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F

or a century, most U.S. medical organizations opposed national health insurance. The endorsement
by the American College of Physicians (ACP) of singlepayer reform marks a sea change from this unfortunate
tradition (1, 2).
Like their U.S. counterparts in an earlier era, many
Canadian physicians feared, and ﬁercely opposed, singlepayer reform. “We were afraid it would destroy the profession . . . that our integrity would be destroyed . . . that
the government would intrude on the private doctor–
patient relationship,” said E.W. Barootes, who as President of Saskatchewan's medical association led a 3-week
doctors' strike in 1962 against that province's new singlepayer program (3).
Yet despite a rocky start, most Canadians now embrace their single-payer system. Everyone is covered,
and all doctors and hospitals are “in-network.” Health
costs, almost identical to U.S. levels in the 1960s, are
now about 40% lower, with savings on administration
accounting for half the difference (4). Although funding for some aspects of care has, in our view, been
squeezed too tightly in Canada, physicians' incomes have
not; Canadian internists' take-home pay averages about
CAD$300 000. Canada's health outcomes surpass those
of the United States, including for such conditions as cystic ﬁbrosis, end-stage renal disease, and type 1 diabetes,
whose outcomes reﬂect quality of care (5–7).
Canada's generally positive experience is among
the strands of evidence underpinning the ACP's endorsement. A single-payer reform that reduced insurance overhead to 2% (the level for Canada and traditional Medicare) could save more than $200 billion
annually. In addition, our multipayer system imposes
complexity and expense on providers; the Cleveland
Clinic has 210 000 000 different prices (8). Singlesource payment could streamline reimbursement—for
example, by replacing per patient hospital payment
with global budgets and establishing uniform billing
and documentation requirements. Hospitals and doctors could save billions on billing-related costs and repurpose those savings to expand care, making universal, ﬁrst-dollar coverage affordable.
Achieving universal coverage would be costlier under the “public choice” model the ACP co-endorses
along with single payer. Multipayer systems incorporating for-proﬁt insurers have not gleaned large administrative savings. For-proﬁt insurers' overhead is high everywhere (9), and the persistence of multiple payers
would hinder efforts to streamline providers' billingrelated work.
Moreover, real-world experience with 2 public
choice models—Medicare's Advantage program and

the Consumer Oriented and Operated Plans (CO-OPs)
under the Patient Protection and Affordable Care Act
(ACA)—warns that in health insurance competition, public option good guys ﬁnish last.
Twenty-three CO-OPs offering plans on the ACA
exchanges received $2.4 billion in federal start-up loans.
Only 4, covering 150 000 enrollees, survive. New York's
defunct CO-OP, like many others, attracted many expensively ill patients, in part because its network— unlike that
of other exchange plans—included Memorial Sloan Kettering Cancer Center. Iowa's CO-OP, which offered lower
cost sharing for antiretrovirals than its competitors, reportedly enrolled 98% of all patients with HIV covered by Iowa's exchange plans. Although the ACA included special
funding to compensate CO-OPs for high-risk enrollees,
the losses far exceeded what Congress was willing to
appropriate.
Small start-ups, such as the CO-OPs, often succumb to deep-pocketed competitors. However, the traditional Medicare program—a large, well-established
public option—also is losing out in competition with private (Medicare Advantage) plans, despite their 6-fold
higher overhead and 6% higher total costs (after accounting for “cherry picking” and upcoding) (10).
Medicare Advantage plans have ﬂourished, because
chicanery trumps efﬁciency. The Centers for Medicare &
Medicaid Services uses patients' diagnoses to risk adjust
its payments to Medicare Advantage plans and minimize
incentives for cherry picking. However, insurers game the
risk-adjustment formulas by labeling enrollees with new
(often clinically insigniﬁcant) diagnoses and recruiting
lower-cost patients within a diagnostic category, such as
minimally symptomatic patients carrying such diagnoses
as osteoarthritis, asthma, or congestive heart failure.
Plans also proﬁt by “lemon dropping”—pushing out
unproﬁtably ill enrollees. Imposing high copayments
for chemotherapy agents and excluding specialized
cancer providers from networks encourages oncology
patients to disenroll. Seniors requiring nursing home
stays or treatment for new-onset end-stage renal disease have transferred in droves from Medicare Advantage to traditional Medicare (11, 12). Moreover, Medicare Advantage plans that accumulate unproﬁtably ill
seniors can, and do, pull out of entire counties, an option unavailable to their public option competitor.
Private insurers have turned traditional Medicare
(like the ACA's CO-OPs) into a de facto high-risk pool,
despite regulations banning cherry picking and lemon
dropping. Enforcement of those regulations, already
overmatched by insurers' stratagems, will surely become harder. Google, part owner of Oscar, an insurance start-up, knows who's playing tennis and who's
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buying plus-size dresses and can micro-target marketing accordingly. As some suggest, insurers, like casinos, are proﬁtable because they know the odds of every bet they place and can eject people who are
beating the house (13).
Despite drawbacks, public choice reform offers 2
apparent advantages: It avoids confrontation with private insurers and allows individuals to retain their current coverage.
Unfortunately, achieving universal, affordable coverage through public choice would, like single payer,
impose painful sacriﬁces on private insurers. In Germany, an oft-cited example of a universal multipayer
system, insurers offering the mandatory coverage are
nothing like ours. By law, Germany's “statutory” insurers
must be nonproﬁt, pay the same fees, charge the same
premiums, and contract with every hospital and every
doctor. Insurers with low-risk patients must crosssubsidize others, effectively creating a single risk pool.
In sum, Germany's statutory insurers (like Switzerland's
and Holland's) “are not as a matter of public policy conceived of . . . [or] allowed to function as private businesses” (14); they are more akin to the ﬁscal intermediaries that process traditional Medicare claims. U.S.
insurers would surely ﬁght tooth and nail against such
transformation.
Public choice's second purported advantage may
also be illusory. Although surveys indicate that voters
value choice, it's choice of doctor and hospital—not
insurer—that they care about.
Although no reform achieves perfection, evidence
indicates that a well-structured single-payer reform
might resolve our nation's coverage and affordability
problems, preserve the choices patients value, and allow doctors to focus on what matters most: caring for
our patients.
Three decades after leading the Saskatchewan
strike, Dr. Barootes had changed his view: “Today I support the universal healthcare program . . . . There has
been no interference in the decision making between a
doctor and his [sic] patient . . . . A politician is more
likely to get away with canceling Christmas than he is
with canceling Canada's health insurance program”
(15).
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