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Early praise for Abdul El-Sayed’s and Micah Johnson’s Medicare for All

“In this important and timely book, Drs. El-Sayed and Johnson document everything you need to know about Medicare for All. This Citizen’s Guide both demystifies and humanizes our broken health care system and explains why we must fight to transform it now.”

—Ady Barkan, Organizer, Center for Popular Democracy and Co-Founder, Be A Hero PAC

“Drs. El-Sayed and Johnson have written a lucid and accessible account of why Medicare for All is the best path for universal health care access in the US. Stripping the arguments ‘for’ or ‘against’ of sham ideological content, they make clear that the main question is whether we believe that no one should have to face both illness and financial ruin. If you agree, read this book to make the case!”

—Mary Bassett, MD, MPH, Director of the FXB Center at Harvard Chan School of Public Health and Former Health Commissioner, New York City

“This is by far the finest extended analysis I have seen to date of the next wave of public policy options for health care reform. It is breathtakingly comprehensive, thoroughly supported with research citations, lucidly written, and logical. It amounts to a major contribution to the US health care reform debate.” —Donald M. Berwick, MD, Former Administrator, Centers for Medicare and Medicaid Services

“Nurses have long understood that the major obstacle to passing Medicare for All isn’t the policy, but the will to take on those who benefit from our immoral, profit-driven health care system. In this book, Drs. El-Sayed and Johnson brilliantly demonstrate how Medicare for All works, and how a combination of messaging and grassroots advocacy can overcome our opposition. A must read.” —Bonnie Castillo, RN, Executive Director, National Nurses United

“During a period when global pandemic has exposed the deadly mistake of linking health care to our workplace, Medicare for All: A Citizen’s Guide is the sweeping, clear-eyed manual for making health care a right that we’ve been waiting for.”

—Benjamin Day, Executive Director, Healthcare-NOW

“The growing debate over Medicare for All has mostly occurred at the level of soundbites and slogans, not specifics. In this essential ‘Citizen’s Guide,’ we get the specifics: the provisions, promise, potential pitfalls of—and, yes, political prospects for—this bold vision for affordable quality care for all. Whether you support Medicare for All or just want to truly understand it, you must read this book.”

—Jacob S. Hacker, Stanley B. Resor Professor of Political Science, Yale University and Author of The Great Risk Shift: The New Economic Insecurity and the Decline of the American Dream

“Medicare for All: A Citizen’s Guide is part moving narrative, part detailed policy analysis, and part practical organizing playbook. . . . I am grateful to Drs. El-Sayed and Johnson for speaking truth to power in this fierce book.”

—Representative Pramila Jayapal, WA-07

“This book is a labor of love for the American people and the health care system they deserve. Drs. El-Sayed and Johnson demystify Medicare for All and defang the political talking points to offer a clear distillation of the potential of this policy, while guiding the reader through the challenges and opportunities of this moment for achieving it.”

—Representative Ro Khanna, CA-17

“In this timely book, Drs. El-Sayed and Johnson shine a light on the people left behind by our current health care system. Regardless of your politics, their thought-provoking writing will push you to think more deeply and critically about the future of health care in America.”

—Vivek H. Murthy, MD, MBA, 19th Surgeon General of the US

“If the American health care system were a patient, it would be in critical condition. Fortunately for us, Drs. El-Sayed and Johnson don their white coats to discuss the diagnosis, prognosis, and therapeutic options in plain English. This incisive handbook is a must-read for anyone trying to make sense of one of the most pressing issues of our time.”

—Danielle Ofri, MD, PhD, Clinical Professor of Medicine and Author of When We Do Harm, A Doctor Confronts Medical Error

“In this book, Drs. Abdul El-Sayed and Micah Johnson discuss Medicare for All in clear and simple terms. They describe the reasons why the industry has opposed the policy even though it would help millions of Americans, and how everyday Americans are beginning to make Medicare for All possible.”

—Senator Bernie Sanders, VT

“The coronavirus pandemic has revealed just how unsustainable our fragmentary, privatized, and fundamentally individualistic health care system truly is. This engaging and accessible guide couldn’t have come at a better time.”

—Lindsay F. Wiley, JD, MPH, Professor of Law and Director of the Health Law and Policy Program, American University Washington College of Law

“An essential primer on why we need Medicare for All, the essentials of reform, and the pitfalls to avoid in crafting legislation.”

—Steffie Woolhandler, MD, MPH, Distinguished Professor of Public Health, City University of New York and Co-founder of Physicians for a National Health Program
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Abdul: to Emmalee, my reminder of the future we must yet build.

Micah: to Cindy and Cliff, for a lifetime of inspiration and support.

The authors: to an America where healthcare is a right, not a privilege.
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Foreword by Senator Bernie Sanders



During the greatest pandemic in modern American history, Americans suffered worse than our counterparts in other industrialized countries because we are the only ones who do not guarantee healthcare to every person as a human right. People went without the healthcare they needed. Hospitals were left on the brink of collapse when we needed them most—all because we have maintained an enormously dysfunctional, wasteful, and bureaucratic system that enriches the CEOs of the health insurance and pharmaceutical industry but leaves tens of millions of Americans without basic healthcare. This is shameful.

The fight for Medicare for All has been the fight of my life. Throughout my career, I have heard from Americans of all walks of life who have shared heartbreaking stories about our system. Older Americans have told me about having to ration their medications because of the outrageous price of prescription drugs. Doctors have told me about their patients who have died because they put off seeing a doctor because it was too expensive. Cancer patients have told me about suffering without the treatments they need because they are too expensive.

Even though more than 87 million Americans are uninsured and underinsured, we spend far more for healthcare per person than any other industrialized nation. Even though the Canadians, French, and British spend less than half of what we do, they have higher life expectancies and lower infant mortality rates than we do.

The solution, in my view, is simple. More than 50 years ago, our government established Medicare to guarantee the right to comprehensive health benefits for Americans over 65. It has been extremely successful, popular, and cost-effective. It is time for us to expand and improve Medicare to cover ALL Americans. That is why I introduced the Medicare for All Act into the U.S. Senate. Under this legislation, we would provide every American comprehensive coverage, saving money for middle-class and working families by eliminating the costs of their private insurance and replacing it with a publicly funded plan.

Some have said this would be too expensive. Others have said it's unworkable. Still others have said it would take away Americans’ choice. These critics play on the fears of Americans and ignore the clear and simple truth of Medicare for All. It would make American healthcare more efficient, more affordable, and more reliable. It is why dozens of grass-roots organizations, including the National Nurses United, have been such strong advocates for this plan.

In this book, Drs. Abdul El-Sayed and Micah Johnson lay out the facts about Medicare for All. They discuss the policy in clear and simple terms. And they describe the reasons why the industry has opposed our legislation even though it would help millions of Americans, and how everyday Americans are beginning to make Medicare for All possible.

I ran for president on a simple idea. Not me, Us. Medicare for All is about us—and the future we want for our children and grandchildren. Its time has come.

Senator Bernie Sanders

Washington, D.C.


Foreword by Representative Pramila Jayapal



Medicare for All: A Citizen’s Guide was written during an unprecedented crisis.

As of November 2020, the COVID-19 pandemic had claimed more than 240,000 American lives, a striking number that is greater than the number of American lives lost during World War I. This public health crisis also triggered the worst economic crisis since the Great Depression, with more than 45 million workers filed for unemployment. And that mass unemployment crisis became a mass uninsured crisis—millions of people lost their healthcare simply because they lost their job, joining the 87 million people who were already uninsured or underinsured.

Next to the sheer devastation of massive numbers of deaths, the most striking injustice has been the tremendous racial disparities of COVID-19 deaths and illness. Black Americans have nearly five times the odds of being hospitalized as white Americans and are twice as likely to die from COVID-19.1 In the midst of this emerging news came the deeply necessary and incredibly painful awakening of millions of Americans to the horrific legacy of white supremacy, racism, and anti-Blackness. As George Floyd cried to breathe, America had its reckoning with police brutality and institutionalized racism—not new, certainly, but brought to the forefront with the multiple crises that faced our country.

COVID-19 shed a light on problems that existed long before the pandemic, including the deep lack of healthcare that led to too many Americans with chronic health conditions that had been unable to access care. Nearly half of all adults under the age of 65 were uninsured or underinsured even before the first American tested positive for COVID-19. Black Americans, Latinos, and Indigenous people are much more likely to be uninsured. For many of these individuals, COVID-19 threatened not only serious illness, but bankruptcy.2

And while, prior to COVID, arguments kept being made for how Medicare for All would destroy the “choice” that an employer-sponsored healthcare plan offers, no one made that argument after COVID hit. Then, tens of millions of Americans lost not only work but also their employer-sponsored insurance.3 Now more than ever, we saw exactly how unsustainable it is to have a corrupt, for-profit healthcare system that ties insurance to employment.

It is a well-known fact that Americans pay more per capita for healthcare than any other country in the world, and yet healthcare in America—a patchwork of services with enormous gaping holes in coverage and cost, rather than a “system”—leaves millions without access to lifesaving treatments. This patchwork of services squeezes out billions of dollars in profits for health insurance companies, even as half a million Americans go bankrupt every single year because of medical bills.4 We all know a story of a family member, friend, or colleague who has avoided getting the healthcare they need or filling a prescription because they couldn’t afford it. In the richest country in the world, this is an outrage.

But all is not lost. There is a solution, a solution that has been tested and works in major countries around the world to guarantee healthcare to every person without premiums, unaffordable out-of-pocket expenses, and exorbitant prescription drug costs. It’s a solution that includes reproductive healthcare, dental and vision, mental health, and long-term support services for our elderly and people with disabilities.

That solution is Medicare for All. It’s a solution that simply cannot come quickly enough. Every second we wait is more lives lost.

I am the proud lead sponsor of the Medicare for All Act of 2019, which would guarantee comprehensive healthcare to all U.S. residents. As the Co-Chair of the Congressional Progressive Caucus and Co-founder of the Medicare for All Caucus, I have worked tirelessly with the Medicare for All movement that has swept our country. As the National Health Policy Chair for Senator Bernie Sanders’s 2020 presidential campaign, it was an honor to work with outstanding champions like National Nurses United, Public Citizen, and the powerful Medicare for All grassroots movement to ensure healthcare is not a privilege for the few, but a human right for all. And it has been a true honor to work closely with Dr. Abdul El-Sayed and Dr. Micah Johnson in the fight for a more just and sustainable healthcare system.

In their book, Dr. El-Sayed and Dr. Johnson diagnose the problems in our healthcare system and make a compelling case for why Medicare for All is the way forward. Combining the best of journalistic storytelling and academic rigor, they outline with clarity and passion exactly how Medicare for All could work to cover all Americans while saving money. They break down complex policy questions with nuance, walking the reader through what a Medicare for All transition would look like, what the alternatives to Medicare for All are, and how we can create a political movement that finally makes Medicare for All the law of the land.

Medicare for All: A Citizen’s Guide is part moving narrative, part detailed policy analysis, and part practical organizing playbook. Whether you are a patient, policy wonk, politician, passionate organizer, or curious citizen, you will gain knowledge, understanding of the challenges and the opportunities before us, and the need for every American to take a stand to fight for healthcare—as a human right for everyone, not a privilege for the wealthiest few.

This book is a fantastic contribution to our growing movement. In the span of a few short years, over half of the Democratic caucus has co-sponsored the Medicare for All Act of 2019. For the first time, we’ve had historic hearings in Congress speaking to the need and feasibility of Medicare for All. We have earned the support of grassroots organizations, unions, and voters. And new polling shows most Americans support Medicare for All.5 We have more and more candidates for Congress running unapologetically on Medicare for All and winning—even in swing districts across the country. Thanks to organizers, policymakers, citizens, union members, activists, and patients across the country who have formed the bedrock of this movement, we have moved Medicare for All squarely into the political mainstream—so much so that we have unleashed a flood of millions of dollars from insurance and pharmaceutical companies to fight our movement.

So—we have much more to do to win this urgent battle. That work rests on the need for more Americans to fully understand what Medicare for All is, how it works, and how it will help everyone to live healthier lives where insulin treatments, cancer treatments, or basic day-to-day prescription drugs will never again be unaffordable. Never again will an American have to wonder if they must choose between paying for their necessary healthcare or paying their rent.

Dr. El-Sayed and Dr. Johnson provide us with what we need to move forward and build our movement even stronger. We know we have tough days ahead of us. We know that no progress in this country, from Social Security to unemployment insurance to racial justice, has come without a mass movement from the grassroots and a real fight from established interests. And we know that we cannot stop fighting until all Americans, regardless of race, income, disability, documentation status, sexuality, or gender identity can access the healthcare they need and deserve.

I am grateful to Drs. El-Sayed and Johnson for speaking truth to power in this fierce book and for being in this fight with us. Join us: together, we can organize, demand healthcare as a right, and achieve real change in this country.

Congresswoman Pramila Jayapal

Washington, D.C.



1 Centers for Disease Control and Prevention, “COVID-19 Hospitalization and Death by Race/Ethnicity,” https://www.cdc.gov/coronavirus/2019-ncov/covid-data/investigations-discovery/hospitalization-death-by-race-ethnicity.xhtml.

2 Commonwealth Fund, 2018 Biennial Health Insurance Survey.

3 Steffie Woolhandler and David U. Himmelstein, “Intersecting US Epidemics: COVID-19 and Lack of Health Insurance,” July 7, 2020, Annals of Internal Medicine.

4 Himmelstein et al., “Medical Bankruptcy: Still Common Despite the Affordable Care Act,” American Journal of Public Health 109, no. 3 (March 2019).

5 Public Opinion on Single-Payer, National Health Plans, and Expanding Access to Medicare Coverage; Poll: 69 percent of voters support Medicare for All.
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MEDICARE FOR ALL


Introduction

The genius of the American experiment is that it set out to establish a nation founded on the will of the people. That aspiration is framed best in the U.S. Constitution, a prescient document whose preamble sets out a series of intents for a new system of government.

One of those intents is to “promote the general welfare.” We’ve long struggled to meet the aspirations framed in that document, but this one is particularly challenging. Although it’s difficult to get an accurate assessment of what the state of the general welfare was when those words were written in 1787, it’s safe to say it was far worse than it is now.

Best estimates suggest that life expectancy for white men was thirty-eight years.1 Such figures were sparsely recorded for women, who lacked all but the most basic rights in that time. They also leave out the nearly 700,000 Black Americans living in the United States, over 90 percent of whom were enslaved.2 The inhumane circumstances of their lives mean that death and disease were certainly far more common among them, and even today their descendants continue to suffer from a life expectancy that is nearly four years shorter.3

We’re tempted to think that with a life expectancy of thirty-eight, people just dropped dead in the prime of life. But in fact, life expectancy is an average, dragged down by deaths in infancy and early childhood. In 1787, nearly one in five babies died before their first birthday. Another one in five died before the age of five.4

That’s largely because the germ theory of disease was still a century in the future, and the era of modern medicine that it ushered in was even further away. The most common causes of death were all infectious diseases—pneumonia, tuberculosis, cholera, dysentery, and smallpox. These infections have a predilection for the young, whose immune systems aren’t yet fully developed. Without modern vaccines or antibiotics, what little medicine was practiced was done at home. Surgeries, from minor tooth extraction to limb amputation, were performed without anesthesia—and without sterile equipment. Much of it was deadly. None of it was particularly effective.

And yet as early as 1798, the Fifth Congress passed—and President John Adams signed—an early attempt by the fledgling republic to promote the general welfare, An Act for the Relief of Sick and Disabled Seamen.5 At that time, international trade was vital to the well-being of the United States, although being a sailor was a particularly dangerous trade. To protect its merchant marine, Congress passed the law creating a system of government-run hospitals for seamen, funded by a mandatory tax on their earnings.

As science advanced through the nineteenth and twentieth centuries, American government acted as a catalyst to convert new knowledge into broad improvements in general welfare: improving sanitation, putting fluoride in drinking water, ensuring widespread vaccination, funding new hospital construction, and guaranteeing health insurance for senior citizens. Modern healthcare has developed tools that humanity couldn’t have imagined in 1787, from vaccines and antibiotics to robotic surgery and targeted immunotherapy. Because of these advances and so many others, nearly 250 years after the people of the United States ordained and established the Constitution, American life expectancy has more than doubled.

And yet perhaps by the standards of our time—and the power and wealth of our country—we are yet failing to promote the general welfare. Life expectancy in the United States is nearly six years shorter than in Japan, the longest-lived country in the world. American infant mortality ranks fifty-fifth in the world. And American health disparities by race and socioeconomic status are among the world’s steepest. Perhaps worse, life expectancy has stagnated, even falling for three straight years between 2015 and 2017.6 Rather than the infectious diseases of the past, the diseases with a predilection for the young today are diseases of despair—drug overdose, alcohol misuse, and death by suicide. For the population at large, cancer and heart disease are the top killers.

For this mediocrity, Americans pay by far the steepest price for healthcare in the world. We spend 18 percent of all of the money in our economy on healthcare. We are projected to spend over $12,000 per person on healthcare in 2021, double the average in comparable countries.7 And our costs are increasing rapidly.

Those increases have fallen hardest on poor, working, and middle-income Americans. One in ten Americans have no healthcare coverage at all. Those who do are seeing their annual insurance premiums explode, even as that insurance comes with rising deductibles and out-of-pocket costs that leave families financially and medically insecure. Indeed, more than two in five Americans who received a cancer diagnosis depleted their life savings within two years.8

Americans mostly agree that our system ought to provide accessible, affordable, dependable, and equitable healthcare to all Americans. However, we differ dramatically on how to do that. Some prefer that government directly take up the cause laid out in the Constitution—to promote the general welfare. Some argue that healthcare is best left to the free market. Others sit somewhere in the middle.

This debate sits within a broader American conversation about how to best meet our individual and collective needs. The working consensus in our country is that the market should supply consumer goods like clothing, food, and entertainment, and government should supply collective goods like schools, fire services, and roads. Many of our political disagreements turn on where these lines should be drawn. The landslide election of Ronald Reagan in 1980 ushered in a new era of zeal for the privatization of everything from prisons to Medicare to public schools. With that era fading in the third decade of the twenty-first century, others are arguing that public responsibility for education should begin before kindergarten, or that public responsibility for health insurance should begin before the golden years.

Amidst this disagreement, one thing is certain: the idea that government has a role in meeting collective needs is neither new, nor radical, nor un-American. But there is a long history of claiming as much. When Social Security was being debated during the New Deal, Republicans in Congress cried that “the lash of the dictator” would descend upon the country, and that the plan would “enslave workers.”9 The American Medical Association first deployed the charge of “socialized medicine” to defeat a statewide health insurance proposal in California, Red-baiting the electorate into opposition. They enlisted a young Ronald Reagan, then an actor, to warn that Medicare would end American liberty as we knew it.

Yet Social Security and Medicare are among the most popular social programs in the history of the United States. Why the warnings that these laws would destroy the republic? Especially in health reform, ideological smears have long been used to disguise financial interests. Nearly since the advent of modern medicine, those on the business end of healthcare have framed the public debate in a way that helps guard their personal wealth. In the first half of the twentieth century, doctors—and especially the American Medical Association—were the leading practitioners of this strategy. With the rise of corporate healthcare in the late twentieth century, doctors passed the mantle to insurance companies, hospital conglomerates, and pharmaceutical companies to warn that while national health insurance might be a noble goal, in practice it would both wreak havoc on the American people and offend our most sacred values. The reward for blocking reform is maintaining a lucrative slice of the $4 trillion healthcare industry.

But the appetite for change is growing. Rising costs have led to declining health security, giving a fierce new urgency to the national debate about how to make our healthcare system work for everyone. Three words have dominated this new American debate: Medicare for All.

Medicare for All (M4A) is a simple idea: the government guarantees comprehensive health insurance to all Americans under a single, publicly funded plan. This is not a new idea—it was first proposed on the national scene as National Health Insurance by President Theodore Roosevelt. But it is an increasingly urgent idea, one that has grown in popularity and stature because of the urgency and scale of the challenges it is intended to meet.

Bursting back onto the scene during the 2016 presidential primary as championed by Senator Bernie Sanders, M4A has framed the debate—particularly in the Democratic Party—about healthcare in every major election since. And beyond healthcare, it has emerged as a major fault line regarding the very role government ought to play in American society.

Champions of M4A have sought to establish it as the answer to the urgent challenge posed by expensive and inaccessible healthcare. At the same time, it has threatened the power of a healthcare industry that controls nearly a fifth of our national GDP. Opponents have risen up to protect their stake in the American economy, framing the debate as one about choice and government intrusion upon American freedoms.

This political debate is the context in which most readers will come to this subject—bombarded by the imprecise and manipulative deployment of information intended to sway a vote. And in many ways, the political discourse about M4A has left us less informed but more passionate, because it is intended to sidestep our faculties of reason and target our emotions instead.

This book was written to do the opposite. We intend it to be an honest guide to the policy, politics, and potential of M4A. American healthcare is extraordinarily complex, and we hope you’ll come away from this book with a deeper understanding of how it works. But the most important questions in health reform are not technical. They are questions about our values: who deserves healthcare, whether healthcare should be treated as a consumer product or a public good, how the costs of sickness should be shared. These are questions for all of us, not just CEOs and lobbyists. However, too often complexity is used as an excuse to forestall change and lock people out of the conversation. We are writing this book to cut through the fog and lay bare what’s really at stake in our healthcare debate.

Though this book is our best effort at an objective assessment of the policy, that is not to say we, as authors, are impartial. How could we be? Given the state of healthcare in America, our aspiration is to improve the system, not observe it dispassionately. Nevertheless, we come by our preferences honestly. Neither of us works for a for-profit healthcare corporation. We are young American doctors who have taken oaths to protect our patients, and we believe in our country’s capacity to do better. It is that preference—for a healthier, more equitable America—that motivates this writing and our work. However, where we may be partial, we have opted for candor and transparency. This work also benefits from interviews with more than a dozen of the nation’s leading experts in healthcare politics and policy we conducted for this book, and their perspectives have informed these pages as well.

In Part I of this book, we explore the healthcare system as it exists in America. We introduce you to Lisa Cardillo, whose brushes with the healthcare system typify the broader American experience. Using her experience, we diagnose the key problems in the system. We then explore the history of health reform efforts to illuminate how our current system came to be—and how it might be reformed in the future.

In Part II we examine M4A as a policy. We analyze how it works, mapped to the critical challenges of American healthcare established in the first part. We then explore the question of how it’s paid for and consider the proposed alternatives to M4A.

In Part III we consider the politics of M4A. We trace the pathway, the strategy, and the tactics that will likely be deployed, as well as the key stakeholders in the coalitions for and against the policy. We also consider important swing constituencies, the policy levers that might move their support one way or the other, and the critical role of organizing. We close by exploring how all these forces will come together in the political arena.

We are grateful you are taking the time to read this book. Indeed, however urgently we are debating health reform today, there is no doubt that our Constitution, written all those years ago in 1787, predicated government by the people on the assumption that we would be an educated and engaged community of citizens. We hope this work will be a contribution to that end.


Part I

Healthcare in America


1

Diagnosis

Lisa Cardillo will never forget her fifteenth wedding anniversary. After waving goodbye to their three children, Lisa and her husband, Dominic, drove across the state to Grandville, a few miles from Lake Michigan. They had more than their anniversary to celebrate: Dominic, who’d suffered a malignant brain tumor at just thirty-three years old, was three years past his cancer diagnosis. After a full year of treatment, including radiation, surgery, and chemotherapy, he was now down to a few MRIs a year to make sure that the cancer hadn’t recurred. Eager for a fresh start, the Cardillos were excited for a weekend getaway filled with romantic sunsets, a brewery tour, and a Red Hot Chili Peppers concert.

But just as they were about to enjoy the day on Lake Michigan’s sandy beaches, Lisa felt a sharp burning in the center of her chest. Then came the crippling nausea and abdominal pain. She’d read something on Facebook about a friend of a friend having similar symptoms a while back—a recollection that came rushing on now. Though Lisa was thirty-six years old and otherwise healthy, she knew that something was terribly wrong.

The Cardillos knew better than to call an ambulance—Dominic’s had cost them $800 when he was first diagnosed. They rushed to the car and started Googling nearby hospitals. The nearest one was just twelve minutes away. Dominic stepped on the gas. Lisa’s left arm started to go numb.

As Lisa walked into the emergency room, she went into cardiac arrest. With her heart no longer pumping blood, she crashed to the floor. The emergency room personnel started performing CPR then and there.

Over the next nine agonizing days at that hospital, Lisa was diagnosed with a heart attack caused by spontaneous coronary artery dissection—a deadly tearing of one of the arteries that supply blood to the heart. Though extremely rare, this condition has a predilection for young women, like Lisa. After her cardiac arrest, she went into heart failure. The doctors put Lisa in a medically induced coma and implanted a heart pump that would do the work that Lisa’s ailing heart could not.

Thankfully, Lisa survived. But those nine days were only the beginning of her ordeal. She was discharged on a cocktail of cardiac drugs—some to manage the strain on her heart, some to reduce her blood pressure. For five months she had to wear a defibrillator vest.

All of this was extremely expensive. The hospital sent a bill for $185,460. The defibrillator vest was another $5,000 a month. Then more bills for cardiac rehab, follow-up appointments, and prescriptions.

Lisa was no stranger to medical costs. She’d learned more than she ever wanted to know about navigating insurance bureaucracies dealing with Dominic’s treatment just a few years earlier. His twice-annual MRIs cost thousands of dollars, on top of the cost of his radiation, chemotherapy, and surgical treatment.

And the Cardillos have insurance. Unlike the 30 million Americans who don’t have it, they have health coverage through Dominic’s job as an automotive engineer. Before Dominic’s diagnosis they had tried to save on premium costs by choosing an insurance plan with a high deductible, meaning they would need to spend more before insurance kicked in. That left them with $12,000 in uncovered medical bills for his care, which they were supposed to pay out of pocket. Owing ten different medical creditors money they didn’t have, they quickly found themselves underwater. Though Lisa and Dominic resisted asking for help, their friends eventually started a GoFundMe page and threw an in-person fundraiser to partially allay their debts. Together, their friends and family raised nearly $8,000—just enough to get them back on solid footing. But when January 1 rolled around, their deductible reset and they found themselves back at square one paying for Dominic’s ongoing treatment.

Beyond the financial toll, there was the personal toll. Lisa had spent hours on the phone with the various hospitals, clinics, labs, and imaging centers where they owed money—not to mention pleading with their insurance company to cover the costs of this or that treatment. More than once, she’d found herself crying to the faceless insurance bureaucrat on the other end of the line. “When your medical bills become more stressful than your husband’s brain cancer diagnosis, something is not right,” she told us.

After Dominic’s diagnosis, they upgraded to a more expensive insurance plan: now their out-of-pocket costs were supposed to be capped at $7,000 per year. But there were also the unexpected costs they had thought their insurance would pay that it didn’t. When Lisa had her defibrillator placed, for example, the insurance company said her anesthesiologist was out-of-network, meaning she’d have to pay an extra $1,500 out of pocket. Still recovering from her cardiac arrest, she was too tired to deal with it all. She tried to ignore the bills and convalesce before starting another round of fighting, cajoling, and even begging her insurers and creditors.

Medical calamity has forced the Cardillos to make decisions that they never imagined having to make. “Are we going to be able to take our kids on a vacation or are we going to pay these medical bills so they don’t send us to collections? It’s a balancing act, and it’s something I never expected,” Lisa said. They are constantly juggling their finances to meet the minimum payments for each of the creditors they’ve accumulated through their brushes with death.

Morbidly, Lisa jokes that her “favorite bill” is the one for “cardiopulmonary resuscitation”—the manual CPR she got in the emergency room. For $568, the hospital personnel saved her life. But because she hadn’t met her deductible, she paid for it out of pocket. “It’s the best $568 I ever spent,” she said. But should she have had to spend it at all?



Lisa’s heart condition is rare. But her experience with our healthcare system is not. Here’s the truth: America is exceptional on virtually every healthcare measure. But more often than not, we’re exceptional in exactly the wrong ways.

In a comprehensive study of the healthcare systems of eleven high-income countries, here’s how America fared compared to our peer countries—places like Canada, Switzerland, and the United Kingdom.1 We spend the most money on healthcare in the world—nearly twice as much per person than our peer countries on average. Our national healthcare bill in 2016 came to $9,400 per person, versus an average of $5,000 in our peer countries—and in 2021 we’re projected to spend more than $12,000 per person.2 For every dollar spent in our economy, 18 cents go to healthcare. The average in our peer countries is below 11 cents.

What are we getting for this money? The short answer: worse health. This starts from the first moments of life. American infants have the highest rates of death. A baby’s chance of death is twice as high if his mom is Black instead of white.3 American moms also die at the highest rates after giving birth. This discrepancy continues to the last moments of life: Americans die three years earlier than our peers abroad. It’s no surprise we have the lowest satisfaction with our healthcare system among our peer countries—less than one in five Americans think our healthcare system works well.4

It gets worse. Even after the implementation of the Affordable Care Act (ACA), more than 30 million Americans still did not have health insurance in 2019.5 Our peer countries have uninsured rates between 0 percent and 0.2 percent.6 Ours is almost fifty times higher, at nearly 10 percent of the population. And Americans with insurance aren’t getting the healthcare they need, either—more Americans report skipping medical care due to cost than in any other wealthy country. Those who do get the care they need are paying dearly for it. And if you’re Black or poor, you’re more likely to be on the wrong side of these statistics.

America is also the only advanced nation with a health insurance system that crumbled in the face of COVID-19. In most other countries, every single citizen kept their health coverage throughout the pandemic. In the United States, millions lost their health insurance along with their jobs as a deadly contagion spread all around them.7 Many Americans—insured or not—were forced to avoid care for fear of the costs. And our hospitals and clinics were brought to the brink of financial collapse when private insurance revenue dried up.



America’s healthcare system is in critical condition. In this chapter, we’ll try to get to the bottom of the diagnosis.

First, let’s review the basic anatomy of American healthcare. When it comes to health insurance, we have no unified system to get people covered. Instead, Americans are carved up into half a dozen different systems. First is employer-based insurance: about half of Americans have private insurance coverage through their job, like Lisa and Dominic Cardillo. Second is Medicare, a public insurance program operated by the federal government that mostly covers Americans over age sixty-five (along with Americans who have certain disabilities). Third is Medicaid, a public insurance program operated by the states that mostly covers low-income Americans. Fourth is individual private insurance, usually purchased through the ACA marketplaces by people who do not have other options for insurance. Fifth are other public programs like the Veterans Health Administration and the Indian Health Service. Sixth and finally, some 30 million Americans remain uninsured. Based on their insurance, each of these groups has different access to a combination of basic and advanced healthcare services: primary care, emergency room visits, dental care, hospitalizations, prescription drugs, surgery, and more.

Combining all these parts of the US healthcare system, in 2018 Americans spent a total of $3.6 trillion on healthcare.8 Nearly three-quarters of that money goes to four places: hospitals, doctors’ offices, prescription drugs, and insurance administration. A third of all spending—over $1 trillion a year—goes to hospitals. Twenty percent goes to doctors’ offices. Ten to 15 percent is spent on prescription drugs, and 8 percent goes to the overhead costs of the insurance system. The rest is spread across smaller categories like nursing homes, dental care, home healthcare, ambulances, and public health.

Our healthcare costs are increasing rapidly. In 2021, US healthcare spending is expected to exceed $4 trillion. By 2025, it is projected to be over $5 trillion.9

Though our healthcare system is complex, its problems are clear. Let’s break them down.

Problem #1: Our Healthcare Is Too Expensive

Our healthcare costs are almost double those in the rest of the world. Why is this?

Many people assume that our costs are higher simply because we use more healthcare. But that’s not actually true. We go to the doctor less in America than people in nearly all of our peer countries—for comparison, Americans have an average of four physician visits per year, while Canadians have nearly eight. We also use hospitals less, in terms of both admissions and total days spent in the hospital.10

If we don’t use more healthcare than other countries, how are we spending twice as much? The first reason is that our prices are higher for just about everything in healthcare, including hospital stays, doctors’ visits, and prescription drugs. The second reason is that we spend far more money on healthcare administration than other countries do. These two cost drivers share an underlying cause: our insurance system, which both enables high prices and creates administrative complexity.

“It’s the Prices, Stupid”

The first key driver of our high healthcare spending is embarrassingly simple: our prices are higher. Much, much higher. And much higher for just about everything in healthcare. A day in the hospital costs $5,220 in America and $765 in Australia.11 A 30-day supply of Xarelto, a medication that prevents blood clots, costs $70 in the United Kingdom and $380 in the United States. The cost of delivering a baby is thousands of dollars higher in America than in Switzerland or South Africa. Hip replacements here are almost three times as expensive as in the United Kingdom. A CT scan of your belly costs $140 in the Netherlands and $1,100 here. An MRI in Switzerland is $310; here it’s $1,430. Coronary bypass surgery in the United States costs over $78,000—twice as much as in Switzerland, and five times as much as in the Netherlands.12

In other words, American healthcare costs are high not because women like Lisa spend too many days in the hospital, or because men like Dominic get too many brain MRIs. Our costs are high because we’re charged more for those same hospital days and MRI scans than people anywhere else on earth. For instance, in the summer of 2019 Dominic got a brain MRI for a total price of $940—a good deal by American standards. But if Dominic lived in the United Kingdom, that scan might be priced at $450. In the Netherlands, it might be $200 or less.13

The title of a research paper by a group of influential economists sums up the first answer to why healthcare costs are so much higher in America: “It’s the prices, stupid.”14 In this context, price refers to the total amount of money received by a hospital, physician, or drug company for providing a product or service. Depending on the service and the patient, some of the price might be covered by insurance and some of the price might be paid out of pocket by the patient. (Throughout this book we use “price” and “payment rate” interchangeably, referring to how much a healthcare provider receives for a service.)

American medical prices are the highest in the world. But they also vary in seemingly bizarre ways: within the very same hospital, the price of a service can double or triple simply based on what kind of insurance a patient has. Prices for Medicare patients are often closer to the international norm, but prices for privately insured patients are astonishingly high by global standards. Remember Dominic’s $940 brain MRI? If he was on Medicare, the price would have been less than $400.15 Not quite the Dutch price, but lower than the British price. In more extreme cases, prices within the same hospital can be ten times higher for patients with private insurance compared to patients on Medicare—for the exact same service!16

Why are prices so high for people with private insurance? To understand this puzzle we’ll focus on the example of hospital prices, because hospitals are the biggest source of healthcare spending in the United States and those prices are rising the fastest. Prices for physician services work similarly (though the problem is less severe), and later we’ll tackle the unique causes of high drug prices.

Hospital prices in Medicare are lower than prices in private insurance for a very simple reason: negotiating power. Because Medicare is such a large program, it has the power to unilaterally set reimbursement rates for all the services it covers—and nearly every hospital in the country chooses to accept those rates. Hospitals simply don’t have the leverage to demand higher prices from Medicare.

Private insurance works very differently. There are nearly a thousand health insurance companies throughout the United States, and each negotiates its own prices with hospitals.17 A given insurance company might offer dozens of different health insurance plans, and each plan can have its own negotiated prices. Compared to Medicare, private insurance companies have very little leverage to prevent hospitals from increasing their prices.

Some people might assume that because most hospitals are nonprofit institutions, they wouldn’t take advantage of their power to charge higher prices. But they do: hospitals raise prices year after year, and there’s not much private insurance companies can do to stop it. Insurance companies can then pass these higher costs on to patients in the form of higher premiums and deductibles. For instance, from 2007 to 2014, hospitals raised their prices by 42 percent.18 Over the same period, private insurance companies raised their premiums by 40 percent for families with employer-based coverage.19 Deductibles nearly doubled.20

The US healthcare system simply does not have effective tools to prevent price increases in the private marketplace. Like so many Americans, Lisa and Dominic suffered the consequences: rising premiums, excessive deductibles, and huge charges for their care. Even though they had private insurance that was supposed to protect them if they got sick, they still found themselves burdened by debt because of the high price of healthcare.

The basic reason prices are so high is that private insurance companies simply lack the leverage to keep prices under control. But there are two additional forces that exacerbate this problem: hospital consolidation and a system of broken incentives for insurance companies.

Hospitals Have Become Local Monopolies

Healthcare is local. You can’t ship healthcare, and it has to be nearby when you need it. That’s why patients almost always seek care from doctors and hospitals in the geographic area where they live. It’s why Lisa got her healthcare in Grandville, where she was on vacation, rather than near her home on the other side of Michigan.

When one or two hospitals dominate the local market, they have even more leverage to charge high prices to people with private insurance. That’s exactly what’s happening in the United States, and the problem is only getting worse. In 1990, two out of three hospital markets were highly concentrated. In 2016, 90 percent of hospital markets were highly concentrated.21 The monopolization of the American hospital industry reflects a flurry of mergers, with hospitals buying up their competitors to enhance their own power. Throughout the mid-2000s, there were fifty or more hospital mergers every year. The Affordable Care Act accelerated provider consolidation, and since 2014 there have been over a hundred hospital mergers every year.22

The result is higher prices. That’s because in the private market, prices are determined by the relative bargaining power of the two parties at the negotiating table. It’s incredibly hard for an insurance company to say no to any demand from a hospital that has a monopoly on the local market—if an insurance plan doesn’t cover services from that hospital, their product becomes essentially worthless to patients in that area.

Unsurprisingly, hospital prices in consolidated markets continue to increase every year. When hospitals merge in already concentrated markets, the price increases can be shockingly high, often exceeding 20 percent.23 After Evanston-Northwestern Hospital bought Highland Park Hospital—essentially dominating the market on the North Shore of Chicago—in just a few years prices increased by a staggering 48 percent.24

We spend over $1 trillion every year on hospital care in the United States. It’s no surprise that rising hospital prices are an important driver of our national health spending. These high prices get passed on to consumers in the form of higher premiums, lower benefits, and lower wages.25

Insurance Companies Keep Prices and Premiums High

Insurance companies do have at least one effective strategy for bringing down prices: buying up competitors to build monopoly power. Because prices depend on the relative bargaining power of insurers and providers, insurance companies are able to negotiate somewhat lower prices if they manage to dominate a market. For instance, consolidating from three companies to two companies in an insurance market is associated with a 5 percent drop in prices paid to providers.26 Another study found that hospital prices in the most consolidated insurance markets were 12 percent lower than prices in the most competitive insurance markets.27 (That’s right: more competitive insurance markets had higher hospital prices.)

But there’s a catch: when insurance companies consolidate and use their market power to negotiate lower hospital prices, they simply keep the savings for themselves. In fact, when insurers consolidate, premiums go up. For instance, a study of the Aetna-Prudential merger found that the consolidation was associated with a 7 percent rise in premiums.28 This should come as no surprise: with less competition, insurance companies are more able to charge patients higher premiums.

In essence, consolidation allows insurance companies to squeeze both patients and providers—which is good for insurance company profits but leaves both consumers and providers worse off. This makes our private insurance market a lose-lose for consumers when it comes to controlling prices. A fragmented insurance market may lead to competition and lower premiums today—but weak insurers allow providers to charge increasingly higher prices over time, leading to cost growth and higher premiums in the long run. On the flip side, insurance market consolidation gives insurers more negotiating power to rein in the prices charged by providers—but this leads to low competition, so insurance companies can just pocket the savings as extra profits and raise premiums in the process.

Furthermore, even when insurance companies could negotiate lower prices, they often choose to keep prices high. Imagine a hospital and an insurance company sitting at the bargaining table. Hospitals obviously want high prices—that’s their income. In theory, insurance companies should want to keep prices low—the less they pay to hospitals, the more they get to keep for themselves in profits. But the incentives don’t always work this way. Paradoxically, insurance companies actually have incentives to keep prices high in many cases.

The first reason for this is that insurance companies are focused on fending off competitors. This means that an insurance company is actually willing to accept high prices from a hospital so long as the hospital promises to charge even higher prices to competing insurance companies. Contracts between hospitals and insurers often include this type of agreement—it’s usually called a “most favored nation” clause, but we can call it a “most favored insurer” agreement. Take an example: Blue Cross Blue Shield (BCBS) is the dominant insurer in Michigan. In 2010, BCBS had “most favored insurer” agreements with the majority of hospitals in the state. In some cases, these contracts required hospitals to charge rival insurers up to 40 percent more.29

The hospitals win: they charge higher prices to everyone. BCBS wins: it keeps its dominant market share and makes it extremely difficult for potential competitors to enter the market. The lesson is that if you’re an insurance company, high prices are okay if they let you maintain a pseudo-monopoly, which means you can charge high premiums and keep the profits. This is essentially collusion between big hospitals and big insurers to keep prices high—a classic market failure.

The second source of broken incentives is an unintended effect of policy. The ACA contained a provision that requires insurance companies to spend at least 80 percent of the premium dollars they collect on medical claims (or 85 percent for insurers selling to large employers). The intention of this “80/20 rule” was to put a cap on the acceptable level of insurance company administrative overhead and profit.

If you’re an insurance company, what do you do? Keep the pie as large as possible. This means that insurers would rather charge high premiums and pay providers high prices, rather than keep premiums and prices low, because it means a higher profit for them. And if they fight too hard for lower prices, they’ll violate the 80/20 rule and be forced to pay the savings back to consumers. Indeed, after the 80/20 rule was introduced, insurance companies did not decrease premiums—instead, they paid more to providers.30 So in the end, the players we rely on to keep prices low are often incentivized to keep prices high.

Drug Prices Are Out of Control

The United States spends twice as much per person on prescription drugs than our peer countries. It’s cheap to manufacture prescription drugs, often costing just pennies per pill. Drug prices are high because many of these pills are protected by patents, meaning that pharmaceutical companies can set the price as high as they want, and no other company is allowed to offer the product at a lower price.

Patents give drug companies and investors the incentive to put up large sums of money to research and develop new drugs. If they successfully bring a new drug to market, companies are rewarded with the right to charge high prices with no competitors for a specified number of years. However, this system can make drugs unaffordable for patients. Other countries navigate this tension by regulating the prices that drug companies are allowed to charge, or by negotiating as a country to get bulk discounts on new drugs.

The United States is different. We have virtually no regulations on how much pharmaceutical companies can charge for drugs, whether patented or generic. Profit-seeking companies know how to use this system to their advantage. As CEO of Turing Pharmaceuticals, Martin Shkreli bought an old anti-parasite drug frequently used by people with HIV. Overnight, he jacked up the price from $13.50 to $750.31 He’s not alone. As CEO of Mylan, Heather Bresch raised the price of EpiPens over 400 percent.32 Politicians, the public, and the media skewered these CEOs for their unethical behavior. But at the end of the day, why did they raise the prices? Because they could.

Americans have very limited ability to negotiate for lower drug prices. Medicare is the largest purchaser of drugs in the United States, but by law, Medicare is prohibited from negotiating drug prices with pharmaceutical companies. (When Congress added prescription drug coverage to Medicare during the George W. Bush presidency, the pharmaceutical industry lobbied vociferously—and successfully—to ban Medicare from negotiating drug prices.) For their part, private insurance companies simply lack the negotiating power to secure drug prices anywhere near the international norm. In essence, drug prices are high because pharmaceutical companies have monopolies on their most lucrative products—and there’s no countervailing force to keep prices in check.

Complexity Is Costly

Our private insurance system doesn’t only enable high medical prices. It’s also very costly in and of itself, saddling the American healthcare system with the highest administrative costs anywhere in the world.33 High administrative spending is the second key reason that US healthcare costs are so high.

A comprehensive study estimated that in 2017, the United States spent $812 billion on healthcare bureaucracy—almost a quarter of the $3.5 trillion we spent on healthcare that year.34 That’s nearly $2,500 per person. Meanwhile, Canada’s single-payer system spent only $550 per person on healthcare bureaucracy. For comparison, the $812 billion we spent administering the healthcare system in 2017 is larger than the budget for the US military, larger than the budget for the entire Medicare program, and more than we spend nationally on public K-12 education.

Both healthcare providers and insurance companies incur astonishingly high administrative expenses. As we’ll see, the root cause of this spending is our fragmented system of private health insurance.

Doctors, hospitals, and other healthcare providers face an enormous administrative burden from our convoluted payment system. In total, American hospitals on average spend 25 percent of total revenues on administration—the highest in the world.35 Physician practices employ an average of two administrative staffers for every three clinical personnel.36 The toll on hospitals and providers comes to hundreds of billions of dollars every year.37

When journalists write about the administrative burden on providers, they often focus on the need to reduce “paperwork.” It’s true that administrative complexity means more forms to fill out, but the problem is more severe: Americans spend hundreds of billions of dollars every year supporting an entire industry of billers, coders, and other administrators whose purpose is to keep our byzantine payment system ticking along.

Beyond the stacks of paperwork, picture this: the Duke University hospital system has 957 beds and employs more than 1,500 billing clerks.38 The Cleveland Clinic maintains over 3,000 insurance contracts, and each contract contains negotiated prices for over 70,000 services.39 This means the Cleveland Clinic has 210 million different prices for the services delivered in its facilities. It takes a lot of time and money to translate everything that happens in a hospital into one of these 210 million different prices—and then to communicate back and forth with the insurance company and the patient to figure out how everything is going to be paid for.

Researchers from Harvard Business School teamed up with researchers at Duke to find out exactly how much time and money was devoted to billing and coding in a health system, following individual medical bills from beginning to end.40 They found that physicians and staff spent 73 minutes preparing bills for an average patient in the hospital. If the patient had surgery, physicians and staff spent 100 minutes preparing the bills. The emergency department in the study spent more than 25 percent of its professional revenue simply processing bills.

The researchers provided a clue as to why the administrative costs of the US healthcare system garner little attention: the administrators themselves are largely hidden from both patients and doctors. The billing organization was located in a 125,000-square-foot building more than ten miles away from the main academic campus, employing more than 1,500 full-time equivalent staff.

Insurance companies also spend hundreds of billions of dollars a year on their own administrative needs. On average, private insurers use 13 percent of premiums for administrative expenses and profit.41 In contrast, the traditional Medicare plan has administrative costs between 2 and 3 percent.42 This means that when we send our healthcare dollars to private companies rather than a public plan, we’re surrendering 10 cents on every dollar to extra administrative needs and shareholder profits. In essence, we’re paying a premium on our premium. In total, America spends nearly three times as much on insurance administration than our peer countries.43

Where does this administrative spending actually go? Some of it goes toward core activities that any insurer must perform, whether private or public: processing claims, monitoring for fraud, and so on. But Medicare shows that you can perform these core functions for just a couple of cents on the dollar. What about the rest? Some of it goes toward marketing budgets, which private companies use to compete with each other to attract enrollees (and often to target healthier customers). Some of it goes to pay multimillion-dollar corporate salaries. Some of it goes to pay commissions to the brokers who link up insurers with groups of customers. And so on. In short, there’s no single place where this administrative spending is being unconscionably squandered. Rather, once we treat health insurance as a business, we accept the usual costs of doing business: aggressive marketing, layers of bureaucracy, competitive corporate salaries. Beyond these administrative needs, a sizeable chunk of insurance revenue is also kept as profit—for a large insurance company, this can range from 4 to 7 percent of total premiums in a typical year.44

It is inevitable that a healthcare system will spend some of its money on administration. But America is peculiar in its incredibly high levels. The root cause is our fragmented private insurance system—private insurers themselves require an extra 10 cents on every dollar to function as a business, and in turn the sheer number of insurance companies imposes a burden on providers that drains tremendous time and money away from patient care.

In summary, American healthcare is so expensive because we pay higher prices for hospital care, physician services, prescription drugs, and other medical care—and also because our administrative costs are the highest in the world. Our complex, fragmented insurance system permits these high prices while imposing an enormous administrative burden. It’s the prices and the administrative costs—both of which are high because of how we pay for care.

Why Doesn’t the “Free Market” Control Healthcare Costs?

Unlike other countries, the United States does not use government regulation to keep healthcare costs in check. But shouldn’t the market be able to control healthcare costs, without government interference? Americans generally rely on market competition to improve products, reduce prices, and leave consumers better off, with low costs and high quality. If the free market was working in healthcare, Americans would be able to get excellent care at a low price, keeping our bodies and pocketbooks healthy. But we get the opposite: expensive care and the worst health outcomes in the developed world. Why isn’t the market working in healthcare?

It’s understandable why the market can’t solve the problem of high administrative costs, since the private insurance market itself is the cause of administrative complexity. But why can’t the market keep prices and other costs under control?

To answer this question, let’s first consider what a well-functioning market looks like: consumers know exactly what they’re buying, they face the full costs of their purchase, they have the time and ability to deliberate and make the most rational decision, they have many options for where (and from whom) they make their purchase, and they can choose to not make a purchase at all. A well-functioning market also has many buyers and many sellers, which means no single party has control over the prices—it’s left to the “invisible hand” of the marketplace.

Healthcare violates every one of these principles.

Think about Lisa. When she started experiencing chest pain, she was worried she might be having a heart attack. But there’s no way Lisa could have known that she was experiencing spontaneous coronary artery dissection, and there’s no way she could have known what diagnostic tests and procedures she was supposed to “shop” for. Most of medicine works this way: we seek medical attention when we want to know what’s happening to us and what we can do about it. That means we don’t have the full information that’s needed to shop around—which is one thing markets need to work.

If Lisa somehow knew what services she would ultimately need and was able to look up the prices of a cardiac catheterization and a mechanical heart pump, there’s a further issue: because of insurance, she doesn’t face the full cost of the care she “purchases.” In a normal market, the price paid by the consumer is the same price that’s received by the seller. In healthcare, insurance covers most of the costs of each service—another reason healthcare isn’t like other markets.

More to the point, Lisa simply couldn’t afford to use precious time to look up all the different places where she could go for care, research what services she might need and try to find their prices, cross-reference that information with the details of her insurance policy, and look up quality ratings and reviews to compare her different options. It is no exaggeration to say that if Lisa had spent time doing any of that after she felt chest pain, her heart probably would have stopped before she reached an emergency department—without any professionals around to resuscitate her.

Lisa also had no real alternative to “purchasing” the services she was provided. When she was on the operating table about to get the procedure that would save her life, she had no real ability to shop around, or to decide she didn’t want to buy at all. Economists call this an “inelastic” demand, meaning it doesn’t change, no matter the price. When you need lifesaving care, you’ll pay whatever you’re charged.

You might think that Lisa’s case isn’t representative because it was an emergency. But most of these same forces—missing information, insurance coverage, urgency, and lack of alternatives—are at play in the majority of healthcare decisions. Researchers at the Health Care Cost Institute estimate that at least 60 percent of healthcare spending goes toward these kinds of “non-shoppable” services. And even if up to 40 percent of healthcare spending is on theoretically “shoppable” services, insurance insulates patients from the majority of these costs—all told, a mere 7 percent of total healthcare costs come from out-of-pocket spending on shoppable services.

Even for healthcare services that are theoretically shoppable, the consolidation of our healthcare system introduces a further market failure: you can’t shop around when your local market has been monopolized by a single health system. (Similarly, you can’t shop around for a better deal on medication when the drug company has a patent-protected monopoly.)

Finally, even in the rare cases where all the conditions seem to be in place for patients to act like typical consumers, they simply don’t shop around. Researchers tested this by looking at one of the closest things to a commodity you can find in healthcare: lower-limb MRI scans, which are abundantly available, often scheduled in advance, and have no meaningful difference in quality from one location to another. Patients in the study faced high out-of-pocket costs, giving them a financial incentive to shop around; they also had access to a price comparison tool. Even under these ideal conditions, patients simply did not price-shop: on average, patients bypassed six lower-priced MRIs between their home and the location where they received their scan.45 Less than 1 percent of patients used the price comparison tool at all. When receiving healthcare, patients simply are not consumers in the traditional sense.

The upshot is that American healthcare prices are not determined by the “invisible hand” of a competitive marketplace. They’re determined by powerful companies that take advantage of a broken market to keep prices high.

Problem #2: Too Many Americans Can’t Access Healthcare

Even though we dedicate nearly a fifth of our economy to healthcare, Americans are not receiving the care they need. More Americans lack access to healthcare than citizens in any other wealthy country.

Most severely, as of 2019 more than 30 million Americans had no health insurance at all.46 But even Americans with health insurance can face barriers that prevent them from accessing care. First, as detailed earlier, care is simply too expensive, even for people with insurance. Second, insurance often does not cover all the services Americans need. And finally, many Americans in low-income urban and rural communities simply don’t have quality services available in their geographic area.

Too Many Americans Still Have No Health Insurance

Health insurance is the most basic way that people gain access to healthcare. But nearly 10 percent of the American population has no form of health insurance, including 7 percent of Asian Americans, 8 percent of white Americans, 11 percent of Black Americans, 19 percent of Hispanic Americans, and 22 percent of Native Americans.47 To put it simply: as of 2021, healthcare is not treated as a human right in America.

Why are so many Americans uninsured? Nearly half of the uninsured report the cost of coverage is too high.48 One in five said they lost coverage because they lost or changed jobs; 13 percent lost coverage because they earned too much money or otherwise were disqualified for Medicaid. Just 3 percent of the uninsured say they have no need for health coverage.

Who are the uninsured? About a third (more than 9 million) are eligible for ACA subsidies to help them buy insurance—but either they don’t know they are eligible or the subsidized insurance is still too expensive. Almost a quarter of adults and children without insurance are eligible for Medicaid but aren’t enrolled.49 In practice, if these Americans were hospitalized, they would be enrolled in Medicaid at that time. The fear is that they are missing out on preventive and primary care—or even avoiding the emergency room when they’re sick—because they’re not aware that they are eligible for insurance through Medicaid. In that way, the fragmentation and complexity of our insurance system keep many Americans uninsured.

Furthermore, over 2 million Americans fall into the tragic “coverage gap”: they’re below the poverty line, but they don’t qualify either for Medicaid or for subsidized insurance through the ACA.50 This coverage gap exists only in states that chose not to expand Medicaid, leaving these individuals concentrated in southern states. They have essentially no options for health insurance. Another large group of the uninsured are the nearly 4 million undocumented immigrants, who are ineligible for coverage because of their documentation status.51

Overall, most uninsured Americans lack healthcare because they’re poor. The United States does not guarantee health insurance, so those who can’t afford it simply don’t have it.

Even Americans with Health Insurance Can’t Afford Healthcare—or They Pay Dearly for It

For too many Americans, seeing a doctor remains unaffordable even though they have health insurance. The raw number of people with health insurance does not tell the full story about how Americans are protected from healthcare costs: Americans are not just uninsured but underinsured. Researchers at the Commonwealth Fund track how many Americans are underinsured, defined as carrying insurance with deductibles or out-of-pocket costs that rise above a certain threshold of income. Forty-five percent of nonelderly adults are either underinsured or uninsured—almost 90 million Americans.52 In other words, nearly half of working-age Americans do not have adequate health insurance.

A third of Americans say that over the past year they or a family member have put off medical treatment due to cost. One in four Americans says they’ve put off treatment for a serious medical condition.53 The proportion of Americans priced out of medical care for serious conditions has doubled since 2003. The percentage of people skipping doctor visits due to cost is three times higher in the United States than in our peer countries.

One reason Americans are being priced out of care is the trend toward higher deductibles in American health insurance, meaning that people need to pay more out of pocket before insurance kicks in. This trend hit Lisa and Dominic hard. Deductibles for covered workers doubled during the 2010s, and in 2019 the average annual deductible for a single person with job-based insurance was over $1,600.54 Deductibles are even higher in the ACA marketplaces. In 2020, “silver” ACA plans had an average deductible of $4,300 for an individual and $8,820 for a family of four, and “bronze” ACA plans had an average deductible of $6,400 for an individual and $13,400 for a family of four.55

Unsurprisingly, these higher costs are a grave problem for Americans with low incomes and serious health needs. Among low-income Americans with multiple chronic conditions enrolled in high-deductible plans, almost half spent more than 20 percent of total family income on out-of-pocket healthcare costs alone.56 Women of all income levels on high-deductible plans experience months-long delays in getting breast cancer diagnosed and treated.57

Americans with insurance also suffer the costs of surprise medical bills. Patients often go to “in-network” hospitals but get treated by “out-of-network” physicians who haven’t signed a deal with their insurance company. Other times, the ambulance that shows up when you call 911 isn’t covered by your insurance. The result? Unexpected bills with potentially very high charges that insurance doesn’t cover. More than two in five visits to the emergency room lead to a surprise bill. Beyond the emergency room, two in five hospital admissions come with an out-of-network charge, even when the hospital itself is in-network.58 One in five patients who undergo an elective operation with an in-network surgeon also ends up with a surprise bill.59 Lisa received her own surprise bill after the anesthesiologist who cared for her throughout one of her operations turned out to be outside her insurance network. In total, more than two in five Americans with health insurance say they or a family member has received an unexpected medical bill in the last two years.60 Americans with health insurance simply can’t be confident that their care will be covered.

All told, among sick Americans under age sixty-five—those who report being in fair or poor health—about half say they had trouble affording care in the last year.61 Among Americans with serious illness, more than a third had healthcare costs so high that they spent all or most of their savings while sick.62

Patients on Medicare are not immune to these problems. The average Medicare enrollee spends over $3,000 a year out of their own pocket on medical bills.63 For one in four seniors, medical costs consume more than 20 percent of total income. Medicare beneficiaries with serious illness fare even worse: more than half have had a serious problem paying their medical bills, more than a third used up most or all of their savings on medical expenses, and one in four were unable to pay for basic necessities.64

In today’s America, health insurance doesn’t make healthcare affordable, and it doesn’t protect you from financial ruin.

Insurance Doesn’t Cover All the Services Americans Need

Deductibles and out-of-pocket costs aren’t the only reason that Americans with insurance can’t access care. Oftentimes American health insurance simply doesn’t cover certain services that are essential to health. Nearly 30 percent of Americans do not have dental insurance, including more than 60 percent of seniors.65 Medicare today also does not cover vision, hearing, or long-term care services.

Furthermore, private insurers often maintain narrow provider networks as a cost containment tool; the result is that patients may not be able to seek care from the clinicians and hospitals best suited to their individual conditions. And even if patients receive care from an in-network provider, insurance companies often deny claims. For instance, in 2017 insurers on the ACA marketplaces denied one in five claims submitted.66 Some insurance companies denied more than 40 percent of in-network claims.

Americans in Rural and Low-Income Urban Communities Have a Hard Time Getting Care

Health insurance is different from health care. Too many Americans in rural and low-income urban communities don’t have access to care, even if they have insurance, because there simply aren’t services in their communities.

One reason for this is hospital closures. Nearly 200 hospitals closed down between 2003 and 2011, and the shuttered hospitals were more likely to be safety-net hospitals that care for the poorest.67 These closures have affected both urban and rural communities. And given the distances rural Americans have to travel to access services, a hospital shutdown can leave patients having to travel hours, even in emergency situations. It is significant that rural hospital closures have been concentrated in states that did not expand Medicaid, leaving more people uninsured and unable to pay for care. In these areas the harms of uninsurance spread to the entire community, which loses its ability to support a local health system.

Our fractured insurance system also creates special problems of access for patients on Medicaid. Doctors get paid less for seeing Medicaid patients: on average, Medicaid pays physicians 30 percent less than Medicare and about half as much as private insurance.68 This means Medicaid patients have a harder time getting in to see a doctor. In one study, researchers posing as patients called thousands of doctors’ offices and confirmed this disparity. If they said they had private insurance, they were turned away from an appointment just 14 percent of the time. But if they said they had Medicaid, they were turned away almost three times as often.69

There is also a national shortage of primary care doctors. Seventy-eight million Americans live in communities with primary care shortages.70 This is largely because of the way we pay for primary care: the payment rates are low compared to specialty services, and in turn primary care doctors have significantly lower incomes than specialists. The income disparity is over $100,000 per year.71 This means that when medical students look toward their future careers (and look toward paying off their medical school debt), they see that for a few years of extra training, they can increase lifetime earnings by several million dollars. They’re responding to the incentives in the medical marketplace, and the result is too few primary care practitioners. The nationwide shortage of primary care doctors is particularly acute in low-income urban and rural areas, where more patients tend to be on Medicaid, which reimburses physicians at particularly low rates.72

American Healthcare Access Isn’t Secure

Finally, American healthcare is precarious. Even Americans who have health insurance today can’t be sure it will be there for them tomorrow. COVID-19 brought this insecurity into sharp relief, with early estimates indicating that over 5 million Americans lost their job-based coverage and became uninsured between February and May 2020 alone.73 But American health insurance is insecure even in the best of times, with over 150 million Americans potentially just one pink slip away from losing healthcare for their entire family. In 2019, for instance—which was a strong year for the economy, by many measures—68 million Americans were separated from their jobs, including 21 million who were laid off.74 Some people who lose their jobs qualify for Medicaid or subsidized insurance through the ACA. But millions do not, and those who do may find that coverage less than satisfactory: for instance, the high deductibles common in ACA plans are particularly hard to stomach after losing your income.

At best, tying health insurance to employment means Americans face red tape and administrative hoops when they move to a new workplace, and they may lose access to their doctors or medications. At worst, it means job loss can trigger a health crisis too, creating a toxic brew of economic and medical damage.

Even beyond health insurance, American healthcare institutions are themselves precarious. One of the most remarkable consequences of the COVID-19 pandemic was the way it choked off funding to our healthcare system during the worst public health crisis in a century. With fewer paying customers, nearly two thousand community health centers were forced to temporarily shut down.75 Over a million healthcare workers lost their jobs between March and April 2020, including over 100,000 hospital workers.76 As hospitals had to cancel their most lucrative elective services to prepare for the pandemic, some found themselves battling both COVID-19 and bankruptcy at the same time, sometimes losing the latter battle and shutting down at the peak of the pandemic when their communities relied on them most.77

For all these reasons, the most expensive healthcare system in the world is failing to provide adequate healthcare to all its people.

Problem #3: Americans Are Sicker than We Should Be

Healthcare saves lives, so it should come as no surprise that access to it makes us healthier and lacking access makes us sicker. The clearest evidence on this point comes from studies showing that gaining health insurance prevents death. Numerous high-quality studies have found that Medicaid expansion has improved health and reduced mortality.78 A recent study also provided the first evidence from a randomized trial—the gold standard of scientific evidence—that health insurance prevents death.79 The Internal Revenue Service sent informational letters about health insurance options to millions of Americans who had previously paid a tax penalty for being uninsured under the ACA’s individual mandate. Researchers found that Americans randomly chosen to receive the letter were more likely to have health insurance in subsequent years—and were less likely to die as a result. Estimates suggest that tens of thousands of Americans die every year due to lack of health insurance.80

Our Poor Health Is Driven by Severe Illness among the Poor and Marginalized

America as a whole has worse health outcomes than other wealthy countries. But these averages are driven by especially severe illness among the poor and marginalized: if you’re poor or poorly educated, Black or Hispanic, the US healthcare system is stacked against you.

People with less than a high school education die seven years earlier than people with a university degree.81 If you’re poor in America, you also die earlier. And the gap between rich and poor is getting worse. Between 2001 and 2014, middle-income and high-income Americans gained an additional two years of life expectancy. But Americans in the bottom 5 percent of the income distribution had essentially no gains in survival.82 The richest 1 percent of women live ten years longer than the poorest 1 percent of women, and the richest men live fifteen years longer than the poorest men.83 Poverty affects not just how long you live but also your quality of life: compared to affluent adults, low-income adults with chronic illness are more than three times as likely to have limitations with routine activities like eating, bathing, and dressing.84

Black women die three years earlier than white women; Black men die almost five years earlier than white men.85 Black and Hispanic women have higher rates of teenage pregnancy. Black mothers are more likely to give birth to preterm babies. Compared to babies of white mothers, babies of Black mothers are twice as likely to die before their first birthday. Black and Hispanic children have higher rates of obesity. Black men and women have the highest rates of hypertension. A large body of literature has shown us that this isn’t because of anything essential about race, but because of structural, institutional, and interpersonal racism that has patterned education, income, and opportunity by race and ethnicity.

The Bigger Picture

The United States spends extraordinary sums of money on acute care after illness strikes. But our poor health is also driven by a relative lack of investment in the things that keep us well: primary care, preventive medicine, public health interventions, and social services.

It’s true that Americans get some of the best care in the world when they’re acutely ill—for instance, thirty-day survival rates after a heart attack or stroke are among the best in the world.86 But given that Americans with these conditions still die earlier than their peers abroad, there’s clearly something we’re doing wrong before and after these catastrophic events. For instance, we have among the highest numbers of avoidable hospitalizations for diabetes and asthma, conditions where people can often avoid the hospital if their condition is well managed at home.

Furthermore, the root causes of illness frequently lie outside the healthcare system: too many Americans lack a safe home, healthy food, or social support. Unfortunately, we underinvest in social services like housing, public transit, and healthy-food subsidies that can help alleviate these social drivers of illness. International evidence suggests that increased social spending is associated with improvements in infant mortality, life expectancy, and premature mortality.87 Although US healthcare spending is the highest in the world, our public sector spending on social services as a percentage of GDP is below average compared to other wealthy countries.88 From this perspective, our lackluster health begins to look less surprising—particularly when you consider that much of the lag in our health outcomes is driven by illness among the poor, who rely most on publicly funded social services.

Any pathology in the wider society will imprint itself in people’s bodies. Often policy in other domains negatively impacts health. Consider the obesity epidemic in America, which took off between the mid-1970s and early 1980s.89 Since 1980, childhood obesity has tripled.90 Did children’s food and exercise preferences suddenly change in 1980? Did parents stop caring about their children’s health? Probably not. In fact, recent polls have shown that obesity is one of the leading concerns that parents have about their kids’ well-being, ranking at the top alongside bullying and drug use.91

Then what changed? The circumstances in which parents and children were making those choices. After food prices spiked in the early 1970s, the Nixon administration championed a policy of subsidizing corn in an attempt to bring prices down (and to help Nixon get reelected). The global price of corn dropped artificially. Suddenly corn became so ubiquitous that people found new uses for it: as a sweetener (high-fructose corn syrup), as a main source of feed for livestock, and even as a source of fuel for vehicles (ethanol blended with gasoline). American agricultural subsidies, particularly for corn and soy, have fundamentally changed the American foodscape—largely driving the growth of American food corporations like Coca-Cola, PepsiCo, Yum Foods, and McDonald’s Corporation.

The American system of living also likely influences our health. Poor public transit coupled with suburban living and heavy reliance on automobiles decreases the amount of physical activity in daily life. And spread-out single-family homes can contribute to social isolation.

More broadly, nearly every challenge faced in American society—economic inequality, institutional racism, gun violence, loneliness, climate change, and more—impacts our health. Medical care and healthcare financing are critical, but it should come as no surprise that the project of improving human well-being is both deeper and broader.

Our System of Health Financing Hurts Poor and Marginalized People Worst

Reformers often separate health insurance and social determinants of health into two distinct categories: social factors are the upstream determinants of who gets sick in the first place, and health insurance allows you to get medical care if you get sick. But this view ignores the fact that our health financing system itself has a negative impact on the poorest and most marginalized people.

Take poverty, unemployment, food insecurity, and housing instability. These are all important social drivers of illness. Our health financing system contributes to all of them. Medical expenses push millions of Americans into poverty every year and contribute to hundreds of thousands of bankruptcies.92 Poor health can make it difficult to find or keep work. High medical expenses eat into the family budget at large, making it harder to afford food and rent.

Improvements in healthcare financing have been shown to alleviate each of these drivers of illness. Medicaid expansion reduced poverty, bankruptcy filings, and medical debt; enrollees in Ohio and Michigan reported that it was easier to seek employment or continue working after they got insurance. Medicaid expansion also improved food security and reduced evictions.93

Adverse social determinants of health are powerful; the way we pay for healthcare makes them worse.

Problem #4: The Experience of Giving and Receiving Healthcare Is Eroding

Virtually every American is (or will be) a patient of the healthcare system, and tens of millions of Americans are employed in healthcare. In our medical marketplace, patients and clinicians alike are getting left behind as our healthcare system becomes more complicated, more business-focused, and less personal.

Doctors Are Being Pushed Out of Independent Practice

As medical care becomes more sophisticated, it is increasingly necessary for primary care doctors, specialists, and hospitals to share information and communicate seamlessly. But American healthcare has taken this one step further, not just integrating information systems but actually allowing large hospitals to buy up other hospitals and practices to form giant consolidated conglomerates. Some proponents genuinely believe that the best healthcare system is the biggest healthcare system. But this consolidation is also driven by incentives in the private insurance system: bigger provider groups can leverage their market power to negotiate higher fees.

This corporate consolidation has made it harder and harder for independent healthcare practices to stay competitive, because when you get paid less for the same work compared to the giant health system across town, it’s harder to hire staff and offer quality services. The number of physicians in solo practice has been steadily declining, while the number employed by hospitals or health systems is growing. Between 2012 and 2016, a whopping 36,000 physician practices were bought up by hospitals.94 In 2018, only 31 percent of physicians identified themselves as independent practice owners or partners, down from nearly half in 2012.95 This limits doctors’ career options and erodes the autonomy that many physicians value highly.

Healthcare consolidation also means that physicians have relinquished more decision-making to health system administrators. Most doctors surveyed in 2018 said that physicians have little ability to significantly influence the healthcare system.96 Meanwhile, doctors are spending nearly a quarter of their time on nonclinical paperwork, living out the administrative burden imposed by our complex and fragmented payment system.97

Consolidation Harms Nurses and Other Hospital Staff

Powerful hospital systems also put nurses and other staff at risk. The principle is the same as we’ve seen before: when there are few other options for employment, it’s hard for staff to negotiate better wages or fair working conditions. For instance, hospital mergers have been found to decrease the wages of nursing and pharmacy workers.98 Given this, it’s no surprise that nurses’ strikes are becoming so common. In September 2018, for example, over 7,000 nurses voted overwhelmingly to authorize a strike against Hospital Corporation of America, which owns more than 178 hospitals and is one of the largest hospital chains in the country.99

Moral Injury

Nurses, doctors, and other front-line clinicians confront the shortcomings of our healthcare system on a nearly daily basis. The consequence is moral injury: knowing what a patient needs but failing to meet that need because of barriers in the system. Large surveys have found that clinicians suffer high levels of moral distress when patients are unable to receive equitable care because they can’t afford it—this includes nurses and physicians but extends to pharmacists, chaplains, and social workers as well.100 Physician burnout is also a growing problem: nearly 80 percent of physicians say they experience burnout at least sometimes, and more than 40 percent say they experience burnout often or always.101 Beyond contributing to burnout, moral injury marks the daily experience of tens of millions of Americans who have dedicated their careers to healthcare.

Patients Are Forced to Navigate a Maddeningly Complex Bureaucracy

Lisa’s story shows the human toll exerted by our fragmented and expensive insurance system: there were times she felt more stressed by navigating the medical marketplace than she did by her husband’s brain cancer diagnosis. Economist and Nobel laureate Richard Thaler refers to these exasperating bureaucratic hurdles as “sludge.”102 Patients spend untold hours wading through the sludge of our healthcare system just to get the care they need and deserve. Sometimes it is too much to overcome: one in four Americans reports missed or delayed care because of administrative burden.103 Although researchers have focused on the burden that our bureaucratic healthcare system imposes on clinicians, the toll on patients and families is likely even larger.

This effect cannot be fully measured. Illness can have an immense impact on one’s sense of identity and on the most important relationships in a person’s life. Childbirth and the death of a loved one can be profound events. Americans are pulled away from these experiences to navigate the insurance bureaucracy, submit paperwork, fight coverage decisions, decipher medical bills, deplete their savings. Our healthcare system affects not just how we spend our money but how we spend our time at the most vulnerable and impactful junctures of our lives.



That’s the problem list we’ll be focused on in this book. American healthcare is too expensive. Too many people can’t get the care they need. We’re sicker than we should be. And the experience of giving and receiving care is eroding.

Are these unrelated symptoms? Or are they common manifestations of the same underlying process?

There is a strong case to be made that America’s unique healthcare problems stem from the unique structure of America’s healthcare system, which is organized around a core principle: that healthcare should be treated as a consumer product.

Costs are high because healthcare does not have the fundamental characteristics of a market good, but we still buy and sell it in a marketplace—the resulting market failures keep prices high, and the marketplace itself imposes enormous administrative costs on the system. Poor and uneven access to care is an obvious consequence of treating healthcare as a consumer product: you receive as much care as you are willing and able to pay for, and the result is that millions go without needed care. We’re sicker than our peers elsewhere in the world partly because our medical marketplace rations care according to income and fails to make investments that would keep us healthy over the long term. Our fragmented medical marketplace is also exhausting to navigate, eroding the experience of care for everyone involved.

To be sure, the American healthcare system contains some exceptions to the principle of treating healthcare as a consumer product. Every American is entitled to receive emergency care regardless of ability to pay—though they might receive an unaffordable bill in the mail after the fact. Seniors and some low-income Americans are guaranteed coverage from Medicare and Medicaid. But even these public programs have been injected with market features: most states have outsourced Medicaid to private insurance companies, and a third of Medicare beneficiaries are covered by private Medicare Advantage plans.

Most democracies have chosen to provide healthcare as a public good, available to all regardless of means. The United States generally provides healthcare as a market product, available to all who can afford it. But like the citizens of other democracies, many Americans over the last century have fought to make healthcare available to all. Why have we failed where others have succeeded?
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How We Got Here

A History of Health Reform in America


At present the United States has the unenviable distinction of being the only great industrial nation without compulsory health insurance.1



Economist Irving Fisher issued this indictment in 1916. More than a hundred years later, we remain the only wealthy nation without universal health coverage. How did we get here?

The American healthcare system is the product of a turbulent, century-long battle over who deserves healthcare, who pays, and who profits. That battle has been marked by conflict and compromise, good intentions and unfettered greed, calculated decisions and unintended consequences, idealism and defeat. In surprising ways, the story of health reform is woven into the story of America itself. But above all, it is an unfinished story.

In this chapter, we detail the series of attempts to pass healthcare reform legislation over the course of the twentieth and twenty-first centuries. These successes and failures shape the way the US healthcare system looks today and provide invaluable lessons on the barriers that future reform efforts will face—and how they might be overcome.

1912–1919: A Progressive Failure

National health insurance first hit the American political conversation in 1912, when a group of reformers led by former president Theodore Roosevelt broke away from the Republican Party to form the Progressive Party. Nominating Roosevelt for the presidency, the Progressive Party included in its platform a call for “social insurance” to protect against the hazards of sickness.

European countries had already started to implement national health insurance. In 1883, Germany under Otto von Bismarck passed a “sickness insurance” scheme for German workers; Austria and Hungary followed suit soon after. In 1911, Great Britain passed the National Health Insurance Act, under which workers, employers, and the government paid into an insurance fund that would cover costs when a worker fell ill.

Today we think of health insurance as covering the costs of medical care, but the original purpose of “sickness insurance” was to protect against the risk of lost wages when an employee fell ill and couldn’t work. This reflected economic reality: at the time, wage losses from illness were two to four times greater than medical costs.2 Sickness was also the most common immediate cause of poverty.3 If sickness threatened to destroy the livelihood of entire families, it seemed prudent to insure against it. The notion that healthcare itself would bankrupt Americans was still a long way off.

It seemed inevitable that the United States would follow its European counterparts in enacting health insurance. The Journal of the American Medical Association wrote that “experience in other countries has clearly demonstrated that in the course of a comparatively short time the question of social insurance will become an important issue in this country.”4

Roosevelt lost the 1912 election, but reformers kept the movement for social insurance alive under the American Association for Labor Legislation (AALL), a progressive group composed largely of academics. In 1915 the AALL released a model health insurance bill, outlining a plan to cover medical expenses and lost wages. Similar to the German and British schemes, the cost of the insurance program would be split between workers, employers, and the government.

Foreshadowing the next century of health reform, the fate of the proposal was largely determined by the support and opposition of key interest groups: doctors, business, labor, and the insurance industry.

The American Medical Association (AMA) was initially sympathetic to the social insurance plan, reasoning that doctors and patients alike would benefit if more people could afford to pay for medical care. Praising European efforts to establish social insurance, the AMA’s Journal wrote a glowing editorial in 1916: “No other social movement in modern economic development is so pregnant with benefit to the public.”5 This would be one of the last positive statements the AMA would make about expanding public health insurance for more than ninety years.

Doctors quickly turned against the AALL plan. Also foreshadowing the future, one of their chief concerns was their own pay. Physicians insisted that they should continue to be paid a separate fee for each service they provided, while reformers favored paying doctors a lump sum to cover all of a patient’s care. Physicians also held the doctor-patient relationship in sacred regard and categorically opposed any third party getting involved in that relationship, including a third party whose job it was to pay the bills.

Businesses were opposed because they would be forced to pay into the workers’ insurance fund, raising their costs. The budding insurance industry was also opposed. At that time, commercial insurance companies were focused on life insurance (including funeral benefits) rather than medical insurance. Because the AALL plan proposed to cover funeral benefits, insurance companies feared the plan would eat up a profitable line of business.

The labor movement had a complicated relationship with the AALL proposal. Whereas labor movements had been strong proponents of public health insurance in other countries, some American labor unions believed that the duty to provide insurance to workers lay with unions, not the government. Based on this reasoning, the American Federation of Labor (AFL) was opposed to the insurance plan—although many within the AFL supported it.6

With a coalition of powerful stakeholders mobilized in opposition, the proposal for compulsory health insurance had dim prospects. World War I put a nail in the coffin. National priorities changed once America entered the war in 1917, and military warfare morphed into ideological warfare: opponents started to denounce national health insurance as a nefarious German plot.

Critically, the AALL plan also suffered from a lack of political leadership. The movement for compulsory health insurance was largely an outside effort, and it struggled to gain the legislative traction needed for passage.

Health reform failed in the 1910s, but Americans were still left with the problem of how to pay for medical care. Insurance companies were skeptical that health insurance could be a profitable business: the central problem was that people who choose to buy health insurance know they are likely to get sick, which means a lousy risk pool for the insurance company. The key innovation that allowed private health insurance to flourish was to scrap the idea of selling insurance to individuals and instead sell insurance to groups of employees. This not only provided a larger risk pool but also targeted workers who are likely to be younger and healthier than the population as a whole.

The turning point for private health insurance came in 1929. In exchange for an annual premium of $6 per person, Baylor University Hospital agreed to provide hospital care to a group of 1,500 schoolteachers in Dallas.7 Eventually groups of hospitals in communities across the country banded together to offer these insurance products, and Blue Cross was born. Physicians were reluctant to take part in any insurance scheme, but eventually they decided voluntary insurance was acceptable so long as physicians were in charge of it, and Blue Shield emerged as insurance for physician services.

1932–1943: No New Deal for Healthcare

When Franklin Delano Roosevelt (FDR) entered the White House after a landslide victory in 1932 during the worst economic depression to ever hit the United States, he quickly launched his ambitious New Deal. The legislative victories were impressive. Workers won the right to organize. The Works Progress Administration sent millions of Americans to work. Social Security provided seniors with a guaranteed pension.

What about healthcare? Nearly 70 percent of Americans thought it was a “good idea” for Social Security to pay for doctors’ services and hospital care.8 FDR instructed his advisors to prepare a proposal that would add healthcare to Social Security, but they had to keep it secret. Why? FDR feared that vitriolic opposition from the nation’s doctors might tank the entire Social Security plan. “We can’t go up against the State Medical Societies,” FDR told a key Senate committee chairman. “We just can’t do it.”9 Evidently, favorable public opinion was (and continues to be) not enough to secure the passage of health reform—or even to put it on the agenda.

The FDR era would nevertheless have a critical influence on the direction of American healthcare. An important factor is that during the New Deal the health insurance movement coalesced around a philosophy of reform: the goal was a universal, publicly funded program, available to all regardless of income. In essence, reformers wanted Social Security for healthcare. This public-good model of healthcare would dominate the health reform movement throughout the middle of the twentieth century.

But in a great irony, FDR also made a fateful decision that would solidify the central place of private, job-based health insurance in American life. During World War II, wartime production was rapidly driving up prices, and in response FDR instituted wage and price controls. But there was one catch: health benefits were exempted from the controls. Unable to raise wages, employers started offering health benefits as a way to attract workers. Even better, these health benefits were tax-free. (This tax break was confirmed by the Internal Revenue Code of 1954, signed by President Dwight Eisenhower.) In large measure, the dominance of employer-based insurance in the American healthcare system was the result of a historical accident.

1943–1950: Doctors Euthanize National Health Insurance

After FDR’s passing, national health insurance would find a political champion in his vice president and successor in the White House, Harry Truman. National health insurance was Truman’s first domestic policy priority, making him the first sitting president in American history to give a full-throated endorsement of single-payer national health insurance.

Truman’s plans were buoyed by a movement for national health insurance that already existed within the US Congress. Beginning in 1943, a trio of legislators sponsored a series of bills—the Wagner-Murray-Dingell bills—that served as the first serious legislative proposals for single-payer healthcare in US history.

Learning from past failures, both Truman and congressional leaders understood the importance of winning the support of doctors. They were also aware of how doctors had smeared public insurance as “socialized medicine” throughout the 1930s, framing the issue as a question of “Americanism versus Sovietism.”10

To appease the medical profession, Truman said he would “pay doctors more than the best they have received in peacetime years.” After the national health insurance bill was introduced, Senator Robert Wagner wrote a letter to the AMA’s Journal explaining: “There is absolutely no intention on the part of the authors to ‘socialize’ medicine, nor does the bill do so. We are opposed to socialized medicine or to state medicine. The health insurance provisions of the bill are intended simply to provide a method of paying medical costs in advance and in small convenient amounts.”11

But the AMA was vitriolic in its opposition. They suggested that national health insurance would make the surgeon general of the United States more powerful than a Nazi leader, and that it would make doctors “slaves.”12

Congressional opponents sounded similar alarms. Republican senator Robert Taft suggested that compulsory health insurance came right out of the Soviet constitution.13 A House subcommittee insinuated that proponents of national health insurance included “known Communists” pursuing “the Moscow party line.”14

Though he was the incumbent, Truman’s election prospects were dim in the 1948 presidential race, and Republican control of Congress meant that national health insurance was all but dead. In an attempt to turn the tide, Truman doubled down on national health insurance during his campaign. In one of the great upsets in American electoral history, Truman defeated Republican Thomas Dewey. It was a blue wave: Democrats retook both chambers of Congress (including gaining more than seventy-five seats in the House), and rising star Lyndon B. Johnson won a seat in the Senate. With a united Democratic government and a president who placed national health insurance at the center of his campaign, the prospects of single-payer healthcare—snatched from the jaws of defeat—looked unexpectedly bright.

But doctors panicked. The AMA hired Campaigns, Inc., a public relations firm that rose to prominence after successfully destroying a universal healthcare proposal in California. The AMA levied an annual $25 fee on its members to fund its opposition efforts, and ultimately raised a $3.5 million war chest (nearly $40 million in today’s dollars) to fund its smear campaign.15 It was the most expensive lobbying campaign the nation had ever seen.16

It was an all-out assault. The AMA and Campaigns, Inc. worked to get everything and everyone aligned against Truman’s plan—they deployed public speakers, pamphlets, the press, private organizations, and more. One pamphlet read: “Would socialized medicine lead to the socialization of other phases of American life? Lenin thought so. He declared: ‘Socialized medicine is the keystone to the arch of the Socialist State.’ ”17 (The Lenin quote was apparently fabricated; the Library of Congress was unable to find it in Lenin’s speeches.)

The AMA’s campaign to destroy national health insurance was supported by a coalition of wealthy interests including insurance companies, pharmaceutical companies, and big business. The Committee for the Nation’s Health, a group in support of the reform effort, spent $36,000 in 1950—compared to over $2 million spent in opposition by the AMA, including an outlay of $1 million in the two weeks before the congressional elections, when “every bona fide weekly and daily newspaper in the United States (10,033 in all) carried a five-column-wide, fourteen-inch-deep ad from the AMA or from one of its business allies decrying the enemies of free enterprise, while 1600 radio stations broadcast spot announcements and 35 magazines carried similar advertisements.”18

Public support withered from 58 percent to 36 percent.19 Three-quarters of Americans who knew about Truman’s health plan were aware of the AMA’s opposition. The reform failed, and the movement for public health insurance would stay quiet over the next decade.

The AMA and its allies were the most conspicuous opponents of national health insurance, but Truman’s effort faced an equally important barrier: conservative Democrats in Congress. The Democratic Party of the day was home not just for liberals but also for conservatives from the segregated South. Although Democrats held large majorities in Congress after the 1948 election, in practice the conservative coalition of Republicans and southern Democrats posed a formidable obstacle to the passage of Truman’s policy agenda.20 These twin barriers—well-funded interest group opposition and conservative congressional Democrats—would need to be overcome to pass any major expansion of health insurance.

1959–1965: Medicare for Some

Stung by the defeat of Truman’s national health plan, reformers quickly formulated a new strategy: focus only on hospital insurance for seniors. “We all saw insurance for the elderly as a fallback position, which we advocated solely because it seemed to have the best chance politically,” writes Robert Ball, a top official in the Kennedy and Johnson administrations. “We expected Medicare to be a first step toward universal national health insurance.”21

This compromise plan maintained the New Deal reform philosophy—health insurance should be provided as a social good, available regardless of income—but narrowed its scope in order to maximize its political acceptability. Seniors were viewed sympathetically as a group suffering greatly from lack of insurance and focusing only on hospital services (rather than physician care) might avoid the ire of the AMA. Reformers were still committed to national health insurance as a long-term goal, but hospital insurance for seniors looked to be the best place to start.22

There was also an economic logic to this focus. Hospital prices had doubled during the 1950s, but the job-based private insurance industry left seniors with little ability to secure affordable health coverage.23 More than half of retirees had no form of health insurance.24 Since seniors were a group that private insurers were less eager to cover—age is one of the best predictors of medical problems, making older people less profitable for insurers—targeting a government program at seniors might also arouse less opposition from the insurance industry.

John F. Kennedy made hospital insurance for seniors—which started to be called Medicare—a key part of his successful 1960 presidential campaign. In 1961, all the pieces seemed to be in place for successful health reform. A popular president had just been elected. Democrats had large majorities in both chambers of Congress. There was broad consensus on a specific approach to reform. And an overwhelming two-thirds majority of the public supported Medicare.25

But JFK confronted the same obstacle as Truman: conservative Democrats in Congress. In particular, southern Democrats who opposed Medicare had control of the congressional committee responsible for the bill. Congressman Wilbur Mills, a fiscally conservative Democrat from Arkansas, was chair of the powerful Ways and Means Committee and had already blocked Medicare bills in 1959 and 1960.26 In the midst of the civil rights movement, Medicare also suffered opposition from segregationist Democrats who worried that a federal health insurance program would lead to the government forcing southern hospitals to integrate.

A further difficulty was hostility from physicians, who continued their legacy as the perennial opponents of health reform. In 1961, the AMA commissioned the actor Ronald Reagan to record a screed against Medicare, in which he denounced the hospital insurance program as “socialized medicine.” Reagan warned that if Medicare passes, “we are going to spend our sunset years telling our children, and our children’s children, what it once was like in America when men were free.”

The AMA was also willing to use more clandestine tactics to undermine Medicare. By 1964, it looked like the Medicare bill might have a chance. Congressman John Watts, a southern Democrat, had decided to support Medicare, which would give the bill the key vote it needed to make it out of committee. But the day before the vote, he reversed his position in what looks like a stunning backroom conspiracy.

Earlier that year, the first surgeon general’s report on smoking was released, and its conclusions were unambiguous: heavy smokers were twenty times more likely than nonsmokers to develop lung cancer. Tobacco companies panicked—and the AMA seemingly saw an opportunity for a deal. The historical record can’t prove a quid pro quo, but the facts are alarming. The AMA argued that the surgeon general’s report was “inconclusive,” and it released its own information claiming that some equally competent physicians advise to “smoke if you feel you should, but be moderate.” Meanwhile, Congressman Watts from Kentucky, a tobacco-growing state, reversed his Medicare vote. Another congressman from New Jersey connected the dots: “The AMA has made a deal with the tobacco industry . . . to get tobacco-state congressmen to vote against Medicare. It’s an outrage.”27

The failure of Medicare during JFK’s presidency highlights a foundational challenge for health reform: American political institutions are highly resistant to change. Contrast our system of checks and balances with the parliamentary democracies of western Europe. In a parliamentary system, massive electoral victories can lead to swift enactment of a political party’s major policy initiatives—especially if a specific policy has broad public support. The American political system has more barriers to change, with a president elected separately from the legislature, two distinct chambers of Congress elected in different ways (and on different timelines), and various procedural and committee rules that diffuse power across different elected actors. Each of these roadblocks also give powerful interest groups an opportunity to block reform. Opponents to health reform can stop a law by blocking it at a single juncture; proponents often must string together compromise after compromise, success after success to shepherd reform through a treacherous political maze.

How did Medicare eventually overcome congressional deadlock and opposition from powerful interest groups? One important factor is that Medicare was the first health insurance movement that enjoyed significant grassroots support.28 A Senate subcommittee on aging held hearings across the country in 1959, and “the old folks lined up by the dozen everyplace we went.”29 Their primary concern was overwhelmingly clear: medical care. One magazine reported that the pressure to take action was “assuming the proportions of a crusade.”30 The labor movement was also a powerful organizing force for Medicare, with the AFL-CIO providing a counterweight to the AMA in public debate.31

The turning point came at the ballot box. Public support for Medicare remained consistently high through the early 1960s, and effective organizing by seniors and the labor movement was able to translate this support into electoral victories.32 The 1964 election was a landslide. Lyndon B. Johnson (LBJ) upended conservative Barry Goldwater, winning by the largest margin in a presidential election since 1820. Democrats gained the largest majorities in the House and Senate since the New Deal. Crucially, the new Democratic majority brought in enough liberals to overwhelm the conservative coalition of Republicans and southern Democrats that had stymied reform for decades. LBJ, who had served in Congress for over twenty years and earned a reputation as the “master of the Senate,” was ready to deploy his legendary legislative acumen to push for Medicare.

Wilbur Mills, the congressman who had blocked Medicare so many times before, saw the writing on the wall. So did the AMA. And as would happen many times in the future, when comprehensive reform seemed inevitable, interest groups offered a watered-down alternative. In this case, the AMA proposed expanding a state-run program for the elderly poor, rather than enacting a universal program for seniors. Republicans offered another alternative: physician insurance for seniors, offered by the government on a voluntary basis.

With reform seemingly inevitable, Wilbur Mills made a stunning move: instead of choosing among the three plans, he combined them. The Mills bill was a “three-layered cake”: the original Democratic proposal for Medicare became Medicare Part A, covering hospital care as part of Social Security; the Republican proposal became Medicare Part B, covering physician services; the AMA proposal became Medicaid, a state-run program for the poor. Wilbur Cohen, a leader in the Kennedy and Johnson administrations who was instrumental in developing Medicare, lauded Mills’s three-layered cake as “the most brilliant legislative move I’d seen in 30 years . . . Mills had taken the AMA’s ammunition, put it in the Republicans’ gun, and blown them both off the map.”33

When Mills brought the unified bill to the floor of the House in 1965, he received a standing ovation. The chief opponent to Medicare had become its lasting champion—though only after a historic election forced his hand.

Lyndon Johnson traveled to an unexpected place to sign the historic bill into law a few months later: Independence, Missouri. He chose that location so he could invite a special guest to join him at the table for the signing: eighty-one-year-old Harry Truman, the first president to champion national health insurance. America still did not have universal health insurance, but at the stroke of a pen, nearly every American older than sixty-five was covered. Medicare would also eventually compel southern hospitals to integrate, a major win in the fight for civil rights.

The bill creating Medicare and Medicaid was the single most important piece of healthcare legislation in American history—nothing before or since has come close to the scale of its achievement. But its legacy is complicated. Politically, by segmenting off specific groups for health coverage, Medicare and Medicaid undermined a more unified movement for national health insurance—those with government insurance became key opponents to expansion, fearing it might compromise their own coverage. Indeed, sociologist Paul Starr identifies this “protected public” as an important source of opposition to comprehensive health reform.34

Furthermore, healthcare costs exploded after Medicare was implemented. Of course, some increase in spending was intended: seniors were able to use services they previously had not had access to. But the cost explosion was also the result of major policy failure. Eschewing any efforts at cost control, legislators essentially allowed providers to charge the government whatever prices they wanted. It was the “blank check” method of health policy. Controlling this cost explosion would set the stage for future reform battles, diverting attention away from further expansions in coverage.

1971–1974: Ted Kennedy vs. Richard Nixon

President Richard Nixon was deeply concerned about the rising cost of healthcare. “We face a massive crisis in this area,” he warned. “Unless action is taken . . . within the next two to three years, we will have a breakdown in our medical care system.”35 Hospital costs were increasing at 14 percent a year.36 The “reasonable and customary” fees providers agreed to charge were ballooning. Everyone footing the bill for expensive healthcare started to band together: government, business, and insurance companies formed a coalition against providers. It was a rare opportunity to enact major reform. Which path would reformers take?

Senator Ted Kennedy was the most prominent advocate for universal health insurance in the second half of the twentieth century. In the 1970s, he led the second major movement in American history for single-payer healthcare. He championed the Health Security Act in 1971, which would have enacted a universal national health insurance system.

President Richard Nixon feared that Ted Kennedy would challenge him for the presidency in 1972 with healthcare as his key campaign issue. Nixon decided to meet this challenge head-on, proposing the most comprehensive federal health reform plan of any modern Republican president. By 1974, Nixon said that comprehensive health insurance was an “idea whose time has come in America.” His plan was sweeping: he proposed universal coverage through a combination of government-subsidized insurance, private employer coverage, and Medicare.

Kennedy’s national health insurance plan faced off against Nixon’s public-private mix. Neither would win.

Aides for Nixon and Kennedy held a secret meeting in a church basement in Washington, DC, to hammer out a compromise, but neither side would accept it. The Nixon administration insisted that Kennedy accept private insurance companies as the central source of coverage for most working adults. Kennedy, who had already started to alienate his base by compromising on his original single-payer plan, couldn’t do it. After the failed attempt at compromise, a New York Times headline summed up the situation: “A Legislative Goal That Has No Foes Stalled by Differences in Approach.”37

In retrospect, Nixon’s public-private plan was remarkably similar to the Affordable Care Act (ACA) passed under President Obama. Both the Nixon plan and the ACA keep Medicare in place and require employers to offer health insurance to their employees.38 For everyone else, the ACA expanded coverage through a combination of Medicaid expansion and subsidized private insurance; similarly, under the Nixon plan every citizen not on Medicare or employer coverage would be offered an insurance plan subsidized by the government.39

In the 1970s, this public-private approach to health reform was a Republican plan, with Democrats unwilling to stomach the compromise. By the 2000s, the public-private approach was a Democratic plan, garnering not a single Republican vote.

The demise of national health insurance in the 1970s coincided with a national political transformation. In 1980, Ronald Reagan won the presidency in a decisive victory, ushering in a new era in American politics. The imagery is powerful: Reagan, the actor who fiercely and famously opposed Medicare in the 1960s, was chosen by an overwhelming majority of Americans to run the federal government. The New Deal liberalism that had dominated the twentieth century was replaced by Reagan’s vision for small government, individual liberty, and market solutions.

The health reform movement was swept up in this shift. For most of the century, health reformers were driven by a commitment to social insurance—coverage ought to be provided by government as a universal public good. From the Reagan era through the Obama presidency, the dominant philosophy was that government should create the right conditions for private companies to provide health insurance as a market good.

1980s: Healthcare, Inc.

The healthcare debate in the 1980s was dominated not by how to expand coverage but by how to control costs. Medical advances contributed to an explosion in healthcare costs throughout the middle of the century, and there was no countervailing force to keep spending in check: Medicare gave providers free rein to charge whatever prices they pleased, and insurance companies were too fractured to restrain price increases in the private market.

Perhaps ironically, Reagan—the ultimate champion of the free market—initiated the first effective measure of federal government price regulation in healthcare. In 1983, Medicare ended its “blank check” method of reimbursing hospitals, where Medicare would cover whatever costs the hospital reported. Instead, Medicare would pay hospitals a predetermined sum every time they admitted a Medicare patient, with the amount depending on the patient’s diagnosis—this gave hospitals an incentive to constrain costs per admission, rather than spend lavishly on the taxpayer’s dime.40 In 1989, Medicare also began to regulate how it paid physicians, setting up a fee schedule for various services rather than accepting whatever rates the physician billed.

Increasingly effective regulation in Medicare occurred alongside deregulation of private healthcare markets. In 1980, thirty states had some sort of rate regulation or budget review for hospitals.41 Throughout the 1980s and early 1990s, nearly every state abandoned these efforts, leaving an unfettered market for the prices that hospitals could charge to private insurers.

For hospitals, this environment created a clear business strategy: get bigger. With stable Medicare rates and a newly deregulated private market, the most effective way to increase revenue was to command higher prices from privately insured patients. The best way to do this was to build monopoly power. Especially with a lax antitrust environment (federal antitrust enforcers lost six cases in a row attempting to challenge healthcare mergers in the 1990s), a wave of hospital consolidation took off.42

This era also brought a shift in the way the country thought and talked about healthcare. As Rashi Fein, an economist who helped design Medicare, wrote in 1982: “A new language is infecting the culture of American medicine. It is the language of the marketplace, of the tradesman, and of the cost accountant. It is a language that depersonalizes both patients and physicians and describes medical care as just another commodity.”43

Physicians and patients became providers and consumers. Some reformers lauded this market-based turn as the missing ingredient needed to control American healthcare costs. But Fein was troubled: “A decent medical-care system that helps all the people cannot be built without the language of equity and care. If this language is permitted to die and is completely replaced by the language of efficiency and cost control, all of us—including physicians—will lose something precious.”

1993: The Clintons’ Disaster

Health insurance returned to the national spotlight as a top priority for President Bill Clinton. After nearly two decades on the back burner, in the early 1990s health reform had an aura of inevitability. Skyrocketing healthcare costs once again paved the way for an alignment of business and government interests, as ballooning costs increasingly ate into corporate balance sheets and government budgets alike. Yet again, the question seemed to be not whether health reform would happen but what form it would take.

The form of Clinton’s health proposal was shaped by his political ideology. A product of the rightward shift in American politics, Clinton was a “New Democrat” who sought to combine conservative-leaning fiscal policy with liberal-leaning social policy, searching for a “Third Way” to navigate the traditional divide between liberals and conservatives.

As such, Clinton’s healthcare plan was a complex attempt to appeal to liberals through universal coverage and to conservatives through private market competition. Known as “managed competition within a budget,” the Clinton plan would have provided guaranteed access to a private insurance plan, which was chosen from a highly regulated marketplace run by each state and funded by contributions from employers.

Three forces conspired to kill the Clinton plan: the loss of stakeholder support, startlingly effective insurance industry attack ads, and scorched-earth Republican opposition.

To begin with, support for the Clinton plan was mixed among important interest groups. Doctors and hospitals initially supported the concept of health reform, but they were turned off when cost control measures were introduced.44 Businesses offered mixed support at the start, but they eventually turned against the plan. Large insurance companies actually supported the plan, because it would effectively call on large insurers to provide universal coverage, greatly expanding their customer base. But smaller insurance companies saw the plan as an existential threat, thinking they would be forced to fold under a proposed market structure that favored large plans. So they went on the attack.

Enter Harry and Louise, the unassuming middle-aged stars of a television ad campaign against the Clinton plan. Americans across the country watched their conversation across a kitchen table:


announcer: Times are changing, and not all for the better. The government may force us to pick from a few healthcare plans designed by government bureaucrats.

louise: Having choices we don’t like is no choice at all.

harry: If they choose . . .

louise: We lose.



The trade group representing these insurance companies spent over $15 million to bring Harry and Louise to American televisions. (It was a good investment: the ads brought in an additional $20 million in contributions.) In total, the insurance companies spent over $50 million to defeat Clinton’s health plan—an even greater fortune than the AMA had spent razing the Truman effort half a century prior. The ad campaign was a national sensation, and Harry and Louise became household names. Senator Jay Rockefeller called it “the single most destructive campaign I’ve seen in over thirty years.”45

The other development that helped defeat the Clinton plan was a new strategy of all-out opposition by congressional Republicans, led by Newt Gingrich. As explained by health policy experts Stuart Altman and David Shactman, “For the first time in many years . . . it became acceptable, in matters of national significance, to oppose legislation not on its merits, but simply to deny an accomplishment of the opposing political party.”46 Given political polarization in the modern era, this style of politics may seem so commonplace that it’s difficult to imagine any other way of governing. But Clinton’s healthcare plan was premised on the idea that he would be able to win over moderate Republican votes, even if he lost some Democrats. But as would happen with the Affordable Care Act, the idea that health coverage could be expanded with bipartisan support proved to be nothing more than naive fantasy.

As conservative strategist Bill Kristol put it, the plan’s success would “help Democratic prospects in 1996. But the long-term political effects of a successful Clinton health care bill will be even worse—much worse . . . it will revive the reputation of the [Democratic Party] as the generous protector of middle-class interests.”47 In short, one Republican argument against national health reform wasn’t that it would hurt the American people. Even scarier: it might help them, and Democrats would get the credit.

Finally, Democrats were hampered because they were in internal disarray. President Clinton made health reform a centralized (and secretive) effort run from the White House—spearheaded by First Lady Hillary Rodham Clinton—rather than letting Congress take the lead. (As a former governor, President Clinton seemed to lack the legislative instincts deployed so masterfully by Lyndon Johnson.) Meanwhile, Congress debated several bills simultaneously with no agreement on which path to take. Clinton’s eventual plan was based on a complex proposal crafted by academic economists and refined by a massive team of elite policy analysts. Policy merits aside, the Clinton plan was difficult to message or explain to the American people.

Furthermore, the Clinton plan had political leadership but was divorced from any national movement pushing for that approach to reform. There was consensus that reform was needed, but “managed competition within a budget” risked being seen as a technocratic non sequitur, lacking clarity on which problems were being tackled and how. Contrast that with Medicare, where an organized national movement coalesced around the specific idea of publicly financed hospital insurance for seniors.

Despite the aura of inevitability, the Clinton plan died without reaching a vote. Its failure provides a classic case study in how health reform fails in America.48 Glaring deficiencies in our healthcare system create widespread demands for change. Politicians make health reform a priority and win elections. Public opinion starts out high. Then health reform enters the legislative process, inevitably hitting snags and delays as the details are debated and alternative approaches are offered. Opponents raise money from all the industry groups who have a financial interest in maintaining the status quo. They build a united front and exploit disagreements among factions of reformers. They use their war chest to fund advertising campaigns intended to stoke fears of change and paint reform as an expensive government overreach. Public support dwindles. Politicians get cold feet and abandon the effort.

Next time around, reformers were determined to avoid this well-worn path to failure. Their central strategy: prevent the healthcare industry from tanking reform by proposing a plan that the industry supports.

2008–2010: An Epic Battle for Incremental Reform

The design of the Affordable Care Act began even before Barack Obama won the presidency in 2008. Behind the scenes, groups of strange bedfellows were already working together to craft the broad outlines for the next Democratic healthcare reform effort. Smarting from a string of losses—especially the failure of the Clinton plan—the early consensus was to take the middle road, attempting to expand coverage while disturbing key stakeholders as little as possible.

The ACA was a complex piece of legislation, but its two strategies to expand health insurance were relatively straightforward. The first was expanding the Medicaid program to cover everyone under a certain percentage of the federal poverty line (rather than limiting the program to specific groups of the poor, like pregnant mothers or people with disabilities). For those above that income level, the second strategy was creating marketplaces for individuals to buy private health insurance. Just like consumers can go to websites like Google Flights or Expedia to shop for airline tickets sold by private companies, the idea was that consumers could go to HealthCare.gov (or the state equivalent) to shop for health plans sold by private companies.

Traditionally, most individuals who chose to purchase individual health insurance were quite sick, so premiums were very high. To guard against this, insurers adopted the hated practice of denying coverage to people with preexisting conditions. This created the awful problem where people who needed insurance the most—those with conditions like cancer, heart disease, or depression—were being denied the opportunity to buy it.

To solve this problem, the ACA marketplaces were supported by a “three-legged stool.”49 First, insurance companies were no longer allowed to deny coverage to people with preexisting conditions. Second was a mandate for individuals to buy health insurance or face a financial penalty. The mandate was intended to bring healthy people into the risk pool and keep premiums under control as people with preexisting conditions entered the market. Third were subsidies to help low-income people buy insurance on the marketplaces, because otherwise the mandated purchase of health insurance would be financially difficult for them.

In designing, refining, and proposing these policies, the Obama reform effort is notable for its early and active effort to engage key healthcare stakeholders. Obama sought to strike deals with drug companies, insurance companies, hospitals, and the AMA.

In a secret deal, the administration secured the support of the Pharmaceutical Research and Manufacturers of America (PhRMA)—the pharmaceutical lobby—by promising to block any provision that would allow Medicare to negotiate drug prices.50 In exchange, PhRMA promised to give certain voluntary discounts on prescription drugs. PhRMA announced their support of the Obama plan early on.

Since hospitals would benefit from newly insured patients, the administration wanted hospitals to help cover part of the cost of expanding coverage. The administration made a deal with the hospital industry that hospitals would accept a $200 billion reduction in payments from government programs over ten years (largely from Medicare), on the theory that hospitals would bring in new revenue from the millions of Americans who would gain insurance. But this deal did not affect all hospitals equally: hospitals that treated fewer uninsured patients would lose more than they gained under the proposal. Furthermore, hospitals were opposed to the “public option”—a government healthcare plan to be sold alongside the private plans—because they feared the public plan would enable the government to set payment rates lower than they could negotiate with private insurers. In the end, the hospitals would come around to support reform—but only after the public option was removed, and after hospitals were exempted from a key cost control measure that had been included in the original plan.51

It looked like the insurance companies might be on board with reform, too. One might think that a government requirement for all Americans to buy your product would be an attractive deal. But insurance companies objected vehemently to the public option, and also opposed the “80/20 rule,” which required insurance companies to spend at least 80 percent of revenues on medical claims (as opposed to administration and profit). But even after the public option was dropped, insurers opposed the final legislation and helped funnel money into television ads attacking the plan.52

That left the perennial opponents of health reform: doctors. Democratic leadership attempted to woo doctors by offering to boost their pay. Senator Harry Reid promised the AMA that he would introduce separate legislation to repeal scheduled payment reductions to doctors, even though the measure would cost the government over $200 billion. He also promised to increase the doctors’ fee schedule by half a percentage point. In return, the doctors were told that the administration “needed and expected their support.”53 Though the AMA wanted other concessions, once they saw that reform was inevitable, they chipped in their support.

It turned out to be a stable coalition: doctors, hospitals, and drug companies in support, insurance companies opposed.

But healthcare interests weren’t the only flash points in the ACA debate. The Obamacare debates also demonstrated how health reform can become entangled in partisan warfare during times of tremendous political polarization.

Despite the ACA’s deliberately incremental nature, opponents hurled ideological attacks against it, calling it a “government takeover of healthcare.” Media coverage fixated on nonexistent “death panels,” a claim made by former vice presidential candidate Sarah Palin that the ACA would force Americans to stand before a panel of government bureaucrats who would decide if they are worthy of healthcare. Illegal immigration was briefly used as an attack against the ACA, even though the plan did very little to help undocumented immigrants. Finally, controversy about funding for abortion almost killed the plan on more than one occasion, with pro-life Democrats nearly willing to let the whole plan sink rather than vote for a bill that made it look like taxpayer money was being used to cover abortion services.

The failure of bipartisanship is also deeply instructive. From the beginning, the ACA was designed to be a bipartisan compromise. The individual mandate had its roots in a 1989 paper from the conservative Heritage Foundation which framed the requirement as a matter of personal responsibility.54 In 2008, a health insurance bill that featured the individual mandate was supported by nine Republican and nine Democratic senators. 55 The ACA was also explicitly modeled on “Romneycare,” the Massachusetts reform plan championed by Republican governor Mitt Romney. The ideological character of the ACA also seemed to square with conservative principles, as it relied on a competitive marketplace of private insurance plans. If Republicans were going to support a near-universal healthcare proposal, this seemed to be it.

But the forces of polarization were simply too strong. Once the ACA became a signature effort of Obama and the Democrats—with Romneycare now rebranded as Obamacare—Republicans became vitriolic opponents to the law. Echoing the strategy of all-out opposition deployed against the Clinton reform, a Republican senator explained, “If we’re able to stop Obama on this it will be his Waterloo. It will break him.”56

The ACA passed without a single Republican vote. The Democratic Party—the party of FDR, Harry Truman, Lyndon Johnson, and Ted Kennedy—found themselves defending market-based health reform against Republican attacks. The Republican Party, having decided that the ACA approach was anathema, left themselves with limited space in the future to craft a distinctive vision for expanding health coverage.

In the end, the greatest political strength of the ACA was its tremendous effort to win the support of major healthcare stakeholders. But that was also its biggest policy weakness. Ironically, one of the ACA’s most fundamental policy decisions was to accommodate the private insurance industry: leave the current employer-based system entirely in place and add a requirement for more people to buy private insurance. But the insurance industry still opposed the ACA. Furthermore, the ACA was unable to pursue many effective cost-control strategies because of the compromises made to win political support: avoiding any significant efforts to control drug prices, exempting hospitals from cost control measures, ramping up payments to doctors, and leaving out a public option.

When the ACA was passed in 2010, nearly 47 million Americans were uninsured. The ACA helped more than 40 percent of those people get covered, and by 2016 the number of Americans without insurance reached a new low of 27 million.57 Despite its incremental nature, the Affordable Care Act is undoubtedly the most successful effort to expand healthcare coverage since Medicare.

2011–2020: Health Insecurity and the Rise of Medicare for All

Despite the coverage gains made by the Affordable Care Act, the 2010s were a decade that brought growing health insecurity for a broad swath of Americans.

Continued political battles around the ACA provided one source of insecurity. The Supreme Court ruled that Medicaid expansion must be optional for states, not universal. Many red-state governments either declined to expand Medicaid or sought new ways to restrict enrollment. The 2016 election brought in a president and a new crop of legislators promising to repeal and replace the ACA; that effort ultimately failed, but the ACA’s mandate for individuals to purchase health insurance was functionally repealed. At the dawn of 2020, the ACA was mired in yet another legal battle.

While political attention was focused on Medicaid and the ACA marketplaces, the job-based insurance market continued to erode. Prices jumped. Premiums rose. Deductibles soared.

Middle-class Americans with stable jobs learned they were no longer protected from financial disaster if illness struck. Through social media, Americans who remained healthy gained an uncomfortable front-row seat to the suffering of their neighbors. Even among Americans with insurance, journalists uncovered heartbreaking stories of young people with diabetes rationing insulin, families with sick children having their wages seized, mothers with cancer imprisoned after missing court dates for unpaid medical bills.58 The next round of health reform would need to include relief for Americans with health insurance, too.

With a growing appetite for new solutions, Medicare for All rapidly became a centerpiece of the health reform debate. Bernie Sanders’s outsider campaign for the presidency in 2016 catalyzed the resurgence of national health insurance in the American political conversation. After successfully beating back ACA repeal efforts in 2017, Democrats needed a positive vision for how to move forward on health reform; the burgeoning progressive movement lifted up Medicare for All as a leading option to claim that mantle.

After decades on the fringes of political discourse, Medicare for All was embraced by elected officials at astonishing speed. When Congressman John Conyers introduced the first Medicare for All bill in the House of Representatives in 2003, it had thirty-eight cosponsors; by the 2017–18 Congress, it had 124. Similarly, when Senator Ted Kennedy first introduced a Medicare for All bill in the Senate in 2006, it gained zero cosponsors. When Senator Sanders introduced a version in 2017, 16 senators signed on. In the 2018 midterm elections, nearly 50 percent of Democrats contesting seats in the House of Representatives endorsed Medicare for All.59 In 2019, Congress held four hearings on Medicare for All, including in the powerful Ways and Means Committee—the same lawmaking body that had blocked Medicare legislation sixty years earlier before championing it.

Medicare for All also became a key flash point in the 2020 Democratic primary campaign. Senators Bernie Sanders and Elizabeth Warren were the leading proponents of the policy. Other front-runners stopped short of endorsing Medicare for All, but a consensus began to emerge in the Democratic Party that the appropriate way to expand health coverage was to extend some version of Medicare to more people—a remarkable transformation for a party whose signature policy achievement a decade earlier had hinged on subsidizing a new marketplace of private insurance plans. Democratic primary voters ultimately nominated as their candidate for the presidency Joe Biden, who did not support Medicare for All. Still, Democratic voters favored Medicare for All by a wide margin: in twenty-two out of twenty-three states where CNN conducted polls of Democratic primary voters, the majority said they preferred “a government plan for all instead of private insurance.” (The only exception was South Carolina, where 49 percent were in support versus 46 percent opposed.) In some states, including Illinois and Maine, exit polls suggested that most Democrats who voted for Joe Biden in the primary also supported Medicare for All.60

To gauge public support nationally, the Kaiser Family Foundation conducted fifteen polls from 2017 through May 2020 on Medicare for All, described as “a national health plan . . . in which all Americans would get their insurance from a single government plan.” A majority of Americans supported Medicare for All in all fifteen polls.61

Experts are analyzing the merits of the policy. Pundits are debating its chances in our politics. But one thing has become clear: it’s time to take Medicare for All seriously.
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Medicare for All

The Fundamentals

The architects of Medicare always intended the program to be a first step toward universal national health insurance. But healthcare in the United States has evolved considerably since Medicare was first enacted in 1965. What would it look like to bring Medicare to all Americans in the twenty-first century?

In Part II of this book, we dissect Medicare for All as a policy. In this chapter we outline the core features of Medicare for All (M4A) and evaluate how M4A would address the major problems in the US healthcare system. In Chapter 4 we take a deep dive into the major choices that must be made in the design and implementation of M4A. In Chapter 5 we examine how to pay for M4A, and in Chapter 6 we evaluate how M4A compares to alternative health reform proposals.

What Is Medicare for All?

Medicare for All is a proposal to create a single, publicly funded insurance plan that provides comprehensive healthcare coverage to all Americans. M4A would be an American version of a single-payer health insurance system, with one payer (Medicare) funding healthcare for the entire population.

M4A would be an enhanced version of the traditional Medicare program that tens of millions of seniors rely on today. Other Americans would transition from their current insurance to M4A, including people who have employer-based insurance, Medicaid, or private Medicare Advantage plans. People who are currently uninsured would also gain coverage through M4A. Much like Medicare or Social Security today, M4A would not be an opt-in or opt-out program; everyone would be covered.

An important feature is that private hospitals and doctors would remain private under M4A. This distinguishes M4A from “socialized medicine” systems like the Veterans Health Administration in the United States or the National Health Service in the United Kingdom, where the government owns most of the hospitals and employs most clinicians directly. M4A would be more like the Canadian healthcare system, where the payment system is public but the delivery system of doctors and hospitals remains private. In short, M4A would change how we pay for care, not who provides care.

Here’s another important clarification: M4A would not simply expand Medicare in its current form to the entire population. Rather, Medicare itself would change. The existing Medicare program has numerous features that M4A proponents seek to do away with. Today’s Medicare consists of separate insurance plans for hospital care and physician services (a legacy of the legislative maneuvering described in Chapter 2), and prescription drug coverage must be purchased separately from a private company. Major benefit categories are left out, including vision, dental, hearing, and long-term care. Hospital insurance is financed through taxes, but beneficiaries must pay a separate premium for physician insurance and drug coverage. Patients also face high out-of-pocket costs. Medicare’s physician insurance only covers 80 percent of costs, and Medicare’s hospital insurance is literally a high-deductible health plan.1 Because of these gaps in coverage, most Medicare beneficiaries carry yet another insurance plan (a supplementary or Medigap plan) to round out their coverage.

Furthermore, a third of seniors choose to exit the traditional Medicare plan altogether, instead opting for a Medicare Advantage plan managed by a private insurance company. Medicare Advantage plans appeal to seniors by offering reduced out-of-pocket costs or extra benefits like vision and dental; in exchange, plans restrict access to providers and put tighter controls on the use of care.

The bottom line is that M4A proponents seek to improve and expand Medicare, not sign all Americans up for the current system. In Chapters 4 and 5, we’ll consider a series of important questions that legislators and the public must face when spelling out the details of a Medicare for All program. Will private insurance companies have any role in this system? Exactly which services are covered by M4A, and which are free at the point of use? How are doctors paid, and how much? How is the system funded? These choices have trade-offs we’ll discuss in those chapters. But in this chapter we’ll focus on the more fundamental question of how M4A would change American healthcare as a whole.

The Active Ingredients of M4A

There are six “active ingredients” that make M4A work: universal coverage, comprehensive coverage, pricing power, administrative efficiency, progressive financing, and public accountability. M4A would achieve universal coverage, but the changes envisioned by M4A are broader and deeper than that basic fact. After all, even those who have insurance in today’s system often lack access to the healthcare they need, or they end up paying dearly for it. Under M4A, coverage would become not just universal but comprehensive. Costs would be controlled because M4A has both pricing power and administrative efficiency. Because health insurance would move from the private sector to the public sector, M4A would make healthcare financing more progressive, and health insurance would become publicly accountable. We’ll examine each of these active ingredients in turn, then consider how they help M4A address the problems in American healthcare.

Universal Coverage

This one is simple: Medicare for All guarantees healthcare coverage to every American. Though there may be political battles over including undocumented Americans (as we’ll discuss in Chapter 4), M4A legislation in the 2019–20 Congress proposed to cover “every individual who is a resident of the United States.” Uninsurance in the United States would be essentially eliminated.

Furthermore, coverage under M4A would be secure. In today’s precarious system, Americans can lose their health insurance for any number of reasons: losing a job, getting a new job, moving to a different state, turning in paperwork late, losing a parent, losing a spouse, divorcing a spouse, giving birth, turning nineteen, turning twenty-six, getting work hours cut, or getting a raise. Under M4A, every American would have secure, lifelong health coverage no matter how their circumstances might change.

Comprehensive Coverage

Medicare for All also seeks to make Americans’ health coverage comprehensive. Leading proposals for Medicare for All would cover a full range of benefits with minimal or no out-of-pocket costs. People could get their care from any participating clinician or hospital and would no longer need to worry about surprise bills for out-of-network services.

These would be significant changes for the vast majority of Americans, alleviating the gaps in access we detailed in Chapter 1. Medicare for All seeks to return health coverage to its core purpose: to make sure that every person can get the care they need to stay well and the treatment they need when they’re sick, and to make sure the costs are covered.

Medicare for All would also expand Americans’ choice of doctors and hospitals. All participating providers would be considered in-network for all Americans. And because alternatives to M4A would be limited, participation of providers would be virtually guaranteed. Indeed, almost all physicians accept Medicare today, even though it only covers about a fifth of the population. Just 2 percent of primary care physicians don’t accept Medicare patients, compared to 4 percent who don’t accept patients with private insurance (and 32 percent who don’t accept Medicaid patients).2 All told, in a country with nearly 1 million physicians, around 25,000 have opted out of Medicare—about 2.5 percent.3 In essence, Medicare for All would trade the choice of insurance plan for the choice of doctor and hospital.

Pricing Power

By insuring all Americans, M4A becomes a monopsony in healthcare. This is different from a monopoly, where there’s only one seller of a good; in a monopsony there’s only one buyer of a good. That gives the single buyer considerable negotiating leverage, which Medicare could use to rein in the cost of drugs, hospital stays, and physician services.

High prices are a leading cause of high healthcare spending in the United States, and prices in the private insurance system are currently determined by business negotiations between individual insurance companies and healthcare providers. Our fragmented system leaves insurance companies with limited leverage in these negotiations, allowing drug companies and healthcare providers to charge high and rising prices. Insurance companies also face perverse incentives that encourage them to keep prices high in many cases. In contrast, the current Medicare program uses its leverage to set lower prices that keep costs under control.

Physicians negotiate prices with private insurers that are about 40 percent higher on average than they receive from Medicare (with a smaller markup for primary care and a larger markup for specialized services and procedures.)4 Hospitals, meanwhile, negotiate prices with private insurers that are double Medicare rates on average.5 It’s no surprise that when Americans with private insurance turn 65 and switch to Medicare, their spending drops precipitously due to lower prices.6 By extending Medicare’s negotiating power to all Americans, M4A would be a powerful mechanism to keep prices in check across the entire healthcare system.

There are trade-offs to determining payment rates through public regulation instead of private negotiations. Economists generally believe that when markets function perfectly, the forces of supply and demand lead to prices that reflect the true value of the product being sold, and that government regulation of prices tends to interfere with this process. But as detailed in Chapter 1, healthcare does not function like a normal market good. In a system where the price of a basic service like an MRI can vary by a factor of four within the same city, where drug patents make competition illegal, and where 90 percent of hospital markets are highly concentrated, it is difficult to argue that private sector prices are the result of a well-functioning marketplace settling on the true value of services. On a more fundamental level, patients simply do not act like consumers in the traditional sense—we lack full information, are shielded from the full price tag by insurance, need to make decisions quickly or under duress, and often have no real alternative to getting treatment when and where we need it. Price regulation is premised on the argument that the consumer choice model of healthcare has failed to deliver on its promise.

Public sector regulation of payment rates will never be perfect. Regulators make decisions using imperfect information, the regulatory process takes time to complete, and the process is subject to lobbying. Nevertheless, Medicare has over thirty years of experience setting payment rates and has had better success in controlling medical spending relative to the private sector.

Administrative Efficiency

Private insurance companies incur overhead costs five times greater than Medicare does, and in turn the fragmented private insurance system imposes considerable costs on clinicians and hospitals, who must interact with a staggering array of insurance plans.7 High administrative costs are the second leading cause of high US healthcare spending, and M4A could save hundreds of billions of dollars annually by transitioning to a single public insurer. The administrative simplicity of a single payer would also decrease the time that clinicians and patients spend dealing with insurance issues.

Progressive Financing

Private health insurance is financed regressively, with low-income families spending three times as much of their income on healthcare compared to high-income families8 (Regressive means low-income people pay more relative to their income; progressive means high-income people pay more.) That’s because the rich, the poor, and the middle-class face the same employer-sponsored insurance premiums, which can be an enormous burden for poor families, yet a relatively minor expense for wealthy families. The tax break for job-based insurance makes the system even more regressive, with the greatest benefit going to people in the highest tax brackets. High out-of-pocket costs are also a regressive strategy for financing healthcare: a $2,400 deductible might be a minor inconvenience for an investment banker but a month’s salary for a bank teller. M4A could replace the regressive financing of private insurance with progressive taxation, saving money for middle-class and low-income families.

Progressive financing of healthcare is a question not just of economics but of values. Consumer products are usually paid for regressively, with people of all income levels facing the same out-of-pocket cost for a given automobile, restaurant, or iPhone—even if that means poorer families pay a larger percentage of income. In contrast, many people believe we should pay for public goods using progressive taxes. For instance, instead of funding the US military with a $2,300 fee on every person in America (which is the per-person cost of our military budget), the federal government raises the revenue using progressive taxes. Similarly, we don’t charge every family a fixed tuition to send their child to a public elementary school; we expect richer families to chip in relatively more through property taxes. When it comes to health insurance, progressive financing is part of the broader ethical vision of treating healthcare not as a consumer product but as a public good.9

Public Accountability

For-profit insurance companies are ultimately accountable to their shareholders. Because of this, private insurers are incentivized to behave in ways that enhance profits, even if this contradicts the best interests of the public’s health—for instance, selectively enrolling healthy patients, or erecting barriers to care for patients who require expensive treatment. Profit-oriented companies often abandon initiatives that improve health if they don’t also come with a financial return on investment. In contrast, M4A would be accountable to the American public. Like Medicare today, constraints on spending under M4A might emerge from concern about the government budget or the deficit, and in turn the burden on current and future taxpayers. But unlike a for-profit company, M4A can justify its decisions based on public health benefit and social mission rather than cost-cutting or profit-making.

Some are critical of the fact that M4A would create a larger role for government in making decisions about health coverage. These critics argue that our political system is hyperpartisan, susceptible to gridlock, marred by corruption, and unduly influenced by powerful corporations and other special interests. Furthermore, in an era of political polarization, Democrats who support single-payer healthcare in principle might worry about what would happen to M4A under a Republican president, and likewise Republicans might chafe at the thought of a Democratic administration making decisions about their family’s health coverage.

The resilience of the existing Medicare program quells many of these hypothetical concerns. Since its passage in 1965, Medicare has persisted through more than fifty sessions of Congress, including periods of unified control by both Democrats and Republicans. Medicare has also persisted through ten presidential administrations, including leaders as ideologically diverse as Jimmy Carter, Ronald Reagan, Barack Obama, and Donald Trump. Nevertheless, Medicare remains a strong program that Americans of all stripes can rely on. Neither political party is eager to undermine a universal program that Americans of all backgrounds depend on.

Furthermore, public accountability for health insurance must be compared to the alternative: control by large, increasingly consolidated insurance corporations that are ultimately accountable to shareholders rather than the public.



Those are the active ingredients of Medicare for All: universal coverage, comprehensive coverage, pricing power, administrative efficiency, progressive financing, and public accountability. Given these elements, how would M4A address the major problems in American healthcare? In Chapter 1 we established that the four key problems facing the US healthcare system are that it is too expensive, too few people have access to it, it doesn’t do enough to improve our health, and it is eroding the experience of giving and receiving care. Let’s now examine how M4A might address each of these four problems.

Problem #1: Our Healthcare Is Too Expensive

Medicare for All has the potential to make healthcare more affordable because it addresses three critical sources of high spending: prices charged by hospitals and doctors, administrative costs, and drug prices.

“It’s the Prices, Stupid”

Remember the first major driver of our high healthcare spending: high prices. Compared to people in other countries, Americans don’t use more prescription drugs, spend more time in the hospital, or see the doctor more often. But Americans are charged far more every time they do need any of these things.

Our prices are so high because even though healthcare doesn’t work like a normal market good, we still buy and sell it in a private marketplace. This allows hospitals, doctors, imaging centers, emergency departments, and ambulance companies to charge the highest prices in the world—and neither individual patients nor our fragmented system of private insurers has the power to stop them. This problem has been exacerbated by a torrent of mergers that has reshaped the healthcare system into a patchwork of local monopolies and oligopolies that have even more power to demand higher prices from privately insured patients.

M4A would neutralize the power of local monopolies, and more generally would prevent providers from taking advantage of a broken marketplace to raise prices. Unlike private insurance companies, M4A would not need to capitulate to the demands of large hospital systems. Like Medicare today, M4A would have the power to directly determine how much it pays for different kinds of care. Because Medicare is such a big program, nearly all doctors and hospitals find it beneficial to accept Medicare’s rates, and the same would be true under Medicare for All. Crucially, the savings from enhanced negotiating power do not represent a one-time fix. M4A’s negotiating power could keep prices in check indefinitely, which could allow America to finally get a hold on runaway spending growth.

We can see the enormous potential for cost savings by comparing the current Medicare program to our private insurance system. Over the past two decades, hospital prices in private insurance have increased far more rapidly than in Medicare.10 In terms of overall healthcare spending, between 2008 and 2018 per-person spending by private insurers increased by more than 50 percent, while spending by Medicare increased by about 20 percent.11 Achieving this slower growth rate systemwide could save trillions of dollars each decade. Though private sector dogma assumes private companies have more tools and greater incentive (via profit motive) to keep spending down, the evidence is clear that Medicare controls spending better than private insurers do. The reason is simple: Medicare has the leverage to keep prices under control, and private insurers don’t.

Reducing Administrative Costs

Our complex private insurance system saddles the United States with the highest administrative costs in the world. M4A has the capacity to vastly reduce the amount of money we spend on administration. In 2017, the United States spent $812 billion on healthcare administration—$2,500 for every American.12 Canada’s single-payer system spent just $550 per person. If the United States was able to achieve Canadian levels of administrative spending by moving to a single-payer system, we would save $600 billion per year. These savings are enormous, equivalent to 17 percent of total national health spending in 2017. Even if administrative spending under M4A wasn’t reduced all the way to Canadian levels, there is little doubt that the annual savings could total in the hundreds of billions of dollars.

These savings would come from two places: reduced insurance overhead and reduced administrative burden on providers.

Insurance overhead would be reduced immediately. Private insurers incur overhead costs of 13 percent to support redundant administrative functions across each individual corporation, plus marketing costs, multimillion-dollar salaries, and profit.13 By contrast, in 2018 the traditional Medicare program operated with a 2.3 percent overhead.14 A Medicare for All program would be expected to perform similarly.15 This alone could save trillions of dollars each decade.

Hospitals, doctors, nursing homes, and home health agencies would also be relieved of the administrative burden of a fractured payment system. Instead of spending time and money dealing with the arcane requirements of hundreds of different health plans—not just billing, but getting required authorizations from each insurer to provide different services, navigating conflicting lists of covered medications, reporting varying quality metrics to fulfill the requirements of different insurers, and managing constantly evolving networks of specialists, laboratories, and imaging centers—providers could use one streamlined system that would free up resources to focus on clinical care. Unlike for insurance overhead, where Medicare provides a direct comparison, there are no readily available American data to help predict how much providers would save on administration if we moved to a single-payer system. But in Canada’s single-payer system, providers spend half as much of their revenue on administration compared to the United States.16 These savings could also amount to trillions of dollars each decade.

It’s worth pausing to understand where these savings fit into the system as a whole. Here’s a simple equation we’ll revisit in future chapters: Income = (Price × Quantity) − Operating Costs. This just means providers make more money if they raise their prices, get reimbursed for more services, or decrease their operating costs. Providers experience the administrative savings of single-payer reform as decreased operating costs; all else equal, this raises their income. But this also means that to some extent, M4A could reduce prices without decreasing the incomes of providers—it’s simply a way to pass the savings from administrative efficiency to the public.

Lowering the Price of Prescription Drugs

Negotiating on behalf of hundreds of millions of Americans, M4A would have considerable power to bring down prices for prescription drugs. Similar to the way that M4A neutralizes the power of large hospital systems, M4A would shift the balance of power away from drug companies and toward the public.

Drug price negotiation is not a foreign idea. The US Department of Veterans Affairs negotiates drug prices, and as a result it secures prices approximately 40 percent lower than the prices paid by Medicare.17 In Chapter 4 we explore more fully how this negotiation could work and what the impact would be on the production of innovative drugs. But there’s no question that M4A could significantly reduce drug prices.

Because our healthcare system is so complex, it can be easy to forget that one basic structural feature drives so much of our high spending: the decision to rely on a large number of private companies to both set medical prices and administer insurance benefits. Reducing the panoply of private insurance companies to a single public insurer would tackle our major cost drivers in one fell swoop.

The Costs—and Who Bears Them

Of course, M4A would also increase healthcare spending in important ways: covering the Americans who are currently uninsured, reducing out-of-pocket costs, and providing more comprehensive benefits to virtually all Americans. In Chapter 5 we outline how experts tally up the costs and savings of M4A. Unsurprisingly, the devil is in the details—and the details matter to the tune of trillions of dollars. But in very rough terms, the new costs of expanded coverage under M4A are likely to be similar in size to the savings from administrative costs, drug prices, and provider payment rates. And because M4A has more powerful tools to slow cost growth, M4A is likely to cost less than our current system over time.

Problem #2: Too Many Americans Still Can’t Access Healthcare

Americans currently experience five major barriers to medical care. First, many Americans have no health coverage at all. Second, many Americans with insurance still face large financial barriers to care because they cannot afford their copays or deductibles. Third, many Americans get turned away from care because doctors reject their insurance, or their insurance doesn’t cover all the services they need. Fourth, many Americans simply lack the doctors and hospitals in their community to get the care they need. Fifth and finally, Americans who enjoy adequate healthcare today cannot be sure it will still be there when they need it. M4A would help alleviate each of these barriers.

Under Medicare for All, everyone would have guaranteed healthcare coverage from the day they are born until the day they die. As detailed in Chapter 4, M4A could be designed to eliminate or vastly reduce out-of-pocket costs for medically necessary care.

Under M4A, there would be no restricted or narrow networks, and no surprise out-of-network bills. Americans would be free to choose whatever doctor they prefer. While every American could benefit from increased choice of provider, the difference would be particularly meaningful for Medicaid patients. Doctors (including primary care physicians) currently turn away Medicaid patients at higher rates, because they are paid less for treating Medicaid patients. By building equity into our payment policy, M4A would end the system where low-income Americans are treated as second-class healthcare citizens.

M4A could also improve access to healthcare in rural communities. Hospitals in poor rural areas are shutting down at alarming rates, and our health insurance system is partly to blame: in addition to having a lower volume of patients to begin with, rural hospitals treat large numbers of uninsured patients, Medicaid patients, and underinsured patients who can’t afford their bills. Under M4A, every rural American would have comprehensive health coverage and hospitals would no longer get paid less for treating poorer patients. These changes could help these critical hospitals remain financially solvent, stemming the tide of rural hospital closures. This helps people in rural communities access critical medical services, and also protects rural economies because hospitals often serve as one of the largest employers in these communities.

Finally, M4A would make American healthcare more resilient. The Great Recession and the COVID-19 pandemic both exposed a painful feature of our healthcare system: an economic downturn is liable to throw millions of Americans off their health coverage. Instead of protecting people during times of crisis, our health insurance system makes those crises worse. And even in normal times, Americans live under the constant threat of losing their private health insurance if they lose their job, or losing Medicaid if they get a raise or move to a different state, or losing their coverage for any other reason as they struggle to navigate our precarious and fragmented system. Under M4A, Americans would no longer face the insecurity of losing their health insurance when personal or economic circumstances change.

Furthermore, the COVID-19 pandemic revealed that our healthcare institutions are themselves precarious. With elective surgeries cancelled and many Americans avoiding care altogether during the pandemic, the United States faced an absurd and tragic reality: many of our hospitals and health centers were on the brink of financial collapse when they were needed most. This partly reflects the fact that American healthcare institutions are primarily funded like businesses—and like other businesses, they suffered when their most lucrative customers stayed home. Financial losses were exacerbated because millions of Americans who lost their jobs went onto Medicaid—which pays providers much less than private insurance—or became completely uninsured, all of which meant less revenue to keep our healthcare system afloat during the pandemic. Under M4A, every American would maintain their health coverage during a crisis, which would stabilize both individual families and the healthcare system as a whole. And as discussed further in Chapter 4, M4A could change the way that we pay providers to keep their funding stable even when economic conditions change.

In sum, M4A seeks to give all Americans reliable access to healthcare no matter their life circumstances—and to make the healthcare system itself more resilient.

Problem #3: Americans Are Sicker than Our Peers

Tackling Severe Illness among the Poor and Marginalized

Our unequal society leads to especially severe illness among marginalized communities. Many causes of illness lie outside the medical system. But instead of fighting inequality, our current healthcare system exacerbates it.

In the current American system, the quality of healthcare received depends importantly on race and socioeconomic status, and our health insurance system is one driver of these disparities—the uninsured and underinsured are disproportionately low-income and people of color. Poor and nonwhite Americans are left with poorer access to healthcare. M4A would provide all Americans quality coverage, regardless of income or race.

Lower-income Americans are also kept away from care through high out-of-pocket costs. The average private health insurance plan has a deductible in the thousands of dollars, but nearly half of adults with health insurance say they don’t have enough readily accessible savings to cover an unexpected $500 expense.18 It’s no surprise that lower-income Americans are more likely to avoid necessary care because of cost. By reducing or eliminating out-of-pocket costs, M4A would let all Americans access the care they need, without discriminating based on income. And the evidence is clear: Americans are healthier and live longer when they have better access to healthcare. By covering the uninsured, Medicare for All could save tens of thousands of lives every year.19

Economic deprivation is another important driver of poor health. Our healthcare system contributes to economic deprivation by driving millions of people into poverty, both because overall costs are high and because low-income employer-insured families are charged the same high prices as the wealthy.20 By making healthcare financing more progressive, M4A doubles as an antipoverty program. The comprehensive coverage provided by M4A would also protect against the financial toxicity of illness and help end the specter of medical bankruptcy. Furthermore, we know that better health insurance has spillover benefits to the broader material conditions of a person’s life, including financial health, housing stability, food security, and stable employment—all of which loop back to improve health in the long term.

In short, in today’s America being sick can make you poor, and being poor can make you sick. M4A could help break this cycle.

Wellness, Public Health, and Social Services

Public health experts generally believe that as a society, the United States should invest more in wellness than we currently do. M4A has the potential to address a major barrier to that: our healthcare payment system.

One problem with the current payment system is “churn” across insurance plans, which discourages investment in prevention and wellness. As a society, we want to invest in measures that prevent heart attacks, joint problems, and cancer ten or twenty years in the future. But almost no one keeps the same insurance plan for ten or twenty years. When you change jobs, you change insurance plans. If you lose your job, you might go onto Medicaid, only to come off when you get another job. When your employer signs a new insurance contract, you change plans. Every year you can buy a different plan in the ACA marketplace. This system of endless hopping between insurance plans is a major roadblock for incentivizing prevention because every insurer knows that their investments will likely end up accruing value for a different insurer at the end of the day—often to Medicare, which insures every American over sixty-five. Churn is a problem not just for preventive measures but also for expensive therapies like hepatitis C treatment, where the potential complications averted by early treatment (such as liver cancer) might occur decades in the future, giving insurance companies less incentive to pay the up-front cost.

More fundamentally, a hard truth of health policy is that investing in prevention is the right thing to do, but it often doesn’t save money. After all, many people need to receive a preventive service to avoid one expensive outcome down the line—for example, on average 100 people need to take blood pressure medications for five years to prevent a heart attack in one person.21 This presents a problem when payment decisions are made by for-profit insurance companies: initiatives that improve health but decrease profits might be left on the cutting room floor.

Because M4A would cover people from birth till death, it would solve the problem of churn. Instead of jumping from plan to plan every few years, Americans would stay with M4A for life. This incentivizes long-term investments in prevention. The American public would make the investments, and the American public would benefit from them. And on a more fundamental level, M4A has more freedom to act like a public health program rather than a business, making investments that improve health but don’t benefit the bottom line.

A unified payment system also gives M4A more power to align medical payments with social needs. One of the largest opportunities for reform is in primary care. Primary care providers tend to be underpaid relative to their specialist counterparts. By bolstering reimbursements for primary care, M4A would have the power to increase the number of primary care doctors over time by making this critically important profession a more attractive career choice. This is just one example of the public health goals that can be pursued by a national payer beholden to the public rather than shareholders.

Furthermore, in many countries, medical care, public health, and social services all draw from the same budget. This allows for a more thoughtful allocation of resources across these different sectors—and it’s most likely better for overall health to put relatively more of the budget into public health and social services that improve the conditions of life instead of medical care that only takes care of you after you have gotten sick. To be sure, moving to M4A would not automatically lead to increased investments in public health and social services. But by shifting health insurance into the public sector and covering Americans across the life span, M4A might open up the opportunity to coordinate healthcare spending and broader social investments in a more intentional way.

The point of public health and social services is not to save money—it’s to improve the quality of life in a society. Nevertheless, the case for investment in public health and social services is stronger if the government will experience some of the savings from averted medical expenses.

Problem #4: The Experience of Giving and Receiving Care Is Eroding

One of the biggest challenges in the health system is that consolidation, complexity, and a heightened focus on the financial elements of medicine have eroded the experience of care for patients as well as doctors, nurses, and other medical staff.

One way that M4A could help is by slowing the tide of consolidation in healthcare. One driver of healthcare mergers is the fact that our private insurance system rewards providers with higher fees when they merge and increase their bargaining leverage against insurers. Under a Medicare for All payment system, consolidated providers would no longer be able to demand higher fees—removing one of the most important (and perverse) incentives for corporate consolidation in healthcare. Still, the ability to leverage higher payment rates is only one driver of consolidation. To fully combat this trend, M4A would need to be combined with traditional antitrust tools, putting heightened scrutiny on mergers and other anticompetitive behavior by both for-profit and nonprofit provider groups.

Medicare for All would also contribute to an improved experience of care by simplifying the onerous administrative tasks currently faced by both patients and clinicians, and by reducing the constant intrusion of financial considerations between doctors and patients.

Empowering Doctors

The incentives that drive healthcare systems to get bigger and bigger have spurred them to buy up doctors’ practices at increasing rates. With enormous hospital systems dominating the market—and reaping the increased revenue from their monopoly power—small, independent practices are left at a serious competitive disadvantage.22 Under M4A, many doctors would still work for large systems, but other physicians could capitalize on the freedom to practice in other settings without facing a major financial disadvantage.

M4A’s unified payment system also means that physicians would be able to treat all patients equally. The current system penalizes physicians for caring for Medicaid patients through low reimbursement rates. M4A would embed equality into the structure of the payment system, which would transform care for the poor from an act of charity into a normal function of an equitable health system.

The administrative simplification of M4A would also free up clinician time to focus on patient care. Physicians today spend too much of their time jumping through administrative hoops to satisfy the requirements of insurance companies. The electronic medical record, the way we manage the reams of patient data online, is one current scapegoat of this administrative burden. Indeed, for every hour that a physician spends with a patient, they spend two hours doing computer work.23 One revealing study showed that doctors’ notes in the electronic medical record are four times longer in America than they are in other countries—even when foreign doctors use the exact same software as American doctors. Why? The sheer complexity of our billing system appears to play a large role. The researchers found that in other countries, a doctor’s note tends to contain “only essential clinical information; it omits much of the compliance and reimbursement documentation that commonly bloats the American clinical note.”24 M4A could mean less time on computer work and less time on the phone with insurance companies—and more time with patients.

Empowering Nurses and Other Staff

Nurses and clinical support staff spend more time with patients than any other category of provider in the hospital. However, they have been largely squeezed by the consolidation that has occurred over the past several decades. M4A could help empower nurses and other staff by slowing down provider consolidation and preserving the viability of independent practices; with more employment options, healthcare workers have greater protection from the harmful practices of dominant employers. This could also give healthcare employees more power to secure workers’ rights and safe staffing practices, and could bolster the ability of unions to stand up to employers. As with doctors, simplifying our insurance system would also allow nurses to shift their time away from administrative tasks and toward patient care.

The Experience of Care

Medicare for All could help make clinical encounters feel less like a financial transaction and more like a healing provider-patient relationship. Our current system exacts a large toll on the time and psyche of patients who need to spend their most vulnerable moments deciphering medical bills, arguing with insurance companies, and worrying whether they will be able to pay for recommended treatments. On the other end of the encounter, doctors and nurses face the constant frustration of knowing they’re failing their patients because of holes in our healthcare system that are out of their control. At its best, Medicare for All offers an opportunity to help restore healthcare’s focus on care and healing.



The American healthcare system is too expensive, leaves too many without access to care, falls short in improving our health, and damages the experience of clinicians and patients. Medicare for All seeks to tackle these problems by bringing all Americans into the system with universal and comprehensive coverage, saving money by simplifying administration and reining in prices, shifting costs away from the middle class and the poor through progressive financing, and making the system more accountable to the public.

On the most fundamental level, Medicare for All seeks to transform our medical marketplace into a health system where care is guaranteed to all.
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Designing a Medicare for All Program



Medicare for All is a very simple idea: establish a comprehensive, publicly financed insurance program that covers all Americans. But translating that core premise into a final piece of legislation—and then turning that legislation into an actual functioning program—will require dozens of consequential policy decisions. Many of these decisions might appear to be technical. But in fact, almost all of them flow from a deeper question about which values the American public wants to write into their healthcare system. Health is, after all, the least common denominator, and healthcare is an intimate mirror of our social and political values. Who gets it? How much do they get? What does it cover? How much has to be paid by the recipient? Answers to all of these questions will come to reflect deeply held values.

These policy questions will also shape the political debate around Medicare for All. In the words of Princeton economist Uwe Reinhardt, “Every dollar of healthcare spending is someone else’s dollar of healthcare income, including fraud, waste, and abuse.” When Medicare for All legislation affects how hospitals, physicians, and drug companies get paid, these groups will naturally have an intense political interest in the outcome. This is even more true for private insurance companies, whose entire business model is threatened by Medicare for All.

On the flip side, the design of Medicare for All will also shape popular support for the policy. If the coverage offered by Medicare for All is viewed by most Americans as being no better than what they currently have, there is little hope for building a popular movement for its passage.

And there’s no free lunch in healthcare. Policy choices that make Medicare for All more expensive—adding more benefits, minimizing out-of-pocket costs, paying hospitals and drug companies more generously—will need to be paid for on the back end.

At the time of writing, there are two Medicare for All bills in the US Congress (116th Congress, 2019–20). The House bill is HR1384, sponsored by Representative Pramila Jayapal from Washington’s Seventh Congressional District. The Senate bill is S1129, sponsored by Senator Bernie Sanders from Vermont. Throughout this chapter we will refer to these bills to give a point-in-time snapshot of how congressional legislation aims to resolve the policy questions we outline.

This chapter outlines the critical choices that policymakers designing a Medicare for All system will face. As the debate about M4A continues in the public discourse, and as M4A legislation moves through the legislative process, these key questions will arise again and again. Here we detail seven of the most important policy questions and describe the major policy options on the table to answer them. We then analyze some major strengths and weaknesses involved in each. This chapter, then, serves as a guide to the M4A policy debate.

Question #1: What Benefits Are Covered, and for Whom?

A core tenet of M4A is establishing a program that covers a comprehensive set of services. But which services would be included, exactly?

There’s consensus that Medicare for All would cover at least the basic services covered by both Medicare and private insurance today: for instance, physician services, hospital care, mental health and addiction services, prescription drugs, and emergency services. The more relevant question is what services M4A would add, over and above what Medicare already covers. Both S1129 and HR1384 propose to add coverage for dental, vision, and hearing—services that many Americans lack today, particularly seniors, given that the current Medicare program does not offer coverage.

One significant question is whether M4A would add coverage for long-term services and supports. Long-term care services are used by people of all ages who need assistance to perform routine daily activities, generally due to aging, disability, or chronic illness. These services are increasingly provided in a person’s own home or in community-based programs. When necessary, long-term care can also be provided in nursing homes or other institutions.

For many Americans, long-term care is a catastrophic expense. Medicare does not currently cover long-term care, even though current estimates suggest that one in three Americans turning sixty-five will need nursing home care at some point in their lives—not to mention the millions of Americans requiring long-term support within the home, often provided by unpaid caregivers in the family.1 Nursing home stays can cost up to $100,000 per year, so seniors often rapidly deplete their savings.2 Eventually seniors’ assets are drawn down so drastically that they qualify for Medicaid, which does cover long-term care. In fact, even though Medicaid is known as the insurer for low-income adults and children, two-thirds of Medicaid spending goes toward seniors and people with disabilities. The current system, in many ways, pushes seniors who require long-term care into poverty.

As you might expect, American seniors have been pushing to add long-term care benefits to Medicare since at least the 1980s.3 Covering long-term services and supports under M4A would be a marked improvement for the significant portion of Americans who will require these services at some point in their lives.

Long-term care is expensive. Depending on the nature of the benefit, long-term care could add hundreds of billions of dollars to the annual costs of M4A—equivalent to about $700 per American per year, according to one estimate.4 This would represent one of the largest new costs of the program.

A second significant question is how M4A would cover healthcare that has been politicized—services such as comprehensive reproductive care, including abortion, or gender affirmation surgery for trans Americans. Under current law (known as the Hyde Amendment), federal funds cannot be used to pay for abortion. M4A legislation including comprehensive reproductive services would require a repeal of the Hyde Amendment. Though providing these services under M4A is critical to ensuring equitable access to reproductive healthcare, it is likely to be a flash point for debate given the politicization of abortion.

Policymakers will also need to decide who is eligible for benefits. Like abortion services, care for undocumented immigrants is likely to be highly politicized. Politicians who favor tighter immigration laws often attack undocumented immigrants as a “drain on the system,” particularly when it comes to healthcare use. However, because immigrants are more likely to be young and in the workforce, evidence suggests they pay more into the US healthcare system than they receive in benefits. Even now, immigrants are helping prop up the Medicare program: immigrants overall (both citizens and noncitizens) pay more into the Medicare trust fund than they take out, while US-born Americans actually take more out of the Medicare trust fund than they pay in.5 Undocumented immigrants are also subsidizing the private insurance system: undocumented immigrants pay more in premiums than they receive in benefits (an excess contribution of $1,400 per person each year), while US-born Americans take more out of the private insurance pool than they pay in premiums.6 While a common political narrative insists that US-born Americans subsidize healthcare for immigrants, the exact opposite appears to be true. Nevertheless, care for undocumented immigrants under M4A is certain to be politicized.

Beyond broad categories of services, the process by which M4A would decide to cover specific tests, services, and procedures (including those invented after M4A is implemented) would need to be developed. Under the current Medicare program, a service is covered if it is deemed to be “reasonable and necessary.” These coverage determinations can be made by Medicare at the national level or by one of its contractors at the local or regional level. These judgments about what is “reasonable and necessary” generally do not consider either the cost of a service or its comparative effectiveness relative to other options. M4A could build on this current system, or it could add additional requirements for a service to qualify for coverage. M4A would also need to specify whether certain covered services require patients to get a referral in advance. Though granular, these kinds of details will have an important influence on the day-to-day experience of the program.

Question #2: How Much Comes Out of Pocket, and for What Services?

Some public services require a fee for every use, like taking a city bus or registering a car. But many public services are free at the point of use, like driving on a local street, going to a local park, or calling the fire department to your home.

Should healthcare services provided by Medicare for All—like seeing a doctor or filling a prescription—require beneficiaries to pay at the point of care?

Fees at the point of care come in three main forms. Deductibles are the amount you need to spend in a year before insurance kicks in at all. Copayments are fixed fees you pay with every use of a service. And coinsurance is a percentage of the cost that you’re asked to cover. Collectively, these payments are known as “cost-sharing”—the insurance company shares the cost with you, the patient.

Many economists argue that health insurance should include out-of-pocket fees at the point of care. The argument for cost-sharing is based on the idea of “moral hazard.” To illustrate: If you own a car but don’t have car insurance, you’ll probably be very careful not to damage your car, because fixing it will be very expensive. But if you have car insurance that fully covers the cost of repairs, you’ll be less careful with the car—meaning you’ll get into more accidents, and you’ll generally have a lower threshold to come into the shop for fixes. Essentially, moral hazard is the propensity to use more services than you need if you don’t have to pay for them out of pocket.

Researchers have spent decades studying and debating cost-sharing in healthcare. The basic finding is clear: people use less healthcare if you make them pay more for it. The question is what healthcare they use less of. Are people cutting back only on superfluous care that doesn’t make them healthier, or are they forgoing appropriate medical treatment that does?

The research is also quite clear on this issue: cost-sharing tends to reduce healthcare use across the board.7 In other words, when patients are faced with high out-of-pocket costs, they do not become “smart shoppers” who pay for exactly the care they need and no more. They simply get less healthcare of all kinds. After all, when it comes to healthcare, most people use it—all of it—because they think it will make them healthier.

For example, one excellent study examined what happened when a large employer forced all its workers to switch from a plan with no cost-sharing into a high-deductible plan.8 Healthcare spending went down by over 12 percent across the board. But workers did not price-shop to find better deals, and they did not substitute less expensive care for more expensive care. They simply used less care of all kinds, including potentially low-value care (e.g., imaging for back pain) as well as high-value care (e.g., colonoscopies and medication for diabetes). Diabetes drugs, for instance, can be highly effective—but the high-deductible plan cut their use in half.

Another worrying example of this phenomenon comes from a study of women who underwent a mandated switch into a high-deductible health plan. Even though breast cancer screenings were generally free, women forced into a high-deductible health plan who went on to develop breast cancer had significant delays in their care: they faced delays in receiving diagnostic breast imaging, breast biopsy, and cancer diagnosis. Ultimately, women forced into a high-deductible plan started chemotherapy a full nine months later than their counterparts.9

Contrary to the hopes of some proponents, high deductibles don’t lead to a more efficient use of healthcare. They simply cut healthcare use across the board.

It is clear that cost-sharing prevents people from getting appropriate medical care. Still, some skeptics question whether this lack of care has a discernible effect on people’s health. One classic study in this area is the RAND Health Insurance Experiment, an experiment conducted in the 1970s that randomly assigned people to insurance plans with different levels of cost-sharing. For many patients, the out-of-pocket costs had no measurable impact on health. But the researchers found that low-income patients with hypertension assigned to plans with cost-sharing had worse control of their blood pressure, corresponding to an approximately 10 percent increase in the risk of death.10 Of course, modern medicine has far more effective therapies to offer for chronic diseases compared to those available in the 1970s, from cancer to heart disease to HIV to opioid addiction. No randomized studies have been conducted in the modern era that specifically assess the overall relationship between cost-sharing and health. But we know that cost-sharing can lead to worse health for some groups of patients, and there is convincing evidence that cost-sharing reduces appropriate medical care of all kinds. Beyond the financial consequences of cost-sharing, these findings about the health consequences are likely to be invoked in the M4A debate.

The issues are similar for prescription drug copays. Unsurprisingly, requiring patients to pay out of pocket for drugs makes them less likely to take the drug. And nonadherence to a prescribed medication regimen is a widespread problem: in a given year, nearly one in three Americans reports not taking their medication as prescribed due to cost.11

When it comes to medication, financial barriers can have a real impact on health outcomes. One randomized trial assessed the impact of a copay on taking preventive medications after a heart attack. As expected, patients with copays had a harder time keeping up with their prescribed medication. Significantly, copays also led to worse health outcomes: patients required to pay out of pocket for medications had higher rates of stroke.12 Moreover, the cost of providing the medications for free was offset by the savings from reduced complications. This is the medical version of a win-win: patients saved money and stayed healthier, at no additional cost to the health system. Other studies have found similar results for different health conditions. For instance, increased out-of-pocket costs for diabetes medications led to decreased adherence, increased hospitalizations, and increased overall healthcare costs.13

Value-Based Insurance Design

Some experts have advocated for a middle ground between high deductibles and free care: eliminate out-of-pocket costs, but only for some services and some patients. The idea is to use cost-sharing to nudge people toward valuable care and away from superfluous care. When the New York Times interviewed twelve health policy experts about designing a Medicare for All system, several of them advocated for this kind of “value-based” approach to cost-sharing.14

The value-based approach would recommend making effective preventive services free. Indeed, there’s good evidence that people use more preventive care when it’s free, including breast cancer screenings, blood pressure checks, cholesterol checks, and flu vaccinations.15

One challenge with this approach is that high deductibles reduce the use of preventive services—even when the preventive services are free!16 Similarly, increased cost-sharing for curative care has been found to decrease the use of preventive care.17 Though this may seem perplexing, there are multiple possible explanations: patients may not understand the nuances of their highly complex insurance products, high out-of-pocket costs may lead patients to seek care less often in general, or patients are rightly concerned that “free” preventive services could lead to costly interventions down the line (e.g., a screening colonoscopy leading to a polyp removal, or a mammogram requiring a diagnostic biopsy). When healthcare is viewed as a long-term project based on relationships—rather than a set of discrete products purchased at a moment in time—the limitations of these “value-based” nudges come into focus.

Another possibility is a Medicare for All program that eliminates out-of-pocket costs for low-income people but keeps out-of-pocket costs for the middle class and the wealthy. There is certainly a logic to this approach, given that the poor are the most clearly harmed by high out-of-pocket costs. But significant out-of-pocket costs for the middle class and the wealthy also come with trade-offs. High deductibles can dissuade people at all income levels from obtaining appropriate care. In addition, there is an administrative cost to tracking every person’s income to determine how much they need to pay each time they step foot in a doctor’s office. Politically, there is also an appeal to having a program in which benefits are equal for everyone. Furthermore, reduced out-of-pocket costs for the middle class would likely be an important political selling point for M4A.

In summary, there’s a decades-long school of thought in health policy arguing that cost-sharing will nudge patients into choosing “more efficient” care. But a growing body of convincing evidence suggests that cost-sharing simply decreases healthcare use across the board—sometimes to the detriment of patients and the healthcare system writ large.

When it comes to M4A, eliminating out-of-pocket costs would likely increase the use of appropriate medical care. It’s also likely to increase the use of low-value care, and to increase healthcare spending overall. For legislators seeking to reduce the costs of M4A, increased cost-sharing is likely to be one of the main policy levers put on the table.

Question #3: What’s the Role for Private Insurance?

Under M4A, every American would be covered by Medicare. But that still leaves open the question of what role, if any, private insurance would continue to play.

Public education provides a useful analogy here. Every child in America has the right to an education in a public school. But that leaves open many possible roles for private education: charter schools, private schools, homeschooling, private tutoring, and so forth.

Under a Medicare for All system, what role should private insurance play? There are two major possibilities: private insurance could either supplement or duplicate Medicare.

Supplementing Medicare: Wrap-Around Insurance

In the education system, students in public schools can supplement their studies with private tutoring or other extracurricular enrichment. This is analogous to supplemental health insurance: the public insurance system provides coverage to everyone, and individuals are free to purchase extra private coverage on top. Supplemental private insurance could cover benefits not included under M4A, or it could cover out-of-pocket costs associated with M4A.

Many countries with national health insurance also have a system of supplemental private insurance. Both S1129 (sponsored by Senator Sanders) and HR1384 (sponsored by Representative Jayapal) would allow supplemental private insurance—as does the existing Medicare program, as described later in this chapter.

When it comes to supplemental insurance, the key question is how generous the M4A program itself is—and therefore how much need there is for a supplemental insurance package. If M4A leaves out major categories of care like dental, vision, and prescription drugs, then supplemental insurance is likely to become an important part of the system. If M4A is fully comprehensive, then supplemental insurance is likely to play a very small role, perhaps covering fancier hospital amenities, experimental treatments, or branded prescription drugs when generics are available. In essence, private health insurance would become a luxury product rather than a necessity.

A different kind of supplemental private insurance is a plan that covers out-of-pocket costs. For instance, the current Medicare program requires significant coinsurance payments and has a high deductible; as a result, more than 80 percent of beneficiaries in the traditional Medicare program carry some form of supplemental (Medigap) insurance to cover out-of-pocket expenses.18 Of course, if M4A had little to no cost-sharing—an issue described in the previous section—there would be no need for private insurance plans that cover out-of-pocket costs. But if a Medicare for All plan was designed with significant cost-sharing, the legislation could allow private plans to cover out-of-pocket expenses. One downside of this setup is that Medigap has particularly high overhead costs: in 2018, more than 21 percent of Medigap premiums were spent on administrative cost and profit.19 This means that when a senior pays $2,000 a year for a Medigap policy, more than $400 goes toward overhead, marketing, executive salaries, or profit. If the goal is to reduce or eliminate out-of-pocket costs, it’s likely more cost-effective to do so directly in the public plan rather than using an additional layer of private insurers.

Duplicating Medicare: Parallel Insurance

In the American education system, everyone pays into the public system, but Americans can choose to pay for a private school instead. This is analogous to duplicative health insurance: everyone pays into the public insurance pool, but people can buy private insurance that operates in parallel to the public program.

Some countries with national health insurance, including the United Kingdom, allow for private insurance that duplicates the public program. These private plans might offer different or faster access to providers. Like the Canadian single-payer system, our current Medicare program does not allow duplicative private insurance; S1129 and HR1384 would also prohibit it.

Proponents of duplicative insurance may argue that it provides a channel to bring additional private funding into the health system rather than relying on taxation, and that the public system would be forced to “compete” with private insurers, perhaps providing an incentive to maintain quality and improve the program over time. Politically, allowing duplicative insurance would also negate the charge that M4A is trying to “ban” private insurance, and it would provide Americans with an additional choice for health coverage.

One drawback of this approach is that duplicative private insurance plans would raise administrative spending, both because the plans themselves would incur significant overhead costs and because they would impose a higher administrative burden on providers. A further risk of duplicative insurance is that some providers could exit the public system or give special priority to privately insured patients, creating a two-tiered system where the wealthy have greater access to care than citizens on the public plan. More generally, public programs are likely to retain broader political support when everyone in society relies on them, rather than the wealthiest and most powerful members of society using their own system.

Replacing Medicare: A Private Option

In the education system, some communities have for-profit charter schools, in effect creating a “private option.” When parents choose a for-profit charter school, taxpayer money leaves the public school system and is sent to a private intermediary to deliver a similar service. In health insurance, this is analogous to Medicare Advantage, where taxpayer money is directed out of the public plan and sent to a private company to manage a senior’s health insurance benefits. HR1384 and S1129 do not include Medicare Advantage; indeed, a universal coverage system that includes Medicare Advantage would no longer be a single-payer system. We’ll return to this issue in Chapter 6, which deals explicitly with alternatives to M4A.

Question #4: How Do Doctors and Hospitals Get Paid?

As we hope has become clear throughout this book, if one wants to understand how the healthcare system works, follow the money. To a large extent, the flow of dollars determines the organization of our health system and influences what kind of care is delivered.

M4A legislation must answer two key questions about the flow of money. First, how are providers paid? And second, how much do they get paid?

What Payment Method to Use?

In terms of how M4A would pay providers, there are two basic options: M4A could build on Medicare’s existing payment methods, or it could move to a system of “global budgets.”

In the current Medicare program, doctors are generally paid a fee for each service they provide, based on a predetermined fee schedule set by Medicare. Hospitals are generally paid a fixed sum every time they admit a patient to the hospital, with the payment amount based on the patient’s diagnosis. In addition to these traditional payment methods, Medicare has introduced a variety of “value-based” payment methods—for instance, accountable care organizations (ACOs) that try to reward health systems for reducing spending, “pay-for-performance” programs that give physicians a bonus if they meet certain quality metrics, or “bundled payment” programs that pay a lump sum for a full episode of care (e.g., a knee replacement plus rehab) rather than a separate fee for every part of the service.

Healthcare experts love to debate the merits or demerits of these different approaches. The early years of value-based payment reform often brought lofty expectations—for instance, a 2013 article in the Washington Post gushed that “ACOs may actually be the unicorns we’ve been waiting for, spreading their cost-saving magic throughout the health system.”20 But the evidence so far has been less dramatic: some value-based payment programs have trimmed costs by a few percentage points (e.g., bundled payments for surgeries, ACOs led by physicians), others have increased spending (e.g., ACOs led by hospitals), and some may even be harmful (e.g., certain pay-for-performance schemes).21 Experts disagree on whether value-based payments still have untapped potential or are fundamentally misguided. Either way, some critics wrongly think that M4A would mean reverting to a pure fee-for-service payment system. In reality, M4A could continue Medicare’s ongoing efforts at payment reform, inheriting both its successes and its frustrations.

The second major option for M4A is to usher in a more fundamental change to our healthcare payment system by moving to a “global” form of payment. For instance, HR1384 would implement global operating budgets for hospitals: instead of paying hospitals for each admission, hospitals would be paid a lump sum to cover all operating expenses over a given period. In other words, we could pay hospitals like we pay fire departments: a global budget to fund all the services it provides to a community, rather than a separate check every time it puts out a fire.

Global hospital budgets would be a significant transformation from the existing payment system. First, hospitals would have almost no need for billing and coding staff. Instead of submitting untold thousands of claims to different insurance companies each week, hospitals would simply receive one lump sum payment. In other words, attention would be refocused on how to spend the money, rather than on building up armies of billers and coders to bring in the money. Second, while the fee-per-admission system encourages hospitals to stay full, global budgets encourage investments to keep patients healthy and out of the hospital. Third, global budgets make no distinction between profitable and unprofitable lines of business. In the status quo, services like psychiatry are often unprofitable for a hospital, which leads to a tilt toward more profitable specialties that bring in extra revenue. Under a global hospital budget, hospitals could plan and provide services according to the needs of its patient population, rather than according to which lines of business are profitable. Fourth, global budgets would give M4A a predictable and powerful method of managing cost growth. Finally, global budgets could make hospital finances more resilient. The COVID-19 pandemic revealed just how fragile our hospitals can be in the face of an economic shock: with the virus keeping the most lucrative patients at home, hospital revenue plummeted, and some even faced bankruptcy. Under a global budget, hospitals would have stable funding during a crisis, allowing them the flexibility to redeploy resources to meet public health needs without sacrificing revenue. And even in normal times, the stability of global budgets could help sustain rural hospitals that provide critical services to their communities but sometimes lack the patient volume to survive in a fee-for-service system.22

However, there are also risks to global budgets. Hospitals may try to decrease the care they provide to the sickest patients who require the most expensive care or might avoid expanding into communities with the greatest medical need. If hospitals are no longer rewarded for providing a higher volume of services, they might choose to perform fewer costly elective procedures, hampering patients’ ability to access those services. Politically, global payment models also give more power to the health systems receiving the lump sum payments rather than to the front-line clinicians providing care, which may affect political support from clinicians.

A further question for global budget systems is how to fund capital investments, like building a new hospital wing. Under HR1384, hospitals could not use their global operating budget to fund capital investments; instead, there would be a separate funding process that awards grants for capital projects. Supporters of this provision argue that in the status quo, where capital investments are made disproportionately by the most profitable health systems, the result is that dominant systems simply become more dominant over time—and medical resources continue to concentrate in particular areas, contributing to health inequity. In contrast, proponents of a publicly controlled capital expenditure fund view it as a way to distribute capital resources according to population needs.

Finally, global hospital budgets are only one possible version of global payment. Alternatively, M4A could pay groups of providers a budget to cover all the healthcare costs for a defined population, including primary, specialty, and hospital care. A Massachusetts program using this style of population-based global payment has been able to slow cost growth, and Maryland is rolling out a similar program.23 Details aside, the upshot is that by covering the entire population M4A would have tremendous ability to drive changes to the healthcare payment system, testing and scaling up models far more swiftly than is possible in our multi-payer environment.

How Much Should M4A Pay Providers?

Whether M4A builds on Medicare’s current payment methods or moves to global budgets, a critically important decision is how much M4A should pay hospitals and doctors compared to the status quo.

Let’s first consider a Medicare for All program based on Medicare’s existing payment methods. In the status quo, Medicare payment rates are generally lower than private insurance rates, and Medicaid pays the lowest rates of all. (One exception is that Medicare and Medicaid pay similar hospital rates.) M4A would transition these disparate payments into one unified set of rates.

What’s the right rate? This question has enormous political and economic implications, affecting the likelihood of support from doctors and hospitals as well as the overall costs of M4A.

Here’s one proposal: at a minimum, M4A could use Medicare’s current payment rates; at a maximum, M4A could use a weighted average of Medicare, Medicaid, and private insurance rates (the “all-payer average” rate).24 The all-payer average rate is estimated to be approximately 107 percent of Medicare rates for physicians, and between 119 percent and 134 percent of Medicare rates for hospitals.25 To take one example that fits within these bounds, during the 2020 presidential campaign Senator Elizabeth Warren outlined a plan to have M4A pay physicians at current Medicare rates and to pay hospitals at 110 percent of current Medicare rates.

How would hospitals and doctors be affected if they got paid for every patient a certain percentage of Medicare rates?

First, it’s critical to remember that M4A would not simply change reimbursement rates and leave the rest of the healthcare system unchanged. Consider the simple equation we introduced previously: Income = (Price × Quantity) − Operating Costs. For many hospitals and doctors, M4A would decrease the average price received for each service. But M4A would also decrease operating costs by vastly streamlining administration and by reducing the costs of the prescription drugs that hospitals purchase. M4A would also increase the quantity of care that can be delivered by freeing up clinician time from administrative tasks and by expanding coverage—including bringing some 30 million more patients into the system by covering the uninsured. Hospitals are well equipped to serve these new patients: the average hospital occupancy rate is only 62 percent, and a mere 40 percent for rural hospitals.26 Furthermore, under M4A hospitals and doctors would get paid for services they currently provide without compensation.

Second, there are likely to be wide variations in how different providers are affected by new M4A payment rates. Hospitals with monopoly power currently charge very high prices to privately insured patients, so they have more to lose from a move to M4A payment rates. More broadly, providers who see more privately insured patients have more to lose. In contrast, safety-net hospitals or primary care doctors who serve higher proportions of Medicaid or uninsured patients could even see overall reimbursements go up under M4A—after all, Medicaid physician payment rates are 30 percent lower on average than Medicare rates, and even lower in some states.27 The impact on physicians would also vary widely by specialty. According to one estimate, dermatologists and radiologists could face a significant decline in overall reimbursements, while general medical doctors would likely see less of an impact.28

Furthermore, M4A payment rates could be adjusted to achieve desired policy outcomes. For instance, the fee schedule could be modified to implement a relative increase in payment to primary care providers. Similarly, moving to a fixed percentage of Medicare rates may hit specialist physicians the hardest—but if desired, it’s also possible to pick rates such that specialists don’t see as much of a pay cut. Rates could also be adjusted to incentivize providers to deliver services in communities with unmet medical need, particularly in rural and low-income urban areas.

If M4A adopted a global payment approach, the issues raised are somewhat different—instead of choosing reimbursement rates for different services, M4A would need to determine the size of the global budgets for different institutions or populations. One possibility would be to set global budgets at a level similar to current spending. The challenge with this approach is that it could implicitly continue unwarranted funding disparities across hospitals or populations, such as paying less to providers who treat Medicaid patients and more to hospitals that leverage market power to charge high prices. M4A could attempt to adjust for these disparities when setting initial budgets, or when determining how budgets should change over time.

Question #5: How Does M4A Cover Prescription Drugs?

Every major M4A proposal includes significant reforms to the way that Medicare pays for prescription drugs. The central goal is to allow Medicare to negotiate drug prices with pharmaceutical companies.

Allowing Medicare to negotiate drug prices is extraordinarily popular, with support from 86 percent of the public, including 80 percent of Republicans.29 But negotiating drug prices is also more complicated than it sounds. The government can’t simply ask drug companies for lower prices; Medicare needs a real source of leverage to bring drug companies to a deal.

One way to exert leverage is to say no: Medicare could simply decline to cover drugs that it deems too expensive. Some countries use this strategy; for instance, in the United Kingdom the National Institute for Health and Care Excellence (NICE) will cover only drugs deemed to deliver appropriate value in terms of the capacity to extend or improve life compared to the cost.

In the US context, it’s likely that the “just say no” approach would lead to high-stakes political battles between Medicare and the pharmaceutical industry. Consider a hypothetical example: A pharmaceutical company releases a new cancer drug that extends life by an average of one year compared to the next-best treatment, and offers it to M4A at a price that is $300,000 more per patient. What if Medicare tries to negotiate a lower price but the pharmaceutical company refuses to capitulate? If Medicare just accepted the higher price we would be right back to the status quo. Alternatively, Medicare could refuse to cover the drug until the price is lowered, but then a high-stakes political standoff would likely ensue. There might be significant public pressure on the pharmaceutical company to lower the price—but with billions of dollars on the line and investors watching closely, the company might conclude that if they hold out long enough, Medicare will eventually capitulate. And they might be right: it’s hard to imagine patients with cancer and their families being okay with their elected officials blocking access to important medication in the name of decreasing national health expenditures. Medicare is ultimately accountable to voters; pharma companies are ultimately accountable to shareholders. It’s easy to imagine many cases where Medicare would capitulate first. On a more fundamental level, the “just say no” strategy puts patients in the middle of pricing negotiations, and some may be left without access to medications that they would benefit from.

Medicare has other options to exert leverage in pricing negotiations. Medicare could threaten to impose a tax on corporate sales or profits of companies that refuse to negotiate. (In 2019, the House of Representatives passed a drug price negotiation bill that included such a tax penalty, though the Senate did not take it up.) HR1384 includes another aggressive option: if the pharma company refuses to negotiate, the government can grant a different company a license to produce the medication as a generic. This so-called competitive licensing provision essentially threatens a company’s patent in order to compel price concessions.

These are powerful tactics that government under Medicare for All would need to exercise judiciously. One big question is how to determine when a price is reasonable and when it’s time to deploy pressure on the drug company to bring the price down.

One method for determining a reasonable price is to look at the prices charged in other high-income nations, like Canada or countries in western Europe. A second method might be to determine a value-based price for the drug. This would mean assessing how much health benefit the drug provides, and then setting a price based on that benefit. Independent from M4A, there is a movement in health policy to shift toward this kind of value-based pricing for pharmaceuticals. For instance, the Institute for Clinical and Economic Review (ICER) is an independent research organization that evaluates the clinical effectiveness of drugs and proposes benchmark prices that reflect the underlying value to patients.30 ICER benchmarks have been used in the private sector as the basis for drug price negotiations: for example, in May 2018 Sanofi/Regeneron agreed to lower the price for an injectable cholesterol medication to match its value-based benchmark.31 M4A could apply a similar paradigm nationally, or it could adopt a different public process that helps assess the value of new drugs.

In sum, threats like tax penalties or competitive licensing could bring pharma companies to the negotiating table, and having criteria like a value-based price could provide predictability and guidance to the negotiating process.

But in any discussion of drug pricing there’s an elephant in the room: if drugs are cheaper, would pharma companies have less incentive to make them?

You’ve probably heard the argument before. It takes a lot of money to do the research and development (R&D) needed to discover a new drug, and the risk of failure is high. Investors put money into pharmaceutical R&D because they know new drugs can be sold at a high price, which means high profits. If prices go down, there’s less opportunity to turn a profit. The argument is that private investors will therefore put less money into R&D, and fewer drugs will be discovered.

This concern should be taken seriously. Biomedical advances can lead to enormous gains in health and longevity, and a well-functioning healthcare ecosystem should produce new and better treatments decade after decade. With this in mind, there are several considerations for M4A.

First, high prices don’t always incentivize the production of new, innovative drugs. That’s because we’re often charged high prices for drugs that are not new or innovative. Consider the most lucrative drug in the world: Humira, an anti-inflammatory medication produced by AbbVie that’s used to treat conditions like rheumatoid arthritis and inflammatory bowel disease. Humira was approved in 2002, with its patent set to expire in 2016. But instead of letting Humira’s patent expire, AbbVie filed for more patents on all aspects of the drug, even though it was the very same medication approved in 2002! At the dawn of 2021, Humira is not just on patent—it’s protected by more than 100 patents, some of which won’t expire until 2034.32 AbbVie has allegedly taken advantage of this prolonged monopoly to double the price of Humira from about $19,000 per patient per year in 2012 to $38,000 in 2018, a year where global sales of Humira reached $20 billion.33 Moreover, when the makers of competing drugs started gearing up for a colossal legal fight to challenge these patents, AbbVie allegedly paid settlements to eight different companies in exchange for agreements to delay bringing competing products to market.34

The strategies used to defend Humira are all common tactics that drug companies use to exploit our patent system: “evergreening” to extend monopolies as long as possible, “patent thickets” to build a legal fortress around a drug, and “pay-for-delay” deals to fend off generic competitors. The result? High drug prices. Here’s the critical point: these high prices do not incentivize the production of new, innovative drugs. They incentivize the deployment of innovative legal strategies that keep prices high without delivering important new benefits to patients. M4A could bring down these prices without significant harm to innovation.

Furthermore, even new drugs do not always bring meaningful therapeutic benefits. The goal of pharmaceutical R&D should be improving health, not simply maximizing the number of drugs brought to market. But our current pricing system has a mixed record on this score. For instance, pharma companies are often incentivized to produce “me-too” drugs—medications similar to existing medicines, which provide little to no additional therapeutic benefit—as opposed to true breakthroughs. These drugs carry little risk of failure and take far less effort to develop but can still be patented because of small differences from existing drugs. According to one estimate, only 20 percent of the R&D budget allocated to clinical trials goes to drugs that the Food and Drug Administration categorizes as a “significant improvement” over existing drugs, with 80 percent going to drugs without significant additional benefit.35

If M4A brought down the price of drugs that offer little or no clinical benefit beyond what’s already available, it’s possible that fewer of these drugs would be produced. That trade-off might be worth it: the absence of those drugs would likely have little impact on patient health, but the savings from lower prices across the board could be substantial. More generally, if M4A uses its negotiating power to award high drug prices only to truly innovative drugs, it could help make R&D more efficient by targeting resources toward novel drugs with the potential to significantly improve health.

Still, for the subset of truly new and innovative drugs, there remains a genuine risk that significantly lower prices could reduce private investment in beneficial R&D. In these cases, it’s worth noting that the impact of lower drug prices on innovation under M4A would be blunted by the fact that M4A would also give patients significantly better access to these medications. This matters because the incentive to produce a drug depends on price and the number of prescriptions sold at that price (Revenue = Price × Quantity). Medicare for All would significantly increase the quantity of prescriptions filled for the vast majority of drugs by improving Americans’ ability to access medications—both by covering the uninsured and by reducing out-of-pocket costs for drugs.

Even so, if concerns about decreased private investment in innovative R&D are significant enough, M4A could use some of the savings from lower drug prices to fund increased public investment in R&D. Publicly funded research, performed in universities with the support of organizations like the National Institutes of Health, is what leads to much of our most important innovation. A recent analysis found that over the last twenty-five years, more than half of the most transformative drugs had their origins in publicly funded research.36 Compared to privately funded research, publicly funded research is also more likely to produce first-in-class drugs.37 In addition to boosting investment in basic research, public funding could be used to support the clinical trials that are needed to bring drugs to market; drugs that are created and developed using public funds could be immediately manufactured as low-cost generics.

This public funding may be particularly important for supporting the R&D of new medications of significant clinical value that may not be rewarded well on the market. Consider new antibiotics, for example. These medications are necessary to treat emerging antibiotic-resistant bacteria. However, because they are used for a short period, often only once per patient, there is less financial incentive to create them (by contrast, patients might inject Humira twice a month for years or longer). Furthermore, part of the value of new antibiotics comes from not using them unless absolutely necessary, which helps avoid resistance. These missing incentives for private investment are, in part, why experts argue we are woefully behind in the race against antibiotic-resistant bacteria.38

These R&D reforms could be enacted independently of M4A, but the justification for greater investment in public R&D is even stronger when M4A is responsible for negotiating prices and procuring drugs on behalf of the entire population.

Question #6: How Is the Program Administered?

Many of the policy questions discussed in this chapter can be answered directly in the design of M4A legislation. But during the implementation of a Medicare for All program—and as healthcare continues to innovate and evolve in the coming decades—the program must be able to adapt. A key question for M4A is therefore how the program is administered and governed.

There are two key dimensions to this question. First, to what extent is M4A administered federally, and to what extent is it administered regionally or in the states? And second, how should we balance the political accountability of M4A against operational independence?

Federal, Regional, and State Roles

The current Medicare program is mostly administered at the federal level, but there are also regional Medicare offices with important roles. One option for administering M4A would be to build on this existing structure.

Alternatively, M4A could feature a greater role for states. The most decentralized option would be to administer M4A almost entirely through the states, with funding provided by the federal government to achieve M4A’s aims. This option would give each state latitude in how to provide universal coverage to its residents—defining exactly which benefits are covered, how providers are paid, and what the role of private insurers will be. Though the federal government could restrict how M4A funds are used and require certain outcomes be met, it would allow for localized operational control. (This would be closer to what we might call Medicaid for All.) Indeed, state Medicaid programs have tremendously valuable experience, infrastructure, and local knowledge that could be leveraged toward the success of a M4A system. Creating a larger role for states might also have political benefits for legislators representing areas with more skepticism of the federal government.

A hybrid option is to have M4A’s core health insurance benefits administered by the federal government but to give states other roles in administration—perhaps offering additional wrap-around benefits (either permanently or in response to local emergencies), or focusing on social services and case management. State Medicaid programs also perform some public health activities—for instance, the Michigan Medicaid program responded to the Flint water crisis by obtaining funding to remove lead from the homes of Medicaid patients.39 Under M4A, these functions could remain with state Medicaid offices or could be folded into state and local public health departments. In general, a reasonable goal is to ensure that any important benefit or service provided by Medicaid today should either be provided by M4A, transferred to another state or local agency, or kept as part of a reformed Medicaid program.

Accountability vs. Independence

Another challenge is how to balance the political accountability of M4A against its operational efficiency and independence. On one end of the spectrum you could imagine Congress micromanaging the M4A program, making decisions about whether fees for outpatient cardiology visits should increase by 1 percent or 1.5 percent next year, or whether a new imaging technique should become a covered benefit. On the other end of the spectrum you could imagine appointing a completely independent federal agency to make all these decisions. Many plausible models fall somewhere in the middle.

A model with relatively more political accountability is the existing Medicare program, which is administered by the Centers for Medicare and Medicaid Services (CMS), an agency within the Department of Health and Human Services (HHS). The CMS administrator is appointed by the president and confirmed by the Senate, serving until she or he resigns or is replaced by the same or a new president. The Medicare program does maintain an independent advisory board—the Medicare Payment Advisory Commission, or MedPAC—but its role is to advise Congress on Medicare, and it does not hold independent decision-making authority. One option under M4A would be to increase the authority of MedPAC, which has earned trust within the federal government over its more than twenty years of operation.

Models for greater independence could also take after the Federal Reserve Board or the Federal Trade Commission. The Federal Reserve Board consists of seven members, appointed by the president and confirmed by the Senate, who serve staggered fourteen-year terms. The Fed functions mostly independently and has authority to set United States monetary policy. Another model is the Federal Trade Commission (FTC), headed by five commissioners nominated by the president and confirmed by the Senate, each serving a seven-year term. No more than three commissioners can be of the same political party. The FTC also has significant authority to make independent decisions. Under M4A, an analogous body could be given some authority in making decisions about what new services should be covered and where reimbursement levels should be set. However, each option comes with some obvious political challenges: for instance, the Affordable Care Act attempted to create an Independent Payment Advisory Board to play some of these roles, but it was so controversial it never got off the ground.

Beyond these structural considerations, part of M4A’s administrative success will depend on sheer operational competence. The botched rollout of HealthCare.gov during implementation of the Affordable Care Act provides a cautionary tale, especially given that M4A is partly premised on restoring popular trust in the ability of government to set ambitious goals and achieve them. Medicare itself may provide a lesson here. The original Medicare program went into effect July 1, 1966; government leaders spoke of this date as “M-Day” and organized a highly successful effort to get the program up and running within eleven months of the legislation being signed. If M4A is passed into law, the political and human stakes of executing the implementation smoothly will be extraordinary.

Question #7: How Will We Transition to Medicare for All?

Medicare for All would bring tens of millions of uninsured Americans fully into the healthcare system and would make it more affordable for so many more. To meet the task of providing care to the full population, M4A will need to quickly ramp up the clinical workforce. Given the existing primary care shortage, it will be especially important for M4A to bolster the primary care workforce. Many policy tools are available to do so: increasing the number of residency training slots, rebalancing payment rates for primary care versus specialty care, expanding loan forgiveness for primary care trainees, making it easier for physicians who immigrate to the United States to practice here, boosting training opportunities for nurse practitioners and physician’ assistants, and more.

Though M4A will almost certainly mean more clinical jobs, it will also likely mean far fewer administrative jobs. Indeed, most private insurers will downsize or close, leaving many people without job prospects in the industry; this will similarly affect the armies of billers and coders in hospital and physician back offices. Many new administrative jobs are likely to be available with Medicare or its administrative contractors, but there will be significantly fewer administrative jobs than under the current system (indeed, reducing the need for administrative work is one way M4A reduces healthcare costs). A critical piece of the transition must include assistance for these workers; both HR1384 and S1129 set aside funds for this purpose. Job retraining and assistance with job placement will be important parts of this transition.

A further question is how many years it will take to transition from the current healthcare system to Medicare for All. HR1384 proposes to make the transition over two years, while S1129 proposes a four-year transition. The question of how long to set aside for the transition is both practical and political. Practically, it will take time to get the program up and running, to finalize pertinent rules and regulations, and for providers to adjust to a new payment scheme. Politically, the risk of a short transition is that a botched rollout could hamper faith in the program—but a long transition could leave the program under attack if political winds change before it is fully built.

What needs to happen during the transition? Most obviously, people need to transition onto M4A coverage. One approach is to create a Medicare for All option that anyone can opt into during the transition period. The transition could also adopt principles of triage to provide assistance quickly to the uninsured. For instance, everyone under a certain income threshold could immediately be granted free access to the Medicare for All option, including the millions of Americans who live in states that have failed to expand Medicaid. Another transitional approach is to phase in Medicare for All by age—for instance, make all children and those over fifty-five eligible in the first year, and then expand coverage by ten-year age increments every year.

Other elements of reform can also be rolled out more quickly. New investments in the medical workforce could be made immediately, knowing that it takes many years to train each new clinician. New antitrust measures could be enforced immediately as well. The prescription drug negotiation system could be implemented as quickly as possible. Prices that hospitals are allowed to charge to private insurers might be capped to begin the transition to a new system of unified payment rates.



Medicare for All promises to provide comprehensive health insurance to all Americans under a single, publicly funded plan. To make that vision a reality, legislators and the public will need to confront a number of important policy questions with huge economic and political ramifications. If Medicare for All becomes law, the choices outlined in this chapter—what’s covered, who’s covered, how the system is organized—will reverberate for decades to come.
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How to Pay for It

Every dollar spent on medical care is a dollar that comes out of someone’s income, taken from a worker or a business owner or a shareholder or a family. So it’s not quite right to say that “insurance companies” or “the government” pays our healthcare bills. We pay the premiums or the taxes—and usually both. Insurance companies and the government are the intermediaries that collect the money and send it where it needs to go. But the money comes from us, no matter the healthcare system. The American people fund our healthcare system today, and the American people would fund our healthcare system under Medicare for All. What changes under Medicare for All is the size of the national healthcare bill, where we send the money, who keeps some of it for profit (and how much they keep), and which people pay how much.

That last question—who pays how much—is also a question of social values. How much should the rich pay for healthcare compared to the middle class and the poor? How much should the healthy pay compared to the sick? Our current healthcare system takes an implicit stand on these questions, but the answers often remain hidden beneath a fog of complexity. M4A brings these ethical issues out of the shadows, forcing us to decide collectively which values should be embedded into a system that consumes nearly a fifth of our economy and takes care of us at our most fragile moments.

Today’s Healthcare Bill

Under the current system, Americans are projected to share a $52 trillion healthcare bill during the 2020s, with annual expenditures above $4 trillion at the start of the decade and over $6 trillion by its close. We each contribute to that bill in three main ways: taxes, insurance premiums, and out-of-pocket costs. (Employees technically have a large chunk of their premiums covered by employers, but at the end of the day those premium payments come out of money set aside for employee remuneration. For instance, if your work is worth $75,000 a year to your employer, who has to chip in $15,000 for your insurance premium, your salary will only be $60,000.)

Most of these costs are hidden. We usually think of our healthcare costs as what we pay personally for premiums plus what we spend out of pocket during the year. But according to a study by the RAND Corporation, those costs make up just one-fifth of what we’re really paying for healthcare.1 Employer-paid premiums and healthcare taxes make up a far larger share of spending.

Indeed, employer-paid premiums function like a hidden tax, taking more and more money out of American paychecks every year. As a result, the hidden costs of healthcare are particularly stark for Americans with insurance through their jobs. If you have employer-based coverage and want to know how much you’re really contributing to our multitrillion-dollar healthcare bill, here’s one way to get an average estimate: take what you personally contribute to premiums and out-of-pocket costs, then multiply by seven.2

Americans spend a lot of money on insurance premiums and out-of-pocket costs. But we pay far more for healthcare through taxes and lost wages. These high costs are not distributed equitably. When all the taxes, premiums, and out-of-pocket costs are tallied, poor and middle-class Americans currently pay a larger share of their income for healthcare compared to the wealthy.3 Every group in the bottom 60 percent of the income distribution is paying a larger share than any group in the top 40 percent. The top 1 percent are contributing a smaller share of their income than the bottom 20 percent.4 On average, the poorest fifth of households are paying more than a third of their income for healthcare.5

Public healthcare programs like Medicare and Medicaid are financed at least somewhat progressively, with the top 10 percent of earners contributing a larger share of their income to these programs than the rest of the population. (Remember, progressive financing means richer people contribute a higher proportion of their income, like the federal income tax; regressive financing means poorer people contribute more as a proportion of income, like the sales tax.) That’s because public programs are mostly financed by taxes, some of which are progressive.

In contrast, private healthcare spending is steeply regressive. Low-income Americans—those with a mean pretax compensation of roughly $40,000—contribute three times more of their total compensation to private healthcare costs compared to the highest earners.6 Private healthcare spending is regressive because insurance premiums and out-of-pocket costs are regressive: a $20,000 insurance premium and a $5,000 deductible aren’t much of a burden for a millionaire executive but might be a huge drag on the finances of a teacher or a nurse. The tax break for employer-based coverage makes our system even more regressive, giving a bigger windfall to people in the highest tax brackets.

Our current system also places a far larger financial burden on people who need more medical care. Americans in poor health have out-of-pocket costs three times higher than those in excellent health.7 Some Americans might pay no out-of-pocket costs in a given year, while those with acute or chronic illness might spend many thousands of dollars.

High deductibles in particular have the effect of shifting costs onto people with the greatest medical needs. Many patients with chronic illnesses reliably spend up to their deductible year after year: for instance, they might need to take a high-cost medication over the course of many years, or they might have a condition like cystic fibrosis or sickle cell anemia that requires frequent hospital admissions. Because these patients predictably spend their entire deductible, high deductibles function like a tax on chronic illness.

This situation is ironic given the broad consensus that American health policy should provide strong protections for people with preexisting conditions. One of these protections is that insurance companies shouldn’t be able to charge higher premiums to a person who has a preexisting condition. But high deductibles serve nearly the same role: people with preexisting conditions are likely to pay thousands of dollars more each year working their way through a high deductible.

Medicare for All

How would the costs of Medicare for All compare to the current system?

To answer this question, the first task is to determine what the total national healthcare bill would be under Medicare for All. This requires tallying up all the new costs of Medicare for All, including covering the uninsured, reducing out-of-pocket costs, and adding new benefits, and then subtracting the savings from reduced administrative costs and lower prices for drugs and medical services.

Between 2016 and 2020, at least ten different experts undertook detailed cost estimates of Medicare for All. Different analysts came to different conclusions: many experts found that national health spending under Medicare for All would be trillions of dollars lower over a decade than under the current system, while others estimated that Medicare for All would increase spending by trillions of dollars. Furthermore, the disparate cost estimates do not seem to simply reflect partisan bias. Charles Blahous, who formerly worked in George W. Bush’s presidential administration, conducted a cost estimate for the Mercatus Center, a libertarian think tank that receives funding from the Koch brothers. The report found that Medicare for All would decrease national health spending by $2 trillion over ten years.8 In contrast, the Urban Institute—a more liberal think tank—estimated that M4A would increase national health spending by $7 trillion over a decade.9

What explains these different conclusions? We saw one major reason in Chapter 4: there are different ways to design Medicare for All. When different experts estimated the costs of Medicare for All, they actually modeled different versions of the policy—the most important differences being in how much hospitals and doctors would be paid, how aggressively drug prices would be negotiated, and what benefits would be covered (in particular, whether or not long-term care is covered makes an enormous difference in the overall costs). Beyond these policy differences, analysts also made different assumptions about administrative savings; for instance, some assumed that M4A would cause Medicare’s administrative costs to increase nearly threefold as a percentage of its budget (an assumption we find implausible), while others assumed M4A’s administrative costs would be 3 percent or less, similar to Medicare today.

Finally, analysts made different predictions about how much more healthcare people would use after gaining insurance or having their out-of-pocket costs reduced. We know that people use more healthcare when it costs them less, but economically it’s difficult to predict exactly how large the nationwide effect would be under M4A. Because healthcare use is constrained by the supply of doctors and hospitals, the impact of M4A will also depend on how many new doctors enter the workforce, whether hospitals expand, and whether new facilities are built that wouldn’t have otherwise existed.

Out of a $52 trillion pie, any detail that alters total spending by just 2 percent counts for $1 trillion per decade. There are many such details when it comes to Medicare for All—hence the range of estimates.

Even with this variation, virtually all these estimates fall within the same general range: in the decade after enactment, national health spending under Medicare for All would be similar to current health spending, plus or minus 15 percent.10 To be sure, the dollar amount at stake in “plus or minus 15 percent” is enormous. It’s also important to avoid false equivalence between competing estimates; for instance, it’s likely that estimates at the high end of this range did not adequately account for administrative savings. More important is that these different estimates don’t just reflect different economic guesses but depend critically on what’s actually written into M4A legislation.

These recent cost estimates of M4A also build on a longer history of single-payer modeling. One comprehensive report examined twenty-two cost analyses conducted over thirty years estimating the cost of single-payer proposals at the state and federal levels, finding that nineteen of the estimates projected overall savings in the first year and that all suggested the potential for long-term cost savings.11

This evidence helps cut through some of the partisan rhetoric on single-payer healthcare. On one side, critics sometimes speak as if Medicare for All would launch our spending into the stratosphere. On the other side, supporters sometimes hope that because single-payer systems in other countries are half as expensive as our current system, Medicare for All would swiftly cut our health spending in half. Neither of these scenarios is likely. The evidence paints a less dramatic picture: national health spending under Medicare for All could be somewhat higher or somewhat lower than under current law, depending on how the program is designed. But it is possible to cover all Americans under Medicare for All without spending more than we do now, if that’s a goal that legislators and the public seek to achieve.

Furthermore, it’s likely that Medicare for All would decrease the yearly growth rate of healthcare costs—and therefore reduce healthcare costs over the long term. That’s because Medicare for All has more tools to contain spending over time, like putting more control on how quickly hospital payment rates and drug prices go up. For instance, per-person spending in Medicare increased just 20 percent from 2008 to 2018, while per-person spending in private insurance increased by 50 percent.12 Furthermore, since 2000, payment rates for hospital care and emergency department visits have grown far more rapidly in private insurance than in Medicare.13 For this reason, ten-year projections are likely to underestimate the savings of Medicare for All. Over the long term, Medicare for All presents a powerful opportunity to finally get a hold on runaway spending growth.

To illustrate how all these forces come together, consider the Medicare for All proposal released by Senator Elizabeth Warren’s 2020 presidential campaign. On the benefits side, Warren’s plan adopted the comprehensive benefits of Bernie Sanders’s S1129 bill, including long-term care, dental, vision, and hearing, and virtually no out-of-pocket costs. To rein in prices, Warren proposed paying physicians at existing Medicare rates and paying hospitals at Medicare rates plus 10 percent. She also proposed steep cuts to drug prices, as much as 70 percent for brand-name drugs. The experts who evaluated the plan for Warren’s campaign estimated that the generous expansion of coverage and the aggressive cost control measures nearly cancelled each other out: national health spending under her Medicare for All plan was projected to be just below the $52 trillion per decade projected under current law.14

How much would this kind of Medicare for All plan “cost”? From the perspective of the American public as a whole, the additional cost of Warren’s version of M4A would be zero dollars. (Or less.) Every dollar of healthcare spending is a dollar that comes from someone’s income: the American public could pay $52 trillion during the 2020s for our current healthcare system, or they could pay $52 trillion for M4A. The total cost is $52 trillion; the additional cost is zero. If anything, the cost to the American public is negative.

What changes is the path those dollars take to get from the bank accounts of the public into the hands of hospitals, doctors, and drug companies—and what these dollars buy. Under Medicare for All, the vast majority of that $52 trillion would be channeled through the federal government before being sent to its final destination in the healthcare system.

So when the New York Times ran the headline “Elizabeth Warren Proposes $20.5 Trillion Health Care Plan,” one translation is that $20.5 trillion in healthcare spending would be channeled through the government instead of through private insurers.15 (The $20.5 trillion in additional federal spending is less than the $52 trillion total mostly because the government already finances more than half of the nation’s healthcare spending, and also because some types of healthcare spending—like over-the-counter medical supplies and state spending on public health—would not be absorbed by Medicare for All.)

It’s notable that less of that $52 trillion would find its way into the marketing departments of large corporations, the salaries of insurance company CEOs, the administrative budgets of insurers and providers, or the bank accounts of insurance company shareholders—places where nearly a quarter of our dollars end up today.16 Instead, a larger proportion would go into caring for patients, including the roughly 30 million Americans without insurance coverage under the current system who would be covered under Medicare for All.

This shift toward patient care is reflected in the ledger of the costs and savings under Medicare for All. One of the largest sources of savings under M4A is administrative efficiency: streamlining insurance overhead, and also reducing the administrative costs of providers. In contrast, virtually all the new costs under M4A represent new spending on clinical care: covering the Americans who are uninsured, making care more affordable for those with insurance, and covering new benefits like vision, dental, and long-term care. If national health spending stays about the same under M4A but we spend trillions less on administration, that means more total dollars will be spent on medical services: hospital care, physician services, nursing facilities, home healthcare, prescription drugs, and more. M4A does not starve the healthcare system of funds; instead, it redirects more of what we’re spending already into actual care.

Paying for It

Even if M4A costs the American public about the same as the current system, how we pay for healthcare—and who pays how much—would change substantially. Trillions of dollars would be shifted from insurance company balance sheets onto the government budget. How would the government raise the necessary funds?

Financing the Status Quo

First, let’s look at how we pay for healthcare right now. There are four main streams of healthcare financing in the status quo: the federal government, state and local governments, employers, and families. Although all the money ultimately comes from individuals, that money flows through these four streams.

Many Americans would be surprised to learn that the government already finances the majority of healthcare spending in the United States: in 2017, public sources financed 61 percent of healthcare spending, and private spending financed 39 percent.17 (That’s a big reason healthcare costs are hidden today: we already pay for most of the healthcare system through taxes.) The federal government financed 44 percent of the nation’s healthcare spending. Much of this spending goes toward Medicare, Medicaid, and nearly a dozen other public programs. But the federal government also spends a considerable sum of money subsidizing private health insurance, including subsidies on the ACA marketplace and the tax break for employer-based insurance. Indeed, in 2017 the federal government spent nearly $280 billion subsidizing employer insurance—the largest expenditure in the entire tax code, worth about $1,800 for each person with job-based coverage.18 State and local governments financed another 17 percent of national health spending. Perhaps surprisingly, state and local governments spend almost as much on private insurance premiums for government employees as they do on Medicaid. All told, according to one estimate nearly 98 percent of Americans with health coverage have their insurance paid for or subsidized by taxpayers.19

Private sector spending is split between employers and families. Employers contribute to the insurance premiums of their employees; families pay insurance premiums as well as out-of-pocket costs when they receive care. The financing of private health insurance is steeply regressive. For instance, lower-income families with job-based coverage spend three times as much as a proportion of income on premiums and out-of-pocket costs compared to higher-income families: families below 200 percent of the poverty line spend 14 percent of their income on these costs, while those above 400 percent of the poverty line spend just 4.5 percent.20

Financing Medicare for All

M4A would significantly change the way that the burden of healthcare costs is spread across the population. The details of M4A financing proposals are likely to evolve as they move through legislative and political debate. But there are two basic elements likely to serve as the foundation to any M4A financing plan: repurposing existing public funds, and replacing private healthcare spending with progressive taxes.

Repurposing Existing Government Funds

The primary way to pay for M4A is to use money the government is already spending on healthcare. The federal government already finances almost half the nation’s healthcare spending. M4A can combine existing federal spending on Medicare, Medicaid, and private insurance subsidies into a single stream to be used for M4A.

One choice that will need to be made is whether states should contribute the money they currently spend on Medicaid programs and private insurance premiums into the overall M4A pool. Capturing this money would decrease the amount of new revenue that needs to be raised at the federal level. On the other hand, leaving this money with the states would allow them to direct the funds to other programs that have been crowded out by Medicaid over the past several decades, such as public education. Alternatively, if M4A was administered at the state level (an option described in Chapter 4), this money could be left with the states and also repurposed to cover M4A.

In any case, existing government funds would provide the single largest source of financing for M4A.

Replacing Private Healthcare Spending with Progressive Taxes

Combined with existing public funds, the second major way to pay for M4A is to replace existing private healthcare spending with progressive taxes. There are three general ways to raise this money: capture some or all of the money that employers currently spend on healthcare, capture some or all of the money that families currently spend on healthcare, or raise revenue from new sources.

Today, employers might send a portion of payroll each month to Aetna or Blue Cross to fund insurance premiums for workers. Under a Medicare for All payroll tax, employers would continue to send a portion of payroll each month to fund insurance for workers—but the check would be sent to Medicare. In that way, a payroll tax levied on employers would replicate the way that employer-based premiums are currently paid for.

A reasonable policy goal is to ensure that in total, less money comes out of payroll to fund health insurance under M4A than in the status quo. Even so, the shift from our current system to a payroll tax would create winners and losers. Businesses with higher-income employees have an advantage in the current system, because healthcare costs represent a smaller fraction of payroll. Replacing regressive insurance premiums with a flat or progressive payroll tax would likely benefit businesses with low-income employees; those with high-income employees might end up worse off (depending, of course, on the level of the tax).

Family spending on premiums and out-of-pocket costs could be replaced by an income tax, a payroll tax, a Medicare for All premium (standardized or income-based to make it progressive), or a value-added tax. (Common in European countries, a value-added tax is similar to a sales tax but is levied at each stage of production, rather than just at the point of final sale.) Instead of regressive premiums and out-of-pocket costs, most of these options could be designed to be progressive, thereby saving money for the middle class and the poor.

A reasonable policy goal would be to have any new taxes on middle-class or low-income families be lower than what these families currently pay for healthcare. One challenge for this approach is the considerable variability in what families currently pay for care—in particular, people with greater medical needs might pay thousands of dollars in annual out-of-pocket costs, while other Americans pay zero out-of-pocket costs in a given year. For this reason, any such taxes could be designed to be less than what most families spend on premiums alone, not taking into account out-of-pocket costs.

M4A could also be financed through new progressive taxes that are not meant to replace existing healthcare spending but are designed to bring in money from new sources. Proposals in this category include a wealth tax on the richest Americans, raising the marginal income tax rate on the highest earners, reforming the corporate tax code, a financial transactions tax, taxing income from investments at the same rate as income from work, and a variety of other reforms to broaden the tax base. A full analysis of the strengths and weaknesses of these various proposals is beyond our scope here. But the key point is that there are multiple options for M4A financing that don’t place a large burden on the middle class or the poor.

Putting It All Together

What would a financing plan with these elements look like in practice?

Elizabeth Warren’s 2020 presidential campaign released one of the most detailed Medicare for All financing plans to date, which we can consider as an illustrative example. As described previously, national health spending under the Warren version of M4A is projected to be $52 trillion throughout the 2020s (an amount that is just under the status quo). Most of this spending would be financed using existing public sources: most existing federal healthcare spending would be shifted to Medicare for All, and states would be required to contribute to Medicare for All an amount similar to what they would spend under current law on Medicaid and private insurance for government employees. That leaves $20.5 trillion in new federal spending required over ten years. Employers would supply $9 trillion through an “employer Medicare contribution” equivalent to 98 percent of what they currently spend on health insurance premiums. The remaining $11 trillion would be raised with a variety of taxes levied on large corporations and the wealthiest households, including a tax on wealth over $1 billion. Critically, these new taxes on corporations and the wealthy would replace the $11 trillion that families are currently projected to spend on insurance premiums and out-of-pocket costs in the status quo; under Warren’s financing plan, families would keep that $11 trillion.

In essence, employers would spend about the same under the Warren Medicare for All plan as they would spend in the status quo, and federal and state governments would shift their current healthcare spending into M4A. But nearly $11 trillion in healthcare costs would be shifted from American families onto large corporations and the wealthy.

Senator Bernie Sanders’s 2020 presidential campaign published a set of financing options that shed light on Sanders’s general philosophy of how single-payer healthcare could be financed. Employer spending on private insurance could be replaced by a 7.5 percent income-based premium (essentially a payroll tax) levied on employers. To protect small businesses, the first $1 million of payroll would be exempted. Employee healthcare spending could be replaced by a 4 percent income-based premium paid by individuals. To protect low-income workers, the first $29,000 of income would be exempted from this requirement. Additional revenue could be raised through a variety of progressive taxes aimed at the wealthy: making the income tax and the estate tax more progressive, taxing capital gains at the same rate as ordinary income, limiting tax deductions for the wealthy, instituting a wealth tax, and/or reforming the corporate tax system. The Sanders campaign estimated that these revenue sources would provide approximately $17.5 trillion over ten years.21

The Kitchen Table Budget

For most Americans, what really matters is the “kitchen table” budget: how much does your family spend on healthcare each month, and how much is left over for other priorities? A focus on the kitchen table budget—rather than the government budget or overall national health spending—highlights how M4A would impact the finances of individuals and families.

The impact of Warren’s version of M4A on kitchen table budgets is straightforward: families would save what they currently spend on premiums and out-of-pocket costs. Since these costs are projected to total $11 trillion over the 2020s, Warren’s presidential campaign said her plan “would mark one of the greatest federal expansions of middle class wealth in our history.”22

Some of Warren’s taxes on the wealthy could impact middle-class finances indirectly—for instance, higher taxes on businesses might be partly passed on to workers over the long term. But for the middle class, these indirect effects are overwhelmed by the direct savings from eliminating $11 trillion in healthcare costs.

The Sanders approach to financing M4A bears many similarities in terms of the kitchen table budget. Families would save on insurance premiums and out-of-pocket costs; in exchange, they would pay a 4 percent income-based premium for M4A. Because private insurance is financed regressively, this change is likely to produce savings for middle-class and low-income families, while high-income families would likely pay the same or more for M4A than they do today. Employer spending on insurance premiums would be replaced by an income-based premium that functions as a flat payroll tax—again, middle-class and low-income workers (and their employers) are likely to benefit from this change, while high-income workers (and their employers) would likely end up paying more.

The detailed effects of this general financing approach are demonstrated by a report from the nonpartisan RAND Corporation, which performed a detailed economic study of a single-payer plan for New York State.23 The New York single-payer plan would be financed through progressive payroll taxes as well as non-payroll taxes. The researchers found that overall healthcare costs would decline slightly under the single-payer plan, perhaps just 1 percent savings in the short term. But the researchers found that on average, 90 percent of households—those making $291,000 a year or less—would save money under the single-payer plan. Households in the bottom 75 percent of income would save an average of $3,000 in healthcare costs; families below 139 percent of the federal poverty level would see their healthcare costs fall by half. These remarkable findings emphasize that healthcare affordability depends not just on systemwide costs but on how those costs are distributed—there is no plausible way to cut costs in half for low-income families without changing the underlying cost distribution.

The bottom line is that if your M4A taxes are lower than what you currently pay for healthcare, you’ll save money under M4A. M4A could be designed to ensure that virtually all middle-class and low-income families come out ahead on average, raising taxes but reducing healthcare costs even more. Warren’s financing plan also shows that it’s not strictly necessary to raise middle-class taxes to finance M4A.

From an economic point of view, the Warren and Sanders approaches have different strengths and weaknesses, but the upshot is that there is a range of feasible options to fund M4A. The difference between their plans is as much about politics as economics. The Warren plan is specifically designed to avoid raising taxes on the middle class. In contrast, the pitch made by Sanders is that middle-class taxes will go up, but total healthcare costs will go down.

Many people fear that raising middle-class taxes is political kryptonite. Others see middle-class taxes as an indispensable tool to build long-term support for public programs. Perhaps both have elements of truth, where programs funded by the middle class are both more difficult to pass and more resilient once in place. Reflecting on his administration’s Social Security program, Franklin D. Roosevelt explained: “We put those [payroll taxes] there so as to give the contributors a legal, moral, and political right to collect their pensions and their unemployment benefits. With those taxes in there, no damn politician can ever scrap my social security program. Those taxes aren’t a matter of economics, they’re straight politics.”24

Conclusion

The airwaves are filled with competing claims about Medicare for All driving healthcare costs into the stratosphere or quickly slashing our costs to the international average. Neither of these outcomes is likely. Depending on how Medicare for All is designed—particularly how comprehensive the coverage is and how much the program reimburses for prescription drugs and medical care—total healthcare costs could be modestly lower or higher than costs in the status quo, at least over the medium term. Since a single payer has more tools than our current system to control cost growth over time, over the long term the savings from Medicare for All are likely to be more significant.

M4A would also have a tremendous impact on where our healthcare dollars are spent and how those costs are shared across the population. Our current system funnels a sizable portion of healthcare dollars to pay the overhead costs of insurance companies and providers, and it places an outsized burden on Americans with lower incomes and greater medical need. M4A focuses more of these dollars on patient care, and it could make healthcare much more affordable for families who find themselves financially or medically insecure in our current system. Replacing high deductibles and regressive private insurance premiums with progressive taxes also reflects a broader effort under M4A to transform healthcare from a consumer product into a public good.

Healthcare consumes nearly a fifth of the American economy. The highly technical debate about how to pay for M4A masks a fundamental truth: behind the number crunching, Medicare for All expresses a new vision for economic justice.
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Medicare for All vs. Alternatives

There’s more than one path to universal coverage. But some of those paths would leave behind people like Lisa Cardillo. In her thirties with three children, Lisa had “good” private insurance but still suffered a raft of unaffordable medical bills and years of battling insurance companies after she survived a cardiac arrest. Reforms that focus exclusively on increasing the number of people with insurance would provide no relief to the 160 million Americans like Lisa who have private insurance through an employer. They also do nothing about the challenges faced by people who get their coverage from Medicaid, Medicare, or the Affordable Care Act marketplaces. To be sure, it is an enormous problem that tens of millions of Americans have no health insurance—but that’s just one symptom of the larger structural problems we have detailed in this book.

In addition to lack of insurance, in Chapter 1 we outlined a fuller set of major problems that Americans face in our current system: our healthcare is too expensive, too many Americans can’t access the care they need, we’re sicker than we should be, and the experience of giving and receiving care is eroding. When analyzing how health reform proposals do (or do not) address these problems, it is also helpful to keep in mind the “active ingredients” of Medicare for All described in Chapter 3. To review the six key elements of M4A:


1. Universal coverage. M4A guarantees health coverage to every American.

2. Comprehensive coverage. M4A guarantees that Americans’ health coverage is comprehensive in terms of the range of covered benefits, the availability of a wide range of clinicians and hospitals, and minimal or no financial barriers to receiving care.

3. Pricing power. M4A can wield its considerable negotiating leverage to rein in the cost of drugs, hospital stays, and physician services.

4. Administrative efficiency. M4A eliminates the high overhead costs of private insurance companies and reduces the administrative burden on providers and patients.

5. Progressive financing. M4A allows healthcare to be financed progressively, replacing the regressive financing of private insurance.

6. Public accountability. M4A would be accountable to the American public, rather than shareholders.



When evaluating alternative reforms, it’s also helpful to distinguish three functions of a health insurer, whether private or public: funding the insurance pool, administering the insurance plan, and deciding how much to pay for services. Under private insurance, all three functions are generally private: private insurance premiums, private management, and privately negotiated payment rates. Under Medicare for All, all three functions would be public: tax financing, public management, and publicly determined payment rates. As we’ll see, reform proposals that stop short of M4A often seek to mix and match public and private responsibility for these three insurer functions.

Of course, history and politics cast a shadow over any policy discussion of M4A relative to its alternatives. In particular, the failure of the Clinton reform in the 1990s led many strategists to treat incremental reform as politically necessary, as well as to favor plans that are acceptable to the healthcare industry in order to allay the all-out attacks that spoiled reform for much of the twentieth century. The Affordable Care Act is often viewed as a vindication of this political strategy, and these same suppositions color the debate about Medicare for All. As a result, health reform debates are inevitably influenced by both policy and political considerations—for instance, a greater role for private insurance could be justified by a genuine belief in the wisdom of organizing the healthcare system around private insurers, or based on a political judgment that it’s not worth arousing the opposition of the private insurance industry. In Part III we examine these political considerations in detail, but in this chapter we focus on the policy substance of the alternatives to Medicare for All.

Fix Uninsurance: Build on the Affordable Care Act

The Affordable Care Act expanded health coverage in two main ways: expanding Medicaid to cover people with low incomes and creating marketplaces where people can buy private insurance using subsidies provided by the federal government. In terms of the three functions of insurers, the approach taken in the ACA marketplaces is to keep all insurance functions private but to regulate insurance companies more closely and to add on public subsidies to help people afford the private premiums. In the nonelderly population, the ACA pushed the insured rate from 82 percent in 2010 to a high of 90 percent in 2016.1

The uninsured rate could be reduced even further using a series of measures that build on the framework of the ACA: implement Medicaid expansion in all states, expand subsidies to buy private insurance on the ACA marketplaces, ensure that more people eligible for coverage actually get enrolled, and cover undocumented immigrants.2

This package of reforms to build on the ACA could move the United States close to universal coverage. Indeed, states like Massachusetts have taken many of these steps—expanding Medicaid, adding coverage options for undocumented immigrants—and in 2018 Massachusetts had one of the lowest uninsured rates in the nation, at approximately 3 percent.3 In a fragmented insurance system it is difficult to truly end uninsurance—for instance, some people will lose Medicaid coverage when they get a raise, and others will lose their employer-based insurance if they leave their job, resulting in gaps where people have no coverage. Still, by building on the ACA we can get close to solving the problem of uninsurance.

But every other problem in US healthcare would remain untouched. Our healthcare would remain the most expensive in the world, with unaffordable prices and high administrative costs. Uninsurance would no longer be a barrier to care, but the march of high deductibles and other financial barriers would continue. Our healthcare financing system would continue to harm the poor and marginalized, and our fragmented system would continue to place a heavy burden on clinicians and patients.

Put differently, a reform plan that only builds on the ACA lacks nearly all the active ingredients of Medicare for All: although we could approach universal coverage, coverage would not become more comprehensive, the public would not gain negotiating leverage against the healthcare industry to rein in prices, administrative efficiency would not be improved, financing would remain regressive, and accountability to shareholders would be retained.

Finally, a system that builds on the ACA alone is likely to remain inequitable. The ACA marketplaces separate insurance plans into four “metal levels”: platinum, gold, silver, and bronze. People who can afford platinum plans enjoy comprehensive health coverage, while people with bronze plans are saddled with deductibles so high they might not be able to afford care altogether. Any system that explicitly stratifies Americans into markedly different classes of coverage is more likely to exacerbate health inequities, rather than solve them.

Market-Based Reforms

Expensive healthcare is one of the most serious problems in our system. A different approach to health reform is to try to make healthcare work more like other markets, relying on the forces of competition and choice to keep prices and costs under control. Proponents of market-based reform often agree that American healthcare today is far from a well-functioning marketplace. But they posit that with the right reforms, market forces could work in healthcare like they do elsewhere in our economy.

There are many examples of market-based reform proposals. Let’s look at proposals that seek to reduce costs in two areas: hospitals and prescription drugs.

Mergers have enabled hospitals to charge higher prices to privately insured patients. In response, one proposal is to use antitrust laws against hospitals more aggressively to reduce the number of mergers. Hospitals could also be prohibited from proposing insurance contracts that hamper competition. One specific reform would be to prohibit hospitals from using “all-or-nothing” contracts that cover all the different hospitals owned by the same parent company, and instead to require that each hospital negotiate with insurers individually; another reform would be to ban contracts that block insurers from steering their members to lower-priced hospitals. Regulators could also loosen the requirement that insurance plans maintain an “adequate network” of hospitals and doctors, which would make it easier for insurance companies to create narrow networks that exclude high-priced hospitals.

Compared to our current system, these reforms would likely reduce hospital prices at least modestly. But a major challenge is that 90 percent of hospital markets are already highly concentrated.4 Efforts to slow hospital consolidation would likely have limited ability to bring down prices in areas where one or two health systems already dominate the market. In areas where a meaningful range of doctors and hospitals is available, reforms that make it easier for insurance companies to exclude providers from their covered network could give insurers more leverage to negotiate lower prices. However, in Chapter 1 we described how insurance companies don’t always have the incentive to fight for lower hospital prices: for instance, their profits are limited by law to a certain percentage of overall revenue, so a system of high prices and high premiums works well for many insurers. This is especially true in markets dominated by one or two insurance companies. With few competitors, insurance companies are less worried about patients switching to a plan with lower prices and premiums. In cases where insurance companies are able to negotiate lower prices by leaving more providers out of their covered network, these narrow networks come with their own downsides: patients are left with restricted choices, the system becomes more complex to navigate, there is a greater risk of surprise out-of-network bills, and patients with less ability to pay for comprehensive insurance are left with more limited access to care.

But on a more fundamental level, greater competition between hospitals is not sufficient to make hospital care function like a normal market good. All the unique features of healthcare that prevent it from being a true market good, as detailed in Chapter 1, still apply: for instance, as patients we usually have limited information about the services we need, we are often forced to make decisions under time pressure or with our health on the line, insurance covers most of the bill, and we care about more than price when making crucial decisions about our own health or the health of a loved one. Hospitals can take advantage of all these features to charge high prices, even if there are several competing hospitals in the area. When Lisa Cardillo had a mechanical heart pump placed after she went into shock in the intensive care unit, for example, it didn’t much matter if another nearby hospital charged a lower price for the same procedure.

Market-based reforms are also available to tackle prescription drug prices. In the current system, pharma companies that sell patented drugs use a variety of tactics to limit competition from generics, like “patent thickets” that block competition by erecting a complex legal fortress around a drug, or “pay-for-delay” deals where one drug company pays another to keep a generic competitor off the market. Legislators could crack down on these practices. Another market-based reform is to loosen requirements for what drugs must be covered by insurance plans, giving insurers more power to leave expensive medications off their lists of covered drugs.

Improving competition from generic drugs by cracking down on abuses of the patent system is a good idea that would lower prices for some medications, and these reforms should be pursued whether under M4A or under our current system. Giving insurers more power to exclude expensive drugs from their plans could have a modest effect on prices, but only at the cost of preventing patients from accessing medicines they could benefit from. On a more fundamental level, when it comes to prescription drugs the power of competition is inherently limited: at the end of the day, the vast majority of drug spending goes to products that are protected by patents, meaning that direct competition is prohibited by law.

Though this is not a comprehensive ledger of all possible market-based attempts to reduce healthcare prices, the theme is clear: changing the rules of the market would likely reduce the prices for some healthcare services at least modestly, with the trade-off that some patients could lose access to certain providers or medications—after all, marketplaces are deliberately designed to ration goods and services based on willingness and ability to pay, rather than medical need. Furthermore, limited competition between providers or drugmakers is only one reason healthcare doesn’t function like a normal market product.

If it is true that much of healthcare cannot be made into a normal market good, that’s a strong reason to look toward regulation instead of competition to control healthcare costs.

Fix High Prices: Price Regulation

We’ve already explained how Medicare for All could use its leverage to bring down the price of hospital stays, doctor visits, and prescription drugs. But perhaps we could tackle high prices without moving to Medicare for All: the existing insurance system could remain in place, but the government could set the prices across the entire healthcare system, including the prices charged to privately insured patients. In terms of the three functions of insurers, this approach would maintain private funding and administration of health insurance but would introduce publicly determined payment rates.

A limited version of price regulation would be to cap the prices that hospitals are allowed to charge to privately insured patients. The most comprehensive version of price regulation would be to directly determine the prices paid for all services. This approach is known as all-payer rate-setting, because the government would set payment rates for all payers—private insurers as well as public programs like Medicare and Medicaid.

All-payer rate-setting shares many of the cost-control strengths as Medicare for All: government uses its power to counteract the monopoly power and market failures that lead to extraordinarily high prices in our current system. All-payer rate-setting could bring down the prices of hospital care and doctor visits. The government could also negotiate drug prices on behalf of all insurers.

Compared to Medicare for All, all-payer rate-setting would have a more limited ability to reduce prices without affecting clinical care. Remember our simple equation: Income = (Price × Quantity) – Operating Costs. A single-payer system would significantly reduce operating costs for hospitals and physician practices by simplifying administration; Medicare for All can capture these savings for the taxpayer through reduced reimbursement rates, without affecting the real incomes of providers. Under all-payer rate-setting, there would simply be less administrative savings to capture. Furthermore, providers could see more patients under Medicare for All because time spent on administrative tasks would decline and coverage would become universal and comprehensive. Increased revenue from higher volume (plus the elimination of uncompensated care) would help counteract losses from lower payment rates. All-payer rate-setting doesn’t expand coverage, meaning that price reductions would have a larger impact on providers’ bottom lines. The same dynamic applies to prescription drugs: it is easier to cut drug prices without affecting innovation when reform also makes drugs far more accessible in the population at large.

The state of Maryland has used a version of all-payer rate-setting, and its experience shows the limitations of regulating prices without changing the underlying structure of the health insurance system. Although Maryland is among the richest states in the country, 7 percent of its nonelderly adults remain uninsured, and care remains unaffordable for many.5 Indeed, Johns Hopkins Hospital in Baltimore has sued thousands of patients for unpaid medical debt, including low-income patients, even garnishing their wages and bank accounts.6 Among communities of color in Baltimore, 33 percent have medical debt in collections.7 In a regressively financed system that leaves patients uninsured and underinsured, all-payer rate-setting is no panacea.

Like the market-based reforms discussed earlier, price regulation is focused on cost rather than coverage. These cost-focused reforms—whether based on markets or regulation—could be combined with the ACA reforms discussed previously to increase coverage. Taken together, these reforms could achieve near-universal coverage and could decrease some healthcare prices. And if medical and drug prices fall, the savings could be passed on through lower premiums and deductibles. Still, coverage may not become significantly more comprehensive than it is today, many healthcare prices would remain high (particularly under market-based approaches), costly administrative complexity would persist, the system would continue to be financed regressively, and health insurance would not be publicly accountable.

Public Option (for Some)

A public option is an insurance plan created by the government that people can choose to purchase. The public option was originally proposed as part of the ACA, and by the late 2010s it was commonly framed as a moderate alternative to Medicare for All.

In its narrowest version, a public option could be made available only to people who currently buy their insurance on the individual ACA marketplaces. This public option could be offered either by the federal government (perhaps a version of Medicare) or by state governments (perhaps a version of Medicaid—a so-called Medicaid buy-in). This is essentially an incremental way to strengthen the ACA: its main effect would be to make insurance somewhat more affordable for the roughly 11 million individuals who purchase insurance on the ACA marketplaces.

It is important to recognize that this kind of public option would not achieve universal coverage. Indeed, the nonpartisan Congressional Budget Office has projected that this kind of narrow public option by itself would have no meaningful effect on the number of people with health insurance.8 A few million would switch from private to public coverage, but the uninsured would remain uninsured. Despite this drawback, this kind of public option is often falsely promoted as a way to achieve universal coverage and guarantee healthcare as a right.

Public Option for All

A broader version of the public option would be a public insurance plan that can be purchased by anyone, including people who currently get health coverage through an employer. (If the public plan offered is a version of Medicare, this type of proposal is sometimes called a Medicare buy-in.) Like M4A, a public option could be designed in numerous ways, which means many of the questions outlined in Chapter 4 also apply: What benefits would be covered? How much would beneficiaries need to pay out of pocket for care? How would doctors and hospitals be paid? A further critical question is how much the premium would be for the public option and what sort of subsidies would be available. These details matter enormously. But even without these details, the public option can be compared in general terms to Medicare for All.

A public option or a Medicare buy-in would not guarantee universal coverage: after all, people would still need to buy in. Even with subsidies, many people could still find a public option to be too expensive. And retaining a complex system of coverage options would likely mean that many people would find themselves between insurance plans when circumstances change, or would simply not enroll in coverage even if they are eligible for subsidies—one of the major problems we face in our current system.

The public option has several of the same active ingredients as Medicare for All. A public option could make coverage more comprehensive if the plan is designed to have low out-of-pocket costs or if benefits are expanded beyond what most private insurance plans currently cover. A public option may also have more negotiating power than private insurers to rein in prices for doctors, hospitals, and prescription drugs—at least for people who are enrolled in the public option. A public option would not make significant progress in improving administrative efficiency: although the public option itself is likely to have low administrative costs, private insurers would persist with their high administrative spending, and providers would still incur the significant administrative burden of interacting with a multitude of insurers. Financing could become somewhat more progressive depending on the nature of the subsidies for the public option, but regressive out-of-pocket costs might continue to play a large role and the regressive financing structure of employer-based insurance would remain in place. Public accountability would increase somewhat, but private insurers would continue to play a major role.

Under a public option, Americans would continue to have a choice of insurance plan, although their choice of provider could still be restricted by private insurance companies. The tax increases required to fund a public option would be far lower than those required for Medicare for All.

In a more fundamental sense, the public option would retain the consumer product model of health insurance. If a public option is added to our existing healthcare system, health insurance would remain a product sold in a marketplace and purchased by consumers. The difference is that one of those products would be sold by the government.

Medicare for Some, Public Option for Some

A final type of coverage expansion seeks to guarantee universal coverage while giving people a choice to obtain coverage from a private insurer. In essence, these reforms aim to combine universal coverage, rate-setting, and a public option.

One version of this is known as Medicare for America, named for a piece of legislation introduced in the US House of Representatives.9 In essence, under this plan everyone who does not have insurance from their job would be automatically enrolled in Medicare—including people who are currently uninsured, who are on Medicaid, or who buy private insurance on the ACA marketplaces. Employers could choose between offering private insurance to their employees and moving all their employees onto the new version of Medicare. People whose employers offer private insurance would be given the choice between that insurance and Medicare. Job-based insurance would also face new regulations requiring coverage to become more comprehensive, and government would regulate the payment rates that providers would receive from private insurers. Current legislation would allow people enrolled in the new Medicare program to choose a private Medicare Advantage plan (discussed in more detail in the next section).

In essence, Medicare for America is a universal coverage system where most people are automatically enrolled in Medicare, and everyone else has a choice between Medicare and heavily regulated private insurance offered through employers. It could be looked at as Medicare for half, public option for half.

Medicare for America contains many of the same ingredients as Medicare for All. It achieves universal coverage. Coverage would become more comprehensive—both because Medicare itself would be made more comprehensive and because the government would require private insurance to become more comprehensive—although out-of-pocket costs would persist at moderate levels (in the most recent version of the legislation, out-of-pocket costs would be waived for households below 200 percent of the poverty line, and other households would have out-of-pocket costs capped according to a sliding scale that maxes out at $5,000 per year).10 Medicare for America also extends the negotiating leverage of the federal government throughout the health system by allowing private insurers to benefit from public payment rates—essentially a version of all-payer rate-setting.

But there are significant differences. Medicare for America would retain the administrative complexity that costs hundreds of billions of dollars every year and creates large burdens for clinicians and patients to navigate. Out-of-pocket costs would be higher than in Medicare for All. Private insurance premiums would perpetuate the regressive financing that exists today. Finally, public accountability would be constrained, with private insurance companies continuing to play a large role in the health system—especially if private Medicare Advantage plans are included in the new program, as proposed in the most recent version of the legislation.

Under Medicare for America, many Americans would retain a choice of health insurance plan. However, it’s not necessarily true that privately insured Americans could keep their current plan: new regulations would compel many private insurance plans to become more comprehensive, and employers could also decide unilaterally to move their employees into Medicare for America. The tax increases necessary to fund Medicare for America would also be significantly lower than those required for Medicare for All, primarily because many Americans would continue to pay private insurance premiums.

Medicare Advantage for All

Medicare Advantage for All is very similar to Medicare for America: people would be guaranteed coverage, with a choice between a public Medicare plan and a private Medicare Advantage plan. In terms of the three functions of health insurers, Medicare Advantage for All would be publicly financed through taxes, would have an option for private companies to manage the insurance, and would use publicly determined payment rates across the system.

Because Medicare Advantage is funded through taxes, it could be financed more progressively than Medicare for America, which maintains a larger role for regressive private insurance premiums. (This also means that Medicare Advantage for All would likely require tax increases similar to those for M4A.) But on the whole Medicare Advantage for All would be quite similar to Medicare for America, with both the attractions and challenges of maintaining a large role for private insurance companies.

Many of the reforms discussed in this chapter have never been tried at scale in the United States. But Medicare Advantage has already been implemented, where seniors can choose to exit the traditional Medicare program and instead get their coverage from a private Medicare Advantage plan. This provides real-world lessons for how a similar private option might function alongside an expanded Medicare program.

Supporters of Medicare Advantage hoped the program would decrease healthcare costs, based on the theory that private companies can manage insurance benefits more efficiently than a federal program. However, Advantage patients actually cost the government more than traditional Medicare patients.11 Furthermore, Advantage plans have overhead costs nearly identical to the rest of the private insurance market: according to one estimate, Advantage plans spend 86 percent of premiums on medical care, with 14 percent left over for administrative costs and profits.12 (Remember that traditional Medicare spends nearly 98 percent of its budget on medical care.)

A further difficulty is that Advantage plans attract healthier people, largely because healthier people are less bothered by the restrictions on care found in Advantage plans. Indeed, these restrictions can be effective tools to push the sickest patients out of Advantage plans: for instance, low-income seniors with high medical need quit their Advantage plans and return to traditional Medicare three to four times more frequently than their counterparts with fewer medical needs.13 Because the government pays Advantage plans based on the costs of seniors in traditional Medicare, it’s likely that the government is overpaying Advantage plans. The government tries to correct for this by paying Advantage plans less for healthier patients and more for sicker patients—but even when two seniors have the same health risk on paper, researchers have found that Advantage plans are still more likely to attract the person with lower medical spending.14 The result is that though insurers get paid to cover people who are relatively sick, they are, in fact, covering people who are relatively healthy. Advantage plans use the windfall to expand benefits and boost their own profits, and taxpayers are left footing a higher bill. Advantage plans can also increase their profits by exaggerating how sick their enrollees look on paper in order to extract more payments from Medicare; indeed, in 2020 the Department of Justice sued both Cigna and Anthem alleging that their Advantage plans used this strategy to extract nearly $2 billion in fraudulent payments.15 A final issue is that the proliferation of Advantage plans imposes an additional cost on doctors and hospitals, who must build up their administrative apparatus to interact with a multitude of payers with different rules and regulations.

A final consideration is that Advantage plans are appealing to many seniors today largely because they fill the gaps in the traditional Medicare plan: for instance, traditional Medicare has no out-of-pocket spending limit, prescription drug coverage must be purchased separately, and it doesn’t offer dental, vision, and hearing benefits. If M4A is a truly comprehensive plan—with coverage for a wide range of benefits and minimal cost-sharing —the attraction of Medicare Advantage plans might be more limited.

Competition and Solidarity

The plans just discussed—a public option, Medicare for America, and Medicare Advantage for All—differ in important ways. But they all feature a public insurance plan that “competes” with private plans, and people can choose for themselves which plan to carry. This raises an important technical challenge: for-profit health insurance companies don’t want to insure unprofitable patients who require a lot of medical care. Instead of competing for the business of people with the greatest medical need, private insurers often compete to turn them away. This is the crux of our ongoing debate about preexisting conditions.

Insurers are no longer allowed to explicitly refuse coverage to people with preexisting conditions, but they can still deter sick patients using a variety of other techniques, like restricting provider networks, refusing to cover care from specialists who treat complex disorders, or excluding expensive medications from their list of covered drugs. (These strategies are nicknamed “cherry-picking” and “lemon-dropping.”) According to one colorful exaggeration, “Insurers, like casinos, are profitable because they know the odds of every bet they take and can eject people who are beating the house.”16 Insurers can’t remove particular individuals from their rolls, but it’s true that insurance companies know which types of patients are losing them money and can try to minimize their enrollment. Indeed, bureaucratic “sludge” can be used as a deliberate strategy to cause the sickest patients to give up and switch into a plan with fewer restrictions on care, like the traditional Medicare program. As companies collect more and more of our personal data online and otherwise, the ability of insurance companies to engage in cherry-picking and lemon-dropping will only increase.

In contrast, a public option—which is accountable to voters rather than shareholders—is not likely to engage in these profit-maximizing tactics, instead welcoming all comers according to its social mission. The result is that sicker Americans are likely to be moved into the public option, while healthier enrollees will be cherry-picked by private insurance companies.

This sorting has serious consequences for healthcare costs. Because 5 percent of the population accounts for half of health spending in any given year, private insurers can benefit enormously by pushing the sickest Americans into the public plan.17 The result is that the public plan is burdened with higher costs, and a two-tier system might develop where healthier and wealthier Americans are segregated from the rest of the population in terms of health insurance. Critics can then point to the higher costs in the public plan to argue that government is inefficient—even though the higher costs are a result of caring for patients with greater medical needs, whom private insurers don’t want to cover.

A different kind of sorting can result when individual Americans are given the choice between paying a private insurance premium and paying for a public option. Public option proposals often set premiums according to a progressive schedule—for instance, Medicare for America would be free for people with incomes under 200 percent of the poverty line, with premiums increasing on a sliding scale until they max out at 8 percent of income for people with incomes above 600 percent of the poverty line. Regressive private insurance premiums work in exactly the opposite direction, with low-income people charged a higher proportion of income and high-income people charged a lower proportion. The result is that the public option would be more attractive for people who have less money, and private insurance would be more attractive for people who have more money.

This kind of segregation by income carries political risks. Public programs are more resilient when everyone has a stake in their success, including the wealthiest and most powerful members of society. It is much easier to threaten programs that disproportionately benefit the poor, like Medicaid. Universal programs like Medicare have more staying power.

Conclusion

The national health reform debate is filled with complex proposals. The technical details of these proposals are important. But too often, technical jargon is used to obscure the underlying values that a healthcare plan reflects.

At its core, the Affordable Care Act reflects a vision of healthcare as a regulated consumer product supported by a safety net. Proposals to strengthen the ACA continue this same vision while moving closer to universal coverage. On the cost side, market-based reforms are premised on the idea that we should try to make healthcare more like a typical competitive marketplace; in contrast, price regulation rests on the idea that market forces simply don’t work well enough to control costs in healthcare.

Public option proposals share the basic vision of healthcare as a consumer product, except that one of the health insurance products available for purchase in the marketplace is offered by the government. This carries some important benefits, but the overall vision—healthcare as a regulated consumer product supported by a safety net—remains largely unchanged. An alternative vision is that the government should guarantee health insurance for all, but market forces and private insurance companies should retain a critical role; this is the goal of hybrid plans like Medicare for America and Medicare Advantage for All.

Medicare for All is the only proposal that seeks to fundamentally transform healthcare into a public good. In addition to the specific benefits it delivers—universal, comprehensive, cost-effective healthcare—Medicare for All should also be understood as a broader statement about social values.

When public values are in question, the debate necessarily moves into the political arena.


Part III

Politics
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We the People

Policy remains a matter of theory if it’s not politically practicable—if there’s no pathway to becoming law. Though the merits of the policy itself for the political potential of that policy, the process by which its merits are translated, picked apart, weighed, and measured is indirect at best. That process is a function of the power and political strategy of the coalitions that form in support of or opposition to it—and the light of the political moment in which it’s being discussed.

Medicare for All has emerged as a defining point of discussion in our political discourse. That’s probably why you’re reading this book. In this section, we discuss the politics of M4A: how might M4A become law? In the light of history, we consider the current swell of support for M4A. What are the unique circumstances that have allowed it to become such a critical part of our healthcare discussion? Who constitutes the coalitions of people who support or oppose M4A, and why do they support or oppose it? Who’s undecided? And what’s the pathway for passage, if there is one?

Let’s start with the most important stakeholder in health politics, we the people, and consider what may be shaping our attitudes toward M4A.

The People and Medicare for All

There is one stakeholder in American healthcare that matters most: the American public. The public is, after all, the patient, the voter, and the taxpayer. And every other stakeholder in this debate, from the health insurance corporations to the grassroots organizers, seeks to change the public opinion.

Public support for M4A is high. A nationally representative Pew Research study found that most Americans agree “it is the responsibility of the federal government to make sure all Americans have health care coverage.”1 And a majority of Americans support M4A as a way to achieve this goal. In March 2018, the Kaiser Family Foundation asked 1,212 American adults, “Do you favor or oppose having a national health plan, or Medicare-for-all, in which all Americans would get their insurance from a single government plan?” Among all respondents, 59 percent were in favor and 38 percent were opposed.2

However, Americans are diverse—racially, demographically, socioeconomically, geographically, and politically. And this diversity predictably shapes opinions about M4A. Politically, liberals and progressives have generally supported more government engagement with healthcare, while conservatives have opposed it—though there is some surprising support among Republicans. In November 2018, Politico and Morning Consult asked registered voters if they supported or opposed “a Medicare-for-all health system, where all Americans get their health insurance from the government,” and found 58 percent total support, including 77 percent of Democrats, 60 percent of independents, and 41 percent of Republicans. (Notably, when the poll replaced the term “Medicare-for-all” with “single payer,” support dropped from 58 percent to 49 percent overall.)3 The majority of Democratic primary voters in 2020 said they preferred “a government plan for all instead of private insurance.”4

Though geography maps closely to political preference, there is less geographic variation in support for M4A than you might expect. It’s a common trope among centrist Democrats who oppose M4A to argue that it won’t appeal to Americans in the “heartland.” Here’s Joe Donnelly, former Democratic senator for Indiana, for example: “When you talk Medicare for All . . . you lose people in my state.”5 But in fact, 55 percent of voters in Indiana support M4A, including presumably large majorities of Democrats. (Donnelly attacked M4A during his Senate reelection campaign in 2018, which he lost.) In total, an analysis of Kaiser Family Foundation data by Data for Progress estimated that a majority of voters support M4A in forty-two states.6

Generally, people of color are more likely to support M4A as well. A New York Times poll from November 2019 found that M4A was supported by 51 percent of white Americans, 60 percent of Hispanic Americans, and 70 percent of Black Americans.7 Young people are also more likely to support M4A: 65 percent of people ages eighteen to thirty-four supported the policy, versus 42 percent of people fifty-five and older.

Wealthy Americans don’t often have to deal with the holes in America’s healthcare system, shielded by the security their wealth affords them. Meanwhile, poor Americans—including those who rely on Medicaid and those who are left in the gap between Medicaid and access to private insurance—are far more likely to experience the insecurity of falling off employer healthcare coverage due to losing a job, or the precariousness of trying to find a doctor who will take Medicaid. These experiences predictably shape perspectives on M4A: 64 percent of Americans making less than $50,000 a year support M4A, compared to 49 percent of those making over $100,000.8

Public support for M4A is high. But it hasn’t always been this way. From 1998 to 2008, the Kaiser Family Foundation conducted ten polls asking Americans whether they supported a single-payer national health insurance program. None found majority support.9 Between 2017 and May 2020, the same organization conducted fifteen similar polls. Every poll found majority support for M4A.10

Why Have Americans Become More Supportive of M4A?

It’s a story of health insecurity and how to solve it. Prior to the economic crisis spurred by COVID-19, the Great Recession of 2007–9 was America’s longest and deepest economic downturn since the Great Depression. As jobs went, so did health insurance, and more than 9 million Americans lost healthcare coverage during the Great Recession.11 Those who did were disproportionately low-income, white, and living in the Midwest and South.12 Losing healthcare has reverberating effects across entire communities. Watching a friend, neighbor, family member, or former colleague go through that experience can shape an individual’s own perspective on healthcare security. The generation of children who watched their parents lose healthcare in the Great Recession is also coming of age today, which may contribute to the disproportionate support of M4A among young people. More broadly, the sudden loss of health security during the Great Recession may have planted seeds that help explain why support for M4A now crosses traditional geographic and ideological boundaries.

If that’s the first piece of the story, the second is the saga of the Affordable Care Act. Following closely on the heels of the Great Recession, the ACA was meant to make healthcare coverage more secure. In many ways, it did. Twenty million Americans gained insurance. People with preexisting conditions were protected. People who didn’t have coverage through their employer—like those who lost their jobs during the recession—now had more options for coverage.

But the political gamesmanship around the ACA has inflamed Americans’ sense of healthcare insecurity. Although the calls to repeal and replace the ACA made it seem inevitable that the act would be dismantled after the 2016 elections, efforts to fully repeal the ACA were narrowly blocked. But that hasn’t saved it from being sabotaged in other ways. These include expanding the availability of “short-term” plans that don’t cover preexisting conditions and erecting new obstacles to enrollment—not to mention the lawsuit brought by twenty Republican state attorneys general that would undo the ACA’s protections for preexisting conditions.

With every round of efforts to meddle with the ACA came a new round of public discussion and debate about what the consequences might be—a new round of forecasting about who might lose their healthcare, and how much healthcare costs might change. The constant droning of this debate raises consternation about healthcare security, forcing all but the most financially secure and healthy Americans to ask themselves if they would be okay. For a country collectively traumatized by the loss of healthcare less than a decade earlier, this has the effect of continuing to destabilize support for the current system in view of more secure alternatives.

The debate about preexisting conditions in the lead-up to the 2018 midterms accentuates this point: the GOP attacked these protections, and Democrats gained a net forty seats in the House.13 Exit polling showed that a full 41 percent of voters identified healthcare as their primary concern coming into Election Day, and 57 percent of voters said that Democrats were the better party for people with preexisting conditions.14

But the most important piece in the story of healthcare insecurity and rising support for M4A may not be political at all. Simply put, job-based private insurance has eroded. In the decade after the Great Recession ended, premiums rose by 50 percent and deductibles doubled—though wages increased only 26 percent.15 For a single person with employer coverage, by 2019 the average premium was $7,188 (nearly a fifth of which came directly from employees) to buy a plan with a $1,655 deductible.16 That means a low-income worker might need to spend a full month’s salary on out-of-pocket medical costs before insurance kicked in. Premiums for family coverage in 2019 exceeded $20,000. In certain plan types, average deductibles were nearly $5,000. As plans deteriorated, unexpected medical bills for uncovered services became both more common and more expensive.17 The ACA got more people insured, but it did little to stop the fact that hospitals, doctors, and pharmaceutical companies were charging ever-higher prices to people with private insurance—driving premiums and deductibles so high that many Americans saw their coverage unravel.

People like Lisa Cardillo, whom we introduced in Chapter 1, became the collateral damage. Middle-class Americans like Lisa have been left in a precarious position, unsure if their health insurance will actually cover them when they need it most.

The COVID-19 pandemic accentuated these trends. At a time when people cared most about having adequate, secure healthcare in case they got sick, millions of Americans lost their jobs, and with them their health insurance. A study from the non-partisan advocacy group Families USA estimated that 5.4 million laid-off workers became uninsured between February and May of 2020.18

Loss of health security appears to be driving support for M4A. Compared with people who favor building on the ACA, Americans who favor M4A report that they are less satisfied with their current health insurance coverage, less satisfied with their ability to get healthcare when they need it, less satisfied with the cost of their healthcare, and more worried about being able to pay their medical bills if they get sick.19 They are also more likely to have a negative view of employer-provided private insurance. When Americans get hurt by our healthcare system, they’re more likely to turn toward M4A for relief. Indeed, in the midst of the COVID-19 pandemic, support for M4A jumped to a nine-month high.20

Lisa put it simply: “I feel like if you’ve been in the situation that we’ve been in, you would be for Medicare for All.”

The perspective of middle-class Americans like Lisa will be critical to the M4A debate. According to Rashi Fein, an American economist who helped develop Medicare, “Only when the broad middle class is being hurt and when it becomes clear that private solutions will not suffice—as in the case of Social Security and Medicare—does America turn to universal programs addressed to all its citizens.”21 Reflecting on the failure of national health insurance in the 1970s, Fein concluded that “for most Americans that time had not yet come.”

As we enter the third decade of the twenty-first century, the time may have come when the broad middle class is being hurt by our healthcare system—and many are beginning to question whether private health insurance will suffice to alleviate the pain.

The final piece of the story, which we’ll discuss in more detail in Chapter 10, is the emergence of a grassroots movement allied with political leaders like Senator Bernie Sanders and Representative Alexandria Ocasio-Cortez that sought to orient the growing unease around health insecurity toward a policy prescription: M4A.

The Terms of the Debate

Americans want health security. Finding themselves paying more for insurance that covers less, they are increasingly coming to view M4A as a stable, secure alternative to the status quo. At the same time, opponents to M4A have sought to frame their opposition to M4A around healthcare security as well. In that respect, our public discussion about M4A reflects opposing arguments about how M4A could either provide Americans healthcare security or erode it.

Though public support for M4A is high, some commentators think this support is an illusion. “It’s candy,” one political veteran told us. “People like candy, people will take candy, people will consume candy. But then as soon as you realize that there’s some sour spice in the candy, then you’re going to think twice . . . If you just stick your finger in it and give people some easy, negative arguments about it, the support diminishes rapidly.”

Is support for M4A really so fickle? Let’s take a look at the major arguments that opponents have deployed to attack M4A: it will take away your insurance, it will raise your taxes, it’s a government takeover of healthcare, and the transition will take away jobs and leave people without healthcare.

The first attack is simple: “M4A will take away your private health insurance.” Of course, M4A would also give you comprehensive health insurance for life. But that’s why this attack is so ingenious: it invokes the fear of health insecurity as an argument against guaranteed healthcare. This attack might be especially potent for privately-insured Americans who are healthy enough not to have had to use their insurance in the past—though likely less so for people like Lisa, who have had to rely on it and found it wanting.

Even if M4A would be better than private insurance, losing anything isn’t something people look forward to. John McDonough, a public health professor who worked on the ACA, told us, “People, by nature, fear hypothetical losses more than they appreciate hypothetical gains. So if I say to one person, ‘I’m going to take $5 from you,’ and if I say to another person, ‘I’m going to give you $5,’ the person who I tell I’m going to give them something says, ‘I’ll believe it when I see it.’ And the person who believes that I might actually try to take it will hang on to their wallet and get their switchblade ready for me when I come after them.”

The attack has been effective. Polls have considered whether, in follow-up questions, people reverse their support for M4A when they are told they would need to give up their private health insurance. One poll from the Kaiser Family Foundation in November 2019 found that support for M4A dipped from 53 percent to 37 percent when respondents were told it would “eliminate private health insurance companies.”22 Avoiding this vulnerability is a principal reason many of the alternatives to M4A, which we discussed in Chapter 6, focus specifically on allowing people to keep their private health insurance.

People are understandably concerned about losing their healthcare. But are they worried about losing their insurance company or about losing their healthcare providers? The same Kaiser poll quoted above explored this question, telling respondents that M4A would “eliminate private health insurance, but allow people to choose their doctors, hospitals, and other medical providers.” Support more than rebounded, back up to 54 percent.23 Public opinion on M4A may be malleable, but it is not fickle.

The second major attack against M4A is that it would raise taxes. As discussed in Part II of this book, M4A is likely to reduce healthcare costs for the vast majority of Americans. However, while the cost of the current healthcare system comes in the form of premiums extracted automatically from a biweekly or monthly paycheck—and then a host of out-of-pocket costs at the point of care—M4A would be funded with new progressive taxes.

Pundits have often oversimplified the story on this issue: “People love Medicare for All until they’re told it’ll raise their taxes,” as one headline put it.24 This claim is based on another Kaiser poll, which found that support dropped to 37 percent if people were told M4A would require most Americans to pay more in taxes.25 But Americans have proven to be more sophisticated than the skeptics assume. When the same pollsters asked for people’s views if M4A would “increase the taxes you personally pay, but decrease your overall costs for healthcare,” support rebounded to 47 percent in favor, 48 percent opposed.26 Other polls specifically tested support for a Medicare for All plan financed without new taxes on the middle class (an option described in Chapter 5), finding 57 percent support vs. 30 percent opposition.27

There’s no doubt that taxes are a vulnerability for M4A, but it may not be the Achilles’ heel that skeptics fear.

The third major line of attack is that M4A will entrust healthcare to a government bureaucracy. A popular meme is to point to long lines for government services like at the post office or the Department of Motor Vehicles and argue that M4A would bring these waiting lines to healthcare—“If you like the DMV, you’ll love Medicare for All,” in the words of one Republican congressman.28 But whether post office lines are too long is really beside the point: these attacks deliberately misrepresent the role of government under M4A, evoking an image of overcrowded government facilities rather than private hospitals and clinics accessed by people with publicly funded insurance.

Similarly, opponents argue that M4A would force healthcare rationing. Of course, this attack ignores the fact that our current system rations healthcare—though instead of it being rationed by need, it is rationed by income. Despite the fearmongering about “government rationing,” Medicare itself guarantees access to care that often exceeds what’s available with private insurance. (In practical terms, what is and is not covered under M4A—and the process by which these decisions are made—may emerge as a key consideration for those concerned about rationing and increased government involvement.)

A fourth, more targeted line of attack focuses on the transition to M4A. Estimates suggest that more than 800,000 people work in the private health insurance industry—and that M4A might cost many of them their jobs.29 Furthermore, transitioning to M4A on a two- or four-year timeline would create a window of deep insecurity. Considering the federal government’s botched rollout of HealthCare.gov, how can we trust the government to execute a mass transition to government health insurance competently? And finally, considering Republican efforts to repeal the ACA, some Democrats argue that leaving M4A in Republican hands could spell disaster for the healthcare of millions of Americans.

Though the transition to M4A may cost health insurance industry jobs, this line of attack ignores the fact that M4A also stands to generate a tremendous number of new healthcare jobs by reintroducing tens of millions of Americans into the healthcare system. Furthermore, much of the administration of M4A would still fall to insurance professionals, albeit ones who are working for the government or government contractors rather than for private for-profit corporations. Furthermore, while the rollout of M4A would be an immense undertaking, most plans articulate a staged approach, allowing lessons learned at each stage to improve the next stage. And finally, like Social Security and Medicare itself, the ACA was never actually repealed. That’s because in the history of American politics, it’s been nearly impossible to repeal universal entitlements—once Americans have them, they choose overwhelmingly to keep them. So while some Republican administrations might be tempted to try, they know that attempting to repeal M4A would likely portend disaster at the polls.

The back-and-forth over these issues—losing insurance, raising taxes, government control, and the transition to M4A—certainly matters for public opinion. M4A supporters have effective responses to these charges: you’d keep your doctor and switch to more comprehensive insurance, most people would pay less for healthcare, and it’d work like Medicare today. But which side of the story will Americans hear? More broadly, if public conversation is focused on these issues, it means the opponents of M4A have already succeeded in framing the debate. It means we’re not focused on the core issues facing healthcare today: that it is unaffordable, too many people are priced out, Americans are living shorter and sicker lives, and the experience of giving and receiving care is eroding.

In other words, the battle for public opinion is not just a contest of ideas. It’s also a contest of power, with supporters and opponents deploying all the resources at their disposal to get their message in front of people and change hearts and minds. For nearly a century, the well-funded industry opponents of universal healthcare have leveraged negative advertising to get their message out on television, on the radio, in print, and now online and over social media. More importantly, they have used this negative advertising to frame the debate in ways that influence the broader discussion we have about health reform—whether in news articles, on talk shows, around the water cooler at work, or in text messages with friends. Indeed, many of the alternatives to M4A outlined in the previous chapter are partly designed to avert these negative attacks: some alternatives try to avoid the ire of the healthcare industry entirely, and others try to avoid the specific charges of taking away people’s insurance, raising people’s taxes, or unleashing a “government takeover of healthcare.” Some proposals attempt to capture the rhetorical appeal of M4A by keeping the “Medicare for” moniker but hope that a less disruptive plan will prevent opponents from pushing the debate onto ruinous terrain. However, any plan to expand Medicare and reduce the price of healthcare is likely to draw the ire of industry, and the Affordable Care Act debates make clear that extreme rhetorical attacks can be used against even incremental plans. Rather than trying to avoid attacks from industry, the strategy for supporters of M4A must be to overcome them.

The lesson is that public opinion toward M4A does not exist in a vacuum. It will be deeply influenced by the coalitions lined up on either side of the debate—and by how they flex their power.
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For and Against

Organized interest groups have played a powerful role in both the successes and failures of health reform throughout American history. Doctors led a startlingly effective attack campaign against Harry Truman’s national health insurance plan in the 1940s, and insurance companies followed suit in the 1990s to tank Bill Clinton’s healthcare plan. In contrast, the Affordable Care Act succeeded in large part because it was able to win the support of the healthcare industry. Medicare is perhaps the lone example in American history of major health reform that passed despite broad opposition from healthcare interest groups, buoyed instead by seniors and the labor movement.

As with prior reform efforts, the prospects of M4A—and the political strategy that might be deployed to get it passed—will depend critically on the stakeholders that are lined up for and against the proposal.

Healthcare interest groups have two central aims when attempting to impact major legislative debates: to shape public opinion, and to influence political campaigns and elected officials. In turn, there are at least three types of resources these groups deploy in pursuit of their influence: money, trust, and people power. Money can be used to fund media campaigns, lobbying efforts, and campaign contributions. Trust (and expertise, which is often invoked to establish trust) can be leveraged to influence the opinions of politicians and the public. People power can be deployed for direct activism and advocacy, can be used to build public support through personal conversations, and can be translated into votes for electoral victories. The political battle over M4A will depend largely on how competing stakeholders utilize their money, trust, and people power on both sides of the debate. Here we explore who those stakeholders are, where they stand on M4A (and why), and how they’ll engage with the M4A debate.

Supporting Medicare for All: Nurses and Other Healthcare Providers

With the decline in physician power and the growth of team-based healthcare, there has been a rise in the power of healthcare providers other than doctors. In part this is because the past several decades have seen a rapid expansion in physician assistants and nurse practitioners, and in part because of powerful nurses and medical staff unions that have emerged since the mid-twentieth century.

Nurses and other front-line clinical workers have become powerful voices in support of M4A. One of the strongest and most effective advocates for M4A in the country is National Nurses United (NNU), organizing over 150,000 nurses nationwide. Their influence nationally as well as locally, through the organizing efforts of their state branches, has helped elevate M4A in the national debate. Similarly, the Service Employees International Union (SEIU), with over 2 million members including home care workers, doctors, nurses, and other medical staff, has emerged as another important voice in the healthcare debate that supports M4A. Given that nurses and medical staff vastly outnumber doctors, it is natural that they have gained a strong voice in the health reform debate.

One reason behind the growing support of M4A among nurses and allied health professionals is the growth and consolidation of major healthcare corporations. As their employers grow in power, nurses and allied health professionals face a reduction in bargaining leverage, as oligopolies can tighten ranks regarding union contract terms with respect to pay, overtime, and staffing ratios. Healthcare workers’ unions see M4A as a step to regaining negotiating power. Furthermore, unions could lobby a government single payer to mandate safer staffing ratios and collective bargaining rights: for instance, HR1384 (the M4A bill in the House) indicates that a Medicare for All program could set national minimum standards for healthcare institutions, including safe staffing ratios.

Furthermore, nurses enter the healthcare debate not only as healthcare professionals but also as members of the American middle class who face the same struggles with health insurance as their peers in other lines of work. Finally, all healthcare providers face growing demands on their time, imposed on them by a fragmented and inefficient healthcare system, and they see firsthand how that system harms patients on a daily basis. Their support for M4A is founded in their advocacy for their patients and for themselves.

These healthcare workers leverage two critical sources of power. First, they are a reputable and trusted arbiter of healthcare interests for the general public—indeed, nurses have been ranked the most trusted professionals in America for eighteen years straight.1 Second, their unions are potent sources of people power. They are among the most adept and committed organizers in the healthcare debate, helping organize people and resources to broaden support and engage in direct activism.

Supporting Medicare for All: Progressive Grassroots Advocacy Organizations

The progressive movement has taken up M4A as one of its flagship causes, providing a strong coalition of dedicated, organized, and effective groups in support of M4A. They include progressive civic action organizations like Amnesty International, the League of Women Voters, and the National Association for the Advancement of Colored People, as well as grassroots organizations on the left, such as the Center for Popular Democracy, Public Citizen, Social Security Works, Democratic Socialists of America, Indivisible, the Women’s March, and the Working Families Party. And they include think tanks like Demos as well as faith organizations like the United Methodist Church, Presbyterian Church, and Unitarian Universalist Church.

These organizations operate as critical local conveners and organizers, canvassing their communities and driving pressure on local and national elected officials. They lead on the tactical approach to organizing, leveraging their local clout to help build the coalition necessary to drive change. They are also critical to helping elect progressive, pro-M4A representatives to office.

Representative Ro Khanna, a progressive supporter of M4A from Northern California, illustrated how influential these grassroots organizations can be. He told us: “We’ve got mobilized citizens across the country. . . . You’ve had groups like Democracy for America, the Progressive Change Campaign Committee, MoveOn, Our Revolution, that have made the case for M4A—for a single-payer system—and then now you have citizen activists everywhere who understand that this is the best way to reduce costs, and also to give everyone the healthcare that they need.” He’s seen the grassroots energy firsthand: “I know in my town halls that the majority of questions when we’re discussing issues are about healthcare. I often get the loudest applause when I talk about my support for Bernie Sanders and Pramila Jayapal’s new Medicare for All bills.”

These grassroots organizers will be the hub of people power in support of M4A. Their ability to leverage new organizing techniques to draw attention to the case for M4A and shift policymaker perspectives is critical to passing M4A, as we’ll explore more in Chapter 10.

Against Medicare for All: Healthcare Corporations

In almost every reform effort, there was one incredibly powerful voice that opposed reform, whether it was Truman’s national health insurance plan or the Clinton-era reform efforts: Big Healthcare.

The most important and most powerful opposition to M4A is healthcare corporations. Indeed, they are by far the most powerful lobbying interest in American healthcare—and among the most powerful in American politics writ large.2 Over the last two decades the pharmaceutical industry and the insurance industry have been the number one and number two biggest spenders on lobbying in the entire country, putting up about $4 billion and $3 billion, respectively, over that period.3 Hospitals and nursing homes came in at number eight, spending almost $2 billion. In terms of individual lobbying organizations, Big Healthcare consistently has three groups in the nation’s top six—Pharmaceutical Research and Manufacturers of America, Blue Cross Blue Shield, and the American Hospital Association, which together spent almost twice as much in 2019 than Amazon, Facebook, and Google combined.4

These healthcare corporations have grown in size and gone down in number. Because of major growth in the insurance and pharmaceutical industries and the massive consolidation discussed earlier, they became even more powerful in the latter half of the twentieth century. For example, consolidation of hospital systems has occurred at breakneck speed, and more than 60 percent of community hospitals in the United States now belong to a health system.5 Estimates suggest that in the next decade, consolidation will consume 50 percent of currently operating health systems.6

Within the healthcare ecosystem, consolidation has increased the power of administrators in those systems over the health professionals they employ. Between 1975 and 2010, the number of physicians grew 150 percent. During the same time frame, the number of health administrators grew 3,200 percent.7 This class of administrators, largely speaking for and with the growing healthcare corporations they represent, has become a powerful stakeholder in American healthcare.

Across the board, these healthcare corporations oppose M4A. For insurers, M4A is an existential threat to business as they know it. Indeed, a central purpose of M4A is to guarantee comprehensive insurance to all, without the need for private insurance companies.

The pharmaceutical industry opposes M4A because it would likely empower the federal government to negotiate the price of prescription drugs—the single most important concern for the industry.

Elected officials are clear about how powerful these industries can be. Representative Khanna was straightforward with us: “The insurance industry and Big Pharma will be the biggest opposition.”

Most hospital corporations are likely to oppose M4A as well. Leveraging lucrative contracts from private insurers is critical to their strategy of growth and profit. M4A would give the government the power to set the rates paid to even the most powerful hospitals and would eliminate the collusion between large hospitals and large insurers that has made the winners of consolidation very rich.

John McDonough, the public health professor who worked on ACA reform, echoed the idea that hospitals would go to battle to prevent any decline in reimbursement. He told us that if the local hospital “is getting on average 180 percent of Medicare rates [from private insurers], and you’re telling them that you’re going to bring them down to 110 percent or 120 percent . . . I mean, they’ll run you out of the room with pitchforks.” (To clarify: private insurance payments account for about 40 percent of hospital revenue on average, and M4A would have the leverage to bring down payment rates for those patients.8 As discussed in Chapter 4, M4A would benefit hospitals in other ways that could partly or wholly offset this change, with the impact varying widely across different hospitals.)

Further, M4A might alter the allocation of healthcare spending across providers. For instance, it might incentivize primary care over specialty care to help alleviate the primary care shortage, or it might equalize payments to healthcare facilities in currently under-resourced rural and urban communities. This could disrupt current lines of business, especially for the wealthiest providers. Finally, M4A also has the potential to empower the labor side of healthcare against the systems they work in, reducing corporate profits still more.

It’s important to note that there is a cadre of hospitals who are less opposed to M4A, including safety net and nonprofit hospitals that serve low-income populations. In general, these are the hospitals that have been left behind over the past several decades as richer systems have consolidated and soaked up resources. The CEO of UMass Memorial Health Care, which operates multiple hospitals in central Massachusetts, said, “[Wealthier] organizations generally oppose Medicare for All because they oppose the prospect of reducing commercial rates down to Medicare rates. By contrast, safety net hospitals should consider Medicare for All as an opportunity to be more fairly reimbursed for treating those patients who are central to their missions—i.e., those who are either uninsured or covered by Medicaid.”9 He said M4A could help “level the playing field between the hospitals that take care of the poor people and hospitals that take care of the rich people.”10 Representative Pramila Jayapal, lead sponsor of HR1384, noted another such example: “I remember [a] children’s hospital coming in to see us and they were not closed to it at all. In fact, they were really excited about the idea that kids would be able to get whatever care they needed.”

But money talks: the wealthiest hospitals who have the most to lose under M4A also tend to be the most powerful. Unsurprisingly, the American Hospital Association is adamantly opposed to M4A.

Hospitals might prove to be an especially potent foe. The giant hospital systems formed over the last several decades have yet to show their full might as opponents to major health reform, having been won over early on in the effort to pass the Affordable Care Act. Hospital revenue is over $1 trillion per year—nearly 5 percent of GDP—and the collective might of the industry cannot be underestimated.

Hospitals also have two resources that insurance and pharmaceutical companies lack: local power and public trust. Insurance and pharmaceutical corporations have their headquarters clustered in places like New Jersey and Connecticut, but they don’t have a local presence in many communities across the nation. In contrast, hospitals are the number one employer in many congressional districts, giving them special influence on members of the House. Furthermore, politicians are more comfortable making public enemies of insurance companies and Big Pharma, businesses that don’t usually engender much public affection—indeed, the pharmaceutical industry is rated as the most disliked sector in the entire economy.11 But the local hospital that cared for your sick relative? Harder to demonize. Hospitals are banking on that trust in the fight against M4A. “Right now, some person that is uninsured . . . comes to our ER, we take care of them,” explains the president of the New York hospital lobby. “How in the name of God are you going to criticize that?”12

More broadly, major healthcare corporations have huge stockpiles of cash—the proceeds of the most expensive healthcare system in the world. They leverage that money to move the public conversation by maxing out on campaign contributions, supporting industry-friendly candidates with outside spending during elections, hiring armies of lobbyists on Capitol Hill, and launching massive advertising campaigns to sway public opinion.

Against Medicare for All: The Conservative Infrastructure

Since 2018, the Republican Party has made opposition to M4A a central part of its position on healthcare. Unable to repeal the ACA and suffering a stinging rebuke in the 2018 midterm elections resulting in part from their opposition to it, and without a clear alternative, Republicans have fixated on opposing M4A as both “socialized medicine” and a “government takeover” of healthcare. Because they have staked so much of their position on healthcare as being against M4A, it is exceedingly unlikely that any elected Republican will support M4A in the foreseeable future—even if a significant minority of Republican voters are open to the idea. M4A also threatens traditional conservative values of small government and low taxes (even if many conservative groups staunchly support the existing Medicare program).

For all these reasons, the full conservative infrastructure has lined up against M4A, including the Republican National Committee; advocacy organizations like Turning Point USA, FreedomWorks, and the American Action Network; and conservative think tanks like the Heritage Foundation, the American Legislative Exchange Center, and the Mercatus Center. These organizations are already investing deeply in anti-M4A efforts. Industry opponents of M4A provide critical funding to these conservative groups, including multimillion-dollar donations from the pharmaceutical and insurance industries.13

The Coalition Against Socialized Medicine is one of the networks organizing conservative opposition to M4A. Their website quotes Vladimir Lenin that “socialized medicine is the keystone to the arch of a socialist state”—the exact same (apparently fabricated) quote used by the American Medical Association to tarnish Truman’s national health plan nearly eighty years ago.14

The conservative infrastructure will come at M4A with all three major sources of power. Their network of think tanks has already begun to coordinate the argument against M4A. They are spending on extensive advertising campaigns to move their message. Finally, they have a strong network of grass-tops organizations—well-funded organizations designed to look and feel like grassroots groups to mobilize people power—that can organize in opposition to M4A, and they are hoping that the opportunity to defeat “socialism” will motivate their base to turn out to the polls.

Against Medicare for All: The Centrist Democratic Infrastructure

Many centrist Democratic leaders are intensely skeptical of M4A and hope to prevent it from becoming the Democratic Party’s standard position on healthcare. To be sure, some of these leaders would genuinely prefer to live in a world governed by the Affordable Care Act or one of the alternative reform plans detailed in Chapter 6 rather than M4A. But in large part their opposition is a political judgment: they fear that Democrats will suffer electoral defeat if the party unites behind M4A, and that a major legislative push for M4A would end in failure.

Much of this opposition stems from veterans of previous battles for healthcare reform during the Clinton and Obama eras who recall the pain and consequences of the fierce opposition they faced in the past. Further, they argue that the path to victory—to improving healthcare coverage—runs through the middle of the electorate, and that M4A is too far left, an extreme idea that will lose centrist Democrats and independents.

Opposition to M4A based on political strategy often bleeds into substantive attacks on M4A as a policy. Especially for political leaders, it’s not very exciting to say, “Medicare for All is good policy but I don’t think we can get it done.” It’s more compelling to argue that M4A is wrong on the merits and your alternative proposal is better. The result is that some centrist Democrats deploy many of the same talking points used by Republican opponents and the healthcare industry—M4A will throw you off your insurance, raise your taxes, take away your choice, and cost jobs—sowing further doubts about whether M4A is a wise direction for reform. For their part, industry opponents of M4A support the campaigns of these more centrist Democrats and try to defeat progressive Democrats who endorse M4A. Industry support of centrist candidates leaves progressives with an electoral disadvantage regardless of the popularity of their platform among voters.

Tactically, centrist Democratic leaders who oppose M4A use their public platforms to make the political and substantive case against M4A. The broader Democratic establishment also leverages the trust they’ve engendered through supporting and defending the Affordable Care Act since the Obama years. In proposing alternative health reforms, they rely on the work of center-left think tanks like the Center for American Progress, Third Way, and the Progressive Policy Institute. Because the vast majority of Democratic voters support M4A, these groups have limited ability to organize people power against M4A.
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Stakeholders in Flux

Though there are clear supporters and opponents of Medicare for All, there are also critical stakeholders in healthcare politics who have not yet firmly aligned for or against the reform. That’s largely because these groups aren’t yet certain how M4A would affect them. This is where policy and politics collide: the positions of these swing constituencies will depend partly on the policy choices we examined in Chapter 4.

Still, the material impact that a policy is projected to have on a group is only one factor determining whether that group will ultimately support or oppose it. Policy substance also interacts in complex ways with issues of identity, values, framing, trust, process, and history. Policy can help build a coalition, but it is no replacement for organizing. Ideally, political leaders can fuse policy with organizing, working collaboratively with stakeholders to craft policy they can organize their members around.

The key swing constituencies on M4A are doctors, labor unions, seniors, and large and small businesses. Will they join Big Healthcare, the conservative infrastructure, and centrist Democratic leaders in opposing M4A? Or will they join front-line clinical workers and the progressive movement in supporting it? Their decisions will have profound consequences for the money, trust, and people power deployed in the M4A debate to shape public opinion and influence the political process.

Physicians

Physicians have historically been a critical stakeholder in health reform debates. As discussed in Chapter 2, the American Medical Association played a central role in fighting previous attempts at national health insurance, especially the Truman plan and Medicare. But both physician preferences and power may be changing fast. Most individual physicians today support M4A. The New England Journal of Medicine surveyed clinicians and found that 55 percent supported single-payer healthcare.1 (Note, however, that only 39 percent of healthcare executives supported it.)2 A similar poll by Merritt Hawkins, a consulting firm, found that 56 percent of clinicians sampled supported single-payer healthcare.3

But the most vocal opposition to healthcare reform has traditionally come through physician organizations, like the AMA. That, too, is changing. The AMA has historically been the dominant voice for American doctors, but the organization has lost clout over the past several decades. In the mid-twentieth century, nearly three in four physicians were members of the AMA. That membership has declined sharply: as of 2011, only about 15 percent of practicing physicians were members.4 Still, the AMA remains the most powerful lobbying body of American physicians. The AMA is consistently among the top ten highest-spending lobbying groups in the nation; in 2019, it spent over $20 million on lobbying, ranking above Amazon and Facebook.

The AMA is at a crossroads regarding its stance on health reform. It broke with tradition to support the health coverage expansion of the Affordable Care Act. However, it was also quick to voice support for Tom Price, President Trump’s first pick for Secretary of Health and Human Services and himself a physician, who was supposed to lead efforts to repeal the Affordable Care Act. In terms of national health insurance, in its 2017 vision statement on health reform the AMA neither supported nor opposed M4A.5 But comments from AMA leadership have been less supportive: in October 2018, the president of the AMA told reporters that M4A would break her medical practice because government payment rates are too low.6 More pointedly, the AMA was a founding member of the anti-M4A lobbying group known as the Partnership for America’s Healthcare Future—though the AMA later left the group, following protests from its members and others in the medical profession.

Within the AMA, medical students and younger doctors have engaged in an active effort to pull the AMA’s position toward M4A. Their efforts are showing signs of progress: in June 2019, the AMA’s House of Delegates voted on a resolution to drop its opposition to single-payer healthcare, which only narrowly failed, garnering 47 percent of votes.7

There are also a handful of important physician organizations with an explicit focus on patient advocacy, including Doctors for America, the National Physicians Alliance, and Physicians for a National Health Program (PNHP). The last of these specifically advocates for single-payer healthcare and has worked diligently to keep this issue in the reform conversation since the 1980s. Indeed, the original M4A bill introduced in 2003—the Expanded and Improved Medicare for All Act (HR676)—was based on PNHP’s “Physicians’ Proposal for a National Health Program.”

As the AMA’s dominance has waned, medical societies organized around particular medical specialties have grown. For example, the American College of Physicians—the nation’s largest group of doctors after the AMA—and similar groups represent over 350,000 primary care physicians.8 In a historic shift, in early 2020 the American College of Physicians endorsed single-payer healthcare as an option to achieve universal coverage. The American Medical Student Association has also endorsed M4A, another signal that the profession may be evolving.

Why have physicians started warming to M4A? One reason is the increasingly onerous administrative burden that the private insurance system has imposed on doctors. Because each insurance company has its own billing criteria, billing forms, and billing requirements—in addition to its own rules for what services and medications are covered—the administrative overhead that physicians face is extraordinary. Estimates suggest that about one-sixth of a physician’s work burden is attributable to administrative overhead in the multiple-payer environment we have today.9 Physicians are beginning to recognize that a single-payer system might reduce this burden and facilitate their core work of treating patients. Furthermore, physicians’ historical opposition to national health insurance has been based in part on a desire to prevent intrusion into the physician-patient relationship. But now that the insurance industry has penetrated so deeply into clinical care, many physicians are starting to see single-payer as a better alternative.

A second major reason is the changing nature of physician employment. For the vast majority of American medical history, most physicians worked in private practices that were owned by other physicians. Under this model, physicians would vest in ownership stakes in their own practice and over time become partners. This partnership model allowed doctors to control the businesses in which they worked, giving doctors a powerful voice in the business of healthcare. But over the past several decades, physicians have generally lost power and autonomy in the healthcare setting because of the growth and consolidation of major health systems. A 2017 representative survey of doctors found, for the first time, that the average doctor no longer owns her own practice.10 More important is that younger doctors are less likely than older ones to work in physician-owned practices, signaling a generational shift in physician practice norms. This has serious implications for physician political power: more doctors are now employees of large healthcare corporations, rather than employees of other doctors.

For doctors, this has meant that being a physician no longer means being a business owner, as more of the means of production in healthcare are consolidated by the healthcare corporations. Physicians are beginning to see M4A as a way of keeping independent practices viable in the face of consolidation (as described in Part II). And with many physicians now employed and paid directly by a healthcare corporation, publicly administered payment rates may be perceived to have less of an impact on their personal finances.

During the COVID-19 pandemic, many large hospital systems struggled to provide basic personal protective equipment (PPE) and other supplies to physicians on the front lines. And when physicians sought to sound the alarm or obtain PPE outside their hospitals, some were silenced or even dismissed.11 In this way the pandemic threw into sharp relief many of the trends driving doctors toward M4A, including the growing recognition that practicing physicians have interests that are separate from (and sometimes at odds with) the interests of the healthcare corporations that increasingly employ them.

There are also notable differences of opinion across medical specialties. Compared to primary care doctors, pediatricians, or infectious disease specialists, those practicing in the most lucrative specialties (like orthopedic surgery or neurosurgery) are less likely to support M4A. Specialties that can use the threat of surprise billing to collect higher fees, like radiologists and emergency physicians, could also see M4A as hazardous to their earnings (not to mention the private equity firms that have helped pioneer surprise billing as a business strategy). Medical student debt also remains an important source of insecurity for young physicians concerned about potential changes in compensation resulting from M4A.

Changing views toward M4A reflect a broader shift in the political orientation of physicians as well. Throughout the 1990s, physicians contributed twice as much to Republicans as they did to Democrats; by 2018, those numbers had reversed.12 This swing reflects two facts: more Americans with advanced degrees have shifted to the Democratic Party, and more women and people of color (who lean Democratic) have entered medicine.

Finally, burnout is high among doctors. When the health system interferes with doctors’ principal work of providing healthcare to people, they are left to navigate the consequences. As reviewed in Chapter 1, there are many problems with the system as it stands, and few are as brutal or alarming as the lack of access to healthcare that too many Americans have to face. Providers on the front lines meet these people, see their faces, hear their stories, and know their names. And for many health providers, beyond the relative bargaining power they might accrue or the administrative burdens they might avoid, the driver of their potential support for M4A is the notion that no patient—no person—would have to go without healthcare in the future.

Representative Pramila Jayapal, lead sponsor of HR1384, said: “Five years ago, physicians were not necessarily with us. But as people have gotten more and more frustrated with having to advocate with the insurance company on behalf of their patient, I think they’ve gotten very, very frustrated at how much time they’re spending doing that and how little time they’re spending doing the thing they actually went to school to do: provide quality care.”

Doctors are critical because alongside nurses, they remain the most trusted arbiter of what’s best for patients. As the front line of the healthcare system for the American public, they interact daily with the people they treat, providing a natural space for education and advocacy—even organizing—during national health reform debates.

Given changes in the power and preferences of physicians, doctors are a key swing constituency that could emerge as an important ally of M4A—or join the bloc of industry opposition.

There are several critical policy decisions that could influence physician support for M4A. They relate to physician payment, medical liability insurance, and medical education costs and debt.

One of the key reasons physicians may oppose M4A is financial. On average, physicians are able to negotiate 40 percent higher reimbursements from private insurers than they receive from Medicare.13 Furthermore, reimbursement rates are quite variable by specialty and location. One veteran of the Obama-era reform efforts told us, “You might get the pediatricians and the family physicians on your side, you know, a few of the lower-paid groups. And the rest will kill you.”

Beyond the value of reimbursement is how reimbursement is done. HR1384, for example, offers global payments—payments to healthcare institutions on a quarterly basis to cover all the care they are to provide for the next quarter. Giving the full budget for care to health system administrators could further shift control away from clinicians, and hospitals may try to squeeze the providers and provider groups they currently contract with to care for patients. In that respect, physician support for M4A may turn on how reimbursement rates are determined and how they compare to current rates. Aside from reimbursement, M4A legislation could consider additional provider protections to garner physician support, like setting guidelines for work hours or guaranteeing that clinicians can share in a portion of the revenue earned by the institutions that employ them.

Another policy consideration is malpractice liability. Though best estimates suggest that physician malpractice accounts for only 1–2 percent of overall healthcare costs, the fear of malpractice litigation is a significant nuisance for most physicians.14 In a national survey of physicians in 2017, more than half reported having been involved in malpractice lawsuits.15 Of those involved, 87 percent were taken by surprise and 89 percent felt the suit was unwarranted. And 81 percent said that they practice medicine with the threat of malpractice on their minds—a threat that influences behavior among 73 percent of those sampled.

Medical liability costs tend to be substantially lower in countries with single-payer healthcare.16 Under M4A, one opportunity to build support among physicians would be to offer malpractice insurance through Medicare. In Canada, for example, nearly 95 percent of physicians are covered by the Canadian Medical Protective Association, which is a nonprofit organization established by the Parliament of Canada that indemnifies its members against damages and legal fees. Under M4A, such a service could be offered directly by Medicare, taking the burden of this nuisance off physicians.

Another potential policy lever is the cost of medical education, which is extremely expensive in the United States. More than three-fourths of medical students graduate with debt. In 2018, the median debt was $200,000.17 And debt is associated with specialty choice—those with more debt are less likely to choose primary care, which pays less than other specialties.18 Medicare already funds postgraduate medical education through residencies and fellowships. It’s plausible that under M4A, Medicare could also subsidize or fully fund the cost of medical school and help pay down medical student debt. Though this would be a sizable cost, it would represent a very small proportion of the overall cost of M4A. Fully funding the cost of medical education could also help broaden the medical workforce, potentially attracting a more diverse pool of applicants given deep disparities in medical student debt by race. Indeed, one survey found that Black medical students were 19 percent more likely to graduate with more than $150,000 in debt than their white counterparts.19

Labor

Historically, the American labor movement has had a complicated relationship with national health insurance. As discussed in Chapter 2, labor unions were largely opposed to the compulsory health insurance plans during the Progressive Era in the 1910s but emerged as one of the most powerful supporters of Medicare in the 1960s. Labor’s historical ambivalence has also marked the early stages of the M4A debate.

Some labor groups have been skeptical of single-payer healthcare because they feel that many unions have already been able to win their members good health benefits, even at the expense of concessions on wages. But many labor groups see this as a powerful argument for single-payer: because negotiations over healthcare take up such a large proportion of collective bargaining efforts, separating health insurance from employment would free up space to negotiate a broader suite of benefits and focus on wage increases. In the words of union president Sara Nelson, “What we legislate, we don’t have to negotiate.”20 The United Auto Workers strike against General Motors (GM) in 2019 offers a helpful case study. One of GM’s first responses to the strike was to cut off worker health insurance support, leaving their striking workers without the healthcare they had once bargained for.21 It illustrates the precariousness of employer-provided insurance, and these experiences may drive increasing union support for M4A.

Crucially, union support for M4A is stronger today than it has been in many prior pushes for national health insurance. This is largely owing to the efforts that congressional leaders and M4A organizers have put in to bring labor to the table early in the process, plus the fact that union health insurance has faced escalating cost pressures similar to other job-based insurance. Indeed, M4A has racked up an impressive list of endorsements from labor organizations, including some of the largest unions in the country: for instance, United Auto Workers, National Education Association, International Association of Machinists and Aerospace Workers, American Federation of Government Employees, American Postal Workers Union, and Amalgamated Transit Union, in addition to healthcare unions like National Nurses United and Service Employees International Union (discussed in Chapter 8).22 According to a statement from NNU, “Unions representing a majority of union workers in the United States—over 9 million workers—have endorsed these bills. . . . We are at historic levels of labor support for this legislation, a fact of which we are extremely proud.”23

A key policy provision for unions would be the opportunity to renegotiate their benefits if M4A passes, so that benefits won during collective bargaining would not simply be vacated without transferring them into other means of compensation. Toward this end, and in response to pressure from labor unions, Senator Sanders added a stipulation by which unions would be able to renegotiate contracts under the supervision of the National Labor Relations Board if M4A were to be implemented.24 Similarly, Senator Warren’s plan for M4A would have allowed employers to reduce their Medicare contribution if they passed the savings on to union workers in the form of increased wages, pensions, or other benefits achieved through collective bargaining.25

Seniors

The clear concern for seniors is the sustainability of Medicare as we know it. Medicare today faces a simple challenge: Americans are aging. Every day, more Americans become eligible for Medicare, but the population of working-age Americans paying into the system has not kept pace. Consequently, the financial sustainability of both Medicare and Social Security has become an issue of widening concern.

Prior to the 2018 midterm elections, USA Today published an op-ed by Donald Trump attacking M4A as a threat to the sustainability of Medicare. He wrote, “I also made a solemn promise to our great seniors to protect Medicare. That is why I am fighting so hard against the Democrats’ plan that would eviscerate Medicare. . . . Democrats would gut Medicare with their planned government takeover of American health care.”26 The logic here is as simple and attractive as it is broken. The logic argues that as more people rely on Medicare, the Medicare “pie” will be split over more people, reducing the resources available for people on the program already. But that’s not how M4A would work: the Medicare pie itself would get far larger under M4A as younger Americans pay more into the system. And while Trump implies that seniors on Medicare today would subsidize care for everyone else under M4A, the exact opposite appears to be true: the new revenue under M4A would subsidize expanded benefits for seniors currently on the program.

Indeed, M4A would not gut the existing Medicare program; in fact, it would expand it. Medicare today has numerous shortcomings that M4A could remedy, and so the crucial policy question for seniors will be what Medicare would cover under M4A.

One of the pain points for seniors is the high and rapidly increasing cost of prescription drugs. Although only about 12 percent of Americans are over the age of sixty-five, they account for 30 percent of all prescription drug use.27 Seniors on Medicare need to buy separate prescription drug coverage sold by private companies. If M4A provides a robust prescription drug benefit that provides drugs at low cost, it could be a key leverage point to earn support from seniors.

Long-term care also continues to be a serious challenge for older Americans. The average long-term care facility costs about $225 a night (nearly $7,000 a month).28 Including a long-term care benefit for seniors in M4A (which current House and Senate bills incorporate) could be a critical way to ensure that the move to M4A provides seniors with palpably better coverage.

Medicare today also doesn’t cover vision, hearing, and dental care. Indeed, among Medicare beneficiaries, estimates suggest that about 75 percent who needed hearing devices did not have them and 70 percent who had dental challenges did not go to a dentist in the past year.29 Under current House and Senate M4A bills, all these types of care would be covered—and this could have a sizable impact on seniors’ quality of life (and support for M4A).

Seniors on Medicare also face high out-of-pocket costs for hospital and physician care. In 2019 the average American senior citizen reported pulling out $3,789 in savings to cover healthcare costs.30 For one in four seniors, medical costs consume more than 20 percent of total income.31 Medicare also fails to set a cap on total out-of-pocket costs, leaving seniors with tenuous financial protection in the case of serious illness or injury. M4A supporters will seek to emphasize the significant out-of-pocket savings that M4A could deliver, and also the fact that seniors likely would not have to keep paying for supplemental Medigap plans to fill the holes in their coverage.

The bottom line is that M4A could offer far better coverage than the current Medicare program (with the details depending on the design of the legislation). The challenge will be to educate seniors on the financial protections and benefits covered by M4A, and to earn their trust that extending Medicare to others won’t cause them harm.

A final difficulty is the fact that current M4A bills propose to eliminate Medicare Advantage plans, the privately operated managed care programs supported by Medicare. Just over a third of seniors are on Medicare Advantage. These plans cost the government more overall but are attractive to seniors who are willing to accept more restrictions on their care in exchange for a wider range of benefits and lower out-of-pocket costs. Although M4A plans would also offer a wide range of benefits and little to no out-of-pocket costs, many seniors on Medicare Advantage are likely to resist the elimination of these plans in the same way that younger Americans worry about losing their employer-provided insurance.

Large Employers

Major employers outside of healthcare are also important stakeholders in the health reform debate, though they face a different set of incentives than corporations within the healthcare industry. Because they spend billions of dollars annually providing healthcare for employees, their chief concern is the cost of healthcare. For example, in 2004 the biggest spender on employee healthcare in the country was General Motors, one of the world’s biggest automotive manufacturers. GM spent about $4.5 billion annually to cover over 1.2 million workers, retirees, and family members—more than it spent on steel.32 When the Great Recession struck in 2007–8, retiree healthcare costs were among the main reasons GM faced bankruptcy—and would become one of the most costly and important terms of the restructuring plan GM negotiated prior to being bailed out by the federal government.

Because they are focused on the cost of insurance, the critical calculation large employers will make regarding M4A is their bottom line: how much they would have to pay in healthcare costs under the current system, and how much they might pay in additional taxes under M4A. Senator Bernie Sanders has outlined a payment scheme that would include a 7.5 percent income-based premium levied on employers.33 This plan could bring substantial savings to large employers in sectors that employ predominantly lower- to middle-income employees. As an example, consider a worker earning $50,000 annually for a family of four. In 2019, an average employer paid $14,561 per year for this family’s healthcare.34 Under Sanders’s financing scheme, the same employer would pay $3,750 for the same family—a dramatic reduction. However, while private insurance premiums do not scale with income, this 7.5 percent income-based premium would. Therefore, it is possible that for employers in industries employing high-earning workers—such as financial services—healthcare costs could increase under M4A. Senator Warren’s M4A proposal includes an “employer Medicare contribution” priced at 98 percent of the average per-employee cost of healthcare prior to M4A, which experts estimate would save employers a collective $200 billion annually.35

Furthermore, large employers are currently exposed to rapidly increasing prices in the private healthcare market, whereas M4A could both get prices under control and give employers more stability regarding their annual healthcare costs. Businesses also spend a lot of money simply managing health benefits through human resources departments, and M4A would eliminate this bureaucratic expense.

The bottom line: if many (or even most) large employers would pay less for healthcare under M4A than they do today, that would be a powerful incentive for them to get behind the policy.

But healthcare is complicated. Beyond the dollars and cents, there are other reasons large employers might be reticent to support M4A. First, the current system offers large employers a competitive advantage over smaller businesses that could be erased under M4A. A large company today has the option to set up an insurance plan only for its own employees; these plans are subject to fewer regulations and taxes, and they can be particularly advantageous if a big company has an employee population that’s healthier than the rest of the market. Partly as a result of this advantage, big companies can generally offer better insurance for every dollar spent: for instance, large and small employers paid about the same insurance premiums in 2019, but large businesses offered insurance with significantly lower deductibles.36

Some of America’s largest corporations are making big investments in these in-house health plans. For example, Berkshire Hathaway, Amazon, and JPMorgan Chase, three of America’s largest companies, teamed up to launch a new company called Haven Healthcare that will offer specially designed plans to employees and is expected to take an even more active role in managing its employees’ healthcare. (The joint venture recruited celebrity physician Dr. Atul Gawande as its first CEO.) Similarly, Apple has launched its own primary care clinics for employees.37 These in-house healthcare programs serve as yet another carrot to would-be employees. If large corporations begin to adopt this trend, massive upfront capital investments in these programs could serve as a direct disincentive for supporting M4A.

Ostensibly, under M4A large employers would want to continue to leverage benefits packages to attract talent. Therefore, one policy consideration that could sway support is whether or not employers could provide alternative types of insurance, and what coverage these alternatives could provide. In their current form, both the House and Senate M4A bills prohibit private insurance (including employee benefits) that duplicates the comprehensive services offered by M4A. However, employers would still be able to offer supplemental insurance or additional benefits such as concierge services that could, for example, advise employees about doctors to see, or handle booking appointments, transportation, and other logistics. It’s also plausible that under M4A large employers could shift their benefits provisions to sustain their competitive advantage—improving family leave, childcare, vacation time, on-campus food and beverages, gym memberships, or other amenities.

M4A proponents will also need to contend with the ideological tilt of corporate leaders, who tend to be strongly suspicious of government involvement and taxation even if on paper they should save money under M4A. For instance, the US Chamber of Commerce—which, despite the official-sounding name, is a pro-business lobbying group that’s been called “the premier voice for corporate power in Washington”—has adamantly opposed M4A and Medicare buy-in proposals.38 (The US Chamber of Commerce is the largest single lobbying organization in the country, ranking even above PhRMA; it spent nearly $80 million on lobbying in 2019.)39

Still, for large companies whose political ideology does not prevent them from supporting M4A, the prospect of saving on healthcare costs could be powerful. These large employers are likely the only potential M4A allies with the financial resources to provide a counterweight to healthcare corporations in terms of expenditures on political campaign contributions, lobbying, and political advertising.

Small Businesses

Small businesses have often sided politically with local and state chambers of commerce against government engagement and regulation. And chambers of commerce are often heavily influenced by local healthcare corporations. Nevertheless, providing healthcare to employees presents a major cost to small and midsized businesses, which lack the economies of scale of their larger counterparts. And as discussed earlier, smaller outfits often miss out on top talent because they cannot compete with the benefits packages offered by larger companies. Because of these dynamics (and their lower resources in general), small businesses often struggle to provide healthcare to their employees. Indeed, a nationwide poll of small business owners who offer healthcare benefits found that the “cost of providing healthcare coverage to employees” was most often cited as the biggest challenge they faced.40 Many small businesses don’t provide healthcare at all, making it difficult to attract and retain employees.

Representative Jayapal notes the support for M4A among small business owners: “I have had a lot of small business owners, including Republican small business owners, come up to me and say, ‘You know what, I don’t support anything else you stand for, but can you please pass Medicare for All?’ ”

For small businesses, the most important policy consideration that could sway support is the tax burden arising from M4A. Senator Sanders’s payment scheme would omit taxes on the first $1 million in payroll, which means that many small businesses would pay nothing under this tax (most small businesses earn less than $1 million in revenue annually, including solo outfits where the owner is the only employee).41 Similarly, under the Warren M4A proposal companies with fewer than fifty employees that are not paying for employee healthcare today would not need to pay into M4A. Whether defined in terms of payroll or number of employees, the level of this tax floor could have important implications for small business support—the higher the floor goes, the greater the number (and the larger the size) of businesses that would be exempted, increasing small business support.

Though small businesses lack the same financial heft as their larger counterparts, they do employ nearly half of the American workforce, and they maintain a level of trust with local communities that larger corporations often lack.42 They are a trusted arbiter about the larger economic impact of healthcare and the effects of M4A. In that respect, a grassroots coalition of small business leaders who support the policy have formed Business Leaders for Health Care Transformation (formerly known as Business for Medicare for All), an organization that advocates on behalf of “business owners who believe our health insurance costs should not increase every year by double digits.”43
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Organizing vs. Advertising

Having considered the views of the American people toward M4A, where critical healthcare stakeholders stand, and how money, trust, and people power are being deployed on either side, we turn our attention to how all of these forces come together in the M4A debate.

American history is filled with steady support for national health insurance, punctuated by periods of rising public support and intense political interest. However, these surges are quickly met by a clear counterforce from the opponents of health reform. To appreciate these dynamics, consider the last major effort for healthcare reform: the Affordable Care Act, which passed on a party-line vote. This was possible because Democrats controlled both houses of Congress in the two years following President Obama’s historic election in 2008. The kind of political surges that allow for the passage of major legislation like the ACA are often transient, cresting in the critical first two years of a new presidency before time in office and the inevitable erosion of national political fray wear the administration down. Democrats seized on this window of opportunity to pass the most sweeping health reform since Medicare.

But even successful health reform can provoke bitter opposition. Indeed, the ACA reform was not kind to Democratic incumbents in swing districts. After the ACA passed, the 2010 midterms netted Republicans sixty-three seats in the House and six seats in the Senate, giving Republicans majorities in both chambers. Democrats in swing districts today may fear that any major health reform effort, even if successful, could cost them their political careers.

And that’s in the circumstance where reform actually passes. The more common outcome for major health reform efforts is failure. Support for some form of universal healthcare was high leading up to every major healthcare debate in American history—whether Franklin Roosevelt’s abandoned reform during the New Deal, Truman’s proposed overhaul in the 1940s, the Kennedy-Johnson push for Medicare in the 1960s, the Nixon health insurance plan, the Clinton-era overhaul, or the Obama debates.1 However, most of these efforts failed completely. Politicians are not eager to stake their careers on a risky legislative push.

Much of that failure can be explained by targeted opposition from powerful, extremely wealthy interest groups, which ramp up their efforts to sway public opinion just as reform begins to look politically possible. This happens in two ways. Paid advertising aims to shape public opinion directly. But the indirect, secondary impact is to change the conversation we are having about healthcare—whether between individuals at a hair salon or in the “earned media,” where journalists and pundits put health reform on public display. In our current debate, opponents seek to reframe that conversation away from the merits of M4A and toward the attacks against it: that M4A would take away your private insurance, raise your taxes, let the government control your healthcare, and take away jobs. Over the years powerful organizations have targeted the American public through political spending in the form of massive media campaigns that shift the national conversation and sour the public mood as important negotiations take place—think of the Campaigns, Inc. opposition to Truman’s reforms, or the Harry and Louise ads of the 1990s. The threat of unleashing these destructive campaigns gives the wealthy opponents of health reform impressive influence over Congress, and they are experts at exploiting the veto points in our political system to erect a wall around the status quo.

How can these obstacles be overcome?

What It Will Take for Congress to Pass Medicare for All

If history is any guide, a serious push for M4A will require electing a president who makes M4A a significant piece of her platform. But even if and when voters elect a pro-M4A president, passing a Medicare for All bill will require a supportive Congress.

We live in an era of tremendous political polarization. Given the clear opposition to M4A among today’s elected Republicans, the bare minimum to make M4A possible is unified Democratic control of the White House and both chambers of Congress. Bipartisan health reform is a laudable goal, but remember that the Affordable Care Act—which was based on a plan implemented by a Republican governor and which hinged on giving tax credits to buy private insurance—gained not a single Republican vote. For the foreseeable future, it appears that any significant expansion of health coverage either will be a partisan effort or will not happen at all.

Of course, securing Democratic majorities is just step one. Within Congress, M4A will face several major barriers.

One barrier is the Senate filibuster, which can be used to block legislation that garners less than sixty votes. For M4A to have a chance in the Senate, Democrats need to either control sixty seats or circumvent the filibuster. There is a broader political debate about the merits of repealing the filibuster altogether, given that it can leave our legislature in almost perpetual gridlock no matter whom the people elect to represent them. There is also an existing process called reconciliation where legislation impacting the federal budget is immune to the filibuster (indeed, it was used to help pass the Affordable Care Act). Experts disagree on how much of M4A would be eligible for reconciliation, but taking this route would certainly present difficulties.

That still leaves the more foundational challenge: garnering enough congressional supporters to form a majority in favor of M4A. Democrats support many health reform ideas. A Democratic Congress will consider not just M4A but potentially the full suite of reform plans discussed in Chapter 6. One challenge here is that as of 2019–20, many members of Congress who support M4A also support alternative bills to expand Medicare; likewise, most voters who support M4A also support a public option.2 Furthermore, early congressional debates will take place in committees responsible for healthcare legislation (like the Ways and Means Committee, which blocked Medicare during JFK’s presidency); these are usually chaired by senior legislators, who may be more moderate than a new crop of Democrats elected to form a majority.

As Democrats debate which reform path to pursue, members of Congress from swing districts will protest that supporting M4A will cost them their next election—as it did for many Democrats who voted for the ACA. Congressional leadership often places enormous importance on keeping the party majority together in future elections; after all, majority control is critical not just for healthcare but also for all of the party’s other domestic and international priorities. For that reason, congressional leaders give special weight to the concerns of moderate members facing difficult elections, taking for granted that deep-blue districts will continue sending Democrats to Congress.

When a serious congressional debate about M4A does begin, legislators will quickly confront the policy choices detailed in Chapter 4. Hospitals and physicians will argue that proposed payment rates are too low. Insurance companies will argue that Medicare Advantage for All is a better way forward. Pharmaceutical companies will warn that allowing the government to negotiate drug prices will destroy the incentive to make innovative medications. Funding for abortion and coverage for undocumented immigrants will become political flash points.

In debating these policy choices, legislators will also be mindful of the overall cost of the bill, knowing that the Congressional Budget Office will release an official cost estimate for any serious proposal. Legislators concerned about cost might consider whether to design a Medicare for All program that puts more out-of-pocket costs on patients or includes a less comprehensive benefit package. Legislators will also need to build support for a plan to finance M4A, knowing that any proposal to shift the heaviest burden of healthcare costs off the poor and middle class and onto the wealthy and corporations will face opposition from the latter two groups.

One further note. Alternative proposals to expand public health insurance—whether it’s called a public option, Medicare buy-in, Medicare for America, or something else—will face most of these same barriers. They will be opposed by Republicans in Congress. They will be opposed by pharmaceutical companies, insurance companies, and many hospitals. They will face the inevitable snags of legislative debate, will need to navigate political flash points, and must weather being smeared as “socialism” and “a government takeover of healthcare.”

It is not possible to avoid these barriers. The question is what it will take to overcome them. Ultimately, what will be needed is strong political will within the Democratic Party to pursue M4A. Though passage will not require unanimous Democratic support, M4A will need to become a high priority for Democratic voters and their representatives, and popular enough in swing districts to support Democratic legislators who endorse it. This new consensus is necessary to bolster support among legislators who face the possibility of losing their seats if it passes.

What would it take to strengthen the consensus on M4A and build the political will for reform? There is only one foreseeable possibility: a popular national movement pushing for M4A. Quite simply, there is no other force strong enough to overcome the partisan attacks and the deep-pocketed opposition from industry.

Make no mistake: a public option or Medicare buy-in would need a similar popular movement to overcome partisan and corporate opposition. In fact, the only reform packages that likely wouldn’t have to rely on broad public support are incremental reforms that hinge on winning over moderate Republicans or the healthcare industry. That was the strategy of the Affordable Care Act; although hopes of bipartisanship were ultimately futile, efforts to win over the healthcare industry largely succeeded. But that strategy is not available for a public option or Medicare buy-in because elected Republicans and healthcare industry groups oppose those proposals as well, deliberately lumping them together with M4A and using the same attack lines. (Exhibit A from the Big Healthcare opposition group: “Medicare for All, Medicare Buy-In, and a public option all mean the same thing: you’d pay more to wait longer for worse care.”)3

This is one area where M4A has a political advantage over more incremental reforms as a policy to organize around. M4A is a simple policy that expresses a clear moral value: healthcare is a human right. And it has the potential to deliver truly life-changing benefits to millions of Americans. Despite its other political vulnerabilities, there is no doubt that M4A has the potential to excite a broad swath of the American public.

We are already seeing this dynamic play out. In early 2020, Melinda St. Louis of the advocacy group Public Citizen told us, “The grassroots constituency, and the movement, is all Medicare for All. You don’t hear a movement for a public option.” If any universal healthcare plan is to pass in Congress, the linchpin of its success will be a grassroots constituency that builds popular support for the policy and harnesses the excitement of supporters into an organized movement to drive the political process toward reform. Whether M4A or a public option, success or failure will depend critically on the strength of the movement behind it.

The COVID-19 pandemic offers that movement tremendous tailwinds by showing just how ill-prepared our healthcare system was to cope with the country’s worst health crisis in three generations. As it devastated American lives and livelihoods, the coronavirus revealed the precariousness of American healthcare. COVID-19 nearly overwhelmed our healthcare system, which struggled to provide basic resources to patients and providers at the scale needed to face the pandemic—all while the accompanying economic downturn left millions of people without health insurance.

Translating this frustration with the state of American healthcare into political action will require thoughtful, goal-directed organizing. Let’s dive into the role of organizing in pushing M4A, and then look at how deep-pocketed opponents will fight back with advertising to try to undo that progress.

Organizing

Lacking the power and resources of major corporations, the forces for M4A will leverage their organizing power to shape public opinion. In fact, when it comes to shaping lasting changes in popular support, organizing may actually be more powerful than political connections or financial resources. To appreciate the power of organizing to shape our perspectives on an issue, consider the change in public attitudes toward same-sex marriage. The Pew Research Center has been tracking attitudes on same-sex marriage in America since the early 2000s.4 In 2004, 60 percent of Americans opposed same-sex marriage, and only 31 percent supported it. But by 2017, 62 percent of Americans supported it, and only 32 percent opposed it. What happened? People organized to change hearts and minds. Once those changes came about, the laws followed. In his book Engines of Liberty: The Power of Citizen Activists to Make Constitutional Law, lead ACLU attorney David Cole details how movements of ordinary people organized to shape public opinion on same-sex marriage, well before Massachusetts legalized it and the Supreme Court ruled same-sex marriage bans unconstitutional. He writes that the Supreme Court decision “is unimaginable absent the decades of advocacy of small groups of committed individuals.”5

There are further parallels as well. The movement for same-sex marriage rested on a basic moral argument that could be expressed clearly (e.g., “Love is love”), and people from many walks of life were familiar with the struggles faced by same-sex couples. The movement for M4A contains similar features, with a clear moral argument (e.g., “Healthcare is a human right”) and struggles with the US healthcare system cutting across traditional divides. (Absent in the same-sex marriage debates, of course, was a $4 trillion industry whose profits were threatened by reform.)

The rise of the internet has supercharged movement organizing. In his book We’ve Got People: From Jesse Jackson to Alexandria Ocasio-Cortez, the End of Big Money and the Rise of a Movement, journalist Ryan Grim details how the internet has enabled public advocacy organizations and progressive political campaigns to connect, organize people, and raise money in innovative ways.6 Targeted social media and email campaigns allow these organizations to raise millions in small amounts, relying on $5 or $10 contributions from many small donors rather than $5,000 or $10,000 checks from a select group of wealthy individuals or big corporations. But rather than spend these millions on advertising campaigns, they spend on organizing, building grassroots people power. They use tactics like door-to-door canvassing to take a message to people’s homes, where they find new supporters to join the movement. They use civil disobedience and “bird-dogging”—putting politicians on the spot in public or on camera to answer for their political opinions—to earn media attention, convey a sense of moral urgency, and reframe the public conversation about the merits of an idea.

Consider the opposition to the ACA repeal efforts in the first two years of the Trump presidency. Grassroots organizations such as the Center for Popular Democracy, Public Citizen, MoveOn, and the Women’s March made opposing ACA repeal a major goal of their efforts. They coordinated massive canvasses across the country, focusing on swing districts and vulnerable legislators such as Senators Jeff Flake (R-AZ) and Susan Collins (R-ME). They bird-dogged politicians to create viral moments on social media and conducted massive sit-ins in the halls of Congress. Their efforts attracted tremendous support on social media and garnered headlines, their earned media coverage counteracting the paid commercials of their opposition. Leaders such as Ady Barkan, a progressive organizer diagnosed with ALS in 2016, emerged as key voices in these fights, both illuminating the human stakes of ACA repeal and embodying the spirit of the organizing efforts to oppose it. Though ACA repeal was thought to be inevitable, the organizers ultimately won.

It is often said that fighting against a policy—like ACA repeal—is easier than fighting for a policy. But grassroots organizing has also been used to successfully fight for Medicaid expansion in red states through citizen-initiated ballot initiatives. In 2018, for instance, led by a grassroots movement known as Reclaim Idaho, the Medicaid ballot initiative in Idaho passed with 61 percent of the vote—in a state where 60 percent of voters supported Donald Trump two years earlier.7

Grassroots organizing will be critical to passing M4A in two ways. First and most obviously, it will be critical in driving consensus on the policy among the public. At its best, organizing puts the message in the mouth of the most trusted informant of all, the public itself. It empowers people to commune around the ideals of the world they want to live in together. Rather than utilizing a glitzy thirty-second commercial featuring actors portraying your next-door neighbor, strong organizing means that the person reaching out to you is actually your next-door neighbor. By putting power into the hands of the people who are most affected by a policy, organizing amplifies the significance of that policy all the more.

Alongside these efforts, grassroots organizing will be critical in electing representatives who believe in the policy. In many respects, this is already happening. Democrats are moving left.8 One telling indicator here is people’s response to the statement “Government should do more to help the needy.” In 1994, 58 percent of Democrats agreed, while 38 percent of Republicans did. In 2017, 71 percent of Democrats agreed, compared to 24 percent of Republicans.9

Because the positions of politicians are more directly shaped by the opinions and beliefs of the most vocal members of their parties, it is likely that leftward movement among the activist base has contributed to more left-leaning positions for Democratic candidates—including support for M4A. Organizations such as Justice Democrats and Our Revolution have sprung up with the express intent of supporting progressive challengers in safe Democratic seats. For them, M4A has emerged as an important political litmus test within the Democratic Party.

A key step in that evolution was Senator Bernie Sanders’s 2016 primary campaign for president, when he made M4A a cornerstone issue on his platform. Positioning himself in a heated primary to the left of Secretary Hillary Clinton for the Democratic nomination, he was able to set up his support of M4A as an implicit contrast with the Clintons’ failed attempt at more complex reform in the 1990s. After the 2016 primary, M4A has remained a point of demarcation between more centrist and progressive Democrats. Clearly, the debate about M4A has been deeply influenced by—and deeply influences—America’s changing conversation about its politics.

But it is also a sign of the power of organizing. Bernie Sanders’s 2016 campaign was a watershed moment in demonstrating how grassroots political campaigns could be built, funded, and driven by big organizing. Rather than courting wealthy donors, Sanders raised hundreds of millions of dollars across hundreds of thousands of contributors, famously receiving an average of $27 a donation. He leveraged a “distributed” organizing model, empowering volunteers with the digital tools to organize independently, rather than organizing the campaign from the top down.

That approach to organizing spurred a raft of progressive primary challengers for Congress, Senate, and governorships in 2018 and 2020. Using many of the same organizing and fundraising tactics that were pioneered by the Sanders campaign, new pro-M4A leaders like Alexandria Ocasio-Cortez (who were supported by groups like Justice Democrats) defeated more centrist incumbents who opposed the policy. To be sure, many progressive challengers who supported M4A did not win their elections, but organizers see these races as just the beginning of a much longer movement.

In heavily Democratic districts, it may only be a matter of time until the people elect representatives who share their views on M4A: from 2018 through 2020, between 75 percent and 80 percent of self-identified Democratic voters consistently supported M4A, according to polls by the Kaiser Family Foundation.10

In time, swing districts and states will emerge as the ultimate battlegrounds over M4A. Will M4A appeal to moderate Democrats, independents, and even moderate Republicans? Polls showing majority support from independents give M4A proponents cause for cautious optimism, but the proof will be in the election outcomes. More to the point, acceptance of M4A by moderate Democratic voters and independents is one of the central goals of organizing on this issue, bringing M4A fully into the mainstream through education and advocacy.

Big organizing is already changing the tenor of Congress in favor of M4A. The victories of progressive challengers have a knock-on impact on Democratic incumbents, signaling that failing to support progressive policies like M4A may make them a target for challengers who will. Indeed, after 2018 a number of previously uncommitted members of Congress came out in support of the policy. This is a clear illustration of pitting people power against financial power. The corporate opposition tries to make legislators fear for their political careers if they support M4A, threatening well-funded advertising campaigns against them in their districts. Movement organizers make legislators fear their election prospects if they oppose M4A. The leverage of organizers is not money, but the ability to drive constituents to town halls and campaign rallies demanding support for M4A—plus a willingness to run primary challenges against them if other efforts are insufficient.

This organizing approach to passing M4A is baked into the construction of the actual legislation. Representative Pramila Jayapal brought movement leaders to the table to help design the M4A bill, recognizing that their support would be critical to passing it. “The challenge of hundreds of millions of dollars spent by insurance companies and drug companies to beat this back can only be overcome by a massive groundswell of people across the country,” she told us. “We were aware of that when writing it, we were aware of that introducing it. And we’re still aware of that as we continue to try to build momentum for the bill on the outside and we push for more people to come in on the inside.”

This political strategy is in stark contrast to the strategy used to pass the Affordable Care Act. The designers of the ACA brought the healthcare industry to the table early, cutting deals and writing the bill to win the support of pharmaceutical companies, the hospital industry, and insurance companies (though that last effort would prove unsuccessful). Leaders in the M4A effort are adopting a similar strategy, but the groups at the table look very different: they are nurses, labor leaders, and grassroots organizers. Both the architects of the ACA and the architects of M4A recognized the importance of building a coalition of supportive stakeholders. But the stakeholders in these two cases are very different, both in terms of their identities and in the nature of their power.

This is where the swing stakeholders discussed in Chapter 9 could be crucial. Doctors, unions, seniors, large employers, and small businesses could be critical partners to make a popular movement more effective. Physicians and business leaders are trusted community members who can help shape the public conversation and the tenor of media coverage. Large employers could supply some financial heft. Unions are critical hubs of people power. And all these groups have strong political relationships, which could help provide a counterweight to the industry opponents.

Advertising

The opponents of M4A will seek to undermine public opinion and block political action using very different sources of power. We don’t need to speculate about their strategy; it’s already in motion.

At the center of the opposition to M4A is a group called the Partnership for America’s Healthcare Future. Despite the public-spirited name, the Partnership is a coalition of more than a hundred healthcare industry groups and corporate trade associations, including America’s Health Insurance Plans, Federation of American Hospitals, Pharmaceutical Research and Manufacturers of America, Blue Cross Blue Shield Association, and the Biotechnology Innovation Organization.11 The Partnership expressed two initial objectives in documents leaked in November 2018:


1.Change the national conversation around single payer/Medicare for All.

2.Minimize the potential for this option in healthcare from becoming part of a national political party’s platform in 2020.12



The group received $5.1 million in the second half of 2018 alone. It was extremely active during the 2018 midterms and 2020 Democratic primaries, influencing Democratic talking points in several important races and downplaying the successes (and hyping up the failures) of candidates running on the Medicare for All platform. They spent $300,000 on digital media ads alone during the 2018 cycle and 2020 primary.13 In the summer of 2019 they bought half of all political advertising in Iowa, then spent $1.2 million in advance of the Iowa caucuses in March 2020.14 They bought millions of dollars more in advertising throughout the Democratic presidential primary season. One television ad aired during the Democratic debates features several actors portraying a diverse group of busy middle-class Americans going about their daily lives and speaking straight to the camera about healthcare. Says one: “We don’t want to be forced into a one-size-fits-all government insurance system.”15

The Partnership is already following a well-worn playbook: aggressive advertising spending that drives a lobbying machine focused on dissuading representatives in key districts from supporting reform.16 Over the past two decades, the pharmaceutical, insurance, and hospital industries have spent nearly $9 billion in collective lobbying.17 Through front groups like the Partnership, they stand to invest substantially more in this advertising-driven lobbying strategy. After all, these industries have a long history of defeating healthcare reform proposals using these tactics.

The opponents of health reform are extraordinarily savvy. They understand well the pitfalls that M4A will face in Congress, they know which legislators will be on the fence about supporting it, and they understand how to make those lawmakers fear for their political careers if they take the “wrong” position on M4A. These groups have enough money that virtually overnight they could fund an overwhelming campaign in a legislator’s home district—through TV, radio, newspaper, and targeted social media ads—charging that Representative So-and-So is supporting a socialist takeover that will take away your healthcare and raise your taxes. Legislators also know that these corporations can contribute handsomely to any future opponents’ election campaign. The Partnership can arrange to have the CEO of the local hospital—which might be the largest employer in that congressional district—meet with the representative to express her concerns that M4A will harm care for the entire community; the Partnership might even ghostwrite an op-ed for that CEO to publish under her name in the local paper. Industry opponents know that all of these efforts will help achieve their goal of changing the national conversation around health reform by changing the frame around earned media for M4A so that it’s focused more on the attack lines rather than the merits.

For any legislator skittish about supporting M4A for fear it will hurt her election chances in her moderate hometown, the power of these tactics cannot be underestimated. These tactics also reveal a connection between corporate opposition to health reform and centrist Democratic opposition. For progressive Democrats who rely on a progressive base to get elected—perhaps from a deep-blue district—the scare tactics and media campaigns of the corporate opposition are less of a threat, because public support for M4A is firmer. (That’s one reason groups like Justice Democrats put such a high priority on electing progressive Democrats in these safe deep-blue districts.) But for Democrats from swing districts who rely on a combination of progressives, moderates, and independents to win their elections, the threat of industry-funded attack campaigns is more severe because public support for M4A is more malleable. As a result, much of the battle for M4A will center on these swing voters and members of Congress who can either complete the M4A coalition or deny it.

Let’s pause for a moment and zoom out. Having laid out the battle that will ensue between the big organizing of the M4A movement and the big money of its opponents, as well as the treacherous maze that awaits M4A in the legislature, it’s worth asking a simple question: if most Americans support M4A, why is it so difficult to pass? Beyond opposition from those who profit from the status quo, a more complete answer requires us to confront the ways in which the views of the people do and do not get transmitted into American government.

First, in the weeks and months leading up to an election, public opinion can shift based on the messages and arguments to which voters are exposed. Because of the Supreme Court’s 2010 decision in Citizens United vs. Federal Election Commission, corporations can spend unlimited sums of money seeking to influence elections—for instance, attacking candidates who support M4A, and propagating negative messages (and even misinformation) about the policy. This threatens public opinion before people even get a chance to make it to the polls. And because political campaigns are funded through private donations, candidates have a financial advantage if they adopt platforms that are favored by wealthy individuals and businesses. This advantage is bolstered by the unlimited spending that corporations can engage in to support or oppose candidates. All these forces make it more difficult for candidates who support policies like M4A to make it onto the ballot and win.

Even at the polls, voter suppression tactics make it more difficult for Americans to exercise their right to vote. As the American Civil Liberties Union explains it, “Since 2008, states across the country have passed measures to make it harder for Americans—particularly Black people, the elderly, students, and people with disabilities—to exercise their fundamental right to cast a ballot. These measures include cuts to early voting, voter ID laws, and purges of voter rolls.”18

There are other barriers. Gerrymandering, where congressional maps are drawn to advantage one political party, means that a minority of voters in a state can often elect a majority of representatives. The Senate map misallocates voters as well: 40 million Americans living in California elect the same number of senators as the 570,000 Americans living in Wyoming—a 70-to-1 disparity. And the Electoral College means that a president can be seated even if more Americans voted for the other candidate.

Therefore, the movement for health reform—especially M4A, but virtually all other major reforms as well—shares common cause with the movement to strengthen our democracy more broadly. M4A is premised on the idea that government can take bold action to promote the general welfare. Reforms to our political institutions are of the same spirit, aiming to restore the people’s faith in the government that the Constitution erected in their name.

So, Is It Possible?

M4A is possible. But it is not inevitable. If it happens, it will have been because the right policy choices attracted the right coalition, which used the right tactics to elect the right officials in the right moment for change.

The backbone of any push for M4A must be a popular national movement pressing for reform. There is no foreseeable path to M4A becoming law without this groundswell of people bolstering public opinion and exerting political pressure in the face of extraordinarily well-funded opposition.

A broadened coalition of stakeholders would also be an enormous boon. That coalition could include doctors who have had it with a labyrinthine healthcare system that fails patients on a daily basis—even if it means taking on the powerful hospitals that employ them. It might include businesses of all sizes who choose their own bottom line over the healthcare industry’s. It might include labor unions who appreciate that securing healthcare as a guaranteed right will only strengthen their hand. It might include seniors who recognize that M4A expands Medicare rather than guts it. Finally, and perhaps most important, it will require all of them to band together with grassroots organizers against the fearmongering of healthcare corporations who will spend—and have already spent—millions to tell us that M4A is too expensive, is too unreliable, and will take away what little we already have.

The terrain might shift in other ways, too. Perhaps the battle of ideas will tilt toward M4A, swaying elite opinion and transforming the tenor of media coverage. Perhaps centrist Americans will start to view M4A not as an impractical and radical dream but as a serious proposal to deliver on the promise of universal healthcare while tackling America’s unique cost drivers. Perhaps we will pass democratic reforms that make the views of Congress more representative of the American people’s views. Perhaps we will change the very way that we think and talk about healthcare: we might think of physicians not so much as providers of a commodity but as caregivers and partners in healing; we might think of hospitals not so much as businesses but as community institutions; we might think of ourselves not so much as consumers but as patients and citizens.

M4A is not inevitable, but there’s no doubt that the direction of change makes this outcome more probable. More Americans are finding healthcare unaffordable, inaccessible, and ineffective. The experience of giving and receiving healthcare has been corroded by a broken system that too often puts industry profits above the needs of the sick. All of this has left us with the most expensive healthcare system in the world, where tens of millions of Americans are priced out of care, and those who can get care are paying dearly for it. The corporations that profit from overpriced healthcare will continue to join their allies to spend on advertising campaigns, lobby elected officials, and perform small acts of charity in the name of good health to change public opinion in their favor. They have succeeded through these tactics in the past. And they are doing it again.

But if M4A happens, it will be because the American public decides that we can, in fact, have a more just, equitable, and sustainable system—that we can rise beyond the insecurity that says that the status quo is the best we can have, and choose to engage in the work of creating the system.
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Parting Thoughts

Throughout this book, we’ve sought to provide you with an honest, approachable assessment of Medicare for All—its opportunities and challenges, and its potential for the future.

M4A is single-payer healthcare that uses collective public action through government to provide universal health insurance across the United States, thereby vastly limiting the powers of the for-profit insurance industry, hospital industry, and pharmaceutical industry. Though it would require a massive government investment in healthcare, there’s ample reason to believe M4A could cost the American people less overall by eliminating much of the bloated overhead needed to prop up our current system and by cracking down on the industry’s ability to charge high prices for care. By trading insurance premiums for taxes and slashing out-of-pocket costs, M4A has the potential to put more money into the pockets of most American families. Quite simply, most Americans could pay less for better, more secure health coverage.

There remain a number of important questions about how the policy would be designed. These include what goods and services M4A would cover, how it would pay for them, and what role would be left for private insurance. Questions also include how to transition to M4A, which will result in a massive workforce churn that will not be without consequence for hundreds of thousands of Americans currently employed in our healthcare system.

And the politics are treacherous. Passing M4A would require standing up to deeply entrenched private interests in order to launch a massive reinvestment in government public goods. In that respect, the public conversation about M4A may be about more than just healthcare.

We wrote this book because much of the public conversation has been marked by a general lack of engagement with what M4A really means, how it works, and what the challenges ahead actually are. The conversation has often devolved into a series of broad, sweeping claims about what the policy is and is not. However, the discussion about M4A is, in some ways, the opening salvo in a broader debate about the role of American government in solving big American problems.

Here some historical context may be helpful. Empowered by the idea of promoting “the general welfare,” American government as we know it today emerged from a bipartisan consensus around the critical role of government in providing basic public goods that grew out of the Progressive Era in the 1910s and 1920s and took hold during the New Deal in the 1930s and 1940s. The idea that government could—and should—solve large-scale problems, including in public education, infrastructure, and even healthcare (to some degree), was a hallmark of this era. That approach to government wasn’t limited to Democrats: the American highway system we take for granted today was built under the Eisenhower administration, and no Republican would dare repeal Social Security or Medicare.

During the Reagan era, however, a new bipartisan governing consensus emerged. It holds that in America the free market should provide goods and services, whether we’re talking about a Rolls-Royce or basic healthcare. That era saw the introduction of private capital into previously public goods, like public education in the form of charter school programs, or public infrastructure in the form of privatization of airports and public transit systems. Though this movement was kicked off in the Reagan years by slashing taxes, public programs, and the infrastructure of government itself, the basic logic has persisted through subsequent administrations, both Republican and Democratic. Indeed, the primacy of the private market remained a hallmark of the presidencies of Bill Clinton—famous for his “Third Way”—and Barack Obama as well. Their healthcare plans reflected a complicated dance between government regulation and private insurance, but both proposed essentially market-driven solutions for healthcare reform.

However, the public consensus may be shifting again. The Great Recession exposed many Americans to a level of poverty and insecurity that hadn’t been seen in America since the Great Depression—which the New Deal was originally created to solve. Rising inequality paralleling the Gilded Age has left a large swath of the country without stable, secure employment or basic access to healthcare. COVID-19 exposed tens of millions of Americans to the insecurity of the systems that the old governing consensus had wrought. More than 100,000 Americans died in just over 100 days of a pandemic that our public health system should have largely prevented. More than 20 million Americans lost jobs, kicking off what could become, as one economist called it, a “Greater Depression,” and millions got kicked off of their health insurance as a result.1

Both before and after COVID-19, many Americans are asking how the market-based governing consensus can solve their most urgent problems—and whether or not it created them in the first place.

This is the sociopolitical context within which we are debating M4A today, and why the conversation about M4A may be broader than just healthcare. In fact, the future of M4A may hinge instead on three far bigger questions:


1. Whether government should shoulder one of the largest and fastest-growing expenditures currently burdening American families

2. How best to provide a necessary good to all people equitably

3. Whether or not we believe in collective action in an increasingly diverse America



That third question is particularly poignant. It’s likely that 2016 will be remembered most for the political earthquake of Donald Trump’s election to the White House. However, perhaps the more important seismic shift that took place that year is that, for the first time in American history, the majority of newborn Americans were infants of color. The two changes are not unrelated. Indeed, many argue that Trump’s election was a tribal response by low-income rural white voters to a changing American demographic, typified by the president he replaced. If that is true, it may not bode well for a collective approach to solving one of America’s deepest collective problems, as tribal fault lines that shaped the Trump victory would abrogate any effort toward collective will.

Trump’s election has alternatively been explained as a collective rebuke of the American political establishment, which has perpetuated the Reagan-era governing consensus on both sides of the aisle. In that explanation, a broad reinvestment in public goods, like M4A, is far more likely. Perhaps more than any other single policy, M4A would signify a decisive break with the past forty years of our politics and herald a new consensus about the society Americans aspire to live in.

Either way, the urgent problem of providing accessible, affordable, dependable, and equitable healthcare to Americans at scale remains. As we hope we’ve demonstrated, M4A is a viable solution to that problem.
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