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	 President Johnson’s Medicare and 
Medicaid legislation was a compromise 
from his goal of a federal universal 
healthcare program. President Nixon’s 
employer-mandated insurance, and 
single-payer proposals by Senator Ted 
Kennedy and President Clinton gained 
no traction.
	 In 1997, the federal government 
began expanding its role in healthcare 
coverage with the State Children’s 
Health Insurance Program. In 2003, 
Medicare Part D created a prescription 
drug benefit. In 2010, the ACA provid-
ed strict rules for insurers, mandated 
minimum “essential” benefits, expand-

ed eligibility for Medicaid, and offered 
subsidies for insurance premiums.
	 The latest federal single-payer pro-
posal, the Expanded and Improved 
Medicare for All Act, mirrors the Cal-
ifornia bill’s coverage.5 The program 
would be financed by current reve-
nues and funds directed toward ex-
isting government health programs. 
Significantly, the bill provides for two 
payroll tax increases, a new tax on un-
earned income, and a new tax on stock 
and bond transactions. The bill also 
mandates a national electronic medical 
record (EMR) system. This generous 
program goes well beyond Medicare’s 
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	 Editor’s Note: The Forum is an oc-
casional PM feature that provides podi-
atrists with the opportunity to offer their 
personal perspectives on topics of in-
terest to the profession. Readers should 
be aware that our publication does not 
endorse particular products or technol-
ogies. The opinions herein are the au-
thor’s, and not necessarily those of PM.

The California Senate’s uni-
partisan passing of a sweep-
ing single-payer healthcare 
bill in June 2017 brought 
attention to the idea of a 

national single-payer system as an an-
tidote to the ailing Affordable Care Act 
(ACA). The Healthy California Act cre-
ates a government-run program that 
replaces all Californians’ existing in-
surance plans.1 All persons in the state 
would be covered for “medically ap-
propriate” services with no premiums, 
co-payments, deductibles, or other cost 
sharing. Insurers are only allowed to 
offer coverage for services that are not 
covered by the state. In the face of re-
cord high healthcare costs, the bill has 
a glaring (or politically shrewd) omis-
sion: a funding mechanism.

National Health Expenditures
	 In 1945, President Truman lament-
ed that all health services “absorb only 
about 4 percent of the national income” 
and he wanted to spend more.2 Now 

we are struggling to rein in costs that 
constitute 17.8% of the GDP of the 
United States. In 2015, U.S. national 
healthcare expenditures in private and 
public health insurance, hospital care, 
physician and clinical services, and pre-
scription drugs increased to $3.2 tril-
lion, or $9990 per person.3

	 In the uphill battle to contain 
healthcare costs and increase access, 
Americans historically have not em-
braced single-payer as the solution.

Single-Payer in America
	 Over 80 years ago, President Frank-
lin Roosevelt proposed national health 

insurance as part of his 1935 Social 
Security legislation. However, political 
opposition led him to drop the idea, 
fearing its inclusion would hinder the 
passage of the Old-Age and Survivors 
Insurance and Federal Disability In-
surance (OASDI/Social Security) bill.4 
The 1943 Wagner-Murray-Dingell sin-
gle-payer legislation was modeled after 
Social Security, with employers and 
employees contributing to a national 
health fund. In 1945, President Truman 
called for a national health insurance 
program where people could still use 
medical services “outside the health 
insurance system” and physicians were 
free to “accept or reject” patients.2
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private insurance often do not cover 
such uses.18,19

	 Overemphasis on price controls 
and central planning could lead to 
decreased quality, so that physicians 
would be paid only for robotically fol-
lowing treatment guidelines rather than 
providing individualized care. More-
over, there could be more instances of 
sicker patients losing their fee-for-ser-
vice physician and being involuntarily 
placed into capitated managed care.20

	 As the Social Security trustees con-
cluded, maintaining solvency of the 
OASDI program will require some 
combination of increased revenue or 
reduced benefits.9 The same formula 
would apply to government financed 
health benefits.

The Two-Tiered System May 
Worsen
	 Our current healthcare system is 
criticized for favoring the well-heeled. 
Some posit that a single-payer system 
provides equal access to all. However, 
most countries that have single-payer 
systems (e.g., Canada, France, Great 
Britain, Singapore) have two tiers of 
healthcare. This means the govern-
ment-provided healthcare system 
covers basic care (as defined by the 
government), and a secondary tier of 
care exists for those who can pay for 
additional benefits, better quality, or 
improved accessibility—whether more 
providers or faster appointments.

Single-Payer Ignores What 
Consumers and Patients Want
	 The political call for single-payer 
ignores what voters and patients re-
ally want. A 2016 Associated Press 
poll found that 39% of those polled 
liked “Medicare for all” (versus 33% 
opposed). Nearly half changed their 
minds when asked whether they would 
be willing to either pay higher taxes or 
give up their own employer-sponsored 
plans for a government-run insurance 
plan.21 Even a majority of California res-
idents polled were in favor of universal 
government-run healthcare—as long as 

benefits, which consume 15% of the 
federal budget.6

Medicare Is Not Free
	 Discussions about “Medicare for 
all” must acknowledge that Medicare 
has costs to the enrollee. For an average 
annual benefit per enrollee of $12,559, 
the government collects 2.9% payroll 
tax divided equally between employ-
ee and employer and a 0.9% surtax 
on earned income over $200,000.7 The 
premium for Medicare Part A (hospital) 
is $413 per month, but is “free” for en-
rollees who have paid into the system 
for at least 10 years. All enrollees are 
responsible for a $1316 hospital deduct-
ible, a $329 daily copay after 60 days, 
and $658 after 90 days. Skilled nursing 
has a $164.50 daily copay after 20 days 
and no benefits after 100 days. There 
are no out-of-pocket limits.
	 Fourteen percent of financing for 
Part B physician and other outpa-
tient clinical services comes from a 
means-tested monthly premium rang-
ing from $134 to $428. Enrollees are 
responsible for an annual $183 deduct-
ible and a 20% copay for services. The 
Part D prescription drug program has a 
$400 deductible and 25% copay up to 
$3,700.8

	 To help defray these costs, 54% 
of beneficiaries purchase either Me-
di-gap supplemental insurance policies 
or Medicare Advantage (managed care) 
plans for about $2000 to $4000 per 
year. Medicaid covers cost-sharing for 
20% of beneficiaries.7

	 “Medicare for all” is not as clear-
cut as it sounds. Seventeen percent of 
the population receive Medicare ben-
efits, and 22% are enrolled in Medic-
aid.9,10 The federal government finances 
29% of total health expenditures, and 
state and local governments finance 
17%.3 So why not put the rest of us on 
the government dole?

Unsustainability
	 The California bill was quickly 
thrown on the back burner when it be-
came clear the tax increases necessary 
for funding were unpalatable to the 
voters.11 Vermont abandoned its 2011 
legislatively created Green Mountain 
Care plan in 2014, citing costs and tax 
increases as too high to implement.12

	 The Congressional Budget Office 
(CBO) projects that federal budget defi-
cits will rise from 2.9% of GDP in 2017 
to 9.8% in 2047.13 The CBO expects the 
50-year trend of health spending out-
pacing the economy to continue as the 
over-65 population increases faster than 
those paying into the trust fund.13

	 The funding of Social Security by 
the workforce is instructive. From 1974 
through 2008, the ratio of workers to 
beneficiaries hovered around 3.3. In 
2016, there were only about 2.8 work-
ers for every beneficiary.14 This ratio is 
expected to decline further, to 2.2 by 
2035 and to 2.1 in 2040 (the year in 
which the Social Security trust fund is 
projected to be exhausted).
	 To compound the problem, the U.S. 

birth rate is at a record low: 62 births 
per 1000 women between the ages of 
15 and 44.15 By contrast, the 1957 rate 
was 122.9 births per 1000 women.16 The 
demand is outstripping the supply.

No Mechanism for Cost Containment
	 Along with universal access, con-
taining overall healthcare costs has 
been a goal of policymakers for de-
cades. But a program that boasts no 
patient cost-sharing of any kind could 
lead to overutilization.
	 Cost-saving efforts have focused 
on lowering payments to providers, 
yet physician and clinical services ac-
count for only 20% of overall costs.3 
Predictably, physicians’ operating costs 
increase along with expanded bureau-
cracy. Government programs already 
require additional obligations, including 
reporting complex quality and efficiency 
measures and mandatory use of EMRs.17

	 With a single-payer system, the 
government can set the prices, just as it 
does with Medicare and Medicaid. The 
government’s complete control means 
the payments may go so low as to drive 
providers out of the system. Thus, pa-
tients would have longer wait times 
and less choice. Payers also control 
costs by limiting “covered” services. 
For example, although 21% of prescrip-
tions are for off-label use, Medicare or 
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tive Health Insurance Reform Act near-
ly unanimously.30 The bill removes the 
anti-trust exemption from the health 
insurance market, subjecting insurers 
to existing federal laws against price 
fixing, among other things.
	 Insurance reform aside, retrieving 
medical payments from the hands of 
third-party payer middlemen can lower 
costs of services. There can be as much 
as an 89% price discount for pharma-
ceuticals or services purchased with cash 
than if they had been purchased with 
insurance.31,32 With their lower overhead 
and reduced paperwork, direct-pay phy-
sician practices can charge up to 80% 
less than traditional offices, and the doc-
tors can spend more time with patients.33 
The use of direct pay can be enhanced 
by expanding existing tools, such as 
Health Savings Accounts and reasonably 
priced public or private major medical 
insurance without age limits.
	 Communities and physicians must 
collaborate to provide volunteer and 
low-cost health and social services to 
the vulnerable. With regard to the par-
ticular needs of financially challenged 
and chronically ill patients, we must 
think local. President Truman, when 
recommending a national healthcare 
program, cautioned that “the local ad-
ministrative unit must be the keystone 
of the system so as to provide for local 
services and adaptation to local needs 
and conditions.”2 Communities and 
physicians must collaborate to provide 
volunteer and low-cost health and so-
cial services to the vulnerable.

Conclusion
	 Making America healthy should 
transcend political rhetoric. Single-pay-
er is not a cure for a broken system. 
When the government runs out of 
money and the taxpayers are drained 
dry, provider payments and patient ser-
vices will be reduced. Moreover, sin-
gle-payer would further the deperson-
alization of patients and doctors and 
convert them to obedient participants 
trapped in a system with no exit. PM
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