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EDITORIAL

The US health care system is a mess. It 
has the worst outcomes, as well as the 
highest cost,1,2 of all developed countries 

that are part of the Organization for Econom-
ic Cooperation and Development (OECD). If 
it sometimes has the best health care in the 
world for individuals to whom money is no 
object, as demonstrated by the foreign kings 
and princes who come here for certain proce-
dures, it certainly does not when the health 
status and care of the population as a whole 
is considered.

The American people—all ages, ethnicities, 
genders, and political leanings—know this. In-
creasingly, health care, and more specifically 
the ability to access it, is cited as the number 
one or two domestic issue by Americans3-5 in 
poll after poll. Health care debt is the leading 
cause of personal bankruptcy.6,7 The breadth 
of this concern is the reason for the increas-
ing popularity of a single-payer health plan, 
or Medicare for All (MFA). While single-payer 
means that one entity (the government) pays 
for everyone’s health care, actual health care 
delivery can be done, as it is now, by a vari-
ety of public and private providers. MFA is 
most prominently advocated by Democratic 
presidential candidates Senators Bernie Sand-
ers (I-VT) and Elizabeth Warren (D-MA). It is 
much like the system in Canada, also called 
Medicare, and is based on the idea that the US 
Medicare program, now over 50 years old, has 
been a successful and cost-effective program 
for the people it covers, and that the simplest 
way to move to single payer is to expand Medi-
care to everyone.

Other Democratic candidates have advocat-
ed less ambitious plans, most built upon shor-
ing up and expanding the coverage extended 

by the Affordable Care Act (ACA), commonly 
referred to as Obamacare. These include a va-
riety of mixes of public and private coverage, 
“Medicare for More” (eg, those over 55 years of 
age), and other plans that do not seek complete 
restructuring of the health economy. Republi-
cans have continued to talk about repealing 
Obamacare, presumably because of ideological 
opposition to increased government involve-
ment, although they did not do so when they 
controlled both houses of Congress and the 
presidency. The impact of the ACA was lim-
ited by an early Supreme Court decision that 
allowed states to reject expansion of Medic-
aid, and recent court decisions have put other 
aspects of it, such as the individual mandate, 
in jeopardy.8

In this issue of Family Medicine, two com-
mentaries address the issue of health reform. 
They are not a classic point-counterpoint, as 
neither truly advocates for Medicare for All 
and neither argues that the current system 
is not in need of great reform. However, they 
do raise different issues. 

David S. Guzick questions whether the US 
health care industry can be improved without 
destroying it, and suggests that it can.9 He 
notes that 90% of the population has health 
coverage, but that there is a need to both im-
prove health outcomes and reduce cost, as well 
as to increase access for the other 10%. He ac-
knowledges that MFA would solve the prob-
lems of access, reduce administrative cost and 
pharmacy prices, and make it easier to imple-
ment cost-effectiveness analysis and evidence-
based practice. But he expresses the concerns 
that because the federal government would 
control the whole health budget, it could slash 
funding, that the executive branch might make 
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unreasonable or deleterious decisions about 
health care, and that there are insufficient re-
sources to sustain funding for MFA (including 
for the increased demand resulting from peo-
ple actually having adequate access). His sug-
gestions for improvement include strategies to 
improve quality and reduce prescription drug 
and administrative costs.

In “Beyond Medicare for All,” Lisa R. Chacko 
emphasizes the role of physicians, especially 
family physicians, and the multiplicity of opin-
ions they have regarding changing the health 
care system.10 She also notes that the phrase 
“Medicare for All” could represent a variety of 
policy solutions with varying price tags and 
timelines for implementation, and suggests it 
is critical to have bipartisan appeal. In partic-
ular, she emphasizes the need to distinguish 
between how care is delivered and how it is 
financed, and cites several historical and cur-
rent models being used by different states and 
localities that could be more broadly imple-
mented nationally.

Both commentaries make important points 
that should be addressed by any health re-
form, including MFA. Dr Chacko’s distinction 
between the financing and delivery systems 
is critical, as is Dr Guzick’s emphasis on the 
need for improving health care quality, not 
just changing its financing. The MFA bills of 
2019, S 1129,11 sponsored by Senator Sanders, 
and HR 1384,12 sponsored by Representative 
Pramila Jayapal (D-WA), both call for greatly 
expanded coverage and greater emphasis on 
quality and evidence. Just recently the Ameri-
can College of Physicians (ACP), the internists’ 
organization and second-largest doctors group 
in the country, endorsed Medicare for All.13

There are, however, at least three major 
problems with any plan that does not com-
prehensively cover all Americans in the same 
single-payer plan. The first is financial: while 
the United States already spends much more 
on health care, measured in total or per capita, 
than any other OECD country (in most cases 
two to three times as much), not all of this is 
spent on actually delivering health care. A re-
cent study in the Annals of Internal Medicine 
demonstrates that more than 30% of our entire 
health care expenditures are for administra-
tive costs.14 Indeed, those who express concern 
about the cost of MFA are often the same peo-
ple who advocate keeping a role for private in-
surance in health reform. If the administrative 
costs and profit inherent in having a private 
financing component are not seriously reduced 

or eliminated, there will be less funding for 
covering everyone. 

The second issue impacts both concerns 
about quality and the potential for the federal 
government cutting funding (already a major 
problem with current programs like Medicaid 
and even potentially Medicare). The protection 
for both under MFA is that everyone is in the 
same program. If the well-educated, wealthy, 
and empowered are in the same health plan as 
those who are not, they will demand that it is 
adequately funded and works for them, which 
will benefit everyone. Any plan that allows seg-
mentation of coverage by income, employment 
status, or demographic characteristics lacks 
this protection.

The most important issue, however, is en-
suring good coverage for everyone and not 
leaving anyone out. While perhaps only 10% 
of Americans are uninsured, many more are 
underinsured and have inadequate coverage. 
The number of people affected by rising costs, 
including premiums, copays, deductibles, and 
coinsurance increases every year; these are 
not just numbers, they are real people with 
names. They are people like Blake Collie, an 
8-year old with a cerebral aneurysm whose 
insurance, for which his parents paid all they 
could afford, would not cover treatment costs, 
urging them to “trust in God.”15 Blake is not 
an isolated case. For the first time in decades, 
life expectancy in the United States has gone 
down for several years in a row, especially in 
the 25-64 year-old age group.16

But, while the uninsured and underinsured 
have names, those names are rarely those of 
the politicians, pundits, providers, and policy 
analysts who suggest that it is ok to have a 
hodgepodge of programs that cover most, but 
not all, people. These experts know that they 
themselves will not be the ones left out. Those 
who will be left out do not write policy piec-
es. I repeat a question I asked many years 
ago: When was the last time, even in private 
but certainly in public, you ever heard some-
one say, “I’m really suffering without health 
coverage, but don’t worry about including me 
and my family in your health reform plan. We 
don’t want to let the perfect be the enemy of 
the good?”

As family physicians we are bound to think 
about the health of all people, our patients, 
whatever their station in life. They all must be 
included in the way we fix our health system. 

CORRESPONDENCE: Address correspondence to Dr Joshua 
Freeman at jfreeman@kumc.edu.
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