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Reframing the healthcare debate: targeted problems and solutions
I. Introduction
The US, one of the wealthiest OECD countries, lags other countries in universal healthcare sparking an ethical debate about how to provide access to all while maintaining the best aspects of the current system: choice and quality. Conflicts over the ethically best way to organize a workable system stem from deep-rooted philosophical distinctions about the role of government in providing access to care and in regulating corporations. The current political debate between amending the piecemeal system under the ACA[footnoteRef:2] or implementing a single-payer system highlights disagreements among Democratic presidential candidates. The ACA, battered by executive orders and a now toothless and constitutionally compromised mandate, could achieve universal coverage with regulatory changes. Incremental changes must capitalize on the best parts of the current system, a better approach than a single-payer system on political, principled, and economic grounds. With a goal of a completely universal system, change must harness regulatory powers to reel in insurance company and other corporate behavior and inappropriate profiteering. [2:  Patient Protection and Affordable Care Act, 42 U.S.C. § 18001 et seq. (2010)] 

Health itself is a non-partisan issue. Across the political spectrum, all want health. The disconnect stems from the ethical controversy over whether and how much some should subsidize the healthcare of others. This paper argues that the most ethical system must maintain choice and autonomy and reach those in danger of outsized socioeconomic harm due to a lack of access or the cost of healthcare. A looming medical event should not cause such severe economic insecurity that it threatens the ability to pay one’s basic living expenses. High quality catastrophic care should be the baseline in the US setting an ethical example of how wealthy countries can care for all.
The Netherlands, Switzerland, and Germany require all insurance to include a basic basket of universal healthcare that must be offered at or close to cost.[footnoteRef:3] Profits may be generated on items beyond that basic care. The three countries have different approaches many of which would work well here as our insurance infrastructure is already in place. The biggest distinguishing feature, compared to the US, is their willingness to regulate corporations. [3:  According to the Commonwealth Fund 2017 data, Canada is 10th for access and 9th for health outcomes; the UK is 3rd for access but 10th for outcomes. The Netherlands which is 1st for access is 6th for outcomes. Germany is 2nd for access and 8th for outcomes while Switzerland is 8th for access and 4th for outcomes. https://www.commonwealthfund.org/publications/fund-reports/2017/jul/mirror-mirror-2017-international-comparison-reflects-flaws-and] 

II. Common Ground, narrowing the controversy, and goals of reform
There are two major concerns: access to high quality care for everyone and cost containment. Incremental changes could solve the specific problems rather than forcing a solution on people who are content with their current insurance. To many, the system is not broken for them; it is broken for a subset and the fix should focus on that subset. Insurance for the uninsured and underinsured would solve the immediate need, end medical bankruptcies, and help people in imminent need of access to care. 
The Democratic presidential candidates all propose universal healthcare and most of them see healthcare as a human right albeit not a legal right here. A right to healthcare is not in line to become a constitutional right. There is also agreement that costs should be kept down. Yet cost-containment should not be accomplished at the expense of the poor seeking medical care. Whether by mandate or single-payer plan, there is a government obligation to ensure access to quality care. Most favoring universal healthcare agree healthcare is a special good and should be government supported (unlike regular or luxury goods).[footnoteRef:4] [4:  A substantial minority of people in the US do not see access to healthcare as a right. Some oppose most government assistance for healthcare and entertain only ideas like medical savings accounts. Bill Weld, a presidential candidate, favors the MSA route, a notably difficult endeavor while many lack savings altogether. This paper focuses on those who do want universal healthcare and differ on how to achieve that goal.] 

Proponents of universal healthcare must reflect on who the uninsured are and how they can obtain access to care. They are adults in states that did not expand Medicaid and adults who find the plans on ACA exchanges unaffordable but do not qualify for enough subsidized coverage or Medicaid.[footnoteRef:5] Medicaid rules often bar adults without dependents. In many states adults below the poverty line are stuck without coverage or they cannot meet new work requirements. The uninsured also include non-citizen immigrants both with and without documentation. The “young invincibles,” (a term for people in their 20s and early 30s choosing to remain uninsured because of the high costs of plans and the sense that they will not get sick) must also become insured both for their own good and for the good of the risk pool.[footnoteRef:6]  [5:  Kaiser Family Foundation, “Key Facts about the uninsured population”. https://www.kff.org/uninsured/fact-sheet/key-facts-about-the-uninsured-population/]  [6:  NPR, “The Young Invincibles: A huge hurdle for Obamacare,” All Things Considered interview with Kaiser Health’s Julie Rovner, April 21, 2016] 

Keeping healthcare costs down is a reasonable goal of any healthcare policy but it is not the most significant ethical criterion when evaluating a healthcare plan. Because costs drive sustainability of any plan, evaluating costs as one factor is important. Healthcare costs drive an industry and contribute to tax revenue. Costs that are lost purely to CEO pay and shareholder profits differ greatly from costs paid as a salary to healthcare administrative workers or to providers. Healthcare costs represent sacrifice of something that money could be spent on. Spending healthcare dollars wisely, to get the maximum use of each additional dollar spent, is important in the scheme of comparing other ways to spend those dollars.
On the macro level, some argue costs are important because of the risk of implosion or economic collapse. Our large (22.8 trillion dollar) national debt is a looming threat that calls for a long-term solution but not an excuse to risk healthcare quality. Healthcare costs are one of many reasons the federal government operates at a deficit. Issuing bonds to cover the deficit creates debt. Tax cuts for the wealthy and corporations contribute to deficits arguably much more. The president’s decision to cut taxes in a time of economic growth was perplexing to those concerned with the federal budget. While the debt itself is arguably unsustainable, and healthcare costs are definitely too high, both issues call for policy changes. Healthcare spending is unlikely to drop suddenly without decreasing the quality or quantity of care. Healthcare need not be the first thing to change in an effort to promote more stable budgets. How the US spends the money at its disposal displays its ethics. Choosing from a host of worthwhile expenditures is the job of Congress. Doing so responsibly and limiting waste in the system need not be an excuse to not provide the best care to the most people. Of the $3.5 billion spent on healthcare in 2017, $1.5 billion was spent by the federal government, representing increases in Medicaid and Medicare partly due to the ACA. Innovation, policy changes, tax increases, and improved competition can all make the healthcare system sustainable.
On the micro level, healthcare costs matter to patients. Costs paid by individuals represent money with which they could purchase something else if healthcare were government provided. Consumers of healthcare want it to be affordable.[footnoteRef:7] Other countries’ percentage of GNP spent on healthcare may not be the best gage of whether the US system is sustainable. Some of the costs in the US are associated with better standards of care; others are not. While it is definitely worthy to examine costs and to take advantage of opportunities to save, costs alone should not be outcome-determinative. The cheapest program will not prove to be the best.  [7:  Day, John, “Pro: Single-Payer Health Care,” Am J Resp Crit Care Med, Vol. 180, 920-922, 2009. Affordability is the crux of Day’s pro-single payer stance. ] 

This paper explores the principle of universal healthcare as distinct from the view that the appropriate principle is a single-payer plan. The fatal flaw, to some, is the piecemeal aspect. This paper addresses how the piecemeal aspect can in fact be beneficial to high quality care in a universal system.[footnoteRef:8] [8: Pollack, Harold “Single Payer is not a Principle,” Democracy, 46: 2017. Angell, Marcia, “Single Payer: The Single Path,” Democracy, 47: 2018.
 ] 

III. Analysis
a. Principled basis for guaranteeing healthcare to all 
i. Why guarantee healthcare for all?
In the US, healthcare is not quite seen as a right by all although there is a strong trend toward popular support for universal coverage. Freedom and negative rights compete with providing for basic needs in our space more than they do in other countries. There is friction among those favoring limited government and those who fundamentally believe safety nets for the poor are the appropriate duty of government. The libertarian voice is stronger; conservative ideas are more right-wing; and, the suspicion of bureaucracy is firmly rooted. Some even continue to lobby for no system at all, wanting to repeal the ACA without an alternative. While Medicare remains popular, some states were unwilling to expand Medicaid or have added work requirements undermining its purpose and the population it was meant to serve. It would be difficult to conclude that there is widespread agreement that healthcare is a right when the US currently has so many obstacles to access. Luckily, distributive justice does not hinge on rights.  
Access to high quality healthcare for all is a principled goal even among those who do not see healthcare as a right. The single-payer system language allows some to feel they are willing to provide more services to the poor or that their point of view is somehow more altruistic. Providing for the poor is the altruistic part of any plan like Medicaid; making healthcare affordable and accessible to everyone else rests on multiple principles. Yet to some, the fatal flaw is essentially the piecemeal aspect. Healthcare for all is a fundamentally important good because justice requires (and assigns government to protect) a level playing field. Principles of democracy and equality in the US are well-defined as favoring an equal start, aiming for meritocracy. Healthcare justice protects the sick from the outsized economic harm some suffer when missed workdays are uncompensated and healthcare is pushed off because of an inability to pay. Healthcare is imperative to a solid education, another cornerstone of a meritocratic system. If the poor or middle income miss school or need to drop out because of illness, their bills pile up and tuition falls by the wayside. Even with a relatively robust savings account, the uninsured and the underinsured can lose everything quickly. Catastrophic illness causes medical bankruptcies. If universal healthcare is a justice imperative to level the playing field between those with little or no savings and those with extreme wealth, then a universal plan ensuring affordable care would be a solution. A single-payer plan would be a superfluous switch and must be based on additional principles or reasons. Justice happens at equilibrium. A stretch for too much justice can undermine justice itself by compromising the quality of healthcare, pressuring an overloaded system by increasing demand, and decreasing provider pay discouraging medical careers. Is it justice if everyone gets something a little bit worse?
If cost savings and practicality were the only reasons to switch, then, rather than a justice issue, providing healthcare, a commodity, would be subject to antitrust and other regulatory frameworks to boost competition and extend access to all. The scope of government usually includes providing access to affordable options for public goods like education but not providing private goods. As many agree healthcare is a special good, subsidies are the middle ground. The federal government subsidizes necessities like agricultural products, milk, meat, energy, and even medical research. Subsidizing health insurance is within the scope of well accepted government action. Paying the entirety through taxes is outside the norm generating angst from those questioning the role of government. 
Overshooting the goal of universal care only makes sense if more rewards come from the largescale change. Better care both in quality and in accessibility, better outcomes / vital statistics, and more equal quality between wealthy and the poor would make the goal of single-payer worthy. Yet it is unlikely any of these would result from a single-payer system. Single-payer might reduce accessibility as fewer hospitals and doctors’ offices see room for financial success. Most predictions note that supply would not meet new demand, meaning some people would have access in the sense of coverage but not a doctor ready to see them. Long wait times, typical in single-payer systems, lead to more missed workdays and worse outcomes. Rationing of care is prevalent in single-payer systems. 
Another way in which a single-payer plan would overshoot the goal of universal healthcare is by inflicting a government service on states where the prevailing attitude is small government is better and government’s involvement in healthcare is akin to “death panels” and an intrusion into the sphere of personal decisions. A tax and a mandate clearly do not intrude to the degree a single-payer plan does. The people who stand to benefit the most do not seem to want universal coverage. Many are in states that failed to accept the Medicaid expansions, a decision that hurts the poor and sacrifices federal money for state autonomy. Translating beneficence to mean inflicting help for the state’s own good or the good of the poor within it overextends the term. In some states, choice has led constituents to elect officials who do not want to ensure healthcare for all. While a tax and mandate could override those local voting trends, a single-payer structure would be unwelcome and prove more intrusive. The voting block in question might be more incentivized by an argument against free-riding sparking participation in purchasing insurance, doing their fair share, rather than an argument for single-payer that feels like a government hand-out. 
Where government, whether municipal, state, or federal, provides for people, people are not coerced into the public option. The public option in housing, education, subsidized local transportation, libraries, and swimming pools are chosen without risk that their private counterparts will be dismantled. People are willing to pool their money through taxes so they have an option to choose public school over private. Like healthcare, there is evidence that without the private option the public school system might be overcrowded with more demand for than supply of qualified teachers, building space, and infrastructure. Even policing does not prohibit individuals from spending on their own safety. People own guns and locks for protection. Choice is rooted in the American mindset. Self-directedness corresponds to options. In housing, the government steps in to provide low-income housing and always should aim to house the homeless. Housing is similar to healthcare: consumers that can afford to fend for themselves do so, creating a robust market. The regulation of the healthcare industry is the appropriate check on private corporate power run amok. If that regulatory structure fails (which it had before the ACA and has since the regulations were undermined), revisions should be implemented. There is evidence of market problems under the watered down ACA: a reemergence of skeleton plans[footnoteRef:9], deductibles that are too high for people to access their medical care needs, and an uptick in the uninsured after the initial shift to many more becoming insured under the ACA. [9:  Seervai, Shanoor, Munira Gunja, and Sara Collins, “Health plans that do not comply with the ACA put consumers at risk,” To The Point, The Commonwealth Fund, November 14, 2019. https://www.commonwealthfund.org/blog/2019/health-plans-that-dont-comply-with-aca-put-consumers-at-risk] 

ii. Maintaining high quality care, choice, and competition
There are two relationships that drive healthcare markets from the individual’s perspective: the inverse relationship between premiums and co-pays plus deductibles; and, the correlation between more flexibility or coverage and higher premiums. These two market principles provide a backdrop for the free exchange of goods and services that many value. The elimination of market forces and the dynamic that drives choice challenges deeply rooted principles. Subsidized cost-sharing or eliminating cost-sharing for those under a certain income is better than eliminating all cost sharing which is the one remaining check on overuse.
Fear of reform is not the factor preventing support for single-payer healthcare.[footnoteRef:10] An ideology rooted in freedom is not easily compatible with a large single-payer structure making it a harder sell to the American public. Rather than mere fear of reform, skeptics of single-payer have practical, economic, and free-market rationales. Countries like the UK with a nationalized provider system as well as coverage or Canada whose residents often participate in our system as a second tier are examples of single-payer systems that each have some specific flaws.[footnoteRef:11] Along with possible fear of reform, there is fear of the well-documented downsides like long wait times for services, varying quality, rationing of medical resources, and spending caps. Moving toward goals of access and equity while avoiding those documented downsides is worthy of exploration. [10:  Marcia Angell, like Elizabeth Warren cites fear of reform as an obstacle. Angell, Marcia, “Single Payer: The Single Path,” Democracy, 47: 2018.]  [11: OECD website, searchable database, and cut sheet on health and life expectancy. http://www.oecd.org/health/universal-health-coverage.htm , https://data.oecd.org/health.htm , and  https://www.oecd-ilibrary.org/docserver/health_glance-2017-en.pdf?expires=1553022290&id=id&accname=guest&checksum=71191896A97C4978FE8A8DD78B005946 For wait times compared, see Esmail, Nadeem. Health Care Lessons from Abroad: a series on health care reform. The Fraser Institute. 2014. Health Care Lessons from the Netherlands. 2014. https://www.fraserinstitute.org/sites/default/files/health-care-lessons-from-the-netherlands.pdf. Health Care Lessons from Germany. 2014. https://www.fraserinstitute.org/sites/default/files/health-care-lessons-from-germany.pdf Health Care Lessons from Switzerland. 2014. https://www.bag.admin.ch/dam/bag/en/dokumente/int/healthcarelessonsfromswitzerland.download/healthcarelessonsfromswitzerland.pdf.healthcarelessonsfromswitzerland. For information on the U.K. wait times: Campbell, Denis. “NHS operation waiting lists reach 10 year high at 4.3 m patients,” The Guardian.  July 13, 2008. https://www.theguardian.com/society/2018/jul/13/nhs-operation-waiting-lists-reach-10-year-high-at-43m-patients. Yeginsu, Ceylan. “NHS overwhelmed in Britain leaving patients to wait,” New York Times. Jan 3, 2018. Pipes, Sally. “U.K.’s healthcare horror stories ought to curb dem’s enthusiasm for single-payer,” Forbes. October 1, 2018. ] 

A system of private insurers is different from a government run insurance scheme: there is negotiation, power, and autonomy in purchasing a plan creating dual contractual obligations. Distrust for the government payer and its singular power to deny or cover treatments is warranted. The taxpayer relationship comes without the power structure of a contract. Arbitrary cut-offs imposed by government can seem like government is making healthcare decisions by simply choosing not to cover things out of the ordinary standard of care. If the facts of coverage denial were the same, the individual cannot dump the government and choose another payer. There would be no check on the government’s power especially if the coverage were narrow or precluded the right to try novel therapies. 
While a single-payer plan can have a choice of doctors, the doctors may have less choice of care options because the government would either cover it or not, making medical decisions financially ahead of time. Large institutions now give standardized ages for mammograms and colonoscopies and do not always analyze personal risk. There is overuse of certain procedures, especially in diagnostic radiology. Doctors should have leeway to forgo some radiology recommendations (most recommend on standards which is very lucrative) and to direct other patients to more because of elevated risk (some doctors currently do this but not equally for all patients). In a single-payer plan doctors would be more subject to standardized care procedures than under private managed care where different insurers offer different coverage and where if one insurer will not cover care, other plans are available. Benchmark treatments have pros and cons. More research might reveal who has more specific risks but that extra analysis tends to be out of pocket or within a broad insurance plan. A single-payer plan may become even more one-size-fits-all concurrently with discoveries about genetics, lifestyles, and circumstances that indicate personalized medical care is better.
iii. Access to innovation, catastrophic care, and long shots
Single-payer plans do well financing basic care for all who are willing to wait for it. A universal system in the US must cover basic care. The utilitarian goal of providing the greatest good for the greatest number or even maximizing every healthcare dollar spent can be met by a system that also provides top quality catastrophic care. While some people do choose to pay much more for things considered “extra” in our system (cosmetic surgery, many in vitro attempts or other infertility treatments, and truly futile long shots), the allocation of services is not necessarily affected. The expensive cosmetic surgery operating room might not be available to the typical orthopedic patient wanting routine surgery anyway. A single-payer system can lead to mediocre delivery of care for most and sometimes can thwart innovation but single-payer plans do well financing basic care. In the US, people with basic illnesses, common injuries, and chronic conditions seek care different ways, some enjoying higher quality and more access. That basic care, while it could be improved, may have a slight preventive effect saving some catastrophic spending. Overspending on basic care can be reduced by addressing some inefficiencies like expensive and time-consuming training for doctors, nurses, and nurse practitioners, excessive radiology for easy to fix problems, and the continued use of certain procedures or surgeries when a pharmaceutical fix has become available. Overspending should not be confused with spending appropriately on things that are currently expensive but are the best treatment available. An effort to do the most good with limited resources does not have to conflict with an effort to cover very high-quality care. Single-payer plans might solve a basic utilitarian puzzle. The US must find a way that all can receive basic care without waiting until problems worsen and call for emergency care. In some single-payer countries, innovation is sparked by funding but the fruits of the innovation are not available to all until they become affordable and approved by the single-payer. If type two diabetes and opioid addictions escalate, competition among providers of care for them will grow improving the quality of basic care. The best-case scenario would be implementing non-medical lifestyle and policy solutions which would make basic care for the average person affordable due to better health.
The piecemeal system with incremental changes could allow the poor access to long shots. In a single-payer system, novel therapies would be used only after consensus that they can be affordable for all. Here, the wealthy currently have better access to novel care or long shots because of both broad insurance and ability to pay out of pocket. Medicare and Medicaid vary by plan or by state. The incentive to create novel therapies is profit-driven: private insurance or individuals will pay for it. Certain therapies might not be developed if the only reward were Medicaid rates. “A sign of morality is making catastrophic care available to all with futility and life prolonging treatments left to private discussions between doctor and patient.”[footnoteRef:12] The wealthy live months longer than the poor now. A piecemeal system should allow more leeway beyond standardized care especially in catastrophic care. Single-payer systems tend to have less room for appeal for novel therapies or alternatives.  [12:  Zimmerman, Anne, unpublished 2018 “Even libertarians get sick: A tax and a mandate do not belie freedom when patient autonomy is preserved.”] 

For catastrophic care, all should be able to access state of the art innovative treatments. Short of futility, there is a social benefit of the right to try and an economic benefit to trying and succeeding. New and innovative treatments or even something with relatively low odds do not thwart the effort to provide the best care for the most people, or to provide the greatest good to the greatest number. If the poor as well as the wealthy had access to innovative treatments, then, in equal numbers, they should see success, return to work, and avoid bankruptcy. For now, in cancer care, the poor are diagnosed at later stages more often yet receive less of the aggressive care the wealthy use in similar cancers.[footnoteRef:13] For heart disease, those on Medicaid often do not get common cardiac procedures.[footnoteRef:14] Cost-benefit analysis should not overlook social costs of a system where some can have excessive chemotherapy arguing with their own doctors about futility while others have access to less promising but less costly basics rationed by Medicare and Medicaid or restrictive insurance plans. The income level of the patient should be irrelevant to the value of incremental spending on interventions that improve the odds of success. The benefit should include the leveling of the playing field. Otherwise, innovative treatments are only for the wealthy. Absent certain drug shortages or machinery shortages (like in the early days of dialysis), catastrophic disease treatments can be made readily available or available with travel to certain hubs for specialized care. [13:  Olson, Laura, The Politics of Medicaid, Columbia University Press (2010).]  [14:  Olson (2010).] 

Avoiding futility is different from rationing. Futility in treatment can be left to discussions between doctors and patients. Regardless of healthcare payer, doctors should not overtreat. Discussing and encouraging palliative care can be appropriate. Many prefer to die at home or in hospice both of which save money when compared to opting for excessive treatment in futile situations. While any insurer might deny a truly futile path, no doctor should be offering futile treatment anyway. Acceptance of imminent death and control over how and where one prefers to die can lead to cost savings as well as a better death. Doctors have a duty to convey that information. Government entities like Medicare and Medicaid programs (or CMS) might not be as acceptable a deliverer of that news.[footnoteRef:15] Because our system hinges on private insurance, people can negotiate insurance plans that cover almost futile extremely expensive care like surgeries near the end of life. A purely public system would ration care based on the theory that government has a duty to provide for the common good and in an efficiency-driven manner consistent with waste avoidance. The UK system does deny care following guidelines by its National Institute for Health and Clinical Excellence. While arguably much of the denied care is potentially futile, much of it is not. Surgical procedures that would technically be successful are denied due to old age and expensive medicines with potential are denied when the use is off label.[footnoteRef:16]  The US mindset might generate objection to government-driven rationing. [15:  About one quarter of Medicare spending goes to care for patients in their last six years of life. Amadeo, Kimberly, “Universal healthcare in different countries, pros and cons of each,” The Balance, January 10, 2020. https://www.thebalance.com/universal-health-care-4156211]  [16:  Reid, T.R., “How we spend $3,400,000,000,000: Why more than half of America’s healthcare spending goes to five percent of patients,” The Atlantic, June 15, 2017.] 

Catastrophic diseases can be very common. Cancer is the largest category of healthcare spending on catastrophic disease in the US. Lung cancer, heart disease, and respiratory infections lead to costly hospitalizations. In the US most healthcare dollars are spent on a few patients. Five percent of the population use fifty percent of the dollars spent.[footnoteRef:17] Catastrophic care is heavily concentrated on the end of lifetime period. End of life care is commensurate with either insurance with a breadth of choices or wealth to pay out of pocket beyond covered life-prolonging techniques. The care is often not dependent on any type of quality of life or length of life analysis. Some people will go to great lengths for an extra month or two while arguably money may be better spent on someone whose life expectancy is much longer. When the money spent is not government money, there is freedom to choose to treat aggressively, especially if a doctor finds the treatment promising enough. It is possible within the US system to pay for a likely futile treatment because there is freedom to purchase any healthcare product. Doctors should adhere to ethical guidelines and their moral code should compel them to dissuade patients from futile treatments. [17:  Reid, T.R., The Atlantic, June 15, 2017.
] 

In the treatment of rare cancer, developments in genetics and tumor analysis have led to the broader use of both new and existing medications. Research on rare cancers, which together comprise about half of cancer diagnoses, but individually do not top the rankings, leads to developments applicable to some of the most common cancers. Non-rare cancers are only breast, prostate, colorectal, lung, and melanoma. When rare cancers have a genetic component similar to a common cancer, then an existing medicine may be a match or a medicine developed for the rare cancer may be applicable to the more common ones. The genetic research on tumor samples is imperative to modern rare cancer care. The societal value of treating people with very rare cancers can have broad implications for those with the most common cancers, and can lead to innovative, less expensive, new uses of existing treatments and expansion of the use of drugs created for orphan diseases. In addition to the ethical rationale for providing treatment to those with catastrophic illnesses, encouraging care for complex rare diseases pushes the medical community to expand their knowledge with potential for exponentially beneficial outcomes. Wealthy countries with knowledge of the best quality treatment for catastrophic illnesses have no excuse to serve the poor a lower quality product.
 As a rare example that should not necessarily set a broad policy, we have a child who at age two had trilateral retinoblastoma[footnoteRef:18] with a four centimeter pineoblastoma. While the doctor said the chance of survival was in the “single digits” for trilateral retinoblastoma and no one ever had survived with a tumor larger than 1 ½ centimeters, we were given the option to treat or not. A surgeon felt confident he could attempt the tumor resection; the oncologist felt the protocol for other brain tumors was worth trying. Opting to treat with aggressive chemotherapy, additional intrathecal chemotherapy normally not offered for pineoblastoma, a stem cell transplant, and surgery led to the breakthrough that intrathecal chemotherapy may be a good option for more tumor types than previously known. Her survival also served as an example to others with tumors larger than 1 ½ centimeters that the cancer might be survivable as well as a good nudge to continue periodic MRIs in the early days of surviving bilateral retinoblastoma tumors. It would seem fair to have a system that can offer the same care to anyone in that extremely rare situation. On the other hand, she had two subsequent huge osteosarcomas that were costly to our insurer and to us. To us, having a child survive four different and extremely difficult cancers is well worth it; from a purely cost-benefit analysis some may question saving someone with an unpredictable cancer future. For all survivors, it is unknown who will get secondary tumors and how difficult or expensive they will be to solve. [18:  Defined as cancer caused by the RB1 mutation that occurred in both eyes and the brain.] 

“Justice should compel a system that solves the disparity in treatment available to the poor compared to the wealthy in the U.S. Life expectancy, infant mortality, and other markers of quality health are vastly different when the wealthy are compared to the poor.”[footnoteRef:19] Single-payer systems do not solve inequality and offer the best care to all. In the US, Medicaid has evened out certain access by the poor yet their statistics have not caught up; the WHO social determinants of health would improve lifestyle and dietary habits generating more benefits.[footnoteRef:20]  [19:  Zimmerman, Anne 2018 “Even libertarians get sick: A tax and a mandate do not belie freedom when patient autonomy is preserved.”]  [20:  Wilkinson and Marmot (ed.) “Social Determinants of Health: The Solid Facts.” 2003. World Health Organization.] 

Corporate profiting can be inappropriate but in liberal society, government can regulate industry but not usually eliminate it. Strict insurance company regulation requiring comprehensive coverage is within that purview. Ending private insurance conflicts with the truth: healthcare is a commodity, albeit a special one. The insurance products vary but they are part of a market and can be bought and sold. While negative rights (rights protecting from government interference) do not prevent regulation, they may be seen as preventing ending an industry. Unlike vaping and Juuling, there is no immediate danger that would call for a shutdown of the health insurance industry or its comprehensive care products.
iv. Addressing employer-based healthcare insurance’s challenges
Employer based insurance can make people stay in their current job for simplicity. Job-lock is a downside of employer-based insurance models but there are solutions short of switching to a single-payer plan. For many, it is not a problem because people would be offered comparable benefits or better to switch. For those without the bargaining power or those whose skills are more interchangeable, some argue jobs are kept longer for the sake of the benefits. Job-lock becomes more realistic as benefits are broadened making a dedicated longtime employee less likely to leave, the very purpose of offering good benefits. Employee loyalty counterbalances job-lock. It improves output, but can stifle someone wanting to change. Single-payer plans are not the only way to alleviate job-lock. For entrepreneurs who leave traditional jobs to pursue new ideas, the individual ACA markets allow insurance purchases. Encouraging more employers to cover health insurance would also free up job seekers. Some job-lock would still exist because of non-health-related benefits (people won’t leave unvested stock options). When studies on job-lock found that those without benefits switch jobs more, they confirmed those without benefits also tend to earn less in total. Benefits packages remain a bargaining tool used to attract employees and are part of the job changing equation. Job-lock did encourage the least healthy employees to stay the longest possibly burdening the employer. The ACA solved that by preexisting conditions rules making it easier for the employee to switch jobs to one with a different insurance plan or purchase on the individual marketplace. 
Some corporations avoid employer-based insurance by skirting the rules. To avoid meeting the threshold for required insurance, corporations label workers independent contractors or hire many part-time workers avoiding full-time benefits. If forced to recognize they are employees, or if a category of work were created that recognized the value of independent contractors to corporations, corporations could be made responsible for healthcare insurance. Uber drivers have a hard time affording insurance but they comprise a large group with a randomly mixed risk pool. There are 750,000 Uber drivers in the US. Uber hired Stride, a health insurance broker, to help them navigate the ACA marketplace. Uber’s top five employees were paid $143 million in 2018 and the corporation is valued at $46 billion, a recent downward trend but still a very high market cap. There is no infrastructure to pool earnings to leverage purchasing power for health insurance. Corporate laws could force companies to recognize some gig economy workers as employees and provide properly. When there are more than 50 full-time independent contractors and they are the bread and butter of the corporation, a matching fund or employer-based healthcare insurance scheme should be required as if they were employees. Uber and Postmates are suing California to avoid treating drivers as employees as mandated under the state’s new “gig law.”[footnoteRef:21] [21:  Olson v. California, US District Court, Central District of California, Western Division, pleadings filed December 30, 2019 allege constitutional challenges to Assembly Bill 5 and seek injunction to stop the law which went into effect January 1, 2020. The law uses a three-pronged test: a worker is an employee unless the employer can demonstrate the worker is free of control by the company, the work performed is not central to the business, and the worker has an independent business in the same industry as the work performed.] 

b. The political climate
i. The legal status of the ACA’s mandate
The mandate has become the political tool of the conservative movement to disband the ACA. Without any mandate, to the purchaser, health is the impetus to buy insurance. The ultimate goal of the system is health, arguably measured as the best health outcomes for the most people relying on objective criteria like vital statistics.[footnoteRef:22] Access to healthcare can contribute to health outcomes for some but is not necessarily the most influential factor in disease prevention and health maintenance. The correlation between good healthcare and good health is multifactorial: those with a healthy lifestyle tend to have access to regular check-ups and can treat small health issues before they are compounded by time; many of those without access to regular care encounter health problems due to food, environment, and lifestyle. There is a loose correlation (some argue a strong one while evidence is sketchy) but viewing healthcare as a means to prevent an outsized economic repercussion of sickness is more realistic than viewing access to healthcare as necessary to good health or as a way to achieve good health. When viewed as a product used to prevent future economic losses, purchasing insurance becomes a less emotionally charged decision. Yet, to some purchasers, healthcare is an emotionally charged topic. Preexisting conditions are a generic term and may indicate personal pain and suffering. Universal healthcare rests on appealing to both: the chance of catastrophic economic loss and the ability to treat to resolve sickness, pain, and suffering. The mandate properly ignored the myriad reasons purchasers want coverage by simply requiring the purchase, saving insurance companies some marketing tasks.  [22:  PERI paper refers to “decent” care…that is kind of alarming. Can’t we do better than decent? Pollin, Robert, et al., “Economic Analysis of Medicare for All,” Political Economy Research Institute (PERI) University of Massachusetts, Amherst, November, 2018. https://www.peri.umass.edu/publication/item/1127-economic-analysis-of-medicare-for-all (abstract with link to PDF) ] 

It is difficult to mandate insurance when deductibles are so high that having insurance can seem useless: the insured cannot afford to go to the doctor anyway. Making it affordable means capping deductibles and premiums based on income in the individual markets as well as in employer-based plans. Using taxes to subsidize would be better than using taxes to pay for the entire plan. Like any other consumer market, the goods and services sold must do what they are meant to do. Any consumer protection bureau would acknowledge that a plan with too high a deductible or co-pay or one that does not cover enough care should not be on the market at all. The ACA merely shored up consumer protections that had been unenforced. The mandate was arguably a gift to the insurance industry, government-ensured customers in exchange for affordable products that do what they purport to do: cover care. The ACA regulated insurance companies to forbid them from doing something they never should have been allowed to do: sell skeleton plans with high cost-sharing. The reward of a mandate, a boon to them, was meant to be a fair exchange for ending inappropriate behavior like excluding those with preexisting conditions.  
The mandate is principled and should be clearly constitutional despite judicial wrangling. Requiring a simple purchase of insurance is not so different from the many other purchases required by law. Families that can afford it are not permitted to opt out of purchasing food and clothing for their children, or education if they opt out of public school. When discussing the coerciveness of the mandate, the Supreme Court and the Fifth Circuit referred to its ability to snowball into future specific requirements, one justice even suggesting the purchase of healthy food could become a frightening requirement through a coercive act of Congress. The blanket insurance purchase is more like the clearly existing requirement of providing food for children. 
The Supreme Court in National Federation of Independent Business v Sebellius[footnoteRef:23](NFIB) saved yet undermined the mandate by allowing it only under congressional taxing authority. When the tax penalty was repealed, a Texas District Court, in Texas v. US, struck down the mandate as outside the scope of congressional power absent the actual tax trying to use the mandate to sink the entire ACA.[footnoteRef:24] The Circuit court applied NFIB which was a complicated case with unlikely coalitions of justices partially agreeing with each other holding a toothless rather than coercive mandate would be permissible and a tax penalty would be the appropriate congressional power for it. In a glaringly odd aftermath of NFIB, the Fifth Circuit agreed with the Texas District Court that the mandate is unconstitutional absent the actual tax penalty. The NFIB case was poorly reasoned: the Court left future courts with too much leeway to limit Congress. Reinstating the tax penalty would validate the mandate, making moot the crux of the argument central to Texas v. US.  [23:  National Federation of Independent Business v. Sebelius 567 US 519 (2012)]  [24:  Texas v. United States, 340 F. Supp. 3d 579 (N.D. Texas 2018)] 

The Fifth Circuit Court of Appeals in Texas v. US added to a charged political climate by harnessing NFIB to the extreme: now absent a tax, there can be no mandate.[footnoteRef:25] Logically, this does not follow. The Supreme Court should see the case again, and rule just on the taxation power of Congress and straighten out the mess. The dissenting judge, Judge King of the Fifth Circuit Court of Appeals, had the more well-reasoned argument. Plenty of taxes are sometimes in place and sometimes not. Courts do not have the power to rewrite legislation merely because a tax is repealed.  [25:  (5th Cir Dec 18 2019) https://www.ca5.uscourts.gov/opinions/pub/19/19-10011-CV0.pdf] 

NFIB rests on a narrow line that refutes all reason: the idea that a mandate is constitutional only because of the very fact that it is not required. Judge King does address the lawful choice that is the backbone of the mandate: buy insurance or pay a penalty. The conservative Fifth Circuit decision seems clearly partisan fueling opposition to the ACA by giving its opponents legitimacy and doing so at a time when those enrolled on marketplaces are relatively satisfied;[footnoteRef:26] others are benefiting from the legislation’s effects on employer-based insurance, parental purchases of coverage for grown children, and the Medicaid expansions. While they would argue the merits were constitutionally argued (and a statute’s popularity is irrelevant), the application of the constitution conflicts with that of the Supreme Court perpetuating an even more conservative viewpoint.[footnoteRef:27] [26:  In “Rise of the Know-Nothing Judge” Nicholas Bagley argues the partisan judges are activists ignoring congress by concocting arguments at odds with the legislative history and context. False appeals to strict wording lead them to disparate arguments. Congress did repeal the tax knowing the rest of the ACA would remain intact. Bagley, Nicholas, “The Rise of the Know-Nothing Judge,” The Atlantic, July 15, 2019. In December, by remanding the issue of whether the mandate is severable or whether a lack of mandate must take down other aspects or even the entire ACA, the Fifth Circuit ignored congressional recognition that the “shall” language of the mandate was not coercive and was declared constitutional already by the Supreme Court. ]  [27:  Rather than continuing with the idea that without a tax the mandate is toothless (a conservative success to many), the plaintiffs in Texas v. US changed their already public pronouncements to now say without the tax the mandate is a constitutional violation because it is even more coercive and not in keeping with an enumerated congressional power.] 

One easy move would save the ACA. Reinstating the tax penalty for being uninsured and making it higher so that it is close to the price of the most affordable plan (or the price of the most affordable plan less the county’s average subsidy) would spark more participation in the absence of the official mandate. Reinstating the ACA taxes, significantly raising regular income tax by instituting a new tax bracket with a new highest marginal tax rate, and increasing capital gains tax could allow increased generous subsidies. The US must increase subsidies so there is no gap in income level above which one cannot qualify for a subsidy yet cannot afford a plan. In the current political climate, reinstating the tax is unlikely.
Can the ACA work without the mandate? More than a suggestion but less than the coercive name implies, the mandate itself is not really a mandate. If it were repealed altogether, incentives to purchase insurance would remain in place as would all of the provisions of the ACA that benefit so many people like the Medicaid expansions, rules governing preexisting conditions, broad coverage, and the ability to purchase insurance for adult children up to age 26. The real threat currently is the possibility that when the Texas District Court reviews the severability of the mandate from the rest of the ACA, it might declare the mandate inseverable from key requirements of the ACA eliminating them as well. On appeal, the Fifth Circuit court did not rule on the issue of whether the mandate was definitely severable from other provisions of the ACA but asked the District Court to explain any provisions that would be inseverable opening up the possibility that the District Court will strike down crucial aspects of the ACA. The case could be declared moot two ways: eliminating the already non-coercive mandate or reinstate a tax penalty. Eliminating the mandate would not compel those insured to drop their insurance although the number of insured did drop with the weakening of the ACA. States with a solid Medicaid infrastructure and with relatively higher taxable incomes are doing well with the ACA. New York’s uninsured rate is only 5 percent while Texas and Florida have very high rates of uninsured. States vary extremely and in correlation with their policy personalities. States considered liberal have found ways to insure more of the population (and pay more to do so) while states both leaning conservative and refusing the Medicaid expansions face more obstacles to cover their populations.[footnoteRef:28]   [28:  For an overview of the uninsured by state, see https://wallethub.com/edu/uninsured-rates-by-state/4800/ ] 

Most voters have come around to the ACA, and especially to provisions protecting those with preexisting conditions. The political climate should support steps to expand and reinforce the ACA incrementally.[footnoteRef:29] A single-payer system would seem to offend many more people if a mandate is not even tolerated.[footnoteRef:30] On a spectrum of laissez-faire government to extremely intrusive government, healthcare mandates fall in the middle. Countries that highly favor economic freedoms tolerate mandates and tend not to consider changing to single-payer systems. Some will argue government involvement will be inefficient and allow government into personal health decisions. The degree of acceptance of the ACA indicates a path to universal coverage not a platform to argue there is so much acceptance of government involvement in healthcare that the timing is right for a single-payer plan. [29:  In New Hampshire in July, Michael Lighty of the Sanders Institute “tells the audience that this group of people can make Medicare for All an issue in the presidential primary.” The debate over whether the politicians can bring the issue to the forefront versus the grassroots idea that voters will rally around politicians who bring issues they want to the forefront is unresolved. Savvy politicians can direct voters’ thinking. Healthcare as a top issue in Democratic polling might be a result of political strategies; it is circular to then take polling as an implication that politicians should address healthcare as the most important issue. Healthcare debates leave Democrats vulnerable. Staub, Kathy, “On reforming healthcare, the question should be ‘how can we afford not to?’” manchesterinklink.com, July 15, 2019.]  [30:  Oberlander, Jonathan, “The virtues and vices of single-payer healthcare,” New England Journal of Medicine 374; 15 April 14, 2016 p 1401 p1403 asserting “single payer has no realistic path to enactment in the foreseeable future.”] 

ii. Moderate politics and swing states
Emphasizing free markets, competition, and fairness might attract some crossover voters necessary because majorities are not enough in the U.S. electoral college and Senate. Republican governors who accepted the Medicaid expansion tend to be happier with the ACA overall signaling a slight chance at some bipartisan centrist agreement. In the polarized political climate, an incremental approach is the preferred option, bringing together those closest to agreeing and building consensus around the underlying theory that all should have access to care. Single-payer plans are demonstrably more divisive in the political climate.[footnoteRef:31]  [31:  Polls measuring enthusiasm correctly predicted the 2016 presidential election results.] 

Polling universal healthcare demonstrates mixed results depending on how the question is phrased. Support for a single-payer system diminishes greatly when downsides are mentioned: tax increases and wait times sink the support. The popularity further decreases when it is pointed out that people will have to relinquish private insurance.[footnoteRef:32] While polling is not a perfect indicator of political support especially for complex policy, those claiming a huge majority of the general public want single-payer system are not supported by evidence. Kaiser specifically notes a disconnect: many people think they would keep their insurer under a single-payer plan. An educated electorate is undermined by terminology like “Medicare for all” that some use to describe a public option while others use it to describe a single-payer. Terms like public option and single-payer need definition. Polls must emphasize a loss of private insurance to be certain people know exactly what they are supporting.[footnoteRef:33] [32:  Kaiser, NBC Wall / Street Journal, and Fox polls gave disparate results finding 51, 41, and 46 percent support single-payer respectively Polls from the week of October 15, 2019]  [33:  https://www.kff.org/slideshow/public-opinion-on-single-payer-national-health-plans-and-expanding-access-to-medicare-coverage/ Single-payer looks popular until tax increases or elimination of private insurance are truly appreciated.] 

In the US political system, the voters that matter the most are in a handful of swing states. Campaigns need to analyze whether additional votes can come from centrist crossover voters who might be averse to a single-payer plan but favor incremental change or from far left outliers for whom single-payer healthcare generates more enthusiasm than previous Democratic candidate’s policies. If the latter are already steady Democratic voters and their enthusiasm is fully saturated, then the appeal to the centrist may be the winning position. The Midwest is known for centrist voting.
Campaigns that focus on pitting the very rich against everyone else run the risk of alienating more people. The wealthy have an outsized ability to run advertisements, to lobby, and to influence. Positive messages to bring people together noting that almost all will need healthcare in their lifetimes would be a welcome message.  Those espousing improving our piecemeal plan folding in the interests of the uninsured, the underinsured, and those happily privately insured may prove more popular among voters. The Sanders and Warren political gamble, that the votes of the top one or .1 percent do not matter when policies cater to the other 99 percent are not sound. Analysis of voters found that people who are suspicious of certain professionals have no problem with a tax code that excessively favors the very wealthy. [footnoteRef:34] Instead of trying to convey economic common ground, addressing fairness as crossover or centrist voters see it might garner more support. While some see fairness as a baseline of things everyone should have to create equal opportunity, many see fairness only as rewarding hard work.  [34: Williams, Joan C. , “What so many people don’t get about the US working class,” Harvard Business Review, November 10, 2016. https://hbr.org/2016/11/what-so-many-people-dont-get-about-the-u-s-working-class. ] 

Not all voters are economic voters. Single issue voters like those against abortion would not be wooed to a Democratic candidate regardless of their views on healthcare. The favorability of compassionate programs within capitalism has waxed and waned throughout history. FDR style reforms are much needed now; many favoring small government as a priority would benefit from more generous social policies. Moderate voters will be needed in full force in somewhat conservative swing states. While a single-payer plan may garner huge support in California or New York and in coastal cities everywhere, five swing states do not lean so left. A centrist approach to healthcare might appeal to the very few voters whose votes determine presidential elections.
Michigan, Wisconsin, Pennsylvania, Florida, Arizona, North Carolina are arguably the 2020 swing states. The Midwest is well-known for moderate somewhat centrist underlying values and policy choices among both Democrats and Republicans. Democratic candidates tend to be less adept at relating to voters’ dedication to loyalty, patriotism, and order and to their views about achieving fairness by rewarding hard work rather than striving for equal outcomes as fairness. Discussing meritocracy in centrist terms would help. Being viewed as handing out healthcare to all counters the prevailing views of work and reward. 
The ACA was arguably centrist or even what used to be Republican (in the pre-Trump era) and harnessed market forces.[footnoteRef:35] In a country where an elite has plenty of money to pay for their own healthcare (whether through insurance or directly to the provider), and to subsidize others through taxes, they should be expected to do so. Really, the ACA was undermined in its legislative process and then in its execution. In its polished and best form, and with the full weight of supportive taxes, it has not been tried.  [35:  Oberlander, The Political Life of Medicare, p 175, University of Chicago Press (2003). 1997 the Balanced Budget Act did open up competition and market influence long sought by conservative congress people.
] 

One notable difference in a single-payer plan would be abandoning a system where money put in by all is paid out once people age into Medicare. Present taxes lead to a future benefit for oneself (really, they finance a current benefit for someone else). There would be no pay-it-forward aspect once everyone has Medicare. While financing a single-payer system through taxes paid by the very wealthy is possible, the overall feeling will be much more like wealth redistribution: the wealthy will pay to cover the poor and themselves at one time, no paying it forward. It is clearly an appropriate use of tax revenue, but the divergence from the sense that all pay in relatively equally, and all receive benefits later might be one more reason for political angst. Operating alongside social security for so many years, Medicare’s popularity stems partly from its equitable framework. There is a philosophical difference: supporters of a single-payer system without cost sharing must favor wealth redistribution while supporters of the current Medicare believe in everyone paying their fair share for their future selves. 
Wealth redistribution can be ancillary to a policy’s primary purpose, here providing healthcare. Income inequality in the US has changed the voting base and squeezed the middle class. Using healthcare as a way to redistribute can be helpful in leveling the playing field, allowing people equal opportunity to maintain their savings throughout catastrophic or chronic illness. Years of huge tax cuts skew small tax increases making them look proportionally bigger causing opposition. Income taxes may never be enough to counter income inequality.[footnoteRef:36] Some polling shows overwhelming support for wealth taxes especially on the very wealthy. Yet even the more common taxes like capital gains and inheritance, both very helpful to running a government and delivering social goods, face unusual opposition in Congress although they poll well. A political climate that recently could barely stand the ACA payroll tax hike of .9 % might not favor the taxes Bernie Sanders finds necessary or the detailed taxes Elizabeth Warren proposed. While it is high time to tax the wealthy more, polls about wealth taxes must be geographical by state to show the willingness of voters in swing states to support using wealth taxes for healthcare. In a single-payer system, costs, both obvious and covert, would be financed entirely by taxpayers, risking the ability to win voters’ support, especially the support of those who feel they would foot more of the bill.   [36:  Thomas Picketty, Capital in the Twenty-first Century, 2013 Belknap / Harvard press. Picketty highlights economic  tools to solve income inequality.] 

The U.S. system could replicate some qualities of the systems in the Netherlands, Switzerland, and Germany.[footnoteRef:37] Insurance company regulation should not be so frightening. To replicate the other systems, forbidding insurance companies to reap excessive profits from basic comprehensive care (by overcharging for it and by denying claims associated with it) leaves plenty of room for profits on all care beyond the basics. It is legitimate in free democracies like Switzerland to dictate where and how a company can profit, to create a thriving insurance market with requirements like those in the original ACA. By overcoming the obstacle of corporate lobbying, dark money in politics, a gerrymandered minority-viewpoint-favoring system, and the electoral college, the US can become more like those highly freedom-ranked countries (like Switzerland) all of which do have sensible regulations reflecting the will of the people. [37:  Doetinchem, Ole, Guy Carrin, and David Evans, “Thinking of introducing social health insurance?,” World Health Report (2010) Background paper, 26. Their analysis recommends SHI systems and explains how they work and have evolved. ] 

c. Economic arguments: cost containment within the current system
i. Efficiency, choice, and provider rates
One healthcare insurer for 340 million people might prove too immense for success. Some argue single-payer plans take advantage of economies of scale and negotiating power. Economies of scale in administration can be helpful but, like the electrical grid when everyone turns on their air-conditioning, too much unmet demand can crash systems. More customers are not necessarily a positive condition. Similarly, public schools where private options abound tend to compete and have fewer students per class. Overcrowded schools do not provide as high quality a product. What is good for ordering pens and pencils is not necessarily good for high quality teaching and outcomes. The US is the most populous OECD country. Most of the single-payer systems are in much smaller countries. Studies of the scaling up do not acknowledge the uncharted territory of a massive insurance system covering a very health-diverse population. Japan, the second most populous of the OECD has a much healthier population based on vital statistics and is not a good country for comparison of costs.
Healthcare should be used efficiently; reducing overuse would reduce costs. Single-payer systems have more overuse as healthcare is seen as free, a problem also caused by private insurance.[footnoteRef:38] The best solution would allow all to have access but encourage all to use (and to need) less healthcare. Yet early intervention is the key to prevention or nipping serious disease in the bud, fixing it before it is even more costly and catastrophic. There is still a need to move people who rely on emergency rooms for their only care onto health care plans that allow them to seek preventive care. Balanced use of healthcare might partially depend on shared costs and personal investment. [38:  The Urban Institute analysis compares 6 changes to the system and two single-payer plans, one of which is a lot like Elizabeth Warrens in it benefits and lack of cost sharing. Urban finds the single-payer without cost sharing to be the costliest plan. https://www.urban.org/sites/default/files/2019/10/15/from_incremental_to_comprehensive_health_insurance_reform-how_various_reform_options_compare_on_coverage_and_costs.pdf Urban Institute in its 2016 evaluation of a Bernie Sander’s Medicare-for-all plan predicted the largest increase in health expenditures, about $3 trillion per year. They assume providers would be paid slightly more than current Medicare rates and that spending on pharmaceuticals would decrease 20 percent. The Urban Institute estimated the Sanders plan would raise $15.3 trillion in tax revenue but would require $16.6 trillion more to meet the estimated federal expenditures.   
See Katz, Josh, et al., “Would Medicare for All’ save billions or cost billions? New York Times, April 10, 2019. https://www.nytimes.com/interactive/2019/04/10/upshot/medicare-for-all-bernie-sanders-cost-estimates.html for an interactive view of how federal expenditures would change under Medicare-for-all plans. 
Rand predicts a 1.8 percent total increase in expenditures based on the assumption that 50 percent of new demand will not be met due to supply constraints. (Without supply constraints they estimate a whopping 9.8 percent increase.) The shift toward the federal government would result in a 221 percent increase over current federal expenditures on healthcare. Rand assumes only an 11 percent savings on pharmaceuticals. Liu, Jody, Christine Eibner, “National health spending estimates under Medicare for all,” Rand, 2019. https://www.rand.org/pubs/research_reports/RR3106.html
PERI (Robert Pollin from Amherst) finds the most cost savings, estimating expenditures would be 2.93 trillion total health expenditures compared to actual 2017 expenditures of 3.24 trillion. They estimate an increase in demand (of 12 percent) that would be fully met yet assert it would be counteracted by a decrease of 19.2 percent primarily from administrative savings and lower pharmaceutical prices. PERI relies on Medicare payment rates yet they argue specialists will be able to bill more hours and that the Medicare rates are relatively high compared to other countries and compared to Medicaid rates. Specialists would likely oppose the notion of seeing more patients for less money per patient. PERI claims there are excess NPs and PAs already and that the increase in demand will be fully met. Pollin, Robert, et al., “Economic Analysis of Medicare for All,” Political Economy Research Institute (PERI) University of Massachusetts, Amherst, November, 2018. https://www.peri.umass.edu/publication/item/1127-economic-analysis-of-medicare-for-all (abstract with link to PDF) Gerald Friedman, also of Amherst, was widely criticized for exaggerating long-term macroeconomic speculation instead of viewing the economic benefit of increased spending through the lens of the multiplier used for just the short-term, essentially leading Friedman to an unprecedented rate of GNP growth. Mercatus (Blahous) assumed flat Medicare prices would be the rate paid to providers and that use would increase 11 percent. https://www.mercatus.org/publications/government-spending/costs-national-single-payer-healthcare-system While Rand estimated an even higher increase in demand, Mercatus assumes demand would be met as far as cost predictions but alludes in dicta to supply constraints that would arise. The Mercatus analysis sought to reflect the wording of a proposed bill that states Medicare rates would prevail. 
] 

The current piecemeal system has both for-profit and not-for-profit insurance companies. Within each, there are ways to give the consumers of care a stake, a vested interest, in the insurance side. For profit insurance can give policy holders a stake in the profit-sharing through stock ownership, rebates, and discounts and nonprofits can operate like a co-op distributing excess to the policy holders. Currently, profits go to shareholders, some already wealthy, some huge pension plans holding retirement money for the middle class. Incentives can be used to align the interests of healthcare consumers and insurance companies. Consumers of insurance are not incentivized to curb excess care; they are trying to get their money’s worth. If there were plans where people who do not use a certain amount of services can get a discount the next year on premiums, behaviors can change. Incentives to remain healthy can curb costs and better align interests. 
The current system gives doctors leeway to charge appropriately a market rate usually tagged to the Medicare designated rates and, in some cases, decided by insurance companies. Single-payer proponents argue Medicare or a small percentage above the Medicare rate should suffice. Rate reductions can alter the landscape of professional decision-making. If rates are cut and providers do not increase their patient workloads, their salaries will decrease. In a system that maintains autonomy and the sanctity of the doctor-patient relationship, fee-for-service can be improved upon with incentives to use a benchmark treatment when it makes sense; value-based models can be implemented so that the most effective procedures and medicines are routinely recommended eliminating pharmaceutical salespeople from pressuring doctors. Ezekiel Emanuel suggests a departure from fee-for-service as well as setting global targets.[footnoteRef:39] Cost savings need not result in lower pay for doctors. Varying assumptions like paying providers Medicare rates or some rate above current Medicare can lead to huge swings in estimated program expenditures. [footnoteRef:40] Unrealistic expectations of whether or at what price supply of health services can meet increased demand skew the results. In the long term, maybe doctors will be paid less and fewer will choose medical school as repaying student loans would become a challenge, further skewing accessibility. Like the NOAA hurricane cone, a wide range of potential costs has been presented. Like the strands of a hurricane predicting spaghetti graph, only one thin strand will represent the real costs.  [39:  Emanuel, Ezekiel, Neera Tanden, et al. “A Systemic Approach to Containing Health Care Spending.” New England Journal of Medicine, Sept 6, 2012.]  [40: The total cost of healthcare includes out of pocket costs in the forms of premiums, copayments, and deductibles; prices employers and employees pay for insurance; and, federal and state government expenditures including within Medicare, Medicaid, TriCare, IHS, and the VA. Federal expenditures are often the primary cost evaluated. Some argue costs would be offset by savings by state and local governments and households and businesses. Currently 45 percent of all bills are paid by private insurance and households. The shift to the federal government leaves us wondering how and where the tax burden will be distributed or whether a glut of debt will result. Under Elizabeth Warren’s plan, a package of corporate bills must succeed separately to garner the federal dollars necessary. Beyond all she finds in her bills (savings from pharmaceutical companies, antitrust enforcement, a shift from states to the federal government from the end of Medicaid and CHIP), she then is left with a need for the $20.5 trillion in new federal spending. If any one of her supplemental ideas are not enacted or fail to result in her savings estimates, then her federal government new spending would increase. Most other estimates of a single-payer system, while widely varying, expect on average $32 trillion in federal expenditures over ten years. Urban estimates $40 trillion if the system has no cost-sharing. The Warren plan is detailed here: https://medium.com/@teamwarren/my-first-term-plan-for-reducing-health-care-costs-in-america-and-transitioning-to-medicare-for-all-8d45dd993872 The money would come from a shift to the government by employers of money now spent on the purchase of private insurance, an Ultra-Millionaire Tax affecting those with a net worth of $50 million or more, and an increase in capital gains tax. She also cites other budget changes, reeling in military spending, enforcing antitrust laws and challenging hospital corporations’ monopoly behaviors, imposing a financial transactions tax, taxing corporate foreign earnings, changes in asset depreciation write-offs, and other financial industry specific ways to add revenue. Her potential bills also include prescription drug pricing tools to force industry to negotiate adding compulsory licensing and manufacturing if they refuse to price in accordance with the international market price.
Blumberg, Linda, et al., “From incremental to comprehensive health insurance reform: How Various Reform Options Compare on coverage and costs,” Urban Institute Oct. 2019.
https://www.urban.org/sites/default/files/2019/10/15/from_incremental_to_comprehensive_health_insurance_reform-how_various_reform_options_compare_on_coverage_and_costs.pdf Urban Institute’s October, 2019 estimate of 8 different changes to healthcare and their costs (whether savings or additional). ] 

ii. The pharmaceutical industry
The US pharmaceutical industry could use better regulation. Pharmaceutical companies benefit from largescale research grants that are taxpayer funded; they are given generous patent lengths; they benefit from Medicare’s inability to negotiate rates; they excessively advertise directly to consumers; and, they benefit from use of data purchased from data miners without patients’ knowledge. They abuse patent privileges by developing “me-too” drugs, revised versions usually that change delivery style (like altering insulin delivery device) or dose strength (like time-released vs. regular) of existing chemical compounds not meant to be protected by patents. Patents exist to spark true innovation. Overall, their costs do not reflect how subsidized they are. A single-payer plan might reduce drug spending anywhere from 31 percent (Gerald Friedman of U. Mass Amherst) to only 4 percent (Thorpe of Emory University) [footnoteRef:41]  but that savings does not require a single-payer plan. Pharmaceutical companies wield a great deal of corporate lobbying power and should be subject to antitrust and monopoly pricing scrutiny.[footnoteRef:42] There are current bills in Congress to require drug prices be within a range of the average price of the drug sold in the most expensive global markets. They are not expected to pass in the Senate.[footnoteRef:43] [41: Katz, Josh, Kevin Quealy, and Margot Sanger-Katz, “Would Medicare for all save billions or cost billions?” New York Times, October 16, 2019 evaluating The Urban Institute, Thorpe, Rand, Mercatus, and Friedman analyses.]  [42:  The Elizabeth Warren plan addresses some laws governing the pharmaceutical industry and especially their abuse of patents.]  [43:  The Lower Drug Costs Now Act would allow negotiations by Medicare with pharmaceutical companies and provides an international price index as a target ceiling for negotiations affecting those on Medicare and private insurance. It passed in the House. The House Republican Lower Costs, More Cures Act merely addresses Medicare Part B capping out-of-pocket costs but not restraining pharmaceutical pricing. The Bernie Sanders sponsored Prescription Drug Price Relief Act of 2019 is not expected to pass. The Grassley Prescription Drug Pricing Reduction Act has been introduced in the Senate, contains inflationary rebate provisions as well as caps on out-of-pocket spending but is much smaller in scope. CMS set forth the International Pricing Index Model for Medicare Part B indicating a blended average sales price as a maximum.] 

iii. Costs of movement toward a single-payer system and potential savings within the current system
Those in favor of a single-payer plan do not account for lost healthcare administration jobs in their analysis of costs. PERI alludes to lost healthcare jobs estimating that a “Just Transition” program would compensate healthcare workers according to the phase-in of the plan giving one year’s pay to displaced workers. The plan would include training and relocation as well. PERI would expect to finance the “Just Transition” using its estimated budget surplus.[footnoteRef:44] A Kaiser Health News report estimates two million jobs could be lost in a transition to a single-payer plan.[footnoteRef:45] The costs of the single-payer plans do not directly incorporate lost tax revenue from two million lost jobs or drain on government services. There is a personal cost of shutting down an industry with an uncertain future of work in the US. Arguably, many healthcare workers would lose jobs to technology anyway but forcing the industry shutdown earlier would propel unemployment; staving it off would be preferred. As an odd anomaly, when jobs reports are released and healthcare jobs increase, they are presented as a victory, an industry growing and providing jobs.[footnoteRef:46] Every administrative job lost represents a mitigating factor against the savings, a loss of income tax revenue, and a potential drain on public services. [44:  Pollin, Robert, et al., “Economic Analysis of Medicare for All,” Political Economy Research Institute (PERI) University of Massachusetts, Amherst, November, 2018. https://www.peri.umass.edu/publication/item/1127-economic-analysis-of-medicare-for-all]  [45: Rosenthal, Elizabeth, “Analysis: A Health Care Overhaul Could Kill 2 Million Jobs, And That’s OK,” Kaiser Health News, May 24, 2019. https://khn.org/news/analysis-a-health-care-overhaul-could-kill-2-million-jobs-and-thats-ok/]  [46:  Kaiser Health News also points out this hypocrisy. ] 

The obese population in the U.S. is larger than the entire population of many of the single-payer countries used as examples. In Canada and the UK, the adult obesity rates are 28.1 and 26.2 respectively; in the US it is 40 percent. In Germany, the Netherlands, and Switzerland, where there is buy in and cost sharing, obesity rates are 23.6, 13.6, and 10.3. Obesity is costly to the system and brings up two special issues. First, any responsibility to pay for healthcare might incentivize people to alter their lifestyle and decrease obesity. Second, obesity’s healthcare costs would make a single-payer system, and any system, more expensive per capita in the US than anywhere else.[footnoteRef:47] Spending a higher percentage of GDP on total healthcare costs, as we do now, is partly just a reflection of our population’s health diversity. Obesity would make a single payer system cost more per capita in the US. [47: “Obesity raised individual healthcare costs by $3429 in 2013 dollars.” Rising obesity rates are concurrent with rising healthcare rates. Higher BMIs are related to significantly higher medical costs, making it valuable to address the morbidly obese (Class II and III). Beiner, Adam, John Cawley, and Chad Meyerhoefer. “The Impact of Obesity on Medical Care Costs and Labor Market Outcomes in the US.” Clinical Chemistry. 64:1. 108-117 (2018). ] 

Within the piecemeal system, administrative costs can be controlled. Complex electronic medical records systems that remain incompatible with each other drive up administrative costs significantly. In various European countries, when fiber optics were installed in certain cities, the municipality owned the wiring and providers competed for use of it. EMR could work similarly with regulation rather than government ownership. Patients would be freer to take their data place to place without repeating diagnostic tests unnecessarily. Offices and hospitals would benefit as well. Emanuel recommends simplifying administrative costs within the current system[footnoteRef:48] by creating uniform electronic methods, integrating clinical and administrative functions, and generally integrating and sharing data between providers and insurers. Eliminating repeated paperwork could unleash huge savings. Emanuel estimates a $30 billion possible administrative savings without a single-payer system.  [48:  Emanuel, Ezekiel, Neera Tanden, et al. “A Systemic Approach to Containing Health Care Spending.” New England Journal of Medicine Sept 6, 2012.] 

Some argue administrative savings from single-payer system have been grossly overestimated, distorted by how costs are characterized.[footnoteRef:49] Some administrative costs are hidden and the expression of Medicare costs as a percentage of claims paid is disingenuous.[footnoteRef:50] If less costly patients like a very healthy 22 year old rack up the same administrative costs as the average elderly patient, that 2.3 percent would be much higher.[footnoteRef:51] “Undetected excess spending” in Medicare looks medical rather than administrative. In the private insurance system, some praise insurance companies’ administrative spending to “diligently” decrease fraud[footnoteRef:52]  while others see that as resisting paying claims. There is enough disparity in administrative savings estimates that Democratic candidates should not make them the backbone of a pro-single-payer argument. Emanuel’s recommendations recognize that any opportunity to decrease costs without sacrificing quality is welcome. The best analysis should compare a streamlined and improved ACA style piecemeal system to single-payer proposals. There is overwhelming consensus that current costs include waste and must be reduced.[footnoteRef:53]  [49:  The complaint is that if a Medicare patient costs $500 in administrative costs per $5000 spent, compared to $500 for $2500 for a privately insured patient, Medicare looks cheap when all totaled, it is more. Those seeing Medicare as more efficient would cite it is a lower administrative fee with more going to actual patient care. It seems this complaint hinges on a point of view: is paying less in administration a good trade-off for possibly paying more for patient care?]  [50:  Diamond, Michael, “Con: Single-Payer Healthcare-why it is not the best option,” Am J Resp Crit Care Med, Vol 180 p. 922 (2009).]  [51:  Gary Galles of Foundation for Economic Education argues, similarly to Blahous of Mercatus, that Medicare has hidden costs: the IRS collects taxes, the Social Security administration collects the premiums, and even Health and Human Services covers “accounting . . . and marketing.” Galles criticizes candidates who ignore governmental administrative costs but beef up the administrative costs of private insurers by including taxes paid on premiums, on-call nurse consultations, disease management teams, and attention to eliminating fraud and excessive spending. Galles, Gary. “6 Questions for those claiming Medicare for all will lower administrative costs.” Galles, Gary, “6 Questions for those claiming medicare for all will lower administrative costs,” Foundation for Economic Education. April 21, 2019. https://fee.org/articles/6-questions-for-those-claiming-medicare-for-all-will-lower-administrative-costs/ FEE is a libertarian and right-leaning organization.]  [52:  Galles, Gary, praising aggressive fraud detection. ]  [53: For example of the preference for money spent on care rather than administration, see Blumberg, Linda and John Holahan, “The Pros and Cons of single payer health plans,” Urban Institute, March, 2019. https://www.urban.org/sites/default/files/publication/99918/pros_and_cons_of_a_single-payer_plan.pdf
The authors primarily compare a single-payer system to the current system absent any improvements.] 

Any single-payer plan that does increase middle class taxes might strain the economy and not prove revenue positive. Bernie Sanders argues those people paying more in taxes will be thrilled with their healthcare coverage and will see a savings compared to what they pay their private insurer now. Yet, if they have employer-based insurance and they do not receive a cash raise comparable to the employer’s portion of premiums, they may find a tax increase is not so exciting and happy.[footnoteRef:54] The very best economic policy keeps the most money possible in the hands of the poor and the middle who spend a disproportionate amount of their total income pouring money into the bottom-up economy.[footnoteRef:55]  [54:  If they do not access doctors often but they do pay taxes, there is no benefit other than the peace of mind should catastrophic care ever be needed.]  [55:  Supply-side economics has been debunked and its ill-effects can be felt. It is clearly established among economists and obvious to observers of the economy that supply-side economics does not help the bottom quintile and instead created huge debt and deficits. Tax cuts should be used to stimulate demand; they tend not to incentivize the very wealthy to earn more, hire more, invest in more active ways, or spend more. ] 

d. The way forward
Incremental changes to the ACA that foster competition among insurers and increase availability of subsidies would lead to the best quality healthcare for all. Provider income would not change allowing a robust incentive to become a care provider, sparking innovation and furthering the scientific exploration currently enjoyed. Congress should reinstate a tax penalty for remaining uninsured, regulate pharmaceutical, insurance, and hospital corporations more, and encourage innovative people to become doctors and researchers, the backbone of our state-of-the-art medical care system. 
A public option that is slowly added would help. There is disparity between those pushing to ensure Medicare remains solvent by pushing the age requirement up and those wanting to expand it by decreasing the age requirement. The ACA’s state-based mechanisms highlighted failures in some counties that can be fixed. While many argue a public option would be too good and would undercut insurance pricing attracting many purchasers, and others argue it would attract a less healthy population[footnoteRef:56], it might be commensurate with private and non-profit policies and simply offer another choice, much needed in underserved counties. Medicare Advantage would be the best public option so that those wanting to pay less for managed care can do so driving down the prices of private insurance.[footnoteRef:57] [56:  John Day opposes a public option asserting it would leave private health insurers to have only the healthiest policyholders driving profits higher while those seeking the public option would be less healthy, a problem the ACA addresses with its preexisting conditions requirements. He notes the inherent unfairness if taxpayers must cover the sickest while insurance companies profit from a healthy enrollee population yet in a single-payer system, the taxpayers would cover and insure the least healthy as well. Day, John, “Pro: Single-Payer Health Care,” Am J Resp Crit Care Med, Vol. 180, 920-922, 2009.]  [57:  Expanded Medicare Advantage could be similar to a well-regulated insurance program with competition among plans. Polling shows those on Medicare Advantage plans are more satisfied than those on regular Medicare. Medicare Advantage plans pay providers more than Medicare although plans tend not to overuse hospitals and diagnostic technology since oversight is built-in. About one third of people on Medicare use Medicare Advantage. Medicare Advantage is more cost efficient than regular Medicare due to its PPO (preferred providers) and network arrangements. (It was originally meant to open up Medicare to HMOs). Medicare Advantage plans have more tools to encourage patients to use tests, procedures, and providers that are a better value. Medicare pays the Medicare Advantage plan a lump sum per capita and the insurer goes about offering plans (with deductibles, copayments, and premiums) that will best save them money. There is incentive to provide the best plan for the least. The Manhattan Institute, a somewhat conservative think tank, seems to favor Medicare Advantage because it is a route to limiting spending that is politically favorable. The Manhattan Institute paper seems aimed at promoting cost savings within the current framework yet it favors insurance company power over medical decisions. Pope, Chris, “Enhancing Medicare Advantage,” The Manhattan Institute, https://media4.manhattan-institute.org/sites/default/files/R-CP-0219.pdf  The Commonwealth Fund analyzed the results of having so many Medicare enrollees in private insurance https://www.commonwealthfund.org/publications/issue-briefs/2017/dec/evolution-private-plans-medicare suggesting that efforts to ensure quality care continue within those private plans.] 

The current piecemeal system has a strong infrastructure of private insurers.[footnoteRef:58] The Switzerland and the Netherlands concepts to replicate include a basic statutory mandated universal care. The ACA, if not undermined, would ensure comprehensive care. While it is difficult to draw the line at what to include especially in areas like in vitro fertilization or aggressive palliative care, and the government is not be in the best position to decide who needs what care, a minimum coverage floor under which insurance is an ineffective product can be established. [58:  Think tanks have offered changes that reflect keeping insurance companies whether expanding Medicare Advantage, or new ideas like the Center for American Progress Medicare Extra for All, and the Urban Institute Healthy America Program, or just tweaking the current system like Emanuel suggests.] 

The ACA did not clearly regulate how companies internally deal with claims. Unless a provider has behaved fraudulently, insurance companies must pay all claims covered in the contract. The behemoth internal claims structures designed to deny first and pay only after a fight must be abandoned for a system where claims are paid immediately ensuring providers receive reimbursement for services provided or purchasers of insurance receive timely compensation for any services for which they paid the provider directly. The share prices that are driven up simply by denial of claims should be fueled by innovation and negotiating with providers and pharmaceutical companies, things typically rewarded in business. Regulation clarifying and systemically penalizing inappropriate behavior is warranted. The justice department could weigh in and move claims appeals into the court systems eliminating the system of independent reviewers who likely side with industry. A fair appeals process should involve a court or a completely neutral arbitration if neutrality is convincing. HHS and “independent reviewers” govern most appeals currently, but HHS is headed by a former pharmaceutical president. A penalty for denying claims without a legitimate reason might reel in over-denial. 
IV. Conclusion
The very best way to decrease actual healthcare costs may be inherent in other social policies. A healthy population will generate fewer healthcare costs. Private insurers and Medicare Advantage tackle that problem with incentives to remain healthy, money to join gyms, and discounts for healthy behaviors like forgoing smoking. Public policies supporting subsidies to grow our least healthy food ingredients, making it difficult to buy fresh food in certain neighborhoods, a failure to treat drug addiction early, and poor water and air quality as environmental regulations are repealed contribute to poor health. The WHO social determinants of health would combine with universal healthcare to improve people’s lives and keep costs down.[footnoteRef:59]  [59:  Wilkinson and Marmot (ed.) “Social Determinants of Health: The Solid Facts.” 2003. World Health Organization.] 

The ethical goal of insuring all and providing access to the very best healthcare must adhere to the ethos of our country and be feasible within the political climate. Taxes and mandates are in keeping with deeply-rooted values like self-directedness and choice. The employer-based model should be expanded to cover independent contractors who work full-time for large companies. Medicaid and subsidies should be expanded to cover more people. An effort to bring in moderate voters who appreciate government’s regulatory check on corporate power might depolarize the electorate. It was not many years ago that market forces in healthcare were seen as a moderate approach, embraced by both parties. Now, those market forces plus shoring up subsidies and reaching universal care levels present the most politically feasible solution. Beside presenting a risky political strategy, putting an entire population on one single-payer system would likely overburden providers, stifle innovative solutions, and do little to improve health outcomes. In an unhealthy country, a goal of the best possible health should not be overlooked in the quagmire of how to pay for care. 
2

