wanted to know more about these needs; I wanted to learn more about the brutal delta between the fantasy and the reality. I read papers, I read books, I did all the nerd shit, but that’s not enough to really understand how healthcare needs manifest. Health disparity is local. There is a world of difference between health needs in Boston, Birmingham, Brooklyn, and Boise. So I took to the road.

				Over the past two years, I’ve driven around the United States in my 2002 Honda CR-V*4 as a healthcare justice speaker. I’ve spoken in almost every continental state, in big cities and small ones. I’ve met people who are fighting to get their communities what they deserve, I’ve met people who are just curious about how insurance works, I’ve met people who are winning major legislative battles, I’ve met people who have had great harm inflicted upon them. It is always the same, every morning on the road: I wake up and drive six hours, get to a new town, give my speech, and answer as many questions as I can. Then somebody walks up to me and shares with me the worst thing that has ever happened to them. I have become a library of the miseries of strangers. It is an honor to be trusted with such personal stories.

				Through it all, I have seen such suffering.

				I have been welcomed into families thrust into inescapable debt because of complications from pregnancy. I have met the children whose birth caused that debt, the children who were born into that debt, who will carry it all their lives—whose birthright is a tiny pair of manacles, forged within hospital billing departments.

				I have sat with widows and widowers, people who watched those whom they love writhe in agony in hospital beds; who, out of love, spent everything they had to try to ameliorate that agony; who failed and who were failed; and who now carry themselves in both heartbreak and poverty.

				I have met people who were born into bodies that suffer; I have wept in front of them as they share with me the depth of the dehumanization forced upon them, whose daily existence is a constant blaring reminder that they are not wanted, who are forced to make an occupation out of begging over and over again for basic help.

				I have visited wealthy hospital campuses for wealthy hospital patients, virtual islands in the middle of their cities. I have visited the neighborhoods around them—black and brown neighborhoods systematically drained of capital and labor in a dance reminiscent of colonialism, who, too poor to receive care at the hospital, in many cases, made poor by the hospital and its growth and economic power, suffer and die much, much sooner than the people in wealthier neighborhoods just a few miles away.

				I’ve visited rural towns and rural counties, where there are few doctors and fewer hospitals, where people watch friends and places slip away, where cratering home prices mean nobody can afford to leave and the job famine means nobody can afford to return, where suicide rates are high and car accidents, so far away from an emergency room, often mean death.

				And, over time, I have felt my own body betray me. I have looked in the mirror and seen my own coming crisis. I myself am a sick man, heir to my family’s mental illness, and by it I am bedridden at least a quarter of the year. I have paced miles around my city block fearing the decay of my own temporary able-bodiedness and the wave of punishments—the punishments for the sin of being sick—in which I am eventually going to drown.

				But it does not do justice to the people I’ve met to pornographize their suffering. It is insufficient to simply recite a litany of human pain. This book exists thanks to those who shared their suffering with me, in the long, long hope that we, together, can build the world in which nobody need suffer in the way they have.

				But why does it happen? Why does American healthcare, which is a savior to so many, crush so many more under its heel? Why do bad things happen to good people—to whom bad things have already happened?

				This is a book for people who have felt pushed around, knocked down, or fucked over by the American health finance system. This is a book that will attempt to explain why you can’t afford to go to the doctor, why your doctor can’t afford to see you, and who’s making money off your misery. It is a book for those who see this suffering burned into the mirror, or into the faces of the people they love, and who are sick as hell of the whole thing. This is, I hope, a book for everyone who wants something better.

				My aim over the course of this book is to explain why all this came to be and why it happens the way it does. I’ll start with what we got: what co-pays are, for example; what insurance itself is; why healthcare costs increase so steeply; or why the few remaining rural hospitals and clinics close at such an alarming rate. Then, in part two, I’ll talk about both a) what we want instead, which is comprehensive, robust single-payer insurance in America—which you might know as “Medicare for All”—and b) the inadequate options we’re currently being offered.

				But that’s only a fragment of our story. In the third part of this book, I’ll discuss how single-payer is only a smaller piece of our larger goal. I want readers of this book to understand that access to insurance only represents a small portion—approximately a fifth2—of the health inequalities in the United States. I want you to understand that most health disparity comes from things like inadequate or unsafe housing, inadequate or unsafe food, lack of income or lack of safety. And I want you to understand that these things don’t just “happen”—people don’t just “happen” to have nuclear waste buried in their backyards; poor people don’t just “happen” to live in crumbling death traps. These things are caused by structural poverty and structural racism, by patriarchal, economic, and racial domination.

				Against these monsters, insurance alone is not enough.

				So if we hope for a world in which nobody is made to suffer, in which people like Steve, Kyle, you, and me, and everyone we know, can feel safe inside our own bodies—we must expand our vision of the fight. We must conceive of the fight for single-payer as one among many in pursuit of health justice. We must fight the battles to help people who are suffering now, and, with those victories, create the scaffolding of a single-payer movement aimed toward health justice. The history of the fight for health reform tells us that we can afford nothing else.

				
					*1 Jersey’s Medicaid program had just decided that, for Steve, the time beyond 40 hours isn’t worth compensating.

					*2 Plus the dozens and dozens of unpaid, uncompensated hours Steve’s girlfriend, mother, and Kyle spend with him.

					*3 Though, of course, one’s worthiness of healthcare, shelter, food, or safety shouldn’t be dependent on one’s compatibility with the workforce.

					*4 300,000 miles!

				

			

		

	
		
			PART I:
WHAT WE GOT

			PART I: WHAT WE GOT

			What is “healthcare in America”? It’s huge, and it’s been made hard to understand, and depending upon where you were born and to whom, it either saves or ruins your life.

			It’s a machine so big, almost cosmic in scope, that you can’t see all of it in one field of view. It’s an infinitely cascading network of relationships between hundreds of millions of people—not just you and your doctor, but you and your family, you and your landlord, you and the person who sells you food, you and the police, you and the city planner who decided whether a bus runs near your house, and the thousands of relationships they have—your doctor and the dozens and dozens of pharmaceutical and equipment salespeople who visit your doctor’s office, for example.

			We learn about healthcare in fits and bursts. A lot of us learn from firsthand experience. The American ideal is a smooth process: you feel unwell, so you go to the doctor, who gives you some medicine—or who sends you to another doctor who better knows what to do. Eventually, after receiving care paid for by your insurance (plus a small fee put aside for you to pay), you feel better.

			That’s rarely how it works. Too many of us try to do the right thing—go to a doctor, be very careful, check all the boxes, and read all the fine print—and find ourselves with more medical costs than we could ever hope to afford. And then we’re stung. The next time we feel something wrong inside of us, we’re too afraid to ask anyone what to do about it. We panic, and in that panic we make choices that end up costing us even more dearly.

			But how did it get this way? Hell, what is “this way”? Here is the state of the nation that American health finance has given us:

			
				
						
						America spends more than any other country on healthcare*1—almost twice as much per capita as other wealthy countries1—while caring little about community health, caring little about population health, caring little about that which cannot be packaged and sold.

					

						
						75 percent of our spending goes to chronic conditions that are preventable, yet nobody paying the bills really has tried to prevent them.2

					

						
						Our system of for-profit private insurers literally takes money from poor people and gives it to wealthy people. It is negatively redistributive. In 2014 it pushed millions of people into poverty or extreme poverty.3

					

				

			

			What a rotten structure. It’s certainly affected you personally, but health finance is wrapped up in so many other different things that it hides itself within other problems, like a Russian nesting doll of wretchedness. Maybe you recognize it if you have, or have had, one of these questions:*2

			
				
						
						Why am I in so much medical debt?

					

						
						Why does it cost so much to go to the doctor?

					

						
						Why did my ER bill include $40 for bandages?

					

						
						Why can I only go to some doctors but not others?

					

						
						Why are people with disabilities forced into nursing homes?

					

						
						Why do I still get billed by the hospital even when I’m insured?

					

						
						What the hell is an insurance premium, and why do they go up every year?

					

						
						Why does my boss tell me I can’t get a raise because my healthcare costs have gone up?

					

				

			

			There’s one simple answer to all of these questions: you’re being exploited. You’re being taken advantage of. To put it bluntly, you’re being fucked over.

			The method of the exploitation, the precise rules and regulations by which you’re being needled, and the artfulness of the cover-up vary from person to person and neighborhood to neighborhood. But ultimately, American healthcare means you’re made sick, and then punished for being sick, all so someone else can turn a huge profit.

			Maybe you already knew that but want to know the why and how. Over the next few pages, I’m going to attempt to describe American healthcare thoroughly enough to answer each of these questions. Let’s explore the wet ‘n’ wild world of American health finance together.

			

			—

			
				The most fundamental fact of American healthcare is that nobody, except for mega-millionaires, can afford to pay for their healthcare costs out of pocket.*3

			Medical costs don’t affect us all evenly, and they don’t all hit us at the same time. Half of all medical costs in the United States in a given year come from only 5 percent of patients.4 And four fifths of medical costs come from one fifth of all American patients.5 In a given year, some people have million-dollar hospital bills, some people have $300,000 medications, and some people get into major car accidents or need heart surgery, while most other people don’t.

			This only measures American patients—that is, people who were able to access or afford a doctor in the first place. There are without a doubt billions of dollars in medical costs that do not get spent because the would-be patients don’t have insurance and don’t go to the doctor because of it, or because they do have insurance but can’t afford to use it. Being unable to afford healthcare prevents you from becoming a patient in the first place. This creeps into your psyche: we know, for example, that people with less money report fewer of their illnesses.6

			These patient populations aren’t usually the same people every single year. While a lot of people have significant medical costs every year—maybe they’re older or have a disability or need expensive medication to stay alive—generally speaking, costs move around from person to person. Some years you might be off the hook and have few medical costs. Other years you might give birth to a baby or get hit by a car or have a heart attack—then it’s your turn on the table. And when it is, you almost certainly won’t be able to pay for it out of pocket. Having a child, for example, can be billed at anywhere between $32,000 and $50,000,7 though it sometimes reaches into the millions of dollars—it’s hard to get out of the natal intensive care unit (NICU) with less than a $500,000 bill—with no way to predict costs before you land in the delivery room. If you don’t want to leave with a six-figure bill, you need insurance.*4

			INSURANCE

			
				For a long time, out-of-pocket spending, or paying a doctor directly from your own wallet, was the only way people in America paid for their healthcare—though the quality of that “healthcare” has changed dramatically over time. While some workers in Germany had a form of insurance beginning in the 1890s,*5 America took its sweet time getting there.

			For as long as America has been around, there have been people who couldn’t afford healthcare—or who couldn’t afford anything at all. Throughout the 1800s and into the 1900s, poorhouses sprung up across the country. They were short- and long-term refuges for the poor, and they expected hard labor in return. Only if a person was physically unable to perform work were they permitted to be left alone.

			Poorhouses were filthy, brutal bunkhouses that existed at the knife-edge between American charity and Puritan work ethics. Poverty must be made so utterly miserable, and relief must be made so meager, that work—any kind of work—is preferable by comparison. This ideology, of punishing the unproductive, has never really left America. We’ve just practiced hiding it.

			Then there’s medicine. In the early 1900s, rich families would pay doctors for private care in their homes,8 poor people might go to a fledgling hospital and hope for charity palliative care, and millions of Americans lived somewhere in the middle. But medicine was wildly unregulated, medical standards were virtually nonexistent, and quality of care oscillated dramatically from doctor to doctor. As a result, healthcare costs were very low, and usually only borne by people who could afford them and who wanted to offset the costs of not being able to work because of illness. Healthcare was thus rationed out according to wealth and, usually, by race.

			Millions of people still couldn’t access any healthcare at all. Patients waited in long lines at public hospitals or public clinics, waiting for prescriptions they couldn’t afford to fill. Often, hospitals would subject patients to grueling interviews to determine how expensive their care would be to provide. Too expensive, and the patients were denied entry.9

			With the development and advancement of the hospital, and corresponding advances in quality of care, came the rapid growth of healthcare costs.*6 By the early 1930s, a family who sought medical care might find that hospital costs represented 40 percent of their total bill10 (up from 15 percent a few years before).11 But hospitals had a lot of capacity, hospital beds were going empty, and hospitals were interested in finding ways to fill them—by marketing themselves as the place where a person ought to have their children, for example. These schemes fell short in the face of the Depression, when suddenly nobody could afford healthcare, and hospital beds across the country stayed empty.

			Some hospitals and some patients fared better. In the decade before the Depression, the Baylor University Hospital in Dallas, Texas, struck a deal with a local teachers’ group: pay 50 cents a month in premiums, and Baylor would cover the cost of any hospitalization. After the Depression hit and other hospitals couldn’t attract paying patients, Baylor (and its teachers) were safe. The non-paying patients waited in the forever-long hospital lines, while doctors demanded the government subsidize the care they would otherwise be giving (and losing money on) for free. But this Baylor insurance model was successful for the patients who were included in it and kept the Baylor Hospital revenue running. Later, this insurance plan spun off into its own organization, called Blue Cross.

			A decade later, during World War II, American factories were having a hard time attracting employees and distinguishing themselves as benevolent employers during a wage freeze. In 1943, the Internal Revenue Service ruled that health insurance was a fringe benefit and therefore tax-free. This meant employers could now offer competitive insurance plans to sidestep the wage freeze and lure in new workers. Families joined these plans rapidly, as Melissa Thomasson, a historian at Miami University of Ohio, has noted: the insured American population grew from 9 percent in 1940 to 63 percent in 1953, reaching 70 percent by the 1960s.12

			Teachers, a hospital marketing scheme, WWII, and tax credits: from these components sprawl the massive, ramshackle American health insurance machine. It’s a giant machine and it wasn’t designed very well. In fact, it wasn’t designed at all—there was no master plan behind the architecture. It was assembled piece by unknowable piece, bandage by unmeasurable bandage, without any sort of blueprint and thus it contains many moving parts performing strange and uncoordinated tasks. How you interact with it depends on a lot of things—whether you live in an urban or rural area, whether you’re old or young, whether you’re poor or wealthy, whether you’re a member of the armed services, and what type of insurance you may or may not have. We’ll go through each kind of insurance, one at a time.

			UNINSURANCE

			
				Some people—too many people—confront this machine without any insurance at all: 15.5 percent, or more than one in seven people, are uninsured.13 This number is disproportionately higher among poor people—poverty and uninsurance go hand in hand.14 Uninsured people are responsible for paying all the costs of going to the doctor or visiting a hospital—if they even make it to the hospital in the first place. Because the costs of receiving healthcare so greatly exceed what most people can ever hope to afford, even if those people aren’t poor, hospitals typically decline to serve people who are uninsured (though they’re legally required to stabilize, not treat, people in immediate mortal danger).*7 Otherwise, you’re on your own: hope there’s a free clinic nearby, or a sliding-scale community clinic.*8

			It’s just awful to be uninsured. You’re significantly less likely to have diseases like cancer diagnosed before they’re severe, you’re more likely to die from any given medical condition or disease, and you get less and worse care in the hospital even if you’re admitted.15 Choices like “medicine or rent?” or “healthy food or a doctor’s visit?” are urgent and deeply infuriating in their obvious injustice—but what can you do about it? Just one accidental injury—like just one engine failure, or just one parking ticket—can knock over everything you’ve worked so hard to put together. If you ever fall sick, the deep and unknowable awfulness of medical costs—How much is this going to cost? Can I put this on a credit card? Can I get on a payment plan? Should I sell my car?—becomes a kind of blaring siren overriding your internal monologue. You try to drink lukewarm water on the side of your mouth with the fewest untreated cavities. Life becomes a kind of self-destructive ultramarathon: How long will I keep going? What’s going to break next?

			This kind of desperation drives a lot of horror stories. In his book America’s Bitter Pill,*9 Steven Brill famously profiled an elderly woman who had to work as a baggage handler to receive the insurance she needed. Some kids, growing up uninsured in poor families, are punished for going to the doctor because their families can’t afford the cost, and remain scared of doctors as adults. People who get injured on the job sometimes turn to painkillers to keep them working so they and their children don’t lose the insurance tied to their job.

			At some point, you just can’t keep going. In 2009, 45,000 people died from causes related to uninsurance.16 45,000 families. 45,000 entirely preventable deaths. These people should be alive—they were killed by our health finance model. It has killed before, it has killed hundreds of thousands of uninsured people since, and it will kill again unless we drive a stake through its heart.

			It is infinitely better to be insured than uninsured, but the space between the two is much, much smaller than you might hope. An increasing number of people who are insured and poor, or insured and unable to use their insurance—sometimes called “underinsured”—face similar problems, the same impossible choices, as uninsured people. There were 63 million underinsured adults in 2018, or a third of the adult population under 65.17

			But not all insurances are alike. There are two basic categories of insurance in the United States: public insurance and private insurance. Public insurance programs have been an essential means of promoting public health in America, and the ways they’ve been gutted for private profit offer fascinating, infuriating examples of how letting private companies hijack public services ends up wasting a lot of time and money for very little, if any, public benefit. Private insurance resembles the Blue Cross model from the 1920s: a private company takes your money and gives you some kind of insurance in exchange, while trying to make money for itself. Because this is a book about health justice, single-payer insurance, and the private insurance companies in the way, I will ultimately devote more of this section to the private sector than the public. But here is a quick description of how public insurance works today.

			PUBLIC INSURANCE

			Public insurance, or government-sponsored insurance, is an insurance model in which a government (or “public”) agency is the primary payer of medical costs. Access to these government payers may be restricted by income, age, and other categories. It comes in a few major flavors: Medicare, Medicaid, and the Veterans Affairs (VA) healthcare administration.

			Medicare

			
				Medicare is an insurance program that is available to all people age 65 or older.*10 In 2017 it spent about $710 billion,18 or a fifth of total national healthcare dollars. Its money comes almost entirely from the federal government. It was built slowly, over decades, and resembles less a continuous and whole object, or unified “Medicare,” than a cluster of several noncontiguous subcomponents.

			
				
						
						Medicare Part A is free for people who receive Social Security payments; others need to pay a premium of approximately $420 a month.19 (This means that if you were a stay-at-home parent or an unpaid family caregiver, you’re paying a massive premium for Medicare.) Part A covers hospitalizations and emergency room charges. After a patient spends over $1,000 on hospital treatment and resulting care (like being transferred to a nursing facility), Medicare covers the bill in full for up to 60 days, then pushes those costs back onto the patient.

					

						
						Medicare Part B is a plan with a premium, or cost to join. It covers medical care outside emergency hospitalization—seeing a doctor, a specialist, etc. It costs a little under $150 a month. Then, after you spend about your first $200 at the doctor’s office for the year, it covers 80 percent of the remaining bills you get from your doctor. The rest you pay out of pocket.

					

						
						Then there’s Medicare Part C, aka Medicare Advantage, in which private insurance companies can offer private insurance plans to Medicare recipients. You pay the standard Medicare Part B premium, sometimes with an additional fee to the insurer. The federal government also pays the insurer a subsidy for insuring you. These plans bundle the services covered by Parts A, B, and D and—unlike Medicare—decrease or limit the money you spend out of pocket on healthcare. Medicare Advantage insurers also get money for special programs not available to normal Medicare—like government subsidies on Lyft rides for patients who lack access to transit.*11 These plans are also usually very, very profitable for the insurance companies selling them—up to a 30 percent margin.20 Of course, these companies like to protect those profits, and often do so by denying care to patients21 or imposing restrictions on which doctors a patient can see or what care a patient can receive.

					

						
						Medicare Part D is another program you have to pay for to use. It covers drug costs, up to a point. If you need more than $3,750 of pharmaceutical drugs in a year, you’re on the hook for 25 percent of your total drug costs.*12 Spend $5,000 in total drug costs, and Medicare kicks in again. You’ll be charged 5 percent of your remaining drug bills. This might be fine if you need medicine for a short-term injury or infection, but it’s quite a challenge for people with long-term conditions.*13

					

				

			

			Let’s review. Medicare Parts A and B are expensive programs with a lot of problems, plus they push costs onto the patient. Medicare Part C, the private option, is exempt from those requirements, plus gets federal money to invest in new accessory benefits or incentives. Does something seem strange to you? Why do private plans get these abilities when the public ones don’t? There’s no reason Medicare couldn’t restrict or limit out-of-pocket spending for its patients. Why would the private plans, which receive both your money and a government handout, be singularly able to restrict out-of-pocket spending and be extremely profitable to the private company selling them? Why have we given private plans, which we subsidize with public money, these abilities the public plans don’t get? Does it seem like, maybe, the standard Medicare plans have been hollowed out or made weak so that Part C seems like the most appealing option? Part C has represented an increasing share of American medical costs over the past few years, even though it’s a woefully inefficient use of government money.22 You might even suspect that the relative weakness of Parts A and B is intentionally designed to drive people into the privatized Part C option. I do!

			Medicare Advantage—privatized Medicare—represents the government weakening its own insurance programs so it can waste money on paying private companies to do a worse and more expensive job of insuring people. But I don’t want to dwell too long on Medicare Advantage plans. Suffice it to say, they are very profitable, they receive a lot of extra money from the federal government, and even the executives of Medicare Advantage companies have started whistle-blowing23 about—in their terms—the grift they’re getting away with.

			Which is a disappointment, because Medicare has one of the largest advantages of any actor in American healthcare: size. Medicare insures about 44 million people, or 15 percent of the nation’s population. It is, by far, the largest insurer in the United States. It uses that size to do a lot of pretty cool things. For example, most private insurance companies every year have to renegotiate how much they’ll pay for various procedures and medicines. Since, in most places, insurers need the hospital more than the hospital needs the insurer,*14 insurers are forced to accept inflated prices for care (which they then just pass back to their customers). That’s not the case with Medicare. Every year, Medicare determines how much it will pay for services. Hospitals can decide to reject those prices, but then they can’t accept Medicare, which means turning away 44 million customers with guaranteed payment. As a result, the vast majority of hospitals and most providers accept Medicare patients.*15

			This kind of structure—access to a massive pile of money, but only if you adopt certain requirements—is the model by which hospitals in America were formally integrated. Segregated hospitals in the South were told they would not be eligible to receive Medicare funds unless they admitted patients of all races. Though they resisted, at the zero hour they caved.*16 It’s amazing what you can do with an economy of scale! Behold, the power of Medicare!

			Medicaid

			Medicaid is both a state and federally funded program. In wealthier states, like California, both state and federal governments split the cost equally. In poorer states, like Mississippi, the federal government contributes up to 75 percent of the total budget. The federal government sets standards for care and what needs must be met, but the states are free to develop their own programs and administer them as they see fit.

			Approximately 66 million people enrolled in Medicaid in 2018. Since it is a program paid for by 52 different actors (50 states, the District of Columbia, and the federal government) it does not have the same singular economy of scale Medicare enjoys. It does, however, have the privilege of offering a discounted rate from Medicare.*17 Approximately 70 percent of physicians accept Medicaid, but this number (and the cost discount) varies dramatically from state to state.24

			Unlike Medicare, which is available to anyone older than 65, states have a lot of discretion over determining who’s eligible for Medicaid. Generally speaking, poorer people have more healthcare needs (we talked about this earlier and we’ll talk more about this later). As a result, many states claim that Medicaid is too expensive for them to afford, and thus impose aggressive restrictions on who could use the program. For example, Texas restricts Medicaid eligibility to:

			
				
						
						people with disabilities;

					

						
						parents (and only parents) who make less than $3,600 a year;

					

						
						low-income pregnant people (household income less than $24,000 if they’re single); and

					

						
						children whose families have a household income less than twice the poverty level (but not the families themselves).

					

				

			

			Clunky, isn’t it? Cruel, too. This means that, for example, if you’re a Texan who’s “just” poor (maybe you’re a pizza delivery driver, a bartender, a nanny, or all three)*18 or a single parent who makes more than $300 a month, you’re ineligible for Medicaid. Rough!

			Medicaid expansion under the ACA became a voluntary process, and state Medicaid programs have significant leeway to determine what they do and do not cover. As a result, Medicaid programs vary widely in both their eligibility criteria as well as their benefits. Nowhere is this more apparent than in the case of long-term care (LTC) and home and community-based services (HCBS). Long-term care is the kind of care that Steve, from the introduction of the book, needs. When he gets paid help at home, whether from Kyle, his mother, or an outside caregiver, that’s an example of HCBS, and a kind of long-term care.

			Long-term care in America is generally hidden out of sight. When people with disabilities are unable to take care of themselves without assistance, they are pushed into corporate nursing homes rampant with grift, abuse, and corruption in the pursuit of profit. Lawmakers in Arkansas and Kentucky have been caught working with nursing home corporations to make it harder for patients to sue for malpractice. Trapped, unable to live freely, work, or leave: for people with disabilities, nursing homes are, frankly, equal part warehouse and hospice.

			Even if Medicaid offers HCBS, its means-testing restrictions can be brutal and oppressive. Disabled couples with too much money in the bank—$22,000 in New York, plus a max of $1,233 in monthly income—often need to spend down or divorce to qualify. Sometimes you have cases like Steve’s from the introduction, where he can’t make more than $2,000 in a year. This is because Medicaid wants to make sure that people who use HCBS are really, really poor.

			Medicaid is a paradox, in that it’s arguably the most important (and a very cost-efficient) healthcare program in the United States, but it’s also under constant assault in both nominally liberal and conservative states. Since it is administered independently by each state, it is home to the most “innovation” in American healthcare—both in finding ways to help more people more proactively, and also in finding ways to restrict access to care, or punish people for being sick. If you want to find a program that explores how to provide comprehensive social services and advocacy for poor pregnant people, you can find it in Medicaid (for example, the Strong Start programs). If you want to find a way to punish those pregnant people after they give birth by removing their right to privacy and demanding continual checkups, check-ins, and surveillance as a requirement for care, you can also find it in Medicaid. In some states Medicaid is entirely privatized, contracted out to “managed care” companies that restrict provider access and put patients through endless denials, appeal processes, and hassle—while rapidly increasing state Medicaid spending and, conveniently, turning a profit. Medicaid is a program exhilarating in its effectiveness and its empathy; it is a program devastating in its cruelty and coldness.

			There is a lesson to be learned here: given the chance to accept a huge amount of federal money to help people, some elected officials will reject it outright for political or ideological reasons. Given the opportunity to wield denial and neglect like a cudgel, some officials will choose to do so, even at the expense of their own state or agency. A just healthcare model can make no room for the few powerful people who seek to be bullies, to use healthcare to harm the vulnerable.

			
				A Brief Note on Work Requirements

				Any discussion of Medicaid requires a discussion of Medicaid waivers. States can petition the Department of Health and Human Services to be released from some of the requirements of the Medicaid program, for purposes of “experimentation,” under Section 1115 of the Social Security Act. It’s an extremely cool statute that lets states have more local control over how they spend their healthcare dollars, with the explicit goal of expanding coverage while reducing cost.*19 This means that a regional agency more finely attuned to the particular needs of its population can use Medicaid money to invest in the things its population needs—like specific community outreach, housing, or transportation programs. Neat.

				Except, like all policy, it is vulnerable to bad actors. There is a rising movement to use Section 1115 waivers to shrink Medicaid programs or push out “undeserving” populations—efforts that disproportionately affect poor people and people of color.*20 The most visible focus of these waivers is “work requirements.”

				The Republican work requirements movement claims that there is some mass of Medicaid recipients who are “getting away” with “free handouts” from the government, and out of an impulse toward “fiscal responsibility,” they must be “encouraged to work” by making sure everyone who receives Medicaid is forced to get a job.*21

				This is categorically wrong. This does not “encourage” anyone to work. Virtually everyone who receives Medicaid already works if they are able.*22*23 What this does do is force people to endure long waits25 or use websites that don’t work (plus, many Medicaid recipients don’t have reliable access to the Internet)26 to log their hours with a severely understaffed benefits office. The offices aren’t helped by these waivers either: the work requirements waiver in Tennessee, for example, included no funding to help staff or upgrade the department that would now have to verify employment for 1.5 million people every month, a task with which it struggles greatly.

				These seem like a series of managerial blunders, the side effects of bumbling bureaucrats or pointy-haired Dilbert bosses, but they’re not. This is all intentional. The plan isn’t “financial responsibility” or “encouraging people to work.” The plan is punishment. Punishment of poor people, punishment of people of color, and punishment of sick people, the “undeserving” poor—a theme we will return to in this book. We are told we are being made to suffer the “lazy moocher” who dwells at the bottom of the safety net, taking all our money. We are told that we must punish them, because Work is Good.*24 These waivers exist to bully vulnerable people; to make them wait in forever-long lines, in offices with neither the space, funding, or even basic technology to verify their employment; and then deny them healthcare. It is very literally murderous.*25

			

			Veterans Affairs (VA)

			
				A third model of public insurance is the Veterans Affairs program. The VA is a medical provider owned by the public that treats a subsection of American military members and veterans—often an older, sicker population. Eligible veterans go to the VA for care and are billed based on their income and whether they have a service-related disability or condition. Single people making less than $32,000 a year usually pay nothing. Other people who use the VA often still enroll in private insurance plans to cover these co-pay costs—similar to Medicare Part C.*26

			About 9 million people are enrolled in the VA system, and VA facilities train the highest number of doctors in the United States.27 However, the VA is being hamstrung by a growing number of enrollees combined with insufficient funding. While the VA’s budget is slightly less subject to the political footballing of Congress than other healthcare provisions, funding is still critically below what it would need to be to treat all veterans who were promised care upon completion of their stints as soldiers.28 The number of aging Vietnam veterans and people wounded during our perpetual invasions in the Middle East, combined with pending legislation that would let more people exposed to Agent Orange qualify for VA care,29 mean the VA is often “at capacity.” As a result, members of the VA are triaged (e.g., people with “50 percent disability” are seen ahead of “people with 10 percent” disability; people with less money are seen before people with more money; people with Medals of Honor are given priority over undecorated veterans), which results in angry patients, political stress, and death—a 2015 study showed that wait times might have contributed to the death of 307,000 vets waiting for VA healthcare.30

			There’s a simple answer to the problem of increased demand and restricted capacity: spend more money to expand capacity. But exploiting this friction is a VA privatization movement, which alleges that the problems faced by the VA can only be resolved by private companies. The proponents of VA privatization are not troubled by the fact that these private companies are notorious in virtually every other sector of healthcare for costing more while squeezing money from and restricting care for those who are most vulnerable. They simply don’t work; but that’s not the goal. The goal of this privatization movement is, of course, the same as any other movement for reactionary austerity. It seeks to starve a program of its budget and use its resulting weakness to justify forking over work to rich people and their private companies, badly, for profit.

			There is also a separate military hospital system for people currently employed by the armed forces. For their spouses and children, a program called TRICARE exists—a privately administered insurance program paid for by the military, which uses private doctors and private hospitals.

			Indian Health Service (IHS)

			Lastly, there is the Indian Health Service (IHS), which treats Native Americans. Unlike Medicare and Medicaid, which are funded through the Social Security Act, IHS is funded through an appropriation of the Department of the Interior. Its chronically and critically low funding, combined with the social and structural harms inflicted upon Native reservations, cause deep problems for IHS. I want to analyze those social and structural problems later in this book, so we will revisit the IHS in Part 3.

			

			—

			At their best, these public insurers are vehicles for using public money—your money—to provide care to your family, your friends, and your community. When they are ripped off, you are ripped off. When they are made inadequate, your grandparents and your children suffer. And they are, very much, being ripped off and made inadequate. So whether you’re covered by Medicare or Medicaid or the VA or not, your skin is already in the game with American public insurance.

			PRIVATE INSURANCE

			
				But not all people in the United States use public insurance. Most of us are being bounced around the American private insurance system (or have no insurance at all).31 It is a heinous machine that causes agony and pain for the profit and pleasure of the millionaires and billionaires who own it. Let’s investigate that system from the bottom up.

			The smallest—and, despite what the insurance companies insist, the most important—component of private insurance is the person. You, me, and everyone we know. Generally speaking, most of us probably won’t have major healthcare spending this year. But if we have an accident or emergency, if we ever need surgery, or if we have or develop a chronic health condition like asthma or schizophrenia or cystic fibrosis, we’d be on the hook for up to hundreds of thousands of dollars—sometimes millions of dollars—of hospital bills and other medical costs. We don’t want to do that, so if we’re lucky enough to be able to afford it, we purchase insurance to help mitigate these staggering costs.

			We can get insurance in one of two ways: either by purchasing a plan directly from the insurer on the “individual insurance market,” or through our employers. Employer-sponsored insurance comes in two modes. The first is traditional insurance, in which the employer buys plans operated entirely by a third-party insurance company, and in which the insurance risk is spread across all people on the insurer’s plans, even if those people work at many different companies. The other is a self-insured plan, in which the employer pools all the risk among only its own employees, though it may still contract out a third party to administer the insurance. Whatever the avenue, the contract being purchased is called an insurance plan.

			Insurance plans are agreements between people (now customers) and insurance companies. We pay the insurance company a fixed amount of money (called a premium, and usually billed monthly) in exchange for two things. If we go to a doctor, a facility, or a hospital the insurance company has a business relationship with (or that is in network), the insurance company will both negotiate down the bill the doctor or hospital charges, and, ideally, cover the cost.*27

			But, of course, insurance companies don’t always pick up the check. The insurance plan usually contains two additional items:

			
				
						
						The co-pay, the amount you must pay to see a doctor covered by your network. This can be a percentage or a fixed amount (e.g., “50 percent of bill,” “$50 to see a primary care provider,” or “$500 to visit the emergency room”).

					

						
						The deductible, or an amount you must spend in a year on healthcare before the insurance company starts covering the rest. If your insurance plan has a deductible of $5,000, the insurance company starts picking up the check after you’ve spent $5,000 out of your own money on healthcare costs “in the field.” Your premium doesn’t count toward the deductible. It’s considered to be more of a “membership fee” rather than a healthcare cost.

					

				

			

			If you want a plan with a low co-pay and low deductible (usually because you’re sick and need to use your insurance plan a lot), it’s going to cost you a much higher premium. The opposite is true: if you can only afford a low premium, it’s going to cost you a lot more to use your insurance plan.*28 This is only for “medical” care—things like vision care and dental care have their own insurance plans and their own insurance companies.*29

			There are also categories of insurance plans—HMO, PPO, EPO, and POS. It’s a dizzying list of initialisms, or America’s least exciting pinball high-score screen. To make it very simple: insurance companies make more money if they control where and how you seek healthcare. Part of this makes sense: if you see five doctors, and none of them talk to each other, you could receive redundant or even harmful care. This is a problem that we could solve by having easily portable personal medical records (or even a federal database of medical records). Instead, the insurer smells an opportunity to profit by “coordinating care,” and butts in. Sometimes it compels you to get referrals from a designated primary care provider (PCP) before you can see any kind of specialist, and if you don’t, it’s not covered (this is the “health maintenance organization,” or HMO, model). Sometimes you’re allowed to see doctors without prior permission, but if they’re not in network, you’re saddled with the cost (the “preferred provider organization,” or PPO, model). The other ones are weird hybrids of the two.

			This stuff is pretty complicated, and most of it doesn’t make sense to people who need healthcare—ultimately, I think, because this isn’t a system designed for their benefit. Thinking about it just makes me want to chip my own teeth. If you’re confused, perhaps you’ll find solace when I remind you that this is not an intentionally designed system: it is one that emerged like a prehistoric corpse from an ancient and foul bog, and is now stinking up the place.

			The owner of an insurance plan is the insurer. Insurers are organizations, usually private companies, who make money by selling insurance plans and receiving subsidies from public money.*30 Insurers sell as many insurance plans as possible to customers in exchange for premiums. These premiums—plus the government subsidies—are pooled and used to pay some of the healthcare costs of customers, as well as the company’s various corporate expenses, like payroll, advertising, and rent; and then the rest is kept as profit. Since most people who can afford insurance don’t spend much money on healthcare in a year—again, remember that 5 percent of people drive half of all costs—that pool of money (called a “risk pool” because it pools the collective risk that any given customer will be expensive across a large number of typically inexpensive customers—kind of like the opposite of an office lottery pool) usually contains quite a bit of profit for the insurance company.32 In fact, insurers are accustomed to making so much profit that the ACA enforced laws compelling insurers to use at least 85 percent of their revenue on paying out insurance claims (the “medical loss ratio”) instead of spending it on itself or pocketing it.

			Each of these kinds of insurance—Medicare, Medicaid, and the other kinds of public insurance, plus the various private insurers—is sometimes known as a “payer,” because they’re (often) the organizations that pay healthcare costs. Because there are multiple payers, and multiple kinds of payers, America’s healthcare system is described as a multi-payer system.

			Okay. Does this all make sense? Well, no, it doesn’t. But hopefully now you see the basic contours of how insurance works. Now let’s talk about something truly stupefying: the fact that when you use your insurance plan, your insurer loses money.

			THE PERVERSE RELATIONSHIP BETWEEN YOU AND YOUR INSURER

			
				This might sound like an oversimplification—your insurance company loses money every time you go to the doctor—but it’s very much at the root of why you feel pinched in the gears of American health insurance. Private insurance companies don’t have the same kind of scale that Medicare, or even a state Medicaid plan, has.*31 To compensate, it taps into the sub-industry of predicting how many people on a plan will actually use their insurance given a particular arrangement of the variables within an insurer’s control. That is to say: “For a certain combination of premium, co-pay, and deductible, how many other people are likely to go see the doctor? Will they see the doctor often enough that we lose money? How many people with chronic conditions will buy our insurance plan? How do we make sure we lose as little money on them as possible?”

			This is a wicked algebra, but it’s all the insurer can do if it wants to appease its shareholders or owners.*32 Because the alternative is catastrophic to the insurance company: if they attract too many people who use their insurance plans to see the doctor; if too many people with chronic conditions sign up (for example, a person with hemophilia, whose care can cost up to a million dollars a year); if they can’t draw customers who won’t use their insurance plans (either because they don’t need to or can’t afford to), the insurer’s per-person costs skyrocket.

			When an insurance company’s per-person costs increase, it compensates by increasing premiums. When premiums increase, people who can’t afford those premiums drop out.*33 So far, this sucks, but it makes sense, right? We’ve pretended healthcare is a normal market good.

			Except. People who are sick, people who are expensive to insure—they can’t afford to drop out of their insurance plan. How else would they be able to afford the care that keeps them alive? And if they change plans, they might not be able to see their doctor. Coerced into the annual indignation of rising costs, they grit their teeth and hang on for as long as they can. And by this determination, they once again increase the per-person costs of the insurer. Next year, premiums will increase to compensate. The cycle continues.

			Thus, the dream of a private insurer is a large and uneventful customer base. A risk-less risk pool. A million customers who pay their premiums every month and who never get hepatitis or get into car accidents or get other expensive conditions. But this corporate-utopian vision doesn’t reflect the way illness works: there are simply always going to be a bunch of people who get sick or who need expensive care. Because the insurer doesn’t have the ability to make sick people well, or to prevent illness or accidents in its customers, and absent the ability to just imagine away the customers who cause most of the medical costs, all the private insurer can do is find ways to kick out sick customers, or coerce them into leaving.

			Private insurers are very good at this. They drop coverage for drugs sick people need; they end contracts with doctors and specialists who treat the sickest patients (and are therefore the doctors costing the most money to the insurance company).*34 In Florida and Illinois, insurance companies are being sued for making it intentionally difficult, complicated, and expensive for people with HIV/AIDS to get the drugs they need.33 This is done, the suit alleges, so that these people with diseases will just give up and go to other insurance companies.

			Or there’s mental health coverage, something insurance companies across the country have worked hard to deny their customers. Because mental disorders and mental illness*35 can be managed but not cured, and often include hospitalizations or other expensive episodes of acute care,*36 it’s not very profitable to cover the people who have them. If you were to give them cheap and accessible mental healthcare, the logic goes, they’ll use it, and you will have to pay for it, and that doesn’t make shareholders very happy. Insurer discrimination against mental healthcare became so bad that even rich people complained about it, as former House Representative Patrick Kennedy published an essay on the phenomenon.34 The battle to avoid selling insurance to the mentally unwell is waged on fronts beyond consumer relations. One of the reasons it’s very difficult to find a mental health provider, for example, is because insurance companies tend to offer very low reimbursements for providing mental healthcare.*37 As a result, many mental health providers don’t—or can’t, or won’t—accept insurance. It’s a particularly rotten scheme.

			It turns out that because insurance companies lose money when you get sick, the task of an insurance company is to make sick people, as much as it can, someone else’s problem. Before the Affordable Care Act was passed, people who didn’t get insurance from their job and who thus needed individual insurance had to apply directly to insurance companies to purchase insurance plans. These applications included huge, invasive surveys detailing every aspect of their life. If they were deemed to be a risky customer—that is, if they were someone who was sick or who needed expensive care or who had a history of severe illness—their application would be denied. (These are the “preexisting conditions” you may have heard about in the news.) This is an ideal outcome for the insurance industry: hang on to us for as long as we’re profitable, then throw us away; let us bounce from company to company like a pinball, until we’re no longer able to pay our hundreds or thousands of dollars to the multibillion-dollar insurance companies,*38 until we fall and are lost, abandoned, until we lose everything and pray we qualify for meager government care.

			

			—

			
				This is what we mean when we say we live in a world in which healthcare is a commodity like bananas or oil or wheat. Futures on your heart, your lungs, your chance of getting diabetes, whether your mom’s glaucoma gets worse before she turns 65 and goes on Medicare, are fiddled with and speculated about and, ultimately, bought and sold for profit by private companies. We’re just portable, unstable profit pods, utterly dependent upon the insurer that drains us.

			Except, unlike oil or wheat, we don’t have a commodity relationship with our own health. For one, we’re very cost inelastic: if we are in pain, or if our kids are in pain, once we’re in the hospital, we tend to do whatever our doctor says we should do.*39 Unlike beer or wrestling pay-per-views, we can’t really “buy less” of healthcare in any meaningful way—we either buy it when we need it, or we go without.*40 So we go without. And then we need more—much more—later.

			It’s awful. It’s all a scam. It’s a scam that has killed millions of people in America and will kill millions more. It’s a lie that holds sick people, people with disabilities, and their families for ransom, and then throws them to the wolves once there’s no more profit to be drained. All the while, the insurance company looks at us with wide eyes. Well, gosh, it says. We’d really love to help. But it’s just too expensive for us. It’s really unfair, but some people just don’t get to afford healthcare. Something should be done, but we can’t do it.*41

			This is the great and wicked trick that has been played on us. We’ve been browbeaten into viewing healthcare as a transaction between a customer and an insurance company, or an insurance company and a hospital, instead of a relationship between a person, their body, their community, and their doctor. That’s perverted. We have mistaken the profit motives of companies for healthcare.

			And over time, we’ve delegated the responsibility of providing this insurance to employers.

			This is pretty hosed, because it results in a status of total employer domination. Your access to things like blood transfusions, contraception, or hormone therapy is determined by the whims of your employer. Don’t like your employer? Have a shitty job with shitty working conditions? Insurance means you have to stay.

			You’re kind of screwed over three ways here: One, employers have the ability to determine what services the insurance they offer covers. Two, self-insured companies can claim exemption from covering things like abortion or contraception for faith-based reasons. Three, so can hospitals: 38 percent of women*42 of reproductive age live in a county with no abortion provider.*

			But maybe you aren’t lucky enough to have an employer, or maybe your employer is an asshole*43 who decides you need to grovel before he’ll offer you the privilege of forking over more than you pay in rent for a shitty insurance plan. Maybe your employer cuts your hours just below the threshold where he’s legally required to offer you insurance. Maybe overtime means you make too much to qualify for public insurance, but you can’t afford the employer’s insurance plan. Then you’re just left behind.

			Christ, what a mess. The people who profit from the com-modification of our bodies have decided that it is acceptable to shackle the well-being of children to whether or not their parents have a good job—or if they were lucky enough to have gone back in time 40 years, learned to code,*44 and found a benevolent employer.*45

			This is insurance. This is hell. Welcome to the hell world of America 2019.

			COST

			
				It gets worse.*46 The costs of healthcare keep increasing. They increase much faster than inflation—almost 25 percent faster since 2007.35 They’ve been increasing since we first began recording them back in the late nineteenth century. Let’s examine why, and who’s doing it.

			Some of these cost increases happen for good reasons. The quality of care you can receive in the United States, if you can afford it, is much stronger than it was a few decades ago. Far fewer people die from diseases like smallpox or malaria than at the turn of the twentieth century, and emergencies like heart attacks and trauma are far less of an immediate death sentence than they were even two or three generations ago.*47 So we spent more money helping more people live longer and healthier lives. That’s a fantastic use of money.

			But this isn’t the underlying explanation for cost increases. You can represent healthcare spending with an (overly) simple formula:

			Healthcare spending = healthcare prices x usage

			“Usage,” or “utilization” in health policy lingo, just means “how often healthcare services are used.” So are American healthcare costs increasing because of higher prices, are people going to the doctor more often, or both?

			The answer is, unequivocally, higher prices. The costs are high because the prices are high. This is such a simple and repeatedly proven fact, and it’s also very quickly ignored in the pursuit of private profit. People in the United States tend to use fewer hospital and physician services (“less utilization”) but get more specialized surgeries like knee replacements and C-sections than people in other countries with lower per-person costs.36 Medical care is getting better,*48 but specialized medical technology for specialty patients is not skewing the American cost curve so much higher than other countries’. Rather, providers and manufacturers are selling all goods and services of American healthcare, specialized and not, at greatly inflated and greatly increasing unit costs.

			So despite what your insurance company might want you to believe, these cost increases aren’t occurring just because we’re bad at going to the doctor the “right” amount. Most of these cost increases occur because hospital CEOs, pharmaceutical companies, and device manufacturers keep finding more and more ways to charge more money for the same procedures, or ways to rack up fees for unnecessary services, and no private insurer can stop them.

			SOME WONDERFUL EXAMPLES OF BLOATED COSTS

			
				However much grift you think there is in healthcare spending—multiply it by ten, then ten, then ten once more. There is a whole vast and wicked ocean of healthcare-related corporations that, like every other company on earth, spend a lot of money finding ways to make more money. They are very effective at this. They have created a strange market for the “commodity” of healthcare where there are no stable or fixed prices, where providers sell as many services as possible regardless of need, and where new competitors in a market ultimately increase the costs felt by patients. It hits us from several angles: we suffer the brunt of increased healthcare premiums; we feel anxiety as our state governments claim they can’t invest in infrastructure or other necessities because of the costs of Medicaid; we watch Congress whine that it can’t pay for Medicare.*49

			An underlying principle of American healthcare costs is that all prices are fake. There is no rational accountancy science summing up line items to determine how much a healthcare service costs. There is no consistency. The goal is, explicitly, to charge as much as is possible to be paid.

			My favorite example of healthcare costs being driven by healthcare prices is in the MRI (magnetic resonance imaging) machine. You’re probably acquainted with MRIs as the cool tubes that perform very comprehensive scans of your body parts and brain. You may also know of them as giant machines that print money.

			They print so much money, in fact, that the average MRI scan in the United States costs five times more than a scan from the same machine, performing the same procedure, when located in Australia.37 But you don’t need to go so far from home to get that kind of wild disparity. In a 2013 survey, former Washington Post reporter Sarah Kliff worked with healthcare data company Castlight*50 to find that MRI prices in the metro D.C. area ranged from $400 to $2,183 across hospitals: same procedure, same machine, another fivefold disparity.38

			It gets wilder than that. A single hospital, using the literal same MRI machine, in the same month, will vary its prices for scans by that machine from person to person, most often because the hospital changes the amount it charges based upon the contract it has with the patient’s insurer. This happens so frequently that this kind of same-device, same-service, different-price discrepancy is responsible for up to one-fifth of all pricing discrepancies in the United States.39

			So. Who do we blame for this mess of runaway healthcare costs? Are they just the natural equivocations of the market? No—healthcare costs spring up so eagerly, much faster than inflation, a rate and consequence unmatched by any other sector. Is it just “the way things are”? No—while every country faces down growing healthcare costs, their meteoric rise is singularly American. So who is doing this to us?

			There is a school of thought that lays the blame for healthcare costs at the feet of the people who need healthcare. (They seek it “irresponsibly,” we’re told.) This is a callous argument advanced by smart people whose livelihoods depend on them pretending not to know better.

			To the patient—even to the overly prepared patient, with PDFs of insurance plans and WebMD printouts at hand—American healthcare is a vast and incomprehensible maze, obscene in design and fatal in consequence. Its every navigation—will there be an opening at the clinic? Will my insurance cover this? For the services for which my insurance will inevitably skimp, can I afford the cost?—requires a small mystery of faith.

			To blame this patient for going to the “wrong” hospital, seeing the “wrong” doctor, or waiting too long to get care is to blame the Athenian prisoner for being trampled by the Minotaur. It is never the patients’ fault that their healthcare system is designed to harm them.

			Instead, it may not surprise you to learn that rising costs come from a constellation of American corporations exploiting every loophole and unregulated lever available to them to make as much profit as possible at the expense of patients’ long-term well-being. Often, they do this while receiving hefty subsidies from public money (or while receiving exemptions from paying taxes). Healthcare costs in America are driven up by dozens of actors, each of which acts in ways that increase cost for others, who in turn act in ways that increase costs back at them. It’s a circular firing squad, and nobody involved will change of their own accord. While virtually every company in the “healthcare” industry is responsible for increased costs—including insurers—I’m going to focus here on three examples from the provider side: equipment manufacturers, pharmaceutical companies, and big corporate hospitals.

			Equipment Manufacturers

			Equipment manufacturers are corporations that manufacture, sell, and sometimes resell durable medical equipment (DME)—everything from tongue depressors to hearing aids to pacemakers. They invent a lot of interesting and essential new devices—and they also use their elaborate sales systems to push a lot of junk into hospitals, and we pay for it.

			When bringing new devices to market, device manufacturers benefit from a particularly jarring loophole—the 510(k) program—in getting FDA approval: if the item to be sold is categorized somewhere between the trivial (like a cotton ball) and the “life-threatening or life-sustaining,” the device manufacturer can apply for an exemption from clinical trials by claiming it is “substantially equivalent” to a device already on the market. A company just needs to say “this is basically the same thing as a device that already exists,” and through 510(k), as recently as 2015, they have an 85 percent chance of being cleared for the market.40 The only problem is that these devices—which aren’t carefully checked to see if they work, or at least don’t break—have a funny habit of being less safe when used in practice. A health researcher testifying at an FDA hearing about the program reported that “from 2005 to 2009, 70 percent of high-risk-device recalls involved products that had gone to market through the 510(k) program.”*51

			Why do hospitals buy these failing devices? Because device manufacturers deploy large, and persistent, sales forces. In An American Sickness, Elisabeth Rosenthal describes this relationship between device manufacturers and hospitals:

			
				Device makers start courting young orthopedists during their residencies and fellowships…because doctors get accustomed to the products they learn on…

				They formed alliances with doctors they considered “influencers.”…With the 510(k) programs, device makers could readily reward the surgeons with patents and profits or funding for pet research projects…

				Part of the sales deal is that the [device maker] reps typically serve as unpaid assistants in the OR, helping surgeons install the devices they sell, a new tool at the ready to adjust a knee implant, for example. It was free help, and the good reps made operations go more smoothly…

				With the device makers’ clever business models, such assistance was rendered almost essential because each implant is installed with brand-specific screws and tools, and often even on a brand-specific operating table.41

			

			Where there’s a failed device, there’s a recall. Where there’s a recall, there’s an injured or ill person, their family, and their medical bills. As an affected individual, or a loved one, there’s very little you can do about it—this isn’t Waffle House: you don’t get medical care “on the house” if the equipment used on you is faulty.*52 You can sue, but good luck squeezing a dime from equipment manufacturers’ highly paid and extremely aggressive legal teams. You can sign a petition and try to pursue legislation, but the equipment manufacturers are protected by several modest but competent lobbying organizations, including the Medical Device Manufacturers Association (MDMA).*53

			So lookalike device by lookalike device, pushy salesman by pushy salesman, device failure by device failure, costs pile up.

			Pharmaceuticals

			
				Then there’s the pharmaceutical industry. It’s easy to describe the ways the pharma industry jacks up costs thanks to the very public case of Martin Shkreli, the iconically smug pharma executive who bought up the rights to toxoplasmosis drug Daraprim*54 and increased its price per dose from $13.50 to $750 (about 56 times).42 A light course of treatment—hypothetically, two pills a day for six weeks—would now run somebody $63,000, up from $1,134.*55 One demographic for Daraprim is people with HIV/AIDS, who are fighting infection due to lowered immunoresponse—already a population that is extremely at risk.

			Shkreli ultimately ended up in jail—but not because of this. The “Pharma Bro” only saw the inside of a courtroom because he defrauded rich people.*56 There’s no law against jacking up drug prices for sick people. There’s nothing legally wrong about making sure people who want their children to survive a rare disease pay until they bleed. In fact, it’s encouraged! For all the uproar, all the media attention—the price of Daraprim, still owned by Shkreli’s Turing Pharmaceuticals, remains $750.43 Shkreli is notable only because he got in front of cameras: there are hundreds, if not thousands, of situations matched note for note.

			Take, for example, the EpiPen. It’s a little pen-shaped doodad that supplies epinephrine to people having an anaphylactic reaction, keeping them alive longer. It means life and death for a lot of people*57 and in 2004 it cost $53 to purchase. Ten years later, nothing about the pen had changed—except the price, which patent owner Mylan had sextupled to $300.44 There was another typical round of media uproar, another round of how-dare-yous, Mylan posited that the price increases were necessary because of costs associated with new “branding,” and nothing meaningful happened. Well—one meaningful thing happened. Mylan CEO Heather Bresch saw her salary rise 671 percent to $19 million.45 And she used that money well: in the 2018 cycle, Mylan executives were among the largest contributors to West Virginia Democratic Senator Joe Manchin. The money stayed in the family: Bresch is Manchin’s daughter.

			One more everyday example of pharmaceutical price inflation is insulin. Insulin is an essential medicine for more than 7 million of the 20 million people with diabetes in the United States. It’s a miracle drug and a triumph of modern science—even more so when you consider that when three Canadian doctors invented it in 1923, they declined a million-dollar deal from drugmaker Eli Lilly and instead sold its patent to the University of Toronto for one dollar apiece.*58

			Sadly, there’s an unhappy ending to this story: immediately after acquiring the patent, the University of Toronto licensed it for free to several pharmaceutical manufacturers. This is understandable in light of the difficult start-up costs to synthesize and replicate insulin in volume, especially at the time, but had the unfortunate consequence of handing this drug to the very corporations who are now helping to kill people with their price increases. No good deed goes unpunished.

			Since 2003, insulin has tripled in cost.46 While there have been developments in insulin quality and production technology, that cost increase applies even to insulin products that haven’t changed much. Some people are stuck paying thousands of dollars a month for a medicine they used to be able to afford. When people with diabetes can’t afford their insulin, they try to make it last longer—stretching two doses into three, or going longer between doses.47 Some people do have insurance that covers insulin, but not the specific formulation they need (or it imposes too high a co-pay to receive it). I’ve sat with people across America who need to use Facebook groups to trade the insulin they can afford for they insulin they need.

			The price of a dose of Sanofi’s Lantus, a brand of insulin, rose 600 percent between 2001 and 2015. Curiously, it appears to have increased by the same amounts, and at virtually the same rate, as Novo Nordisk’s competing brand, Levemir.48

			This past November, protestors in Boston gathered outside Sanofi, one of the “Big Three” insulin manufacturers in the United States. Two of them were women bearing urns. Within the urns were their children—the ashes of their children, who died while rationing insulin their families couldn’t afford.49

			Who killed these children? I wish there were a simple and direct answer; an accusation we could lay against a pair of feet; a body we could shake; a smirk we could wipe off a face. I wish our love and anger could be wielded like a weapon against a single enemy. Instead, there are many. Who are they?

			Let us now name our foes one by one and draw out their web a strand at a time. We’ll start with one triangular relationship you might not have realized has been lurking in the background every time you’ve filled a prescription.

			
				A Brief Note on the Pretty Ugly Hate Machine of Pharmaceutical Costs

				We’ve only scraped a fingernail’s worth of gunk from the gaping, pestilent anus of the titanic pharmaceutical-industrial scam.*59 Here is a short detour into the dark world of pharmacy benefit managers (PBMs), one of the meanest, cruelest actors in American health finance.

				There are three main bad guys whose various alliances and conflicts have created the unsustainable and inhumane shock of pharmaceutical costs, and even though two of them might gang up to point the finger at the third, none of them are up to any good.*60 Most of us know the first two: pharmaceutical companies and insurance companies. PBMs, the third, are less well-known.

				PBMs are professional middlemen between insurance companies, pharmacies, and drug manufacturers. Insurers usually don’t want to keep up with all the minutiae of the drugs available on the market: their trials, their alternatives, different courses of treatment available for a diagnosis, etc., so they contract a PBM to do this work for them. These contracts are signed in rooms with restricted electronic equipment so nobody can record or surveil what the contracts contain.*61

				At the core of this business relationship is this: if you have a diagnosis for which there is one cheap drug and one very expensive drug, your insurer would prefer that you choose the cheap drug. Think of the difference between name-brand and generic drugs. Name-brand Prozac can cost up to $500 for a set of 30 pills, while the generic fluoxetine might cost $17. Your insurer would prefer that you take fluoxetine. This is, frankly, a reasonable business position—but one which, when expanded, has severe, expensive, and harmful consequences for the people who need those drugs.

				The PBM hires some pharmacists to assemble a list of preferred drugs and assigns them various tiers based on some measure of their “cost-effectiveness”—drugs that are cheaper to purchase, like generics, tend to go lower; drugs that are more expensive are put higher. The result is a list called a formulary, which is licensed to the insurer, along with adjustments to bring them in line with coverage regulations in different states. This formulary is written into your insurance plan, and is why you are charged different co-pays for different tiers of medications—a drug on the bottom might be relatively inexpensive or free (some insurers offer “free generic drugs”), while a drug a tier up has a co-pay.

				The PBM is also contracted to be the direct negotiator with pharmaceutical manufacturers. Since the PBM represents many insurers, it can bargain at scale to receive discounts from the manufacturers. A PBM can and will play rough, even removing a drug entirely from all its formularies if it doesn’t think it’s getting a sweet enough deal. (This is why your drugs might switch between coverage and non-coverage from year to year. It’s this petty.) These deals come in two flavors: discounts and rebates. Discounts are what they sound like: directly lowered prices. Rebates are reimbursements from the manufacturer after purchase. These sound similar, but their functions are very different.

				The rebate from the manufacturer might be paid to the PBM, the insurer, or the patient. Most commonly it’s paid to the PBM, who keeps some and gives the rest to the insurer.50 The insurer could give this remaining rebate to the patient to help pay the high costs of drugs, but they never do. (Worse, they usually set co-pays on the list price instead of the price after rebate, pushing unnecessary costs onto the patient.) On top of that, these rebates are recorded as general revenues instead of adjustments to drug spending—so when the insurer looks at its drug spending at the end of the year, the costs look much greater than the actual money spent. And so premiums go up.

				Here are some ways this shakes out:

				
					
							
							PBMs will demand higher and higher rebates from manufacturers, who will then raise their list price to accommodate. This drives prices up.

						

							
							Sometimes, the PBM sets prices such that a patient pays more for a drug through their insurance co-pay than they would if they paid for it out of pocket with no insurance. This is called a “clawback.” On top of that, until it was banned by Congress in October 2018, PBMs would enforce gag orders on pharmacists, forbidding them from telling this to the patient. It was estimated that, before the ban, almost a quarter of all drugs had these clawbacks.51

						

							
							Then there’s the loathsome “spread,” in which PBMs charge insurance companies a higher amount than what they reimburse the pharmacy or manufacturer, and keep the change. One study found that in Ohio, two PBMs billed Medicaid $200 million more than they paid pharmacies ($2.5 billion versus $2.3 billion.)52 This went directly into their pockets.

						

							
							You might notice that rebates are the preferred transaction instead of direct discounts.53 This has a few purposes, of which one is particularly foul. By offering rebates, including rebates directly to customers, manufacturers keep list prices high. That is, Dongerman’s Drugs might sell a pill for $800, but offer the insurer a rebate of $700. The insurance company only pays a net amount of $100, but the list price stays at $800. Since insurance co-pays are often set on list price instead of the after-rebate price, this means you pay out the nose for expensive drugs you need.*62 Your insurance company might win a substantial rebate for that drug—but none of it is passed to you.

						

							
							State Medicaid programs pay a discount on the lowest prices at which a manufacturer sells a drug to PBMs and insurers. Until very recently, the prices Medicaid used were based on list price, not net price. Since Medicaid is funded by both the state and the federal government, it has a much more limited pool of resources to draw from, and sky-high drug prices can put an entire state program at stake. This recently led to a fiasco in Washington over groundbreaking hepatitis C medication Sovaldi, a course of which Medicaid had to purchase for $80,000.54 (Government healthcare agencies that can negotiate drug prices get this drug for $18,000 a course, and in India a course of Sovaldi costs $336.)55

						

							
							At the same time, the state of Washington is, like virtually every other state, battling a rash of opioid-use disorder; hepatitis C, which can be transmitted through shared needle use, is a comorbidity of opioid-use disorder. (Comorbidities are simultaneously occurring diseases or disorders that interact to make the treatment of the other more difficult or complicated.) The austerity politics of Medicaid collided with the outbreak of hepatitis C and its sky-high cost of treatment, and ultimately the Washington Medicaid program began restricting access to hepatitis treatment unless a patient was already deathly ill. Thousands were condemned to grow sick and suffer. (Washington was later sued for this practice and was forced to expand its coverage to all Medicaid recipients, at significant cost to the state and its tax coffers.)56

						

					

				

				PBMs and insurers have begun acquiring each other: CVS and Aetna merged in 2018; Optum and UnitedHealth did the same. The PR flacks for these corporations announce the amazing savings that the vertical integration of these corporations will produce. Cool! Will any of these savings be passed on to the patient? Absolutely not. The whole output of this big awful machine, this jousting between PBMs and insurers and drug manufacturers, is virtually a mass corporate conspiracy to soak Medicare, Medicaid, and you.

				Nobody here is a “good guy,” and everyone uses patients to their advantage. Sometimes manufacturers will fund patient advocacy groups (ex., “Mothers Against Cat Head Disease”) to lobby Congress to relax FDA regulation on drug manufacturers (so the patient advocacy groups can get the drugs they need for Cat Head Disease sooner).57 Sometimes insurers will help fund patient advocacy groups to protest drug manufacturers, blaming them for the skyrocketing cost of the drugs they produce. It’s a mucky, murky water—and however you sift it, it surfaces something awful for patients. No patient is ever wrong for protesting, but this interplay between patient interest and corporate interest all leads to rising costs for drugs, both out of the manufacturer and out of your wallet, year after year.

				PBMs don’t get much time in the spotlight, and they like it that way. But alongside the actors I’ve already laid out and the ones I’ll lay out next, they’re as bad as anyone—an absolute Frankenstein of the excesses and unnecessary paperwork of American health finance, rampaging through the villages of our prescription prices.

			

			Hospitals

			
				Last in our survey of cost increasers are hospitals. Amid a national wave of closures of Medicaid clinics and local community clinics, hospitals increasingly serve as the first (or only) point of entry for sick people to access medical care in America. They obviously provide an essential service to their patients and often serve as hubs for healthcare programs in their communities. By and large, the doctors, nurses, social workers, and every other on-the-ground staff member of these hospitals are not causing problems for American healthcare. The same cannot be said for the institutions they work for—which often do not reflect the saints after which many of them name themselves.

			And not all hospitals are the same. Some are hardscrabble rural operations in conservative states that treat at their own expense uninsured patients put into the “Medicaid gap” (Do you live in a state that refused to expand Medicaid? Are you too poor to qualify for the ACA but ineligible for your state’s austere Medicaid program? You have been left to rot in the Medicaid gap). Other hospitals are the $8 billion Cleveland Clinic—one of the nation’s preeminent “prestige” hospitals, with lavish luxury suites and concierge services for its billionaire and royalty clientele (a “palace away from home”),58 built in the middle of, and walled off from, a desperately segregated, impoverished, and sick neighborhood.59 The people of the neighborhood surrounding a world-class Cleveland Clinic have a life expectancy seven years shorter than the people of wealthier neighborhoods literally a few minutes to the east.60

			Some hospitals are like the University of Pittsburgh Medical Center (UPMC) in Pittsburgh, Pennsylvania. On top of being a nationally renowned facility, UPMC is the largest healthcare provider, largest employer, and a major insurer in Pittsburgh. Unsurprisingly, giving a corporation total dominion over a community hasn’t resulted in good health outcomes or a just healthcare landscape. UPMC pulls in almost $16 billion a year in revenue—and even after spending billions of dollars, maintains almost $400 million in operating profit.*63 This profit is driven by its insurance product and its aggressive expansion across the county; UPMC builds (or acquires) facilities and reopens them as part of the UPMC hospital complex, which means these facilities now charge expensive hospital rates for providing almost the same services—sometimes even by the same people—as they used to. Despite it all, UPMC is a not-for-profit corporation, and it wields its status to avoid paying taxes—going so far as claiming it has no direct employees in order to get out of employment tax.61 UPMC even avoids paying its water bills, because the state can’t shut down the utilities of a hospital. 62

			So what does a huge multibillion-dollar health complex like UPMC do with all this money? It opens food pantries for the employees who can’t afford to eat on UPMC wages.63

			With this context, it may not surprise you to learn that hospitals are in many ways the primary drivers of healthcare costs in the United States.64 In the American hospital, a given inpatient procedure—that is, a procedure for which the patient is admitted to the hospital—costs 40 percent more than the exact same procedure performed on the same type of patient when performed in France.65 In California, one study found that the cost of an appendectomy—a relatively simple procedure with few points of complication—can range from $1,500 to $182,000, without necessarily corresponding to a difference in patient health or difficulty.66 There’s no good reason for this kind of massive variation from hospital to hospital. It just happens because hospitals can do it, it’s been happening for at least 30 years,*64 and nobody’s gonna stop ’em.*65

			But even if you don’t live in Cleveland or Pittsburgh, the size and weight of these hospital chains affect you in personal ways. Intimate ways. Let’s consider the relationship, and the contrast, between primary care and hospitals.

			Primary care is the kind of familiar, personal healthcare you get from your family physician or general practitioner (or primary care provider). In many cases, PCPs help people navigate the broader or more comprehensive healthcare system—like when you go to your family doctor to figure out whether your earache warrants visiting an oncologist (cancer doctor) or an ENT (ear, nose, and throat doctor). At its best, primary care is composed of physicians in their communities—people who intimately understand the health needs of the people around them. It’s high-volume, it’s low-margin, and even though it’s essential, generally it’s not super-profitable.

			In a country where healthcare is treated like a commodity,*66 this essential care isn’t profitable. This has grave consequences. It’s bad for doctors, it’s bad for patients, and ultimately, it drives healthcare costs up across the whole country.

			There’re a lot of things happening here, so for the purposes of explaining it, let’s think of it as a three-step process. First, PCPs get squeezed by the market forces surrounding primary care and either retire or seek acquisition. Next, hospitals buy up clinics that provide primary care and become patients’ first contact points for their healthcare needs—now at hospital-level prices. Last, the resulting financial and geographic barriers cause people to postpone seeking the healthcare they need, or they don’t get it at all.

			Let’s break these down one at a time.

			First: PCPs get squeezed by the market.

			This is a systemic problem in American health finance: we don’t pay primary care providers enough, so when they eventually retire or otherwise close up shop, there’s nobody available to replace them. (Even though PCPs might make much more than you or I make,*67 they—alongside psychiatrists and pediatricians—exit medical school with a few hundred thousand dollars in debt and make almost three times less than other kinds of specialist doctors like orthopedic surgeons.)67

			This is driven by two things: the shortcomings of healthcare billing models that undervalue the “compassionate labor” behind primary care, and the efforts of lobbying groups to push money away from primary care toward specialty care.

			What makes for a good primary care provider? It’s not just technical precision. In a lot of cases, being a good PCP requires emotional connection, trust, and more than a little bit of social work with patients. The trouble is, each of these takes time, and time doesn’t get you paid. Most PCPs are paid on a fee-for-service plan, in which doctors make a list of all the material things they provide a patient (“office visit,” “flu shot,” “lanced cyst,” etc.), sum up the resulting costs, and fax it to the patient’s insurance company. This sounds sensible, but the model presumes that an “office visit” is the same from person to person. A patient who can be in and out of your office in 20 minutes with a simple question and quick prescription gets you paid the same as someone who needs 15 minutes to get up on the bed and who has a lot of questions and concerns about how to manage her and her children’s health—even if her visit takes three times as long. (And this, of course, presumes they both have an insurance plan.) If you’re working in a poorer, more rural, or sicker area, you’re more likely to have patients who need more time and slow compassion. Because insurers don’t pay very much for office visits,68 PCPs face a lot of pressure to move through as many patients as they can, as quickly as they can.

			This is exacerbated by how little time doctors have to work with patients. Nationwide, half the average doctor’s time is spent dealing with billing systems, insurer paperwork, and electronic health records.69 Only one of these—health records—are of any actual usefulness to a patient’s health.

			Then there’s the shifting of payment away from primary care providers to specialty providers. This is driven by some nerd-club parliamentary procedure shit. In short: every year, the American Medical Association advises Medicare’s RVS Update Committee (RUC) about the relative difficulty and cost of different medical procedures. This advice is used to determine how much to pay for each procedure—and since virtually every insurer in the United States bases its payment levels on Medicare’s, the RUC ultimately determines payment levels for every provider in America. The AMA’s advisory team is nominally a representative body for every kind of doctor in the United States: PCPs have a representative, hand surgeons have a representative, cardiologists have a representative, and so on. That sounds good, except that PCPs compose approximately half of America’s doctors.70 If you’re familiar with America’s electoral college, you might know where this is going. Uh-oh!

			It turns out that since every specialist has a representative on this body, they prefer to give advice that benefits specialists as a class over PCPs and everyone else. Take knee replacements, for example. The AMA committee might determine that there are two kinds of knee replacements: an “easy” kind, which happens half the time and should cost half as much as the previous standard for knee surgery, and a “hard” kind, which describes the other half of cases and should be paid twice as much. On the surface, Medicare likes this proposal: since the AMA committee claims both surgeries happen half the time, Medicare’s net spending should stay the same. Right? So it accepts the recommendations from the expert body and writes it into Medicare’s payment list (“fee schedule”).

			Except—as soon as this payment scheme is enforced, every hospital in America, every billing department in the country, begins billing every knee surgery at the more expensive classification as often as possible. Medicare pays more, insurers pay more, primary care providers don’t get their share of the pie, and medical costs rise.*68

			All of this compounds upon itself. America is facing a shortage of primary care providers as PCPs age out and nobody can afford to replace them. The United States has the J-1 visa for doctors from other countries (usually countries where it is much cheaper to become a doctor), but that’s a Band-Aid solution that deprives other countries of their own medical workforce.

			This PCP shortage is an entirely man-made problem. In fact, in the eighties and early nineties, America feared it would soon have too many doctors!71 The New Yorker even ran cartoons about doctors waiting in breadlines. Clinton-era medical policy tightened funding for residency programs with an eye on “intelligently” narrowing the number of doctors in the United States and shifting patients to more “efficient” HMOs, those narrow and restrictive insurer provider networks you’ve probably found yourself confused or frustrated by at least once in your insured life.

			As a result we now have an extremely expensive medical training program that actively promotes specialty care as being a superior aspiration and denigrates primary care as the domain of the less intellectual or ambitious. This tension exacerbates health inequities in rural or poor areas, keeps doctors from pursuing medicine that isn’t specialty care in places that aren’t urban areas, leads to massive doctor shortages in areas where doctors are needed most, and drives up medical prices.*69

			Second: Hospitals buy up clinics that provide primary care and become patients’ first contact points for their healthcare needs—now at hospital-level prices.

			Hospitals get paid an average of $2,000 a night for an inpatient stay.*70 This is the proverbial “good stuff,” and it means that the hospital corporation’s job is, in many respects, to get as many inpatient admissions as possible. There’s a little truism in health finance known as Roemer’s Law, which posits that any hospital bed that is built will be filled, regardless of need in the surrounding community. In fact, there’s evidence that a given doctor who works at two hospitals will adjust the rate at which they admit people to inpatient care depending on which hospital they’re currently working at, and how aggressively it encourages its doctors to admit.72

			To the hospital executive, the legions of primary care clinics around them represent an incredible business opportunity. Some of the patients who go to these clinics are ultimately admitted to a hospital or a surgery center. Unless this is a one-hospital town, some percentage of those patients is being admitted to a different hospital from the one headed by the executive. What a waste of money! Why should the hospital executive waste her time letting doctors provide cheap primary care outside her hospital when they could be pushing those patients directly into her hospital? So the hospital moves in—merging with smaller hospitals, buying clinics outright, and sometimes shutting them down afterward. It’s big business: 90 hospital merger deals were announced in 2018, with a total deal size of $36.8 billion.73*71

			To the low-paid primary care provider, this represents a chance to ease out of being self-employed and make a higher income with more consistency (and outsource some of the paperwork to the hospital’s massive billing department). To the hospital, this represents a chance to ensure that any patient who needs inpatient care (or any patient whose insurer could be convinced they need inpatient care) is admitted to the owner hospital and its billing department. This is also an opportunity to leverage the hospital’s size and negotiating power with insurers to use the existing clinic to charge hospital-level prices for the exact same services it used to provide—an average cost increase of 14 percent, simply for being under hospital ownership.74

			(This presumes that the patients in question have insurance. Hospital executives aren’t interested in getting the business of poor or uninsured people. Unsurprisingly, the hospital merger business has failed to improve the conditions of rural clinics and rural hospitals closing across the country. And in the event that a hospital’s acquisition does bring in more uninsured patients, privately owned hospitals exercise the privilege of being able to turn away unprofitable patients in non-emergency situations.)

			Third, and last: People get the healthcare they need later, or they don’t get it at all. Now that low-paid primary care clinics have closed their doors, or been snatched up by corporate hospitals, a few things happen. Patients who need healthcare find that their options are limited. Rural patients have seen the process of clinic consolidation and closure play out for about two decades, now exacerbated by hospital closures (especially in states that chose not to expand Medicaid as part of the ACA). No providers are moving in to replace them, and it’s not uncommon to find large swaths of the country where a person needs to travel over an hour to get to the nearest hospital. In urban areas, having to go to the hospital instead of a local clinic (or having a local clinic that’s booked solid because there’s nowhere else to go) means patients face a massive bill every time they need healthcare—exponentially more so if they’re not insured. This keeps patients from seeking healthcare at all when they need it.

			The irony of primary care being relatively inexpensive and therefore difficult to sustain is that it’s essential in preventing serious healthcare complications—and serious healthcare costs—down the road. Catching an illness or disease early is both much better for a patient’s quality of life and also, by preventing the need for catastrophic emergency care from an untreated condition, much better for their pocketbook.

			Because no matter how difficult you make it to access healthcare, at some urgent, traumatic, and dire point, the need for healthcare can overcome financial and geographic barriers, no matter how disastrous the outcome for the patient. That’s when the real cost sinks in. People who might have been able to get on a diabetes treatment plan if they’d been screened early in their disease instead wait until their feet swell to the size of chickens before seeking care. People with strange lumps and pains don’t learn they have cancer until they’re well into stage II or stage III. Wounds are “walked off” until they fester and turn severely infected. In all of these situations, the cost of care is multiples higher for later care.*72

			One anecdote traces this whole cycle. Johns Hopkins is one of the best hospitals in the world (along with Cleveland Clinic, mentioned earlier, and Mayo Clinic in Rochester, Minnesota). It has a dominant position in Baltimore as both a massive healthcare provider and an employer. Slowly, in its shadow, primary care clinics and community health centers have been acquired, closed, or shut down, particularly in poor neighborhoods. But the residents of those poor neighborhoods still need health-care—now Johns Hopkins’s emergency department has a constant stream of traffic—including a large number of people with non-emergency problems who just have nowhere else to go.

			Pretend you’re the Johns Hopkins CEO. How would you handle this problem? Would you build an urgent care center? Would you open local clinics in the neighborhoods of the people who are filling your hospital with non-emergencies? That’s what I might do.

			And that’s why I’m not the CEO of Johns Hopkins! Instead, the hospital built an urgent-care clinic inside the ED—and charges ED prices for its use. For many patients, there is still nowhere else to turn.

			

			—

			With these examples, I’ve shone not a torch but a very small penlight across the incomprehensible hulking mass of these industries. Some of these grifts are massive and structural; some are tiny, personal, small enough to fit in your palm or under your tongue. The scams of American healthcare are all very tightly interwoven; they are like a hundred thousand bloated rats, some the size of an infant’s fist, others the size of the night sky, each one eating another’s tail: an impenetrable, writhing, nauseating mass. This is an ecosystem upon which you and I and everyone we love are utterly dependent for our survival. It’s one that avails itself of any opportunity to squeeze us for just a little more profit. With such a dependent customer base, and a government that has at virtually every juncture chosen to enable those who wish us harm, is it any wonder costs are out of control?

			Of course not.

			There are two wretched and fundamental truths to American healthcare:

			
				
						
						If you are a payer, like an insurance company, it is not profitable to insure people who are sick; and

					

						
						If you are a provider, like a hospital, or a pharma company, it is extremely profitable to charge sick people as much as possible, as late as possible, so long as somebody is footing the bill.

					

				

			

			We have built upon these jagged rocks the loathsome church of American healthcare, in which the question of “Who gets to receive healthcare, and when?”—or, rather, “Whose suffering matters?”—is determined by private profitability.

			This whole situation scares the bejesus out of everyone involved, particularly the insurers. Insurers are interested in finding ways to avoid these rising costs. Sometimes that means refusing to pay for claims outright—it’s certainly happened to you or someone you love. (It has happened to me over and over and over again. When it happens to you, know that your first step should always be to appeal to the insurer. If that doesn’t work, you can appeal to your state’s insurance commission.) Before the Affordable Care Act, this dynamic meant that private insurers on the individual market would just refuse to cover people who were or who were likely to get sick or be expensive—you know the phrase “preexisting conditions.”

			None of this was enough to bring costs down. So the insurance industry and their hired academics*73 formed a new monster from the muck, and in the 1970s introduced America to the idea of “consumer-driven” healthcare.

			“SKIN IN THE GAME”: PUNISHING PEOPLE FOR GETTING SICK

			
				Consumer-driven healthcare describes the idea that you should make consumers*74 pay more for the costs of their own healthcare; that the patient needs to have more of their own “skin in the game” so they make efficient consumer purchasing choices. This ideology is fundamental to the problems in American healthcare and the pain you’ve felt in your own life—if you want a single “bad guy” for the book, here it is—so I’d like to discuss it at length.

			Doesn’t the patient literally have their skin in the game to begin with? you may wonder. Yes, absolutely. We all make healthcare purchasing choices with our literal, visceral well-being (or that of our family) in mind. However, this kind of decision-making is not profitable to insurance companies, so they’ve tried to force us into changing it.

			At the core of this “consumer-driven” movement is a study conducted between 1974–1982 that examined what happened when people were made to pay for their own healthcare—up to this point, co-pays weren’t common. Some test subjects kept their insurance plans with no co-pay, some were given small co-pays, and some were given large ones. It turns out, this study found, that when people have to pay healthcare costs they can’t afford, they seek out less healthcare.75 This is bad for the patients, this is bad for the families, but it’s pretty good for the insurers because it means they have to pay out fewer claims.

			Each actor recognizes the shock and horror of rising healthcare costs but insists they can’t be the first to do anything about it (otherwise they’d lose profit). They then aggressively spend money to make sure our legislators feel similarly. Yet costs continue to increase. So with all other options exhausted, the only party left who can be manipulated is the “consumer”—so the costs are pushed to them. To you. To us. When there is nowhere else to profit, our bodies are set on fire.

			This cruel ideology introduces the idea of “wrongness” to healthcare—wrongness defined not by its relationship to the patient, but whether it’s bad for the insurer and the insurer’s profit sheets. The insurer becomes the ultimate moral arbiter, a dickweed God, that determines that there are wrong doctors, wrong clinics, and wrong hospitals, wrong because they either wouldn’t give the insurance company a good enough deal or because they have a habit of billing more than the insurer is willing to pay for a frequent procedure. If there are too many wrong doctors in a community, the insurer imposes correction by refusing to pay for any healthcare they provide. This creates a big scattered maze of doctors: there are some doctors whom you can visit and have your care covered; others, you must either avoid or pay calamitous fees. Patients must then map out the constellation of “right” providers and seek healthcare at their own peril. In this manner, the insurer’s financial concerns impose a fucked-up moral framework upon the patient’s choices. A patient who chooses to see the wrong doctors is making a wrong choice, and therefore must be punished with increased or overwhelming costs, so as to encourage them to make the “right” choice next time. Perhaps the example of those who chose wrongly will serve as a warning—like a bleached skull speared atop a post outside an orc camp.

			Certainly providers do overcharge; hospitals do seek to squeeze as much as they can out of the insurance company. Thus the insurers, who need profit like patients need air and water, have a legitimate and reasonable point. But that their point can only be expressed at the expense of the patient is proof of the moral illegitimacy of the whole industry.

			This is the idea behind the “insurance network” concept, which determines which doctors you can see and which you can’t—and its innovative new-generation offshoot, the “narrow network,” which is just like a regular network except smaller and worse. Innovation!

			This is why your deductibles and co-pays increase every year. Because once you are made to suffer for making a “wrong” choice, once you are liable for healthcare costs set so astronomically out of your reach, you will (the “consumer-driven healthcare” movement promises) be transformed into a “smart shopper,” somehow, and through the power of the free market or whatever, you will shop around and not get “unnecessary”*75 or “too expensive” care; you will find the cheapest emergency department if you get hit by a car; you will, like, Yelp your surgeons; and all of this will, somehow, drive prices down.

			That’s absurd. We have internalized the language that just protects insurer profits. Because insurance companies claim they can’t afford the rising costs of healthcare, their brilliant solution is to force more and more of those costs onto us. This is why 28 percent of people with employer-sponsored insurance plans spend $6,000 a year on premiums for insurance plans with deductibles over $2,200—or $19,000 in premiums with a $4,500 deductible if you have a family76—while 40 percent of Americans can’t afford a $400 medical emergency.77

			You know what’s even worse than that? It doesn’t even work! No, when we are forced to pay for healthcare costs we can’t afford, we don’t become better shoppers. Instead, we don’t seek out any healthcare whatsoever. We don’t do this “rationally,” by declining only the most expensive care—no, we just don’t get primary care. We don’t seek preventive care. We ignore that rash, we try not to look at that tumor, we think away that chest pain. Because insurance companies demand we bear the burden of increasing healthcare costs, we are forced to lose our bodies slowly and then all at once. We are made to watch passively as our bodies twist into time bombs—to spend our lives pruning the ever-branching anxiety of recognizing the illnesses we know we can do nothing about—until they explode; until we have a heart attack and leave our kids behind.

			And yet, despite their protestations about the indignities of the healthcare market, insurance companies are raking in unimaginable profits—higher now than ever in recent memory. Copays, deductibles, networks, all the bilge and detritus of the “consumer-driven” movement—this is their attempt to scare us into delaying our own expensive care until they’re no longer responsible for the bills. It’s a calculated maneuver to extract as much as possible from everyone and give as little as they can in return. Consumer-driven healthcare is, at this point, just the rules of the game, and until we wipe out the whole game altogether, we have to square up with it.

			This sucks.

			Before we talk about what must be done, I’d like to talk about what has been tried—and why it didn’t work.

			THE AFFORDABLE CARE ACT

			So what do you do? How do you square the rampant increase of healthcare costs with the fact that insuring sick people isn’t profitable?

			Well, if you’re the Democrats, you collaborate with the conservative Heritage Foundation think tank78 to offer us the Affordable Care Act (ACA), which is, fundamentally, the massive subsidization of the private insurance industry with public money. The ACA is a big bargain, a plaintive wail: Please, please, it asks, how many billions of dollars do we need to give you so you stop kicking sick people off their insurance plans?

			The ACA was a massive bill that included hundreds of new regulations, adjustments, carrots, and sticks for healthcare providers, insurance companies, and everyone in between. It derives from a (myopic) school of policy in which legislative goals are determined as a function of some statistic: “too many children are hungry,” for example, or “too many teens are in ska bands.” In this case, the core problem of the ACA was: too many people are uninsured.

			This is an objectively correct assessment, as even a single person being uninsured is one person too many. And so, it was far beyond “too many” people who were uninsured. Throughout the 1990s and into the 2000s, about 16 percent of the non-elderly (and thus non-Medicare) population was uninsured.79 That’s about 50 million people.80 This is a cataclysmic number of uninsured people. Many of these uninsured people had jobs, or worked multiple jobs, and were refused insurance through their employer(s). Many lived in states where Medicaid eligibility was so restrictive that they were categorically denied coverage. Others had diabetes or had had cancer in the past or had a mental illness for which insurance companies refused to sell them insurance plans—or would only do so at impossibly high premiums.

			There were two main prongs in the ACA’s approach to resolve these problems: Medicaid expansion and the regulation, development, and subsidization of the individual insurance marketplace. Between these two efforts, the ACA drove down the uninsured population in America from almost 18 percent to 10 percent.81

			Medicaid expansion was responsible for the bulk of the newly insured,*76 with individual insurance picking up the rest.82 If expanding Medicaid worked so well, why did some states with lots of uninsured people choose not to do it? This wasn’t an intended outcome of the ACA. We discussed before that Medicaid is funded jointly by the state and federal government and that this meant states could set their own eligibility criteria for Medicaid. Medicaid expansion under the ACA was intended to set nationwide standards for Medicaid eligibility, instead of leaving that determination up exclusively to the states, which tended to be more restrictive—especially in poorer and more conservative areas. Under the original intent of the ACA, the federal government would fund the difference in spending between pre-ACA Medicaid programs and an expanded Medicaid program that accepted anyone with an income up to 138 percent of the federal poverty line (about $17,000 if you’re a single person).*77

			Conservative states, in a show of ideological contempt for poor and disabled people and people of color, sued. Then came the Supreme Court. NFIB v. Sebelius determined that Congress had the power to enact most parts of the ACA, but that it was incapable of mandating that state Medicaid programs had to adopt the new eligibility guidelines. That’s why several states have refused to do so, and why Medicaid eligibility criteria still varies from state to state. It is a barbaric decision and it permits states to refuse desperately needed federal money, to actively harm their people, for reasons of political tribalism.

			In the intervening years, several states have chosen to expand Medicaid. This is a mitzvah. Some have done this through their elected officials—fine. Others have done this with restrictions like work requirements—shameful. Yet others have done so not through their elected officials but through state referendums, mass mobilizations of the population. This is nothing short of amazing. We’ll discuss one such state, Idaho, at the end of this book.

			Then there’s the individual insurance marketplace. It’s how over 20 million people have become insured since the ACA—including me, and many of my friends, who stack multiple part-time jobs on top of each other but receive benefits from none of them.83 It works like this, generally: the federal government mandates that all people must have insurance.*78 If you don’t have public insurance, that means you gotta buy private insurance—and you might turn to the ACA marketplace to do so.

			Every year, insurers who want to compete in the ACA marketplace submit the insurance plans they’d like to sell. Regardless of whether they use the ACA’s marketplace infrastructure, they need to cover a list of essential health benefits (EHBs)—basically a “bare minimum” guideline for what an insurance plan might cover. This EHB policy is unequivocally good. Before the ACA, insurers would sell “junk plans”—very cheap insurance plans that capped payouts at a couple thousand dollars or that didn’t cover broad swaths of treatment—meaning that people walked around thinking they were insured (and at a bargain price!) but found themselves tens or even hundreds of thousands of dollars in debt when something serious happened. EHBs mean that no matter how crummy your plan is otherwise, it at least covers hospitalizations, maternal care, and (ostensibly, but not in practice) mental health services.

			Once the plans are in, with their projected prices, the ACA calculates a percentage of your income it thinks is reasonable for you to pay for insurance.*79 It then offers subsidies to you based upon two things: the price of the second-cheapest silver-tier plan (plans are tiered based on how much cost they push on you) offered by insurers in your area,*80 and your declared expected income.

			Subsidies are available to people who make between 138 percent and 400 percent of the federal poverty level ($12,140 in 2018), which translates to a range of $16,574–$48,560. If you make less than $16,574, the ACA presumes you are on Medicaid.

			If you’re on the low end of that range, almost all of your insurance plan purchase might be subsidized—your co-pays might be subsidized too. If you’re on the upper end, subsidies can get pretty flimsy. A $12 subsidy doesn’t feel great when your insurance plan costs $500 a month.

			But if you make just one dollar over $48,560, you don’t get bupkis. You have to pay for that whole insurance premium on your own. And after you get the insurance, better not need to go to the doctor too frequently—because the co-pays are also all on you.

			If this doesn’t make sense, once again, don’t worry. It doesn’t. It’s a plan designed by nerds who like looking at spreadsheets so much that they figured everyone else would enjoy it as well,*81 and that it might be a good way to determine who is permitted to live and die in America. It isn’t a plan designed by anyone who has ever gone hungry to feed their kids or anyone who lives in Section 8 housing or anyone who has ever been to prison.

			And those marketplace subsidies? They go directly to the insurance companies.

			

			—

			
				I should withdraw my fangs from the ACA for a moment. It’s important to identify where it succeeded. Because the ACA did succeed. It’s just that the ACA’s vision of a just world was one in which the government’s job is to help private companies profit from insuring the uninsured instead of creating a world in which its people don’t need to be uninsured in the first place—an inequity that the government could work to resolve reasonably simply. The ACA would prefer to rein in the excesses and abuses of the healthcare industries by guaranteeing their profitability and asking for small favors instead of listening to the screaming of the American people and acting. It is utterly convinced that the problems are bad, but that the causes of those problems are good and need billions of dollars in public bailout money.84 The ACA is like a health policy conference asking “How Do We Cost-Effectively Improve Mental Health Outcomes for Children in Prison?” instead of asking why we put children in prison in the first place.

			But I was talking about successes. First and foremost: The ACA’s greatest success was the expansion of Medicaid. Despite legal roadblocks thrown in its way, expansion was by far the simplest part of the ACA and, if decreasing the uninsured rate is the goal, the most successful. In states that chose to expand Medicaid,*82 we saw a 6.1 percent reduction in the mortality rate. That’s 11.1 percent among communities of color.85 The reasons why are understood: these people have been systematically, if not violently, denied access to care in the first place. Even the relatively meager expansion of Medicaid helps people seek essential care when they need it.

			Another accomplishment of the ACA was cementing the idea of “preexisting conditions” in the American vocabulary—as well as the idea that denying someone insurance because of them is immoral. For decades, people who had lost their jobs because of illness were unable to enroll in new insurance plans specifically because of that illness. And virtually nobody spoke about it—well, at least, nobody who got to be on TV. (Perhaps mainstream media coverage of structural problems that directly affect health and well-being is lacking.) These days—especially after the ACA repeal attempts of 2017—protections for people with preexisting conditions have to be at least nominally respected, even by the Republicans who seek to gut them.*83

			That’s a hell of a difference from American health politics before 2008. But it’s not enough. Costs keep increasing, quality of care stagnates—or worsens—for the most vulnerable people among us, and 31 million people remain uninsured. People are still dying from eminently preventable conditions because they’re too poor—or the wrong kind of poor—to afford their healthcare costs.

			Now—it is accurate to argue that the work of the ACA was hindered by the Republican Party during Obama’s presidency and is being actively suffocated by Trump’s administration. But it is inaccurate to imply that the ACA “would have worked” on its own, if not for the interference of other parties. The ACA was at best a life preserver for a healthcare system that is desperately failing its patients and that condemns the poor, the sick, and the disabled. It subsidized private companies enough to let poor people have insurance, but it didn’t do anything to make that insurance good, or less difficult for people to use.*84 Even if it were larger, or if it were to have proceeded unfettered, it simply did not do very much to change the trajectory of the broader system. We have been given a series of complicated Band-Aids we barely understand, but our deep and gangrenous wounds have not been treated.

			America has privileged corporate profit over the health of its people. You, me, and virtually everyone we know cannot afford the costs of staying alive. When confronted with this tension, America seeks to rationalize it—by forking more money over to companies—instead of improve it. The ACA failed in the pursuit of health justice. Perhaps it never set its gaze there at all.

			THE MOST DANGEROUS PLACE

			There are grave consequences for this failure.

			Today, among so-called “developed countries,” America is the most dangerous place to be sick.86*85

			Among peer countries, America is the most dangerous place to be Black. Black infants die twice as often as white infants.87*86

			America is the most dangerous place to be pregnant, with the highest maternal mortality rate of any first world country, of which deaths 60 percent are entirely clinically preventable by things as simple as taking the mother’s blood pressure.88 *87

			America is the most dangerous place to be a child.*88

			America is the most dangerous place to be a woman.89*89

			America is the most dangerous place to be gay.90*90

			America is the most dangerous place to be old.91*91

			America is one of the most dangerous places to be disabled.*92

			In 2017, life expectancy at birth fell for the first time in almost 30 years, by a tenth of a year.92 There were 4 million people born that year. That’s a theft of 400,000 years.

			But a funny thing happens when you look at these statistics.*93 When you study them closely, you realize that all this danger only exists…if you’re poor. Because rich people are exempt from all of these problems. Rich people have exempted themselves from these problems. Men born in the wealthiest fifth of Americans get to live 15 years longer than men born in the poorest fifth. Among women, that gap is 10 years.93

			This has not happened on accident. America has chosen to refuse to recognize the essential dignity of being human. And in this refusal it has caused mass suffering. This is the terrible secret of American healthcare. This is the fundamental American illness. They’re killing us and robbing our corpses to foot the bill. This is an act of war.

			Enough.

			
				*1 I’m not necessarily upset about the amount of money America spends on healthcare. I’m upset at how badly it’s being spent, and how many people don’t benefit from it.

				*2 If you haven’t (lucky you!), someone you love certainly has.

				*3 Mega-millionaires can not only afford to pay for their own medical costs, but there are entire hospitals with luxury wings specifically for these extravagantly wealthy people. While I believe in the essential dignity of being human, I am not very concerned about the healthcare of people making tens of millions of dollars a year. They’ll be fine.

				*4 You may still leave with a six-figure bill.

				*5 The German insurance model of the 1890s was implemented, you may note, only because Otto von Bismarck was so afraid of socialists that he passed an insurance program for low-income workers to take the wind out of their sails and lessen their popular support.

				*6 That hospitals are the primary locus of American health finance discussion is no accident. Much of the momentum that existed for national insurance after World War II was ceded by Harry S. Truman and other powerful Democrats in the face of opposition by industry and racist Southern Democrats. Instead, it was funneled into a bipartisan and industry-friendly movement to massively subsidize the creation of hospitals across the country—the Hill-Burton act of 1946. Hill-Burton built hundreds of new hospitals with public money but made no to attempt to exert any control over the business of those hospitals—a conscious choice encouraged by the anti-regulatory American Medical Association (AMA) and other anti–national insurance lobbies. Hill-Burton hospitals were thus permitted to use their public funding to offer segregated care or refuse care to the poor.

				*7 Hospitals are also required to treat people who are in labor, though certain Catholic hospitals have really abused the boundaries of these requirements and will deny care to patients presenting with a stillbirth or miscarriage, afraid of providing an abortion, until the patient is in critical condition. See https://www.aclu.org/sites/default/files/field_document/growth-of-catholic-hospitals-2013.pdf.

				*8 I would like to personally thank the Haight Ashbury Free Clinic in San Francisco for taking care of me in the years 2009–2010, when I had less than $100 to my name and also swine flu.

				*9 Bitter Pill is a hell of a book because the first two-thirds really dissect several of the structural problems in American insurance, and then the last third has the stupidest conclusion (“Why not just have more private monopolies?”) in print.

				*10 You can also qualify for Medicare if you’ve had a disability and have received Social Security for two years, or if you have a permanent disability or endstage renal disease.

				*11 This is of course an incredible scam, but it’s also far from optimal for patients. Lyft is not a medical transport service. Patients are stuck sharing rides with other people, getting stuck in traffic, or riding in vehicles or with drivers ill equipped for their healthcare needs: https://www.forbes.com/sites/bruce-japsen/2018/04/08/for-uber-and-lyft-medicare-could-be-the-next-profitable-ride/#da01b571b0f5.

				*12 This used to be a much worse situation, in which someone who needed drugs would have to pay for them all out of pocket in this coverage gap—known as the “donut hole”—but it is scheduled to be closed in 2019.

				*13 Those with multiple chronic conditions are more likely to hit the donut hole. See: Yuting Zhang, et al. “The Effects Of The Coverage Gap On Drug Spending: A Closer Look At Medicare Part D,” Health Affairs, March/April 2009, available at: https://www.healthaffairs.org/doi/full/10.1377/hlthaff.28.2.w317.

				*14 Think about it like this: suppose you’re an insurance company in a city with one or two dominant hospital chains. If you don’t come to an agreement with a major hospital, you won’t cover your customers’ care there. People generally are unhappy about simultaneously paying out the ass for insurance and not being able to go to the emergency room nearest them, and therefore won’t buy your insurance plan. (This presumes that the customer is able to determine which hospitals are “in” and “out of network,” or where they can go to get their care covered and where they cannot. That a person can do this is a necessary corporate fantasy for the continuation of the private insurance industry.)

				*15 Nine out of ten primary care physicians take Medicare patients, per Kaiser: https://www.kff.org/medicare/issue-brief/primary-care-physicians-accepting-medicare-a-snapshot/.

				*16 Much of the credit for this goes to the tireless volunteer armies of hospital investigators and caseworkers. For a wonderful documentary on this, check out The Power to Heal: Medicare and the Civil Rights Revolution.

				*17 This leads some hospitals to complain that they can’t afford to see Medicaid patients, which is occasionally true but often rings flat in the face of multimillion-dollar executive salaries and capital expenditures on luxury hospital accommodations.

				*18 Nobody should be denied the liberty of healthcare, end of sentence. But of all the people to prohibit basic, cheap healthcare, it’s particularly absurd that we’ve chosen the people who take care of our children, handle our food, and serve us drinks!

				*19 Prior to Medicaid expansion under the ACA, states used Medicaid waivers to expand coverage to childless adults: https://www.kff.org/report-section/section-1115-medicaid-demonstration-waivers-issue-brief/.

				*20 This might remind you of the poorhouse movements of the 1800s.

				*21 You might recognize this from when the Clintons did literally the same thing at the federal level as they cut Temporary Assistance for Needy Families (TANF).

				*22 Or, like Steve from the introduction, are restricted from working by income restrictions. They get you both ways. See also https://www.kff.org/medicaid/issue-brief/implications-of-work-requirements-in-medicaid-what-does-the-data-say/. (“Most Medicaid enrollees who can work are already working but could face barriers in complying with reporting requirements. More than six in ten adult enrollees are working.”)

				*23 And if they don’t, who cares? There’s nothing moral about working or not working.

				*24 It’s fine. Work is fine.

				*25 Means-testing literally has its origins in the early eugenics movement. It is an attempt to determine who is worthy of aid from the state and who is not. It draws inspiration from early British efforts to determine which colonized people were mentally inferior and therefore unable of being saved or alleviated and, therefore, whose receipt of assistance would be a waste. Contrast this with discussions around the “culture of poverty,” a common argument against giving poor people of color welfare benefits.

				*26 “If we can find a way to make private companies profit, we’ll do it, no matter who suffers!”

				*27 This presumes that all the doctors you see at that hospital are covered by the plan, which is often not the case. In Texas, for example, there’s a particular problem with anesthesiologists, who refuse to join insurance plans, even at hospitals that do, and who therefore can charge patients more for services they’re unable to decline.

				*28 For reference: in one NYC insurer’s plans for 2019: I, a 30-year-old man, can pick plans starting at a $480/month premium and $4,000 deductible up to a $1,000/month premium with a $0 deductible. I can afford neither of these, but I also have significant monthly medical expenses. Don’t you love the free market?

				*29 Dental care and vision care are obviously components of medical care; but, again, this thing doesn’t make sense.

				*30 Many insurance companies see themselves as financial companies as well as healthcare companies.

				*31 Even though the aggregated Blue Cross Blue Shield companies insure a collective 100 million people, there are many regions within each state that operate as different insurance markets, with different providers to negotiate with and different local needs.

				*32 Won’t somebody please think of the shareholders?

				*33 This presumes that there’s either another plan on the market at a lower cost, or that people aren’t mandated to purchase insurance (or the penalty for breaking the mandate is insufficient).

				*34 It is also true that there are “bad apple” or “low-quality” providers who cost some amount of money per patient that the insurer determines is excessive—for example, someone who orders what the insurer would determine to be unnecessary MRIs. But purging doctors like this is a heavy-handed approach to cost savings, and one that implicitly ignores patient agency. A sick person should not be the battlefield between an insurer and a doctor.

				*35 Mental illnesses like depression, ADHD, and schizophrenia are just as much physical as illnesses like the flu or pneumonia—they’re just less visible and thus easier to discriminate against.

				*36 “Acute care” refers to urgent, short-term care, like going to the ER for a lawn-mower accident or going to an urgent care center for an asthma attack. It is contrasted against “long-term” or “chronic” care, which includes things like hospice care and dialysis treatments for kidney failure.

				*37 There’s a relatively new class-action lawsuit about this, this time with a new wrinkle—alleging that giant insurer UnitedHealth underpays for mental health work done by anyone other than a doctor: https://www.classaction.org/media/smith-v-united-healthcare-insurance-company-et-al.pdf.

				*38 The nation’s top six health insurance companies made $6 billion in the second quarter of 2017, all while the ACA was dangling on the edge of a knife in Congress: https://www.cnbc.com/2017/08/05/top-health-insurers-profit-surge-29-percent-to-6-billion-dollars.html.

				*39 That’s literally what a doctor’s job is.

				*40 There are of course people who do things like buy their medications from Mexico or India, which is a valiant effort to protect oneself against overwhelming cost, and an entirely reasonable thing to do—just not a scalable one.

				*41 The preferred solutions offered by insurance companies usually involve either the federal government paying insurance companies a lot of money to insure people, or the federal government insuring the unprofitable people itself.

				*42 https://onlinelibrary.wiley.com/doi/full/10.1363/46e0414 (“Women” is the language of the survey.)

				*43 The Street Fight Radio podcast’s “Small Business Tyrants” series is my favorite repository of these people.

				*44 The idiotic, cruel “miners should learn to code!” movement, blessedly short-lived, never seemed to reckon with the fact that there are very few front-end development jobs in coal country.

				*45 And sometimes not even then. I met a man, a construction worker, whose employer offered a high-deductible plan—and offered to cover his family only if he remained employed for three years.

				*46 Of course it gets worse. We’re way too early in this book for things not to get worse.

				*47 In the United States, that is. This is not the case in many other countries around the world, and this is an injustice the United States has contributed to, and benefitted from, through its tireless colonial plundering of other countries’ natural and economic resources.

				*48 Well, for people who can afford it. Plus, there’s the specter of provider-induced demand; for example, many pregnant people report being pressured into getting a C-section, and many C-sections are unnecessarily, and expensively, performed.

				*49 It’s almost trite to point out that this complaint is never raised about funding endless war or massive corporate tax breaks and other subsidies.

				*50 I think this is what they do? Castlight appears to have at one point been a pricing transparency company (cool!), but now their website says things like “Integrate. Personalize. Guide. Engage,” which I can’t translate. Guess medical pricing is too hard for the innovations of the private sector.

				*51 For a thorough and compelling description of this process, read Elisabeth Rosenthal’s An American Sickness, pages 132–134.

				*52 Waffle House gets a lot of shit and none of it is deserved. I don’t care if a fight breaks out. I can get hashbrowns scattered, smothered, diced, and capped at 4:15 AM on a Wednesday, and that’s America to me. Everyone who works there deserves a union, a pension, and the same kind of respect we afford doctors and judges. Everyone else deserves this, too.

				*53 I can’t believe they got that initialism.

				*54 A drug with no competitors that was, by all accounts, satisfactory at its job and first approved in 1953.

				*55 $1,134 is also too high.

				*56 AND because he threatened to reveal the Wu-Tang Secret. But mostly because he defrauded a hedge fund.

				*57 Including me, a congenital “Indoors Kid”

				*58 A Canadian dollar, at that—virtually free!

				*59 I’m trying very hard not to call everything a “[blank] industrial complex,” but as you’ll see, it’s very difficult to resist.

				*60 You might compare this dynamic to the Triple H vs. Chris Benoit vs. Shawn Michaels three-way feud, which culminated at Wrestlemania 20.

				*61 There’s a bill (the C-THRU Act) specifically addressing this: https://www.congress.gov/bill/115th-congress/senate-bill/637.

				*62 Or, more frequently, you are not able to afford paying out the nose for an expensive drug you need.

				*63 An operating Earnings Before Interest, Depreciation and Amortization (EBI-DA) of $483 million in 2018.

				*64 There’s a famous study in Vermont (a relatively homogenous state) that found massive discrepancies in tonsillectomies from county to county, even when there was no substantial difference between the populations examined. Some people just like performing tonsillectomies more than others, and some hospitals encourage physicians to perform surgeries more enthusiastically than others do.

				There’s another famous study in which a sample group of children with sore throats were brought to a set doctors in NYC, and half were prescribed tonsillectomies. Those who weren’t prescribed tonsillectomies were brought back to another doctor in the set, and again, about half were prescribed tonsillectomies. Those who remained were once again returned to the doctors—and, once again, about half were prescribed tonsillectomies.

				These anecdotes demonstrate the ability of providers to influence medical spending not only by setting costs but by creating demand as well.

				*65 Yet.

				*66 Though it shouldn’t!

				*67 If you make more money than the average doctor, please purchase a second copy of this book. Thank you.

				*68 This is an insanely compressed hypothetical that describes a real, but much longer, more complicated, and more infuriating process. For a book about this entire process and the many, many more that comprise the RUC’s activity, read Miriam J. Laugesen’s brilliant Fixing Medical Prices.

				*69 If you watch daytime TV, you might have heard of something called “direct primary care,” in which a PCP contracts directly with a patient for a set monthly fee. It can be useful in very specific scenarios, but does not scale to resolve any of the structural problems primary care is facing. It’s good for the provider and can be fine for the patient, but only if the patient can afford it as a supplement to insurance—often, it’s marketed as a replacement for insurance altogether, which is utterly inadequate. It also only works in areas where PCPs are relatively abundant—direct primary care has nothing for rural, poor, or areas with PCP shortages. In short, it’s a Band-Aid solution for people who can already afford insurance.

				*70 Dividing average charge per inpatient visit by average length of inpatient stay

				*71 I’m defining deal size as the sum of seller valuations. (Sellers are the smaller of two entities in a merger.)

				*72 This is not to say that “universal preventive care” is a solution. It isn’t. A lot of people who can’t afford to get screened for diabetes can’t afford the medications that are required if the test comes out positive.

				*73 Many health policy academics are wonderful people who work hard to better the lives of the people around them through their research. But not all. No matter how heinous the policy, no matter how urgent the consequences, there will always be a health policy academic who is ready to submit a paper about it for grant money. Their job is only to measure the size of the hole in the levee, even as the oncoming water threatens to drown us all.

				*74 “Consumers” is libertarian for “people.” A loathsome term when talking about healthcare.

				*75 Implicit in all this is the idea that there’s a whole world of people out there who are getting, like, recreational knee replacements.

				*76 Actual numbers are a little tricky to define, because it requires answering questions like, “If a child who was eligible for Medicaid was enrolled because their parent was also made eligible under the ACA, does this count as a normal Medicaid enrollment or an ACA enrollment?” Either way, Medicaid is accountable for a maximum of 75 percent of the drop in uninsurance since the ACA went into effect, and I’m inclined to put it closer to there than 50 percent.

				*77 The portion of the funding covered by the federal government would decrease over time, presumably as states got accustomed to the cost and reaped the (significant) economic benefits of lower uninsurance.

				*78 This was one of the core ideas challenged in the NFIB v. Sebelius lawsuit. The Court found that the federal government could, in fact, mandate the purchase of insurance. Over time, this mandate has not been enforced, making it barely a mandate.

				*79 These subsidies were determined on the premise that the American family should spend 10 percent of its income on insurance costs. This is ludicrious—a family making $70,000 a year doesn’t have $7,000 to spend on insurance premiums, especially when 40 percent of Americans can’t afford a $400 emergency!

				*80 This is potentially an area of mass corporate collusion.

				*81 Ooh, shopping on the ACA marketplace and calculating my subsidy, one can imagine them giggling. What a thrill!

				*82 To date, 37 states (including D.C.) have chosen to expand Medicaid. Fourteen states have yet to expand Medicaid: Wyoming, South Dakota, Kansas, Wisconsin, Missouri, Oklahoma, Texas, Mississippi, Tennessee, Alabama, Georgia, South Carolina, North Carolina, and Florida: https://www.kff.org/medicaid/issue-brief/status-of-state-medicaid-expansion-decisions-interactive-map/.

				*83 There’s a certain irony to the fact that these really took center stage only after the Republicans tried to gut the bill under Trump. I like to joke that Paul Ryan was the first person to actually try to sell the Affordable Care Act to the American public, but the Republicans certainly prompted the response from Americans that preexisting conditions were a nonnegotiable part of the ACA.

				*84 That’s why you observe the very real and heartbreakingly widespread phenomenon, even under the ACA, of poor people or people with disabilities having to divorce their partners or sell their houses or other assets so they can use Medicaid, which gives them the care they need without the grinding cost-sharing which would make private insurance plans unusuable.

				*85 Compared to other high-income, industrialized countries, the United States experiences the highest rate of deaths otherwise preventable by timely access to medical care.

				*86 “Black infants in America are now more than twice as likely to die as white infants—11.3 per 1,000 Black babies, compared with 4.9 per 1,000 white babies, according to the most recent government data—a racial disparity that is actually wider than in 1850, 15 years before the end of slavery, when most Black women were considered chattel.”

				*87 And while Black, low-income, and rural patients are at the highest risk, pregnancy and childbirth complications threaten to kill pregnant people of every race, ethnicity, educational attainment, income level, or geographic area.

				*88 A given child in the United States has a 70 percent greater chance of dying before they reach adulthood than other countries in the thirty-six-country Organisation for Economic Co-operation and Development (OECD). Over 600,000 children (roughly the population of Milwaukee, for context) have needlessly perished on American soil since 1961, who would not have died had they been born anywhere else in the developed world.

				*89 Over 16 million women reported living in poverty in 2016. On average, they tend to have more healthcare needs than cis men (women are twice as likely to suffer from depression, for example), yet roughly one in four delay or forgo care due to cost.

				*90 AIDS, which disproportionately affects the LGBT population, has impacted the United States more than any other developed country.

				*91 Among “high-need” older adults, a third of U.S. seniors skipped care because of costs, compared to only 2 percent for Sweden. A quarter of seniors reported concerns about having enough money to buy nutritious food, pay rent or bills, given their high medical costs. In France, the UK, Norway, and Sweden, by contrast, fewer than 5 percent of seniors said they struggled financially due to health costs.

				*92 OECD has maintained that the Social Security disability standard is among the strictest in the industrialized world because the majority of applicants are denied. Those who do qualify for benefits are the sickest of the sick, with multiple serious impairments or a terminal illness.

				*93 You know precisely what I’m going to say. You feel it every second of your life. It is woven into the American fabric.
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WHAT WE WANT

			PART II: WHAT WE WANT

			This big, stupid profit-driven multi-payer Rube Goldberg machine of American healthcare is failing us today and, left unchecked, will collapse tomorrow. So we—we who have been trapped in the quicksand of American health finance; we who have watched our families, friends, and neighborhoods be torn apart by the ravages of corporate greed; we who fear tomorrow—demand something more, and something better. We demand something that rejects that some people are born to suffer and instead offers a vision of hope and help for all people—that all may be treated as we wish our own children might be.

			We now understand the general arrangement of private insurance, and we understand how it, by its very nature, is incapable of resolving the problems it has created. Private insurers know this too, and every time they’re threatened, they bellow and wail about how any discussion of their great grift is an assault on consumer freedom. To them, “consumer freedom” is when we hope our employers let us choose from among a series of insurance plans that might cover us if we get very ill. “Consumer freedom” is our hope we never get fired or need to quit or ask our children to ration their insulin. They administer a game under this banner of “consumer freedom” that is rigged in their favor, and for three generations we’ve played it meekly—knowing we’re getting robbed, but too afraid to throw the whole game out, rules and all.

			No longer.

			In this section of the book, I will illustrate that what we demand is a federal universal single-payer. I will walk through a definition of the program and what it contains. Since healthcare looms large over campaign season, we hear lots of confusing-named competitors to single-payer out there. They are lousy, each one of them, and I will explain why.

			I just spent the first section of this book outlining how our current healthcare model works—and how it doesn’t. It’s a messy and loathsome thing, with thousands of lashing tongues and gnashing teeth; its complexity creates little dark corners in which lurk the deeper cruelties. What a staggering diversity of pain “consumer choice” has afforded us! We all can suffer at the hands of Aetna and Blue Cross and Humana in unique and personalized ways.*1

			While I don’t think this complication is necessarily intentional, a healthcare model this labyrinthine is a healthcare model with plenty of opportunities to leech profit.*2 There are certainly people who benefit from this entire arrangement and are in no hurry to change it. Their profit almost directly correlates with our misery.

			After a while this whole situation starts to warp the way you think. How couldn’t it? Our lives are held hostage by the corporate transactions of insurance companies as we wait to learn whether they’ll approve the procedures or medications we need to live the way we want. Or worse, we wait, captive, as deliberations we can’t see and don’t understand determine whether our insurers will pay for treatment we’ve already received—for which a denied claim could mean medical bankruptcy.

			It’s overwhelming. This big machine dominates you in body and spirit, and it’s hard to shake it off. You get treated like a captive for so long that you start to believe it—a kind of health insurance Stockholm syndrome. It happens to me, too: I’ve had enough denied claims that when another one comes in, my first instinct is to blame myself for seeking healthcare the “wrong” way, or not pushing against my doctors hard enough. We confuse paperwork and profit motives with the care we actually need to stay alive.

			We’ve just absorbed the ideology of those who seek to profit from our illness. It’s even infected our language. We call this whole thing “healthcare,” but that’s not right. At some point we confused the corporate transaction of selling insurance with healthcare. We confused the profit motives of companies with the care we need to stay alive. We’ve been led to believe that all of this has to be hard. It doesn’t.

			Providing healthcare—being a nurse, being a social worker, being a home-health aide, being a doctor—is hard. Our bodies are big bags of barely understandable goo that hurt all the time;1 relieving their miseries is a difficult process. But paying for that care doesn’t need to be difficult—not even on a national level. Paying for it is, honestly, rather simple.

			In fact, the complexity of the provision of healthcare must not be used as an excuse to mask the simplicity of the payment for it—no matter what the people who make money from it insist. The bloated, impenetrable ACA was originally intended to massively subsidize private companies and hope they’d consider insuring sick people in exchange. Instead, it’s being used to massively subsidize private companies without guaranteeing the insurance afterward. This is the natural consequence of compulsive compromise and the fetishization of incomprehensible “data-driven” policy. It is a murder at the hands of a legion of prissy policy people, a death by a thousand paper clips.

			When these massive policies fall apart, it is not the policy nerds who find themselves unable to access healthcare. It is not the liberal compromise-worshipping think tanks*3 who learn their kid’s surgery will put them into lifelong debt and spend evening after evening staring out the kitchen window into the night. If their skin isn’t in the game, why play by their rules?

			The insistence that healthcare finance must be obtuse, that we must be condemned to illness because of an untranslatable series of runes and glyphs accessible only to a specialized wonk class—that it just has to be hard and thus anything that isn’t hard isn’t a solution—is a kind of epistemic violence against us non-wonk humans.*4 It is a lack of ambition, disguised as pragmatism.

			So let’s start simple. Here’s single-payer in one sentence: we pool the money we already pay to insurance companies and use it to insure everyone, in full, with no cost-sharing.

			That’s the long and short of it. Instead of privatizing risk pools, we make a single national risk pool and put everyone (everyone) in it. This pool is used to pay for everyone’s healthcare: it is a single payer. This isn’t science fiction, and it’s hardly a novel idea—versions of single-payer exist all over the globe.

			But what could that look like in the United States? Not all single-payer models are created equal, and not all universal healthcare models are rooted in a single payer. And if you can design a good single-payer model, you could certainly design a bad single-payer model. I’d like to walk through both—that is, I’d like to answer the questions, “What is single-payer” and “What isn’t single-payer?”

			WHAT IS SINGLE-PAYER?

			
				I wasn’t being glib earlier. Federal universal single-payer, hereafter just “single-payer” or “single-payer healthcare,”*5 really is a pretty simple concept. Instead of subsidizing a bunch of relatively weak insurers and their fragmented customer bases and risk pools, each of which seeks to mitigate rising healthcare costs by avoiding taking care of unprofitable sick people, we have one publicly owned, publicly funded insurer with a mandate to cover, in full, all care for all people.

			That phrase “all care for all people” isn’t a slogan. It’s a life-and-death necessity for an adequate healthcare program. Single-payer is often described as “Medicare for All,” which is a helpful marketing device.*6 But it’s inaccurate—for this real and robust single-payer program is a significant departure from how Medicare currently works in the United States. You may recall that Medicare has quite a bit of cost-sharing, out-of-pocket spending, and especially challenging drug and long-term-care costs (that harm both older people and people with disabilities or diseases).

			Thus, a literal Medicare-for-all program is inadequate—instead, we demand an improved Medicare for all, which offers comprehensive coverage, including medical, vision, dental, and long-term care*7 for all people in America, including noncitizens, that is free to receive with no cost-sharing.

			Here’s how that looks in practice as a patient. Right now, if you go to the hospital, or you call a clinic to schedule an appointment, the first thing you’re asked—sometimes even before your name—is who your insurer is. That’s because providers are afraid of offering services, especially ones that are expensive to provide, without guarantee of reimbursement from an insurance company. Before we can even be considered for care, we must answer, “On whose dime?”

			Under this single-payer model: You go to the local clinic or the hospital. Maybe you go to the one nearest your house, because you no longer need to navigate your insurance network. You go to the front desk, check in, wait for your name to be called, talk to the nurse, talk to the doctor, maybe get a prescription, and go home. Payment is never discussed—it doesn’t need to be. We know who’s paying for it: Medicare.

			There’s no good reason we can’t live in the latter model instead of the first. There’s no good reason you should work against your doctor—checking his or her every move to make sure it fits within your insurance plan, double-checking to make sure services you need are covered—and there’s no good reason you are made to fear your bill if you fail. There’s no good reason doctors have to spend half their day filling out forms to justify their work to insurance companies; there’s no good reason nurses must spend over a quarter of their time adjudicating claims and seeking authorization for service from insurers.

			There’s no good reason for any of this. And so a single-payer system replaces your “no good reason” with “no longer.” No longer will someone needing help be bound by maze-like “provider networks.” No longer must you decide between food and medicine. No longer will your care, your partner’s care, or the care of your children be decided by who your insurer is—the insurer is the single-payer. The insurer is Medicare. Go to the doctor and seek what you need.

			HOW CAN WE AFFORD IT?

			There are two answers to this question.

			One, America—you, me, our insurance plans if we have them, the government—is already spending the money required to fund single-payer. We’re just forced to use that money very stupidly, on bloated costs and corporate extortion. The insurance industry is just incompetent and unable to pay its share—Medicare is almost 33 percent more efficient than private insurance2—so it passes the costs to you.

			In 2017, we spent about $3.5 trillion in national healthcare expenditures (NHE).3 American public money pays the majority of those costs—the single-payer advocacy organization Physicians for a National Health Program argues that public money pays two-thirds of all NHE.4 Whether through actual government healthcare spending—Medicare, Medicaid, the VA, etc.—or rewards to private corporations, the government, in one form or another, subsidizes the health insurance of almost every single insured person in the United States. We are literally subsidizing corporations—insurance companies, who get government subsidies, and our own employers, who get tax breaks—for selling us insurance we can’t afford.

			The remaining expenditures come from out-of-pocket spending—in a sense, an additional private tax you pay to insurers and healthcare corporations, in the form of premiums, deductibles, and co-pays.

			On top of all that, we know that spending money through insurance companies isn’t efficient. Insurers don’t get good prices from providers, they don’t focus on long-term health spending, and they hang on to some portion of the money passed through them to build offices, pay millions of dollars to their executives, and hoard profit. That’s money nobody is using to take care of people.

			Do you know what a pachinko machine is? They’re really fun. You could think of them as Japanese slot machines.*8 Imagine a vertical pegboard with a bunch of little buckets at the bottom and dozens and dozens of pegs forming a kind of maze to reach them. To play, you drop a bouncy ball at the top of the board and watch it hit the pegs as it finds its random path toward the bottom. If it lands in a designated bucket, you get a prize. Naturally, the forces of air resistance and gravity will send most of your balls on wild and unpredictable journeys, and even if you know precisely where and how to place them, it’s unlikely that they’ll all end up in your preferred bucket.*9

			American health finance infrastructure is like dropping a bunch of quarters into a pachinko machine and only using ones that land in a certain bucket to pay our health costs. The rest sit in some private company’s vault, or are used to pay inflated prices, or to deposit six-figure bonuses in an insurance CEO’s savings account, or to lobby senators. If we were to use the money we’re already spending smarter, in ways designed to address health costs instead of stripping off pieces to enrich men and women in suits, we’d be able to take care of more people. A lot more people.

			So that’s one reason single-payer is within our means. The other is that we frankly can’t afford not to transition to single-payer. Rising healthcare costs are a problem in every country with some sort of national healthcare plan, but ours rise both the fastest and, led by unit costs (as described previously), the most unsustainably.

			The current model offers no solutions except for national austerity—cutting Medicaid spending, basically—and increasing the costs pushed onto patients. And patients can bend, and bend, but eventually they break. So long as private profit is put before public health, so long as the American multi-payer model persists, there is no way out of this hole. Though the problem is caused by large corporations seeking profit, the consequences for their actions will be borne by poor people, sick people, and the vulnerable.

			But the rules are different for a single-payer healthcare model. A single-payer operates differently. It has tools by which it can mitigate rising costs without sacrificing its obligation to all of America’s patients. One tool is the redirection of spending that otherwise would be used to fund insurers’ administrative, profit, and marketing costs—a chunk of change very conservatively estimated at just under $400 billion a year.*10 Another is the de facto price-setting ability of a single payer. Remember how Medicare determines the fair price it’s willing to pay for a given service and, because it covers 44 million members, hospitals accept it?*11 Scale that idea up to 330 million people. Negotiating with the maximal weight of all people in the nation who might choose to seek care, the single-payer can overnight reduce a lot of the price-gouging bloat in American healthcare unit costs while developing payment models that compensate providers justly. This is only the beginning.

			It’s so plain to see that a single-payer can bring medical costs down that even reactionary think tanks, or the Koch brothers, have to admit it. While I’m not a fan of dignifying the work of the wicked, their (accidental) agreement about single-payer’s financial upsides is shocking. A paper pumped out of the bullishly pro-market Mercatus Center found that net health expenditures of an American single-payer program could save $2 trillion over the next decade compared to our current model’s predicted rate of spending—and that’s using some very optimistic projections of what the free market is capable of, and some very pessimistic ones of how a single-payer could work.5 The Political Economy Research Institute at the University of Massachusetts, Amherst, pegs the 10-year savings of Bernie Sanders’s bill in the Senate at $5.1 trillion.6

			The real shock and awe of this Mercatus paper was the discovery that, while net health expenditures would decrease, the amount spent by the federal government would increase. This makes perfect sense when you remember that all spending is being done through the federal government instead of out of your pockets and mine. We’re no longer paying taxes and subsidies and premiums and out-of-pocket spending—we make it simpler, more efficient, cheaper, and more humane for everyone. Bernie Sanders’s team argues that a family of four who makes $40,000 annually spends about $5,700 on healthcare right now—in taxes, in insurance premiums, and in out-of-pocket costs. They project that under their single-payer plan (which we’ll discuss more later), this amount would fall to under $500, replacing both existing Medicare and Medicaid taxes as well as insurance premiums.7*12

			The multi-payer model has had 40 years to figure this out. At every opportunity to do something good or even something useful, it has failed. Instead we have a hyperfragmented model that leaves people behind while increasing costs a projected 4–6 percent every year8—a growth rate unbelievable in any country with a comparable economy. This means that the $3.5 trillion we spent last year now will worm its way upward over time—to $3.7 trillion, then $3.9 trillion, then, after a decade, to $4.5 or $4.7 trillion.

			Granted, high healthcare spending isn’t necessarily bad. America has a budget, it needs to go somewhere, and healthcare is both a very productive and high-return use of funds. If we’ve got all this money to spend, we should spend it on things like healthcare. God knows Congress signs blank checks for endless war or missiles every year, and health spending is certainly a much better (and higher-yield) use of public money than our permanent military operations across the globe. In a survey of European countries in 2013, every government dollar spent on healthcare saw a 400 percent return on investment—a fourfold increase in economic growth from spending driven by the initial government investment.*13 Contrast that with the almost 1,000 percent negative return on investment when public money is spent on defense, and you get a pretty good idea of why national healthcare expenditures aren’t inherently a bad thing.9

			But not all healthcare spending is the same. America spends twice as much per capita as its peer countries,10 and we have very little to show for it. Sure, we have hospitals with art galleries inside of them, and a handful of insurance companies pulled in combined annual profits of $6 billion a few years ago (up 29 percent from the year prior),11 but quality of care has stagnated or worsened for anyone who isn’t extravagantly wealthy—and that’s if you’re lucky enough to be able to afford accessing healthcare in the first place. Almost half of low-income adults report going without care they need.12 These massive expenditures are paid off the backs of people forced into poverty and debt for the crimes of being poor or sick.

			So there’s the technical answer: yes, we absolutely can afford it. There is no question among people who aren’t being paid to throw grenades at the single-payer movement whether it can be afforded. But on a more visceral level, that question just feels a little backward to me. There is plenty of money to go around. There is an unprecedented amount of money to go around. We have so thoroughly ravaged the Earth—and I do mean the whole Earth—and taken, usually at gunpoint, its riches, that there are more than 2,000 billionaires in the United States. Eight of them have stolen more wealth than the combined financial value of half the people on the planet. It took me a long time to understand just how much a billion dollars is.

			Here’s a sense of scope: a million inches is fifteen and a half miles, or a little longer than the full length of Manhattan.*14 A billion inches is a round-trip flight between New York City and Beijing, with a layover somewhere.

			There’re weirdos out there walking around like vampires with a billion dollars and we’ve got entire communities where people grow up sick from toxic waste the state lets corporations dump in their backyards. The money to fund single-payer and more is out there—we just need to take back the money that has been stolen from us, instead of succumb to decades of brainwashing that teaches us we need to cut taxes on the hyper-rich and their pervert corporations so they can keep more of the money they make by hurting us.

			So the question to me is not: can we afford this? It’s not even: can we afford not to afford this? It’s: this wealth has been stolen from us; this wealth has been stolen from the people of the Earth; are we not entitled to collectively benefit from it? Otherwise—when the companies come whispering ruby promises of prosperity, when they drain our land and exhaust our labor, when they disappear to some other place where they can do the same thing cheaper—are we just to clutch our children and suffer silently through the night?

			If we’re spending this much on healthcare, if we’re being ravaged and mined for cash, oughtn’t we get our collective money’s worth?

			Whether you believe this money should come from taxing the 1 percent and their corporations their fair share, or whether you hold that the government*15 is the source of all its nation’s money and can, to an extent, print money for federal programs,*16 or both—even without taxes, simply pooling together the money from deductibles, co-pays, premiums, and government spending is more than enough to fund single-payer—in fact, the amount you personally spend would decrease.13

			One final note on the cost of single-payer. Single-payer advocates, including me, argue that single-payer will “cost less” than our total healthcare spending now. I think that’s credible, and I believe it. But suppose the counterexample. What if, somehow, single-payer costs more money than what we’re spending now?

			Remember this equation from earlier in the book: healthcare spending is a function of healthcare costs multiplied by utilization.

			Right now, we understand that we have artificially high costs, which result in artificially deflated utilization: hospitals and manufacturers and pharma companies charge exorbitant prices, and insurers can’t, or don’t want to, pay them, so they increase your co-pays and deductibles, and you therefore go to the doctor less.

			It’s entirely possible that a single-payer reverses this model: low costs but high utilization, to the point where we spend more money than we spend now. It is possible that our ability to access healthcare has been so thoroughly dammed, that we suffer from such a surfeit of clinical disorders and the extraclinical disorders that cause them, that a great wave of patients will descend upon the hospitals and clinics to which they were previously denied access. And they will be met, in turn, their care determined not by their ability to pay but by their need.

			But this is not a cause for concern. This is a cause for celebration. For it means that all America’s people are freer in their bodies: free to live, free to work, free to care for their families, free to pursue that which makes them happy. It is a great unshackling of the American people.

			That health economics is a hard science is a fantasy peddled by health economists. Even the greatest text in the field, Pricing the Priceless by Joseph Newhouse, is as much philosophy and theory as it is mathematics. Forecasting the utilization of healthcare is as precise as forecasting the weather. But I don’t need to know what happens tomorrow to know what’s happening today, and what’s happening today is fucked. A complete reimagining of American health finance is needed. Any sufficiently wealthy nation owes its people the liberty of their own bodies. We can afford it, and therefore we must.

			WHAT MIGHT IT LOOK LIKE?

			
				You might wonder what a single-payer healthcare system could look like. Ultimately, that’s a policy decision, and there’s more to a good program than just its funding structure. I’m more interested in power—the stuff you and me are part of, the power of a popular movement that demands single-payer and, beyond it, health justice. But if I were called upon to design the implementation, I would consider these components as essential:

			
					
					Comprehensive coverage, paid in full. “All care for all people.” Whatever care a person needs—medical, dental, mental, vision, reproductive, long-term care, and more—must be covered at no expense to the patient.

					The way it is now, you walk into the doctor’s office or the hospital and hope your insurance plan works there. No plan, no network, no healthcare. Need to see an endocrinologist for your diabetes or a cardiologist for your heart? If they’re not in network, and sometimes if you didn’t get a referral first, you can’t see them—even if they’re someone whom your doctor trusts and likes to work with.

					Under a single-payer model, you walk into whatever office you want, see whichever doctor you want, and get whatever care you need, without having to pay anything out of pocket. This is the defining feature of what single-payer healthcare can be in America.

					Traditionally, healthcare in America has been rationed according to race and one’s ability to pay. Removing both these barriers to care permits the single-payer to give people what they need, want, and deserve. There are, and will be, instances in which demand outstrips supply of a medical good or service—organ transplants are a classic example. Single-payer models determine eligibility for care by “medical necessity”: that is, does the person’s medical provider believe the care is needed, and, if there is some unavoidable supply shortage, who needs it most? Fundamentally, I agree with the rule.

					Much of the language around “medical necessity” exists to counteract a mythical person who will seek unnecessary care repeatedly. Perhaps this person gets recreational knee surgeries, taking up knee surgery slots that could be given to aging Boomers, members of the Green Bay Packers, or you. Perhaps this person is drug- or attention-seeking, and repeatedly checks into the ER seeking care they don’t need. If you’re a health economist, you fear and revile this person, because he brings up medical costs and promotes inefficient spending. If you’re a morally upright person, you understand that this person does need medical care—just not the care they’re seeking. They might need therapy, rehabilitation, or just help navigating the medical and welfare system to access the resources they need to stay out of the hospital. In this case, the single-payer must fund the employment of social workers required to help patients navigate their options for care with the warmth and empathy they deserve.

					I would be careful with a strict definition of “medical necessity,” however. I can think of three exceptions to this standard. First, I would exempt providers from clinical guidelines for care if they and their patient have a credible belief that such a deviation is best for the patient. Second, a specific pathway for people seeking trans healthcare needs to exist—otherwise, people seeking care would need a clinical diagnosis of some type of disorder (“gender dysphoria,” for example) to get the healthcare they need. This is a kind of abrasive friction that results in some trans people dropping out of the healthcare system altogether. Third, people, especially people with disabilities, need a process for getting care they need that isn’t strictly clinical—ASL classes for parents of Deaf children, for example, or accessible vehicles for people with mobility issues.

					

					
					A single risk pool. “All care for all people” means all care, of course, but also all people. This means the risk pool has to include poor people—and it absolutely must include rich people as well. Rich people are certain to demand the ability to “opt out” of contributing to the single-payer and purchase private insurance instead. This abuse of “consumer choice” language is not only insufficient, but actively dangerous. Rich people will find ways to buy their own private insurance plans, or pay for their own care directly, because they want luxury services and boutique care. If they do, and if there’s no way to prevent it, whatever, fuck ’em—they just can’t be permitted to do so in a way that undermines and saps the national risk pool.

					We don’t need to speculate about why not, because we’ve already seen this dynamic play out in South Africa. There, a basic universal insurance program exists, but people have the ability to decline to participate in it and instead spend in the private insurance market.*17 Private insurance usually charges significant premiums, but has access to private hospitals, nicer amenities, and other comforts and luxuries. If you’re a wealthier person, you want these perks, so you pull out of the public insurance pool and purchase the private plan instead. Fewer enrollees means the public option has less room to bargain on prices—and because those enrollees are disproportionately poor, they tend to need more, and more expensive, healthcare.*18 Conversely, private insurers (because they have little bargaining power and a captive customer base) pay extremely high prices to a network of healthcare providers who refuse to work with the public payer.

					As a result, 16 percent, or just under one-sixth of the population, spends just under half of South Africa’s health expenditures. That 16 percent is wealthy, privately insured, and disproportionately white. By permitting private carve-outs from the national risk pool and national bargaining power, South Africa’s healthcare model has virtually reenacted apartheid through market-driven healthcare finance.14 We cannot permit similar splintered financing in America, lest we, too, re-perpetuate our historical denial of care for reasons of race and income.

					

					
					Standards, payment, and administration at the federal level. Standards for what care is covered have to be set at the federal level, and all payment must come from federal dollars. Medicaid shows us why: when states are permitted to determine what kind of care they cover, and when they’re on the hook for the costs of that care, even a small economic slump can trigger state Medicaid programs to restrict services or find ways to recoup the costs from the patients.

					This push-pull struggle of Medicaid incentives is carved into the bodies of people with disabilities. Think back to Steve and Kyle from the introduction of this book. Long-term care, particularly home health, is a good study—it’s a matter of life and death for people who need it, and, because it’s the kind of thing you tend to need for years and years, it’s expensive to the state to provide it.*19

					This leads to sharp inequities in the provision of long-term care across the country. Richer states, effectively lobbied by disability rights organizations, offer care closer to humane while poorer states gut it. In Colorado, one of the more generous programs in the country, elderly or disabled people making less than $40,000 a year can receive home-health services without paying an additional premium. In Alabama, persons making less than $24,000 a year who have very few other assets (and limited spousal income) face compulsory relocation into nursing homes, unless there happens to be a vacancy among the state’s few thousand home-health placements. Sometimes people in Alabama need to divorce or leave their families so they can move to states like Colorado. But some horrors transcend state lines: in every state, Medicaid is permitted to put a lien on your house—which accrues interest—after you’re in a long-term care facility for a few months.

					This is the weakness of the Medicaid model and an argument for building a single-payer program out of the federally controlled Medicare. Weak state payers, like Medicaid programs, are vulnerable to bad actors and susceptible to the whims and fancies of ostensibly cost-sensitive local governments, who aren’t always willing to fund essential programs if those programs run the risk of being expensive. This harms people who need those programs and cannot be part of any American implementation of a single-payer model. It must be the federal payer’s responsibility to set comprehensive baseline benefits, negotiate costs, then pay for all of it. Let states have no incentive to avoid their responsibility, to turn their back on those who are sick.

					

					
					Local implementation. That’s not to say that this should be an entirely federal program. Healthcare needs are local and there is value in local implementation of healthcare programs, even when those programs are paid federally. Across all America, healthcare needs look very different between states like Iowa and Texas. Across all Texas, healthcare needs look very different between cities like El Paso, McAllen, or Houston. Within a city like Houston, healthcare needs differ between Houston’s majority Black, mostly poor Third Ward, and its excruciatingly posh, blindingly white River Oaks neighborhood just a few miles away. A federal agency simply can’t be productive or proactive in adjusting for all these local needs.

					There is precedent for a solution in existing Medicaid—the waiver program. Medicaid waivers let state agencies deviate from federal guidelines by adding, expanding, or substituting new programs for Medicaid enrollees, so long as they can prove that the new programs provide equal or greater care. There are programs all over the map—from financing holistic models of maternal health,15 to funding home- and community-based care instead of institutional care for people with long-term medical needs, to programs that invest money in housing and food.16 Like all systems, it’s vulnerable to abuse, especially under Trump’s Centers for Medicare and Medicaid Services (CMS) head Seema Verma and her red-eyed bloodlust for Medicaid work requirements, but at its best these waivers let states tailor care to the people who need it.

					The immediate healthcare needs of 330 million people, whose cities and experiences are almost unimaginable in breadth, are far too nuanced for a singular federal entity to manage. The federal single-payer must guarantee payment for that care and set prices for treatment, but the local implementation of single-payer should have room for experimentation and customization at the state level—maybe even at the county level.

					

					
					Budgeting tools. Any single-payer model will have to guard itself against healthcare fraud and corporate abuse. Luckily, it will have many budgetary tools by which to do so. None of them are sufficient on their own, but in combination they can weave together like links in a suit of chain mail to protect our investments in our health and well-being:

					
							
							Global budgeting: This is a fancy name for the advance determination of the national healthcare budget (e.g., “We’re going to spend 3.5 trillion dollars this year”). This budget is then used to set baseline payment agreements for the year and pay hospitals guaranteed blanket sums of money based on expected activity. If the single-payer looks at a hospital and determines it spent $30 million last year, it can predict that the hospital might need $33 million this year and guarantee that sum for an agreed-upon amount of work. This way the single-payer can pay hospitals fairly while minimizing the hospital’s ability to rack up line items and gouge the government.

						

							
							Restrictions on usage of single-payer money: that is, a single-payer can prohibit a hospital from using its payments to fund political activity, union-busting, marketing, or profit.

						

							
							Different kinds of payment schemes for different kinds of providers, especially independent physicians or smaller clinics, depending on their patient loads and needs. Three common payment schemes are fee-for-service, bundled payment, or capitation models. Fee-for-service is a traditional line-item billing, where doctors tally up all the things they did and present an invoice. Bundled payment models offer a fixed amount, plus modifiers, per diagnosis (e.g., “an uncomplicated knee surgery will be reimbursed at X thousand dollars”). Capitation payments give doctors a set amount of money (plus modifiers for age and complexity) per patient, per month or year.

						

					


			

		

		There’s no one right tool for paying all doctors, so giving the single-payer the ability to rotate between a set of options for smaller providers keeps everyone happy while protecting public money.

		

		—

		When imagining what implementation of a single-payer system might look like in America, people tend to have some common questions. Let’s address those as well:

		What Happens to Existing Insurance Companies and Their Employees?

		
			Supposing we don’t just legislate them out of existence—which would be my dream scenario—existing insurance companies don’t have to go, but they certainly can’t stay here. A good single-payer plan prohibits the sale of insurance plans that compete with the public plan. Humana, Aetna, and friends might continue to sell supplemental luxury insurance plans to wealthy people (giving them, for example, access to the luxury suites at hospitals) or pivot into business ventures beyond health insurance—some of them will probably try to make money off single-payer by acquiring healthcare providers.*20 I’d prefer a more dramatic option: though I don’t like gilding the pockets of the wealthy, the cost to nationalize the health insurance industry during the negotiations of the Affordable Care Act was under a quarter trillion dollars, or a thirteenth of current national healthcare expenditures.17 That’s without question a smart (and cost-efficient) investment; plus, we get the technology and infrastructure these companies have developed.*21

		But I am not interested in comforting the companies; I care about people. We can’t leave employees of insurance companies behind because they work in a nationalized industry. Luckily, we’re not going to. One of the greatest strengths of both Pramila Jayapal’s House bill and Bernie Sanders’s Senate bill are their massive allocations for the retraining and replacement of workers in the insurance industry. This should be the norm in all future discussions of single-payer. But what does that mean?

		The People’s Policy Project (PPP) posits that there are approximately 2.6 million people who work in the health insurance sector. (That sounds like a lot, and it is, but for comparison—across all industries, approximately that many people are laid off or otherwise leave their jobs every 54 days.)18 We seek to remove the exploitative industry of private insurance and create a more perfect public insurer, and many of these jobs will need to exist under a single-payer: someone will need to write the code, process the claims, and analyze the data that undergirds the operations of insurance.

		Beyond the rows of computer touchers, many people employed in insurance are customer support staff working in a call center, or nurses who are hired to dispute bills with other nurses in hospitals. Much of the work of insurance companies boils down to nurses in one high-rise office building arguing with other nurses in different high-rise office suites about how much care a patient really needs. If you work at an insurance company, chances are your job is to identify the bare minimum of care you’re required to cover, and then cover only that—fundamentally, your job is to talk to people on the phone and give them less care than they might want. This is the labor of insurance.

		But single-payer healthcare doesn’t erase jobs or make them redundant. If it wants to get its work done, a single payer has to create jobs. A lot of jobs. Meaningful jobs.

		Let me give you an example. There’s a model of Medicaid clinic known as a medical-legal partnership. It’s fantastic. It understands that a person’s health is dependent upon things that happen way outside of the doctor’s office.

		Here’s how one medical-legal partnership in heavily segregated Boston works. Someone walks in with their kid. Their kid is having trouble breathing. Behind the desk is a social worker, who listens to the parent, takes comprehensive notes, communicates them to medical staff, then escorts the parent and child to a clinic room. A nurse or doctor enters, and they perform a checkup—yup, the kid has asthma; let’s get her a prescription for an inhaler.

		But that’s not where it stops. Because the social worker knows that asthma in kids is often caused by housing conditions, and since this is a Medicaid clinic, it’s likely that the family’s housing might be substandard. What’s your home like? the social worker asks. Well, we’re poor, replies the parent. We live in a slum. We’ve got water in the ceiling and mold in the walls.

		The social worker knows this kind of living condition absolutely causes asthma. And, in fact, they know that there are civil and legal protections against it. There are a lot of civil protections against things that make you sick. But you only have access to these protections if you can afford to hire a lawyer—or if you have the free time and fluency to represent yourself.

		The social worker brings the patient another door down and brings in a lawyer, or a law student operating under a lawyer’s purview. They write a letter threatening to sue the patient’s landlord and send it off. Within a month, the water and mold are cleaned up.

		This social worker is one face of the labor of single-payer. A single payer has to invest in these kinds of jobs—they bring long-term costs way, way down. And what’s their job, ultimately? To take a person who needs care and find all the possible kinds of care to which they are entitled. Isn’t that just an inversion of the responsibilities of the jobs offered to us by private insurance? Wouldn’t it be so much nicer to let people use their professional skills in service of their communities, instead of corporate profit they’ll never touch?

		This obviously does not accommodate all workers in the insurance industry, and I can’t claim to have a perfect jobs-transition plan in my back pocket. I only mean to point out that there’s a lot of work in the service of operating a single-payer program—kinds of creative, compassionate work that private enterprise is just unable to value—work that respects obligations to both insurance workers and the broader healthcare needs of the American people.

		Besides, unyielding suffering has been wrought upon America in the shadows of these corporations I propose shuttering. Because of them, tens of millions of people are without insurance, while tens of millions more are underinsured. Do we let these people die because we wish to preserve an industry? No. Let us find the jobs they need, let us comfort all the afflicted, and let us forever turn our back on our destroyed insurer Sodom.

		Is This a Gradual Transition Process or Does It Just Happen Overnight? What About My Current Insurance Plan?

		
			Fears of dramatic disruptions in insurance are predicated in a misconception that the current American model is smooth and continuous. Far from it: we currently have a deeply disruptive health insurance enrollment process. If you have employer-sponsored insurance, every year your plan ends and you have to pick a new one from a list.*22 To make that list, your HR department has to negotiate with insurance companies to figure out which plans they’re going to offer, and how much your boss is willing to contribute. Unless you’re particularly lucky or wealthy, that list is extremely complicated, and all the good options are even more expensive than they were last year—and that’s before the deductible of thousands of dollars.

		If you don’t have employer insurance, or if you lose your job at Christmastime layoffs, you’re left to navigate either your state exchange website or healthcare.gov, which had so lousy a launch that even the venerable Big Dog T-shirt brand made fun of it.*23 There, the site attempts to guess your subsidy amount by asking for your prior year income—unhelpful if you have sporadic, irregular income, or if you just lost your job. If your income changes over the course of the year and it’s not properly recorded, you might find yourself retroactively ineligible for insurance for care you’ve already received!

		Enrolling everyone in a single-payer program is going to be a lot of work, but compared to our current mess, its implementation can be a relative breeze.*24 There’s nothing too disruptive about enacting single-payer all at once at the end of a year—virtually anything would be less disruptive than what we have now.

		Each year, millions of Americans enroll in Medicare as it is. This should be a simple process—and at one time, it was—but it has been made complex with Part B and Part D premiums and Medicare Advantage choices made tempting by Medicare’s weaknesses. All these complexities are created not by some inherent characteristic of Medicare but by its intentional whittling down in favor of private corporate interests.

		So make it a simple process again. Fill out a form in person, on the phone, or online, and get a benefits card on the spot, with an official one in the mail. Have a final Open Enrollment–style period in the last few months of the year, in which everyone enrolls in Medicare instead of private insurance. If you miss the deadline, you just enroll when you can and get retroactive care. To ease the burden on Medicare’s servers, we could stagger enrollment period start dates over the course of the year, by birthday or by SSN. Since there’s no need to lock in enrollees by a certain deadline for the benefit of private insurance companies, there’s quite a bit of flexibility. Providers will know they’re guaranteed payment for the services they provide, so there’s no risk of being turned away at the door, even if a person’s enrollment is held up.

		If HHS were to determine that single-payer should be phased in more gradually, or if political pressure from the insurance lobbies wins out and they demand breathing room, that’s possible too. Year One could give emergency care to all Americans, offer single-payer to all current Medicare and Medicaid enrollees, plus people under age 26. (This way the risk pool is a little more balanced, since the under-26 crowd is much less likely to need extensive healthcare.) The next year, expand it to people under 35 and over 55. The next year, all in.

		This slow rollout is clearly suboptimal—it leaves people who desperately need healthcare out on a limb for the convenience of the private market, while giving insurance companies preferential treatment in their risk pools. I include it here only to show that there’re multiple ways to transition to single-payer. We’re hardly exploring new territory here: questions of “How do I enroll millions of people on an insurance plan?” have existing answers worldwide.

		What about a “Socialized Medicine” Model, Like What the UK Has in the National Health Service (NHS)?

		
			An American NHS, or the full nationalization of both health finance and health provision (that is, a situation in which the government is the payer, and the owner of the hospitals, clinics, etc. where you would go to receive care), would be fine by me. However, I do not think single-payer is necessarily a “lesser” option. It does not lead to worse outcomes: per the OECD, outcomes in countries with single-payer rival and occasionally exceed those of the UK.19 It does not in and of itself remove profit from healthcare—there is still a complicated healthcare market and issues of medical grift and fraud in the UK. I think single-payer is eminently more winnable than an American NHS in America, since it focuses primarily on insurance companies, who are widely reviled by American voters. Taking over one’s doctor, or one’s hospital, is a harder sell. But most importantly, I believe public control over health finance gives us the tools to realize something more and better: democratic control of the things that affect our life and health. We’ll discuss this more in Part 3.

		How Are the Bills in Congress?

		
			I am happy to announce that Representative Pramila Jayapal’s (D-WA) bill satisfies all the requirements of single-payer I have outlined in this book. It is an astonishingly strong piece of healthcare legislation. Senator Bernie Sanders’s (I-VT) 2019 “Medicare for All” bill solves several of the problems surrounding long-term care in this 2018 bill and is also, as of this writing, a bill which meets my criteria for a single-payer program.

		Single-payer is a simple program that is affordable, necessary, and moral. By and large, you and me and the people we know understand we’re being hosed by the insurance industry, and demand relief. But we must beware of those out there trying to co-opt this energy and funnel it into programs that ultimately benefit the same corporations that are hurting you in the first place. That’s where the bills that aren’t Sanders’s or Jayapal’s come in. Let’s talk about those programs.

		WHAT ISN’T SINGLE-PAYER?

		
			Talking about healthcare in America today feels different than talking about it even in 2013. Though the implementation (and desecration) of the ACA slowed the wheels of the machine, more and more of us are being crushed by healthcare costs—while we see corporate profits skyrocket. It’s plain to see that this just isn’t right, and accordingly there’s been a surge of interest in the single-payer, or “Medicare for All,” movement—hell, that’s the reason this book is being written when it is. At the time of writing, 70 percent of people nationwide indicated they were in favor of “Medicare for All.”20 *25 That rules.

		Unfortunately, health policy can get pretty complicated, and most well-adjusted people would generally prefer to spend their time, like, playing with their kids or going mudding or illegally downloading a video of one of the greatest wrestling matches of all time*26 than learning the nitty-gritty about American health finance. In this understandable confusion dwells a lot of potential for misinformation.

		Fundamentally, single-payer requires reallocating a lot of money in the healthcare industry from corporate profit and CEO salaries toward taking care of people. There are many people, mostly people in D.C., who are very interested in catching the spirit of the popular health reform movement but also preserving the status quo of massive corporate profits. They are utterly convinced that only their “pragmatic” plans of more aggressively subsidizing private companies will make things better, and they convince themselves that their fancy-lad pedigrees mean they’ve got the whole thing figured out. For some reason, these people are listened to and even given great sums of money. They spend this money to hire consultants to tell them how to shift the momentum of the “single-payer” movement toward a more corporate-friendly solution.21 Some of these people are the Democratic majority leader.22 Here are some things to know so that you don’t fall for it.

		First: nomenclature. It’s worth noting that “single-payer” and “universal healthcare” get bandied about as if they were synonyms. “Universal healthcare” and, even worse, “universal coverage” are, in America, nothingwords used to confuse you.

		“Universal healthcare” means that everyone can get healthcare—nothing more. It does not imply any particular financing model or structure. It once referred to what we now call a federal single-payer program, but it has been diluted over the past few decades to mean very little on its own. It could mean anything from “federal universal single-payer” to just reimbursing preventive medicine and nothing more.

		“Universal coverage” or “universal access” usually means “everyone should be able to purchase an insurance plan, and if someone isn’t able to purchase a plan, we should spend a lot of public money subsidizing the insurance company.” This in no way handles the problem of escalating costs, and (not surprisingly) compelling people to purchase insurance plans from private companies does nothing to address the actual structural problems of healthcare in this country. The “universal access to healthcare” idealized is more specifically universal access to purchasing insurance plans. By this standard—I technically have unfettered access to purchasing a Ferrari (or even another 2002 Honda CR-V), but access alone sure as hell ain’t gonna get me behind the wheel.

		Here are some other things that are not single-payer:

		STATE-BASED SINGLE-PAYER, À LA “HEALTHY CALIFORNIA”

		
			When pressured about single-payer, many powerful federal-level politicians avoid the question by indicating they’d like to see a state-driven solution. (They usually then cite Supreme Court justice Louis Brandeis and say something about states being the “laboratories of democracy.”) This is an inappropriate solution, and they know it. States are inadequate to the task of single-payer.

		There are several technical and logistical reasons why this is the case. First, the technical: if a state were to pass single-payer, it would need federal approval from all three branches of government. The executive branch would need to approve the state’s Medicaid and Medicare waivers to adjust its allocation of federal funds to the state payer—under Trump (and his Health and Human Services [HHS] secretary, former pharma exec Alex Azar, and especially under CMS chief Seema Verma, who led Indiana’s path to gutting Medicaid and privatizing the scraps),*27 this is unlikely. Congress would need to pass a bill exempting the state from the Employment Retirement Income Security Act of 1974 (ERISA), the federal laws that govern self-insured employer-based plans.*28 They would not. Lastly, there would be the inevitable Supreme Court case, and there’s a decent argument that this is a type of interstate commerce, which states aren’t constitutionally permitted to regulate.

		If these were to somehow be avoided, there are logistical roadblocks, primarily around spending. Unlike the federal government, states aren’t allowed to “deficit-spend” (they can only spend from the revenue they receive, instead of incurring a debt). So the single-payer would need to be paid in full every year, probably through a consolidated tax on employers and employees. But healthcare spending is “countercyclical”—that is, you have more healthcare costs when the economy is down (for a lot of reasons, including the simple fact that being unemployed is stressful, and stress makes you sick)—so if you’re a state single-payer program, and a recession hits, you’re spending more on healthcare costs than what you’re getting in. Now you’re in a pickle. Another thing states don’t have in common with the federal government is that they can’t just reallocate funds from their infinite war programs or other cash-sinks, so they’d need to either cut from the healthcare program or pull dollars from other programs like schools or infrastructure.*29 Not good. Maybe it’s possible that New York and California have the budget space necessary to fund a single-payer program in their state, or a buffer of state tourism revenue to protect against recession, but I’m skeptical.

		I have to reckon that the powerful national figures who push for “state-based solutions” to the healthcare crisis are just shirking their responsibility to confront the same powerful donor class who profits from our market-based problem in the first place. If and when a state single-payer program fails, they’ll point to it and say, “Oh, it didn’t work in such-and-such a state; therefore, it can’t work federally”—even though they know (and now you know) that state and federal single-payers are entirely different programs. I am therefore less inclined to encourage people to agitate for “Healthy State” state-based single-payer programs when the projected upside is minimal and the downside could be catastrophic. There are real programs—social housing programs, programs to get people out of prison, felon voting rights, education funding, and a constellation of infinite others—that can be won in your home state with its own resources to relieve the misery of the people surrounding you—and you can win them in a way that also builds a broader movement for single-payer healthcare. We’ll discuss some of the ways these movements converge in Part Three of this book.

		MEDICARE ADVANTAGE

		
			There are also movements to expand the Medicare Advantage program beyond the current Medicare population. We spoke earlier about Medicare Advantage and how it’s been given privileges over regular Medicare just so private companies can profit. This is fundamentally why any Medicare Advantage program is inadequate. But its poison runs deeper.

		Medicare Advantage is a pretty lousy deal for everyone: it’s bad for patients: it sings sweetly to you until you need to use it, when it becomes as byzantine and repressive as the worst non-Medicare private insurance plan (in fact, becoming ill or getting injured is a strong predictor of switching away from Medicare Advantage). It’s bad for providers: it creates waterfalls of paperwork, delays in authorizations, and lower reimbursements than normal Medicare. It’s bad for the public: it opens us up to massive cases of corporate (always corporate, never personal) fraud and abuse. And it’s just generally bad: it is an exercise of an ideology utterly opposed to public investment in public wellbeing and seeks to siphon off public money into private coffers by any means necessary. Despite this, Medicare Advantage is enthusiastically championed by CMS itself while private insurers race to gobble up more and more customers. In 2019, they counted 20 million Medicare benificiaries enrolled in the private option.23

		Except here’s the thing—there’s no money in insuring sick people. Definitionally, it’s only profitable to insure people who don’t need insurance—unless you’re getting bailed out by someone else’s money. So these plans need to do three things if they want to turn a profit: draw in inexpensive customers (hook ’em), restrict the amount they spend on providing insurance (cook ’em), and find a way to get bailed out by the feds afterward (crook ’em). We’ll take each in turn.

		1. Hook ’em: Privileges and Treats

		
			Medicare Advantage plans are regulated in such a way that customers who use Part C are given special privileges over users of traditional Medicare. Most importantly, there’s an out-of-pocket cap—which limits how much a customer can be made to spend in copays and cost-sharing, and which should be the norm for all Medicare plans. (You might once again suspect that traditional Medicare is kept flawed to make Advantage seem superior.)

		Then there’re the perks. Private Medicare wants to find ways to draw in mostly healthy patients to stay profitable. They’re allowed to offer all kinds of basic dignities—like bundled vision and dental care—and shiny perks, like free Fitbits, Silver Sneakers exercise programs, and comped Lyft rides to the doctor’s office and other shit.

		These are good things. People should have them. I just think traditional Medicare should be allowed to offer them as well, instead of reserving them for the private sector. It’s cosmically unfair, and by this own-goal unfairness the austerity movement tilts at the public Medicare program with big mole claws, eager to hollow it out and hoard the spoils.

		2. Cook ’em: Restriction

		Fitbit or no, you just can’t dance away from the fundamental law of insurance: you can’t really profit from paying for the healthcare of people who need a lot of healthcare. Medicare Advantage is great, until you really need to use it. Under the pretense of caring about “provider quality” or “care coordination”—real problems which can be addressed without throwing patients under the bus—Medicare Advantage makes it as difficult to seek healthcare as it was when you had employer-sponsored insurance.

		Just like ESI, private Medicare plans have networks—narrow lists of providers you’re allowed to see, at risk of major financial penalty. So you have to hope that your plan includes the doctors you like, or the doctors who work near you—if you’re mobility-impaired, or in a nursing home, or just not able to travel very easy, you’re hosed. Should have read all the confusing enrollment literature more closely.

		Once you’re able to actually get to a doctor, you’re not out of the woods yet. People with complicated medical needs find themselves trapped in prior authorization hell—where they need to wait days or weeks to obtain insurer permission to get care like advanced CT scans (for which they bill the patient up to $300 a scan, compared to around $50–575 under traditional Medicare). If you have complex medical needs, you can be stuck waiting and waiting and waiting, even when your oncologist needs to plan further treatment.

		3. Crook ’em: Risk Adjustment

		In theory, Medicare Advantage companies profit by being so good at narrowing networks, finding the best providers, and coordinating care, that they just happen to spend less than they take in. In reality, there’s risk adjustment

		Imagine a horrible scenario in which a patient with a lot of medical needs chooses Aetna’s Medicare Advantage plan and then gets chemotherapy, several surgeries, and some extensive inpatient hospitalizations—imagine how expensive that would be! There’s simply no way Aetna would break even on their allotment of public money for this patient. Hence, risk adjustment: a complex subsidy program designed to offset the risk that a patient needs to use the insurance they purchase. At the beginning of the insurance year, Medicare looks at the aggregate patient pool of Aetna, or any other Medicare Advantage insurer—patient ages, genders, and health status profiles. Based on this composition, Medicare offers a benchmark amount it is willing to pay Aetna for providing insurance. If Aetna thinks it can insure the population for less, it keeps the difference and can use that projected surplus on perks, treats, and profit.

		If it turns out that a patient is sicker than Medicare guessed they would be when setting the benchmark, the government pays the private insurer a bonus to compensate for it, usually in the range of a few thousand dollars.24

		These determinations of illness and their resulting insurer bonuses are made using diagnoses on a patient’s medical records. Now, these medical records have two purposes: tracking patient status, and bringing in cash. Aetna and friends are thus interested in making sure every possible diagnosis that can be on those records gets on those records, regardless of whether it’s a necessary or even true diagnosis. This is known as upcharting, and Medicare Advantage insurers are more interested in the data-heavy business of upcharting than the business of insurance.

		An example: a doctor might see a patient and note that their potassium levels are low. Not catastrophically low, just a little low. These levels can vary from time to time, and so the doctor decides not to make a formal diagnosis or begin medications—a normal, standard thing in the course of a relationship between a patient and their doctor. The doctor decides not to diagnose the patient with hypokalemia and moves on. That’s not good enough for Aetna. Aetna really wants that hypokalemia diagnosis, and that sweet risk-adjustment money—so it sends the patient back to a doctor with whom it has a prior agreement to chart as much as possible. The diagnosis is made. (Perhaps the second doctor works at a hospital which sells an upcharting program to Medicare Advantage insurers, and which thus pressures its doctors to diagnose everything whenever possible—or else face an onslaught of curious calls from the billing department.)

		Finally, efficient healthcare!

		A 2017 allegation from the Justice Department, dismissed under the Trump administration, claims that one single insurer, UnitedHealth, used its Medicare Advantage program to defraud the public of 3 billion dollars between 2010 and 2015. Former UnitedHealth finance director Benjamin Poehling agrees: he is the whistleblower at the center of the case.25

		It is alleged that UnitedHealth did this in two ways: one, it identified diagnoses it thought it might be able to get approved, and pressured doctors to review a selected patient for them (upcharting); two, at the end of the insurance year, it did not delete diagnoses that were inaccurate or out-of-date.

		Think about the scale involved here. UnitedHealth has about five million people enrolled in its Medicare Advantage program—getting an upgraded Medicare risk profile for just 4 percent of them would bring in an additional $600 million in public money a year.

		This kind of billing fraud is extremely common. Dialysis giant DaVita agreed to a $270 million settlement just a few years ago.26 Hell, UnitedHealth got busted doing the same thing in 2009, through its health analytics subsidiary Ingenix, which is also named in the current suit.*30 Whenever we hand over Medicare to private companies, they rip us off for billions and billions of dollars. The money we give is given at the expense of the American public, and it’s money that’s stolen from rural hospitals, public schools, or infrastructure. Medicare Advantage is a theft from the future of America.

		Not great.

		MEDICARE EXTRA FOR ALL/MEDICARE FOR AMERICA/THE PUBLIC OPTION

		
			In February 2018, the center-left think tank Center for American Progress (CAP) released a “healthcare plan” called “Medicare Extra for All.”*31 Medicare Extra for All (what a clownish name!) is a version of the public option—basically, a publicly run insurer that “competes” against private insurance companies.27 Employers can choose Medicare Extra if they want to, anybody under 65 with employer insurance can enroll in it (while, of course, paying means-tested premiums for the privilege), and eventually it can be rolled out to replace Medicaid.

		It is an attempt to try the ACA again, but a little bigger. This is admirable, but it doesn’t address the underlying issues of American healthcare; it neither removes the fissures created by a system of separate and self-interested payers, nor does it help the people trapped between them. It maintains a standard of means-testing, or rationing by income, that has soured the ACA for millions of people.

		Medicare Extra is still very much a tweak. It looks at the devastating problems in American healthcare—a broken machine, a fragmented insurance model, runaway costs, and the utter dehumanization of poor people and people who are sick—and instead of recognizing them as harmful structures to be destroyed, it hopes to play nice with them.

		This represents the worst kind of bland centrist thinking: that the things causing the worst problems in America—health inequity, the sprawling carceral state, ecological disaster, structural homelessness—are just beyond our control and therefore not worth addressing directly. To this lazy, complacent strain of thought, they must be accepted as givens to be avoided or mitigated. A band of wild horses stampedes across America and, according to CAP, we must appease them with subsidies and little bits of apple instead of bridling them and driving them away.

		Then, of course, there is the more cynical reason CAP and other centrists advance such tepid, useless policy: they actively benefit from the donations of the insurance industry and hope to see its continuation. When meeting with Blue Cross executives, an aide to Democratic House Majority Leader Nancy Pelosi assured the insurance titans “not to worry” about single-payer, before asking for their financial and institutional support.28 These organizations invoke the language surrounding the single-payer movement but neuter the policies to keep corporations happy. It is imperative that we understand and reject them.

		THE “BUY-INS”

		Other public option–style plans worth mentioning are the Medicare and Medicaid “buy-in” plans. Medicaid buy-in is what it says it is: people who would otherwise not qualify for Medicaid can purchase Medicaid as if it were a plan on the marketplace. Because Medicaid is different in each state, the robustness of your “public option” for health insurance coverage would be contingent on your zip code. Medicaid reimbursement for providers can be abysmal, and doctors tend to have to work harder to care for the poor, the sick, and the marginalized. Accordingly, there are in many areas a dearth of providers who are willing to accept Medicaid patients. Depending on where you live, Medicaid buy-in means you could be spending a decent chunk of change so that you can theoretically have “coverage” in the form of an insurance plan that many doctors won’t take.

		Medicare buy-in is similar to Medicaid buy-in, but instead it is the Medicare brand repackaged and brought to market. Medicare would ostensibly function as another ACA exchange plan option, with 10 essential health benefits and cost-sharing based on metal tiering (bronze, silver, etc.).

		This sucks, basically. When we demand “Medicare for All,” we don’t mean “Medicare as it exists now.” And for good reason. Medicare buy-in would cover 70–80 percent of your medical costs and push the rest back to you. Proponents would say that this is pragmatic, because it saves money by skimping on the full cost of care. Of course, this plan doesn’t do anything about the skyrocketing costs of actual treatments and is of little use to you, the patient.

		The overarching structure and vision of these buy-in plans reflect a near obsession with the status quo, an insistence on the hegemonic domination of employers and insurance companies on the health and well-being of people. These technocratic nerds have adopted a shared narrow-sightedness, unable to think beyond “what is”: they never consider, for example, that this employer dominance was a historical accident, and that the suffering it inflicts is, in a sense, a slow-burning casualty of the second World War, not a divine mandate.

		ARBITRARY EUROPEAN COUNTRIES

		You might hear that other countries have achieved universal healthcare without a single-payer model. This is accurate. But their models could not be transferred to the United States.

		The healthcare exchanges of the ACA were modeled off those in the Netherlands and Switzerland, two countries who have achieved so-called “universal coverage.” Both countries rely on health insurance markets of individual plans offered by private insurers. To ensure enrollment, they have insurance mandates (punishments for not buying insurance) similar to the much-loathed ACA individual mandate. They provide premium subsidies for low-income folks, standardize benefits packages to ensure a minimum level of insurance plan quality, and use community ratings for premiums, meaning insurers in a given geographical region must sell a given policy to everyone, irrespective of health status, for the same premium. If this sounds familiar to you, it should—these are all the same tricks that the ACA employed in an effort to integrate good patient health outcomes into the ways and means of profit-hungry payers and providers. And as I’m sure you remember from Part 1 of this book, or perhaps your own life, it’s not working.

		These European insurance markets are rooted in the ideas of economist Alain Enthoven and his principles of managed competition. In theory, by the magical regulatory power of the free market, competition among payers and providers would contain costs. Providers who offer poorer-quality services or who demand expensive prices will have to either improve care quality, reduce their rates, or both. The theory of managed competition takes for granted the idea that patients and payers will somehow have the ability to differentiate between higher- and lower-quality services. Knowledgeable consumers will choose to “shop” elsewhere, and providers that don’t cater to the demands of the free market will be forced to shutter their businesses.

		But this idea, like the ideas of most economists, is based on pseudo-realities and wild presuppositions that don’t reflect reality as we all know it to be.*32 As the markets in Netherlands and Switzerland clearly indicate, competitive insurance markets alone are not enough to bend the cost curve.

		In Switzerland, the hospital sector is the main driver of rising healthcare costs, most likely because their health reforms have focused solely on insurance purchasing. Because the Swiss have not regulated contracting between insurers and hospital providers, costs continue to spiral out of control as providers demand high prices for services that might be superfluous or of poor quality. Even in spite of its insurance market regulations, most Swiss insurance plans are woefully inadequate for enrollees. Almost 90 percent of Switzerland’s insured population is forced to purchase supplemental insurance on top of their main insurance plans to cover the dental and other services that their primary insurer refuses to provide.29 Supplemental plans, in both the Netherlands and Switzerland, need not abide by some of the most crucial consumer protections baked into their respective primary healthcare markets. These plans can, for example, reject applicants and engage in risk-rating to keep their costs down. The many different insurance plans on the Swiss market foster confusion, or even fear; there are concerns that if their supplemental and primary plans are offered by different companies, an illness could cause supplemental plan premiums to skyrocket. And in the Netherlands, insurers have been known to risk-select by setting higher premiums for supplemental policies for people they believe to be riskier to insure or with some known illnesses.

		As Dutch and Swiss citizens struggled to make ends meet during the peak of the recession, many people found themselves unable to afford insurance premiums. Both governments recognized this as a problem and decided to come to the aid…of the companies. Insurance companies were permitted to cut off coverage for defaulters, while the number of defaulters only rose, even among those who received subsidies. It’s a big, stupid mess.

		

		—

		
			None of this is good enough. All these programs—from Medicare buy-ins to the Dutch model—might be better for some people than what we have in America, but they continue to leave behind those people who we are already leaving behind. They are structurally incapable of solving the problems that have torn this country apart. They are lesser measures. They are compromises.

		These incremental half-measures are revolting to me. We suffer within a singularly catastrophic health system. We bear the scars of a century of capitulation to those who value their profit over the health of our children. The basic knowledge of those institutions by which we are made healthy and safe has been made unnecessarily complicated. Failure to win this complicated game punishes you with meteoric destruction.

		Against this, incrementalism can never work. Our goal is not a slightly less bad American health infrastructure. It is a new one, a good one—the best in the world. Within this abhorrent machine rests the potential to create a singularly good healthcare system. It is entirely within our power to wrest the basic human dignities of health and safety from those hands that hold the purse strings; it is within our collective ability to grant basic agency to all who wish to improve their conditions.

		It is shameful to dream of anything less. It is a simple betrayal of the hungry, the poor, the immigrant, the disabled, the ailing—those people whose basic human dignity has been so thoroughly denied that it could never be satisfied by an army of small changes.

		Pre-capitulating to the health insurance industry and its friends in the various half-measures presented above is an approach inadequate to the task of health justice. It is adequate only to the continual enrichment of private profit at the expense of those whom they have already harmed.

		This is all a giant fraud perpetrated on the American people. We understand, as we have for decades, the interwoven problems of cost and coverage. We know, as we have always known, that the people who typically don’t have insurance, or whose insurance is inadequate, are the people who are the most expensive to insure—and thus of the least interest to profit-seeking corporations. It has not been a surprise in my lifetime that rising costs are driven by rising prices, instead of irresponsible patients using healthcare resources “improperly.” In real life, the fundamental myths upon which the insurance and healthcare industries insist reveal themselves to be smoke and deceit. But truth does not matter to the powerful. They hold our mediocre insurance plans hostage for government subsidy; a subsidy that lazy lawmakers would rather grant than interrogate the status quo of fear, profit, and domination in American healthcare.

		But even if our state and if our corporations refuse to interrogate these structures, we can. The specter of healthcare spending haunts all these discussions: who spends it, who gets it, and what we try to do with it. Much of this spending is being aimed poorly. So let’s talk about this money and how it’s being spent—and the potential of single-payer to transcend these problems.

		MONSTERS BIG AND SMALL

		Taking care of a country requires spending quite a bit of money. This is obvious. It is also fine. Instead of finding ways to ax and slash our healthcare spending, to conceive narrowly of how it can be used and to hire an army of MBAs to optimize it, we should spend and invest our healthcare dollars wisely, for the betterment of all people.

		I’m going to use a very dumb metaphor in this section. I’m going to talk about big monsters—think of dragons: colossal, devastating, and relentless; capable of leveling an entire city in one breath—and small monsters: goblins, or little imps; gnarly little perverts with daggers who attack in packs. I’m going to attempt to illustrate that we’re spending our vast resources fighting off problems in American health finance that more resemble goblins when structural problems, like dragons—huge, powerful, catastrophic dragons—are already incinerating our communities.

		In the past two decades goblins have been fashioned out of fears of “inefficient” or “low-value” care. We fear that some sinister or idiotic cohort of doctors is practicing medicine wastefully, and we fret that a simpleminded class of patients is seeking care recklessly. In this imagination, these individual doctors are the ones driving healthcare costs up for the rest of us. To combat this menace, insurers decided, we ought to simply stop providing “inefficient” care while continuing the normal course of “efficient” care—a procedure as simple as peeling a potato with a spoon. The presumption was that through the power of The Information Age™ we could seek out the goblins, precisely*33 excise the bad care from the good, and heroically bring prices down (without having to wonder why those prices were so high in the first place). This idea led us to the movement for “value-based payment.”

		“Quality” care and its “value-based” payment were fashioned as a national effort to subdivide the practice of medicine into an incomprehensible number of discrete pieces and measure them through long, bureaucratic processes designed by committees of committees. It develops payment schemes that are intended to reward “good” providers and punish “bad” ones. This idea has some merit: there are certainly providers who attempt to game the system; there are without question hospitals and healthcare corporations that abandon the public interest for their own profit. This payment system is meant well, and it’s certainly not a unilaterally “bad” movement, but it is one inherently distrustful of doctors and patients, and it mistakes metrics for meaning.

		The “quality” movement is focused on patient outcomes. But outcomes are driven just as much by the world in which patients exist outside the hospital—their housing, their food, their safety, their income—as by their medical condition before surgery. That’s something that simply can’t be and hasn’t been measured well enough by this nitpicky obsession with “value.” In the narrow way value-based payment sees it, hospitals with wealthier patients just tend to have better outcomes than hospitals with poorer ones. The complicated “quality” movement ultimately creates payment models in which hospitals that treat poorer patients are punished while hospitals that treat wealthier ones receive bonuses. We are trying to fight off our goblins but we’re punishing people for having been caught in a dragon’s path.

		It manifests in other ways too. You, me, and every doctor and every patient, might intuit that these structural and social problems—our dragons—can be associated with, say, one’s race and one’s experience of structural racism. The consequences of structural racism saturate virtually every moment of a person’s life, and therefore their health—but this urgent and obvious conclusion is unfathomable to the sterile “quality” measurement process. One could argue that quality-based payment models inadvertently discriminate against Black doctors, who disproportionately treat Black patients, for just this reason.30

		But go deeper. Turn over the quality-obsessed ideology, like a mossy log in the woods, and underneath you’ll find a nauseating, spongy, but firm belief in the permanence of the perverse forces that drive costs up. This is “just the way things are.” If we believe there’s just no way to halt rising costs, it follows that we must tighten our various belts and grit our assorted teeth and rub our few pennies together.

		This is ridiculous: we are engaging in a titanic nickel-and-diming of doctors in order to cover for the innumerable massive healthcare corporations that are extorting us.

		Only a federal universal single-payer has the ability to guarantee insurance for all people, the weight and force to reckon with the gross abuses in healthcare costs today, to lay waste to the goblin hordes, and the incentives and spending power to begin, after decades of neglect, to invest in the health of all tomorrow’s patients.

		And so the great task of a federal single-payer is to fight the big monsters, to vanquish dragons: to reckon with the corporate forces that seek to defraud us of hundreds of billions of dollars, and to spend generously on the care and the workers who provide it; which not only make us healthy now, but make us healthy in the future. But there is more to healthcare beyond the doctor’s office or the hospital. And this is where the foulest monsters lurk.

		

		—

		Our highways are crumbling. Our trains, where they exist, are failing. Our sewer systems are disintegrating. So, too, is the health infrastructure of America. Under decades of for-profit domination, it has healed only some of us, while leaving the wounded rest behind. Over time, you and I are strung up for the vultures of capital to peck away at, and when nothing of us remains to interest them, we’re discarded. Over time more and more of us wake up in the heap of left-behind bodies. Those of us who are yet cared for know we’re just a snap of a thread we can’t see from falling and being lost. Our neighborhoods have been made unsafe; our water has been made poisonous; we are hostages, trapped in our own bodies, to the billing departments of American healthcare.

		Our money is wasted by the unworthy and uncaring, wasted on insurer advertising and administrative costs, and it can be won back only by switching to single-payer. There is money to be reclaimed by the weight and force of a single-payer’s price-setting power. This is not “bonus” money; it is not money that can be given as appeasement or tribute to the wealthy and powerful; it is a small sliver of our money, which has for generations been stolen from us.

		What do we do with our money?

		We reclaim it, we invest it, and we rebuild. We use single-payer to liberate people from the torture of medical costs and reallocate our healthcare spending to take care of everyone in the long term.

		We build primary care clinics in rural areas, where it’s not profitable to stay open. We reopen the clinics—the 97 of them that have closed since 2010, plus unknown scores more in the decades before31—that tried to stave off the market’s inevitable condemnation of caring for a sick but unprofitable rural population however they could,*34 until they collapsed.

		We fund community health centers in poor neighborhoods; in communities that have been systematically preyed upon, drained of capital, punished for it, then punished again for suffering. These are communities that get sick more frequently, more severely, and in different ways than wealthier neighborhoods. This burden, compounded with each generation, will not be relieved by a program from a benevolent patrician class, but from a mass reversal of interwoven structural exploitations. A well-funded and well-staffed community health center, locally designed and locally controlled, can offer the specific kinds of care and support a community needs to stay healthy: direct healthcare and pharmacy services, social cooking classes, childcare and child development classes, and other vital resources to help a neighborhood stay healthy.32

		Most importantly, we return the money to the people who do the work. We spoke earlier of the systemic underpayment of primary care providers, but there are millions of utterly devalued healthcare workers who through their labor are the backbone of American health: nurses, social workers,*35 custodial staff.

		Take, for example, home-health aides like Kyle from the introduction to this book. It’s one of the fastest-growing jobs in America: it’s expected that there will be 1.2 million home-health aides by 2026.33 Home-health services are billed at an average of $120 a visit, which is significantly cheaper than an inpatient stay at a hospital or nursing home.*36

		But gentle and convenient as this whole arrangement is, that money doesn’t do much for the home-health aides themselves. For that $120 visit, these aides are paid a nationwide average of $11/hour—much, much lower in many states. The very same healthcare executives who found they could profit by denying patients home healthcare evolved to learn they could profit in the other direction by corporatizing it, contracting it out, and paying their workers as little as the local economy permits. They have folded and refolded the people who need long-term care and the people who provide it into crumpled, bloodied scrap.

		The market won’t solve this; the market caused this. So we use single-payer to allocate the money the private market has taken from us to do what it refuses: pay fair wages for essential care, which we guarantee to every person who needs it.

		Is this not the most humane, the most just, the most obvious use of our collective wealth? Are we to believe that we should deprive ourselves from being a nation with well-paid home-health aides, or that we must keep their wages low so we can build another F-35?

		I saw an excellent example of how investment in an expanded home-health labor force can produce better health outcomes when I visited a hospital in Little Rock, Arkansas. Arkansas, with high obesity and smoking rates, is one of the diabetes capitals of the United States. If you leave diabetes alone long enough, it’ll erupt into a heart attack. So quite a few people from all around Pulaski County and beyond come to this hospital to seek treatment for cardiac failure. Often, they need pacemakers. But over a quarter of them are readmitted to the emergency department within a few weeks for cardiac complications or cardiac failure. That’s not good. So this hospital, which was being penalized by Medicare for its high readmission rate, set out to bring these numbers down.*37

		Take a second to think about it. Who, or what, do you think most affects a person’s chance of going back to the hospital after cardiac failure? Is it the quality or skill of their highly paid cardiologist? Is it the quality and engineering of their expensive pacemaker? Is it the $40,000 data package sold to hospitals*38 that lets nerds monitor pacemaker metrics? No, of course not—those are just the people who get to bill the most. What determines a person’s likelihood of returning to the hospital are the living conditions and quality of life available to them. In this case: food and exercise.

		So this hospital hired nurses, social workers, and nutritionists to see patients after their heart surgeries, to listen to them and ask them questions and encourage them to join Medicare-subsidized group classes at a hospital facility three times a week. There, patients join other patients of the same age group and heart condition to receive physical therapy, training, and exercise in a social environment. More importantly—for heart health is made, like abs, in the kitchen—they received group cooking classes, preparing (and eating) healthy food together.*39 The nurses proudly told me that readmission rates fell from 26 percent to 4 percent.

		Our doctors, our diagnoses, our prescriptions, and our clinical time are often considered the fundamental components of healthcare. But that’s shortsighted. We exist far beyond the walls of the hospital, and we are made healthy or ill long before a doctor sees us. Even after we see a doctor, our health outcomes are driven by non-diagnostic, extraclinical care: by social workers, by patient advocates, by nurses, by home-health workers, by the whole army of people who do the exhausting and tedious labor of being nice and patient with us. We are dependent upon their compassionate labor.*40 These are the people chronically unrecognized, undervalued, and underpaid, and they’re the primary actors who really make a difference in population health.

		These are basic ideas! These are simple demands! We understand the social forces that make people healthy; we understand the structural forces that make people sick! Yet in the face of this knowledge that health has structural and social causes—knowledge we’ve had for decades—capitalism’s response is to blame population illness on an aggregate of atomized individual choices, then package them into “healthy lifestyle” commodities. We’re offered step trackers, cookbooks, various smartphone apps, all intended to somehow (it’s not specified how) push or pull us into being “healthy”—at least long enough that we’re no longer our insurance company’s problem.

		But despite what tech companies insist, there are no apps that bring about better health. A “how to survive on $4 a meal” cookbook, well-meaning as it may be,34 doesn’t do shit for people who only have $4, if that, per meal. Programs that penalize you for going to the ED at the wrong time don’t do a single thing to make you healthier outside the hospital.

		None of this is news. None of this is new. None of this would surprise a child. But somehow the multi-payer private model, in its half-century-long sandbox, has yet to figure this out. It hasn’t even pretended to take it seriously. No private insurer has seriously invested in population health; none have invested in compassionate labor, or paying those laborers justly. And they never will.

		Right now, your private insurer only bears the costs of you receiving care while they’re insuring you. Because you’re likely to change insurers in the future (sometimes every year), and eventually, god permitting, go on Medicare, they don’t actually feel pressure to provide you with that which keeps you healthy, or that which helps you become healthier in the future. Solutions to the basic problems of health inequity elude private insurers not because they don’t understand them; they understand them comprehensively; but because they refuse to reach—are unable to reach—for them. And their lazy poison drips from their slack jaws and infects the soil of American healthcare.

		Let me put it another way.

		You know that if your window is broken, the weather gets in. If the weather gets in, if you’re exposed to the wind and snow of a Wisconsin winter or the suffocating wet heat of a Texas summer, you get sick. If you get sick, or if your kid gets sick, you have to go see a doctor.

		But if there’s no easy way to see a doctor—if the community clinic was shut down, or it’s booked solid—you have to go to the hospital. If the hospital is far away, or if you don’t have a car, you have to get a ride with a friend or neighbor, or you have to take the bus. In most parts of America, if you have to take the bus, you have to spend all fucking day dealing with the bus system.

		If you have to spend all day dealing with the bus, you can’t go to work.

		And if you can’t go to work, you can’t afford to fix the window that caused the problem in the first place.

		Your insurer, if you have one, will punish you for rushing to the hospital. You should’ve waited for an opening at the overbooked clinic, the bills they’ll mail you will be meant to convey, or you should’ve called around to find an in-network family doctor. But how can you wait another day when your kid is sick? How can you endure when you had to get a co-worker to cover your shift and you don’t know if you can do it again?

		The answer isn’t to fork over a pile of cash every time you go to the hospital. The answer isn’t to punish people for trying to get help. The answer begins with giving people what they need to fix the goddamn window.

		But there are no private actors in the American model, no corporations or public-private partnerships, who will bear responsibility for fixing these problems on their own.

		Consider the hookworm. Hookworm is a disease endemic to the deepest depths of poverty, one that we thought we had all but eradicated in the United States by the eighties.35 We were wrong. Today, hookworm runs rampant through the poor and rural parts of the Deep South. The cause is devastating structural neglect. Sewer systems in rural counties—never intended to be stretched as thin as they are now—have fallen apart, or were constructed inadequately in the first place—and the state can’t (or won’t) approve the substantial funding required to retrofit them. So people make DIY fixes from PVC. These fixes break, and sewage piles up in people’s yards.

		In Lowndes County, Alabama—a rural county outside Montgomery, where a third of the population lives below the poverty line and nearly a quarter of people have diabetes—one in three people among a sample taken in 2017 had hookworm.36 One in three! That’s a rate consistent with (and, in many cases, higher than) devastated and impoverished countries.

		In 2019, Blue Cross Blue Shield of Alabama has a monopoly on selling ACA insurance in Lowndes County.37 They’ve had this monopoly for a few years now and, the way these things seem to work, will probably have a monopoly next year, too. Or maybe next year United will reenter the state for some reason and reclaim it, though I doubt it, because insurers tend only to enter new markets when those markets are urban areas with wealthy pockets. Either way, nothing will change.

		The insurance industry is incapable of addressing the foundational problems of healthcare: of fixing the broken windows, of reopening the 16 rural hospitals that have closed in Texas because of lack of Medicaid funds since 2013,38 of repairing the septic systems of Lowndes County—in almost the same way that a billionaire is incapable of lessening income inequality, or a cop is incapable of shrinking the prison-industrial complex. They cannot fix that injustice because they have been constructed by, and within, that injustice. They cannot solve these problems because they cannot exist without these problems, and thus existentially cannot conceive of them as problems in the first place.

		But we can. And we do.

		And so if private insurance companies are so shackled to their need for profit and are thus unable to feel the pain caused by their choices, if they do not suffer when those they insure suffer, and if they continue to make choices that cause more and more pain to others, and are by their very nature unable to keep themselves from doing so, then we simply should replace them.

		It makes perfect sense that the actor that does suffer when its people don’t get care—all of us, united against suffering, our bodies together assembled in the shape of our government—should be the actor that also guarantees that care in the first place.

		This is the transformative potential of single-payer.

		
			*1 So much for the power of the consumer “free market”

			*2 We call this “innovation” in capitalism.

			*3 At least, not the executives of the think tanks, who make sure they get paid even at the expense of their miserable, idealistic entry-level employees.

			*4 Sorry for using a nerdword. Let’s define epistemic violence as harm caused by either the restriction of information from a person (e.g., that one needs to subscribe to an expensive journal and learn how to read specialist language to learn basic health policy) or the restriction of a kind of person from contributing to a broader discourse (e.g., school libraries refusing to stock Black history).

			*5 FUSP has, for some reason, failed to really take America by storm as an acronym.

			*6 Again—for some unknowable reason, people prefer to rally around M4A more than they do FUSP.

			*7 The reiteration of long-term care is important. It’s often treated like an “accessory” kind of healthcare, despite the fact that the aging Boomer population means it’ll affect tens of millions of families in the coming decades.

			*8 Or as Plinko from The Price Is Right

			*9 There are now electronic pachinko machines, with extremely confusing rules and video-game-like interfaces, which I have spent approximately 10 US dollars playing with very little understanding of how.

			*10 ($383 billion) A less conservative, and perhaps more accurate, estimate calculates savings of approximately $504 billion, or half a trillion dollars, on annual administrative costs and overhead: https://annals.org/aim/fullarticle/2605414.

			*11 This advantage is the primary reason that Medicare costs have remained stable per person while private insurance costs have catapulted upward.

			*12 Of course, as we’ll discuss later, Bernie’s is not the only single-payer plan, nor should it be considered the be-all and end-all of single-payer, but it’s a fine reference point.

			*13 For example: increased government spending in healthcare goes to workers, who then go and buy things like food and toys, putting more money to their communities, which is also spent. Increased government spending in warfare goes to workers, sure, but it mostly goes to giant corporations and their investors.

			*14 For my non-Yankee readers, perhaps this extremely specific reference will help: one million inches is almost exactly the distance between Miron Bridge in Menasha, Wisconsin, and the St. Mary’s parking lot in Oshkosh, if you walk over the old train track they turned into a bridge into Fritse Park, past the haunted house onto Main, then, take Commercial Avenue into the county roads alongside Lake Winnebago. Take Bowen south instead of following the highway past Cheatin Heart bar, and turn just past the radiator guy’s house. The pizza place is pretty good if all this walking makes you hungry.

			*15 Rather, “a government owning and controlling real resources, with an independent currency”

			*16 This is a view agreed upon by deeply conservative economist Alan Greenspan.

			*17 South African president Cyril Ramaphosa announced a plan to create a universal risk pool and make national health insurance compulsory and universal in South Africa. As of February 2019, it is on its way to Parliament, and (from what South African papers I could find online) is expected to pass, despite fervent opposition from the private insurance industry. Sound familiar?

			*18 We’ll talk more about why this is, in the third part of the book.

			*19 That home health lets people have the dignity of agency, and even pursue work they enjoy, is rarely factored into this cost equation.

			*20 I don’t know if there’s a legal way to prevent them from doing so, but if there is, I’m for it.

			*21 This is most exciting because it means we might finally have a standardized data format and transfer method for healthcare data. Electronic health records were made by sequestered private companies and the result is a total libertarian wasteland. A single, standardized method of data input and transfer would both be a blessing upon any exasperated doc and reduce the significant hassle and error rate of our current byzantine infrastructure.

			*22 It’s more common for a group plan’s benefit year to sync with the calendar year (e.g., January 1 to December 31). However, employers can align their insurance plans on some other arbitrary year designation (for example, May 1 to April 30).

			*23 The shirt showed one of the namesake “Big Dogs” sitting in front of a computer that displayed the words healthcare.goof. In the background, in large letters, CAN’T FIX STUPID, a Big Dog catchphrase. This is a devastating and, frankly, very legitimate takedown.

			*24 I’m interested primarily (for the purposes of this book) in the complexity of implementing single-payer from an enrollee’s perspective. On the back end—of course, developing single-payer requires substantial expansion of current enrollment and data-capture capability, but since no premiums are being assessed nor payments received, and since we’re no longer operating on the arbitrary business timelines of Open Enrollment, this seems like an eminently solvable project. We just can’t use the contractor (or contracting process) that fucked up healthcare.gov so bad.

			*25 Naysayers argue that people who like single-payer decide they don’t like it when asked about paying taxes. They neglect to mention that this support returns when people are reminded it would guarantee all care for everyone they know.

			*26 Randy “Macho Man” Savage v. Ricky “The Dragon” Steamboat at Wrestlemania III. Not the greatest match of all time, not even the greatest match of Steamboat’s career (that would be his series against Flair in NWA), but without a doubt a deeply great match, and one that was so precisely written that it’s accessible to people who don’t think they like wrestling.

			*27 If the overwhelming, shameless, actively harmful grift of these hucksters—and the fact that they’ll probably never be held accountable for a thing in their lives—disturbs you, be comforted in the knowledge that they are most certainly going to hell.

			*28 ERISA is a fascinating and very opaque law that has, not by original intent but by modern interpretation, handcuffed states that want to more aggressively regulate healthcare in their state. It’s not possible to even create a state-sponsored resource pool for insurers (like a database of how much different procedures cost), because self-insured plans can’t be required to participate.

			*29 Or, as in Wisconsin, all three.

			*30 Ingenix was led by Andy Slavitt, who went on to be President Obama’s CMS chief. He is now behind the United States of Care, a think tank that seeks to put “healthcare over politics.” Yet the man behind the largest Medicare Advantage fraud cases in history balks at any reform that actually addresses the material problems of the people he claims to care about. Whatever, dude.

			*31 You may be familiar with it as “Medicare for America,” a bill proposed by two Democratic congresspeople and championed by former Texan congressman and Dem presidential hopeful Robert O’Rourke.

			*32 I trust the magical worlds of Wizards of the Coast more than I trust the models of most economists.

			*33 Surgically, even!

			*34 In Copper Ridge, Tennessee, one rural hospital tried to raise the $100,000 required to stay open by crowdfunding on GoFundMe. They raised 3 percent of their goal.

			*35 There are so many kinds of work that could be categorized as “social work,” from the operator of the medical-legal partnership mentioned earlier to a translator in a hospital or immigrant health center.

			*36 “The rates are fairly affordable with some home care agencies charging between $120 and $200 for every 10–12-hour overnight care.” National Council for Aging Care, “In-home Care Costs Breakdown,” https://aging.com/in-home-care-costs-breakdown/.

			*37 This is an example of the odd assembly of “quality” measurements described previously. Certainly, it’s not the hospital’s “fault” that the people of Little Rock and beyond are more prone to cardiac failure than the people of, say, Sacramento, California, and are thus more likely to readmit to the hospital after heart failure. It might be, in fact, pretty unhelpful to penalize a hospital with sicker patients. But somebody needs to be made to care about bringing readmission rates down, and if the government refuses to invest in public well-being itself, the bureaucrats have to use various carrots and sticks (mostly sticks) to cajole private actors into doing it from their own profit interest.

			*38 Sold to hospitals by corporations that share a major investor, nonetheless!

			*39 The roadblocks to addressing obesity in America are many—primary among them, that many people can’t afford and can’t access healthy food, and don’t have the time to prepare it if they can. This program addresses a different, but related issue: that the kind of diet that benefits cardiac health isn’t necessarily the kind of comfort-food diet a 70-year-old Arkansan living outside Little Rock would have grown up with or chosen for him- or herself.

			*40 What feminist writer Silvia Federici would describe as “feminized labor.”
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WHAT LIES BEYOND

			PART III: WHAT LIES BEYOND

			Once the federal actor—the single payer—bears the costs of providing our care and the risks and costs of what happens when care is not provided, once we force it to confront the suffering of all its people, it can finally be used as a tool for realizing health justice. It becomes the only extension of our democratic government that feels, and that can be made accountable for, the strain of America’s collective miseries. It is forced, in a way that no other government program is forced, to reckon with the financial consequences of health inequity—and that might have the power and resources to address them.

			We witness the final marks of health inequity in the clinic, the hospital, the graveyard. But they are branded upon us much earlier—in the neighborhood, in the home, in the womb. If we wish to address health inequity, to heal the wounds of health injustice, our goal becomes to not just treat the illness, but to resolve or prevent that which makes us ill.

			In this final part of the book, I will discuss some of the causes of health inequity and their structural roots. This section is not meant to serve as a zoo of suffering people. It would be insufficient to simply catalog the flavors of American agony. Rather, I reckon that we have been atomized in our suffering. We have been persuaded that the ways we hurt are fundamentally disjointed from one another, and we are encouraged to submit to this alienation from the people around us.

			I reject this notion. Our tears all fall into the same deep basin. Health inequity—health injustice—is written, long or short, upon each of us in the same hand. I hope to illustrate the depth and breadth of how it manifests, in both the structural and personal; and then, at the end, I’ll explain why I believe this means there is a shared cause in our different struggles to help ourselves and the people we love.

			THE SOCIAL DETERMINANTS OF HEALTH

			
				Health policy has a term I like: the “social determinants of health.” They are just what they say on the box: the social and societal factors that determine your health status. Remember from earlier in the book that access to healthcare (varied as it is) only represents a fifth of the known difference between different people’s health outcomes? These determinants make up much, if not all, of the rest.1

			Social determinants are the constellation of extraclinical factors—things that happen outside the hospital or doctor’s office—that shape how, why, and how severely a person becomes ill. In many cases, they’re more influential than the quality of treatment in patient outcomes. Whether or not a person will recover after surgery is, in large part, determined long before they are admitted to the hospital. If you want to reduce maternal mortality, for example, but you only intervene at the time of delivery, you’re too late.

			Just as a person with no place to live or no food to eat is likely to face worse health outcomes and require more (and more expensive) healthcare than a person with a safe home and a healthy diet, people who have been denied other social determinants will be sicker, die sooner, and require more medical care (which, under the current American model, they are unlikely to be able to access). They are as much “healthcare” as is penicillin or a knee replacement.

			Unlike illnesses, social determinants are (as the name implies) social constructs. The body is that strange bag of unknowable goo, and no law on Earth can govern the movements of blood or tissue. Whether a person gets asthma, lupus, borderline personality disorder, or cancer is in large part uncontrollable and irreversible (even if the disorder can be treated). But the social conditions that make those illnesses more likely or more severe are absolutely within our control. There is no law of nature that denies every person in America a safe place to sleep or healthy food to eat. There is only an institutional refusal to see it provisioned.

			Here are some of these social determinants and their role in American health.

			HOUSING

			
				If your people are suffering because they don’t have a place to live, or if the places they live are unsafe, then housing is healthcare, and you must build safe social housing to reduce healthcare inequity and bring healthcare costs down.

			Exposure to a Chicago winter or a Phoenix summer kills faster than cancer. People who are chronically homeless are at higher risk of many kinds of severe illnesses (including cancer), report a rate of mental illness several times higher than that of housed people, and have a life expectancy about 25 years shorter than the rest of the population.2 And by virtue of their homelessness—not a personal or moral failing, but representative of a national refusal to recognize a right to shelter or let people have a place to live—they are also very expensive to take care of.

			This is all intuitive and hardly radical. Every emergency nurse in every hospital in America knows the list of “frequent utilizer” patients who show up over and over and over again either because they don’t have a home and don’t have any other place to go in extreme weather, or because they have a serious medical problem and nowhere to live and nowhere to receive regular care.*1 These conditions make them very expensive to treat, and they need care frequently. As institutions with money begin to feel the pressure of these hospital admissions, they’ve gradually decided to experiment with investing in housing.

			New York’s Medicaid program has spent hundreds of millions of dollars on its Supportive Housing Initiative, targeted at Medicaid recipients who are particularly expensive (similar to the general cost curve in American healthcare, a fifth of the state’s Medicaid recipients have significant medical needs and require three-quarters of its Medicaid dollars).3 This program, which includes things like subsidized rent, housing assistance, and budgeting for direct housing construction, reduces the time each patient spends in the hospital by 60 percent after a year of housing, and lessens their overall Medicaid spending by about $6,000 per person.4 In Chicago, the University of Illinois hospital started a program to provide a small number of unhoused patients (whose frequent hospital visits cost the hospital an average of $1,500 a night) with government-subsidized housing and a social worker to help them transition and manage their long-term health needs. They saw a reduction in per-patient costs of 18 percent and, after the pilot, doubled the size of the program.5 In Portland, Oregon, and Orlando, Florida, hospitals are directly funding the construction of housing, citing similar arguments about reducing hospital use and cost.

			What’s unsaid in these stories is that the only reason hospitals are investing in housing is that they’re compelled by federal legislation to stabilize anyone who enters their emergency department: they have been inadvertently forced to bear some long-term costs of homelessness. Is this the patchwork model by which we want to understand housing as healthcare? Must we determine someone’s worthiness of a home by whether their individual homelessness costs a particular company too much money? Despite the best intentions of hospitals like U of I, they’re housing people a couple dozen at a time—while there are thousands of people still sleeping outside, well beyond the capability of any hospital to treat.

			It is not only the absence of housing that affects healthcare. We are made sick by the quality and safety of our housing. We fall sick if those homes are polluted or full of mold. Unsafe homes punish children with lifelong developmental and respiratory illnesses for the sin of being born poor, for growing up drinking poison and breathing spores. Sometimes the only housing available to poor people is cramped, poorly constructed or maintained, tumbledown structures—and sometimes these homes are death traps. Despite its location in one of the wealthiest boroughs of London, the dilapidated Grenfell Tower fire’s death toll of 74 counted only poor among its rank. There was no affordable safe housing for those people who were lost in Oakland’s Ghost Ship. Immolation is a death reserved for the poor.

			FOOD

			
				If your people are suffering because they don’t have access to healthy food to eat, or they don’t have any food at all—and so they’re getting diabetes or comorbidities of diabetes like cardiac failure—then food is healthcare, and you must provide them with affordable or free food options, as well as the time, space, and materials required to prepare them. This will reduce health inequity and bring healthcare costs down.

			In America, food-related health problems come in two varieties: those of not having enough food, also known as food insecurity, and those of not eating (or having access to) the right kinds of food.

			About 50 million Americans faced food insecurity in 2013.6 Of the food-insecure families served by food bank network Feeding America in 2014, over half were forced to choose between food and utilities, transportation, medical care, or rent. In other words: nearly a tenth of American families have to choose between their meals and their medicine, or their meals and their housing. Food insecurity correlates with serious health conditions that can linger for an entire life: worsened nutritional and mental health in youth,7 diabetes and hypertension in adults,8 and significant physical impairment to senior citizens. (Per one study, “seniors experiencing food insecurity are more likely to have limitations in activities of daily living akin to a food-secure senior 14 years older.”)9

			The other food problem is diet. In many parts of the country, urban and rural, it’s relatively easy to access calorie-rich, convenient, and inexpensive unhealthy food, and relatively difficult to obtain or prepare healthier food. When people eat unhealthily over a sustained period of time they run the risk of becoming obese or getting diabetes, conditions that significantly affect their long-term health outcomes and risk of medical complications.10 You’ve probably heard the term “food desert,” a term that describes an area without access to affordable healthy food. This is, of course, an entirely man-made phenomenon in which the free market decides it just isn’t profitable to sell affordable healthy food to people in poor neighborhoods.

			Unlike the example of housing, there is no single actor who bears the costs for society’s long-term problems of food—perhaps Medicaid comes closest, if anyone. Hunger is sated quickly, but nutrition’s effects on the body take time to develop; solutions to food problems might take a decade to be fully digested. As a result, there are fewer flashy high-dollar public-private partnerships to tout, and those that do exist focus primarily on diet. In 2010, the Obama administration carried forth the banner of public-private partnerships and approved the Healthy Food Financing Initiative, which spent $220 million to incentivize supermarkets to move into food deserts, mostly through subsidies. While it helped grocery stores open in underserved areas, it could not guarantee people could afford the resulting accessible food and failed to change diets among the people it targeted.11

			Which makes sense, right? Like housing, food access does not seem to be a thing that can be solved by properly incentivizing for-profit entities to take care of it. The food desert is an abstraction of the problems driven by our collective failure to ensure all people have the food they need and just placing grocery stores in a neighborhood does not necessarily fix any of these problems. Healthy food is more expensive than unhealthy food, and people without a lot of money are less likely to buy it, even if the store selling it is within walking distance. Supermarkets in poor neighborhoods are less likely to sell healthy food than supermarkets in richer ones.12

			“Access” alone is insufficient. Just as “access to healthcare” or, even worse, “affordable access,” does nothing for the person with expensive health problems, “food access” is inadequate to solve the problems of being unable to afford food, or lacking time to prepare it. “Access” alone paves the way for the goblins of “personal responsibility,” which let policy-makers write off suffering as being a natural consequence of the sufferer’s choices; that diabetes could have been avoided if only the poor patient had pinched their pennies and bought more kale. How degrading a worldview.*2

			A proper solution to food and health inequity cannot be summoned up from the dregs of public-private partnerdom, but a good start might look like the community health center in Detroit, which offers cooking classes to its neighbors, or Medicare- or Medicaid-sponsored meal delivery services for elderly or disabled people.

			By bearing responsibility for paying for the long-term costs of food inequity, after they manifest in the hospital, a single-payer program can be forced to feel the agony of starvation of malnutrition in a way private insurance can’t and won’t, and it can support the relatively simple and cheap programs that might alleviate it: kitchens, robust and generous food pantries, and community spaces for cooking and eating.

			MORE SOCIAL DETERMINANTS OF HEALTH

			The problems of housing and food are not big-brain nerd problems like “How do we go to Mars?” They are problems with easy-to-understand solutions and resources readily available in America. As it stands, though, nobody feels the pressure and heat to act; to sponsor the simple solutions to suffering. But by virtue of the relationship between the social determinants of health and health costs, we can use single-payer to build pressure to demand this accountability from the state.

			Our government, and the people who run it, are happy to reap the rewards of our collective labor and our collective triumphs.*3 But this relationship only runs one way: our government has self-insulated, and refuses to suffer when its people suffer. This is a wonderful piece of magicianship, because the state has made sure that the consequences of the problems it permits—lack of housing, lack of food, a broken healthcare system—will not afflict the state directly or fiscally. The state can “feel” only through its finances; when a child goes hungry or a homeless person freezes to death or a family receives a $40,000 bill for an emergency room visit, the state spends nothing and feels nothing. Austerity and “fiscal responsibility” are the tools for the American state to deny accountability for the American suffering it has permitted, or even caused, all in the service of its total capitulation to the interests of people who have money and power.

			And so the goal is to force ourselves to suffer collectively when one among us suffers—to pay gladly the full sum of our healthcare costs—and to use our great assembled might to work to ensure that nobody need suffer again.

			If your people are suffering because their ground has been made toxic, if their water has been made poisonous, if the places they live have been made lethal, then environmentalism is healthcare, and you must provide the rehabilitation, relocation, and resuscitation of both person and earth to bring healthcare costs down. The people of Flint, Michigan, have been poisoned with lead after crumbling city infrastructure exposed water mains to corrosion. Lead poisoning can take decades to reveal itself, and Flint’s children will likely suffer lifelong cognitive and neurological impairment.13 Milwaukee, too, faces a similar crisis: gentrification construction jostled water pipes in poor and Black neighborhoods, knocking lead into the water—a crisis to which the city has been humiliatingly inadequate in its response.14 In San Francisco, the Bayview–Hunters Point neighborhood has seen a decades-long cover-up of the toxic waste that’s been dumped and ignored in the backyards of poor families, people of color, and public housing. It was hardly a secret—the people who live there know what’s up. They know why their life expectancy is 14 years shorter than the life expectancy in Nob Hill, just three miles north. But nobody listened to them. After a 15-year city cover-up—eventually revealed by a determined local reporter—the desecration of Bayview–Hunters Point only registered among the wealthier types because YIMBY*4 dipshits and their waxy-faced wieners in city hall want to use the neighborhood to throw up more condos for rich goobers.*5

			If your schools are in shambles, falling apart around their students; if your teachers don’t have the supplies, space, or training to teach; if the classroom holds nothing for its children and, in turn, its children abandon it—then you must understand that education is healthcare. Educational attainment very strongly correlates with health outcomes, both direct mortality and the adoption of important health behaviors.15 Both are true: health is a prerequisite to education, and education also improves health. Children with more access to educational opportunities (holding constant other factors like income and school quality) smoke less, drink less, and have fewer health conditions two decades later. This effect, like many, compounds across generations. Babies born to pregnant people with less education are more likely to die before their first birthday.16 One study found each additional year of education associates with a 7–9 percent decline in infant mortality.17*6

			To a large degree, both intra- and intergenerational effects are tied to a web of underlying factors like income, neighborhood safety, and parental involvement. A family with the resources to afford a healthy pregnancy and delivery, plus active participation in a child’s education, is more likely to show better long-term health outcomes. When families are provided safe and competent education, and (like food) have the time and space to use it, they benefit: in one study, children from poor families in Chicago who were given educational enrichment from pre-kindergarten to third grade showed “lower rates of out-of-home placement (indicating child abuse), lower rates of arrests and conviction for violent behaviors, and lower rates of disability” compared to children from similar neighborhoods by age 24.18 This fight, too, is one of healthcare.

			If your people can’t afford the necessities of life—food, shelter, medicine—or if affording a basic existence comes at such a cost that they’re left ragged and hurting, then you understand that income is healthcare. Poverty haunts us from cradle to grave: lower income is associated with higher infant mortality and shorter lifespans.19 If, in 2014, all states had increased their minimum wage by one dollar, there would have been 2,790 fewer low-birth-weight births and 518 fewer postneonatal deaths.20 There exists a hideous strain of wretched thought that posits that suffering associated with impoverishment stems from a “culture of poverty,” or some innate crudeness among the lower classes, whose ignorance and foul dirtiness cause their own ruin. This is loathsome and lazy thinking. The problems associated with poverty are not caused by “culture.” They are caused by poverty and the thousand hateful barnacles that cling to and depend upon it: the double jeopardies of impoverishment and structural racism; of impoverishment and dysfunctional, underfunded schools; of impoverishment and lack of medical facilities. This happens both to people and to places. Where the slow rampage of capitalism has poisoned the land, closed the factories, and left behind only abandoned buildings—where there are no jobs to be had, and nobody can make a promise of a better tomorrow—health outcomes plummet. Deindustrialization, for example, is understood to be a risk factor for opioid addiction.21 And so if you care, or if you have been compelled to care, about the health of your people, you must invest in the slow work of liberating all people from poverty; of tilting against the centuries of exploitation and immiseration for profit.

			We are woven to one another and our surroundings; we are wrapped in fractal webs of gossamer thread that bind us to those forces, seen and unseen, that determine how we live and how we die. And if all these things are healthcare, and if all these things dictate our health outcomes and drive our healthcare costs, and if all these things are, more often than not, imposed upon us, and if we have the ability—and we do—to ameliorate the misery they inflict upon our neighbors and communities, don’t we have the obligation, by our simple moral constitution, to do it? Don’t we have the resources, through single-payer financing, to realize and benefit from it?

			HOUSTON JAILS AS WAREHOUSES FOR THE SICK

			Let me describe how single-payer is woven into a broader tapestry of health justice by talking about Houston, Texas, jail, and mental health.

			I moved to Houston as a teenager for college and consider it as much my hometown as central Wisconsin, where I grew up. It’s a sprawling concrete swamp with heinous summers, and it is (despite the bus system’s best efforts) challenging to navigate without a car; it’s a place with a long and continuing history of violent structural racism; and it’s also home to several million generally warm and unpretentious people, my favorite rap music, and scenes of great and bizarre beauty, both natural and unnatural (plus arguably the greatest variety of cheap and delicious food of any major American city). I visit several times a year, sometimes to give talks about healthcare to any audience willing to listen.

			But you can’t talk about healthcare without talking about mental health. (Or, rather, you shouldn’t. Clearly America’s insurance companies—who understand mental health services to be long-term profit-drainers—are very good at drawing lines between “health” and “mental health.”) And you can’t talk about mental health in Houston without talking about Harris County Jail, the largest “provider” of mental health resources in the city and, by extension, in all of Texas.22

			I have this same conversation with different nouns across the whole goddamn country. You talk about mental healthcare in Austin, and Travis County Jail comes up. In New York, it’s Rikers Island. Wisconsin—Milwaukee County Jail. Hell, in Chicago you speak to anyone about healthcare, and it’s not long before someone mentions that Cook County Jail is the largest provider of mental health services in not just Chicago, but the entire country.23

			That’s a necessary and functional observation, but it doesn’t really explain adequately the mechanism by which the delegation of mental health services to the carceral state happens, or what it looks like. So let’s talk about that.

			I had the chance to speak with Franklin Bynum, a former public defender and socialist who, in 2018, was elected a judge in Harris County’s criminal circuit as part of a massive wave of reform candidates, including a coalition of 17 Black women who challenged Republican incumbents. While a public defender, Bynum worked with people who were suspected of having a mental illness. He walked me through the judicial process by which the link between mental health and prison is forged.

			Every morning that he served as public defender, Bynum woke up to a list of names of people who had been arrested recently and were believed to have mental health disorders. They were held in the Harris County Courthouse, a sleek and pretty modern building in downtown Houston, where, if you looked out from a window just a few stories up, you could see both a bail bond lender and a former slave market.*7 Detainees are held behind each courtroom in dark, dank, dungeonesque cells, so thoroughly hidden from public view that if you were to visit the courthouse, you might never know these holding cells exist.

			Bynum would enter a cell and introduce himself to the detainee. If the detainee were capable of introducing themself and understanding who Bynum was and what his job was, then, in order to help the detainee, Bynum had to help them plead guilty. Not because the detainee was necessarily guilty—but because judges typically refuse to release people on personal bond, and set cash bond far, far out of the reach of the common defendant.

			If you’re a person with a mental illness who has already been locked up for several days without the medication you need to function—in all likelihood, for nonviolent offenses like trespassing or disorderly conduct—the coercion of this arrangement is overwhelming. Plead guilty, and you might get out on time served. Fight it, and you’re looking at more time locked up without care. So people plead guilty to things they shouldn’t have to just so they can get their medicine.

			This also has the side effect of “speeding the docket” for the courthouse so the judge looks more productive and has less work to do.

			Frankly, this grim scenario presumes the detainee is lucky enough to pass as functioning normally. If the detainee is unable to identify themself, if they’re in the middle of a serious mental health episode, if they were to declare to Bynum that they were the “king of Houston” or otherwise indicate a paranoid or hallucinatory episode, things become more drastic. Now the detainee is held longer—up to 30 days—until the county can provide a brief session with a psychiatrist. The detainee is held in a hospital wing of the prison, or a prison wing of a hospital.

			There’s this concept of the “prison-to-hospital” pipeline that comes up when talking about people with mental illnesses in jail. Except pipelines are generally orderly and unidirectional. Here, it’s more like a pinball machine. Giant, invisible flippers bounce people around, from jail to hospital to jail to hospital, and at some point, there’s no functional difference between the two. We refuse to care for people, and so they become sick. We make them sick. And if you’re the wrong kind of sick, or if you’re the wrong kind of person, we delegate your care to the prisons, which are becoming increasingly privatized.

			I mean, hell, you can’t look at the opioid epidemic in America without witnessing our massive and almost entirely carceral response to it—a call from a playbook tested mostly on Black and Brown people during the War on Drugs. There’s a whole generation of children out there who barely know their parents because we decided their parents’ sickness is a crime, and one for which the only solution is lockup, not treatment (a standard, of course, never set for people who have money), and never, under any circumstances, actual relief.

			It’s technically not a crime to be poor, it’s technically not a crime to be sick, it’s technically not a crime to be Black or Brown, but once you fall into the intersections, the rules change on you. If you’re a poor single mother of color, for example—you have virtually no right to privacy.24 If you’re in Section 8 housing, a state agent comes to your apartment twice a month and counts the shoes on your shoe rack. If they find too many, or if you’re a single mother and they find a man’s shoes, you can lose your benefits.*8 If you’re disabled and on Medicaid, every month a nurse comes to your house to check if you’re still disabled, or if you’re faking it. If you’re a Medicaid recipient in a work requirements state, every month you gotta wait in line for hours at an intentionally understaffed office to prove that you’re employed. These are frustrating, confusing forces, sculpted by human hands, that drive people into jails. So long as we use prison to hide those who have been made “undesirable,” healthcare and prison are inseparable.

			While it is well-intentioned and technically correct to claim that prisons are the largest providers of mental healthcare in the United States, the technicalities mask great suffering. Prisons might dispense what are legally categorized as “mental health services,” but (as the brilliant prison abolitionist Mariame Kaba points out) they don’t provide mental healthcare.25 So long as they are behind bars, no prisoner will receive the care, support, or resources they need to handle whatever illness has damned them to incarceration in the first place; no prisoner will be saved from the inevitable reincarcerations when that illness persists beyond the bars.

			Prisons are not hospitals. They are warehouses for the mentally ill. They are storage units for the unwanted.

			The Democrats, the liberals, they know this is bad. And luckily, they have a plan. A few years ago I volunteered on a project for the Laura and James Arnold Foundation (LJAF), also based in Houston.*9 The LJAF is a huge do-gooder foundation funded by some portion of the billions of dollars John Arnold made in energy trading. It seeks, generally, to fund so-called “data-driven” reforms. They wanted to understand what predicts recidivism—that is, why do people who go to jail go back to jail? So they took these three brilliant data scientists, plus me, and we got our little Mission: Impossible–clean-room-style virtual machine, and we looked at police records and jail data and courthouse records. After all this hemming and hawing, after all this brainpower and technical expertise, we discovered that the people who go to jail most often, and who return to jail after going to jail, are people who are arrested for the crime of being homeless. They get arrested for being homeless, they go to jail for being homeless, then they get released and remain homeless.

			This is a revelation for these people.

			The LJAF takes projects like these and, at least in Houston, is building little opaque computers for judges that indicate whether it thinks a given defendant should receive the less cumbersome personal recognizance bond, or an impossible cash bond. The computer—a kind of black box—aggregates historical data on people who have previously been sentenced to jail to determine who should be given basic empathy. Since the history of incarceration has disproportionately affected poor people, people of color, and sick people,*10 the black box also disproportionately suggests that these people continue being detained under bonds they can’t afford—in precisely the same way as they were before. Not much has changed—except this time, a computer tells the judge they’re doing the right thing.

			The Arnold Foundation understands that cash bail unnecessarily harms people. In fact, they’re very concerned about it. It’s just that their vision of a better world is one in which some people are necessarily harmed, and we have a chart to tell us that they deserve it.

			This is the neoliberal approach to the carceral state. Not to dismantle it, but to rationalize it. To invent processes that reenact already-existing acts of structural violence—the dehumanization of poor, sick, and Black or Brown people—then cite those old acts of violence as justification for the new acts of violence. It is a tautological model of immiseration.

			HEALTH JUSTICE

			
				Here is why I opened the third act of a book about single-payer—and why I introduced its first real discussion of mental health—by talking about Houston jails. Mental health is obviously a matter of healthcare, and one that the federal single payer can comfortably offer immediate short-term assistance but limited long-term solutions for. A single payer can pay for mental healthcare and medications without passing costs to the patients. It can lower the price of medication with size and negotiating power.*11 Maybe it can even lead to the public production of drugs. It can even attempt to address our current provider shortage (the fact that there simply aren’t enough psychologists and psychiatrists) by increasing payment for patient care.

			What single-payer cannot do of its own accord is solve problems beyond the clinic or heal the underlying wounds that inflict these miseries in the first place. It is entirely possible to imagine a world in which single-payer is real and people with mental health needs are still jammed into jail cells; a world in which we all visit a doctor whenever we need it without receiving a bill but people whose primary crime is being sick are still warehoused in the prison. When single-payer is passed, and I believe it will be passed, the people we love will still be homeless, will still be poor, will still live on poisoned land, will still be compelled into sickness. If our solutions to human misery are like those of the foundations and the think-tankers and the reasonable policy people—if they are rooted in the implicit justification of some portion of that misery—we will never achieve relief.

			If we believe in the promise of single-payer to help us demand accountability for the structural problems that plague us, we cannot imagine it as a satisfactory endpoint. We cannot fight for health justice without fighting those forces that make people unwell in the first place.

			Health policy is the power of life and death. We must demand nothing less than its public control. To set our aims anywhere else is to be satisfied with insurance. Essential, tremendous, life-changing universal comprehensive insurance—but, still, insurance.

			Insurance is not enough. Our goal is not just insurance, but emancipation. We must put the people who have been most harmed at the front of the line. We must walk together every step of the way. We must never compromise until all of us have been liberated.

			THE STRUCTURAL DETERMINANTS OF HEALTH

			Liberated how? From what?

			The framework of health justice emphasizes that the material things that affect our daily lives also affect our health. Medicine is complicated, but the basic structure of public health needn’t be: if you are deprived of the things you need to stay healthy, it follows that you’ll become sick. So why do some people have these social determinants, and others don’t? Why do some people have housing, food, and income, while others are left in the dirt?

			Why and how these social determinants appear isn’t random. There are causes, underlying forces that dictate their arc of deprivation and misery and their impacts on health. I’m going to call these underlying forces the structural determinants of health. Let’s talk about what I see as the big three: racism, sexism, and poverty.

			RACISM

			
				In America, people of color are more likely than white people to report being in poor health. For a given health condition, Black people are more likely than white people to suffer worse outcomes.*12 As a result, there’s a widely held conclusion, even among the academics and other nerdlinger-types in health policy, that health outcomes differ by race. This conclusion is lazy. Health outcomes don’t differ because of race. They differ because of racism.

			There is no racial propensity for infant death that explains why Black infants die at more than twice the rate—11.4 per thousand—of white infants.26 There is no innate characteristic of Black men that predisposes them to live five years shorter than white men.27 (Not for lack of searching: in 2007, Oprah and Dr. Oz posited a theory that those slaves who had survived the brutal, grotesque Middle Passage were more able to retain salt than those slaves who died, thus passing on a genetic predisposition for salt retention, leading to higher rates of fatal hypertension. This theory was convincingly debunked 15 years before it appeared on TV.)28 Instead, it is the brutal and numerous minglings of structural racism and its effects that are etched into the bodies of people of color in America.

			The ways in which this happens run a spectrum as broad and varied as the American creativity for reimagining white supremacy. Immigrants, for example, whose jobs often don’t come with insurance, find themselves with restricted access to healthcare, or put off seeking urgent care out of fear of deportation or punishment. This is not alleviated by citizenship; in fact, perversely, it often gets worse—children of immigrants, and children of children of immigrants, have more health conditions (like developmental problems, learning disabilities, or respiratory illness) and worse health outcomes than their parents.29 There’s a selection effect here—the United States’s rigid immigration policies make it more difficult for sick people to immigrate—but the generational worsening of immigrant health is soundly demonstrated and yet difficult to examine. Racial minorities in America face not only difficulty accessing good care, but receive worse care when they can get it. They also encounter more actively harmful health factors, like unsafe or polluted neighborhoods—even more so if they’re poor. To many immigrants, especially ethnic minorities, America simply makes you sick.30

			Urban segregation is a readily visible and physically tangible consequence of structural racism with an obvious impact on health. In 2001, at least six major American cities were about as segregated as South Africa was during apartheid.*13 Black and Hispanic neighborhoods in segregated cities have more concentrated poverty, poorer public schools, worse and more cramped housing, and a higher rate of regular exposure to environmental hazards.31 This has not happened by accident—it is the result of decades and decades of racially motivated choices by city councils, mortgage brokers, urban planners, and federal lenders. These social determinants of health were assigned by racist malice.

			All of this is stressful. That stress—the repetitive onslaught of social, psychological, physical, and chemical stressors, racism both actively and passively experienced, packed and hardened over time—has health consequences. Everyday discrimination has been linked to a host of negative health outcomes, from coronary artery calcification32 to high blood pressure33 to lower birth weight.34

			This is not simply reducible to wealth or “socioeconomic status”; racism is intermingled with, but distinct from, economic exploitation. When income, condition severity, and other factors are controlled, Black men with cardiac conditions receive less diagnostic care than white men while receiving invasive procedures more frequently.35

			Atop this foundation, there are built racialized differences in American responses to health crises. We generally understand that the opioid epidemic in America is driven more by illness than a crime wave. Some states and cities debate or even roll out sweeping, comprehensive programs to treat opioid use disorder like an addiction instead of an epidemic of criminal mentality. This is obviously the moral and correct way to handle Opioid Use Disorder (OUD): with rehab, with therapy, with pain management, with decriminalization, and with empathy. But this was not the case during the crack epidemic, which carried with it horror stories of urban warfare and gang affiliations and a new, unstoppable breed of Black child “superpredators”—a heinously racist myth endorsed by a sitting U.S. president!

			The American response to the old epidemic of addiction was aggressively carceral, to the point that we disappeared an entire generation of Black men. The American response to the new one features wall-to-wall command centers, national debates, the language of safety and reintegration.*14 Cops bring NARCAN to middle-class white neighborhoods with high numbers of OUD calls. They bring guns to Black and Brown and poor ones.

			SEXISM

			
				Heavy is the hammer that beats down upon women and trans people. One statistic is so raw and so heinous that it’s broken through into pop culture: America’s maternal mortality rate is the highest in the so-called “first world.” Twenty-six mothers die for every 100,000 live births.36 That’s almost three times higher than in the UK, and nearly seven times higher than in Finland.37

			If most premature deaths are avoidable, and they are, it’s these deaths during and after delivery that are most flagrant in their absurd cruelty. Half of these deaths could have been prevented—not through lifestyle changes or long-term courses of medication, but through simple, common clinical procedures.38 Doctors habitually ignore or underestimate mothers’ reports of pain, especially when those patients are Black mothers, and then are surprised when that pain stems from complications that require urgent care. Mothers bleed out on the operating table because their physicians and nurses don’t take their blood pressure at appropriate intervals. Amniotic fluid or postoperative wounds become infected after delivery and aren’t caught or treated in time.

			Here, as elsewhere, there is not a uniform distribution of misery. Black mothers die during childbirth at over three times the rate of white mothers.39 This is a pain not prevented by individual wealth or power: even Serena Williams, the greatest professional athlete of our generation, found her symptoms ignored by her medical staff, and came close to death during her own delivery.40

			Then there are those who are powerless and pregnant. So-called “fetal protection laws,” passed by a set of reactionary legislators in over a dozen states, conjure up myths of “crack babies” and their resulting costs to the welfare state, to target pregnant people*15 who are battling drug addiction. These pregnant people are disproportionately poor people and people of color. Someone who presents signs of drug usage at a prenatal visit, or who tests positive for crack, can be shackled and thrown in jail—again, the warehouse for the undesired—where they will give birth on a metal slab, arms and legs bound.41

			Shackled delivery is made yet more disgusting by the fact that fetal exposure to crack, in isolation, has not been linked to any discovered disorder, condition, or syndrome.42 And despite the clear science linking polluted housing, alcohol exposure, and smoke—including secondhand smoke from someone other than the mother—to birth defects, the ghoulish, punitive, racist “fetal protection” crowd doesn’t concern themselves with finding preventative solutions in those areas.

			Then, of course, there’s abortion. Abortion is essential medicine, simple to perform chemically or through a basic medical procedure. It’s about 14 times safer than giving birth,43 and significantly safer than carrying an unwanted pregnancy to term.44 Yet getting an abortion requires navigating a mass of regulations insane in proportion to its ease and complication rate. I can’t think of a similar instance of so simple a medical procedure so aggressively complicated by policy. This policy is, of course, intentionally designed to restrict access to abortion and other reproductive services.*16

			The game has been rigged such that people who need abortions suffer exponentially as the restrictions fold in upon themselves—the Hyde Amendment prohibits federal funds from being used on abortion services, which disproportionately affects pregnant people who don’t have insurance or whose insurance doesn’t cover abortion and thus might need financial assistance to get care.*17 These people are more likely to be poor. At the same time, Targeted Regulation of Abortion Providers (TRAP) laws are very narrow provisions that target abortion clinics and impose excessively onerous and expensive requirements upon them—requirements more stringent than those placed on other medical clinics performing more complicated procedures. Clinics close, and some patients have to travel hundreds of miles to seek help. These people, again, are more likely to be poor.

			That these are the two readily apparent consequences of sexism in healthcare is a complication from a deeper injury: womanhood, and the genre of “women’s health,” has been reduced to one’s reproductive capability—one’s “usefulness.” This reduction is a massive act of structural violence, the consequences of which can be witnessed in other kinds of health inequity: for example, medicine optimized for men just doesn’t work quite as well on women. Women (and non-binary and trans people) are historically underrepresented in clinical trials, leading to both a higher rate of adverse side effects when taking pharmaceuticals45 and worsened outcomes when treated with procedures that were tested disproportionately on men.46

			Of course, these structural forces don’t ride alone. Women and transwomen are disproportionately poorer than men, and thus more dependent on social programs for their access to healthcare.47 Poverty is feminized.

			POVERTY

			
				Sometimes, when a politician feels bad about poverty, they’ll talk about “socioeconomic status” and how health outcomes, etc., differ by it. This is like saying that health outcomes differ by “race” without specifying that racism is, in fact, forcing the difference—it confuses the smoke for the fire, and presumes that some portion of the whole explosion is inevitable. The construction of socioeconomic status disguises its composite categories, chief of which is income. When somebody is of “low socioeconomic status,” it almost always means they’re poor.

			Poverty is complex, but it’s not complicated. Poverty happens to most Americans at some point in their life—it is not an impermeable caste of Americans, but a cycle into and out of which people dip, sometimes multiple times a year. The cause of poverty is, of course, not having enough money. It can be caused or exacerbated by not having food, housing, or healthcare, which have their own causes and concurrences, like sexism and racism—all of which, in turn, deprive a person of the ability to make money. That is to say, not having money usually means you won’t make money. Acquiring money is contingent upon having the ability to contribute your body or your wallet to the American economic sphere.

			The invention of “socioeconomic status” ignores (or is not capable of understanding) that this is not something that happens accidentally. God did not shake the Earth like a snow globe and let the pieces fall as they may, determining in God’s infinite wisdom that some people should lack what they need, while others swim in it a hundred million times over. That money was taken from some people and given to others. This is not a question of “poverty” as much it is one of impoverishment: people are not inherently poor; they’re made poor.

			When a growing amount of wealth is hoarded by a shrinking number of people, most of us can draw a connection between poverty and illness from somewhere in our own lives. So instead of pointing out the minutiae within “poor people are sicker than wealthy people,” let’s talk briefly about two groups completely shunned from the American economic sphere in different ways, and the extreme depravity of their health outcomes: Native Americans and transgender women of color.

			Native Americans

			
				Native Americans have been massacred and forcibly relocated into reservations across the United States—reservations often chosen because the land was not profitable to American farmers.*18 This extreme violence, now transformed into economic and racial segregation disguised as some sort of American benevolence, has crippling health consequences: in many states, Natives live 20 years shorter than non–Native Americans on average.

			Some of these reservations are more remote than others, where echoes of past violence ring louder. The Rosebud Sioux reservation in southern South Dakota sits on a patch of land you might generously describe as “the middle of nowhere.” There are few jobs, substandard housing, and high school graduation rates under 60 percent. Average family income is $18,000 a year,48 less than a quarter of the 2016 American average family income of just under $80,000.

			American life expectancy for men is about 79 years. But on the Rosebud reservation in southern South Dakota, male life expectancy is 47 years.49 Since the introduction of the European to the American continent, Rosebud Sioux lifespan has dropped—almost by half—while lifespan of the European colonists and their descendants has more than doubled. Young adults on the Rosebud reservation aged 15 to 24 commit suicide at almost three times the rate of the rest of the teenaged American population.

			And when Natives do get sick, there aren’t many resources available for them. The Indian Health Service (IHS) is under siege. The IHS ostensibly pays for Native care, but receives a set amount of money (also known as a “block grant”) each year, regardless of how many people need healthcare. Money runs out. Since so many IHS hospitals are in remote areas, IHS has difficulty recruiting health professionals—those who do join usually work short contracts, or rotate through on J-1 visa programs.50 Remote hospitals are often unable to provide help beyond primary care, so IHS has to contract with private specialists at rates Congress does not adequately fund.*19 Natives can theoretically leave the reservation for care, but many live in non-expansion states and are not eligible for Medicaid—or any help at all.

			As a result, the amount of money spent on Native healthcare per capita is about a third of that spent nationally.*20 What care is provided is, frankly, lousy—in Rosebud, children have been born in bathrooms and heart attack patients have waited over an hour for care.51

			Transgender Women of Color

			
				Transgender women of color are subject to forces of racism, sexism, and transsexism. Pushed out of the mainstream economic system, they are significantly more likely than cis women of color and white trans women to, at times, engage in sex work to obtain money, food, housing, clothes, or other necessary goods.52 Deterred from engaging in the healthcare system by experiences with unhelpful or actively antagonistic healthcare providers,53 over a fifth of transgender women in the United States have HIV, a rate 48 times higher than all adults of reproductive age.54 Among the transgender women with new clinical diagnoses of HIV/AIDS between 2009 and 2014, half were Black and a fifth were Latina.55

			Of course, there’s a carceral element here. Under the pretenses of public health, 33 states prosecute people with HIV who knowingly engage in various behaviors that may potentially transmit, or are assumed to transmit, the virus to others. These laws typically don’t take into account the use of pre-exposure prophylaxis or condoms.56 At least 180 people were been prosecuted under these laws between 2008 and 2013, including countless arrests for low-risk actions such as consensual, protected sex, and negligible-risk actions, such as biting and spitting. These laws are both worthless from an infectious disease prevention standpoint and only serve to perpetuate HIV stigma and discrimination. Ten states go so far as to force convicted individuals to register as sex offenders, making it even harder to obtain gainful, stable employment.57

			Transgender women of color living with HIV are therefore comprehensively excluded from the traditional economic sphere and face a high risk of incarceration every time they perform commercial sex work, but they have few other moneymaking alternatives available to them. That incarceration increases their health risks: not only may they lose access to crucial antiretroviral therapy (ART) for HIV and hormone therapies while incarcerated, but they may also be exposed to physical and sexual violence due to their gender identity, especially when housed in an all-male prison complex.58

			The prisons are hungry for trans women of color. Vague municipal loitering laws give police officers license to profile, harass, “deface,” attack, and arrest them under pretenses of a possible prostitution charge.59 It doesn’t take much. Some jurisdictions permit but a single condom wrapper to be used as “probable cause” for arrest—it even happened in San Francisco. In a 2012 report on this practice, Human Rights Watch found that transgender women were often harassed and arrested for carrying condoms, whether or not they were or had ever been engaged in sex work.60

			So what do you do? You’re damned if you do, damned if you don’t. Don’t carry condoms, and you’re exposing yourself and others to significant health risks. Carry condoms, and you can get picked up—or worse. Police are six times more likely to assault transgender people of color than white cisgender individuals.61 This is a tortuous, brutal web, a construction of pure injustice that preys on people already vulnerable to health injustice and exacerbates their suffering.

			BABYLAND

			These structural determinants converge in Babyland.

			Memphis is the largest majority-Black city in Tennessee and, as such, is ignored or maligned by state policy-makers. It’s a frequent target of punitive welfare austerity measures and mass purges of welfare rolls. It is also home to several nuclear waste dumps, pushed right up against the poorest neighborhoods. (Half the people in America who live near commercial waste facilities are people of color.)62

			Conditions are so bad that the Shelby County health department now celebrates that the county’s infant mortality rate is down to 9.3 per 1,000 births—still more than the rates of Finland, Japan, Norway, and Spain combined.63 This being America, Black families are disproportionately made to suffer those losses—in Memphis, 20 Black children died for every 1,000 live births as recently as 2003. Twenty! That’s 2 percent of Black births! That statistic isn’t just unimaginable in America; it’s unimaginable, period.

			Where do poor babies go where they die? For a long time they went to Babyland, a corner of the Shelby County public cemetery—a potter’s field for children. They were put to rest in cramped rows below the earth, in unmarked graves a block away from a Walmart.

			Or, at least, they used to be—because in 2014, Babyland filled up.

			Poor Black children in Memphis die in such volume—America is killing the poor Black children of Memphis by poisoning their mothers and poisoning their homes so effectively—that we have run out of room for their bodies.

			When children are dying in such volume that we dump them in a lot behind a Walmart, the fight for single-payer must also be a fight for something much greater than single-payer. It is an effort to demand in our world the health justice we have been denied. For decades, the inadequacy and naked incompetence of the private insurance model has been left unresolved, and like a wound it has started to rot. None of us are safe in our bodies, and the slightest crack can ruin you—and your children—for life. We have been atomized and isolated and made sick—we have been immiserated—by the snakes of structural poverty, by structural racism, by patriarchal domination. The people of America have been crippled by not only a corporatist healthcare model that extracts profit from us like oil, but a colossal machine that seeks to pump wealth from the powerless and give it to those already powerful.

			And so when we fight for health justice, we all fight side by side. Because:

			
				
						
						Environmental justice is health justice.

					

						
						Economic justice is health justice.

					

						
						Reproductive justice—for people who don’t want to reproduce, and for people who do—is health justice

					

						
						And justice for Black lives, justice for brown lives, justice for Native lives, justice for trans lives, justice for the lives of immigrants, justice for people in prison, and the well-being of all people, regardless of age, gender, race, or creed, is health justice.

					

				

			

			This is not a call for charity. It is a call for returning to the people what has been taken from them. It is an effort to fight off the apocalyptic, death-loving monsters who will one day murder every single one of us—but who will set upon some of us sooner, and more savagely, than others.

			Fuck ’em.

			CAUGHT IN THE WEB: OUR EXPERIENCES WITH AMERICAN HEALTHCARE

			The particular intersections of health inequity laid out previously are huge and horrifying. But health, while huge in its horror, is also intimate and intensely personal; we suffer snugly within its contours as if they were custom-tailored to us. What seems like a small or opaque policy tweak to one person can bring either salvation or damnation for another whose healthcare needs are fragmented or more severe. The horizons of health injustice are dramatically expanded beyond insurance for someone whose healthcare is denied them by the state, by the police, by unsafe housing, by deindustrialization, or by the looming menace of ICE.

			It is better to hear these stories from the people who experience them instead of from my summarization. To this extent, for the next few pages I’m sharing some anonymized anecdotes I’ve collected about health, health justice, and the deprivation thereof, plus some of my own notes. Some of these stories are from people I know well; others are from acquaintances; others yet are from total strangers. A few come from in-person discussion; most I received from the storytellers themselves. I hope they are useful.

			CHRONIC ILLNESS

			Early in December of 2018, I received a notice from Aetna that they would no longer cover a treatment I’ve received every six weeks for the last seven years called IVIG. After five appeals they issued a unilateral decision that their denial was final and I could no longer appeal.

			I live with what is known as an orphan disease, a condition that is so unique or rare in presentation that the patient population is often too small to warrant studies or disease-specific drugs. The basis for the insurer’s denial was a presumption that we lacked proof of the drug’s efficacy to my case

			Before IVIG, attacks of my disease would cause blindness, joint swelling, pain, lesions, neuropathy, and tremors. I had no choice but to rely on dangerously high amounts of prednisone to stay alive. Long-term use of cortisol steroids is extremely dangerous and can cause critical loss of bone mass, adrenal failure, and death.

			We then appealed to Shire, the drug manufacturer, who refused to provide financial assistance on the grounds that I did not have one of four conditions approved by the FDA for treatment with IVIG. The out-of-pocket cost would be $35,000 every six weeks. That’s over $300,000 a year—for one medication. I have fallen through the cracks in a system that focuses more on cost-benefit analysis than patient outcomes, and my health is now rapidly declining.

			Like many people with a chronic illness, advances in medicine mean that with the right treatment protocol, I can live a mostly normal life. If my care is considered to be part of the profit-driven market, I will always be treated at best as a customer and at worst as a liability.

			For those of us who have directly experienced the tremendous burden of the private health insurance model, it is obvious that we need to move to a single-payer system in the United States. When patients or allies get upset with the center-left’s rhetoric of guaranteeing “affordable access” to healthcare instead of Medicare for All, we’re not seeking a handout. We’re fighting for our lives.

			D. P., NEW YORK

			As someone who was born with cystic fibrosis, a brutally aggressive respiratory disease, I am constantly being reminded of the market value of my own body. Some quick numbers: the primary specialty prescription medication I have to take in order to stay breathing costs $292,000 a year. The last time I landed in the hospital, the total bill for my five-day stay was $75,000.

			I currently hold private health insurance through my job, so I’m not paying the full freight on these expenses. Instead, I have the privilege of paying about $5,000 a year rather than $500,000, effectively reimbursing my health insurance company for the service of enabling everyone else to profit off of my body. What a joy and a privilege it fucking is!

			S. W., 28, NEW YORK

			

			—

			There is an irony here that D. P. is extremely valuable to Shire—but only if they can get Aetna to cover IVIG. Otherwise, they’re cast out. This tug-of-war is lethal. No “affordable access” model would take care of D. P. They can’t settle for anything less. And neither must we.

			SURVIVORS OF VIOLENCE

			My mother was a victim of domestic violence at the hands of my father. My siblings and I all experienced his abuse in one form or another. My parents divorced almost 20 years ago, but since my dad is middle-class and relatively put together and my mother is poor and mentally ill, he got away with continuing abuse long after the divorce using the courts, his money and resources. He was ordered to put us on his health insurance, as my mother had none and three out of the four kids were disabled. He would periodically stop paying child support or pull us off the health insurance for periods of time with no consequences. I was born with juvenile rheumatoid arthritis and uveitis, and without going into all the details, both conditions can be permanently disabling if not treated well, and this period of time where money and insurance were being taken away were years when my illnesses were very active.

			It was a long time before my mother found a job with insurance so that I could be treated, but by that point the damage of having treatments interrupted had already been done. I won’t ever know if being treated continuously would have prevented this, but I am now irreparably blind because my conditions got progressively worse and the damage became permanent. I have long since accepted and learned to cope with my blindness, but the years of suffering and time spent on vocational rehabilitation probably didn’t have to happen if I’d gotten treatment. For comparison, my sister, who is six years younger with the same conditions, happened to be diagnosed after my mother found work with insurance and had steady and continuous treatment throughout her childhood and adolescence. She has 20/20 vision and minimal damage. A few years ago, when I was doing my clinical internship at a domestic violence agency in grad school, I learned that this is not uncommon with abusers after they no longer have physical access to their victims. Financial abuse and weaponizing health insurance was something I saw happen to many of my clients, and it was always devastating.

			M. P.

			

			—

			Abusers will use any weapon available to them. American health finance hands them a big one: domination of a survivor (and their child’s) healthcare. Often, people who endure domestic violence will stay in the relationship, or stay in the home, because they or their children are financially dependent on their abuser—especially if they have chronic health conditions. The only tool available to a victim is the court system—yet the carceral state is entirely inadequate to the task of addressing domestic violence. Rather, the carceral state being the primary recourse of the abused, and the reluctance of survivors to put their abusers in prison, gives the abuser even more tools of control, prolonging the suffering.

			DISABILITY

			Navigating healthcare in the States reminds me of navigating a church with my disability, especially those modern, contemporary ones, where the lights are turned low and the sound system is tight. I will literally be listening to church leaders open with their mission of inclusivity, while I’m searching for that specific space in the back of the church to sit. Behind rows and rows and rows of folks standing, I look at a sea of denim bottoms. I consider what it would be like if disabled people were part of the planning team. What it would be like if we were included from the beginning of the planning rather than being an afterthought?

			Living with spinal muscular atrophy, a motor neuron disease from which my muscles are slowly wasting away, I’m regularly adapting to new physical strengths (or, rather, weaknesses). I have never been able to transfer myself from one position to another. I have never been able to break the seal of a water bottle and drink. I did, however, used to be able to flip my hair from one part to another or take a big ol’ bite from a raw carrot. Both of these things are mine no longer. These physical weaknesses from this genetic autosomal recessive disease have honed my ability to find solutions and advocate. Of course, I have learned how to tell churches and leadership that disabled people need to be present when creating new spaces or modifying existing ones. Speaking about access is a daily conversation. However, having leadership listen is not often part of my experience.

			Which brings me to why navigating healthcare in the States feels like having to sit in the back of the church. True, I would not be alive without Medicaid. Yes, Medicaid covers my price-gouged power rehab wheelchair, my cough assist machine, and my home-health aides. However, I would like to push us a bit further. I believe we can do better than covering these costs with Medicaid. Medicaid requires that I remain poor to qualify. I cannot be married and receive Medicaid. I cannot own a home or a car and have Medicaid. Also, I must have almost no personal savings. Because Medicaid is allocated by each state, it is not the same coverage from state to state, so in some states, folks with my same diagnosis are not even receiving home-healthcare aides and have to live in institution-like settings, in nursing homes, with little to no quality of life. What if we solved this? What if the disabled were not left out of decision-making about the things that affect our health, whether on the national level or even leftist circles? What if masses of temporarily able-bodied folks were comfortable with acknowledging they have no experience and or knowledge about disability rights? What if these able-bodied folks recognized their opportunity to pass the mic?

			God would not want us excluding Jesus from His church if he were disabled and used a power wheelchair. God would not shun disabled to the back, behind everyone who’s standing and listening to how Jesus wanted us to spread good news to the poor and sick.

			We can actually spread the good news. We can include disabled leaders in creating policy, hire disabled campaign staff, create systems that breathe into access beyond ramps. The disabled and chronically ill should not be set aside, especially in the wealthiest country in the world. We are a country where Amazon pays a whopping $0 in federal income taxes on $11.2 billion in profits. There are 45,000 people dying a year because they don’t have insurance, and countless more insured people dying because these insurance companies are ruthless, denying medicine in this wealthiest country in the history of the world. Unimaginable. We need to tackle our current healthcare system, of profit motives, together. A single-payer system must include disabled people and include long-term care, a system of health justice, where disabled people can own a home if they so choose, be employed doing whatever dream job might be had, and be included in the communities they live in and love. We must prioritize our individual health, and the health of our neighbors over the corporate profits that continue to create greater wealth disparity and poorer health outcomes. We must prioritize healthcare as a right, not a privilege.

			F. P., 41, SOUTHWEST OHIO

			

			—

			It’s not very difficult to listen to people with disabilities and build inclusive movements and inclusive healthcare structures. Failing to do so is a laziness and lack of imagination. Senator Bernie Sanders’s original 2018 Medicare for All bill continued delegating long-term care to state Medicaid programs—if that were to pass, in that form, it would be a moral calamity. It only changed because of organized pressure from the left. Let this be a reminder to never grow complacent with the bills offered to us, and to forever demand the real thing.

			RACE AND HEALTH

			I am a pathologist who specializes in blood transfusion. Historic disparities in the donor base created a near-impossible situation for sickle cell disease. These patients depend on chronic transfusions, which cause a phenomenon known as alloimmunization. Alloimmunization makes them more vulnerable to fatal or debilitating disease complications (stroke, lung and liver failure, blood attacking itself, etc.) from incompatible blood they need to (potentially) save their lives. The “curative” bone marrow transplant or gene therapy is out of most of their means, not just the treatment itself but its chronic post-therapeutic management. And their lives are shortened by these stopgap dependencies: pain-drug dependency requiring detox counseling, and dependency on exorbitantly priced drugs to take iron away from their blood so excess iron doesn’t kill them before the blood might. With no national donor registry—the Red Cross tries to make their own—they inevitably end up in under-resourced public hospitals that may not recognize their illness as what it is, and mistreat them, or let them scream in bed for days with intractable pain and keep them there for days with no end in sight to their admissions. Let’s admit this: this disease, which is pretty common in multiple regions of the country, is nonetheless treated like an “orphan disease” by national agencies. You can guess why. Doctors know and despair.

			D. C., 35, ATLANTA, GEORGIA

			

			—

			
				There are about 100,000 people with sickle cell disease. It disproportionately affects Black people, and 1 in 365 Black children is born with it.64 Structural racism in healthcare goes all the way to the top and all the way to the bottom. People of color both receive less care and receive a greater amount of low-quality care. When a disease like sickle cell resides primarily in a racial minority, or when it affects a population that is not white and wealthy, it is given less attention and fewer resources. This negligence kills.

			One step below the level of research, we find that 30 percent of doctors see 100 percent of patients of color. That is—70 percent of doctors treat only white patients.65 This happens when, for example, a hospital moves out of an urban area with a higher ratio of minorities to the lily-white suburbs. Ostensibly, they do this because the higher uninsured rate in the city drives down the hospital’s net reimbursement rates, though that’s an insufficient argument. It’s just another way to continue segregating healthcare.

			OPIOIDS

			This is my, Timothy Faust’s, essay. I’m 30 years old in 2019, so of course I have friends who have died in the opioid epidemic. It is more unusual to hear a friend has purchased a home than to hear someone has OD’d. I understand the opioid epidemic, more so now than I did when I first took to the road, but it is overwhelming to confront it every day a few hundred miles apart, to hear the same stories—that someone was just out of rehab, that insurance cut them off from a full course of treatment, that someone had just lost a friend, that someone had just lost a sister, that someone had lost five friends just this year—in every city I visited. That people felt comfortable coming to me and telling me their stories, that they shared with me a vision of the better world, is an honor. But it was in Indiana that I cried.

			Indiana is home to Scott County, which you might know as one of the few places in the United States with a new population-wide epidemic of HIV/AIDS.66 We understand the causes:

			
				
						
						One, pharma companies have pushed tamper-resistant pills to market, which can’t be crushed and snorted. This doesn’t do anything to curtail abuse and addiction,67 but it does let a pharma company claim to take opioid addiction Very Seriously while renewing the patent for its cash crop.*21 If you’re a person battling addiction, not being able to snort doesn’t keep you from using. You just dissolve it in water and inject it (or turn to heroin or fentanyl instead).

					

						
						Two, then-governor Mike Pence shut down needle-exchange programs in the state. Needle drugs are for criminals, we’re told, because they’re illegal. Why should we spend money on criminals’ healthcare?

					

						
						Three, the state of Indiana gutted, shut down, or restricted funding for community clinics and places like Planned Parenthood.

					

				

			

			Here’re the breaks: if you’re a person in Indiana battling opioid use disorder, tamper-resistant pills mean you’re more likely to turn to needles. Except now it’s hard to find a clean needle since the needle exchanges shut down, and the other clinics you might turn to for help are unavailable too. The results are grotesque in their predictability: more people get HIV/AIDS and hepatitis C.

			But that’s not where the story ends. We work hard to dehumanize people battling addiction, to deny them the basic decency of personal agency and context. But they have families; they have communities. I spoke with a friendly young man who worked in the school system in Scott County. The county is now home to a necropolity—a mass othering, a people denied their humanity and rendered non-people, a people treated as a big mass of Problems, floating in and out of the jail system. It is not a county of the walking dead, but the walking dehumanized.

			Indiana has a very low property tax cap, which limits school funding, and it also has a robust school voucher program. Better-off families who didn’t want their kids to attend school with the children of people with HIV/AIDS or people in jail or people who use opioids sent their kids—and their tax dollars—elsewhere.

			The flight exacerbated the drought of public money in Scott County schools. Now the district has a disproportionate rate of kids with someone at home battling addiction or in the system, and less and less money to spend. That’s fewer teachers, less food, and no mental health or guidance programs. The man I spoke with said you could spot a kid going through hell from a mile away—a kid with a parent in the system, a kid without support system…a child unmoored. But there was nothing they could do to help. There was no funding for breakfast or therapy or daycare. There just weren’t any resources for the children of the necropolity.

			And so Scott County schools saw an increase in child suicides.

			TIMOTHY FAUST, 30, BROOKLYN, NEW YORK

			

			—

			
				We know the causes of the opioid epidemic: drug manufacturers have lied, cheated, and bribed to make sure their painkillers are sold as broadly as possible. Purdue Pharma lied to doctors, patients, and regulators to push OxyContin into as many hands as possible, and to be prescribed as strongly as possible. Purdue ignored all evidence of addiction until they were compelled not to by law.68 These motherfuckers keep doing the exact same thing today: in January 2019 the CEO of Insys Therapeutics pled guilty to giving kickbacks to doctors who prescribed Insys’s oral fentanyl spray—even to patients who didn’t need it. The CEO personally pocketed a neat $3.5 million from this arrangement.69 Insys also produced a motivational video parodying A$AP Rocky’s “Fuckin’ Problems” to motivate their sales staff to persuade doctors to prescribe higher (and more expensive) titrations of fentanyl spray to patients on pain medication. A vice president of the company even dressed up in a fentanyl mascot costume.70

			Meanwhile, people are in jail, people are addicted to painkillers from manual labor jobs, people who have chronic pain can’t get the medicine they need, and the Sackler family, who owns Purdue, are throwing $2,500-a-person wine soirees at art museums. It will take $183 billion just to stabilize what they’ve done to America and it’s never going to happen unless we demand it.71

			The current national response to the opioid epidemic takes a supply-side approach. Supply-side interventions primarily focus on where people get drugs from: individual dealers and, occasionally, institutional ones. Now hospitals are spending tons of money to build complicated data-science operations to analyze prescribing behavior, which will do very little except create a new list of names to arrest and prevent people who do need medication from getting it. People with burning, searing, endless pain who are denied opioid medication are just left behind, told to “tough it out” or hope (hope!) that they contract a disease that justifies the medicine they need.

			In this reform model, cops are used as social workers—a match made in hell if there ever was one—and are sometimes sent door to door in neighborhoods with high rates of opioid use to see if they can “help.” (It doesn’t work.) Our approach just means we send a hell of a lot of people to jail—a playbook inherited from the racist War on Drugs—and it clearly doesn’t work. Supply-side interventions send people to prison, but they don’t stem the need for opioids. Removing individual “bad actors” won’t make the problem go away: the pharma industry—or the cartel—will create supply if a demand exists. There are infrequently town “dealers”—people who sell drugs are often people who use them, or friends or family of the end users themselves.

			Underpinning all of this is that, for a lot of people, selling opioids is a rational choice if there aren’t other jobs available. When the dollar store a town over is the only place hiring, selling at least helps you keep the roof over your head. Deindustrialization is a risk factor in opioid misuse.72 We’ve just decimated huge swaths of the country in the past 40 years and this is the consequence. We can’t police our way out of it. We can only build.

			So if you want to reduce opioid use and opioid dealing, address the foundational problems that make it rational in the first place. Decriminalize opioids and free people from jail. Shore up the robust and redistributive social spending required to give people ways to avoid poverty. If there aren’t jobs, make jobs, and ensure nobody’s ability to eat or live safely is dependent upon their ability to work. Finally, invest in the primary care and pain interventions that can be used to help opioid-dependent people, or that can help prevent people from becoming opioid-dependent. We know that patient-directed care—basically, involving the patient and their family in the decision-making about their own care—works.*22 We know there are alternate pain management therapies, or less addictive drugs, that a patient can use. We know we can invest in the things required to help keep people from being in pain in the first place. And only these options—these slow, challenging, empathetic options—might help us help all of America.

			TRANS HEALTH

			My trans brother and I grew up in a rural Californian county with very few dental providers. As a teenager, my brother had to go out of the county to get his wisdom teeth pulled because the one dentist who took our insurance refused to see trans patients.

			A. A.

			I have to receive my insurance from a combination of alternating Medicaid and the Obamacare exchange. Since I came out, I’ve had a harder time getting and keeping work. I’m so lucky that I have a skill I can do remotely as a freelancer; otherwise, I have no idea how I’d be able to survive as a trans person in a cis-male–dominated industry.

			Just having the insurance doesn’t mean things are easy, though. Every year I have to go through a new set of hoops just to get the medications I need. Receptionists and even doctors have misgendered me and even told me they didn’t approve of my being trans while they were writing me prescriptions for the medicine I need. It’s like the dentist telling you you’re a bad person for having a cavity.

			I know some people who take matters into their own hands…kind of a DIY transition culture with black-market hormones. I’ve managed to stay away from that, but I don’t know what I would do if I couldn’t work. This is not recreational healthcare. This is who I am.

			C. H., 32, ILLINOIS

			

			—

			
				Health finance is not kind to trans people. The 2015 U.S. Trans Survey found that a third of trans patients had reported experiencing harassment from a medical provider.73 In January 2018, Health and Human Services (HHS) announced the creation of a new Conscience and Religious Freedom Division, which is explicitly intended to help providers find ways to refuse to perform care for “religious reasons”—similar to how Catholic hospitals can refuse to provide contraception or perform abortions or miscarriage management. Trans people who live in more liberal urban areas might be able to find a provider they’re comfortable with, but that’s not the case for people living in rural or conservative areas. The fight for trans equity in healthcare therefore rides a similar, but not identical, highway as the fight for reproductive justice: both are harmed by patriarchal domination in health and health finance. Single-payer cannot solve these problems on its own, but it can guarantee that trans healthcare is free, and enforce existing prohibitions against turning away patients for reasons of trans identity.

			MATERNAL HEALTH

			For 12 years of my adult life I did not have health insurance, so the only time I had any medical care were visits to urgent care clinics or the ER for serious injuries. After I got married I was able to get on my wife’s insurance. About 25 percent of her pay goes to cover our premiums, which don’t seem to cover much, and we have what many people consider a “good” plan.

			In 2015 we had a stillbirth. Everything in the pregnancy had been going normal, mother and baby were both healthy and happy…until they weren’t.

			The thing a lot of people don’t understand is that a stillbirth isn’t the same thing as a miscarriage. In many instances of miscarriage the woman may not require any hospitalization or greater care beyond some postpartum doctor visits. A——had to give birth to a 4-pound, 2-ounce, 19-inch baby girl who just so happened to no longer be alive. You. Still. Have. To. Give. Birth. There is no light at the end of that tunnel. There will be no happy ending after the baby is born. A——’s body had to go from not being prepared for labor at all to ready to birth a baby before she went septic.

			My wife was in the most painful, torturous labor for 60 hours. The baby was born, we avoided a cesarean. We held our daughter Emerson Lucille (“Emmy Lou” for short) before the nurses took her away to be prepared for the funeral home. We had her cremated and brought her home. We were living in complete despair despite the best efforts of our capable and loving support system.

			A birth isn’t cheap, a five-day hospital stay isn’t cheap, all those drugs and tests aren’t cheap. We spent five days in anguish and pain and terror contemplating how we would go on. After insurance we were about $6,000 dollars in debt. Our daughter died and we had to pay for it.

			A——was back at the job one month later. Every day she had to go into that office and relive that moment until she couldn’t anymore and quit to go back to retail.

			It’s been three years and Emmy has a little sister now. We made a ton of extra appointments to make sure we didn’t have a repeat of last time. That was costly: insurance determined that a lot of those visits weren’t necessary, and wouldn’t cover them. The health debt hasn’t stopped following us. We recently tried to get financing for a home loan so Emmy’s little sister can have a place to grow up, but that medical debt was like a Molotov cocktail to our credit scores.

			I know there’re a lot of people who have it worse. We’re doing pretty good, all things considered. But it still doesn’t make it okay that all of us have to live inside this relentless meat grinder with no reprieve or early release for good behavior.

			C. B., 33, AND A. B., 29, CHICAGO, ILLINOIS

			

			—

			My heart hurts. There are about 25,000 stillbirths a year in America, representing about 1 percent of all pregnancies.74 Up to 20 percent of additional known pregnancies end in miscarriage.75 Reproductive justice is for people who want to reproduce as much as it is for people who don’t, yet America utterly devalues a willingly pregnant person once their pregnancy is ended. To hit the grieving family with five or six figures in medical bills is beyond barbaric—it is cruel.

			MEDICAL COSTS

			I grew up in pretty severe poverty and was lucky enough to have CHIP until the day of my high school graduation. My household had way too many people, and most of my family was severely toxic and difficult to live with. I lived a life similar to those you might see in “inspirational education movies,” in that I tried to work fairly hard in school to avoid my family and my home. As a kid I was diagnosed with ADHD, something that my mother kept secret from me, as she didn’t want me taking stimulants. This made it so that, despite high test scores in school, I constantly failed because I couldn’t focus long enough to do homework.

			Things got tougher in my early teenage years, when I was diagnosed with Marfan syndrome [a rare genetic disorder affecting the body’s connective tissue]. I spent a year of my life taking significant amounts of school off to get poked and prodded and tested to ensure the diagnosis. Although it didn’t affect my health directly at the time, it added on to the frustration and sadness I had felt already because of my poor grades in school. This is when the mental health kicked in, something that my grandmother (a sole force of good holding my insane family together) recognized and wanted to help me with, but as a 17-year-old I feared the stigma and didn’t want to do anything.

			Flash forward to my high school graduation. I lost my insurance the day I graduated, which didn’t seem like much at the time. I was very ready to escape my house, filled with too many people and too many scary ideologies, so I moved out to the city a month after graduating without a job and without a penny to my name beyond first month’s rent.

			I had miraculously been admitted to my state college on the recommendation of a few teachers who really liked me, despite having a 2.0 GPA and barely (and I mean barely) finishing my credits in time. My time at school allowed me to see student clinic doctors when I could afford the co-pay, which wasn’t often. I recall a time during winter break of my freshman year when I developed a severe and painful infection in my throat; I ended up getting in touch with a friend’s mom who was a gynecologist to ask her for recommendations on low-cost healthcare in the area. Instead of recommending a clinic, she wrote a prescription for me that cured it within days. Without insurance, the drug cost me $94.

			Soon enough I dropped out of college because I still couldn’t focus on homework. Things were exceedingly difficult and my mental health got worse and worse in the years following. I managed to discover my ADHD diagnosis right before I began attending a semester at my community college, which was an absolute lifesaver. Medication and therapy helped, but not quite enough. The medication my nurse practitioner thought would be the best cost almost $200 a month without insurance.

			On top of all of this, I had gone half a decade without any sort of checkup on the symptoms of Marfan syndrome. About a year ago I got a delirious fever and was rushed into the ER of a local hospital. Because of the Marfan, the doctor thought I’d had a lung collapse. Thank god, I didn’t, but it was a virus that evolved into a severe and dangerous form of tonsillitis. I saw three doctors before anyone took me seriously. Two more prescriptions, two more ER visits.

			Less than a year ago, due exclusively to health problems and financial struggles caused by them, I was right on the edge of killing myself. I ended up in the psych ward for a week, which was a wake-up call to those around me about the severity of my condition, but the stay itself didn’t end up doing much. A week isn’t enough time to tell. I spent the whole of 2018 seesawing back and forth between stability and absolute chaos.

			I ended up meeting a nurse practitioner, through my grandmother, who has been a godsend. Her co-pays are $75 a visit, which is extremely straining on my wallet, but worth it in the end. Through her, we’ve sorted out my brain back to a point of relative functioning. I work two jobs now, at the city library and teaching private music lessons. I take three medications a day, with several more on hand as needed. With the help of [drug coupon website] GoodRx, I pay $103 a month to stay stable. At my last visit, they forgot to include the discount, and one of my prescriptions rang up as $550—for a 30-day supply.

			My medical debt is crushing me. Despite relative stability, I can’t imagine a foray further into adulthood (I am nearly 24 now) with any sort of success. I’m horrified.

			And I’m in the [Medicaid] gap. Every year since the ACA was instated, I’ve been told that I make too much for Medicaid, but I can’t afford any other plans. It is ruining me.

			W. M., 24, SALT LAKE CITY, UTAH

			

			—

			If you can’t afford healthcare, you don’t seek healthcare. It’s open-and-shut. If you don’t seek healthcare, you get sicker. Why punish people with long-term consequences because they aren’t profitable enough to take care of? W. M. didn’t do a goddamn thing wrong except be born unlucky.

			There’s a legal theory of “financial toxicity,” which I like a lot. It posits that the consequences of medical costs and medical debt are themselves a medical symptom—debt is stressful and incentivizes people to avoid seeking follow-up or further care—and is one that doctors should be aware of.76 Doctors are thus coerced to choose between providing someone with the care they need but can’t afford, or the inadequate care they can afford. Either way, they’re being compelled to harm their patients.

			ABORTION

			In my final year [of college] I had less than a thousand dollars to my name and got pregnant. I couldn’t tell my family. I could count on one hand how many people I told for the first few years. I was on birth control, but I missed some days. I was in a long-term relationship with a partner I would stay with for the better half of that decade. I did everything “right,” and I was deeply ashamed I let this happen. I dropped out of school.

			I’ve spent the bulk of the last decade in therapy and now, at 30 years old, I have more medical debt paying for therapy and also student loan debt for my unfinished degree. Financial insecurity is trauma. I have been traumatized by my debt. Universal healthcare and-or free education would have changed my world.

			I desperately want to be a mother someday. The only reason I am not is that I knew at 20 what I know still at 30, which is I can’t afford to raise a child well with my current financial burdens. I am insecure and it’s paralyzing. Reproductive justice is about being able to have or not have a family, and to have the resources for making that family well. I hope to still one day have children and I am utterly heartbroken that I lack the means to do that.

			T. K., 30, PENNSYLVANIA

			

			—

			The football of abortion has been passed around on the single-payer debate until recently. Last year, the House “Medicare for All” bill, H.R.676, didn’t even include abortion services. This is silly. Abortion is healthcare as much as a tonsillectomy is healthcare. Abortion happens regardless of whether people have “affordable access” to it—it just might not be safe. It is wielded like a club in the so-called “culture wars,” but the only people who are dying are pregnant people who can’t get the healthcare they need.

			IMMIGRANTS

			My very large family is mostly Vietnamese immigrants. Though they are lawfully present in the United States, at times it feels almost impossible for them to get the healthcare they need. Without knowing much English or having any connections, they are forced to work in minimum-wage (or, for the nail salon workers, sub-minimum) jobs without any benefits. Most of them aren’t eligible to receive Medicaid until they’ve lived in the United States for five years.

			My aunt works seven days a week in a nail salon and is splitting her blood pressure pills to make them last longer. On occasions when she has been afraid of running out, my dad has given her his own blood pressure pills. My cousin was born with Down syndrome—her parents can’t afford Marketplace insurance, but they make too much to receive Medicaid where they live. My grandmother had an infection earlier this year that required short-term nursing home care. We were all nearly in tears when we learned that due to cost and location, our only option was a one-star nursing facility.

			It isn’t lost on me that anyone in the United States could have these health experiences. But my beloved immigrant family is navigating a racist, xenophobic, incomprehensible health system that only values them in dollar amounts. They have done everything this country has asked of them: they have jobs, they pay taxes, they are legally present, they send their children to school, they try to learn English. What does it say about our country and our policies when, even then, they can’t access even basic medical care?

			A. S.; 27, OKLAHOMA

			

			—

			
				Noncitizens face both active discrimination in healthcare as well as a higher uninsurance rate than citizens.77 Hispanic children have the highest uninsurance rate (8 percent) of any ethnic group. We also know that mixed immigration status homes have very low insurance rates (certainly having to do with active disenfranchisement efforts both inside and outside healthcare).*23 As A. S. shows, immigrants are often excluded entirely from healthcare in America.

			POVERTY

			I am a severely physically disabled (Ehlers-Danlos and POTS) trans woman who has suffered with homelessness on and off. Healthcare is entirely inaccessible to me without insurance, which is inaccessible to me without a job that provides it (because Medicaid expansion was not approved here, and I cannot work because of the severity of the disability) or without the insurance provided by Disability Assistance (and I cannot get approved for SSI [Supplemental Security Income] because they require extensive documentation from doctors and physical therapists, something that would cost me tens of thousands of dollars to obtain without insurance). Instead, I have been forced to couch-surf and survive off the charity of friends for the past eight years.

			C. S.

			I am a type I diabetic. The way we are treated in this country is tragic. My fiancée was promised health insurance at a new job and for six months has been told they’re “working on it.” Luckily (as sad as it may seem) my mother is also a type I diabetic. I get my insulin from her, my syringes from an online store, and my test strips from Kroger. I am going to die eventually from this disease, and the most crushing part is that I know it won’t really be the disease that has killed me, but poverty.

			Diabetes is something that has been monetized, like a cable bill. Except if you don’t pay that cable bill, you die.

			D. R.

			

			—

			We anchor whether you’re allowed to exist in your body to whether you make somebody else rich. You don’t just need to spend money to make money; sometimes, you need to spend money to be able to afford not having any money.

			Poverty doesn’t just happen to people. They are made impoverished by a society that could prevent the problem but instead continues it—deepens it—all so some can profit while millions suffer.

			MENTAL HEALTH

			I have an invisible disability, or at least it’s a disability by the standards listed on one of the last pages of any job application. I want to believe the truth of my answer, that I do have major depressive disorder, will not count against me, especially as I apply for jobs in the world of public health, where access for those with chronic illness is a huge component. But with shame and fear, I often deny I have any disability, or I mark that I do not want to answer at all. I want to believe that my ability to complete a job does not have to be hindered by the grogginess and sadness and sudden crashes of energy. I have had depression for more than half my life, and anxiety for the past 10 years. I hide it well. Just as I was nearing the commencement ceremony of graduate school a few years ago and as I frantically applied for jobs to companies that never responded, I had a major depressive episode. I was put on an antidepressant and enrolled in a partial hospitalization outpatient program for 10 days, where I was able to come out from under the fog of listlessness little by little. But when my student insurance ended by the end of that summer, I was abruptly cut off from seeing the therapist who had been key to my recovery, and if I wanted to see my psychiatrist, I was to pay out of pocket. That American health insurance is at all tied to whether one is employed keeps me at a disadvantage. Without insurance, I have to take bare minimum measures to stay afloat. Without a job, I cannot pay for any additional care I may need in the future. Being at my healthiest is imperative to performing well enough for a job interview, and overcoming my anxiety is crucial when networking is generally how people bypass electronic job application portals. I am in a bind and I keep it to myself. I am highly educated and highly qualified, but I am also sick and poor. I have never told an employer in the public health field about my health, because as long as I keep up the act, the depression is unseen. I do not know what I would do if I was suddenly stuck with a physical disability like blindness, or an expensive illness like cancer. I morbidly joke with my boyfriend and friends that if I’m ever in a serious car accident to just let me die because one ambulance ride and one emergency room bill would bankrupt me and lead to years of ruined credit. I joke that if I’m ever admitted to the hospital that I should just be killed immediately, as every day spent as an inpatient is thousands and possibly hundreds of thousands of dollars I do not have. I do not know if a person’s life should have a price tag, but it doesn’t include the hidden costs of shame and stigma.

			D. S., 30, VIRGINIA

			

			—

			
				There’s a joke that public health degrees are the only degrees you get so you can make less money than whatever you made before. What a bitter irony that students of health policy are often the ones who are most trapped in the web of restrictions, networks, and deprivation spun by the hegemonic corporate private insurance industry.

			PROVIDERS

			As a provider in an underserved community, one of the most frustrating things is seeing how underinsurance or lack of insurance really impacts your day-to-day life. The obvious example of medical bills aside, there are so many patients for whom their insurance status forces them to reconfigure basic parts of their life. For example, I had a patient who had a deep vein thrombosis, the treatment for which is a minimum of six months anticoagulation. The standard treatment is heparin with a five-day stay in the hospital to transfer to the drug warfarin. Warfarin levels must be regularly monitored by blood draw, which requires regularly going to a lab. Newer drugs called direct oral anticoagulants (DOACs), such as Eliquis and Xarelto, don’t require a five-day inpatient admission and do not require regular monitoring. However, this patient’s insurance refused to cover DOACs, so he was stuck in the hospital for six days and is now on a drug that requires him to get weekly blood draws, which means he has to go to a lab during their operating hours, wait, get his blood drawn, and follow up the next day for results. If his insurance covered the DOACs, none of this would be necessary. The healthcare system sucks for so many reasons, but the physical drain it puts on people is staggering and we cannot be surprised when people stop seeking medical care due to exhaustion. I know I would.

			J. E., NEW YORK, NEW YORK

			

			—

			
				I mentioned earlier that people of color, as well as poor people, not only get worse care, they get more bad care. This is etched into the design of their insurance plans. J. E. offers a clear example. A person had to stay in the hospital for six days, and now has to get blood drawn every week, all when another available drug could have prevented it.

			Here we have the express preferences of both the patient and his doctor brusquely overruled by a private insurance company’s desire to profit. This is a violation of the doctor-patient relationship. Private insurers can be no longer permitted to trample upon it.

			WORK

			Nowadays I fight wildfires. With a seasonal job, I change my insurance plan three times a year.

			
				
						
						I get a new plan in January, usually Obamacare, if I qualify.

					

						
						In May, I can switch to government healthcare, which is kind of a zoo. From the FEHB (Federal Employee Health Benefits) options, I pick the cheap NALC plan. (National Association of Letter Carriers; the envelope has a note on the back for your USPS carrier like “Protect this sacred paperwork; it provides for your brethren!”) My NALC plan is administered by Cigna.

					

						
						In October, fire season ends and I lose insurance. I have to choose between three more options: go back to ACA, pay the government plan myself in full, or just hope I stay healthy until New Year’s.

					

				

			

			A lot of seasonals don’t bother with summer insurance. In a 16-hour workday, any injury while awake probably happens on the clock, and goes to worker’s comp.

			Not my luck. One day after I returned from fire season 2017, I hurt my back.

			I discovered that even if I have coverage, I have no coverage. Three new plans a year means paying the deductible three times. Most of my physical therapy came out of pocket. Even still, I spent afternoons on the phone with a notepad, getting shuttled between Forest Service HR, FEHB, the NALC, and Cigna.

			I could summarize the complicated weeds of my actual coverage. After my injury in October 2017, I hastily signed up for the COBRA equivalent, and kept that coverage through 2018. January 2018, deductibles reset. In May 2018, when the Forest Service could pay for my healthcare again, I had to reapply. Unbeknownst to me, they opened a new NALC plan, took money out of my paycheck for it, and kept mailing bills for the COBRA NALC plan. So I had two plans running in parallel.

			I didn’t notice. As soon as we went available, I spent 31 days straight in Colorado, returned for two days of R & R, and went straight to California. That schedule offered limited opportunities to call acronyms and listen to hold music.

			This off-season, I stayed uninsured until January. I’m honestly not sure exactly where I stand with the bureaucracy. I refused to pay them for the COBRA double coverage.

			B. Y., 35, OREGON

			My dad was let go from a job right before I was born because of my hemophilia. To this day I fear even using my employer-provided insurance for my hemophilia.

			T. C., 29, NEW YORK

			

			—

			This is the employer-sponsored insurance system that opponents of single-payer tell us Americans are so keen on keeping? That we’re afraid of introducing some friction to transition to single-payer? There’s already an unfathomable amount of friction—and none of it ever breaks in your favor.

			There exists a strategy of organizing for single-payer by targeting employers with promises of lower costs. That’s probably accurate—employers will not need to contract with insurance companies and spend money on premiums—but I worry the strategy is ineffective. How many employers out there are looking for the legal loopholes that let them cut off a sick or costly employee? How many employers relish the power they have over a person’s life or death, or their kid’s life or death, because of employer insurance?

			No, I think single-payer represents a great unchaining of the American worker: a chance to finally be able to quit a job or organize your workplace without fear of employer domination over a sick husband or a sick kid.

			
				*1 This is a problem of similar shape to the revolving door of homeless people and people with mental health issues in prisons.

				*2 It is worth noting that much of our wildly unhealthy food is the product of a farm subsidy system that prioritizes the destructive overproduction of corn, and a century of food science that turns it, alchemy-like, into addictive and incredibly unhealthy food products that can be sold much more cheaply than healthier options. In this sense, the American diabetes epidemic is an end-to-end capitalist affliction: https://www.nationalgeographic.com/people-and-culture/food/the-plate/2016/07/are-corn-subsidies-making-us-fat-/.

				*3 It then, of course, redistributes these rewards to those who are already wealthy.

				*4 YIMBY stands for “Yes in My Backyard,” a reference to (usually racist) “Not in My Backyard” antidevelopment activists. They are generally yuppie dipshits who believe the housing market can solve our problems of housing, if only we let developers build. That they will only build expensive condos is not factored into this equation. Perhaps the condos will “trickle down” to poor or working-class people who are priced out of the neighborhood.

				*5 It’s worth noting that the Pelosi and Feinstein families have invested in the construction and development projects in Bayview–Hunters Point.

				*6 I wouldn’t advocate for educational equity exclusively because of health outcomes in pregnancies. Educational attainment should be celebrated in its own right, and it’s already too often that our society values a woman or pregnant person on whether or not they have a kid. However, the results are striking and expose the strong linkage between important educational programs, like universal pre-K and free college for all, and health equity.

				*7 If this were a literary construction, it might be edited out for being too “on the nose.”

				*8 This has a haunting and more explicit predecessor in the welfare restrictions of the seventies and eighties. Until King v. Smith in 1968, a single mother’s welfare could be denied if caseworkers found that she was having sex with men. For more evidence of patriarchal domination rampant in welfare “means-testing,” see https://www.motherjones.com/politics/2009/01/brave-new-welfare/.

				*9 It was not explained to us how our work would be used.

				*10 The LJAF argues that their black boxes are “race blind” because their data sets exclude fields like race. It doesn’t take very long to realize that a data set of people who are arrested in Houston is going to overrepresent people of color, sick people, and poor people. The quality of their algorithm is unknowable, as they consider it proprietary and refuse to submit it to public review, even as they push for its placement in courtrooms.

				*11 This is a limited solution. One flaw in the idea that a single-payer can simply “negotiate prices down” for all drugs is that negotiation presumes the payer is willing to walk away, or has other options it can use. This is true in the case of, say, antibiotics, or other drugs with multiple competitors or generic options—the single-payer can refuse to play ball and go with a cheaper option. But this is not effective for expensive drugs with no market competition or that treat relatively few patients. Consider, for example, the hepatitis C drug making budgeting difficult for many states with high rates of Opioid Use Disorder (OUD). In theory, the federal payer can afford to pay pharma’s prices, but that’s virtually indistinguishable from ransom. Instead, I’m interested in something else. Especially considering that so much foundational pharmaceutical research is done by under or unpaid grad students in American universities, doesn’t it make sense for America to reimagine pharmaceuticals as utility, and take on public production for public benefit?

				*12 Hispanic people tend to have outcomes better than Black people, but this obfuscates a wide variety of differences among different ethnic groups that make up the Hispanic label. Puerto Ricans are 1.2 to 1.5 times more likely to suffer from cancer and heart disease than Mexican Americans, for example.

				*13 This is determined using a “dissimilarity index,” which measures “the percentage of a group that would have to move in order for that group to be evenly distributed across a metropolitan area.” See “Race, Racial Inequality and Health Inequities: Separating Myth from Fact,” edited by Brian Smedley, Michael Jeffries, Larry Adelman and Jean Cheng.

				*14 It is also deeply carceral and punitive, especially for poor people, but it at least has components of something more compassionate.

				*15 I first learned of the term “pregnant people” from abortion providers and staff at an abortion fund. It is the medically accurate term, as not all people who are pregnant are women, and not all women can get pregnant.

				*16 People who need abortions aren’t the only ones who suffer from abortion restriction. Giving hospitals the ability to refuse performing surgery because of religious preferences leads Catholic hospitals to deny miscarriage management to pregnant people. Sometimes patients have to wait until they’re in critical condition, bleeding out at the door, before the hospital will intervene. Great job, Catholics.

				*17 The movement that will win single-payer will be the movement that repeals the Hyde Amendment. Otherwise, the resulting program will not be single-payer. (There are efforts in both the House and Senate bill to exempt the single-payer from Hyde, which seems like an acceptable intermediate step to me.)

				*18 Indian Reservations in the United States, Laus Frantz, page 178: “For many years the federal government tried to make yeoman farmers out of as many American Indians as possible…The policy that sought to make Indian people individualized, self-sufficient farmers was doomed from the start, since most of the Indian land is not suitable for agriculture without large capital expenditure, owing to unfavorable climatic conditions, poor soil, and inadequate supplies of water.”

				*19 “In FY 2013, IHS denied 146,928 eligible PRC [purchased and referral care] cases amounting to a total of $760.855 million in unmet need.” National Congress of American Indians, Fiscal Year 2017 Indian Country Budge Request, http://www.ncai.org/resources/ncai-publications/08_FY2017_health_care.pdf.

				*20 “In 2014, the IHS per capita expenditures for patient health services were just $3,107, compared to $8,097 per person for healthcare spending nationally.” Ibid.

				*21 This is grotesque in its similarity to how Purdue created OxyContin and its unprecedented marketing campaign only when its patent on MS Contin was set to expire.

				*22 Fucking duh! Of course it works! And this isn’t a secret: every conference I’ve been to about opioids features a speaker on it. But it requires treating the patient as a person, and it requires compassionate labor, and therefore has yet to become fashionable among the higher echelons of health-policy people.

				*23 We also know that we can significantly improve insurance enrollment rates by sending social workers to train Spanish-speaking mothers of insured children to help enroll their communities. Community movements work!

			

		

	
		
			PART IV:
WHAT WE DO

			PART IV: WHAT WE DO

			This can all feel like so much. It feels like so much to me! I sit to read or write and the waves batter me and my body feels like a towel, wet and crumpled on the floor; I fall inside myself and wish for some angelic comet to plunge into my house and gently, quietly lift us all from this national suffering. But I don’t think that’s fair of me to do. It’s not very kind to indulge in nihilism when other people have even more at stake. What do you do? How do you tilt against the grotesque squalor of the world?

			My answer begins with single-payer. Single-payer won’t solve all of the problems we’ve talked about in the previous section of this book. It won’t even solve most of them: it won’t build the houses, it won’t feed the people, it won’t bring jobs or money back to rural areas. But that’s all right, in a sense—no program can, not all at once. What single-payer can do, I believe, is serve as a ladder we can climb, all together, into a better world. A properly designed single-payer program is one titanic step toward making people safe in their own homes, in their own bodies. It is a reprieve from our continual fucking-over by the structure and stricture of private insurance. And it is a method of finally demanding accountability from a state that permits (or even encourages) the sins that cause mass suffering—and the medical inequities they produce.

			It’s not a hard sell. Single-payer isn’t that complicated (the real complicated shit is the various bureaucratic coping mechanisms invented to respond to the inadequacies of private insurance!) and most people like it already. More people will be drawn to it once they learn what it means and how it fits into the nooks and crannies of their lives. Most doctors and nurses like it, both because they’ve seen the devastating consequences of uninsurance among their patients and because they’d like to avoid the grating bureaucracy of trying to get paid by insurance companies.

			The people who tend not to like single-payer are people who wouldn’t like anything that didn’t make them money: the insurance companies it would replace, plus the pharmaceutical, device, and hospital CEOs whose profits might be cut into by the rise of a larger, stronger, payer. Then there’s the powerful people who generally benefit from human suffering: the abusive boss who wants to make sure you can’t quit your job; the abusive husband who wants to make sure you can’t quit your relationship; the CEO who enjoys being able to cut benefits while knowing his workers can’t strike for fear of losing insurance; the lizardlike politicians who find it useful to first advance policies that let rich people plunder their districts, then blame poor people, people with disabilities, and people of color for the resulting scarcity.

			These problems are not new in America. We’ve been suffering needlessly for generations. We continue this suffering because, at every conceivable opportunity, our politicians, our policy-makers, the CEOs who mine us for profit—have decided to pursue moderate, subdued, pragmatic, and useless policies. They have had every opportunity to help and have refused. They must be left behind. They’ve started coming out of the woodwork, and they’ll continue to do so for the next few years. They’ll have “responsible solutions” for “new American healthcare.” They’ll smile and go on TV and say they’re very concerned about all these problems whose structural causes they, personally, have benefited from. They will reach out to take our hands, tenderly and piously, and whisper, “This really is the best we can do right now,” as they jam them in the garbage disposal. So they’re out.

			We will have to turn to each other.

			WHAT HASN’T WORKED

			
				There’s a lot of history to learn from. The fight for single-payer (or, before any payers existed, universal healthcare) is not new—it’s been running in parallel with the development of the entire insurance industry. Beatrix Rebecca Hoffman, a historian of healthcare inequity and healthcare organizing, wrote a wonderful brief history called “Health Care Reform and Social Movements in the United States.”1 I recommend it; she demonstrates why our healthcare movements thus far have failed. I would prefer not to fail again.

			For the past hundred years, health reform legislation has been in many cases the domain of well-meaning, well-intentioned insiders. But every time these insiders—the senators, the policy-writers, even the union or nonprofit leaders—have taken on the insurance industry, they have been beaten by a reactionary establishment (described, unflatteringly, above) that is capable of outmaneuvering, outfoxing, and outgunning health reform. The establishment has money and power, and if you come at them from within, they can swat you down. The policy insiders and think-tank presidents have learned that they can write a healthcare bill and wave it around to gin up support among the grass roots, but they have lost, over and over and over again.

			They lost in the 1940s by “discourag[ing] rank-and-file initiatives” and “never consider[ing] grassroots mass mobilization.”2 They lost in the 1970s, when, despite working with civil rights and antipoverty groups, the universal healthcare bill was drowned out by 13 competing bills sponsored by industry and establishment organizations.*1 They lost in the 1990s when the Clinton administration tried to assemble a huge, complicated series of public-private partnerships that would somehow try to keep everyone satisfied—except the grass roots, who either got confused by an incredibly dense policy*2 or were ignored when they demanded more. The Patient Protection and Affordable Care Act of 2010 was lauded as a massive success by a subsection of liberal commentators in its time, but…if it were actually successful, I wouldn’t have to write this book.

			Hoffman sees victory in healthcare reform coming from grassroots movements—she cites ACT UP as a prime example. ACT UP (AIDS Coalition to Unleash Power) is perhaps best known for their powerful, dramatic protests—throwing the ashes of their loved ones who had died from AIDS on the lawn of the White House. Here, in the relative comfort of 2019, it’s hard to remember how completely marginalized people with HIV/AIDS were in 1987.*3 A sizable portion of the federal government actively ignored the epidemic, and explicit descriptions of it as a “plague from God” were tolerated, if not welcomed. ACT UP organized not just people with HIV/AIDS but formed coalitions with organizations of people of color, women, and people who use needle drugs (who were disproportionately likely to get HIV), and through years of collective effort forced mayors, presidents, and corporations to take action—and then, crucially, kept the pressure on after they got their initial goals.

			I would additionally cite ADAPT as a powerful popular health movement in contemporary times. ADAPT is a coalition movement for rights for people with disabilities. The fights they have had to take on just to be treated like people are many, from transit access to home health to the current fight for the Disability Integration Act. You might know them as the reason Medicaid still exists as it does today. During Congress’s various ACA replacement debates, ADAPT protestors bused down to the Capitol and protested on the floor. They were arrested, their healthcare devices broken, and they were dragged screaming to police buses and hauled off to jail without care or concern for their medical needs. The next day, they came back—over and over and over again.

			These grassroots movements have succeeded. While perhaps they haven’t succeeded as much as they’d like to—these are literally matters of life and death—they’ve done more than any think tank in all the East Coast. But they cannot win what they deserve—what we deserve—alone.

			We have an obligation. We must not lose again. We stand on the shoulders of hundreds of thousands of nurses, of tens of thousands of doctors, in the legacy of grassroots movements like ADAPT and ACT UP—and we must build the massive popular movement that not only demands single-payer from our government, but demands health justice in our nation.

			The bill we need does not yet exist. There are bills that are good, there are even good single-payer bills, and though I hope they pass, they are not and will never be sufficient in and of themselves. Any health justice movement that is satisfied by an existing bill, or that organizes around a bill, instead of around and among the people who are most immiserated, will follow its historical predecessors and fail. It has already failed.

			So the answer is easy: skip the politicians and go to where the people are. Because the people need help. And we have to do it together.

			WHAT WILL WORK

			Idaho hardly seems like the place for a health justice movement. It’s an overwhelmingly beautiful place that holds some of the dream of the American Western frontier: a place you can go to get away from everyone else and, among the mountains and the forests, have some peace of mind. It is not so much conservative as it is isolationist (though the line between the two has narrowed in the past few decades). Its one metropolitan area, Boise, accounts for a little under half the state’s population. The rest of the state sprawls northward, a composition of scenes of great beauty.

			Amid this beauty there is, of course, deep and widespread suffering. Rural hospitals are particularly overwhelmed in Idaho, as a shriveling safety-net program saddles them with high costs and a mostly uninsured population. Some of them close. After the passage of the ACA the Idaho legislature refused to expand Medicaid for various reasons: a weak governor, a coalition of far-right politicians, general Democratic reluctance.

			Then, in November 2018, a ballot measure to expand Medicaid in the state passed. And not by a little—with a 61 percent majority. It passed in four-fifths of the counties, not just in the urban areas.3 There was no “blue wave” in the state—the Democratic candidate for governor lost by 22 points.

			Medicaid expansion in Idaho took a form virtually unseen in contemporary America—or, at least, the America that matters to the pundit class. It was a popular movement built by constant, diligent labor: a hundred meetings, a thousand canvasses, a hundred thousand handshakes.

			I spend a lot of time exploring the mass immiseration of people in America. I take a lot of steps in the shadows of the cruel and opulent machine. So I often seek a chalice to bear, and in Idaho I glimpsed a small and powerful hope.

			The movement started when the northern Idaho ski town of Sandpoint refused to pass a tax to fund its schools. Idaho schools are notoriously underfunded after a decade of property tax decreases and education spending cuts. Three friends—Emily Strizich, her husband, Garrett Strizich, and Luke Mayville—had enough and decided to run a citizen campaign to pass a lien to keep their schools funded. It succeeded.

			The movement grew. They called themselves Reclaim Idaho and, after driving around talking to people, they set their sights on Medicaid. Reclaim Idaho bought an RV, painted it green, and decided to keep driving—all across the state, talking to literally anyone they could. They found people who knew their communities and who would volunteer to organize them. Then they kept driving.

			From this patchwork campaign Reclaim Idaho became a bona fide DIY statewide movement. While the three core Reclaimers coordinated resources across the state and put together hundreds of events, local organizers were generally trusted to organize their areas as they saw fit. Which they did: thousands of volunteers knocked, texted, and called hundreds of thousands of people. Events in virtually every county of the state brought elected officials, doctors, people without insurance, and other citizens together to talk about Medicaid. The proposition got on the ballot with plenty of room to spare and not much money spent. The creaky state Democratic party alternately shied away from and then glommed onto the movement, depending on whether they thought it would poll well.

			The Reclaim Idaho volunteers I met spoke of kindness, of fairness, and of economy. They went to their neighbors in urban areas, in rural ones, in trailer parks, in the sticks, in gas stations and grocery stores and college campuses. They spoke about how Medicaid expansion was free federal money to help people who are suffering, which would then be invested in Idaho’s medical workers. They shared stories of making too much money to qualify for Medicaid and falling in the gap, they talked about rural hospitals that couldn’t afford to treat their uninsured patients, they talked about the parts of Idaho that were ravaged by uninsurance. They talked about justice.

			And then the people turned out to vote and extended the basic decency of healthcare to their neighbors.

			The three Reclaim Idaho founders insist that this was not their movement alone. It was a campaign they coordinated, but it was funded and powered by normal people trying to pitch in and help, a banner carried by thousands of volunteers every single day until the last minute, a thousand torches held aloft in a great and spectacular line from the forest to the mountains. I watched a Reclaim volunteer run into a small dive bar and canvass everyone there with about 15 minutes before polls closed. He succeeded and escorted one young voter to the polling station two blocks away. “I didn’t want to leave anything on the table,” he told me.

			And the whole thing was so damn wholesome. I saw grandparents, grandchildren, friends, neighbors, and kids—everyone working together to feed each other, take care of each other, nourish and support each other, as they all sought to reach out and find new people to speak with. Like many folks my age, I’ve kind of self-atomized: I’ve never been close with my family; I’m never having kids; I move from city to city like a traveling circus. I like the family I have constructed for myself. But it really does feel special, safe, and nourishing to watch an extended community-family take care of itself. It is the self-regenerating model by which a larger one can be, slowly, and with difficulty, constructed.

			There were but minutes between the news that Medicaid expansion had passed and vows from Republican lawmakers that they’d find a way to gut it, or attach work requirements. This would not be permitted. Reclaim Idaho mobilized the same people who came out to pass the bill, and they defended it—calling drives, rallies, protests. Candidates who did not win in November came out to train volunteers to effectively petition their representatives. There were more potlucks, more cookouts, more movements. In January 2019, Idaho Proposition 2 was signed into law. In February, the state submitted a Medicaid expansion request to CMS.4

			I insist that this is the model—this is the only model—by which health justice can ever be realized in America. Lovingly, devoutly, and diligently—an organized, focused, and trusting movement building community for those who have most been harmed—borne from the specific furies of love. All your lightning waits inside you.

			We must extend the basic decency of “showing up”—going to the people around us, listening, asking questions, finding common ground, and putting our shoulders to the wheel. We must identify what battles we can win, and then win them. We must provide material relief for the people around us who are suffering now.

			We must fight in our homes for a continuous spectrum of demands aimed toward health justice. Unlike liberal policy-tweak incrementalism, our successes must be material and redistributive reforms. We must bring to the front our neighbors and friends who have been made to suffer most cruelly, and we must demand that the crowns of thorns thrust down upon their heads are lifted. We cannot rest until they are liberated from the suffering inflicted upon them.

			We don’t have to start from scratch. People have been fighting injustice much longer than any of us have been alive. We just have to show up.

			In San Francisco, a coalition won Prop F, the right to counsel for people who are evicted.*4 In Maine, the Maine People’s Alliance won a significant minimum-wage campaign at the ballot box in 2016. They then turned out their volunteer base for the minimum-wage campaign to collect signatures to put Medicaid expansion on the ballot—which they did, very quickly, and then won again in 2017.*5 In San Antonio, the movement for paid sick leave collected 144,000 signatures—40 percent more than the number of people who voted for mayor in the previous election, making it the largest popular movement in San Antonio in years, if not decades. A couple hours north, in Austin, where barely anybody can afford to live anymore, a coalition of grassroots activists won a $250 million affordable housing bond at the ballot—more than twice the sum of every other housing bond in city history.

			There are setbacks. Each of these victories can be waylaid by a malicious politician. But I think these victories are building blocks. If we give people something material, they will fight to keep it. If we fight with people today, they will fight with us tomorrow. We build solidarity so that we can build power. Our job is not to build one massive popular movement. It is to stitch together a popular movement—a big, messy quilt of movements for health justice at home, spanning the country from coast to coast and plains to gulf.

			This is all to say that the work of health justice is not siloed. Housing work, healthcare work, anti-carceral work, disability liberation—all share health equity in their articulations of a better world. This and only this, I think, can bring about single-payer, and, beyond it, health justice. We have seen that movements for universal healthcare that are led from the top down have not succeeded.

			Yet through this massive mobilization—and only through this massive mobilization—this is a fight we will win. Single-payer is already a wildly popular idea among the people it affects. This is not a radical proposition. We are simply discussing a basic principle of fairness.

			After all, we all come from nothing. We are all fashioned from a formless and shapeless place. We have been thrust through the maw and born into a world that is arbitrary and unequal in its allocation of suffering. And yet instead of affording each other the basic dignities of being human, we have developed this bizarre system of American health in which one’s suffering is one’s own responsibility, in which empathy is vestigial and unnecessary. We have atomized suffering and, in turn, assigned blame for suffering to the people who suffer it.

			I have seen such naked suffering inflicted in my American name. I have seen neighborhoods ripped apart by the unrepentant, unyielding bloodlust of capitalism. I have seen families torn limb from limb in the service of extracting profit. I have seen the dehumanizing machine all at once and felt despair. For me it is heinous to feel complicit, through my simple existence in my only and horrible home, in the mass immiseration and annihilation of those against whom the whole rotten weight of the world is stacked.

			This is intolerable to me. I hope it is to you, too. And so I hope you join me in saying: enough. Not in our name may this America persist. May we root ourselves not in fear but in love—love for those who suffer around us, as we, too, will one day suffer—and from that love, may we cultivate the fury by which this cruel machine can be destroyed.

			My friends—single-payer is moral. Single-payer is necessary. Single-payer is achievable. Solidarity now, solidarity forever.

			
				*1 This is a reason why people who would like single-payer healthcare must, unfortunately, take things like “Medicare Extra for All” seriously; they must be summarily debunked and dispermitted.

				*2 Foreshadowing the ACA? Maybe!

				*3 I admit that it is even harder for me to remember 1987 because I was not yet born.

				*4 Part of this coalition was the SF Democratic Socialists of America, who are wonderful. They also beat a proposition that would give the police more funding (to be used on Tasers). Beating the landlords and the cops at the same time is a hell of a résumé.

				*5 Maine Governor Paul LePage, a bloated tumor stuffed into a suit jacket who destroyed the state’s Temporary Assistance for Needy Families program, ignored the ballot initiative and it wasn’t signed into law until his successor, a Democrat, took office in 2019.

			

		

	
		
			AUTHOR’S NOTE

			Flip back to the cover of this book. Do you recognize the symbol used in the background? It’s two snakes wrapped around a staff. To many Americans, this is the symbol of health, medicine, and healing.

			Except that’s not quite what this symbol represents. The ancient Greek symbol of healing is actually the staff of Asclepius, a wandering healer who eventually became the god of medicine. His staff has only one snake wrapped around it. It is the staff of Hermes which features twin snakes, and this staff (the “caduceus”) is a symbol of commerce, merchants, and thieves. The confusion between these snake staves—one virtuous, one vicious—is uniquely American, and dates back to the early twentieth century, when the US Army Medical Corps chose the caduceus as its logo.

			This isn’t an especially niche complaint. People who practice medicine seem to be aware of it well enough: a majority of professional medical associations use the one-snake symbol, while a greater majority of commercial organizations and large hospitals use the two-snaked staff.* It’s a small difference, but it really gets my goat. Over the past century, we’ve venerated a symbol of deceit and theft and called it medicine. In parallel, we’ve handed the keys to the American health system to a bulging mass of scammers and profit-seekers; the various corporations of American health finance. Is this not perverse? We have ceded even the basic iconography of health to those who wish to make money off of us. We’ve gone ahead and mistaken commerce for care in both the symbolic and the actual performance of medicine

			What a lousy trick! But numbering the snakes is just tapping away at a very small tip of a boat-annihilating iceberg. It is my hope that this book may help you see more of the full-body bamboozlement of American health finance, and that it may furthermore help you understand how a gentler world is possible.

			

			—

			
				There’s only so much you can cover in 60,000 or so words. That said, I’ve tried to do my best to incorporate both the important popular facts about single-payer as well as the broader ecosystem of health and health justice, but there’s certainly important stuff I didn’t cover. If you have questions, I encourage you to sign up for my newsletter (http://www.tinyletter.com/error) and search the archives. If you can’t find it, you are more than welcome to email me directly and I’ll get back to you within a couple of weeks. My email address is tim.faust@gmail.com.

			If you want to learn more about American healthcare, here are some good things to read.

			
				
						
						Health Care at Risk, by Timothy Jost

					

						
						Health Care for Some: Rights and Rationing in the United States Since 1930, by Beatrix Rebecca Hoffman

					

						
						Fixing Medical Prices: How Physicians Are Paid, by Miriam Laugesen

					

						
						Medical Apartheid: The Dark History of Medical Experimentation on Black Americans from Colonial Times to the Present, by Harriet A. Washington

					

						
						Poverty and the Myths of Healthcare Reform, by Richard Cooper

					

						
						Poor People’s Movements, by Frances Fox Piven

					

						
						Killing the Black Body: Race, Reproduction, and the Meaning of Liberty, by Dorothy E. Roberts

					

						
						Health Affairs journal. It is accessible, nicely designed, and a pleasure to read. The March 2018 issue is a personal favorite.

					

						
						The writing of Tim Jost, Uwe Reinhardt, and PNHP’s Don McCanne

					

						
						The journalism of Libby Watson (currently at Splinter), Jeff Stein (at the Washington Post), and Dylan Scott and Sarah Kliff (both at Vox)

					

				

			

			
				* See Friedlander, Walter J. The Golden Wand of Medicine: A History of the Caduceus Symbol in Medicine. Contributions in Medical Studies, no. 35. New York: Greenwood Press, 1992.
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