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“There is no better authority on Medicare for All than Sally Pipes, who lived under Canada’s government-run health care system and knows firsthand its failings. She brings facts and clear-eyed reality to the debate to show why centralized control over health care is so wrong for America while explaining a better path forward.”

—GRACE-MARIE TURNER, president, Galen Institute

“As a former CEO of a successful company, I know how important competition is to ensuring a thriving and innovative industry. If government takes over our health care system—as Sally Pipes knows all too well—Americans can expect long waits, poor care, and higher taxes. This book presents not only the facts but also the human suffering of Canadians and others living under government-controlled health care. A must-read for those who want to stop single-payer health care from coming to America.”
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“In her brilliant False Premise, False Promise, Sally Pipes dissects “Medicare for All,” laying bare the defects of all the single-payer proposals hatched by the Left—including the horror of urgently needed but fatally delayed treatment as suffered by her mother in the Canadian system—and makes the compelling case for market-based health care as America’s vitally required prescription.”

—PETE WILSON, governor of California

“People say health care is complicated—not really. It’s government that has made it so. And no one can sort through the morass of health care policy and present the issues with such stark clarity as Sally Pipes. In False Premise, False Promise, she exposes the financial and the human costs of a government-run health care system. Death and taxes may be certain, but not Medicare for All, thanks to this new book.”

—DR. ARTHUR B. LAFFER, founder and chairman of Laffer Associates

“A highly readable, thoroughgoing, and devastating indictment of Medicare for All. Pipes makes the convincing case that such a single-payer scheme in America would have horrific consequences for the health of just about everyone. It would also kill innovation.”
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FOREWORD

American health care is at a crossroads.

The Affordable Care Act has failed to deliver on its promises. Five years after President Obama’s signature legislative achievement went into full effect, individual market premiums have risen 75 percent.1 Many low- and middle-income people have been forced into plans with deductibles as high as $12,000.2

Americans know the system is broken, and they’re demanding change. Lawmakers know they can’t sit idly by—they have to act.

Some progressives hope to use this public discontent to usher in something that would’ve been unthinkable less than a decade ago—a complete government takeover of the health care system.

“Medicare for All” seems simple enough on its face—enroll every American in Medicare, and have the federal government pick up the tab.

Unsurprisingly, many Americans are drawn to this plan. To hear Medicare for All’s advocates tell it, it’s easy to give every American high-quality care—we’ve just historically lacked the political will.

Of course, there’s a lot these Medicare for All cheerleaders won’t tell you.

They won’t tell you that the existing Medicare program can barely stay afloat. It spent more than $50 billion on fraudulent payments in 2017, and its main hospital insurance trust fund is expected to go bankrupt by 2026.3

They won’t tell you how they plan to cover the multi-trillion-dollar cost of giving every man, woman, and child “free” government-run health insurance.

And they won’t tell you how government-run health systems have failed to provide quality care to patients—whether abroad in the United Kingdom and Canada or here at home in the Veterans Health Administration.

In False Premise, False Promise, Sally Pipes will tell you all of this and more.

This important book exposes the lies that supporters of Medicare for All love to tell. Their plan won’t make Americans healthier, nor is it “free.” Medicare for All won’t reduce government spending, nor will it make our health care system more efficient.

This book also shows in startling detail what socialized medicine is like around the world: the long waits, shoddy care, and poor outcomes that patients living under government-run health systems must endure. And unlike Medicare for All’s most strident supporters, Sally grounds her case against single-payer plans in facts and reason.

She doesn’t just expose the false promise of Medicare for All. Sally refutes the great lie of socialism—the promise that a benevolent government can give people everything they want at no cost. This is the call of declining nations around the world, the tool of tyrants who use promises of equality to obstruct individual freedom.

But this book is more than a refutation of socialized medicine. It also charts a path forward. Sally shows how market forces can bring transparency, efficiency, and quality to health care, just as they do in every other sector of the economy. The key is less government intervention—not more.

This book is an excellent resource for any American who’s concerned about their health, their family’s health, and the health of our great nation. Whether you’re a staunch supporter of Medicare for All, a fervent opponent, or on the fence, there’s something for you in these pages.

—TOM COBURN, MD,
U.S. Senator, Oklahoma (Retired)
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INTRODUCTION

“MEDICARE FOR ALL” MANIA SWEEPS THE POLITICAL LEFT

The year is 2016. Senator Bernie Sanders has just lost the Democratic presidential primary to Hillary Clinton. He ran a fierce campaign, garnering more than 13 million votes—43 percent of the total cast.1

Sanders’s long-term political legacy won’t be his second-place finish in 2016. It will be his introduction of Medicare for All to the masses. “It is time for our country to join every other major industrialized nation on earth and guarantee health care to all citizens as a right, not a privilege,” Sanders said upon releasing his vision for socialized medicine in the United States.2

For decades, Sanders has been advocating for a government health care monopoly. He envisioned a world where the federal government was the only provider of health coverage in the United States—where it was the “single payer” for health care.

Sanders had long been dismissed as an extremist, a self-proclaimed Democratic Socialist who honeymooned in the Soviet Union.3 But after 2016, he couldn’t be ignored any longer. Millions of people had thrown in their lot with a candidate who promised Medicare for All.

Perhaps that shouldn’t have come as a surprise. Support for a single-payer system has grown steadily over the past two decades. Fifty-one percent of Americans favored single-payer health care in 2019, compared to just 40 percent in 2000, according to the Kaiser Family Foundation. As of the summer of 2019, 72 percent of Democrats were on board with Medicare for All.4

Democrats have scrambled to meet Sanders on their party’s far left flank. When he introduced bills to establish Medicare for All in 2017 and then again in 2019, his legislation attracted more than a dozen Democratic cosponsors, including a host of presidential hopefuls.5 Compare that to his earlier bids for single-payer legislation in the Senate—in 2009, 2011, and 2013—when he picked up nary a cosponsor.6

How did Medicare for All move from a fringe policy proposal to something that ostensibly commands the support of the majority of the American public? Like many radical political shifts, it’s the product of years of dissatisfaction with the status quo.

A January 2019 Gallup poll found that 7 in 10 Americans believed the current health care system was “in a state of crisis” or had “major problems.” That level of dissatisfaction has remained relatively constant since 1994, when Gallup first asked Americans how they felt about their country’s health care system.7

By and large, it’s the cost of care, not the quality, that’s making Americans unhappy. In November 2018, more than half of Americans told Gallup they were satisfied with the quality of care they received.8 Almost 80 percent said they were dissatisfied with its cost.9

It’s easy to understand why. Health costs have been rising inexorably, much faster than the price of just about everything else in the economy. Between 2008 and 2018, the cost of health care in the United States increased nearly 22 percent. That’s four percentage points higher than the overall inflation rate.10

Insurance premiums have grown even more. The average premium for employer-sponsored family coverage increased 54 percent between 2009 and 2018, to just over $20,000.11 Nominal average wages have grown more slowly.12 So health insurance costs are eating up a bigger and bigger share of Americans’ paychecks.

The Affordable Care Act, signed into law by President Barack Obama on March 23, 2010, was supposed to address these trends. Its architects promised that its combination of mandates and subsidies would lower the cost of care and ensure no American went without coverage.

On both counts, the law, nicknamed Obamacare, failed. Average individual market premiums doubled between 2013—the year before most of Obamacare took effect—and 2017, according to the Department of Health and Human Services.13

About 20 million people gained insurance coverage through the Affordable Care Act.14 But most of them ended up on Medicaid.15 By 2018, around 27.5 million people were uninsured, according to the Census Bureau.16 In 2019, 11.4 million people had coverage on either a state exchange or the federal government’s HealthCare.gov. That year, 87 percent of those who shopped on the federal exchange received subsidies to purchase coverage.17

Obamacare’s failure has provided an opening for politicians like Senator Sanders to call for even more government intervention in the health care marketplace. After all, Obamacare left private insurers intact. It gave them tens of billions of dollars in taxpayer-funded subsidies in hopes of making coverage more affordable. Yet insurance became even more expensive. Millions remain uninsured.

Sanders and company have framed this state of affairs as a failure of the private market—a failure only government can address. To make their case, Medicare for All’s partisans point to the likes of Canada and the United Kingdom, whose government-run health care systems have furnished all citizens with insurance for a much smaller share of the national income.

There’s just one problem. Government-run, single-payer health care is a catastrophe for the people forced to live under it. This book explains how and why.

In the following chapters, I’ll tackle the big questions, like whether there is a “right” to health care. I’ll survey the various single-payer proposals floating through the halls of Congress and detail how single-payer systems took root in Canada and the United Kingdom. I’ll also lay out the horrors of those systems—from the unimaginably long waits for care and the lack of access to cutting-edge treatment to the eye-popping costs of “free” care and the subpar outcomes they deliver for patients.

Along the way, I’ll introduce some of the victims of these systems: mothers denied lifesaving drugs for their children, young women told they aren’t sick enough to qualify for care, and retirees heading abroad after being refused care at home, among others. Their stories should serve as cautionary tales for anyone who thinks a single-payer system is a good fit for the American people.

I’ll then offer a health care reform plan of my own, one that will make affordable, quality care available to each and every American. Unlike Medicare for All, my plan doesn’t double down on a half-century’s worth of failed government overreach. Instead, it aims to unleash the market forces that have yielded higher quality, lower cost, and better value in every other sector of our economy. Only then will health care truly be affordable and accessible to all.
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CHAPTER ONE

HEALTH CARE IS NOT A RIGHT

At its core, the case for single-payer health care rests on the assumption that wealthy nations can afford to guarantee a right to health care.

That seems simple enough. Who could oppose a societal effort to make sure everyone has access to health care?

A right to health care is not a new idea. In 1948, the United Nations unveiled the Universal Declaration of Human Rights. Article 25 of the declaration states, “Everyone has the right to a standard of living adequate for the health and well-being of himself and of his family, including … medical care.”1

Throughout his nearly five-decades-long career, Senator Edward Kennedy argued for “decent quality health care as a fundamental right and not a privilege.”2 President Bill Clinton envisioned enshrining a new right to health care during his unsuccessful push for universal health care—dubbed “Hillarycare”—in the 1990s.3

In 2013, President Obama defended his eponymous 2010 health law by declaring, “In the United States, health care is not a privilege for the fortunate few, it is a right.”4 Democrats today, from Bernie Sanders on the left to the more centrist former vice president Joe Biden, are carrying on that quest of guaranteeing a right to health care.5

This rhetoric presents a false choice. Health care is neither a right for the many nor a privilege for the few. It’s a good and a service, just like everything else in our market economy.

SCARCITY CAN’T BE WISHED AWAY

Scarcity is one of the fundamental concepts of economics. Societies have limited resources. They have to be apportioned somehow. Tradeoffs are inevitable.

Establishing a right to health care creates the prospect of infinite demand for care. But health care goods and services are necessarily scarce. There’s no way to create an unlimited supply to meet that potential demand.

Northwestern University professor Craig Garthwaite points out that health care is not a public good whose consumption the government can regulate, like parks or clean air. “If I consume health care services, someone else can’t,” he said in an interview with Vox.6

By dressing health care up in the language of rights, single-payer advocates are really calling for health care to be free at the point of access. Dr. Adam Gaffney, the president of Physicians for a National Health Program, has said that making people pay for health care “is just a way of punishing the sick and the poor.” He points to the United Kingdom’s National Health Service as proof that free health care is not simply “pie-in-the-sky and unrealistic.”7

Economics is not a concern for those who maintain that there’s an individual right to health care.

The National Economic and Social Rights Initiative (NESRI), for instance, gave Medicare for All “full marks for … providing equal care to all residents regardless of immigration status, income, or past health record.”8 Conspicuously absent from its analysis was any discussion of how to pay for the plan. Ben Palmquist, NESRI’s manager, told the Nation that “financing health care is a question of what we value as a country.”9

Willing health care to be free is not a financing plan. Let’s set aside the practicalities of supply and demand for a moment. What would it actually mean to have a right to health care?

WHAT’S IN A RIGHT?

First, we must clarify what rights are. A right is something to which a person is morally and legally entitled. Broadly speaking, there are two types of rights.

Positive rights give us something and require someone else to give it to us. The right to health care would be a positive right. If the government is to enforce that right—to allow people to exercise it—then the government will have to be the one to directly provide or otherwise finance the provision of health care.

Negative rights require others to step aside and allow people to act independently. Most of the rights we hold dear as Americans are negative rights. Our government is built on the notion of negative liberty.

The Declaration of Independence states that everyone is “endowed by their Creator with certain unalienable Rights, that among these are Life, Liberty, and the pursuit of Happiness, [and] that to secure these rights, Governments are instituted among Men.”10

Note what this means. Life, liberty, and the pursuit of happiness are not things a person can get from the government—they’re things we’re born with. Government exists to secure these rights, by establishing conditions that allow us to live freely.

Negative rights are also found in the Constitution. Take the First Amendment: “Congress shall make no law respecting an establishment of religion … or abridging the freedom of speech.”11 Our rights to freedom of religion or speech don’t come from government—government is simply prohibited from infringing upon them.

It is much easier to define and secure negative rights. It’s what our government does best. Defining the criteria for positive rights, on the other hand, is tricky.

What does a right to health care guarantee? Is it just a right to free medical care?

Perhaps it’s a right to quality medical care, or efficient medical care. If so, which tradeoffs are we willing to make? The government can provide shoddy medical care to a lot of people quickly and cheaply. But that’s probably not what single-payer advocates have in mind.

Look at how many questions arise as we try to establish a baseline for what we mean by a right to health care. These difficulties are in part why we don’t claim to have a “right” to other basic necessities.

Imagine the debate that would ensue over a “right to food.” Does that mean a right not to go hungry? Maybe it’s a right to consume the necessary number of calories each day. If so, does it matter where those calories come from? It’s easier and cheaper to consume 2,000 calories at McDonald’s than at a farmer’s market. But that isn’t the healthiest option. The questions and complications are overwhelming and don’t come with easy answers.

Similarly, rights presuppose a level of equality that cannot be achieved in health care. We can’t pay for a speedier trial or freer exercise of religion.

Does a right to health care entitle everyone to seek treatment from the best doctors or at the best hospitals? And to ensure equal protection of that right to health care, would the government have to ban people from paying extra for better treatment? Perhaps top-notch facilities would be prevented from offering innovative procedures—and instead compelled to offer a suite of government-sanctioned services.

This puts the government in a bind as well. If there’s a $100,000 pill that can cure a group of patients, but the government can only afford to give it to half of them, what do we do?

In countries with single-payer programs, equality often takes precedence over health. Nobody would get that pill.

RIGHTS AND DUTIES

The right to health care may also push up against the rights of others. Negative rights basically require people to “live and let live.”

Positive rights are more invasive. If everyone has a right to health care, the government could end up infringing on the rights of health care professionals. Can the government compel hospitals to take on more patients than they have beds to meet increased demand? Can it force doctors to log longer hours, work in subpar hospitals, or perform operations that go against their better judgment?

The right to health care would also impose duties on every citizen. The U.S. Supreme Court famously found that the right to free speech “would not protect a man in falsely shouting fire in a theatre and causing a panic.”12 Similarly, just because everyone has a right to travel does not mean they can careen down the interstate after consuming an entire bottle of scotch.13

If I have a right to health care, do I also have a duty to keep myself healthy? Do I waive my right to health care if I’m a smoker or if I’m obese? Would we be comfortable with the measures that officials in the United Kingdom have implemented to prohibit certain patients from having surgery unless they lose weight or quit smoking?14

Once the government is responsible for guaranteeing a right to health care, it has a plausible claim to micromanage what we eat, how much we exercise, and how we generally comport ourselves.

READY FOR A HEAVY DOSE OF PATERNALISM?

Universal health care is part of Canada’s national identity. In 2012, a national poll found that 94 percent of Canadians felt their single-payer system was a “source of collective pride.” Health care was more popular than hockey, the maple leaf flag, and the Queen.15 In 2004, Canada’s government-run broadcast service held a vote to determine the greatest Canadian. Canadians chose Tommy Douglas—the father of Canada’s single-payer system.16

Americans would never take this much pride in a federal entitlement. There’s a reason for this. Historically, Americans have given primacy to freedom over equality. To take just one piece of evidence for this statement, close to 6 in 10 Americans think “allowing everyone to pursue their life’s goals without interference from the state” is more important than the state guaranteeing “nobody is in need,” according to survey data from the Pew Research Center.17

This attitude is built into our national mythology and identity. It informed the American Revolution and the settlement of the American frontier. President Herbert Hoover called this attitude “rugged individualism.”18 Rugged individuals will always bristle at the idea of the government telling us what to do. We know that smoking is bad and eating vegetables is good, but we balk at the idea of public officials ordering us to do one and not the other.

Single-payer systems necessitate the kind of paternalism Americans have always rejected.

REGULATING OUR WAY TO HEALTH

As governments’ health bills have skyrocketed, they’ve tried to intervene more and more in the daily lives of their citizens. The United Kingdom recently imposed “calorie caps” on fast food restaurants in an attempt to reduce national caloric intake.19 The British government has also imposed a tax on companies that make sugary beverages, in hopes of forcing manufacturers to reduce the amount of sugar in their products.20

Several local governments in the United States have taken to nannying their residents for public health reasons. In 2014, Berkeley, California, imposed its own soda tax.21 Chicago followed suit in August 2017; it repealed the tax just two months later after widespread protest from city residents.22 In 2019, researchers found that Philadelphia’s soda tax hadn’t done much to decrease calorie or sugar intake.23

Alas, single-payer advocates rarely engage in these debates. Without a clear conception of what they mean by a right to health care, they forge ahead with plans that promise to pay for everything under the sun. Those promises are only revealed as empty when it’s too late—when the financial realities of a single-payer system prevent the government from keeping its promises.
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CHAPTER TWO

SINGLE-PAYER PROPOSALS UNDER CONSIDERATION

Advocates for single-payer health care have rolled out a number of plans for overhauling the U.S. health care system. The best-known, Medicare for All, would transform the system in less than five years. Others would install single-payer health care in slow motion, by offering more and more people the opportunity to “buy in” to Medicare, Medicaid, or a government-sponsored public health insurance option.

The pitch is seductive. Medicare for All and its more moderate alternatives make a lot of promises. If not “free” coverage, then few or no out-of-pocket costs. No insurance hassles. No more checking if a doctor is “in network.” No referrals needed to see a specialist. No more worries about losing insurance because of unemployment.

But as the old saying goes, “If something sounds too good to be true, it probably is.” That’s certainly the case for Medicare for All.

THE SINGLE-PAYER “GOLD STANDARD”—MEDICARE FOR ALL

Bernie Sanders made Medicare for All part of the mainstream political vernacular during his 2016 presidential campaign. Washington Democrat Pramila Jayapal has taken up the baton in the House. She introduced her single-payer plan in February 2019.1

As of August 2019, more than a dozen Democratic senators had cosponsored Sanders’s latest Medicare for All bid.2 Jayapal’s bill had more than 100 cosponsors.3

These bills have not yet been subject to analysis by the Congressional Budget Office (CBO) as of this writing. But on May 1, 2019, the nonpartisan agency did release a report analyzing the potential impact of single-payer plans more generally. The CBO concluded that government spending “would increase substantially under a single-payer system” while potentially leading “to lower quality of care for patients.”4

That’s an understatement. This grim forecast gets worse after diving into the specific plans under consideration.

COVERS EVERYTHING

Let’s start with the plans’ name, the misnomer “Medicare for All.” The Sanders and Jayapal bills would actually destroy Medicare as we know it and dump all Americans—young and old, rich and poor—into a new government-run health plan.

Sanders and Jayapal promise soup-to-nuts coverage for everyone living in the United States, citizens and non-citizens alike. Their plans would cover hospital and physician care; chronic disease management; prescription drugs; medical devices; mental health and substance abuse treatment; laboratory and diagnostic services; reproductive services; maternity care; newborn care; pediatrics; long-term care; and even dental, vision, and hearing care.5

Not only would their plans cover everything imaginable—they’d do so free of charge. There would be no deductibles or coinsurance. Sanders envisions a modest copay of up to $200 for prescription drugs; Jayapal eliminates even that.6

Patients could, in theory, see doctors on demand, with no referrals, preauthorizations, or provider networks. As Jayapal put it, “Patients will have complete freedom to choose the doctors, hospitals, and other providers they wish to see, without worrying about whether a provider is ‘in-network.’”7

“Medicare for All” would be more generous than the existing Medicare program. Nearly one-third of the beneficiaries of traditional Medicare rely on current or former employers to supplement their coverage. Twenty-nine percent buy additional coverage on their own, on top of Medicare’s baseline benefit. Twenty-two percent receive supplemental coverage from Medicaid.8

Those who do not have supplemental coverage under the existing Medicare program face the potential for unlimited out-of-pocket costs, a cap on the number of days they can spend in the hospital, and 20 percent coinsurance for outpatient care.9

By making care “free,” Medicare for All would prompt unlimited demand from patients. But there’s a limited supply of doctors, hospitals, and the like. Meeting that increase in demand would be impossible.

No other country in the world offers anything like what Sanders and Jayapal are proposing. Canada and the United Kingdom require some cost-sharing. Out-of-pocket costs—usually for things like prescription drugs—account for about 15 percent of national health expenditures in each country.10 The same goes for Denmark, Norway, and Finland, where out-of-pocket spending accounts for 13.7 percent, 14.6 percent, and 20.4 percent of national health spending, respectively.11

THE END OF PRIVATE INSURANCE

Free, comprehensive health insurance, courtesy of the federal government. What’s not to like? Plenty.

For starters, Medicare for All would outlaw private insurance coverage. As both the Sanders and Jayapal measures state, “It shall be unlawful for a private health insurer to sell health insurance coverage that duplicates the benefits provided under this Act.” They’d also make it illegal for employers “to provide benefits for an employee, former employee, or the dependents of an employee or former employee that duplicate the benefits provided under this Act.”12

So Medicare for All gives the government a monopoly over the provision of health insurance. And it forbids doctors who participate in the scheme from accepting private payment for any services the government covers.

In other words, it nationalizes the U.S. health insurance system.

Sanders and Jayapal counter that they’d permit the sale of private insurance for anything not covered by their Medicare for All plans. But the only things their plans don’t cover are elective and cosmetic surgeries.

It’s almost impossible, by definition, to buy insurance for elective procedures. Insurance is designed to help cover unexpected health costs. There’s nothing unexpected about a nose job.

The level of disruption Medicare for All would unleash on the U.S. health care marketplace is breathtaking. The 181 million Americans who get health benefits through their jobs would be forced off their plans. So would the 52 million people who buy coverage on the individual market. The more than 20 million seniors with privately administered Medicare Advantage plans would lose their coverage.13 Tens of millions of people are on managed care plans through Medicaid; they’d lose their coverage, too.14

Only those enrolled in the Veterans Health Administration and the Indian Health Service would be excluded from the Sanders-Jayapal vision for health reform. Of course, these two programs are pure manifestations of socialized medicine, as the government owns and operates hospitals and clinics directly. Not surprisingly, both are plagued by delays, poor-quality care, and rampant malfeasance.

Medicare for All’s backers are convinced the public will love free health care so much they won’t mind losing their private insurance. However, most people who say they support Medicare for All think they’ll be able to keep their insurance.15

When the public learns that Medicare for All means outlawing private insurance, support collapses. (See vignette at end of chapter.)

A TRANSITION THAT OCCURS VIRTUALLY OVERNIGHT

Despite the challenges associated with shifting almost the entire population onto a new government-run insurance plan, both Sanders and Jayapal propose to implement Medicare for All in less than five years.

Sanders envisions a four-year transition. In year one, anyone younger than 19 or older than 55 would be enrolled in Medicare. In years two and three, anyone under 35 or older than 45 would be eligible. By year four, everyone in the country would have a “Universal Medicare” card.16

Jayapal hopes to accomplish the transition in just two years.17 As the progressive news outlet Think Progress, which interviewed Jayapal and her staff, put it, “The thinking is that as the federal government radically reforms the system, insurance companies may exit existing marketplaces, leaving patients without plans or increasing premiums. This means a Medicare for All program would need to be implemented as quickly as possible.”18

These timelines are beyond unrealistic. Democrats had three and a half years to build HealthCare.gov, the website for Obamacare’s exchanges. It catered to a fraction of those who would be subject to Medicare for All. The website suffered a catastrophic meltdown when it officially opened for business in 2013. Just six people were able to sign up for coverage on HealthCare. gov’s first day.19

Does the federal government really believe it can build an infrastructure to process all the country’s health insurance claims, much less bring about the rest of Medicare for All’s diktats, in less time than it took to build HealthCare.gov?

GLOBAL BUDGETS AND DRACONIAN PRICE CONTROLS

Sanders and Jayapal propose to pay for their plan by ordering doctors, hospitals, and other health care providers to take massive pay cuts. Sanders would reimburse every health care provider at current Medicare rates.20 Medicare pays hospitals 62 percent of what private insurance pays, while doctors collect 75 percent of private insurance rates.21

Jayapal’s bill proposes a more extreme solution—global budgets. Providers would be paid a lump sum to be determined by the secretary of Health and Human Services. These payments would have to cover all medical services as well as staff salaries and administrative costs.22

The House bill would also require the government to set a cap for national health spending. This would limit how much could be spent nationwide each year for benefits, professional education, administrative costs, capital projects, and public-health activities.23

In addition, Jayapal and Sanders plan to impose price controls on pharmaceuticals. Sanders has claimed that price controls on prescription drugs could cut spending by almost one-third, saving up to $113 billion per year.24

In reality, such controls would hamper drug development. A study published in Forum for Health Economics and Policy found that implementing price controls solely in the existing Medicare Part D drug benefit would reduce “the number of new drug introductions by as much as 25 percent relative to the status quo.”25

Another study, from the AEI-Brookings Joint Center for Regulatory Studies, looked at what would have happened had the country imposed comparatively modest price controls in the 1980s and 1990s. It found that there would have been “198 fewer new drugs brought to the U.S. market over this period.” As a result, the authors concluded price controls “would have caused much more harm than good.”26

A GARGANTUAN PRICE TAG

Medicare for All would be not just disruptive but expensive, too. A study by Charles Blahous, a scholar at the Mercatus Center, estimated that Medicare for All would add between $32.6 trillion and $38.8 trillion to the federal budget over its first 10 years. The total cost to the federal government could run between $54.6 trillion and $60.7 trillion over its first decade, according to Blahous.27 Research from the left-leaning Urban Institute has arrived at similar numbers.28

It’s hard to fathom how big those figures are. The entire federal government is on track to spend a grand total of $57.8 trillion over the next decade. That means Medicare for All would increase total federal spending by more than 55 percent.29

Even doubling individual and corporate federal income tax receipts would be insufficient to cover the cost of Medicare for All.30 To finance his bill, Senator Sanders has floated several ideas, including a new 4 percent income tax for families, hikes in payroll and estate taxes, and new fees on major financial institutions.31

Sanders, Jayapal, and company are well aware of these estimates. That’s why they haven’t bothered to release detailed financing plans for their bills.

Instead, they claim that a 14-figure price tag is a deal. They say Medicare for All would reduce the country’s health bill by $2 trillion over 10 years by empowering the government to drive a harder bargain with pharmaceutical companies and reduce administrative waste in our current multi-payer system.32

But the multitrillion-dollar estimates that Sanders and friends decry are almost certainly low. The Mercatus Center report, for example, gave Medicare for All the benefit of the doubt—and assumed its proposed payment cuts would go off without a hitch.

Blahous told the Washington Post that “to lend credibility to the $2 trillion savings number, one would have to argue that we can cut payments to providers by about 40 percent at the same time as increasing demand by about 11 percent.”33

It’s improbable that hospitals, doctors, and other providers would agree to do more work and receive less money in return. But that’s the assumption behind Medicare for All.

The bill’s purported administrative savings are unlikely to materialize, either. Cheerleaders for government-run care cite the current Medicare program’s purportedly low administrative costs—just 1.1 percent of total spending in 2018.34

But that figure is misleading. For starters, other government agencies help administer Medicare. The IRS collects the taxes that fund it. The Department of Health and Human Services pitches in with office space and accounting help. The money those agencies spend helping Medicare doesn’t appear on the program’s balance sheet.

Second, Medicare’s current beneficiaries are seniors and a small number of disabled individuals, who generally have much higher health costs than the general population. So by necessity the program devotes a much larger share of its expenses to medical claims than a private insurer with a person of average health might.

This reality doesn’t tell us whether Medicare is more efficient than private insurers. It just reveals that the program spends a lot on medical care.

Third, Medicare is beset by fraud. In 2017, the agency made $52 billion in “improper payments.”35 That’s about 7 percent of the program’s total expenditures that year.36 Reducing administrative costs is pointless if it allows health care providers to submit fraudulent claims with impunity.

In addition, many of Medicare for All’s supposed administrative “savings” will simply be offloaded onto providers.37 Hospitals today spend close to $40 billion a year complying with federal rules and regulations. In 2016 alone, the federal government produced nearly 24,000 pages of regulations governing hospitals and acute care providers.38

Medicare for All would require providers to regularly submit reams of additional data to the feds, including “annual financial data, the number of registered nurses per staffed bed, and spending on health IT.”39

Then there are the costs associated with the destruction of the private health insurance sector. Jayapal acknowledges that about 1 million people who currently work in the insurance industry could lose their jobs.40 She proposes setting aside up to 1 percent of her national health budget to assist these workers.41 That’s billions of taxpayer dollars. Further, the government would have to hire scores of employees to run Medicare for All.

Finally, single-payer health care’s advocates ignore the ugly fiscal history of federal health care programs.

Medicare suffered massive cost overruns almost as soon as it launched in 1965.42 Hospital costs increased 21.9 percent in the program’s first year and continued to grow an average of 14 percent in each of the next five years.43 Two years after Medicare opened for business, President Lyndon Johnson had to promise in his State of the Union address that he’d tackle runaway medical price inflation.44

When Medicare added dialysis coverage in 1972, it was supposed to cover 16,000 seniors and cost just $209 million by 1976.45 The actual cost was more than twice that. Within a decade, the price tag for this one benefit had exploded to nearly $2 billion. By 1992, it topped $6 billion.46

In 1965, the House Ways and Means Committee projected that Medicare’s Part A hospital insurance program would run about $9 billion a year by 1990. The actual cost was more than seven times that figure—$67 billion. According to a 2009 report from the Senate Joint Economic Committee, the actuary who came up with those estimates said Part A spending was 165 percent higher than his estimate, even after taking into account the high inflation of the 1970s.47

In 1972, Congress passed its first Medicare cost-control bill. During the 1980s, lawmakers enacted price controls for hospitals and doctors. In the late 1990s, they passed another round of cost-cutting measures for the program.48 Even Obamacare tried to squeeze hundreds of billions out of Medicare. Nothing has worked.

In 2019, the Board of Trustees for Medicare and Social Security predicted that unless drastic measures were taken, Medicare’s hospital insurance fund, Part A, would run consistent multibillion-dollar annual deficits before going bankrupt in 2026.49

Medicaid’s costs have ballooned in much the same way. According to a 1969 Senate Finance Committee report, “Expenditures under the Medicaid program have increased much more rapidly than anyone had anticipated. Between 1965 and 1970, total Federal, State, and local costs rose from $1.3 billion to $5.5 billion.”50

A 2016 report found that Medicaid costs in the District of Columbia and the 36 states that expanded the program under Obamacare were 49 percent higher in 2015 than expected.51

To say Medicare for All will more than pay for itself is a fantasy of the first order.

THE SINGLE-PAYER-IN-SLOW-MOTION SCHEMES

Some of the more moderate Democrats are worried that the public will object to the rapid transformation of the health care system that Medicare for All would bring about. In an interview with Rolling Stone, House Speaker Nancy Pelosi offered up the question many rank-and-file Democrats are afraid to ask: “How do you pay for that?”52

Moderate Democrats have been pushing supposedly incremental alternatives, like government-sponsored insurance plans or schemes that grant those not currently eligible for Medicare or Medicaid the ability to “buy in” to the programs.

As of this writing, there were half a dozen such proposals at the federal level. A closer look reveals that they’re just attempts to deliver single-payer care on the installment plan.

MEDICARE AT 50

Michigan senator Debbie Stabenow describes her “Medicare at 50” bill as a prudent and cost-effective way to expand affordable coverage. Unlike Medicare for All, she says, it could “be implemented right away … and has a lot of support and enthusiasm in the country.”53

A number of her colleagues agree. Twenty fellow Democrats have signed on as cosponsors.54

Stabenow’s plan would let anyone 50 or older purchase Medicare coverage at a government-set premium. Anyone who bought in would receive coverage for hospital care, physician care, and prescription drugs, just like seniors who are currently enrolled. People would even have the option to enroll in privately administered Medicare Advantage plans, which offer a mixture of Medicare’s traditional benefits and some not covered by the legacy program, like vision or dental care.

Because enrollees would be responsible for their own premiums, Stabenow says, her plan wouldn’t cost taxpayers a dime. Premiums would go into a Medicare Buy-In Trust Fund, which would supposedly cover the cost of care for these new enrollees.

Stabenow’s plan would also let Medicare “negotiate fair prices” for prescription drugs. Negotiations with an actor the size of the federal government are hardly negotiations—they’re price controls by a different name.

Whatever Stabenow claims about the reasonableness of her bill, it’s just another route to single-payer health care. If “Medicare at 50” were to become law, Congress would face immediate pressure to lower the eligibility age. Stabenow herself has already bowed to this pressure. “Medicare at 50” is an updated version of a “Medicare at 55” bill she introduced in 2017.55

Since Medicare could rely on price controls to keep its costs down, it would soon be able to underprice all the private plans for sale on the exchanges. Soon, a Medicare plan would be the only “option” left.

MEDICARE FOR AMERICA

Another bill that would drive the country toward a single-payer plan is Medicare for America. Introduced on May 1, 2019, and sponsored by Representatives Rosa DeLauro (D-CT) and Jan Schakowsky (D-IL), this bill is essentially one step shy of Medicare for All.

The measure would overhaul Medicare to cover more benefits, including dental and vision care. Anyone could buy into the new program. Premiums would be capped at 9.69 percent of income. Those with incomes between 200 percent and 600 percent of the poverty level would get premium subsidies; those below 200 percent would pay nothing.56

Like every other Democratic health care plan, Medicare for America would impose price controls on prescription drugs. Specifically, it would allow the government to “negotiate” prices “based on value assessments.” If negotiations failed, the government could simply adopt the Veterans Affairs’ price controls or tie the drug’s price to the average paid by countries with price controls on drugs.57

Unlike Medicare for All, Medicare for America includes some cost-sharing, with deductibles of $350 for individuals and $500 for families, as well as annual out-of-pocket maximums of $3,500 and $5,000. Medicare for America would also leave Medicare Advantage untouched and allow businesses to provide benefits for workers.

“There are 160 million people who get their insurance through their employer,” DeLauro told the Huffington Post. “You cannot tell them overnight that it is gone.”58

Not overnight, perhaps. But under Medicare for America, those employer plans wouldn’t last long. That’s because Medicare for America would require employers to offer gold-plated insurance equivalent to the revamped Medicare.59 That mandate would prove prohibitively costly for scores of employers.

Medicare for America anticipates as much—and so allows employers to pay an 8 percent payroll tax to move their workers onto the new government-run plan.60 For many employers, an 8 percent payroll tax would be preferable to the headache of managing a benefits program. The private employer-sponsored insurance market would gradually wither away.

Medicare for America’s premiums wouldn’t be enough to pay for the program. Its creators offer a host of taxes to fill the gap: a rollback of the 2017 federal income tax cuts, new taxes on the rich, increases in the existing Medicare payroll tax, and regressive tax hikes on beer, wine, liquor, soft drinks, and cigarettes.61

MEDICARE-X CHOICE ACT

In April 2019, Senator Michael Bennet (D-CO) and 11 cosponsors introduced the Medicare-X Choice Act.62 A similar measure introduced in the House by Representative Antonio Delgado (D-NY) had 19 cosponsors, as of September 2019.63 The bills would essentially create a federally chartered health plan available to everyone who purchases coverage through Obamacare’s exchanges.

Initially, only those who live in areas with one option or no options on their exchange or in counties where a shortage of health providers or lack of competition results in exorbitant costs could buy into the plan. But within three years, Medicare would be an option for every individual buying coverage through an Obamacare exchange. A year after that, it would be open for every small business on Obamacare’s SHOP exchanges.64

The new health plan’s benefits would be the same as other plans in the Obamacare exchanges, and premiums would cover the bill’s entire cost. The legacy Medicare program would remain the same.65

Medicare-X is, in short, the public option liberal Democrats pushed for—and moderate Senate Democrats killed—during the debate over Obamacare. Former vice president Joe Biden is among the most prominent supporters of a public option, if not Medicare-X Choice explicitly.66

In a postmortem on the public option, one of its progenitors called it “a voluntary transition toward single-payer insurance.”67

Unburdened by the need to cover its costs, the government would be able to set premiums under Medicare-X Choice lower than its private competitors. Those private plans would exit the market in short order; eventually, the public option would be the only option left.

CHOOSE MEDICARE ACT

Fourteen senators have cosponsored Oregon Democrat Senator Jeff Merkley’s Choose Medicare Act.68 This plan would add one more letter to Medicare’s alphabet—Medicare Part E.

Anyone shopping on Obamacare’s exchanges could enroll in Part E. Additionally, employers of all sizes could choose to enroll their workers in Part E instead of offering a private plan.69 At the same time, the bill would expand Obamacare’s costly rate and benefit mandates to employer plans that are currently exempt from them in order to “level the playing field.”70

Part E would cover all of Obamacare’s “essential health benefits,” along with “all items and services covered by Medicare.” It would also cap out-of-pocket spending in the traditional Medicare program.71

Senator Merkley said, “The Choose Medicare Act creates a Medicare option for all, putting consumers and businesses in the driver’s seat on the pathway to universal health care.”72

As with all other buy-in schemes, however, the ultimate goal of the Choose Medicare Act is to destabilize the employer and individual markets until Medicare is the only game in town. Senator Merkley has admitted as much: “If we could make the leap straight to ‘Medicare for all,’ I would love for us to do that. But it’s important to lay out a route about how we get to that vision.”73

MEDICAID BUY-IN

Democrats are also looking to Medicaid as a potential path to single-payer insurance. Obamacare took a huge step in this direction by enticing most states to expand eligibility to those making up to 138 percent of the federal poverty level, including able-bodied, childless adults.

Several Democrats in Congress and more than a dozen states are considering letting even more people buy into it.74 The new enrollees would be responsible for the full cost of coverage. That cost is unlikely to be high, given that Medicaid’s reimbursement rates are much lower than those for Medicare or private insurance.

In early 2019, Senator Brian Schatz (D-HI) and Representative Ben Ray Lujan (D-NM) introduced the State Public Option Act to “create a Medicaid-based public health care option to strengthen the Affordable Care Act by providing Americans with a new high-quality, low-cost choice when purchasing health insurance.”75 The bill would allow states to create Medicaid buy-in programs for all their residents, regardless of income. Premiums would be capped at 9.5 percent of family income.76

MEDICARE EXTRA FOR ALL

In addition to all these legislative offerings, liberal think tanks are developing their own single-payer plans.

Take the left-wing Center for American Progress’s “Medicare Extra for All.” The plan is similar to Medicare for America—but more expansive. Everyone would be eligible to enroll in Medicare Extra, including those already on Medicare, veterans, and federal employees.77

After the plan went into effect, newborns and anyone over the age of 65 would be automatically enrolled.78 Like Medicare for All, it would cover just about every conceivable health care service, from surgery and drugs to dental and vision care.79

Medicare Extra would abolish premiums for families with incomes up to 150 percent of the poverty line. Premiums would be capped at 10 percent of income for those who make more than five times the poverty rate. Deductibles, copayments, and out-of-pocket limits would also vary by income.80

As with Medicare for All, the plan would ban private insurance from providing coverage that duplicates Medicare Extra’s benefits. Medicare Advantage would get revamped as well.81

Initially, employer-sponsored insurance would survive. However, employers would have the option of enrolling their employees in Medicare Extra. Individuals whose employers provided private insurance would also be able to enroll in Medicare Extra on their own. Employers would pay the same amount toward premiums, while the employee share would be capped.82

STATE-LEVEL SINGLE-PAYER PLANS

Several states are not waiting for the federal government to take action. They’re considering single-payer systems of their own.

California’s move toward single-payer health care appears to be on hold. In 2017, the state senate ratified a bill that would put all Californians into a government-run health plan.83 But the measure stalled in the state assembly and has been on ice ever since.

Governor Gavin Newsom has been a longtime supporter of single-payer systems. But it’s unlikely that the idea will get off the ground any time soon. An analysis by the state Legislative Analyst’s Office pegged the annual cost of single-payer care at $400 billion, double the total state budget.84

Single-payer advocates in New York have run into similar delays. The state assembly approved a bill establishing single-payer health care in New York in 2018 for the fourth consecutive year, only to see it idle in the state senate.85

In 2019, Democrats took both chambers of the state legislature and retained control of the governorship. But cost has remained a major impediment to passage of the plan. The RAND Corporation estimated that a single-payer system would require $139 billion in new state tax revenue by 2022.86

In March 2019, the authors of the New York Health Act, State Assemblyman Richard Gottfried and Senator Ricardo Rivera, added coverage for long-term care to their bill.87 That would increase its cost by $18 billion to $20 billion, bringing the total to $160 billion. That’s well over double what the state currently collects in taxes.88

Some portions of the Democratic political coalition have balked at New York’s single-payer plan. Several key labor unions worry that single-payer health care would lead to worse health benefits for their members—at greater cost.89 Governor Andrew Cuomo has withheld his support, too, claiming that single-payer systems should be dealt with at the federal level.90

Colorado and Washington have opted for the public option. In late April 2019, the Colorado legislature approved a bill that directed two state agencies to come up with a plan, including information on costs, funding, what the federal government would need to approve and fund, eligibility, and who would administer the program. Governor Jared Polis signed the bill into law in May 2019.91 Absent any hiccups, the plan could open for enrollment in late 2020.92

On May 13, 2019, Washington governor Jay Inslee signed a measure into law that directed the state to contract with one or more private insurance companies to create new health plans offering three different levels of benefits to sell on the state’s insurance exchange. The state would dictate the terms of the plans and would set reimbursement rates at no more than 160 percent of what Medicare pays. The insurers would be responsible for signing up customers and processing claims. The state envisions the plans launching in 2021.93

THE MANY WAYS TO GOVERNMENT-RUN HEALTH CARE

Lawmakers claim Medicare and Medicaid buy-ins are reasonable ways to help people access affordable care without causing too much disruption to the status quo. In reality, these plans would devastate the nation’s health care system—just more slowly than Medicare for All.

There’s more than one way to bring about a government take-over of the health care system. Many of these plans may seem pie-in-the-sky—unlikely to come about.

That’s what people in Canada and the United Kingdom thought decades ago, before their single-payer systems took root. Let’s take a look at the disastrous history of single-payer systems in those two countries, in hopes that we might avoid repeating their mistakes in the United States.
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Misleading Polls About Support for Medicare for All

Medicare for All’s proponents claim they have the public on their side, and the polls seem to confirm as much. A July 2019 Kaiser Family Foundation survey found that 50 percent of people supported “having a national health plan, sometimes called Medicare for All.”94

Medicare and Medicaid buy-in schemes also poll well. In that same Kaiser survey, more than three-quarters of the public said they supported Medicare at 50, including 69 percent of Republicans. Seventy-five percent said they backed a Medicaid buy-in.95

These polls just reveal that people respond favorably when they’re offered something valuable for free.

But people don’t understand what Medicare for All would entail. Seven in 10 Democrats think people with employer-sponsored insurance will be able to keep it under Medicare for All, according to a June 2019 Kaiser Family Foundation poll. Two-thirds of Democrats believe that people who purchase insurance on their own will be able to hold on to it under single-payer plans.96

When they learn about what it will take to bring about Medicare for All, or any of its single-payer cousins, their support vanishes.

Kaiser found that just 37 percent supported Medicare for All when told it would “eliminate private health insurance companies.” Likewise, 37 percent were behind the idea when told it would “require most Americans to pay more in taxes.” Tell people that a Medicare for All scheme would “lead to delays in people getting some medical tests and treatments,” and support plunges to 26 percent.97
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CHAPTER THREE

THE MARCH TO A SINGLE-PAYER PLAN

It’s tempting to brush off the Left’s plans for single-payer health care as little more than political fantasy. Yet the unworkability of single-payer plans is no bulwark against their implementation. Look no further than their history in Canada and the United Kingdom.

During the twentieth century, both places saw nationwide single-payer go from a vague idea to a concrete reality in a few short years. What followed was an unmitigated disaster: rampant rationing, exorbitant wait times, and care of embarrassingly poor quality.

So it’s hardly unprecedented for a wealthy Western democracy to rush into a half-baked plan for socializing its health care system. Here’s how both Canada and the United Kingdom made their leaps into the single-payer abyss.

CANADA’S SHORT ROAD TO LONG WAITS

Canada’s single-payer system, known as Medicare, has its roots in a program spearheaded by Tommy Douglas, the premier of Saskatchewan during the 1940s.1 Douglas, a Scottish immigrant, was Canada’s first premier from the Co-operative Commonwealth Federation (CCF), a socialist political party founded during the Great Depression.2

He established an ambitious system of government-funded hospital insurance to cover all residents of the province in 1947.3 By 1961, an effort to expand the program to include visits to doctors’ offices and clinics was under way—but not without controversy.4

The most notable opponents of the expansion were Saskatchewan’s doctors. They were concerned that the new system of socialized medicine would drag down the quality of care. Physicians feared the program would give the province too much power to determine how patients were cared for—that it would relegate them to mere government functionaries.5

The doctors earned the backing of Saskatchewan’s center-left Liberal Party, but their pleas ultimately went unheeded. The government adopted the expanded insurance scheme in 1961.

Physicians, however, didn’t give up their fight. When the program launched in July 1962, most of the province’s doctors went on strike. Twenty-three days later, they admitted defeat. Saskatchewan’s government-run health insurance plan—the first single-payer system in North America—was the law of the land.6

At the time, few would have guessed that Saskatchewan’s controversial experiment in socialized medicine would become national policy. Just four and a half years later, that’s exactly what happened.

As in the United States, the 1960s were characterized by a leftward shift in the Canadian body politic. Left-leaning politicians were happy to capitalize on that shift—and make government-run health care a national priority.7

The pro-single-payer case was strengthened by the recommendations of the Royal Commission on Health Services, chaired by Justice Emmett Hall, a member of the center-right Conservative Party. In a landmark 1964 report, the commission endorsed a universal, single-payer system.8

The end result was the 1966 adoption of the Medical Care Act under Liberal prime minister Lester B. Pearson, which created a nationwide single-payer system. It passed the House of Commons by a sweeping 177–2 margin.9

It wasn’t until 1984, and the passage of the Canada Health Act, that the country’s single-payer system assumed its current form. The act put individual provinces and territories in charge of their own government-run health insurance plans. Canada’s 13 provinces and territories must adhere to five criteria in order to receive their full share of federal health care funding.

First, each insurance plan must be a nonprofit operation run by a public authority. Second, plans must cover all medically necessary services provided by a physician or hospital. Third, provinces must give all insured individuals uniform access to covered treatments and services. Fourth, a resident who moves from one province to another must be covered by his original “home” province for a specified period of time, after which the new province must take over coverage. And fifth, all covered individuals must have reasonable access to care.10

The Canada Health Act gives provincial governments a monopoly over the provision of health insurance for anything deemed “medically necessary.” Doctors and hospitals can operate independent of the government. But because private insurance coverage is more or less illegal, doctors and hospitals effectively have one paying customer—the government.

The stated purpose of the act was “to protect, promote and restore the physical and mental well-being of residents of Canada and to facilitate reasonable access to health services without financial or other barriers.”11 Unfortunately, the health care system created by the Canada Health Act has consistently fallen short of that goal by, for instance, forcing patients to endure lengthy waits for medically necessary treatments and procedures. In many cases, the failures of Canada’s single-payer system have amounted to nothing less than an abrogation of Canadians’ fundamental human rights.
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“Canadian Health Care’s Lack of Compassion Hits One Cancer-Stricken Family Hard”

Anya Humphrey of Campden, Ontario, knows more about palliative care than anyone should have to. In 2008, her husband Fred died of colon cancer. Four years later, her son Ted died of testicular cancer.12

In both instances, the Canadian health care system let her down. The elder Humphrey was sick for two years before he began receiving end-of-life care.13 The care he ultimately received, just three weeks before he died, was an unfortunate combination of bureaucracy and mismanagement.14

The day after Mr. Humphrey met his care team, he had a “pain crisis.”15 His wife called the care team leader, who subsequently arranged a conference call with Telehealth Ontario, a government hotline that connects patients to registered nurses 24/7.16 The care team leader “didn’t have any idea how to manage” Mr. Humphrey’s pain.17 Mrs. Humphrey recalls her husband being “so disgusted that he … said he would rather just suffer” than keep dealing with his care team.18

Mrs. Humphrey’s final assessment of her husband’s palliative care is damning: “Fred’s death was not peaceful and they were not here to support us and that was simply awful.”19

When her son got sick, things were slightly different. “Nobody ever talked about palliative care with Ted because they really didn’t think he was going to die,” even though his cancer had spread throughout his body, Mrs. Humphrey told the Canadian Institute for Health Information. “He went through hell with chemo,” she said. Ted Humphrey’s experience with palliative care—or the lack thereof—“was just a nightmare.”20

The Humphreys were one of the few families to receive any palliative care at all. A 2018 report from the Canadian Institute for Health Information found that fewer than one in six people received palliative home care in 2016–2017.21

“The system is simply not ready to give adequate support to everybody who wants to die at home,” Mrs. Humphrey said.22 She now advocates for improved access to quality palliative care so that fewer Canadians have to endure struggles like hers.
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This was made clear with the Supreme Court of Canada’s landmark decision in Chaoulli v. Quebec. At issue were several Quebec statutes prohibiting patients from purchasing private insurance for treatments and services already covered by the Canada Health Act.

George Zeliotis, a retired chemical salesman from Anjou, Quebec, had been waiting over a year for a hip replacement when he decided to do something about it.23 Along with his physician, Dr. Jacques Chaoulli, Zeliotis challenged Quebec’s ban on private coverage.24

Chaoulli and Zeliotis launched their suit in 1997. They claimed that, by banning patients from purchasing private coverage and thereby forcing them to wait for necessary treatment, the provincial government was violating fundamental protections included in both the Canadian Charter of Rights and Freedoms and the Quebec Charter of Human Rights and Freedoms. They kept up their fight over the next seven years, as first the Quebec Superior Court and then the Quebec Court of Appeal upheld the ban on private insurance.25

Finally, in June 2005, the Supreme Court of Canada ruled in favor of Chaoulli and Zeliotis.26 In a 4–3 decision, the court ruled that the province’s prohibition on private insurance did indeed violate the Quebec Charter’s guaranteed “right to life, and to personal security, inviolability and freedom.” But on the question of whether the law infringed on rights set down in the Canadian Charter, the court split 3–3.27

Chief Justice Beverley McLachlin summed up the position of the court in her majority opinion, writing, “Access to a waiting list is not access to health care.”28

While the Chaoulli decision was confined to Quebec, it had significant national implications. It was an admission by Canada’s highest court that laws aimed at propping up the government’s health care monopoly actually abridged the basic freedoms of Canadians.

There is no shortage of lessons to draw from Canada’s fraught history with single-payer health care, but one in particular deserves special attention. Once an idea like socialized medicine captures a nation’s political imagination, it doesn’t take long to become fullblown policy.

RISE OF THE NHS: ONE EMERGENCY AFTER ANOTHER

The origins of the United Kingdom’s single-payer system, the National Health Service (NHS), are equally informative. Officially founded in 1948, the program presently comprises four entities—one for each member of the United Kingdom. The vast majority of funding comes from general taxation as well as additional taxes known as “national insurance contributions.”29 The NHS charges nothing at the point of care for covered treatments, services, and procedures, with certain exceptions, including dental care, prescription drugs, and optical care.30

While government-funded health care had existed in some form for centuries in England, an early incarnation of the NHS dates to 1938. It was then, in the run-up to the Second World War, that the British government created what came to be known as the Emergency Hospital Service—later renamed the Emergency Medical Service.

This initiative consolidated the nation’s hospitals into a single entity with the goal of freeing up capacity for war-related injuries.31 The organization often struggled to distribute resources effectively between ordinary patients and war casualties. Many Britons found it difficult to get care.32

In principle, the Ministry of Health had the authority to dictate the policies of the nation’s hospitals, which, at the time, were run by either local authorities or charities.33 In reality, the hospitals that made up the Emergency Medical Service still enjoyed a great deal of autonomy during the war.34 Nevertheless, the very existence of such a program helped normalize the idea of a government-run health sector in the United Kingdom.

Another turning point came in November 1942, when economist Sir William Beveridge presented Parliament with a report entitled Social Insurance and Allied Services. The Beveridge Report, as it came to be known, outlined an ambitious vision for a modernized British welfare state.

Specifically, the document identified five “Giant Evils” the British government should set out to slay: “Want, Disease, Ignorance, Squalor, and Idleness.” One of Beveridge’s core proposals was that “medical treatment covering all requirements will be provided for all citizens by a national health service.”35

The Labour Party under Prime Minister Clement Attlee set about implementing many of Beveridge’s recommendations, following its victory in 1945 over Winston Churchill’s Conservatives. That included the economist’s vision for a government-run health service.36

As in Canada, the nation’s doctors were less than enthusiastic about a government takeover of the health care system. The British Medical Association threatened a physician boycott if Health Minister Aneurin “Nye” Bevan moved ahead with the NHS.

To appease doctors concerned about their independence under a socialized system, Bevan made several substantive changes. For instance, hospitals would be overseen by regional boards, and physicians would be allowed to work in private practice on a parttime basis.37

It only took until July 5, 1948—less than six years after Beveridge’s proposal—for the NHS to formally launch. The organization had three main branches. First was a system of 2,751 state-owned, locally run hospitals. Britain at that time had a total of 3,000 hospitals.38 On top of that was a network of general practitioners paid set fees by the government. The third branch included facilities such as nursing homes and public-health organizations, which were operated by locally elected councils or authorities.39

From its inception, the NHS has struggled to accommodate patient demand. The government has rolled out one reform initiative after another. The most significant came in 1991, when Prime Minister Margaret Thatcher ushered in what was dubbed an “internal market” model. Under this new approach, the NHS was no longer administered by a single bureaucracy. Instead, the system was divided between purchasers—that is, government health authorities—and providers, which today are the hospitals and medical facilities known as NHS trusts.40

This reform effort did little to relieve the inefficiencies, lengthy delays for treatment, and financial problems that had plagued the NHS. So in 1999, the Labour government established a body that would more or less explicitly ration care to rein in patient demand—the National Institute for Clinical Excellence, or NICE.
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“NHS: Sorry, You’re Not Skinny Enough to Have an Eating Disorder”

Hope Virgo, a native of Bristol, England, developed anorexia when she was 12 years old.41 “I had struggled with feelings of guilt and sadness for so long but from the day I met anorexia I discovered this amazing sense of relief,” she told Wales Online.42

For four years, Virgo avoided food. She forced herself to vomit when she did eat and exercised furiously to keep her weight down. Just weeks after her family confronted her about her illness, she was admitted to the hospital with her “heart failing and [her] hair falling out.”43

After a year working with mental health professionals, Virgo had managed to keep her anorexia at bay.44

But eating disorders aren’t easily defeated. One study found that 30 percent of anorexia patients relapse after receiving treatment.45 In 2017, at the age of 26, Virgo felt herself relapsing.46

When she sought help from her physician, the response shocked her. She was not skinny enough to qualify for anorexia treatment.47 Specifically, she was told that her body mass index did not fall outside the range deemed healthy by the NHS.48

Virgo described spending the next month feeling like a “fake anorexic person who was not good at having an eating disorder.”49

The National Institute for Health and Care Excellence, or NICE, estimates that more than 260,000 people over the age of 16 in the United Kingdom suffer from anorexia.50 According to Rebecca Willgress, who runs communications at Beat, a U.K. charity dedicated to helping people with eating disorders, many patients share Virgo’s experience.51

Willgress told Mashable, an online news outlet, that Beat hotline operators “often speak to people who were not referred for treatment because [they] were told their weight ‘wasn’t low enough,’ which only deals another blow to their self-esteem and makes the situation worse.”52

NICE guidelines instruct physicians to “not use single measures such as BMI … to determine whether to offer treatment for an eating disorder.”53 Clearly, that message isn’t getting through to NHS doctors.

Virgo’s encounter with the NHS inspired her to launch the #DumpTheScales campaign in July 2018 to encourage the government to review how it diagnoses and treats eating disorders.54

Virgo believes change is needed “to prevent people [from] getting more unwell, save the NHS money, and save lives.” As of September 2019, her petition had received over 94,000 signatures.55 #DumpTheScales has been debated in Parliament and acknowledged by Downing Street.56
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The body, later renamed the National Institute for Health and Care Excellence, is charged with evaluating treatments in order to establish uniform standards of care throughout the NHS.57 In practice, however, NICE attempts to determine the clinical and cost-effectiveness of drugs and procedures in order to dictate whether they’re worth paying for. Especially costly drugs or treatments which fail to extend life sufficiently, at least in NICE’s estimation, are made off-limits for NHS patients.

Despite these challenges, the NHS lumbers on, generating a seemingly endless succession of scandals and atrocities. In this way, a government-run health care program hastily founded during a time of crisis has, more than seven decades later, become its own national emergency.
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CHAPTER FOUR

THE HORRORS OF SINGLE-PAYER INSURANCE—WAITS

Single-payer systems have the impossible task of treating a constant flow of patients with finite resources. When demand for health care outstrips supply, single-payer administrators must resort to rationing or denying care.

Remember the bread lines during the Great Depression, or cars lining up for gas during the 1970s oil embargo? Single-payer health care brings those waits to hospitals, doctors’ offices, and clinics.

GET IN LINE

Canadians may be known for their kindness and politeness, but even the gentlest Canuck is bound to get sick of my native country’s health care system. Its delays for care would be laughable if they didn’t leave millions of people in pain and suffering.

Since 1993, the Vancouver-based Fraser Institute has published Waiting Your Turn, an annual report examining wait times for health care in Canada. Those waits have headed in one direction over the past quarter-century—up.

The report chronicles two types of waits. The first is how long a patient waits between referral by a general practitioner to a specialist and consultation with that specialist. The second is how long the patient waits for treatment after consultation with a specialist. Together, these two metrics constitute “total wait time.”1

Nationwide, the median total wait time was just under 20 weeks in 2018.2 That’s more than double the wait Canadian patients faced in 1993.3

Patients in New Brunswick, one of the Maritime provinces, fared the worst, waiting a median of 45 weeks between their initial appointments with general practitioners and specialist treatment.4 Not far behind was Nova Scotia, where patients waited more than 34 weeks.5

In 2018, 72 percent of wait times nationwide exceeded what physicians would deem “reasonable.”6

Only the sickest patients come close to securing relatively timely care. Cancer patients had the shortest total wait time in 2018—just four weeks. On the flip side, the median wait for orthopedic surgery was 39 weeks.7

These waits are particularly hard on elderly Canadians. Thirty percent of patients waited more than six months for hip and knee replacements in 2018.8 One in five Canadians 55 and older says they have major issues accessing health care.9

In 2019, Vancouver retiree Jenny MacKenzie was told she would have to wait a full year for hip surgery, according to reporting from Canadian think tank SecondStreet.org. She was dealing with more than physical pain. “It really upsets me I can’t cuddle my grandchildren or pick them up,” MacKenzie said.10

All told, Canadians were waiting for nearly 1.1 million procedures in 2018. That means nearly 3 percent of the population were on a waiting list, if we assume one patient per procedure.11 Extrapolate those numbers to the United States, and that’s the equivalent of more than 9.8 million Americans waiting for care.12
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“Sorry, Sir, There’s No Room in Our Hospital”

Mary Louise Murphy was “sweating profusely and had trouble breathing” when a friend brought her to Abbotsford Regional Hospital in British Columbia on the night of January 30, 2017, according to the CBC. She was quickly seen by a doctor, who told the 56-year-old she was experiencing muscle spasms.13 She was given a shot of morphine and sent home.

Murphy died two days later, on February 1.14

Her experience is unfortunately common in Canada, where overcrowding often leaves hospital staff unable to devote proper attention to emergency room patients.

The day Murphy died, Jack Webb was taking his final breaths in a hospital on the other side of the country. The 68-year-old had been diagnosed with pancreatic cancer on January 12, 2017. By that time, it had already spread to his liver and adrenal glands.15

Two weeks later, Webb was having trouble breathing and was admitted to the emergency department of Halifax’s largest hospital. His wife later recalled to CTV that when he was finally seen by a doctor, they were told he was “the sickest man to arrive … that night.”16

Yet Webb spent the next five days in agony as a result of hospital overcrowding. For the duration of his stay, Halifax Infirmary was under a “code census.” According to CTV, this is “an overcrowding protocol that spills excess patients into the main hospital’s hallways, sets off bed bumping and is a wider sign of a hospital beyond its capacity.”17

As a result, over the next five days Webb was bumped from room to room, occasionally sharing space with several other patients. At one point, he spent six hours in a cold hallway. The night before he died, one hospital staffer callously yelled to another, “If he stops breathing, don’t resuscitate!” Webb and his family were in earshot the whole time.18

His wife later learned that protocol dictated he should have been seen by a specialist immediately after he arrived.19 The circumstances surrounding Webb’s death prompted the Halifax Infirmary to rewrite its wait time rules.20

Single-payer systems make even children wait for care. In November 2017, three-year-old Basil Mohammed entered Birmingham Children’s Hospital in the United Kingdom. The young boy suffered from Wolcott-Rallison syndrome, a rare disease that can cause liver or kidney failure, according to BBC News.21

He was seen by a triage nurse 15 minutes after he arrived but then waited over an hour for follow-up care, per the Daily Mail.22 His father warned hospital staff that his son was going to die, to no avail.

Mohammed died in his father’s arms, still waiting to be seen.23
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Canadians aren’t even in the clear when they make it into the clinic. Canadian doctors commonly prohibit patients from discussing more than one issue per appointment.24 If patients have more to ask about, they are encouraged to make another appointment. For physicians, this may save time. But for patients, it could mean getting in line once again.

THE DOCTOR IS OUT

The Canadian health care system doesn’t have the capacity to meet demand. In 2018, Canada had fewer than three doctors—and fewer than three beds—for every 1,000 residents.25 In 2019, an estimated 175,000 people in Canada’s four easternmost provinces were waiting to be matched with a family doctor.26 If current trends continue, Canada will be short 60,000 full-time nurses by 2022, according to the Canadian Nurses Association.27

Canadian officials don’t appear particularly interested in narrowing their doctor shortage. One in five newly certified medical and surgical specialists can’t find a job in Canada, according to a May 2019 report from the Royal College of Physicians and Surgeons of Canada. Neurosurgeons, radiation oncologists, and orthopedic surgeons are most likely to be unemployed.28

That makes little sense, given that Canadians wait longer for orthopedic surgery than for any other specialty procedure.

Provincial governments don’t appear to have the money to hire the doctors their residents need—or don’t care to find it. “We have unemployed orthopedic surgeons who are dying to meet this need,” said Mark Glazebrook, the head of the Canadian Orthopaedic Association. “The government can’t afford it.”29

And because private insurance is illegal under the Canada Health Act, Canadian patients don’t have an escape route from single-payer health care. Some people are trying to change that.

FIGHTING FOR CARE

The Chaoulli decision legalized the sale of private insurance—but only in Quebec. A market for private insurance hasn’t taken off in Quebec—and would be unlikely to launch in any other province that legalized private coverage—because Canadian doctors are generally prohibited from billing patients or private insurers directly if they also want to participate in the single-payer system.

Dr. Brian Day, an orthopedic surgeon and the former president of the Canadian Medical Association, has been fighting that prohibition for years. In 1996, he opened the Cambie Surgery Centre, a for-profit clinic in Vancouver, British Columbia.30 He established the center because “we had doctors who had patients who needed surgery but there was no place for them to work.”31

Cambie is one of a handful of private medical centers scattered throughout Canada. Private centers like Cambie originally came about to treat military personnel, Royal Canadian Mounted Police (RCMP), and other groups exempt from single-payer.

Over the years, these private clinics have proliferated. For example, there were 74 private diagnostic clinics operating in 2018—compared to just three MRI clinics in 1994.32

Day says clinics like his perform over 60,000 surgeries a year. Workers’ Compensation Boards have been among his most enthusiastic supporters. They’d rather pay for quick care for disabled workers—and get them back on the job and off disability—than send them checks while they wait for care through the single-payer system.

Indeed, if private clinics didn’t handle those tens of thousands of surgeries, the government would have to foot the bill. As a result, Day claims private clinics save the government hundreds of millions of dollars annually.33
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“Code Gridlock in Canada”

Long waits for care are a fact of life for Canadian patients. In February 2018, Ontario native Leo Seguin went to the hospital after hurting his back. The hospital was crowded, so Seguin spent 10 days recovering in a hospital bathroom, which staffers jokingly called “the spa.” He was baffled by the placement of the bed, which left his head next to the toilet, but was otherwise unperturbed.34

Seguin shared his story with the CBC. “I didn’t hear nobody moaning … so when I slept at night, I slept like a log,” he said.35

Not all patients are so lucky. On March 25, 2017, Jamie-Lee Ball arrived at Brampton Civic Hospital in Ontario in “excruciating pain.” According to the CBC, she had undergone abdominal surgery the previous month and knew her condition might be serious. Soon after she arrived, a doctor determined she was bleeding internally and might need a blood transfusion.36

Yet Ball spent five days on a stretcher in the hallway, “screaming in pain and crying.” The hospital had declared a “Code Gridlock,” meaning it was at capacity and no longer able to put patients in beds. At one point, she was booted from her “prime” spot in the hallway to accommodate a cancer patient. She told the CBC that “everyone shared a single public bathroom.”37

Ball’s situation may seem enviable to Kelly Yerxa, who spent 47 hours waiting for surgery after falling down a flight of stairs. According to Toronto Life, “Bones were sticking out of [Yerxa’s] right elbow, and her wrists were in the shape of the letter S.” She also had multiple broken ribs and a lacerated kidney.38

She was placed in the “orange zone,” a section of the hallway where hospital beds are stacked up like sardines. There was nowhere for her family to stand, and her bed was next to a bedpan dumping station.39

Looking back at her dismal experience, Yerxa is grateful for how much pain she was in. As Toronto Life’s reporting put it, “Had she been more lucid, she would have been angry.”40
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Day has spent the past decade in the throes of a lawsuit challenging the ban on clinics charging patients directly for care.41 His trial finally ended in July 2019, after three years before British Columbia’s Supreme Court.42 His provincial government has done everything it can to delay, distract, and outspend him, in hopes he’ll give up the fight.

The government claims it’s upholding the principle of equity in health care. But what good is equity if it means everyone is waiting the same amount of time for necessary care? Equity can’t heal someone with a serious illness—or pay someone’s wages while they languish on a wait list, unable to work.

LOOKING FOR CARE ANYWHERE BUT HERE

Canadians who can’t or won’t wait for treatment have another option—go abroad.

SecondStreet.org obtained data from Canada’s national statistics agency to determine how many Canadians left the country to obtain medical care. They found that in 2017, Canadian patients made between 217,500 and 323,700 trips abroad.43 Ontario had the highest number of medical tourists—as many as 208,400 patients in 2017.44

The motives, costs, and destinations vary, but one thing is certain—an increasing number of Canadians want out of single-payer health care.

[image: Image]

“Vacationing at Hospitals Abroad”

Many Brits and Canadians love traveling to warmer climes. Some head there not to relax on the beach but to seek medical care they can’t get in their home countries.

Take Clare Mullarkey of Oldbury, West Midlands, in England. She was diagnosed with multiple sclerosis in 2011, when she was just 22. Six years later, Mullarkey’s condition had worsened, to the point where it was impeding her work and daily life.45

In October 2017, her doctor recommended her for a hematopoietic stem-cell transplantation (HSCT)46—an intense chemotherapy that wipes out and regrows a patient’s immune system.47

After eight months, the National Health Service denied Mullarkey’s request for treatment. She was told she was “not ill enough” to receive HSCT, according to the Mirror. She didn’t want to wait for another relapse, which she feared would leave her using a wheelchair.48

So she sought treatment in Mexico. As of March 2019, Mullarkey had completed the first stage of the procedure and had raised almost one-third of the £65,000 necessary for treatment.49

Angela Bugera, a 51-year-old art gallery owner from Edmonton, Alberta, waited six months to see a specialist about her hip pain. Bugera was already reduced to walking with a cane and felt that things were bound to get worse.50

After a five-minute appointment confirmed she was a candidate for a hip replacement, she discovered she’d have to wait even longer to have the procedure, according to CTV News.51

Like Mullarkey, Bugera took things into her own hands. In 2015, she paid over C$18,000 to have her hip replaced at Health City Cayman Islands. By June 2017, she was happy with her choice, Yahoo! News reported.52

Bugera remained a single-payer supporter but offered a frank assessment of the problems facing Canada’s health care system. “Universal health care is very important, but our system is overwhelmed and we should be looking at options to supplement it until it can support us all again,” she said.53

Perhaps a better solution is to more fully deploy the market principles at work in the private health care systems that have helped Mullarkey, Bugera, and so many others in their time of need.
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IN HER MAJESTY’S NATIONAL HEALTH SERVICE

Just as in Canada, health care in the United Kingdom is defined by long waits, shortages of doctors and nurses, few resources, and unhappy patients.

As of May 2019, 4.34 million people were waiting for treatment throughout England, a 42 percent increase from 2014.54

One of those patients was Susannah Thraves, a journalist who needed surgery on a damaged kidney.55 In an August 2019 piece for The Guardian, Thraves wrote, “I can cope with the physical pain. But I really struggle to deal with the distress and anxiety of being on what seems like a never-ending waiting list.”56

The National Health Service acknowledges it will keep people waiting. The “maximum waiting time for non-urgent consultant-led treatments” is 18 weeks after an appointment is booked.57 The goal is for 92 percent of patients to be on the wait list for less than 18 weeks.58

As of May 2019, the NHS hadn’t hit that target in over three years. In fact, the agency fails to stay within most of its own guardrails. In 2019, the Liberal Democrat party alleged the NHS missed its own treatment time guarantees 200 times per day.59 Despite having a “zero tolerance” policy for patients waiting more than 52 weeks for care, as of May 2019 more than 1,000 patients had been left waiting for over a year.60

Cancer treatment targets are among the most frequently missed. The NHS aims to treat 85 percent of cancer patients within 62 days of a referral from a general practitioner. As of June 2019, the NHS hadn’t hit that target since 2013.61 According to a report released that same month, only 38 percent of NHS trusts met the 62-day treatment standard.62 In March 2019, one doctor told the Independent that “more than 127,000 people have waited too long for cancer treatment since the target was first missed five years ago.”63
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“The Difference Between Life and Death—18 Minutes”

Five-year-old Ellie-May Clark was wheezing so badly she was unable to walk from school to her home in southeast Wales.64

She had first been treated for asthma months shy of her second birthday, so her mother Shanice didn’t panic.65 She called the Grange Clinic in Newport, Wales, and requested a home visit, according to BBC News. Instead, the clinic offered her an emergency appointment and told her to arrive in 25 minutes.66

Shanice Clark had an eight-week-old baby, in addition to five-year-old Ellie-May, and no car. She called the hospital to say she might be late. She’d need a few minutes to arrange for care for her newborn and wait for the bus.67

Ms. Clark claims she and her daughter arrived at the clinic five minutes late, per the BBC. The receptionist on duty at the time said they were 18 minutes late.68

Regardless, when they reached the front desk, the Clarks were informed they would have to return the following day.69 Dr. Joanne Rowe, the physician in charge of “child safeguarding,” had a rule for late patients—arrive more than 10 minutes late, and the appointment is canceled.70

According to the Telegraph, Dr. Rowe explained the rule thus: “If you have 25 patients to see in a morning or afternoon and a lot of people are 15 minutes late or 20 minutes late you are never going to be able to manage your work.”71

Ellie-May was confused. She asked her mother, “Why won’t the doctor see me?”72

Shanice Clark didn’t know, and she was frustrated. She had warned them she would be late. She was certain the usual course of steroids would have relieved her daughter’s symptoms. Besides, Dr. Rowe had previously received a letter explaining that Ellie-May was “at risk of having another episode of severe/life threatening asthma,” according to the Telegraph.73

The Telegraph also reported that Dr. Rowe did not prominently record the letter in Ellie-May’s medical records.74 Not that it would have made much difference. Dr. Rowe didn’t even open Ellie-May’s file before refusing to see her, according to BBC News.75

As she would later testify, Shanice Clark took her daughter home and put her to bed.76 She checked on her daughter every 10 minutes. Around 10:30 p.m., she heard Ellie-May coughing. She rushed into Ellie-May’s room just as her daughter fell out of bed, her hands and face blue.77

Ellie-May was rushed to the hospital but died shortly thereafter.

After a lengthy inquest, a coroner determined that “Ellie-May Clark died of natural causes where the opportunity to provide potentially life-saving treatment was missed. The medical cause of death being … Bronchial asthma.”78

The coroner concluded that the five-year-old was “let down by the failures in the system.”79
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A June 2019 British Medical Association investigation found that NHS hospitals frequently relied on “escalation beds,” temporary beds that are usually reserved for emergencies, like a flu outbreak.80 According to BMA consultants committee chair Dr. Rob Harwood, “The use of escalation beds is a sign that trusts are at a critical stage and are unable to cope with demand.”81

Overcrowding of this nature makes it hard to process patients. Consider the NHS’s four-hour wait target for Accident and Emergency departments.82 Daily A&E use has increased every year since 2012, and the NHS can’t keep up.83 In 2018, close to 19 percent of people waited more than four hours in A&E departments.84 Over 57,000 people waited more than four hours for admission in July 2019 alone. More than 400 patients waited longer than 12 hours.85

But nothing compares to January 2019. That month, A&E waits were the worst they’d been in 15 years, with close to 330,000 patients waiting longer than they should have.86 That month, the NHS proposed scrapping the four-hour wait target altogether.87

WINTER IS COMING

A&E visits spike when flu season is in full swing. Poor responses from the NHS are so common that “winter crisis” has become a catchphrase in the British media.88 Even against such a low bar, the 2017–2018 winter was particularly bad.

Nearly 23 percent of patients waited more than four hours to be admitted to Accident and Emergency departments, up from just over 6 percent in winter 2010–2011.89 Once they were admitted, more than 221,000 people waited more than four hours to receive treatment.90 They were the lucky ones.

During winter crises, patients in England can spend hours in ambulances before setting foot in a hospital. The number of beds available throughout the NHS has decreased while A&E visits have increased.91 Ambulances often line up outside overcrowded hospitals, waiting for a space to open up for the patient they’re carrying.92

The NHS’s goal is for patients to be transferred from an ambulance to an A&E department within 15 minutes.93 During the 2017–2018 winter crisis, over 180,000 of these so-called “handovers” took more than a half-hour. Some 42,000 took over an hour.94

Between Christmas and New Year’s, nearly 17,000 people waited in the back of an ambulance—nearly 5,000 of them for more than an hour, according to The Guardian.95

Of course, this is all contingent upon getting an ambulance. From 2017 to 2018, ambulances routinely took more than 24 hours to respond to patient calls. One Welsh patient waited over 62 hours for an ambulance in 2017, according to BBC News.96 Hospitals claimed these cases were “less serious” and patients had to wait while ambulances attended to patients with more life-threatening conditions.97

Ambulance operators are seriously short-staffed. More than 33,000 ambulance workers quit the NHS between 2010 and 2018.98 The Mirror found that the NHS spent over £235 million on private ambulances to offset a paramedic shortage between 2015 and 2018. That’s around £215,000 a day.99 The paramedic shortage is so bad in parts of England that ambulance providers have proposed recruiting volunteers or enlisting military personnel as drivers.100

THE DOCTOR IS OUT, PART TWO

The paramedic shortage is just the tip of the iceberg. The NHS is plagued by shortages of other key personnel.

The reason is simple—people hate working for the NHS. It’s easy to see why. Each week, close to 60 percent of its employees work unpaid overtime. Thanks to the stress, 40 percent of NHS employees report feeling “unwell.” Around half want to leave their roles.101

According to the Mirror, each year more than one in four nurses take sick days due to stress.102 More than 160,000 nurses have quit the NHS since 2011.103

Things aren’t much better for doctors. One physician told The Guardian that working for the NHS has drained him of his humanity, since his workload made it impossible to have personal interactions with patients.104

British physicians aren’t paid particularly well for their troubles, either. The average generalist physician in the United Kingdom makes US$134,671 a year. His counterpart in the United States takes in close to US$220,000 a year. General practitioners in Germany and Canada are also better paid than their peers in the United Kingdom.105

This combination of high-stress work and comparatively low pay has made it hard for the NHS to retain people. In 2018, the United Kingdom had just under three doctors and about eight nurses for every 1,000 patients.106 That’s the worst doctor-patient ratio of all EU countries.107 As of December 2018, the NHS had over 9,000 doctor vacancies and over 39,000 nurse vacancies in England alone.108 Toss in other staff, and total NHS vacancies rise to just under 95,000.109

Things are expected to get worse. About 9,000 doctors quit in 2017, according to BMJ.110 A 2019 poll found that 42 percent of general practitioners were planning to quit by 2024.111

In March 2019, three of the United Kingdom’s biggest think tanks released a study examining the future of the health care workforce.112 By 2029, there will be a shortage of “108,000 full-time equivalent nurses.”113 The NHS will be short 7,000 general practitioners by 2024, if current trends continue.114

To help combat the doctor shortage, in 2015 the NHS resolved to recruit 2,000 foreign general practitioners by 2020. As of June 2019, they only had 120.115

Experts from the King’s Fund, a British think tank, have suggested that heads of hospitals fly to low-income countries to personally recruit nurses for their staffs.116 In May 2019, the Times reported the NHS was planning to do just that. The organization hoped to recruit 5,000 foreign nurses each year until 2024.117 Less than a month later, the NHS had reportedly scrapped the plan.118

Some of the NHS’s actions seem to indicate they’re not even trying to address the shortage of personnel. In January 2019, the NHS announced plans to recruit 22,000 “non-medical” staff to help divert patients away from general practitioners. That includes nurses and pharmacists as well as “social prescribers,” who refer patients to “non-medical interventions like singing groups.”119

TOO MANY PATIENTS, NOT ENOUGH SPACE

These massive staffing shortages cause more problems than wait times. Nine million patients had hospital appointments canceled in 2017–2018, up from just over 3 million a decade earlier.120 In 2018, close to 80,000 elective operations were canceled the day the patient was supposed to have them.121 Around 10 percent of those patients had not received treatment within 28 days of the cancellation.122

Additionally, close to 4,000 urgent operations were canceled at the last minute—150 of those were canceled for the second time or more.123

As the NHS continues to underperform, private health care has grown increasingly popular. The number of people with private coverage grew more than 2 percent in 2015.124 That year, just over 10 percent of the population had private coverage—almost 4 million policies total.125

To help clear the surgery backlog, in March 2019 the NHS proposed paying for patients who had been on the waitlist for over 26 weeks to receive private care. That’s about 250,000 patients.126 Ironically, one study found that the NHS would be able to perform 300,000 more surgeries a year if hospitals simply organized schedules better.127

Meanwhile, cost-cutting is making it increasingly hard for patients to access care. A 2019 proposal to close one-third of specialist treatment centers could force stroke patients to travel 45 minutes for treatment.128 Similar budget cuts have driven up wait times for cataract removals, one study found.129
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“DIY Dentistry”

David Woodhouse, a 62-year-old resident of Cornwall, England, was experiencing tooth pain in the summer of 2017. He began looking for a dentist who would see him. After 18 months of searching, he still hadn’t found one.130

An NHS emergency clinic offered to remove the tooth he claimed was causing him pain in December 2018. But David hesitated. Removing the tooth might have only fixed part of his problem. He had been having long-term issues with a dental plate.131

Eventually, he took matters into his own hands. “I got the needle-nose pliers and out it came,” he told BBC News. “The removal itself was considerably less painful than the long-term pain I was experiencing.”132

David is not the only one of his neighbors to struggle to find a dentist. According to the NHS, in January 2019, over 48,000 people in Devon and Cornwall were on waiting lists to see one. Only one dentist in Cornwall was accepting new patients.133

Patients in one town in Cornwall were a 65-mile round trip away from that dentist, according to the British Dental Association. To get there by public transit would have taken over three hours. Patients in Plymouth and South Wales faced similarly arduous journeys to their closest dentist.134

Things are only going to get worse. More than half of British dentists plan to retire or scale back their services by 2024.135

Do-it-yourself dentistry may soon be Britons’ best option.

CHECKUPS: NOW A TEAM SPORT!

According to BMJ, the average appointment with a general practitioner in the United Kingdom lasts just over nine minutes. Appointment length has been increasing by 4.2 seconds per year, meaning the NHS is on track to meet the British Medical Association’s recommended 15-minute appointment sometime in 2086.136

Some health officials believe that group appointments are a viable “solution” to this problem. Under this model, one general practitioner sees up to 15 patients with the same condition for around 90 minutes.137 The NHS claims that group appointments can improve a patient’s experience by giving them more time with a doctor and allowing them to meet other people with their condition.

During group appointments, patients may only spend two minutes with the actual doctor. The rest of the time is spent with a “facilitator,” who could be anyone, including a “receptionist, clerk, or healthcare assistant with a day’s training.”138

Doctors have embraced group appointments for a variety of conditions, ranging from diabetes and arthritis to obesity and erectile dysfunction.139

Unfortunately, government-run health care deprives patients of more than just convenience. Patients in single-payer systems often have trouble accessing cutting-edge treatments and technologies—even when it’s a matter of life and death.
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CHAPTER FIVE

THE HORRORS OF SINGLE-PAYER INSURANCE—ACCESS TO CUTTING-EDGE TREATMENTS AND TECHNOLOGIES

Canada and the United Kingdom lag far behind the United States in providing patients access to the latest treatments—including prescription drugs, diagnostic tests, and cutting-edge medical technology and equipment like computed tomography (CT) scanners and magnetic resonance imaging (MRI) machines.

The chronic shortage of treatments and technologies is a result of the rationing schemes and price controls that government-run, single-payer systems inevitably utilize to rein in costs. No one says no to a free diagnostic test or a free treatment. So health authorities in Canada and Britain say no for them.

A WAITING GAME FOR CUTTING-EDGE TECHNOLOGY IN CANADA

Take CT scanners—medical imaging devices used to detect and diagnose a number of conditions, including cancer.1 In 2017, Canada had less than 16 machines for every million people, according to the Organisation for Economic Co-operation and Development (OECD). The United States had 42 per million people—2.6 times as many.2

Less than 15 percent of rural emergency departments, which serve 20 percent of Canadians, had a CT scanner in 2017.3 Each of the country’s three northern territories had just one scanner—in total.4 It’s no wonder the average wait for a CT scan across the country is more than four weeks, according to the Fraser Institute.5 Even when Canadians get CT scans, there’s almost a one in four chance that the machine being used is over 10 years old.6

Canada’s 13 provincial and territorial governments choose which hospitals get scanners and which don’t. Despite the combination of tax revenue and federal funding they receive, they can’t seem to provide scanners to every hospital.

As a result, some hospitals have to fend for themselves. It took 10 years for one hospital in Sudbury, Ontario, to raise enough money to buy one. A nearby hospital in Windsor had its machine replaced after less than a year’s wait.7

MRI machines are just as hard to come by in Canada. There are 366 of them spread throughout the country.8 That equates to less than 10 units per million people. The United States has close to 40 MRI units per million people.9

Consequently, wait times for MRIs in Canada average over 10 weeks, according to Fraser.10 More than one in four MRI machines in Canada are at least a decade old.11

According to a study by the Conference Board of Canada, close to 400,000 people are forced to exit the workforce each year as they wait for CT and MRI scans. All told, these “excessive wait times” cost the economy $3.54 billion in 2017.12

The story is the same for radiotherapy machines, like X-rays. The United States has four times as many per million people as does Canada, according to OECD figures.13

Then there’s the discrepancy in mammography machines, which are used to detect breast cancer. Canada has 18 of them per million people; the United States has just under 60 per million.14

“SORRY, THAT DRUG IS UNAVAILABLE, EH?”

The public sector covers less than half of drug spending in Canada.15 But the government still exercises outsized control over the country’s drug market.

Many of the most cutting-edge drugs are in short supply in Canada, if they’re available at all. One analysis of 290 new medicines brought to market between 2011 and 2018 showed that less than half were available in Canada. U.S. patients had access to 89 percent of those new drugs.16

The numbers are even more dire in specific categories of treatment. Of 21 new treatments for blood disorders introduced between 2011 and 2018, Canadian patients have access to just 14 percent. All 21 were available in the United States.17

Canadians have access to less than half as many new central nervous system therapies as Americans. Only 59 percent of the 82 new cancer drugs are available in Canada, whereas 96 percent of them were accessible to American patients.18

Canadians can blame the price controls their government has levied on medicines for their inability to access them. The country’s Patented Medicine Prices Review Board sets a maximum price for each new drug before approving it for sale.19 Drug manufacturers may respond by refusing to sell their products in Canada at all—or by making only small quantities available.

Consequently, scarcity plagues the Canadian drug market. In 2018, there was a mass shortage of EpiPens—and in 2017, a shortage of the common antidepressant Wellbutrin.20

According to a CBC report, Canada experienced 25 drug shortages in a one-week period in September 2018. Critical medications for Parkinson’s disease, schizophrenia, and hepatitis B suddenly became unavailable.21 There’s even a government-chartered website listing all the drugs Canada is short on.22

Drug shortages are so rampant that one in four Canadians has been personally affected by them or knows someone who has, according to a survey from the Canadian Pharmacists Association.23

Even if drug manufacturers assent to the Canadian government’s price controls, they still have to compete to get onto the formularies of provincial health plans. The Common Drug Review process is conducted by the Canadian Agencies for Drugs and Technology in Health (CADTH), which considers the clinical and cost-effectiveness of a drug.24 Then, the Canadian Drug Expert Committee makes a reimbursement recommendation. Each provincial health plan decides, based on the committee’s recommendation, whether to put a drug on its formulary.25

These may sound like reasonable consumer protections—a way to ensure that people get the best prices possible. But what if you need a drug that doesn’t make it onto the formulary? You’re generally out of luck.

That’s a particular problem for people with rare diseases. Canada is one of the only developed countries not to have a policy for the development and availability of so-called orphan drugs. Such drugs are expensive to develop, in part because there’s a small market of potential customers for them.26

Only a few provinces have funds set up to cover orphan drugs. Even when they are covered, very few are available, and not for all rare diseases.27

Consider the plight of eight-year-old Andre Larocque and his six-year-old brother, Joshua, who both have cystic fibrosis. Their family lives in Ontario, which doesn’t cover the drugs the boys need to adequately treat the disease. In a last-ditch effort to treat their sons, Sasha Haughian and Jamie Larocque enrolled their boys in a trial for a new drug called Symedko.28

Andre was chosen, but Joshua wasn’t—meaning he had to go without treatment. Sasha described this unimaginable situation to CBC. “When I put them to bed at night, I hear Andre go to sleep peacefully and then I hear Josh laying awake in his bed coughing himself to sleep,” she said.29

Some Canadians have to engage in medical tourism within their own country for other crucial treatments, including organ transplants. According to a 2019 report conducted by the CBC, lung transplants “cannot be done in Atlantic Canada”—the provinces of New Brunswick, Newfoundland, Nova Scotia, and Prince Edward Island. So patients have to travel hundreds of miles away to the likes of Toronto to undergo the procedure. Their living expenses, much of which they have to cover out of pocket, can run in the tens of thousands of dollars. Some have lost their homes trying to cover them.30
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“Canadian Cancer Refugee”

Sharon Shemblaw was the kind of person who always carried around fruit and two-dollar coins—“toonies,” as they’re called—to give the homeless. So beloved by her community was the dedicated volunteer that her children’s school once shut down to throw her a birthday party.31

The 46-year-old mother of three was in excellent health when she was diagnosed with acute myeloid leukemia (AML) in August 2015, according to a report published by the Toronto Star in May 2016.32 Doctors told Shemblaw she was a “prime candidate” for an allogeneic stem-cell transplant, which replaces a patient’s cancerous bone marrow with healthy blood cells from a donor.33

AML patients who receive a transplant while in remission have a 20 to 25 percent chance of surviving.34 Shemblaw was told she had an 80 percent chance.35

There was just one problem. Her local hospital, Princess Margaret Cancer Centre in Ontario, didn’t have the resources to treat her. Doctors recommend AML patients receive a stem-cell transplant “no longer than two to three months” after their cancer has gone into remission.36

In 2016, the year Shemblaw sought treatment, the average wait at Princess Margaret was six to eight months, according to the Star.37

The Ontario Ministry of Health agreed to spend $100 million sending cancer patients to the United States for stem-cell transplants. Hospitals in Buffalo, Detroit, and Cleveland agreed to accept over 200 sick Ontarians.38

Patients who wished to receive treatment in the United States needed to commit to three months away from home and bring a full-time caretaker.39 That wouldn’t be cheap, of course. So most patients opted not to go.

Shemblaw was one of the few who made the journey.40 Finally in remission after three rounds of chemotherapy, she headed to the Roswell Park Cancer Institute in Buffalo with her daughter, who had taken time off from her doctoral program to be her mother’s caretaker.41

By the time Shemblaw arrived in Buffalo, the cancer had returned.42 At the time, a Health Ministry policy refused to cover stem-cell transplants for patients who weren’t in remission, even though the procedure would likely be just as effective in treating the disease.

That policy has since been overturned.43

Denied treatment, Shemblaw returned to Ontario, where she underwent experimental chemotherapy. The procedure was ineffective and yielded a bladder infection so painful that she hallucinated for nearly two weeks.44

On May 4, 2016, Shemblaw’s husband brought his wife a bouquet of her favorite pink tulips. Looking at him with eyes wide open, she began repeating, “I want to see them, I want to see them.” She had gone blind.45

She died the next day.
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The Canadian government also limits access to treatment by arbitrarily defining some treatments as “medically necessary” and some not.

The Canada Health Act grants the government a monopoly on covering anything deemed medically necessary but never defines that phrase. Each province has its own take on what’s medically necessary.46 Some common procedures that have ended up on the chopping block include wart removals and varicose vein treatments.47

Over the years, Canadian lawmakers have attempted to add prescription drug coverage to the country’s national health plan. In 2004, Prime Minister Paul Martin unsuccessfully pushed for a “Pharmacare” plan, saying “there’s something profoundly Canadian about this idea.”48

In 2019, the Liberal government led by Prime Minister Justin Trudeau introduced its own Pharmacare program.49 The proposal would create a new federal agency, which would determine which drugs were cost-effective. The aim of this program is not to increase access but to standardize drug coverage across all provinces and territories.50 Just as in the rest of the country’s single-payer system, Pharmacare would put equity over access—at the expense of Canadian patients.

It’s hard to consider Canada’s health care system “universal” if so many of the treatments and technologies at the heart of modern medicine are unavailable.

BRITAIN’S LOW-TECH HEALTH CARE SYSTEM

The United Kingdom’s National Health Service is even more technologically retrograde than Canada’s.

The OECD’s most recent data on CT scanners in Great Britain come from 2014. In that year, there were a little over nine for every million Britons. That’s less than one-fourth the number available to American patients that year.51

Mammography machines are also sparse in the British Isles. In 2011, the most recent year for which the OECD has data, there were just over 10 mammography machines for every million British residents. That year, there were almost 40 per million people in the United States; today, it’s 60 per million.52

Want an MRI in Britain? Good luck. The United Kingdom had just seven MRI machines per million residents in 2014—less than one-fifth as many as the United States.53

This is all bad news for those at risk of cancer or heart disease. In 2017, the Royal College of Radiologists estimated that over 56,000 patients with angina, a type of chest pain, were unable to access a CT scanner due to shortages. A sufficient number of the machines could have prevented thousands of heart attacks a year by empowering doctors to potentially catch patients’ heart problems before they became acute.54
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“Accept Our Shoddy Care—or We’ll Throw You in Jail”

Each year in the United Kingdom, just under 90 children will be diagnosed with a rare form of brain cancer called medulloblastoma.55 In 2014, six-year-old Ashya King was one of them.

Medulloblastoma originates in the cerebellum, the part of the brain near the base of the skull that controls balance and other complex motor and cognitive functions.56 The cancer can spread throughout the rest of the brain and to the spinal cord.57

Ashya was first diagnosed in the summer of 2014. He had his tumor removed on July 24 that year, according to BBC News. After a second surgery on August 22, the NHS recommended radiotherapy to round out his treatment.58

His parents pushed back. According to the Telegraph, Brett and Naghmeh King were nervous that their son was too weak to withstand traditional radiation therapy.59 The Daily Mail reports that they requested Ashya receive proton therapy instead.60

X-rays—the heart of radiation therapy—can cause damage to healthy cells they come into contact with. So they could harm vital organs near tumors, especially if those organs are still developing, as they are in children. Proton therapy is far more targeted, and thus poses a lower risk of inflicting collateral damage on other parts of the body.61

In the United States, cancer patients have had access to proton therapy since 2001.62 Construction on the first proton therapy center in the United Kingdom began 16 years later, in 2017.63

Doctors at Southampton General Hospital would not recommend proton therapy for Ashya, the BBC News reported.64 This put his parents in a bind. Naghmeh King later told the Telegraph, “If we had left Ashya with the NHS in Britain, he would not be with us today.”65

So on August 28, 2014, the Kings took their son to Spain to seek alternative treatment.66 Hospital staff reported the boy missing, and an international arrest warrant on suspicion of neglect was issued for the Kings.67 Two days later, Ashya’s parents were arrested and thrown in a Madrid jail.68 For 72 hours, Ashya was “placed under armed guard in a Spanish hospital, where he howled with despair and confusion,” according to the Daily Mail.69

Facing an international outcry, a British court granted the Kings permission to take their son to the Proton Therapy Center in Prague on September 5.70 At the time, the Telegraph reported that doctors there had “every reason to hope [Ashya would] make a full recovery.”71

In March 2018, three years after he began treatment, the Telegraph reported that Ashya King was cancer free.72
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In 2018, the NHS recommended an advanced type of MRI for men at risk for prostate cancer. But the Royal College of Radiologists said there weren’t enough MRI machines to cover the number of scans needed. The machines that were available were too old.73

The Royal College told the Independent that 90 percent of MRI machines in Britain were over 5 years old; 30 percent were over 10 years old.74

British patients must make do with outdated technology, if they can gain access to it at all, because the National Health Service is perpetually short on money. A 2018 study by Birmingham University and the Health Foundation found that budget cuts were the primary reason the country’s technology was outdated.75

Another Health Foundation study found that the United Kingdom’s health care capital spending as a share of GDP was 0.2 percentage points lower than the OECD average. Meeting that average would take another £3 billion per year.76

BRITAIN’S NOT-SO-NICE WAY TO RATION DRUGS

The United Kingdom has made the rationing of innovative medicines an art form.

The NHS is effectively the sole buyer of prescription drugs in the country. As a monopsonist, it can and does dictate the price of medicine in the United Kingdom.

Since 1957, British pharmaceutical companies have “voluntarily” signed on to the Pharmaceutical Price Regulation Scheme (PPRS). Under this scheme, the profits from branded drugs are restricted to keep prices low.77 If a manufacturer refuses to accept the price the NHS sets, then its wares are unavailable to British patients.

Manufacturers that aren’t part of the PPRS are subject to still more direct price controls. The Branded Health Service Medicines Prices Regulations subject each new drug brought to market to a maximum price.78 Some manufacturers simply opt not to sell their products in Britain rather than accept a lowball offer from the NHS.

Of the 243 medicines across 15 therapeutic categories launched worldwide between 2011 and 2018, just two-thirds were available in the United Kingdom. That’s slightly more than were available in Canada. But it’s far less than the 88 percent on offer in the United States.79

In some categories, the discrepancy between the United Kingdom and its former colony is even more startling. For example, only 36 percent of new dermatology treatments that hit the market between 2011 and 2018 were available in Britain. Eighty-two percent were available in the United States.80

Fifty-three percent of new diabetes medications made their way to the United Kingdom, compared to 67 percent in the United States. Fifty-seven of 74 new cancer drugs launched in the United Kingdom during that time period; 70 of those 74 did so in the United States.81

The NHS relies on the work of NICE to determine the “proper” price for drugs and other treatments. NICE’s primary metric for calculating whether a treatment is worth its price tag is the Quality-Adjusted Life Year, or QALY.

The metric effectively puts a dollar—or rather, a pound—sign on a patient’s life.

The QALY of a treatment is calculated by multiplying how much longer that treatment will extend a person’s life by the quality of life the patient will have.82 If a treatment will cause a person to live 10 more years but with a quality of life half that of a fully healthy person, the treatment would have a QALY value of five.

Those quality-of-life measurements aren’t exactly scientific. Patients who take part in clinical trials for new treatments take surveys that grade their health across five dimensions. Those five grades are then distilled into one number between zero and one, where one is perfect health and zero is death.83 That number is the quality-of-life score.

The QALY values for new treatments are then compared with current options. Take our hypothetical new one, with its QALY value of five. Suppose that the current frontline therapy offers a QALY value of three. The new treatment thus offers a net gain of two QALYs.

NICE then determines whether those additional QALYs are worth the cost of the new treatment.84 If a new therapy with a net gain of two QALYs costs £100,000 more than the old treatment, that’s £50,000 per QALY gained.85

In NICE’s book, £50,000 is way too much to spend for an additional year of life. The agency holds that only new treatments that cost less than £20,000 per QALY are worth paying for. Those between £20,000 and £30,000 per QALY are subject to stricter scrutiny of their supposed cost-effectiveness. Those beyond £30,000 per QALY have little hope of getting NICE’s approval, except in rare circumstances.86

In other words, NICE has determined that it’s generally not worth paying more than £20,000—a little over $25,000—for a drug or treatment that can give someone an additional year of life.

If the NHS follows NICE’s guidelines and declines to cover the treatment, tough luck. Perhaps you’d be willing to travel abroad, to pay for the treatment on your own in another country where it’s available?

These aren’t hypotheticals. The NHS routinely denies patients access to treatments deemed too expensive or insufficiently cost-effective.
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“Sorry, That Lifesaving Drug Is Too Expensive”

Christina Walker and her husband had never heard of cystic fibrosis before their son, Luis, was diagnosed with the genetic disorder at just three weeks old.87 CF causes serious lung infections that hamper breathing—and can lead to liver damage and infertility. People with the disorder only live into their mid- to late 30s, on average.88

Luis’s weakened immune system struggles to fight off even common colds, which routinely land him in the hospital. Since cystic fibrosis hinders digestion, a stomach bug can leave Luis emaciated, even if he eats constantly.89

In a column for The Guardian, Ms. Walker described her son’s three-hour treatment regimen: “Every day he takes 22 tablets, three nebulisers, two inhalers, nasal sprays and lots of supplements.”90

Fortunately, there’s hope for Luis Walker and the over 70,000 people worldwide living with cystic fibrosis.91 In 2015, the FDA approved Orkambi, a drug that can slow CF’s impact on the lungs.92

But there’s been a problem. Until late 2019, the drug wasn’t available to British patients because the government believed Orkambi wasn’t worth its price. In October of that year, the NHS and Vertex Pharmaceuticals, the drug’s maker, finally reached a deal to supply the treatment to British patients.93

Boston-based Vertex initially offered Orkambi to the NHS for £105,000 per patient.94 That’s around $136,000—considerably less than the $272,000 Orkambi goes for in the United States.95

Perhaps it shouldn’t be surprising that the NHS balked at covering a breakthrough drug. Testifying before the House of Commons in early 2019, NHS medical director Stephen Powis seemed appalled that “Vertex has come at this with a particular price in mind,” rather than capitulating to the government’s demands.96

The NHS’s four-year refusal to pay for the drug has been bad news for patients. One of every ten people with cystic fibrosis worldwide lives in England.97 Over 3,000 people in England, Scotland, Ireland, and Wales would benefit from Orkambi, according to the Cystic Fibrosis Trust, a patient advocacy group.98

Before striking its agreement with Vertex, the government threatened to invoke “crown use,” a provision that allows the government to invalidate a drug’s patent and manufacture a cheap generic.99

That may help the current crop of patients. But it would deprive pharmaceutical companies of revenue they could use to develop cures for tomorrow’s patients. It would also discourage investors from funding expensive, risky drug research. Why bother plowing money into drug companies if the government will simply seize the fruits of their research? Investors will seek returns for their money in other sectors.

Invalidating patents is akin to declaring that we’re fine with the current state of medical innovation—no more cures are necessary. Patients with the likes of cancer or cystic fibrosis, who are anxious for a miracle, would certainly beg to differ.
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In June 2018, NHS England announced it would no longer routinely cover 17 “unnecessary” procedures—including injections for back pain, tonsil removal, breast reduction, and removal of bone spurs for shoulder pain—just so it could save £200 million a year. Per reporting from The Guardian, government officials tell patients “they have a responsibility to the NHS not to request useless treatment.”100

NICE issued guidance in 2018 that recommended the NHS refuse to make abiraterone, a new treatment for prostate cancer that could give a patient 15 more months to live, the standard course of therapy. The rationing body instead urged health officials to require men suffering from prostate cancer to go through the status quo regimen of chemotherapy and hormones first.101

Prostate Cancer UK, a patient advocacy group, told the Telegraph that patients with late-stage cancer need the new drug as a primary treatment because they can’t tolerate chemotherapy.102

NICE isn’t Britain’s only rationing body. In many cases, regional clinical commissioning groups (CCGs) determine whether a treatment will be covered by the NHS in their jurisdiction.103 In recent years, those groups have become relentless, rationing even the most routine operations and commonly prescribed medications.

Take cataract removal. In March 2019, 104 of 195 CCGs would not cover this operation because they deemed it “a procedure of limited clinical value,” according to data from the Medical Technology Group, a watchdog.104 Seventy-six CCGs wouldn’t let patients undergo cataract removal until they’d reached a certain level of sight loss. That “test” directly contradicts NICE guidelines.105

As of June 2019, patients in Herefordshire waited over five months on average for cataract operations.106 One patient in Leeds fell while waiting close to 18 weeks for a surgery and injured his hip in the process.107

Other common procedures and treatments that have come under attack from CCGs due to their “limited clinical value” include hernia removal, continuous glucose monitoring, and hip and knee replacements.108

It’s hard to believe that procedures that can prevent blindness or allow people to walk are “of limited clinical value.”
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“Missed Appointment? Sorry, No Treatment for You”

Bonnie Frost was given just eight months to live after the NHS denied her a lifesaving liver transplant in February 2018, according to Wales Online.109

The 50-year-old native of Barry, Wales, suffered from a rare autoimmune disorder called primary biliary cholangitis.110 The disorder causes the immune system to mistakenly attack the bile ducts in the liver, which are necessary for digestion and help the body discard toxins, cholesterol, and deteriorated red blood cells.111

Like all autoimmune disorders, primary biliary cholangitis leaves the body vulnerable to other diseases. Jaundice and osteoporosis are common, as are memory loss and other mental impairments. Ultimately, the disease can result in liver scarring and failure and even liver cancer.112

Frost was first diagnosed in 2007 and placed on the transplant list by the liver specialist at Queen Elizabeth Hospital in Birmingham, England.113 Five months later, she received a liver transplant. She was healthy until 2012, when her body began to reject the organ.114

Doctors told her she would only survive if she received a second liver transplant. But after being assessed for suitability at both Queen Elizabeth Hospital and King’s College Hospital in London, Frost was denied a second transplant.115

Patients are generally denied liver transplants when doctors determine that the procedure would be ineffective or when the patient in question is an alcoholic or drug addict. None of these was the case for Frost. Doctors did not have a medical reason for denying her a transplant, according to reporting conducted by the Mirror.116

Why wouldn’t the NHS approve a transplant for Bonnie Frost? The Mirror said it was because she had missed medical appointments six years earlier, when her body first began rejecting the liver.117

A single mother of three, Frost was working at the time as a special education teaching assistant. She struggled to make the eight-hour round trip to the hospital in Birmingham, 120 miles away from her home.118 These trips became even more onerous as her health deteriorated. On top of that, hospital officials routinely rescheduled her appointments at the last minute.119

After being denied a new liver, Frost had to receive blood transfusions every six weeks just to stay alive.120 When her hemoglobin levels drop between transfusions, she struggles to get by. She told Wales Online, “I’m basically helpless because I go dizzy if I stand so my balance is off. I get breathless trying to do anything so pretty much have to rely on others for everything.”121

Frost and her family are frustrated with the NHS’s refusal to treat her. “I just don’t understand how if I haven’t done anything really bad they can just let me die,” she said. “It just makes me so angry.”122

Her mother, Irene O’Brien, perfectly summed up the bureaucratic nightmare of the NHS’s decision. “It’s a stupid situation … she’s my daughter. Who has the right to tell me I cannot have my daughter?”123
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When CCGs won’t cover these operations, doctors can submit individual funding requests to lobby the groups to make an exception. A study from BMJ found that there were nearly 74,000 such funding requests nationwide in 2016–2017. That was an increase of 20 percent from 2015–2016—and 47 percent higher than 2013–2014.124

CCGs have also limited what medications doctors can prescribe. A 2017 survey of specialists found that 7 in 10 doctors said they couldn’t prescribe approved medications due to financial constraints from their local CCG.125

Whether it’s through price controls, rationing, litmus tests, NICE guidance, or CCGs, the NHS seems determined to give patients in the United Kingdom as little access as possible to the best and newest treatments—all in the name of saving the government a few quid. Americans can expect similar outcomes if we adopt a single-payer system.
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CHAPTER SIX

THE HORRORS OF SINGLE-PAYER INSURANCE—FINANCIAL COSTS

Humorist P.J. O’Rourke famously quipped, “If you think health care is expensive now, wait until you see what it costs when it’s free.”1 Canada and the United Kingdom reveal exactly how much “free” health care costs.

The two countries appear to spend less than the United States on health care. U.S. health expenditures are notoriously high—about 17 percent of GDP. Canada’s tab, by contrast, is a bit over 10 percent of GDP; the United Kingdom’s, a bit under 10 percent.2

But Canadians and the British pay far more than those numbers may suggest. As we’ve seen, they must deal with substantial indirect and non-monetary costs: lack of access to care, shortages and chronic delays, and increased levels of pain and suffering.

What’s more, the direct costs of single-payer care are greater than its advocates claim. Canadians and Britons face monumental taxes—and still must pay for a significant share of their care out of pocket. Both countries are facing health cost crises that will require massive amounts of new public spending or even more draconian rationing schemes to solve.

SPIRALING COSTS

Neither Canada nor the United Kingdom has been able to keep its health costs under control. From 2005 to 2018, inflation-adjusted national health spending in the United Kingdom climbed 58 percent, according to data from the OECD. In Canada, it increased 50 percent.

In the United States, by contrast, national health spending grew 44 percent—a lower rate than either single-payer paradise.3

In Britain, health spending grew from 6 percent of GDP to just under 10 percent of GDP between 2000 and 2018.4 To keep the system from imploding, the British government is pumping more money into the NHS. In June 2018, the then prime minister Theresa May announced that the NHS would get a £20.5 billion spending boost over the next five years as a 70th “birthday present.”5 This funding boost comes on top of a £1.8 billion increase it got in 2017.6

Critics have denounced May’s plan as insufficient to deal with the NHS’s current money problems, much less improve its quality of care. The Institute for Public Policy Research, a London-based think tank, called the funding boost “generous” but said, “It will not fund significant improvements in care unless the NHS radically increases productivity.”7

Canada’s attempts to control costs haven’t been working either. Between 2001 and 2016, health spending by Canada’s provinces shot up 116.4 percent. Health bills now consume anywhere from 34 percent to 43 percent of provincial budgets.8

As in the United Kingdom, health spending has been growing much faster than Canada’s overall economy. In 2000, health care accounted for just over 8 percent of Canadian GDP. By 2015, it was more than 10 percent of GDP.9 And in 2018, the Canadian Institute for Health Information pegged health spending at 11.3 percent of GDP—more than C$6,800 per capita.10

The upward march of health spending in both countries is likely to continue as their populations age.

GROWING TAX BURDEN

One of the problems with single-payer systems is that nobody knows exactly how much their care costs.

In Canada and the United Kingdom, health costs are covered mostly by general tax revenue.11 Canadians and Britons may know what they pay in taxes but have little idea how their money filters through the health care system. They may not get a bill when they check out of the doctor’s office or hospital—but they’re paying handsomely for their care.

Consider just some of the taxes Canadians and Britons must shoulder. There’s the value-added tax (VAT)—a wide-ranging sales tax of sorts added onto the value of just about every good or service as it passes through a supply chain.12 All Canadians face a 5 percent federal VAT, called the goods and services tax.

Additionally, many provinces have chosen to adopt some form of a provincial sales tax (PST), generally around 8 percent. In provinces with their own PST, the two taxes are blended into the harmonized sales tax, which usually amounts to 13 percent overall. New Brunswick and Newfoundland residents face a 15 percent VAT.13

Great Britain has broadly higher income tax rates than does the United States.14 And each Canadian province forces at least some of its residents to pay double-digit income tax rates. Manitoba taxes its residents’ first dollar of income at 10.8 percent!15

In the United States, only California maintains an income tax rate north of 10 percent—and only on individuals making more than $286,000. This “temporary” millionaires’ tax passed as a ballot initiative in 2012 but has since been extended to 2030.16

In 2015, taxes made up just 26 percent of the U.S. GDP. In Canada and the United Kingdom, taxes accounted for closer to 35 percent of GDP.17

The tax burden is higher in these countries because single-payer health care is so expensive. According to the Fraser Institute, single Canadians paid an average of C$4,544 in taxes for health care in 2019. That number jumps to C$13,163 for childless couples. The addition of a single child causes that burden to rise to C$13,208. And the average family of four pays just over C$13,300 in taxes for health care.18

Canadian health care taxes are on the rise. Since 1997, they’ve risen close to 75 percent for childless couples, and close to 70 percent for the average family of four. Single parents with two children have seen their health care tax burden rise nearly 80 percent over that same period.19

Health costs are growing faster than the cost of just about everything else Canadians purchase. As the Fraser report notes, “Between 1997 and 2019, the cost of public health care insurance for the average Canadian family increased 3.2 times as fast as the cost of food, 2.1 times as fast as the cost of clothing, 1.8 times as fast as the cost of shelter, and 1.7 times faster than average income.”20

In Britain, meanwhile, the NHS costs more than £5,000 per household each year. That per household cost is up 75 percent since 2000.21 And this figure will likely climb sharply. A report from two British think tanks determined that every British household would need to pay £2,000 more each year to keep the NHS running as the country’s population ages.22

We’ve seen the toll that staffing shortages take on patients in the United Kingdom. Addressing those shortages would be expensive, if the NHS ever got around to doing so. According to the Commonwealth Fund, the average general practitioner salary in the United Kingdom is US$134,671. Multiply that by the 7,000 general practitioner vacancies anticipated by 2024, and the tab is a whopping $945 million.23

Of course, salaries aren’t the only potential costs facing the NHS. The Service is so desperate to get more doctors that it recently announced it will pay British doctors working abroad more than £18,500 in “relocation support” to come back to the country. Officials are also trying to lure doctors out of retirement with special incentives.24

Those added costs won’t be obvious to British citizens paying the bills.

The deeper problem with this arrangement is that it’s the government, not individuals, who decide what everyone must pay for health care. In the United States, patients can exert at least a modicum of control over their health costs by shopping around for cheaper insurance plans, picking a lower-cost plan offered by their employers, or choosing to pay for their care directly.

When the government runs things, politicians make the decisions about how much every family must devote to health care—whether they like it or not.

THE HIDDEN COST OF WASTE

Far from being models of efficiency, the Canadian and British health care systems are rife with waste.

Here’s one example: Canada doesn’t have enough long-term care facilities, so seniors often end up staying in hospital beds longer than necessary—“bed-blocking”—because there’s no place else for them to go.25 As the Edmonton Sun reported in 2017, “At any given time, around 400 hospital beds in Alberta … are taken up by bed-ridden seniors waiting for placement in long-term care/nursing home/assisted-living facilities.”26 That, in turn, creates shortages of hospital beds.27

A 2015 report found that fraud could be costing the NHS more than £5 billion a year.28 Another revealed that hospitals spend millions of pounds a year replacing crutches and wheelchairs taken by patients.29

The NHS is also spending £3.5 million a year on toiletries. Doctors filled more than 470,000 prescriptions for toiletries in 2017, up from just under 80,000 in 2007.30 British taxpayers spent upward of £1.6 million to cover more than 195,000 prescriptions for Aveeno body wash. The NHS also spent more than £220,000 on Neutrogena shampoos for dry and greasy hair.31 It’s unclear why the organization prescribes these items, which patients could easily buy at their local drugstore.

This sort of routine waste shouldn’t come as a surprise. In the private sector, a competitive market puts relentless pressure on companies to cut waste and root out fraud. Government bureaucrats don’t have the same incentives.

PAYING TO AVOID LONG QUEUES

Sure, the costs are high and growing, and the taxes are borderline confiscatory. But at least Canadians and Britons get free health care in return, right?

Not really. Patients in the two countries are forking over ever-greater sums on their own to actually secure the care their single-payer systems can’t—or won’t—provide.

In Britain, privately financed health care now accounts for more than 22 percent of national health spending, up from 16.5 percent in 2009, according to OECD data.32

Patients are paying out of pocket because they don’t want to wait. One patient with prostate cancer told the Daily Mail in 2017 that he’d spent £6,900 for “very urgent” surgery after the NHS had delayed the procedure multiple times.33

An investigation by that same newspaper found that two-thirds of hospitals let patients pay out of pocket for things like hip and knee replacement and cataract surgeries. At the Royal Free Hospital in North London, patients paid up to £15,000 for a hip replacement. They paid up to £5,125 for cataract surgery at the Darby Teaching Hospitals, the Daily Mail found: “Many hospitals offer all-inclusive packages that work out significantly cheaper than charging separate fees for the operating theatre time, the consultant, and occupying a hospital bed,” the paper reported.34

About two-thirds of Canadians carry private insurance to help them with the cost of things their single-payer system doesn’t cover, like prescription drugs, vision care, dental care, rehab services, long-term care, and private rooms in hospitals. In many cases, this insurance is provided by U.S. firms like Blue Cross Blue Shield.35

Private insurance and out-of-pocket payments accounted for roughly 30 percent of the nation’s health spending.36 A 2016 survey found that 2.5 percent of Canadians—about 731,000 people—had to borrow money to pay for their prescription drugs.37

Canadians would like the ability to pay for medically necessary care on their own. According to a 2018 Ipsos poll, 76 percent of Canadians believed they should be allowed to pay privately when the wait lists get too long.38

That’s against the law, of course. So Canadians head abroad to dodge their country’s wait lists. Per SecondStreet.org, Canadian medical tourists spent C$690 million on treatments in 2017.39 That spending doesn’t show up on the country’s health care ledger.
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“Case Study: You Can’t Always Get What You Want—Unless You’re Wealthy”

Most Canadians are proud of their health care system’s equity—rich and poor alike have the same government-run coverage.

That may be fine for cases of the sniffles. But when Canada’s rich and famous face a serious health problem, they can’t leave their homeland fast enough.

Take crooner Michael Bublé, who has called himself “very Canadian.” He’s part-owner of the Vancouver Giants junior hockey team and recently built a house across the street from his old elementary school, “complete with its own ice hockey rink,” according to Parade magazine.40

But when Bublé’s son Noah was diagnosed with liver cancer in 2016, the family didn’t stay in Canada. They packed up and moved to California.41 Three-year-old Noah underwent 18 months of treatment at Children’s Hospital Los Angeles.42

Today, Noah is cancer free.43 Bublé is understandably grateful for the hospital’s efforts. “We just had the best doctors,” he said.44 Curiously enough, those doctors weren’t in Canada.

Not everyone’s story is as heartwarming as Bublé’s.

In 2010, Newfoundland premier Danny Williams caused a political stir when he traveled to Mount Sinai Hospital in Florida for heart surgery. After the story broke, Williams defended his decision by claiming to NTV News that the surgery he needed was not offered in Canada.45

That backfired. Canadian cardiologists came out of the woodwork to make clear that Williams could have easily had his minimally invasive mitral valve surgery in Canada.46

Williams was defiant, telling reporters that he had “the utmost confidence in our health-care system,” and that it was “a bum rap” to take his personal medical tourism as a vote of no confidence in Canadian health care.

Said Williams, “This is my heart, it’s my health, it’s my choice.”47

The United States is also a refuge for Great Britain’s rich and famous. In 2019, Rolling Stones front man Mick Jagger had an emergency heart valve replacement in New York.48 As the singer was recovering, his brother Chris said, “At least [Mick] has not got to wait in line for the NHS.”49

True enough. If only all Britons had that luxury.
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Medical tourists pose slightly different problems in the United Kingdom. The European Health Insurance Card allows Britons to receive medically necessary care in other European Union countries. This program also entitles these countries to recoup the costs of treating foreign nationals.50 In 2016, the United Kingdom paid out more than £670 million to other countries in the European Union. Britain took in less than one-tenth as much—just over £50 million—for providing care to foreign nationals.51

THE HIDDEN COST OF RATIONING AND DELAYS

The human costs of single-payer systems—the long waits, rationing, doctor shortages, and subpar treatment—are well established. But these horrors have economic impacts, too. Whether through lost income or needless suffering, single-payer care’s mistreatment of patients imposes a financial burden on the entire nation.

The economic impact of delayed care in Canada is staggering. Many patients can’t work while they wait for care; those who can often do so in a distracted or diminished capacity. Delays in care also add up for friends and family, who have to take time out of their lives to care for loved ones.

These costs add up. Waiting for care cost Canadian patients C$2.1 billion in 2018, according to the Fraser Institute. That shakes out to C$1,924 per patient—and that’s only taking into account the typical 40-hour work week. Factor in the remaining 16 hours of each weekday along with the weekend, and that number climbs to C$6.3 billion, or C$5,860 per patient.52
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“Would You Be Interested in Dying?”

Roger Foley was working as a bank manager in London, Ontario, when he was diagnosed with cerebellar ataxia in 2009.53 There is no cure for this rare neurological disease, which has made it impossible for him to walk or feed himself.54

By 2010, he required home care to manage his day-to-day life.55 Unfortunately, the care he received seemed to do more harm than good.

In August 2018, Foley filed a lawsuit against various government agencies and health care facilities, according to a report from CTV News. Among other things, the lawsuit alleged that the government-funded agency responsible for Foley’s home care provided abysmal treatment.56

Foley claimed that staffers from the South West Local Health Integration Network were habitually negligent—that they gave him improper medication and injured him during exercises. He alleged the agency was unresponsive when he repeatedly complained.57

In March 2016, Foley applied for “self-directed funding,” which would have allowed him to hire and coordinate a team of home care workers on his own.58 On February 3, 2017, the Centre for Independent Living in Toronto rejected his request.59

Foley may not have qualified for self-directed funding, but as a terminal patient, he had another option. Under Canadian law, he was eligible for physician-assisted suicide.60

Foley released two audio recordings in which employees of the London Health Sciences Centre appeared to pressure him to end his life, CTV reported. In the first, recorded in September 2017, a staffer informed him that if he remained in the hospital, he would have to pay “north of $1,500 a day.” The staffer went on to ask Foley if he had “interest in assisted dying.”61

In the second recording, from January 2018, Foley described how his treatment in the hospital had left him so depressed that he’d considered ending his life. A hospital staffer replied, “Just apply to get an assisted, if you want to end your life, like you know what I mean?”62

Foley’s story perfectly illustrates the double-edged sword of single-payer health care. When government-run health care facilities are unable to provide basic care for the most vulnerable patients, they have no choice but to ration care. In cases like Foley’s, single-payer systems may determine medically assisted death to be the most prudent course of action—at least, for the state.

The University of British Columbia’s Tom Koch summed up this ethical nightmare to CTV News: “When we are given the option for a rapid death rather than a complex life then we are all at risk.”63
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The Centre for Spatial Economics, an Ontario-based demographic research group, attempted to calculate the total per-patient economic cost of waiting for four different procedures. The analysis considered wages lost by patients and caregivers as well as costs to the health system, like the additional tests and scans brought on by waits.64 The center determined the total cost of waiting for joint replacement surgery to be over C$26,000. The cost of waiting for an MRI scan was C$20,000.65

Another study found the “total lost economic output” generated by patients waiting for joint replacement surgery, cataract surgery, coronary artery bypass graft surgery, and MRI scans to be almost C$15 billion.66

Illness imposes major costs on the United Kingdom, too. One study found that the costs of absenteeism and “presenteeism”—that is, the reduced productivity of sick workers—were around £23 billion each year.67 These costs are only exacerbated when patients have a harder time seeking treatment.

The NHS’s poor-quality care also saddles the organization with hefty legal bills. The NHS spent £1.6 billion on clinical negligence claims from 2017 to 2018. That’s a 50 percent increase over the previous year. And that’s just for the actual claims. Toss in legal fees and the NHS bill rises to £2.2 billion. “Blunders in emergency medicine” accounted for the majority of these payments, according to the Sun.68

In 2018, the NHS made 336 payouts of more than £1 million, a 30 percent increase from the previous year. The NHS made 869 seven-figure payouts between 2015 and 2018. Almost half of those cases involved children nine or younger.69 All told, 40 percent of clinical negligence claims made against the NHS have to do with delays in diagnosis or treatment.70

In response to these mounting claims, the NHS Litigation Authority says it expects to pay out £7.8 billion in clinical negligence costs—including damages and legal fees—over the next three years.71 That’s equivalent to more than one-third of Prime Minister May’s “birthday present” for the NHS.

The response from NHS England has been to ban lawyers from advertising in hospitals in a bid to reduce claims.72

In other words, the British single-payer system’s shortages and delays have led to more deaths and injuries, which then cost the British government a king’s ransom to pay off. That leaves fewer funds available to pay doctors, build hospitals, and buy the latest equipment.

It’s a downward spiral that is the inevitable result of any centrally planned health care system.

Add in the hidden costs of delays, pain and suffering, lower-quality care, untimely death, travel abroad, waste, and inefficiency, and suddenly the health care systems in Canada and the United Kingdom don’t look so inexpensive. Nor does the U.S. system look so overpriced.

Free health care is very expensive indeed.
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CHAPTER SEVEN

THE HORRORS OF SINGLE-PAYER INSURANCE—OUTCOMES

Eventually the combination of long wait times, low-quality care, overworked physicians, and barriers to treatment takes a toll on people’s health. Life under single-payer insurance is more than just unpleasant—it’s unhealthy.

Just ask the people running the show. One in three health care workers in the United Kingdom would not recommend their own hospital to a friend or family member, according to one survey.1 Another poll found that one in six NHS staffers thought that personnel shortages put patients at risk.2

Still, single-payer health care’s defenders insist that patients in countries with universal, government-run care are better off. To support their claims, they point to a host of health metrics where the United States underperforms. But these statistics are often misleading.

To understand why, let’s break down the typical case against the U.S. health care system.

OVERSPENDING, UNDERPERFORMING

Single-payer advocates claim that U.S. health care is inefficient. According to the Commonwealth Foundation, “The United States spends far more on health care than other high-income countries … yet the U.S. population has poorer health than other countries.”3

The implication is that the United States wastes inordinate amounts of money—and that governments in other countries have found ways to get better value for their patients’ health care dollars.

One of the critics’ favorite data points is America’s poor infant mortality rate. With just under six deaths per 1,000 live births in 2014, the United States had the worst infant mortality of 11 developed countries tracked by the OECD.4

The CIA’s World Factbook has 55 countries ahead of the United States on infant mortality. Serbia, Bosnia and Herzegovina, and Latvia all have lower infant mortality rates than the United States.5

Another apparent argument for single-payer systems is life expectancy. Babies born in the United States in 2017 could expect to live 80 years, according to the CIA’s estimates. That puts the United States in 43rd place—more than five years behind Japan. Average life expectancy in Canada and the United Kingdom is 1.9 years and 0.8 years longer, respectively.6

Finally, the single-payer crowd appeals to rankings of various countries’ health care systems from the likes of the World Health Organization (WHO) and the Commonwealth Fund. A popular WHO study ranks the U.S. health care system 37th out of 191 countries for “overall performance.”7 In 2017, the Commonwealth Fund put the United States 11th of 11 developed countries.8

Without broader context, each of these data points is an inadequate measure of the American health system. Taken together, they overlook what’s best about health care in the United States—and distort information to make the U.S. system seem worse than it is.

MISLEADING METRICS

Let’s turn first to infant mortality. Compared to other countries, the United States has a broader definition of what constitutes a “live birth.” According to the National Institutes of Health, the United States reports “as live births more low-birth-weight babies who are at risk of dying on the first day, and then register[s] those who die as infant deaths.”9

But in many European countries, an infant needs to meet certain height or weight requirements to be considered a “live” birth. Similarly, many countries classify infants who die within 24 hours of being born as “miscarriages,” which are excluded from infant mortality calculations.10

Because the definition of infant mortality varies across countries, it’s hardly an adequate measure of the quality of a health system. One study published by the British Journal of Obstetrics and Gynaecology found that directly adjusting the infant mortality rates of 12 Western European nations to align with a common definition could reduce some of those rates by up to 40 percent—and even change their rank order.11

America’s infant mortality is so high in part because the United States has a lot of neonatal care centers dedicated to treating high-risk infants. With the exception of Sweden and Norway, the United States has the best infant mortality rate for babies born prematurely.12

In fact, when Canadians are faced with a difficult pregnancy, they turn to the United States for assistance. In 2007, 35-year-old Karen Jepp was pregnant with identical quadruplets. When she went into labor two months prematurely, every hospital in her hometown of Calgary was overbooked.13

So Jepp and her husband drove 325 miles to Great Falls, Montana—a town with a population of just under 60,000. There, at the Benefits Healthcare Hospital, she gave birth to four healthy baby girls in August 2007.14

Such an event is extremely rare. The chances of giving birth to identical quadruplets are one in 13 million.15

At the time, one American commentator quipped, “Great testimony for single-payer health care: Can’t handle a C-section, can’t find any room at neonatal intensive care units, has to fly mothers in labor to [the United States] just so they can bear children.”16
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“Death Panels for Sick Children”

Charlie Gard was born August 4, 2016. About a month later, his parents noticed that he could not move his head or support himself.17 His parents took him to the doctor, where he was diagnosed with a form of mitochondrial DNA depletion syndrome (MDDS).18

Charlie was thought to be one of 16 babies in the world with this rare genetic disorder, which causes muscle weakness and respiratory failure. There is no known cure, and most babies born with MDDS die in infancy.19

Charlie was brought to Great Ormond Street Hospital in October 2016, where doctors reiterated his “bleak” prognosis.20 But his parents wanted to fight for his life.

Dr. Michio Hirano, a neurologist at Columbia University Medical Center in New York, offered Charlie an experimental treatment called nucleoside therapy.21 There was no guarantee it would work. But his parents wanted to give it a try. By April 2017, they had raised £1.2 million to pay for the treatment.22

There was just one problem. In March 2017, doctors at Great Ormond Street Hospital had begun petitioning the British government for permission to stop Charlie’s life support, according to The Guardian.23

In the United Kingdom, it’s up to the courts—not doctors and parents—to decide how to treat a sick child and when to cut off life support.24 On April 11, 2017, a judge ruled that doctors could end Charlie’s life.25

Thus began a legal battle that would take the Gards to the British High Court, Supreme Court, and the European Court of Human Rights. Charlie’s parents petitioned for permission to bring their son to the United States for treatment. But the judiciary stonewalled them.26

The Gards had prominent allies in the fight for their son’s life. The Vatican released a statement saying that Pope Francis prayed “that their desire to accompany and care for their own child to the end is not ignored.”27 They also offered to bring Charlie to Bambino Gesu, a Vatican-owned children’s hospital, “to develop a protocol for experimental treatment for Charlie.”28 President Donald Trump said the United States would be “delighted” to help Charlie.29

Despite massive pushback, the British government held fast. Charlie died at a hospice on July 28, 2017, after the court denied his mother’s request to bring her son home for his final hours.30

A year later, the British courts put another family through a similarly Kafkaesque saga. A young couple petitioned to bring their son Alfie to Bambino Gesu for treatment for his degenerative brain condition.31 The boy was granted Italian citizenship, and Pope Francis again issued a personal appeal.32

But the British government refused to budge. Alfie died at Alder Hey Children’s Hospital in Liverpool on April 28, 2018.33 Even the pope is no match for the NHS’s bureaucracy.

LIVING (AND DYING) IN AMERICA

Similarly—and perhaps counterintuitively—life expectancy isn’t an accurate measure of the quality of a nation’s health care system. That’s largely because so many of the factors that influence life expectancy have nothing to do with health care. These are just the factors that drive down U.S. life expectancy.

For example, the United States has a much higher homicide rate than other developed countries. In 2016, there were 5.3 murders per 100,000 people in the United States.34 That same year, the United Kingdom had just 1.2 murders per 100,000 people; Canada had about 1.7.35

Americans are also more likely to die in car accidents. According to the WHO, there were over 34,000 “road traffic deaths” in the United States in 2013, compared to just over 1,800 in the United Kingdom and over 2,100 in Canada.36 Per capita, the United States has nearly four times as many traffic deaths as the United Kingdom, and nearly twice as many as Canada.

The suicide rate in the United States is higher than in Canada and almost double that in the United Kingdom.37

Then there is America’s epidemic of drug overdoses. According to the United Nations Office on Drugs and Crime, in 2015 the United States had around 246 drug-related deaths per 1 million people aged 15–64.38

Compare that to just under 105 per million in Canada in 2007, the most recent year for which data are available. The United Kingdom’s drug-related death rate was 67 per million people aged 15–64 in 2014—again, the most recent year for which data are available.39

Unfortunately, drug-related deaths have only grown more common in the United States. The death rate from drug overdoses increased between 2013 and 2017 in all but three states.40

These statistics are disheartening. And they have serious implications for public policy. But it’s hard to see how implementing single-payer health care in the United States would drive down the country’s rate of murders or traffic accidents.

Even within the United States, health care doesn’t correlate all that much with life expectancy. A study in the Journal of the American Medical Association found that life expectancy varies from 66 to 87 years in the United States, mostly because of behavioral and socioeconomic factors. Only 27 percent of the difference can be attributed to health care.41

Economists Robert L. Ohsfeldt and John E. Schneider have calculated that the United States has a higher life expectancy than all other OECD countries after adjusting for fatal injuries.42

And what about the WHO’s all-encompassing health system rankings? The methodology leaves much to be desired.

One-quarter of the ranking comes from life expectancy—a metric we now know to be flawed. Another 25 percent derives from “financial fairness.”43 In other words, the WHO prizes health care systems that treat patients the same over those that treat them well.

As a result, the rankings aren’t just flawed—they’ve stacked the deck in favor of single-payer systems.

THE BEST PLACE TO GET SICK

Ultimately, the best way to measure the quality of a country’s health care system is to look at how patients fare when they get sick—when they actually need health care. On this score, the U.S. system performs quite well.

Take cancer. Cancer mortality in the United Kingdom is higher than in two-thirds of countries worldwide.44 This is due in part to the poor quality of care patients receive. On average, NHS hospitals make three potentially fatal cancer diagnosis errors per week, according to the Daily Mail.45

Meanwhile, cancer patients in the United States are living longer than ever. Between 1991 and 2016, the cancer death rate in the United States “dropped continuously” by 27 percent, according to a study by the American Cancer Society. That’s equivalent to over 2.6 million fewer cancer deaths than would have otherwise been expected over the same period.46

In the United Kingdom, cancer death rates have decreased just 16 percent since the early 1970s; in Canada, they’ve decreased by around 25 percent since 1988.47

One study found that U.S. cancer patients live longer than cancer patients in 10 European countries after the same diagnosis, thanks in part to the higher levels of spending on cancer care in the United States.48 “Our study suggests that the higher-cost US system of cancer care delivery may be worth it,” the authors wrote.49

[image: Image]

“The Face of the Health Care Crisis in Nova Scotia”

Inez Rudderham knew something was wrong. The 33-year-old Nova Scotia mother had spent two years suffering from pelvic pain. She wasn’t able to gain access to a family doctor, so she sought treatment in emergency rooms. The doctors repeatedly told her she had hemorrhoids.50

Finally, in May 2018, after visiting three emergency departments, she received a rectal exam. Two weeks later, she was diagnosed with stage 3 anal cancer.51

After multiple courses of radiation and chemotherapy, Rudderham’s cancer is in remission.52

Rudderham and her family maintain that the Canadian health care system failed her. In April 2019, she posted an emotional video to Facebook in which she dared Nova Scotia premier Stephen McNeil “to take a meeting with me … look into my eyes, and tell me that there is no health-care crisis” in Nova Scotia.53

Through tears, Rudderham explained that radiation has left her “barren and infertile,” with early-onset menopause. “This is the face of the health care crisis in Nova Scotia,” she said.54

According to Canadian government statistics, 10 percent of Nova Scotia residents didn’t have a doctor in 2016.55 The national average is just under 16 percent.56

In less than three days, Rudderham’s video racked up more than 2.5 million views—including one from Premier McNeil, who admitted there were problems with the health care system and agreed to meet with her.57

Rudderham put on a brave face for her meeting with McNeil. “I knew from the very beginning if I was given this cancer, it was for a reason,” she told the CBC. “Maybe this is why.”58
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The United States had just 181 cancer deaths per 100,000 people in 2016, compared to 216 in the United Kingdom.59 The five-year survival rate for breast cancer in the United States is 89 percent, outpacing most other developed countries. That includes Canada, which has a survival rate of 88 percent, and the United Kingdom, with its survival rate of 81 percent.60

PUTTING PATIENTS FIRST

These survival rates are a product of how much effort each country puts into screening and detection. According to the WHO, patients in the United States have better access to screenings for breast, cervical, and colorectal cancers than do those in Canada and the United Kingdom.61 Cancer screening rates for adults over 50 are far higher in the United States than in Europe.62

Former New York City mayor Rudy Giuliani drew attention to this feature of the U.S. health care system while campaigning for president in 2007. Reflecting on being diagnosed with prostate cancer in the early twenty-first century, Giuliani boasted that he was given an 82 percent chance of surviving—much higher than “under socialized medicine.”63

Some people criticized Giuliani, claiming it was “unfair” to compare survival rates between the two countries, since patients in the United States were more likely to be diagnosed early.64 But that’s part of his point. Prostate cancer patients fare better in the United States precisely because our health care system is more likely to catch cancer early.

This is just as true today. The five-year survival rate for Americans with “localized” or “regional” prostate cancer is nearly 100 percent, according to the American Cancer Society. The average five-year survival rate for Americans with all stages of prostate cancer is 98 percent.65 British patients, meanwhile, have a survival rate just under 85 percent.66

Prostate cancer isn’t the only disease where the United States outperforms other nations. Consider that the five-year survival rate for patients with early-stage colorectal cancer is 90 percent.67 That rate drops to 71 percent once the cancer spreads to surrounding areas—and to 14 percent if it spreads throughout the body.68 Early detection could quite literally save a patient’s life.

In the United States, it is recommended that everyone 50 and older get screened for colorectal cancer.69 In the United Kingdom, screening is not recommended for patients until they turn 55—and even then only if screening is “available in your area.”70 Unsurprisingly, the overall survival rate for colorectal cancer in the United Kingdom is just over 60 percent, about 5 percentage points lower than in the United States.71

U.S patients post better outcomes than their foreign counterparts on other diseases as well. The United States has a lower 30-day mortality rate for patients over the age of 45 admitted to the hospital with a heart attack or stroke than its peer countries, according to an analysis of OECD data conducted by the Kaiser Family Foundation.72

For every 100 patients admitted to the hospital with a heart attack in the United States, just under six die. In Canada, it’s around seven patients per 100 admitted—and around eight per 100 in the United Kingdom.73

According to the White House Council of Economic Advisers, these survival gains are attributable to the fact that hospitals in the United States are more likely to use a wide variety of lifesaving treatments on older patients.74 In countries with single-payer care, older patients are often declared lost causes and denied access to care.

I have some personal experience with such denials. My family hails from Canada. My mother died from colon cancer after doctors delayed her colonoscopy so younger people on the waiting list could go first.
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“Even Doctors Have to Wait for Care Under Single-Payer Plans”

Not even those who work for hospitals in Canada and the United Kingdom are immune to the pernicious effects of single-payer health care when they become patients.

On March 12, 2017, Janice Joneja brought her husband, 83-year-old retired neurologist Rajinder Joneja, to the Royal Inland Hospital in Kamloops, British Columbia. According to the CBC, Dr. Joneja was experiencing chest pain but was still able to communicate effectively with a nurse.75

In a letter to the Minister of Health for British Columbia, Mrs. Joneja recalls her husband describing his medical history and his symptoms to a triage nurse in a “clear and concise” manner.76 Dr. Joneja was then given two aspirin tablets without water and instructed to wait, according to the CBC.77

Five minutes later, he went into cardiac arrest. He died that afternoon, in the hospital where he had served since 1968.78

Mrs. Joneja has used her husband’s death to warn of the dangers of single-payer systems. She told CTV News Vancouver that her husband’s death is emblematic of the long wait times and lack of quality care Canadians face every day.79

“You cannot expect a physician … to come to a place like Kamloops when they spend years and years in study, and thousands in fees … it isn’t a place that will attract the medical personnel,” Janice said. The failure to attract specialists to places like the Royal Inland Hospital means that patients “literally … die en route” to the nearest specialty medical facility, three hours away.80

On April 7, 2017, the Interior Health Authority (IHA) issued a judgment in Joneja’s case. According to CTV News, the IHA “determined that the appropriate protocols were followed and staff ‘responded in a highly professional and skillful manner.’”81

Margaret Hutchon had a similar experience in her native United Kingdom. She died in 2011 after waiting nine months for a surgical procedure at a hospital on whose board of directors she once served. According to her husband, she had initially undergone stomach surgery in June 2010 and was scheduled to receive a follow-up.82

The Daily Mail reported that Hutchon’s follow-up was rescheduled four times over nine months.83 According to the Mirror, she finally received the surgery she’d been waiting for on March 21, 2011.84

She died four days later at Broomfield Hospital in Chelmsford, the Essex town where she had once served as mayor.85

Her husband was understandably frustrated. “I don’t really know why she died. I did not get a reason from the hospital,” he said.86

The hospital was not inclined to give him one. Per the Daily Mail, “Broomfield Hospital said it could not comment on individual cases.”87

Even to their spouses, apparently.
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Even compared to other countries with universal health coverage, those with true single-payer systems underperform.

A Fraser Institute study of 28 countries with universal health care found that the United Kingdom’s five-year survival rates for breast, cervical, colon, and rectal cancer were all below the OECD average.88 Canada and the United Kingdom ranked 18th and 21st, respectively, for their 30-day mortality rate for patients admitted to the hospital with hemorrhagic stroke.89 Canadian women also suffered trauma during vaginal childbirth more frequently than any of their peers in the 19 developed countries for which Fraser had data.90

YOU GET WHAT YOU PAY FOR

Focus on actual health outcomes, and it’s clear the United States outperforms most other countries, especially those with single-payer care. Americans are healthier because our health care system devotes more resources to the best treatments, technology, and physicians. The United States may spend more on health care than other countries, but Americans are getting the most bang for their buck.

This shouldn’t come as a surprise. Markets are the most efficient way to allocate scarce resources. It makes no difference if we’re dealing with something as simple as a loaf of bread or as complex as cancer treatment. To improve our health care system, we don’t need to suppress the free market. We need to unleash it.


[image: Image]

CHAPTER EIGHT

AN ALTERNATIVE VISION FOR HEALTH CARE REFORM

Clearly, we need a new vision for health care in this country—one that will provide affordable, high-quality health care to all. Thus far, we’ve waded through loads of evidence that single-payer care, or stepping-stone approaches to it, will not deliver that vision.

Market principles can—if we let them.

WHO NEEDS SINGLE-PAYER HEALTH CARE?

Medicare for All has two chief selling points. The first is universal coverage. The second is its supposedly lower cost. But as we’ve seen, access to coverage does not equal access to care. And single-payer care is very costly, in both financial and human terms.

Let’s take a step back. Is universal coverage really what we should be aiming for, especially if it’ll cost taxpayers more than $3 trillion a year, lead to long waits and rationed care, and require the wholesale restructuring of no less than one-sixth of the U.S. economy?

Most Americans already have health insurance. For some, that coverage may not be perfect. But it’s a lot easier, and cheaper, to improve the coverage people have than to create a new health care system out of whole cloth.

The United States isn’t that far away from universal coverage. In 2017, 28 million people were uninsured.1 That’s less than 10 percent of the population. Drawing them into existing coverage arrangements shouldn’t be that hard.

According to Joseph Antos and James C. Capretta of the American Enterprise Institute, 19 million of those folks—more than two-thirds—are eligible for publicly subsidized or employer-sponsored insurance but haven’t enrolled.2 Getting them covered may be as simple as asking them to sign up.

Another two million people “are ineligible for employer coverage and for premium credits” under Obamacare. But they’re wealthier than the average American—they come from families with incomes over $100,000 a year.3 It’s hard to justify publicly subsidized health coverage for people whose incomes are 60 percent higher—at a minimum—than the national median.4

Ultimately, Antos and Capretta found, “only 2.5 million people—or less than 1 percent of the total population—were in the U.S. legally, had low incomes, and did not have ready access to an insurance plan.”5

It would be cheaper for the federal government to give each of these 2.5 million uninsured a million dollars than to implement Medicare for All.

A MARKET-BASED ALTERNATIVE

We don’t need a government overhaul of the health care system to provide affordable insurance to 1 percent of the population—or to ease the health cost burden the other 99 percent face.

In fact, we need the opposite. Market principles have yielded better quality and lower costs in just about every sector of the economy. The two primary exceptions are those where government’s hand is most intrusive: education and health care.

Foes of markets in health care tend to raise the specter of insurers denying coverage to the sick or raising rates so high that the poor won’t be able to afford insurance or care.

A successful market-based reform plan can restore affordability and choice in health care—and maintain the consumer protections Americans have come to expect.

My vision for health care reform achieves both of those goals by putting patients in control and leveraging the power of competition.

CLEAR THE OBSTACLES

Any successful market-based reform effort will begin by fully repealing Obamacare.

The Affordable Care Act was anything but market-based—and has been anything but a success. Insurance is pricier than ever; deductibles are higher than ever. Consumers have seen their coverage choices dwindle.

Average monthly premiums for the benchmark health insurance plan for a 40-year-old individual increased 75 percent between 2014 and 2019.6 Nearly four in 10 counties nationwide had only one choice of insurer in 2019.7

Obamacare’s costly mandates, regulations, and taxes are to blame. Things like guaranteed issue, which requires insurers to accept all comers, and community rating, which caps the prices they can charge, ensured that premiums overall would rise. Its 10 essential benefits mandates forced consumers to purchase coverage for services and procedures they may not have wanted. And its new taxes on insurers, medical devices, and drugs were simply passed on to ordinary Americans in the form of higher prices.

Sweeping those mandates, regulations, and taxes away would immediately reduce the cost of insurance—and of care.

Republicans started that process in December 2017, by enacting a tax reform law that set Obamacare’s penalty for going without insurance coverage to zero, effective January 1, 2019. But lawmakers have a long way to go.

LEVEL THE PLAYING FIELD

Congress must then equalize the tax treatment of health insurance between employers and individuals.

For more than 70 years, employers have been able to offer health benefits tax-free. That policy started during World War II, when employers used such benefits to attract and retain workers without running afoul of federal wage controls. The tax exemption survived the war—and established employer-sponsored insurance as the cornerstone of the U.S. health care system.

Exempting health benefits from tax is costly. The exclusion deprives the U.S. Treasury of about $280 billion each year.8

It also drives up health spending. One dollar of untaxed health benefits is worth more than a taxed dollar of wages. So many workers prefer to receive their marginal compensation in the form of untaxed benefits. And they put those additional benefit dollars to use, by consuming more care than they might if they had to use taxed dollars to pay for it.

Further, employer-sponsored insurance insulates patients from the true cost of their care. They have to look at their pay stub to see how much of their compensation goes toward health care—rather than writing a check each month, as they might for other forms of insurance.

Economics tells us that if we subsidize something, we get more of it. Our tax code subsidizes spending on employer-sponsored health benefits, so we get more of it. As the Hamilton Project at the Brookings Institution has put it, “Benefits have made up an increasingly large share of compensation, [while] wage growth has lagged.”9

Health care providers have been more than happy to take those tax-advantaged dollars from patients and their employers. It’s no wonder that prices for health care have historically increased at a rate higher than general inflation.

Capping the tax exclusion for employer-sponsored insurance would rein in spending and put cash in the pockets of working Americans. The deduction could reasonably be capped at $8,000 for individuals and $20,000 for families. Those caps could be raised each year at the rate of inflation plus 1 percent.

EMPOWER CONSUMERS

Almost half of health expenses were paid out of pocket in 1965, when employer-sponsored insurance was still relatively new, and Medicare and Medicaid were in their infancy.10 Today, only 11 percent of health expenses come out of patients’ pockets.11

It’s no wonder, then, that so many Americans expect “someone else” to cover their health care for them. The best way to change this mindset—and to slow federal health care spending—is to build a health care system centered on patients as consumers.

Expanding the use of health savings accounts (HSAs) would do just that. HSAs allow individuals to save money tax-free that can later be used to cover medical expenses.

Patients are generally more careful stewards of their own money than of their insurer’s or employer’s. HSAs inject some consumerism and price-consciousness into the health care marketplace.

Currently, only those enrolled in high-deductible health plans are eligible to contribute to HSAs. Why not make them available to everyone?

Other tweaks could make HSAs even more powerful. For example, Congress could change the tax code to allow people to use HSA dollars to pay insurance premiums, which they’re currently barred from doing.12 It could also authorize patients on Medicare to deposit money into the accounts. That’s also against the law at present.

In addition, lawmakers could loosen the restrictions on what patients can contribute to HSAs. In 2019, HSA contributions were capped at $3,500 for individuals and $7,000 for families.13 Michael Cannon of the Cato Institute has proposed letting people contribute the equivalent of what their employer would have otherwise spent on employer-sponsored insurance. His proposal would cap contributions at $8,000 for individuals and $16,000 for families.14 Cannon argues that so-called “large HSAs” would put pressure on employers to increase wages instead of offering health coverage.

Alternatively, the HSA contribution cap could be set to match the cap for individual retirement accounts. In 2019, IRA contributions were limited to $6,000 for individuals under age 50 and $7,000 for those 50 and older.15

UNLEASH COMPETITION

Repealing Obamacare is a necessary but insufficient step toward bringing about a competitive insurance market. States and the federal government had scores of mandates on the books well before Obamacare—around 2,000 nationwide, according to one estimate.16

Those benefit mandates aren’t free. Insurers have to raise premiums to cover the cost of every benefit or procedure the state directs them to include gratis in their policies. One study found that each additional benefit mandate can raise monthly premiums by up to 5 percent.17 Over time, mandated benefits have driven up the cost of health insurance anywhere from 20 percent to 50 percent.18

Mandates also discourage competition. When states micromanage what each policy must cover, they make it harder for insurers to differentiate themselves. Consumers, meanwhile, have little incentive to shop around; the state has already made their choices for them. New insurers have little incentive to enter the market.

An army of consumers entering the market with pretax dollars in their HSAs, each with different preferences, might change that state of affairs. Some might demand bare-bones policies. Others would be looking for gold-plated plans. Insurers would likely be thrilled to come up with health plans to meet those demands.

The Trump administration has tried to boost competition in the health care marketplace through executive action. In October 2017, the president signed an executive order to that effect—the appropriately named “Promoting Healthcare Choice and Competition Across the United States.”19

Among other things, the order rolled back Obama-era restrictions on short-term, limited-duration insurance, an affordable alternative to the plans for sale on the exchanges. Short-term plans can last up to a year, are renewable for up to three years, and do not have to cover all of Obamacare’s essential health benefits. As a result, the average short-term plan costs about 70 percent less than an unsubsidized Obamacare plan.20

Sadly, many liberal politicians have made potential buyers skeptical of these plans by describing them as “junk insurance.” Some states have banned them, arguing that they sabotage the conventional insurance market. They would apparently prefer that consumers have fewer affordable health insurance choices.

Any market-oriented health plan should also take aim at other regulations that keep health care expensive. For example, states should relax restrictions on the types of work that highly skilled—and less expensive—nurse practitioners and physician assistants can perform.

Similarly, states should remove restrictions on retail clinics. These small, walk-in facilities operate out of supermarkets and pharmacies and are primarily staffed by NPs and PAs.21 They’re much more affordable than the clinical status quo. According to research published in the Journal of the American Medical Association in 2018, the average “low-severity emergency room visit” cost $422 out of pocket; taking care of that problem at a standard retail clinic ran just $37.22

States could also repeal certificate of need laws that give incumbent hospitals and clinical facilities virtual veto power over the entry of new competitors.

Increased use of telemedicine could help lower health costs further. Recent research conducted by Regence, an administrator of Blue Cross Blue Shield plans across the Pacific Northwest, found that the average telehealth visit can save the average patient about $100.23

Many states restrict the delivery of care over the internet or via services like Skype. Wiping away those regulations would save money and improve access to care, particularly for patients who live in remote areas.

Then there are the onerous federal mandates that require providers to use electronic health records. They must go. These mandates have saddled medical practices with huge capital and compliance costs, often for software that doesn’t work. They’ve also cut the amount of time doctors can spend actually treating patients.

Finally, federal lawmakers should push the states to reform their tort law systems. Health care providers routinely order more tests and procedures than necessary out of an abundance of caution, because they’re afraid of being sued for medical malpractice. This practice of defensive medicine adds tens, if not hundreds, of billions of dollars to America’s health bill each year.24

Capping non-economic damages in medical malpractice cases could reduce health costs by between 5 percent and 9 percent, according to an authoritative study from the Department of Health and Human Services.25 That’s equivalent to billions of dollars in potential savings—savings patients would see in the form of lower premiums and prices.

PROTECTING THOSE WITH PREEXISTING CONDITIONS

Market-friendly health reform can also deliver affordable health care to those with preexisting conditions.

It’s important to remember that fewer people have preexisting conditions than fans of single-payer health care would have us think. In the years leading up to the passage of Obamacare, insurers denied coverage to just one in seven people because of a preexisting condition.26 The Kaiser Family Foundation estimates that fewer than 3 in 10 Americans under 65 have preexisting conditions that would leave them unable to buy insurance on the individual market absent Obamacare’s regulations.27

Prohibiting insurers from denying sick people coverage is a noble goal. It’s also an expensive one.

Obamacare’s individual mandate was meant to counterbalance the costs associated with the coverage guarantee. Premiums from the young and healthy, who are unlikely to actually use their insurance benefits, would help offset the costs associated with treating older, sicker patients.

This elegant theory didn’t work out in practice. Millions of people opted to pay the tax for going without coverage instead of paying premiums that were many times greater.

Worse, many people waited until they got sick to sign up for coverage. That left an insurance pool disproportionately composed of high-cost patients. Insurers had little choice but to raise premiums across the board to stay solvent.

There’s a better way to ensure coverage for everyone. Insurers should be required to cover anyone who maintains continuous coverage from year to year, without raising their premiums if they get sick.

The combination of expanded HSAs and a competitive insurance market should make it easy for every American to maintain coverage.

A continuous coverage requirement will incentivize young and healthy people to buy and hold insurance, since they’ll want to lock in lower premiums while they can. That will ensure a steady flow of premiums into the insurance risk pool and prevent the unintended spike in cost that occurs when people only sign up for coverage after getting sick.

To further offset the cost of covering everyone, insurers should be able to charge the old five times what they charge the young, as opposed to the three-to-one ratio allowed by Obamacare. A five-to-one ratio more closely matches the actual claims costs of the old and the young.

Finally, for those who truly cannot secure affordable coverage because of preexisting conditions or health status, Congress must provide robust funding for a state-based network of high-risk pools.

Such pools segregate the sickest people from the rest of the population. That offers several benefits. First, it makes the broader insurance market more actuarially sound. Insurers can predict with greater accuracy the health expenses of people who are in average health. That allows them to keep premiums stable and affordable for the majority of the population.

Second, high-risk pools prevent healthy people from paying more than their fair share to offset the medical expenses of those with preexisting conditions, whose expenses may be high but are often predictable. States are better off paying them directly than destroying their insurance markets as part of a misguided effort to socialize costs across the entire insurance pool.

REIN IN ENTITLEMENT SPENDING

No market-oriented health plan is complete unless it addresses our nation’s reckless entitlement spending. In 2017, just under 40 percent of Americans got their health insurance through Medicare and Medicaid, which accounted for 20 percent and 17 percent of national health expenditures, respectively.28

Spending in these programs has grown steadily and is not slowing down. Medicare spending is projected to hit $1.4 trillion in 2027. Medicaid spending isn’t far behind; it will reach $992 billion the same year.29

Medicaid is also growing at an unsustainable rate, thanks in part to its joint state-federal payment structure and the costly expansion of the program brought on by Obamacare. Currently, the government matches every dollar states spend on Medicaid with additional funding. As such, states are incentivized to spend more on the program, even at the expense of other priorities like education or transportation.

Both of these problems can be solved by changing the way Medicaid is administered. First, federal Medicaid funding should be sent to the states as block grants. That will remove the incentive for states to increase spending on Medicaid just to get more “matching” funds. Block grants also allow states to structure their Medicaid programs in ways that meet the unique needs of their populations.

We can start reforming Medicare by raising the eligibility age to 67. When Medicare launched in 1964, average U.S. life expectancy was just over 70 years.30 So the federal government could count on paying for health benefits for just over five years.

Life expectancy today is nearly a decade longer. But seniors are still eligible to receive Medicare at 65.31 That means taxpayers are on the hook for seniors’ medical expenses for an average of about 15 years—one-fifth of the average person’s life. No wonder the program is in financial trouble.

Further, seniors should be encouraged to shop around for Medicare plans, just as everyone else would under this market-based reform plan. This idea isn’t radical. Many Medicare beneficiaries already shop for coverage. Around one in four pay for private “Medigap” plans to supplement their Medicare benefits or to gain access to doctors who refuse to treat Medicare patients.32

Medicare Advantage—which gives private insurers the flexibility to design and administer Medicare plans—is incredibly popular with seniors. We can capitalize on Medicare Advantage’s success by giving seniors vouchers to put toward Medicare plans. Seniors can supplement these vouchers with their own money, including anything they’ve saved in an HSA.

LET’S TRY MARKETS—FOR THE FIRST TIME

It’s said that the definition of insanity is doing the same thing repeatedly but expecting different results. For almost a century, the United States has given government more and more control over the health care system. The results speak for themselves—prices and spending have gone through the roof, and Americans are increasingly dissatisfied.

Single-payer advocates think that giving government complete control of the U.S. health care system is the solution. This book’s in-depth look at the single-payer systems in Canada and the United Kingdom proves just how insane that is.

To solve America’s health care crisis, let’s try an approach we’ve avoided for decades—one that relies less on government, and more on market principles.
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