What is Single-Payer?

Single-payer national health insurance is a system in which a single public or quasi-public agency organizes health financing, but delivery of care remains largely private. The difference between this and socialized medicine (like the U.K.) is that the doctors and other healthcare providers are not employees of the government. Single-payer is the system currently used in Canada, Australia, Japan, and most European countries.
What about lack of quality?

The same doctors & hospitals currently providing service would continue to provide service. Instead of billing and being paid by a hodge-podge private insurance company, each with their own set of rules, they would bill ONE entity. This frees the doctor to spend more time with patients and less time with paperwork.

If you consider quantitative outcomes like life expectancy and infant mortality, the United States is behind the countries on single-payer systems, even though we spend more per capita. So the overall value we are receiving is less under the current system. A recent study by the prestigious Institute of Medicine found that 18,000 Americans die every year because they don’t have health insurance. Many more skip treatments that their insurance company refuses to cover. This does not provide evidence of a high-quality system.
What about timeliness of service? I’ve heard horror stories about delays for service in other countries.

In other countries, the health system is publicly accountable. For example, in Canada, when waits for care emerged in the 1990s, Parliament hotly debated the causes and solutions. Most provinces have also established formal reporting systems on waiting lists, with wait times for each hospital posted on the Internet. This public attention has led to recent falls in waits there.

We currently have our own problems with timeliness. If you don’t have insurance, you have to pay a significant deposit in advance of surgery, sometimes resulting in long delays or no surgery at all. Even those who feel safe because they have insurance have found that isn’t a guarantee of service. Recent Congressional testimony included heart-wrenching stories of patients denied coverage. One particularly egregious example was a woman diagnosed with aggressive metastatic breast cancer. She was scheduled for a double mastectomy two days later. The morning of surgery, her insurance company stated they were withholding coverage pending investigation. Apparently, her medical records included a notation by her dermatologist of a “skin condition.” The insurance company stated this could have been pre-cancerous, and would make her cancer a pre-existing condition. Even after her dermatologist called the insurance company to inform them it was ACNE and to plead with them not to delay this woman’s surgery, the insurance company refused. The hospital demanded $30,000 before scheduling her surgery. 

While wait times for urgent care in other countries is basically zero, you may see longer wait times for elective procedures. So yes, you may wait a few weeks for your hip replacement in Canada, but you will get it. For millions of uninsured Americans, that procedure would be off the table. 
Additionally, there are stories circulating on the Internet about people who “would have died if they hadn’t come to the U.S.” for some medical service. For example, there is a video of Lindsay McCreith who states he would have died had he waited 4 months for an MRI in Canada. In reality, a CT scan was performed immediately, a tumor was identified (low-grade astrocytoma), and it was of a nature that did not require emergency management. Apparently, Mr. McCreith did not agree with the doctors. 
What about a lack of choice of providers?

Under single-payer, you could go to any doctor or any hospital. They wouldn’t have to verify if they accepted your insurance. You wouldn’t have to worry if they were on your preferred provider list. While traveling across the U.S., you wouldn’t be concerned about being in an area with no providers accepting your insurance.

What about a lack of innovation?

Much current medical research is publicly financed through the National Institutes of Health. Under a universal health care system this would continue. For example, a great deal of basic drug research, for example, is funded by the government. Drug companies are invited in for the later stages of “product development,” the formulation and marketing of new drugs. AZT for HIV patients is one example. The early, expensive research was conducted with government money. After the drug was found to be effective, marketing rights went to the drug company.

Medical research does not disappear under universal health care system. Many famous discoveries have been made in countries with national health care systems. Laparoscopic gallbladder removal was pioneered in Canada. The CT scan was invented in England. The treatment for juvenile diabetes by transplanting pancreatic cells was developed in Canada.

It is also important to note that studies show that, in the U.S., the number of clinical research grants declines in areas of high HMO penetration. This suggests that managed care increasingly threatens clinical research. Another study surveyed medical school faculty and found that it was more difficult to do research in areas where high HMO penetration has enforced a more business-oriented approach to health care. Finally, it appears that the increasing commercialization of research is beginning to slow innovation. Drug firms’ increasing reliance on contract research organizations (and for-profit ethical-review boards) has coincided with a sharp drop in innovative new drugs.

What about bureaucratic mismanagement leading to higher costs and driving up the deficit?

The United States has the most bureaucratic health care system in the world. Over 31% of every health care dollar goes to paperwork, overhead, CEO salaries, profits, etc. Because the U.S. does not have a unified system that serves everyone, and instead has thousands of different insurance plans, each with its own marketing, paperwork, enrollment, premiums, and rules and regulations, our insurance system is both extremely complex and fragmented.

The Medicare program operates with just 3% overhead, compared to 15% to 25% overhead at a typical HMO. Provincial single-payer plans in Canada have an overhead of about 1%. It is not necessary to have a huge bureaucracy to decide who gets care and who doesn’t when everyone is covered and has the same comprehensive benefits. With a universal health care system we would be able to cut our bureaucratic burden in half and save over $300 billion annually. As a specific example, Sheppard Pratt Health Care System, in Baltimore, has a staff of 70 just to collect bills. A similar hospital in Canada with the same number of beds has a staff of 2 for the same function.

But the question you didn’t ask: what happens to the insurance company employees?

Well, like any industry, we shouldn’t keep them in existence if it isn’t in the best interest of our country. But we do need to realize that they are citizens and neighbors and friends and family. They could get priority in being hired for the new agency. Health-care professionals working for insurance companies doing thing like review and recession would likely be needed back in health-care, as there would be more demand. Other administrative-type personnel may need training and job placement services. John Conyers’ House bill provides for this, as well as extended unemployment benefits.
