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Insurers add no value to U.S. health system

The chief of the Washington Bureau of Financial Times, Edward
Luce, endorsed single payer in an April 30 appearance on C-SPAN,
noting its ability to control costs and improve global competitive-
ness. Single payer "would help begin to solve America's fiscal prob-
lem," he said. Health economists who study the private health insur-
ance industry have concluded that the industry is not adding any
value to the U.S. health system and that mergers have raised premi-
ums, according to Northwestern University's Leemore Dafny. For
details on these and other developements, see Data Update, page 7.

PNHP Annual Meeting
Nov. 5-6, 2010, Denver, CO

PNHP's 2010 Meeting will be held on Saturday, Nov. 6, in
Denver at the Sheraton Denver Downtown Hotel. It will be pre-
ceded by PNHP's popular leadership training institute, a one-day
course in health policy and politics, on Friday, Nov. 5. Reserve
your room ($149 single/double) before Oct. 5 at 800-325-3535.

Nearly 300 PNHPers, including over 50 medical students, par-
ticipated in our 2009 Annual Meeting last October in Cambridge,
Mass. In addition to PNHP leaders, speakers included Dr. Marcia
Angell, economist Dr. William Hsiao, journalist T.R. Reid, Sen.
Bernie Sanders, Rep. Anthony Weiner and Cigna whistleblower
Wendell Potter.

Obama plan leaves 23 million uninsured

Sooner, rather than later, our nation must adopt
a single-payer, Medicare-for-all health reform

The recently passed reform will expand Medicaid and provide
partial subsidies to low-income Americans for the purchase of bare-
bones private coverage starting in 2014. But like several states that
have passed similar reforms, the Obama health plan will predictably
fail to control costs, jeopardizing any long-term gains in coverage.
Indeed, there are already concerns that employers will react to the
bill by dropping coverage for their workers, choosing instead to pay
lower-cost fines. For PNHP's statement on the bill, comparison to
states that have tried similar plans in the past, and more, see the spe-
cial section on the Obama Health Plan, pages 3-28, this issue.

Dr. Margaret Flowers 
on Bill Moyers, Frontline

Dr. Margaret Flowers, PNHP's con-
gressional fellow, appeared on Bill
Moyers Journal and in a PBS Frontline
special that aired in April. PBS' ombuds-
man concluded that the latter show had
been unfairly biased against single payer
after he received nearly a thousand com-
plaints about its failure to mention the single-payer reform option
(despite a lengthy advance interview with Dr. Flowers and the air-
ing of a video depicting her arrest protesting the Senate Finance
Committee's exclusion of single-payer testimony). Dr. Paul Song
appeared on "Larry King Live," and Dr. Steffie Woolhandler and
Dr. Claudia Fegan appeared on Fox News. These were just a few
of the many media appearances by PNHPers during the reform
debate. Print, radio, and blog coverage also featured PNHPers. See
www.pnhp.org for video of more PNHPers in the news.

Campaigns for state single-payer plans,
divestment from private insurers

In addition to PNHP's ongoing work in support of national
single-payer reform, PNHPers in over a dozen states are active in
campaigns for state single-payer legislation, including in
California, where single payer has twice passed both houses of
the Legislature and a major push is planned for 2010-2012. In
addition, Indiana PNHPer Dr. Rob Stone "sees the day when
socially responsible investors will divest themselves from health
insurers' stocks." He's initiating a national campaign to divest
from private insurers, starting with Indiana's WellPoint. See
“WellPoint shareholders revolt!” page 30.
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Welcome new PNHP members, chapters

Welcome to 1,971 new members who have joined PNHP in the last
year! PNHP now has over 17,500 members. We invite new (and long-
time) PNHP members to participate in our activities and take the lead
on behalf of PNHP in their community. 

PNHPers in Alabama, Colorado (northern), New Jersey, Tennessee
(middle and northeast), Texas, West Virginia (upper Potomac) and
Wisconsin are starting or reinvigorating PNHP chapters in their
areas. To get involved in a PNHP chapter near you, see the chapter
reports, page 66, or contact our national chapter organizer Ali
Thebert at ali@pnhp.org.

PNHP is hosting exhibits at several medical specialty meetings this
year, including the American College of Physicians, American
Psychiatric Association, American College of Emergency Physicians,
American Academy of Family Practice, and the American Academy of
Pediatrics. PNHPers attending these meetings are encouraged to con-
tact Matthew Petty at matt@pnhp.org to volunteer to help with
recruiting at the booth.

Single-payer supporter to head ACP

Vermont PNHPer Dr. Virginia Hood is the president-elect of the
American College of Physicians, the second largest medical associa-
tion in the U.S. Congratulations, Dr. Hood!

What PNHP members can do

1. Give a grand rounds presentation on the grave problems in
health care that will persist despite the recently enacted reform
and the need for single-payer national health insurance. Updated
slides covering the new health law (www.pnhp.org/slideshows,
password = fein) are now available. To invite another speaker,
call the PNHP national office at (312) 782-6006.

2. Write an op-ed or letter to the editor for your local newspa-
per, medical association or specialty society publication. Dr. John
Day's article appeared in the American Journal of Respiratory
and Critical Care Medicine (see page 32).

3. Introduce a resolution supporting single payer to your med-
ical specialty society. Sample resolutions are available online at
www.pnhp.org/resolution.

4. Join or renew your membership in PNHP online today at
www.pnhp.org/join.

5. Encourage your colleagues to join PNHP. 

NOW, unions endorse single payer

The 500,000 member National Organization for Women reaf-
firmed its support for single payer in March. NOW's national pres-
ident, Terry O'Neill, criticized the Obama plan for its reliance on the
"failing, profit-driven private insurance system," its abortion restric-
tions, and its gender- and age-rating provisions. Labor support for
single payer continues to grow. Single-payer legislation has been
endorsed by 581 union organizations in 49 states, including 39 state
chapters of the AFL-CIO.
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By David U. Himmelstein and Steffie Woolhandler

As the applause fades for President Obama’s health reform,
David Himmelstein and Steffie Woolhandler fear that the new
law will simply pump funds into a dysfunctional, market-driven
system

It was a stirring scene: President Obama signing
the new health reform law before a cheering crowd,

and a beaming vice president
whispering in his ear, "This is a
big fucking deal." As doctors
who have labored for universal
health care, we’d like to join the
celebration, but we can’t.
Morphine has been dispensed
for the treatment of cancer – the
reform may offer a bit of tempo-
rary relief, but it is certainly no
cure.

The new law will pump addi-
tional funds into the currently dysfunctional, market-
driven system, pushing up health costs that are
already twice those in most other wealthy nations.
The Medicaid public insurance program for poor peo-
ple will expand to cover an additional 16 million poor
Americans, while a similar number of uninsured peo-
ple with higher incomes will be forced to buy private
policies. For the "near poor" the government will pay
part of these private premiums, channeling $447 bil-
lion in taxpayer funds to private insurers over the
next decade.

Unfortunately, private insurers win in the market-
place not through efficiency or quality but by maxi-
mizing revenues from premiums while minimizing
outlays. They pursue this goal by avoiding the sick
and forcing doctors and patients to navigate a byzan-
tine payment bureaucracy that currently consumes 31
percent of total health spending. The health reform
bill’s requirement that uninsured people buy insurers’

defective products will fortify these firms financially
and politically.

Meanwhile insurers will exploit loopholes to dodge
the law’s restrictions on their misbehaviors. For
instance, the limit on administrative overheads will
predictably elicit accounting gimmickry, for example
by relabeling some insurance personnel as "clinical
care managers." While insurers are prohibited from

"cherry picking" – selectively enrolling healthy, prof-
itable patients – they’ve circumvented similar prohi-
bitions in the Medicare health maintenance organiza-
tions (HMOs). The ban on revoking policies after an
individual falls ill similarly replicates existing but
ineffective state bans.

Sadly, even if the reform
works as planned, 23 million
people will remain uninsured in
2019. Meanwhile public and
other safety net hospitals that
uninsured people rely on will
have to endure a $36 billion cut
in federal government funding.

Moreover, many Americans
will be left with coverage so
skimpy that a serious illness
could lead to financial ruin. At
present, illness and medical bills contribute to 62 per-
cent of all bankruptcies, with three-quarters of the
medically bankrupt being insured. The reform does
little to upgrade this inadequate coverage; it man-

BRITISH MEDICAL JOURNAL, MARCH 30, 2010

OBSERVATIONS: U.S. HEALTH REFORM

Obama’s reform: no cure for what ails us

BMJ 2010;340:c1778

Private insurers win in the market-
place not through efficiency or
quality but by maximizing 
revenues from premiums while
minimizing outlays.
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dates that private policies need
cover only 70 percent of expect-
ed medical costs. The president
has often promised that "if you
like your current coverage you
can keep it." Yet Americans who
now get job based insurance will
be required to keep it – whether
they like it or not. And many
who receive full coverage from
an employer will face a steep tax on their health bene-
fits starting in 2018.

Soaring costs and rising financial strains seem
inevitable, despite claims that the reform will "bend
the cost curve." Computer vendors have trumpeted
imminent cost savings for half a century (see, for
instance, a video made by IBM in the 1960s, available
at http://bit.ly/cckdtB). Prevention, though laudable,
does not generally reduce costs. Windfalls from pros-
ecuting fraud and abuse have been promised before.
The new Medicare advisory board merely tweaks an
existing panel. Without an enforcement mechanism,

stepping up comparative effectiveness research can-
not overcome drug and equipment makers’ promotion
of profligate care. Existing insurance exchanges
where patients can compare and shop among private
plans haven’t slowed growth in costs for public work-
ers nationally or in California. And the mandated
experiments with capitated payment systems are
warmed-over versions of President Nixon’s pro-HMO
policies and subsequent failed initiatives to fix
America’s health cost crisis through managed care.

Experience with reforms in Massachusetts in 2006
– the template for the national bill – is instructive.
Our state’s costs, already the highest of any state,

grew by 15 percent in the first two years after reform,
twice the national rate. Moreover, capitated physician
groups had costs at least as high as those who were
paid on a fee-for-service basis. Meanwhile, after initial
improvements in the state, access to care has begun to
deteriorate, and the state has begun to cut back cov-
erage.

Overall, President Obama’s is a conservative bill,
drafted in close consultation with the drug and insur-
ance industries. Its modest salutary provisions – such
as an extra $1 billion a year for community health cen-
ters and the expansion of Medicaid – mirror measures
that have been passed even under Republican
regimes. Its central tenet, that the government should
force citizens to buy coverage from a for-profit firm,
was first proposed by Richard Nixon when faced
with the seeming inevitability of national health
insurance in 1972. Similarly, Mitt Romney, a favorite
of conservatives, embraced the Nixon approach as
Massachusetts governor in 2006, a stance he has now
abandoned. Democrats, having retreated from their
traditional push for national health insurance, freed
Republicans to move still further to the right.

Throughout the reform debate we, and the 17,000
others who’ve joined Physicians for a National Health
Program, advocated for a far more thoroughgoing
reform: a non-profit, single payer national health
insurance program. We will continue to do so. Our
health care system has not been cured or even stabi-
lized. For now, we will continue to practice under a
financing system that obstructs good patient care and
squanders vast resources on profit and bureaucracy.

Passage of the health reform law was a major politi-
cal event. But for most doctors and patients it’s no
"big fucking deal."

David U. Himmelstein, M.D., is associate professor of medicine
at Harvard Medical School and Steffie Woolhandler, M.D.,
M.P.H., is professor of medicine at Harvard Medical School.
They are also co-founders of Physicians for a National Health
Program.

Overall, President Obama’s is a
conservative bill ... [i]ts central
tenet, that the government
should force citizens to buy 
coverage from a for-profit firm,
was first proposed by Richard
Nixon when faced with the
seeming inevitability of national
health insurance in 1972.

Our health care system has not been cured or
even stabilized. For now, we will continue to
practice under a financing system that obstructs
good patient care and squanders vast resources
on profit and bureaucracy.
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BUILDING THE SINGLE-PAYER MOVEMENT

By Dr. Quentin Young

Having just gone through
a grueling, frequently rau-
cous debate on health
reform, capped by the nar-
rowest of votes to pass the
Obama administration's
bill, many activists are now
tempted to adopt a "wait-
and-see" attitude on how
the new law plays out.

A few others are putting
their emphasis on helping
the administration imple-
ment the law, in some cases
enthusiastically trumpeting their strange-bedfellow partner-
ship with the profit-hungry health insurers and Big Pharma.

Still others – the hostile, noisy Know-Nothings associated
with the Republicans and Tea Party crowd – continue to rail
against President Obama's "socialized medicine" plan (a mis-
nomer if there ever was one) and pledge to obstruct or over-
turn it. Conservatives vow to make political hay out of the law
in the run-up to the midterm elections.

Wall Street, on the other hand, is very comfortable with the
new legislation. Mutual fund analysts now say it's increasing-
ly clear that the law is beneficial for health industry stocks,
particularly for pharmaceutical and medical equipment com-
panies, because there are no "onerous cost controls" in the law.
And health insurance company stocks continue a yearlong
trend upward, and the industry's CEO salaries continue to be
astronomical.

After all, the health insurers wrote the bill. Sen. Max

Baucus was recently caught on tape heaping effusive praise on
his aide Elizabeth Fowler for her pivotal role in crafting the
legislation. Fowler is a former vice president of WellPoint, the
giant health insurer.

Baucus himself, a key actor in this bad movie, was surround-
ed by health industry lobbyists from the very beginning, and he
has received more than $2.8 million in campaign contributions
from these toxic sources over the past few years. That he
earned his payoff was demonstrated when Karen Ignagni, the
president of America's Health Insurance Plans, congratulated
him (during the April 13 episode of "Frontline") on his handling
of the single-payer nonviolent disruption of his Senate Finance
Committee hearing after single-payer advocates like Dr.
Margaret Flowers were excluded from giving testimony.

Supporters of single-payer national health insurance face
several challenges, the chief of which is how to transform the
various efforts of single-payer Medicare-for-All activists into a
movement for political and legislative success. 

Key tasks for single-payer activists now:

Educating candidates for political office (and current
officeholders) from all political parties about the merits
of the single-payer proposal, and offering to advise them
on health policy matters.

Ensuring the reintroduction and largest possible leg-
islative sponsorship for national single-payer bills like
Rep. John Conyers' H.R. 676 and Sen. Bernie Sanders' S.
703.

Supporting efforts (including a change in the new
law) to permit states to experiment with their own,
independent single-payer models of reform right away.

Defending Medicare from harmful budget cuts and
educating Medicare beneficiaries about their self-inter-
est in improving and expanding the program to cover
everyone, i.e., embracing the slogan, "Everybody in,
nobody out."

Continuing our educational work about the merits –
nay, the necessity – of adopting a single-payer system.
The sooner we initiate a truly universal, egalitarian,
humane and efficient system, the sooner the American
people will enjoy the high-quality health care our nation
and our health professionals are capable of providing.

WEDNESDAY, APRIL 14, 2010

No Time to 'Wait and See' on Health Law

Supporters of single-payer national health
insurance face several challenges, the
chief of which is how to transform the
various efforts of single-payer Medicare-
for-All activists into a movement for
political and legislative success.
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A major burden the enactment of the new law imposes on
single-payer advocates is its timeline. Specifically, major ele-
ments in the legislation do not kick in for two, four or even
eight years' time.

But "wait and see" is not an option for us. The legislation
that just passed is completely inadequate to the task at hand.

Under the new law, the suffering and financial hardship
imposed on Americans by our private-insurance-based sys-
tem will largely continue unabated for four more years, and
then only be subject to very modest regulation. (Loopholes
in the law abound.) More than 50 million people will remain
uninsured until 2014, which translates into 50,000 preventa-
ble deaths annually. A comparable number will remain
underinsured, with many vulnerable to medical bankruptcy
when serious illness strikes, even after 2014.

Even if the new law works as planned, at least 23 million
people will remain uninsured at 2019. So "universal health
care" remains a dream deferred.

That spells human misery. This week a new Harvard-
based study showed that people with migraines who lack
health insurance, or who are on Medicaid, disproportion-
ately suffer from their condition because they can't get
access to the standard medications they need to reduce
their pain and other symptoms. And that's just one exam-
ple of the unnecessary suffering that lies in wait.

Meanwhile costs, including for health insurance premi-
ums, will continue to escalate.

The unrelenting advocacy of single payer by Physicians
for a National Health Program also stems from a careful
study of repeatedly unsuccessful experiments with state-
based reforms based on private insurance, including the
Massachusetts plan (upon which the new law is modeled).
The evidence is clear: incremental reforms of this type –
based on the private-insurance model – will not work.
They invariably succumb to skyrocketing costs.

Single-payer Medicare for All is the reform that's
required. Just like almost all other major areas of progress
in American life, fundamental health reform requires a
movement based on equity, justice, prudence and science
that is free of market greed. That movement today is single
payer.

A major burden the enactment of the
new law imposes on single-payer
advocates is its timeline. Specifically,
major elements in the legislation do
not kick in for two, four or even eight
years' time.

Jack Ohman / The Oregonian
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UNINSURED AND UNDERINSURED 

46.3 million Americans, including 7.4 million children,
were uninsured in 2008, the most recent year for which com-
plete data are available, up from 45.7 million in 2007 primari-
ly due to a continuing decline in employer-sponsored cover-
age.  58.5 percent of the population was covered by employer-
sponsored coverage in 2008, down from 64.2 percent in 2000.
The Children's Health Insurance Program has reduced the
number of uninsured children 23 percent, from 9.0 million,
since 1999.  The health reform bill recently signed by
President Obama will leave at least 23 million Americans
without coverage, including millions of children (Bureau of
the Census, 9/09).

Lack of health insurance increases the risk of a child
dying during hospitalization by 60 percent, according to
researchers at Johns Hopkins School of Medicine.  They
estimate that an excess  of 16,787 hospitalized children
have died over the past 18 years due to a lack of health
insurance (Abdullah, et al, "Analysis of 23 million U.S.
hospitalizations: Uninsured children have higher all-
cause in-hospital mortality," Journal of Public Health
10/19/09).

Medicaid rolls grew by 7.5 percent, 3.3 million people,
between June 2008 and July 2009 – the largest one-year
increase on record. Enrollment increased in all 50 states.
About 46.9 million Americans, including those eligible for
both Medicare and Medicaid, were covered by Medicaid last
year. An estimated 16 million people will gain Medicaid cov-
erage under the new health law, but the coverage won't start
until 2014 (USA Today, 2/13/10). 

Interruptions in Medicaid coverage, a common occurrence,
are associated with a higher rate of hospitalization for ambu-
latory care-sensitive conditions like heart failure, diabetes,
and chronic obstructive pulmonary disease. A study of 4.7
million non-elderly Medicaid beneficiaries in California
showed more than 60 percent had some interruption in their
coverage between 1998 and 2002; the average interruption
was 25 months. Beneficiaries whose benefits were interrupt-
ed had a substantially higher risk of hospitalization for ambu-
latory care-sensitive conditions than did those with continu-
ous coverage (Bindman, A.B., et al. Interruptions in Medicaid
Coverage and Risk for Hospitalization for Ambulatory Care-
Sensitive Conditions. Annals of Internal Medicine, 2008).

Often-touted as a model for the "exchange" in the health
reform legislation, the Federal Employees Health Benefits
Program (FEHBP) has failed to control costs or cover all fed-

eral workers.  Jacqueline Simon, policy director for the
American Federation of Government Employees, estimates
"there are about 250,000 federal employees who are unin-
sured.  They're eligible, but they can't afford the premiums"
(AP, "How health care bills compare to lawmakers'
plan,"12/6/09).   

Insurance with a deductible exceeding $1,000 is
increasingly prevalent.  22 percent of workers were
enrolled in high-deductible plans in 2009, up from 10
percent in 2006.  Among smaller firms, high deductible
plans now account for 40 percent of coverage, up from 16
percent in 2006 (Kaiser, Employer Health Benefits: 2009
Annual, 9/09).

60 percent of Americans say they or a member of their
household "delayed or skipped health care in the past year"
due to cost.  36 percent reported skipping dental care or
checkups, and 29 percent  skipped filling a prescription due
to cost (Kaiser Health Tracking Poll, April 2009).  

Miami's public hospital system stopped providing outpa-
tient kidney dialysis for the indigent in January.  At least 175
patients have been left at the mercy of emergency-room dialy-
sis visits.  Medicaid finances such visits, but those ineligible
for Medicaid – such as immigrants – are now left with no
options.  (Kevin Sack, "Hospital Cuts Dialysis Care for the
Poor in Miami," The New York Times, 1/8/10).

Lack of health insurance significantly increases the risk of
mortality.  An estimated 44,789 excess deaths occurred in
2008 due to the lack of health insurance, including 2,266
excess deaths among veterans (A. Wilper, S. Woolhandler, et
al, "Health Insurance and Mortality in US Adults," American
Journal of Public Health 99:12 Dec 2009, and S. Woolhandler
and D. Himmelstein, "Over 2,200 veterans died in 2008 due to
a lack of health insurance," www.pnhp.org/news 11/10/09).

The uninsured are far more likely to have undiagnosed seri-
ous illnesses and to forgo needed care than the insured.  46
percent of uninsured patients with diabetes are unaware of
their condition, compared to 23.2 percent of the insured.
Similarly, 52.1 percent of uninsured patients with high choles-
terol are unaware of their condition, compared to 29.9 percent
of the insured.  In addition, uninsured patients with a known
serious illness are more likely to forgo treatment.  Although
data on under-insured patients is not available, it is likely that
the human cost of under-insurance is also high.  (A. Wilper, S.
Woolhandler, et al, "Hypertension, Diabetes, and Elevated
Cholesterol Among Insured and Uninsured US Adults,"
Health Affairs Web Exclusive, October 2009).

Data Update
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COSTS 

U.S. health spending in 2009 was an estimated $2.5 tril-
lion, $8,047 per capita, 17.3 percent of GDP.  Expenditures
are projected to reach $4.48 trillion by 2019, 19.3 percent of
GDP (GAO, February 4, 2010).

Health insurance premiums for employer-sponsored cov-
erage averaged $4,824 for individual and $13,375 for family
policies in 2009, with employees bearing 16.1 percent and
26.3 percent of the cost, respectively (Kaiser Foundation
Employer Health Benefits: 2009 Annual Survey Sept, 2009). 

Total healthcare costs for a typical family of four
increased to $18,074 in 2010, up $1,303 or 7.8% from
2009, according to the actuarial firm Milliman.  The
firm tracks average yearly costs for a family covered by
an employer-sponsored PPO (Milliman Medical Index,
Modern Healthcare, 5/11/10).

62.1 percent of bankruptcies in 2007 were medically
related, up from 46.2 percent in 2001, according to a study
by PNHP co-founders Drs. Steffie Woolhandler and David
Himmelstein with Deborah Thorne of Ohio University and
Elizabeth Warren of Harvard Law School.  More than
three-quarters of those bankrupted (77.9 percent) were
insured at the start of the bankrupting illness, and most

were solidly middle class. Medically bankrupt families with
private insurance reported medical bills that averaged
$17,749 vs. $26,971 for the uninsured (D. Himmelstein et al,
"Medical Bankruptcy in the United States, 2007: Results of
a national Study," The American Journal of Medicine June,
2009).

Medicare spending is significantly higher for previously
uninsured seniors with cardiovascular disease, diabetes or
severe arthritis ($5,796) than for previously insured
($4,773) seniors with the same conditions. Previously unin-
sured adults had higher adjusted annual hospitalization
rates, accounting for 65.7 percent of the $644 difference in
annual Medicare inpatient spending between all previously
uninsured and insured adults (McWilliams, et al.
"Medicare Spending for Previously Uninsured Adults,"
Annals of Internal Medicine, October 5, 2009).

Worldwide, there's a strong correlation between nation-
al income (GDP) and national health expenditure.
According to the Organization for Economic Cooperation
and Development (OECD), the US is the only statistical
outlier.  Based on the average correlation, the U.S. is spend-
ing about $2,500 more per capita than it should, or an
excess of about $750 billion annually (OECD Health Data
2009).

SOCIOECONOMIC INEQUALITY 

American adults report worse health than residents of 10
nations in Europe and England.  Americans are less healthy
than Europeans at all wealth levels, but the poorest
Americans experience the greatest disadvantage relative to
Europeans.  Eighteen percent of Americans report heart dis-
ease, compared with 11 percent of Europeans and 12 percent
of the English.  Health disparities by wealth are significant-
ly smaller in Europe than in the United States and England.
The odds ratio of heart disease in a comparison of the top
and bottom wealth tertiles were 1.94 in the U.S., 2.13 in
England, and 1.38 in Europe (Avendano, M, Glymour, M,
Banks, J, and Mackenbach, J.  Health Disadvantage in US
Adults Aged 50 to 74 Years:  A comparison of the health of
rich and poor Americans with that of Europeans, AJPH,
March 2009).

The life expectancy of all Americans is lower than that of
all Canadians. Until the 1970s, this disparity was attributa-
ble to a low life expectancy among African Americans. Since
then, however, the life expectancy of white Americans has
not improved as much as that of all Canadians. Canada's
system of national health insurance has contributed to
these differences (Kunitz, S.J., and Pesis-Katz, I. Mortality
of White Americans, African Americans, and Canadians:
The Causes and Consequences for Health of Welfare State
Institutions and Policies. Milbank Q. 83, 2005).
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How Private Health 
Insurance Premiums Are Spent

Kahn, James G et al, “The Cost Of Health Insurance Administration In
California: Estimates For Insurers, Physicians, And Hospitals” Health
Affairs, November, 2005 updated to incorporate SEC filings cMLR review.
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Economic inequality has increased substantially in the
U.S. since the early 1970s. Inequality in mortality by socioe-
conomic status increased from 1960 to 1986, a trend that
accelerated from 1986 to 2000. A comparison of age-adjust-
ed mortality rates by educational attainment for 1960, 1986,
and 2000 revealed that improvements in mortality accrued
disproportionately to those with the most education
(Hadden, W.C., and Rockwold, P.D. Increasing Differential
Mortality by Educational Attainment in Adults in the
United States. International Journal of Health Services, Vol
38, 2008).

MONEY AND POLITICS

Health Industry Spent $3.1 billion 
on lobbying Congress 2008-2009

Pharmaceutical companies, medical device firms, and
health insurers spent over $2.3 billion lobbying
Congress in 2008 and 2009.  Hospitals and nursing
homes spent $397 million on lobbying during that peri-
od, while health professional associations spent $289
million.  The top spenders by firm were PhARMA ($63.7
million), Pfizer ($45.1 million) and Blue Cross and Blue
Shield ($45.3 million), closely followed by the AMA
($43.1 million) and the American Hospital Association
($41.6 million).  America's Health Insurance Plans spent
$18.5 million, while insurance giant UnitedHealth
Group spent $13.5 million.  Altogether, the health care
industry spent $3.1 billion on lobbying in the two years
leading up to the passage of health reform.  The
American Association of Retired Persons, which
receives a third of its revenues from the sale of private
insurance to its members, also topped the lobbying
charts in 2008-2009, spending $49.1 million (See chart,
reprinted on page 24 from www.OpenSecrets.org).

In addition the health industry made $243 million in
contributions to political campaigns in the 2008 and
2010 election cycles.  As of late March, drug and med-
ical device firms had invested $46.3 million in cam-
paign contributions for the 2008 and 2010 elections;
they split their contributions about equally between
Democrats and Republicans, as did insurers and health
professional associations.  Insurers donated $29.1 mil-
lion to campaigns over the same period.  Health profes-
sional associations were by far the largest campaign
donors, making $133.1 million in contributions.
Hospitals and nursing homes gave $34.4 million to can-
didates, with about 60 percent going to Democrats
(Open Secrets.org, based on data from the Federal
Elections Commission available on March 21, 2010).

Barack Obama received over $7 million in campaign con-
tributions from the health industry for his 2008 presiden-
tial campaign.  Although he endorsed single payer as an

Illinois state senator in 2003, during his campaign he main-
tained that single payer was not feasible due to the
entrenched employer-based system of U.S. health insurance
(OpenSecrets.org accessed on April 21, 2010).

Senator Max Baucus of Montana, Chairman of the Senate
Finance Committee and a key player in this year's health
reform debate, raised $4.4 million from the health care
industry for his campaign committee and leadership PAC
during the 2008 and 2010 election cycles (as of March 21,
2010).  Baucus was instrumental in keeping single payer "off
the table" as an option for reform and enlisted a former
WellPoint executive, Liz Fowler, to draft the Senate’s Bill.
He received over $1.1 million from the pharmaceutical
industry and $697,000 from insurers.  The largest single
contributor to his 2008 re-election campaign was drug
giant Schering-Plough, which donated $72,200.  Aetna and
Blue Cross/Blue Shield gave $45,250 and $42,600 respec-
tively (Open Secrets.org).

CORPORATE MONEY AND CARE

Profits increased 56 percent, to $12.2 billion, at the
nation's five largest health insurers in 2009.  The big five –
WellPoint, UnitedHealth, Cigna, Aetna and Humana –
cover 101.3 million Americans, including 14.1 million with
taxpayer-funded coverage through Medicaid managed care
or Medicare Advantage plans. ("Health Insurers Break
Profit Records as 2.7 Million Americans Lose Coverage,"
HealthCare for America Now, 2/10).

Insurance giant WellPoint has already reclassified
more than half a billion dollars of administrative
expenses  as "clinical" to meet the minimum medical
loss ratios specified by the new health reform law.
Minimum medical loss ratios (80 percent for individual
and small group policies, and 85 percent for large group
plans) won't go into effect in 2011, but Wellpoint,
Aetna (see below) and other insurers are already
skilled and highly motivated to reclassify administra-
tive expenses as medical expenses, according to an
investigation by the Senate Commerce Committee.
"Every basis point [.01 percent] these companies can
shift from the "administrative" to the "medical" expense
column is money these companies can retain as poten-
tial profit, rather than refund to their policyholders."
("Implementing Health Insurance Reform: New
Medical Loss Ratio Information for Policymakers and
Consumers," Senate Committee on Commerce, Science,
and Transportation, 4/15/10).

Aetna overstated the amount it spent on patient care in
the small group market by $4.9 billion in 2008, according to
an investigation by the Senate Commerce Committee.
Investigators found that Aetna's reported medical-loss ratio
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- that is, the proportion of its total expenditures that are
actually spent on care - was off by at least 3 percentage
points. Aetna reported spending of revenue on care, while
the real figure was 79 percent. (Avery Johnson, "Aetna
Overstated Spending on Patient-Care Category," Wall
Street Journal, 12/8/09).

Private health insurance does "not add value" 
to the U.S. health system  

Physicians probably won't be surprised to learn this,
but others might be: Health economists who study the
private health insurance industry have concluded that
"private health insurance does not add value" to the
U.S. health system.  Indeed, such a conclusion is so firm
that it has been "taken for granted" among U.S. health
economists for the past five years.  

A recent conference of health economists (March 22
and 23, 2010) at the Federal Reserve Bank of Chicago
highlighted numerous findings along these lines,
including that increasing consolidation in the insur-
ance industry has led to higher premiums, fewer jobs
for health care workers and reduced physician earn-
ings.  The 1999 merger of Aetna and Prudential result-
ed in a 2.8 percent increase in premiums for employer-
sponsored plans, a 2.4 percent decrease in health work-
er employment, and a 2 percent reduction in physician
pay. Nearly all Americans now live in markets domi-
nated by a tiny number of health insurers; between
1998 and 2006 the proportion of "highly concentrated"
local insurance markets increased from 68 percent to
99 percent. (Dafny, L.S., et al. "Paying a Premium on
Your Premium? Consolidation in the U.S. Health
Insurance Industry," National Bureau of Economic
Research Working Paper w15434, October 2009).

Despite his firm's admission to federal investigators that
it improperly kept $40 million in payments from Florida's
Medicare and Healthy Kids programs, Heath Schiesser, for-
mer CEO of the managed care firm WellCare Health Plans,
will receive an $800,000 bonus and $1.2 million separation
fee in addition to his $400,000 salary for 2009. WellCare
agreed to pay an $80 million penalty to avoid criminal pros-
ecution. It also paid a $10 million penalty to settle a lawsuit
brought against the company by the Securities and
Exchange Commission (St. Petersburg Times, 12/21/09).

UnitedHealth Group paid $50 million in 2009 to settle
allegations of balance-billing fraud stemming from an
investigation by the Office of the Attorney General of New
York State.  Aetna paid $5.1 million to students and physi-
cians as part of the same investigation, which centered on
the improper [UnitedHealth Group's Ingenix research divi-
sion] manipulation of data on physician fees which resulted
in lower reimbursements for care. An AMA lawsuit against

Wellpoint over the same issue is pending (Kaiser Daily
Health Policy Report 2/3/09 and 3/26/09, and "Health insur-
er accused of overcharging millions," NBC Today, 1/13/09).

Insurance CEO's top $100 million in Pay

Stephen J. Hemsley, CEO of UnitedHealth Group,
reaped a windfall $98.6 million from exercising stock
options in 2009. When combined with his salary, cash
bonuses and other stock-related awards, his income for
2009 exceeded $107.5 million. Total enrollment at
UnitedHealth Group was 29.3 million in 2009.

H. Edward Hanway, CEO and chairman of the board
of insurance giant Cigna, garnered a total of $104 mil-
lion in pay in 2008 and 2009, including a $73 million
retirement bonus (awarded December 31, 2009) and
$31 million in salary and other compensation. Total
enrollment at Cigna is about 11 million.

Before Hanway's $73 million retirement bonus and
Hemsley's $99 million in stock options, Ronald
Williams of Aetna was the top-paid CEO in the health
insurance industry, garnering $38.1 million in total
compensation in 2009, including costs associated with
his personal use of corporate aircraft, and $24.3 million
in 2008, for a total of $62.4 million over the past two
years.  Aetna has 18.9 million enrollees.

Other top paid CEO's include Michael B.
McCallister of Humana, who garnered $43.3 million in
compensation in  2008 and 2009 with 8.3 million
enrollees; Angela Braly, president and CEO of
WellPoint ($18.5 million, 30.7 million enrollees),
Michael Neidorff of Centene ($14.9 million, 1.4 million
enrollees) and Health Net CEO Jay Gellert ($5.8 mil-
lion, 2.9 million enrollees).  These figures may underes-
timate CEO compensation due to underreporting and
undervaluing of stock options.

Nonprofit private insurers also awarded seven-figure
payouts to CEOs, including a $7.25 million lump-sum
payout to the retiring CEO of Blue Cross Blue Shield of
Vermont, William Milnes Jr. 

In comparison, the head of the Centers for Medicare
and Medicaid Services (CMS), which has over 90 mil-
lion beneficiaries, earns a salary of no more than
$200,000 a year.

(Washington Post, 4/16/10; Kaiser Health News,
3/30/10; "Cigna CEO Retires with $73 million Bonus,"
Healthcare Journal of Northern California, 1/6/10;
Executive PayWatch Database 2010, AFL-CIO; and
"Health Care Blues," Seven Days, 1/8/09).

The state of Minnesota ordered Allina Hospitals &
Clinics to pay out $1.1 million to patients charged illegally
high interest rates.  Although the state cap on medical debt-
related interested rate is 8 percent, Allina had been charg-
ing as much as 18 percent ("Allina Hospitals Settles
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Minnesota Interest Rate Charges, Will Reimburse
Payments $1.1M," Kaiser Daily Health Report 4/16/09).

Nearly 21 percent of all medical insurance claims submit-
ted to California' six largest insurers were rejected between
2002 and June 30, 2009.  Both the state's largest for-profit
health plan (Anthem Blue Cross) and its largest nonprofit
plan (Kaiser) rejected approximately 28 percent of claims.
(L. Girion, "HMO claims - rejection rate triggers state
investigation," Los Angeles Times 9/4/09).

Between her stints as Obama's national health policy
czar and head of Medicare in the Clinton administration,
Nancy-Ann DeParle garnered more than $6.6 million from
her service on the boards of several health care firms that
were the subject of federal investigations, whistle-blower
lawsuits and other regulatory actions.  She received over $2
million from DaVita Inc., an Atlanta-based chain of kidney
dialysis centers that was Senator Max Baucus' (D-Mont.)
fifth-largest contributor in 2008.  She joined the board of
Guidant Corp. in 2001, only days after the company admit-
ted that it had covered up 12 deaths and 2,000 injuries
caused by a faulty surgical device (Fred Schulte, "DeParle
profited from health care companies under scrutiny,"
Investigative Reporting Workshop of the American
University School of Communications 7/2/09). 

MEDICARE 

Premiums for Medicare Advantage (MA) plans
jumped 14.2 percent in 2009, on top of a 5.2 percent
increase in 2008.  The average monthly MA premium
for 2010 is $39.61. Payments to MA plans in 2009 were
estimated to be 13 percent greater than the correspon-
ding costs in traditional Medicare – an average of
$1,138 per MA plan enrollee, for total excess costs to
taxpayers of $11.4 billion (Associated Press, 2/19/10 and
Commonwealth Fund, 5/4/09). 

Disease management doesn't save money or control
costs. An analysis of 18,209 Medicare beneficiaries in 15
separate care coordination programs from 2002-2006 found
that none of the 15 programs generated net savings and that
13 showed no significant differences in hospitalization rates
(Peikes, et al., Effects of Care Coordination on
Hospitalization, Quality of Care, and Health Care
Expenditures among Medicare Beneficiaries, JAMA,
2/11/2009).

BIG PHARMA

29 percent of researchers who performed drug trial work
published in the Journal of Clinical Oncology between
January 2006 and June 2007 had financial ties with the
pharmaceutical industry.  This connection was particularly

acute amongst lead study authors, who were 4.3 times more
likely to have financial ties with the pharmaceutical indus-
try than supporting authors (Johnson and Horn,
"Authorship and Industry Financial Relationships: the Tie
that Binds," Journal of Clinical Oncology, 1/11/10).

Drugs companies spend $500.7 million 
lobbying Congress 2008-2009

The pharmaceutical industry spent an astronomical
$263.4 million on lobbying Congress in 2009, up from
its previous record high of $237.3 million in 2008.  Its
lobbying expenditures have grown by 365 percent
over the past eleven years, rising from roughly $72.2
million in 1998.  (These figures, from federal lobbying
reports compiled by OpenSecrets.org, do not include
lobbying or campaign contributions at the state level,
which are also substantial). 

2009 was a banner year for health industry consolida-
tion, led by mergers of four of the world's largest pharma-
ceutical firms.  Pfizer acquired Wyeth in October for about
$68 billion and Merck bought Schering-Plough in
November for $ 49.6 billion.  Health industry mergers
accounted for about 30 percent of all US mergers in 2009
(McCracken, "Mergers thrive in health industry," The Wall
Street Journal 10/20/09).

A Credit Suisse report on the eight largest U.S. drug
makers found that wholesale prices of brand-name pre-
scription drugs grew by 8.7 percent in 2009, the fastest rate
since 1992.  The rate of brand-name prescription drug cost
inflation has been growing steadily since 2004, when drug
prices grew an average of approximately 5 percent
(Wilson, "Drug Makers Raise Prices in Face of Health Care
Reform," The New York Times 11/15/09).

A Government Accountability Office inquiry
requested by Sen. Charles Schumer (D-N.Y.) found
that 416 brand-name medications had "extraordinary
price increases" between 2000 and 2008 – mostly rang-
ing between 100 and 499. The G.A.O. cites pharmaceu-
tical firm consolidation, a lack of competition due to
patent exclusivity and drug repackaging as the leading
causes for these drugs' extraordinary price increases.
(Government Accountability Office, "Brand-Name
Prescription Drug Pricing: Lack of Therapeutically
Equivalent Drugs and Limited Competition May
Contribute to Extraordinary Price Increases," GAO-10-
201 12/22/09).

Eli Lilly pleaded guilty to charges that it illegally pro-
moted its schizophrenia drug Zyprexa for unapproved uses.
It agreed to pay out at total of $1.4 billion in settlement fees,
including a criminal fine of $515 million, the largest crimi-
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nal fine for an individual corporation ever imposed in any
United States criminal prosecution. Amongst the unap-
proved uses Eli Lilly promoted for Zyprexa were sedation of
nursing home patients and treatment of ADHD in children
(Department of Justice, "Eli Lilly and Company Agrees to
Pay $1.415 Billion to Resolve Allegations of Off-label
Promotion of Zyprexa," 1/15/09).

PUBLIC and PHYSICIAN OPINION 

Although 90 percent of Americans favored "allowing the
federal government to use its buying power to negotiate
lower prescription prices with drug companies" in a
January, 2009 poll, the Obama health reform contains no
such provisions (Kaiser Family Foundation/Harvard School
of Public Health Survey, Jan. 2009). 

A Kaiser poll in July, 2009 found 58 percent of Americans
support "a national health plan in which all Americans
would get their insurance through an expanded, universal
form of Medicare for all."  An April, 2009 Kaiser poll with
slightly different wording found 49 percent of Americans
support "having all Americans get their insurance from a
single government plan."  Most polls find about two-thirds
of all Americans favor single payer, such as the 2007
AP/Yahoo poll that found that 65 percent of Americans
favor "a universal health insurance program in which every-
one is covered under a program like Medicare that is run by
the government and financed by taxpayers."  For a full dis-
cussion of public opinion on single payer, see the six-part
series by Kip Sullivan on PNHP's blog at
www.pnhp.org/blog/2009/12/06/two-thirds-support-1/
(Kaiser Health Tracking Polls, April 2 to 8, 2009 and July,
2009).

A survey of American physicians published in the Journal
of General Medicine found rapidly growing physician sup-
port for a "government-run, taxpayer-financed single-payer
national health insurance program."  42 percent of surveyed
physicians expressed support for this statement in 2009,
compared with only 26 percent support in 2004 for a "sin-
gle government payer that covers everyone."  Only 9.1 per-
cent of physicians "would preserve the status quo." (Danny
McCormick, Steffie Woolhandler, Anjali Bose-Kolanu,
Antonio Germann, David Bor, and David Himmselstein,
"U.S. Physicians' Views on Financing Options to Expand
Health Insurance Coverage: A National Survey," Journal of
General Internal Medicine April, 2009). 

Similarly, a 2008 survey of physicians found a 10 percent-
age point increase in support for national health insurance
over the past five years.  59% of surveyed doctors agreed
either "strongly" or "generally" with the statement "In prin-
ciple, do you support or oppose government legislation to
establish national health insurance," up from 49 percent
five years earlier (A. Carrol and R. Ackerman, "Support for

National Health Insurance among US Physicians: 5 years
later" Annals of Internal Medicine April, 2008).

British Conservatives support NHS

British Conservative leader David Cameron recently
acknowledged the value of Britain's National Health
Service on his party's Web site. "Millions of people are
grateful for the care they have received from the NHS –
including my own family," he said.

"One of the wonderful things about living in this
country is that the moment you're injured or fall ill – no
matter who you are, where you are from, or how much
money you've got – you know that the NHS will look
after you."

Cameron's words were reinforced by the party's
election manifesto, in which it calls itself "the party of
the NHS" and pledges "never to change the idea at its
heart that healthcare in this country is free at the point
of use and available to everyone based on need and not
ability to pay." (Armstrong, Paul "Socialized health-
care: The 'untouchable' of UK politics" CNN, 5/5/10)

In Canada, 70% of Canadians believe their health
care system is working "very" or "fairly well," and 82%
believe "that Canada's health care system is superior to
the US health system," according to a recent
Harris/Decima poll. Only 8% feel that the US' system is
superior. Among conservative party-supporting
Canadians, 76% believed in the superiority of the
Canadian health system, with only 12% affirming the
contrary (Harris/Decima Poll, 7/5/09, www.harrisdeci-
ma.com).

It's old but worth remembering:  A national Harris Poll
released in October 2008 on the trustworthiness of dozens
of different industries found that only 7% of Americans
believed that the health insurance industry or HMOs "are
generally honest and trustworthy - so that you normally
believe a statement by a company in that industry."  Only
the oil and tobacco industries fared worse (Harris Poll,
October 2008).

INTERNATIONAL COMPARISONS 

Despite spending 17.3 percent of GDP on health care,
nearly double the OECD average of 8.9 percent, Americans
get less physician and hospital care than residents of most
other developed nations. Of 30 OECD member countries
(most EU nations, Australia, New Zealand, Japan, South
Korea, Canada, the United States, Mexico, and Turkey), the
United States ranks 27th in the rate of doctor visits (3.8 per
capita, nearly half the OECD average of 6.8 per capita), 23rd
in the number of physicians per person (2.4 per 1,000 pop-
ulation vs. OECD average of 3.1 per 1,000 population), 23rd
in the number of acute care hospital beds per person, 22nd
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in the number of hospital discharges per capita, and 23rd in
average length of stay in acute care. All OECD member
states with the exception of Turkey and Mexico provide
nearly universal health coverage.  This includes emerging
market nations such as Poland, Slovakia, and the Czech
Republic.  

Despite leaving 46 million Americans uninsured, U.S.
public spending on health care exceeded public spending in
all OECD countries in 2007 except Norway and
Luxembourg.  Including the cost of U.S. tax subsidies for
employer-sponsored coverage as “public spending,”
American public health expenditures exceeded total (pri-
vate + public) health expenditures of all but the three top
spending nations, Norway, Luxembourg, and Switzerland.
Note that per capita incomes are higher in these nations
than in the U.S ($94,837 in Norway, $113,044 in
Luxembourg, and $68,433 in Switzerland versus $47,440 in
the U.S.), a factor correlated worldwide with higher health
spending.  Yet health care expenditures in next-highest
spending Norway per capita ($4,763) were 35 percent
lower than American expenditure per capita ($7,290)
(OECD Health Data 2009).

China is seeking to boost government funding of public
hospitals and reduce hospitals' dependence upon user fees
in an effort to control costs and reduce inequities in care.
Out-of-pocket expenditures for Chinese patients accelerat-
ed in the 1990s, peaking at 60 percent of total health care
expenditures.  In 2008, China declared that the for-profit
health reforms it adopted in the 1980's were counter-pro-
ductive to national health objectives.  Low-income Chinese
were hard-hit, particularly in rural areas. Through a pro-
gram of major funding increases and other health reforms
China now aims to achieve 90 percent coverage by 2010 and
universal health coverage by 2020.  Harvard economist and
the architect of Taiwan's successful single payer program,
William Hsiao, is doing research in China on expanding
health coverage in rural areas (Mei Fong and Jason Leow,
"Beijing Plans Health Care for Everyone," Wall Street
Journal, 20th October 2008 and Tsung-Mei Cheng,
July/August 2008).

Canada has a good primary health care system, although
some problems remain, according to the largest survey of
Canadians on primary care ever conducted. Some 95 per-
cent of Canadians with chronic conditions have a regular
source of care, and 85 percent of adults requiring immediate
care for a minor problem are seen within a day, according to
the Canadian Institute for Health Information. Eighty-five
percent of people aged 12 and older have a regular doctor,
and two-thirds have been seeing the same doctor for more
than five years (Globe and Mail, 7/23/09).

Long-term care programs in 
Germany, Japan, cost less, cover more seniors

Although the Obama health plan will establish a new
long-term care insurance program for purchasing "communi-
ty living assisted services and support" (CLASS), the U.S.
still will not have nearly as comprehensive a system as
Germany, or Japan, which established single payer long-term
care insurance systems in 1994 and 1997, respectively.

The CLASS program, a voluntary program financed
through optional payroll deductions starting in 2011 (with
benefits to start in 2016 after a five year vesting period), is
supposed to provide beneficiaries with functional limita-
tions who need help living in the community a cash benefit
of "not less than" an average of $50 a day. 

In Germany and Japan, in contrast, social insurance pro-
grams are universal, support family caregivers, and provide
flexible ways of obtaining necessary services.  A recent
review by John Campbell, Naoki Ikegama, and Mary Jo
Gibson described the lessons from public long-term care
insurance in Germany and Japan:

"Germany and Japan introduced comprehensive long-term
care insurance because their frail older populations were
growing; their traditional resources for care were declining;
and their existing fragmented long-term care programs were
increasingly seen as costly, inefficient, and unfair. The situa-
tion in the United States today is similar, if not worse. 

Germany passed its long-term care insurance legislation in
1994, when 15.8 percent of its population was age sixty-five
and older. In Japan, the legislation passed in 1997, when the
elderlies share of the population was 15.7 percent. Population
aging is about to pick up in the United States, and it should
cross the same line toward the end of this decade. 

Although the lives of frail old people and their family care-
givers in Germany and Japan remain difficult – arguably the
human condition – comprehensive long-term care insurance
has undoubtedly brought major improvements for them. It
has also been popular with the general public and has been
accepted as a normal component of social policy in both
countries. 

These two models of comprehensive long-term care
insurance differ sharply. Japan offers a high level of servic-
es in the community and provides benefits to 13.5 percent
of its population age sixty-five and older, yet its per capi-
ta public expenditure is only 9 percent more than what
the U.S. government spends. Germany mostly offers cash
to support family caregiving, providing benefits to 10.5
percent of its population age sixty-five and older, and
spends 26 percent less than the United States spends.
Only 4.5 percent of Americans age sixty-five and older
receive publicly supported long-term care, but spending
is quite high." (Campbell, et al., Lessons from Public
Long-Term Care Insurance in Germany and Japan, Health
Affairs, January 2010.)
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By Ana Malinow, M.D.

Since the early days of modern medi-
cine in 19th-century London, surgeons
and other physicians have joined jour-
nal clubs, keeping up-to-date on the
best medical practices by swapping
articles from scholarly journals to read
and discuss with their colleagues.

Journal clubs in the 21st century
offer us an excellent opportunity to
share evidence-based research that
points to why a single-payer system is
the most rational, cost-effective and
equitable way to finance health care.
They are yet another way to educate
the profession about findings that rein-
force our message.

I have used the opportunities in my
own journal club to present articles
published by PNHP co-founders David
Himmelstein and Steffie Woolhandler
to medical students, residents, fellows
and faculty whom might otherwise not
have been exposed to evidence-based

health policy research published in
peer-reviewed journals.

Five years ago, I shared an article
published in Health Affairs on illness
and injury as contributors to bank-
ruptcy. In 2008, I used Aaron Carroll's
article from Annals of Internal
Medicine to show how a growing
majority of physicians support national
health insurance.

Most recently, I presented "Health
Insurance and Mortality in U.S.
Adults," an article in the American
Journal of Public Health. Because jour-
nal clubs tend to rely heavily on bio-
statistics, I focused on the paper's use
of the Third National Health and
Nutrition Examination Survey. Once I
had established the validity of using
survey analyses to study diverse top-
ics, we turned to the article and its
conclusion that about 45,000 deaths
annually are linked to lack of health
insurance.

All of these readings led to educa-

tional discussions about health care. I
found that shining a light on the fail-
ings of our health care system gave me
the opportunity to bring up the
strengths of the single-payer alterna-
tive.

In their evaluations over the years,
participants have indicated they found
the content appropriate and useful and
appreciated the fact that I had defined
and discussed the research design and
methodology. Consistently, partici-
pants mentioned the timeliness of the
topic and how this was new informa-
tion for them.

I highly recommend those with the
opportunity to present at journal clubs
to use articles recently published by
the PNHP community. The articles
have all been published in peer-
reviewed journals, are highly educa-
tional, are evidence-based and allow
for the discussion of single payer, a
topic not discussed enough among our
colleagues.

Journal clubs: opportunities for dialogue

ARTICLES OF INTEREST 

On the Obama health plan and the debate over the
"public option":

1. Navarro, Vicente.  "Obama's mistakes in health care
reform:  Why Obama needs single payer on the table"
www.pnhp.org/news/2009/september/why-obama-need-
ed-single-payer-on-the-table

2. Redmond, Helen.  "A rejoinder to Atul Gawande:  How
to get things wrong."  4/21/10,
www.seminal.firedoglake.com/diary/42425

3. Skala, Nicholas. "Hold out for single payer."  Remarks
presented to the Congressional Progressive Caucus 6/4/10,
www.pnhp.org/news/2009/june/hold-out-for-single-payer

4. Sullivan, Kip. "The rise and fall of the public option."
Remarks presented in a conference call hosted by
Healthcare-Now 2/16/10, online at www.healthcare-
now.org/notes-from-medicare-for-all-still-the-one/
5. Sullivan, Kip. "Comment on Deborah Stone's 'Single
Payer-Good Metaphor, Bad Politics.'" Journal of Health
Politics, Policy and Law, April 2010. 

On rising income inequality in the U.S., an important
determinant of health outcomes:

1. Alperovitz, Gar; Daly, Lew. "The Undeserving Rich:
Collectively produced and inherited knowledge and the
(re)distribution of income and wealth." Dollars and Sense,
March-April 2010. 

On the VA as a successful model of a single-payer,
national health service, in the US with exemplary use of
health information technology:

1. Oliver, Adam. "The Veterans Health Administration: An
American Success Story?" The Milibank Quarterly, 2007. 

2. Byrne, C.M., et al. "The Value from Investments in
Health Information Technology at the U.S. Department of
Veterans Affairs. Health Affairs, April 2010. 

On one physician's journey from an impoverished child-
hood to taking care of the poor and the need for funda-
mental health reform:

1. Reynolds, Teri. "Dispatches from the Emergency Room."
New Left Review, Jan.-Feb. 2010. 
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The following statement was released today by leaders of Physicians for a National Health Program, www.pnhp.org. Their signatures
appear below.

As much as we would like to join the celebration of the House's passage of the health bill last night, in good con-
science we cannot. We take no comfort in seeing aspirin dispensed for the treatment of cancer.

Instead of eliminating the root of the problem – the profit-driven, private health insurance industry – this costly
new legislation will enrich and further entrench these firms. The bill would require millions of Americans to buy
private insurers' defective products, and turn over to them vast amounts of public money.

The hype surrounding the new health bill is belied by the facts:

About 23 million people will remain uninsured nine years out. That figure translates into an estimated 23,000
unnecessary deaths annually and an incalculable toll of suffering.

Millions of middle-income people will be pressured to buy commercial health insurance policies costing up to
9.5 percent of their income but covering an average of only 70 percent of their medical expenses, potentially leav-
ing them vulnerable to financial ruin if they become seriously ill. Many will find such policies too expensive to
afford or, if they do buy them, too expensive to use because of the high co-pays and deductibles.

Insurance firms will be handed at least $447 billion in taxpayer money to subsidize the purchase of their shod-
dy products. This money will enhance their financial and political power, and with it their ability to block
future reform.

The bill will drain about $40 billion from Medicare payments to safety-net hospitals, threatening the care of
the tens of millions who will remain uninsured.

People with employer-based coverage will be locked into their plan's limited network of providers, face ever-
rising costs and erosion of their health benefits. Many, even most, will eventually face steep taxes on their bene-
fits as the cost of insurance grows.

Health care costs will continue to skyrocket, as the experience with the Massachusetts plan (after which this
bill is patterned) amply demonstrates.

The much-vaunted insurance regulations – e.g. ending denials on the basis of pre-existing conditions – are rid-
dled with loopholes, thanks to the central role that insurers played in crafting the legislation. Older people can
be charged up to three times more than their younger counterparts, and large companies with a predominantly
female workforce can be charged higher gender-based rates at least until 2017.

Women's reproductive rights will be further eroded, thanks to the burdensome segregation of insurance funds
for abortion and for all other medical services.

29 East Madison Street, Suite 602
Chicago, Illinois 60602-4404
Telephone 312.782.6006
Fax 312.782.6007
info@pnhp.org   www.pnhp.org

A false promise of reform

FOR IMMEDIATE RELEASE     
March 22, 2010

CONTACT:
Oliver Fein, M.D.
Steffie Woolhandler, M.D., M.P.H.
David Himmelstein, M.D.
Margaret Flowers, M.D.
Mark Almberg, PNHP
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It didn't have to be like this. Whatever salutary measures are contained in this bill, e.g. additional funding for
community health centers, could have been enacted on a stand-alone basis.

Similarly, the expansion of Medicaid - a woefully underfunded program that provides substandard care for the
poor - could have been done separately, along with an increase in federal appropriations to upgrade its quality.

But instead Congress and the Obama administration have saddled Americans with an expensive package of
onerous individual mandates, new taxes on workers' health plans, countless sweetheart deals with the insurers
and Big Pharma, and a perpetuation of the fragmented, dysfunctional and unsustainable system that is taking
such a heavy toll on our health and economy today.

This bill's passage reflects political considerations, not sound health policy. As physicians, we cannot accept this
inversion of priorities. We seek evidence-based remedies that will truly help our patients, not placebos.
A genuine remedy is in plain sight. Sooner rather than later, our nation will have to adopt a single-payer national
health insurance program, an improved Medicare for all. Only a single-payer plan can assure truly universal,
comprehensive and affordable care to all.

By replacing the private insurers with a streamlined system of public financing, our nation could save $400 bil-
lion annually in unnecessary, wasteful administrative costs. That's enough to cover all the uninsured and to
upgrade everyone else's coverage without having to increase overall U.S. health spending by one penny.

Moreover, only a single-payer system offers effective tools for cost control like bulk purchasing, negotiated fees,
global hospital budgeting and capital planning.

Polls show nearly two-thirds of the public supports such an approach, and a recent survey shows 59 percent of
U.S. physicians support government action to establish national health insurance. All that is required to achieve
it is the political will.

The major provisions of the present bill do not go into effect until 2014. Although we will be counseled to "wait
and see" how this reform plays out, we cannot wait, nor can our patients. The stakes are too high.

We pledge to continue our work for the only equitable, financially responsible and humane remedy for our
health care mess: single-payer national health insurance, an expanded and improved Medicare for All.

******

Physicians for a National Health Program (www.pnhp.org) is an organization of 17,000 doctors who support
single-payer national health insurance. To speak with a physician/spokesperson in your area, visit
www.pnhp.org/stateactions or call (312) 782-6006.

Oliver Fein, M.D.
President    

Margaret Flowers, M.D.
Congressional Fellow    

Quentin Young, M.D.
National Coordinator

Garrett Adams, M.D.
President-elect    

David Himmelstein, M.D.
Co-founder    

Don McCanne, M.D.
Senior Health Policy Fellow

Claudia Fegan, M.D.
Past President

Steffie Woolhandler, M.D.
Co-founder  
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By Margaret Flowers, M.D.

A
s we sit here on the other side of the recent health
reform process, we have an opportunity for reflection.
There were many times during the past year and a half

when passage of a health bill seemed unlikely. However, in
the end, the White House and Democratic leadership joined
forces and converted the last holdouts with scare tactics of
electoral turnovers and even a trip on Air Force One in order
to muscle a bill over the final hurdles. The mere fact that any
bill was passed at all was hailed as the great accomplishment
because no honest proponent of health reform could call the
final product a solution to our nation's serious health care
crisis.

This entire health reform process occurred under the shad-
ow of the previous attempt to pass significant health legisla-
tion. President Obama made this his signature issue, and so
for his administration failure was not an option. He sur-
rounded himself with many of those who were traumatized
by their participation in the last go-round. Thus, the resulting
strategy was based more on fear of the opposition than on
sound health policy. An opportunity for an honest debate
about the needs of our people was squandered for backroom
deals with industry giants and the photo ops so reminiscent
of the previous administration. And for the most part, the
resulting legislation benefits the very industries that profit
most from our current situation more than it benefits the
people of America.

Pros and Cons of the Legislation

There are some provisions within the bill that are positive
steps: comparative effectiveness research; funding for demon-
stration projects to improve care; a new emphasis on preven-
tion, wellness and public health; increased funding for com-
munity health centers; and incentives for primary care
providers. These are all necessary provisions, but they do not
offset the harm done by other provisions in the bill, such as
the individual mandate to purchase private insurance with

penalties for noncompliance and the $447 billion in public
dollars being used to subsidize such purchases. The bill will
omit at least 23 million people from having any coverage. And
the requirement to accept people with pre-existing condi-
tions will most certainly increase premiums such that they
become unaffordable, or people will purchase policies with
skimpier coverage. This will likely result in a larger popula-
tion of underinsured people—those who risk bankruptcy
from medical debt should they develop health problems.

And none of the positive steps turn us in the direction of
creating a national health system such as there is in every
other advanced nation. Rather, on the whole, this legislation,
which was written with heavy input from private health
insurance and pharmaceutical lobbyists, further privatizes
the financing of our health care and further enriches and
empowers the very industries that are the problem. We know
from experience both in the United States and abroad that
market-based financing of health care is both the most
expensive model and the most unjust, providing only as much
health care as the patient can afford.

The Public Option Was Ruled Out at the Start

From the beginning of this process, it was clear that the
administration and leadership had developed a strategy based
on an outcome they believed they could achieve. The path was
predetermined. All of the steps along the way, from the house
parties that started during the winter of 2008 to the hearings,
to the media spin, were planned so that the resulting "debate"
was a drawn-out performance of political theater. In order to
disarm the corporate interests, the health industries that had
opposed previous reforms were included on the inside. In
order to disarm the Right, bipartisanship was at the forefront.
In order to disarm the supporters of a single-payer plan, who
are the majority, a campaign was developed around a prom-
ised "compromise," the public option, and given tens of mil-
lions of dollars for organizing and advertising. The public
option succeeded in splitting the single-payer movement and
confusing and distracting it with endless discussion about

After the Reform: Aiming High for Health Justice 
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The mere fact that any bill was passed at all
was hailed as the great accomplishment
because no honest proponent of health
reform could call the final product a solu-
tion to our nation's serious health care crisis.

Despite all of the attention, the public option
was never meant to be part of the final 
legislation. As early as March 2009, Senator
Baucus admitted that the public option 
existed as a bargaining chip to convince 
private insurers to accept increased regulation. 
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what type of public option would be effective.
Despite all of the attention, the public option was never

meant to be part of the final legislation. As early as March
2009, Senator Baucus admitted that the public option existed
as a bargaining chip to convince private insurers to accept
increased regulation. And a year later, Glenn Greenwald and
others confirmed that the public option had been privately
negotiated away, although members of Congress continued
the charade and "fought" for it.

Toward the final vote, supporters of the public option were
hearing the same excuses that single-payer advocates have
heard for decades. We are always told that single-payer is not
politically feasible. However, we know that political feasibili-
ty can change. We are told to be pragmatic, yet we know that
the reform being passed was not practical, in that it failed to
guarantee health care to everyone and to be financially sus-
tainable. We are told we are asking for too much and should
accept incremental change. However, we know that the
smallest effective step we can take in health reform is the cre-
ation of a publicly funded health system. Beyond that, there is
much more to do in order to create a health system that raises
us into the top ten in the world.

Profit-Driven Insurers Cannot Prioritize Care

While politicians claim that we have finally achieved
comprehensive health reform and that now all Americans
will have guaranteed affordable health care, we in the sin-
gle-payer movement experience a sense of déjà vu. We have
seen the same scenario occur at the state level from Oregon
to Maine to Tennessee, and most recently in Massachusetts.
Every state that has passed a health reform package has
made these claims, only to find that within a few years they
were unable to cover the number of people they had hoped
to cover and that their health care costs exceeded their
budget. The reason for this is that every state, and now our
federal government, ignored the data showing that we can-
not achieve universal and affordable health care as long as
we retain private insurers as an integral part of health care
financing. This truth has been documented both in practice
and in numerous economic studies.

We cannot control health care costs, without severe
rationing, as long as we retain multiple private insurers,
because this model wastes at least a third of our health care
dollars on areas that have nothing to do with direct health
care: marketing, high CEO salaries, profits, and administra-
tion. We cannot guarantee that patients will be able to
afford needed care using private insurers because the pri-
vate insurance model is profit driven. These corporations
profit by avoiding the sick and denying and restricting pay-
ment for care. Their bottom line is profit, not improved
health. And no amount of industry regulation to date has
been successful in changing that bottom line. Likewise, the
new federal legislation is full of loopholes that will allow
private insurers to continue to skirt the regulations.

The White House and Congress claimed throughout the
process that we must retain private insurance because

Americans desire choice, and this has been framed as choice
of insurance. However, this is a false concept. No person
can anticipate what their health care needs will be or which
insurance will be best. Health care needs change the day a
patient has a serious accident or is diagnosed with a serious
illness. We all need the same health insurance: one that cov-
ers all medically necessary care when and where we need it.
Those of us who travel and listen find that people in
America desire choice of health care provider and choice of
treatment: the two choices that private health insurers
restrict.

So what are the White House and Congress really saying
when they claim that we must retain a private insurance
model? That they are unwilling to take on these powerful
industries, and so we, the people, must be willing to com-
promise and work within their framework. Mohandas
Gandhi said:

“All compromise is based on give and take, but there can
be no give and take on fundamentals. Any compromise on
mere fundamentals is a surrender. For it is all give and no
take.”

When it comes to health reform, compromise on the fun-
damentals is unacceptable because the human costs are con-
tinued preventable deaths, continued suffering as patients
fight for needed care, and continued bankruptcy from med-
ical debt as families struggle to pay for deductibles and
uncovered services. In a study published in Health Affairs in
January 2008 that looked at the top 19 industrialized
nations, the United States ranked the worst—we have the
highest number of preventable deaths (101,000 each year)
because we lack a health system. All of the other industrial-
ized nations have health systems based on the principles of
health care as a human right: universality, equity, and
accountability.

Why Obama Failed

Why have the American people been denied this same
right? As I look back at the health reform process, I see three

The White House and Congress claimed
throughout the process that we must retain
private insurance because Americans desire
choice, and this has been framed as choice of
insurance. However, this is a false concept.
No person can anticipate what their health
care needs will be or which insurance will be
best. Health care needs change the day a
patient has a serious accident or is diagnosed
with a serious illness. We all need the same
health insurance: one that covers all medically
necessary care when and where we need it. 
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serious errors: a willingness to compromise, a lack of clarity
about what we require and a fear that failure to pass reform
will have electoral consequences. These are the areas we must
address as a people if we want to see real change in this
nation, not just in health care but also in many areas that
affect our ability to survive on this planet.

The willingness to compromise has occurred repeatedly at
the state level. As a result, fewer people have access to care,
and health care costs continue to rise; the fundamental prob-
lems are not corrected. This willingness to compromise is
based on a real sense of desperation. We see real suffering.
We want to do something. We are told that this reform,
whatever it is, is the best we can get this time. We accept
that and tell ourselves that it is something; it is a step.

As the congressional fellow of Physicians for a National
Health Program, I saw this desperate attempt to pass some-
thing, anything, rise to the surface in the final weeks of the
reform process. Patients and their families were brought into
Congress to tell their stories of abuse at the hands of private
insurers. Well-meaning legislators looked them in the eye
and told them that this reform would change that. When I
challenged the truth of that response, I was told, often in
heated tones, that they (the legislators) had to do something
and that at least this reform would help some people. I could
only think of those who would not be helped. What about
them?

The lack of clarity was grounded in the belief that if we
simply advocated based on principles such as access and
affordability, then the legislation would meet those princi-
ples. Legislators and pro-reform groups were content to
speak based on principles as long as they were not challenged
about whether those principles were being met. We must go
beneath the surface of simple principles, educate ourselves,
and define what is acceptable and what isn't. If we don't
know exactly what we are asking for, we won't get it. And
we mustn't be afraid to ask for what we require. As a people,
we have become willing to accept crumbs when we require
so much more than crumbs.

The final mistake was to pin the results of the upcoming
elections to the success or failure of passing reform. Those
who were reluctant to support the legislation were forced to
support it in the end or risk being blamed for possible elec-
toral consequences. As has often happened in past campaigns,
people were forced to vote for the lesser of two evils instead
of for what they truly wanted.

We Can Still Create a National Health Program!

So what do we do now that a health bill has been signed?
Now that the clamor has quieted, it is time for a civilized
discussion of what our health needs are and how best to
meet them. This discussion is unlikely to occur in main-
stream media dominated by advertising dollars from health
insurance and pharmaceutical corporations. We will need
to have this discussion at a more personal level and through
independent sources of media. We must educate ourselves
and those around us about what is possible to achieve in

this nation.
It is possible to create a national health program in which

every person living in this country is able to receive the
same high standard of medical care whenever and wherever
needed, without fear of financial consequences. We call this
health security. Other advanced nations have achieved this
goal. The United States has not, and is currently ranked
37th in the world for health outcomes. We spend more per

capita on health care than every advanced nation, yet leave a
third of our population either completely on the outside or
vulnerable to financial ruin should they have a serious
health problem.

Physicians for a National Health Program, founded in
1987, educates and advocates for a health system that will
improve our health outcomes and provide health security
based on the evidence of what has worked in our nation and
what is effective in other advanced nations. We envision a
lifelong universal health system—much like traditional
Medicare—that is nationwide. We envision a system that
allows patients to choose where they receive their care, per-
mits caregivers and patients to determine the best course of
treatment with assistance from evidence-based data, con-
trols costs in a rational way through simplified administra-
tion and negotiation of fair prices, and is progressively
financed. Its publicly funded nature would make it trans-
parent and accountable. Because it would be privately deliv-
ered, it would allow caregivers to compete based on quality
of care provided. Private health insurers would be relegated
to a position of offering supplemental plans or possibly pro-
viding administrative support.

The Rev. Dr. Martin Luther King Jr. taught us that to wit-
ness an injustice and not work to correct it is in itself an act
of violence. As a physician and an advocate for nonviolence,
I cannot ignore the injustice of the great health inequality
that exists in our nation or ignore those in need who cannot
afford medical treatment. We have delayed this struggle for
too long. Alice Walker said, "We are the ones we have been
waiting for." So, let's do it. We have the resources. Now we
must create the political will. Together, we can create a
health justice movement, educate ourselves, speak with
clarity and organize independently of any political party.
Please join us. You can learn more at www.pnhp.org or join
the grassroots movement at www.healthcare-now.org.

As a physician and an advocate for nonvio-
lence, I cannot ignore the injustice of the
great health inequality that exists in our
nation or ignore those in need who cannot
afford medical treatment. We have delayed
this struggle for too long. Alice Walker said,
"We are the ones we have been waiting for."
So, let's do it. We have the resources. Now
we must create the political will.
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Remarks by Kip Sullivan
Conference call hosted by Healthcare-NOW! 
www.healthcare-now.org
February 16, 2010

INTRODUCTION
It’s easy enough to explain why the “public option” was
defeated. It’s a lot harder to explain why it rose to promi-
nence in the first place. Even in the watered-down form in
which it was adopted by Democrats, the public option  was
probably no more politically feasible than single-payer was,
but it was a lot harder to explain. And the watered down
form wouldn’t work, and it probably wouldn’t even have sur-
vived.

The public option  was so tiny when Democrats intro-
duced it in June 2009 that it is fair to say it was moribund
upon arrival if not dead on arrival. It was placed on life sup-
port when Senator Reid struck it from the Senate bill in
November, and it was finally put out of its misery by the elec-
tion of Scott Brown in
Massachusetts in January of
this year.

The public option wasn’t
politically feasible in 2009 for
the obvious reason that it was
opposed by the same people
who would have opposed a
single-payer system. Perhaps
as importantly, the public
option wasn’t politically feasi-
ble because the people who
promoted it weren’t serious
enough about it to make it a condition of their support for the
Democrats’ bill.

So it’s pretty easy to explain why the public option fell.
What’s not so easy to explain is why a lot of smart people
thought the public option was such a good idea to begin with
and why, if they thought it was such a good idea, they didn’t
make it their bottom line. When the campaign for the public
option began in 2005, it wasn’t at all clear that the leaders of
the campaign intended to throw the public option overboard
if that’s what it took to get Congress to pass an insurance
industry bailout (by which I mean the individual mandate
and the subsidies to make the mandate affordable). But by
June 2009, it was clear the leaders of the public option cam-
paign had NO intention of making a big, powerful public
option a condition that Democrats had to meet. And by
Christmas Eve 2009, it was clear the public option campaign
had no intention of even making a TINY, ineffective public
option a precondition for its support.

It appears, in short, that the leaders of the public option
campaign saw an insurance industry bailout as more impor-
tant than the public option. Many leaders of the public
option campaign may even have seen the public option as

merely a fig leaf to induce progressives (both inside and out-
side of Congress) to think it was OK to support a bailout.

The modern version of the public option was brought to us
by Jacob Hacker. And it was promoted by Health Care for
America Now and the Herndon Alliance. The Herndon
Alliance has received much less publicity than HCAN, but it
played a seminal role in the development of the public option
campaign. So, to understand why the proponents of the pub-
lic option supported it, but not enough to make it a non-
negotiable demand, it helps to review the thinking of Hacker
and of the founders of HCAN and the Herndon Alliance.

I doubt I’ll have enough time to describe both Hacker’s
thinking and that of the Herndon Alliance and HCAN lead-
ers. I think what I’ll do is describe Hacker’s original version of
the public option, his rationale for it, what happened to the
public option after it arrived in Congress in 2009, and how
Hacker accommodated himself to the degradation of the pub-
lic option. And then, if I have any time left over, I’ll talk briefly
about the Herndon Alliance and HCAN. If I don’t have time

to talk about HCAN and the
Herndon Alliance, that’s ok.
Their thinking pretty much
mirrored Hacker’s. Like
Hacker, they saw single-
payer as politically infeasi-
ble; they started out sup-
porting a big public option
as a more politically feasible
substitute for single-payer;
and they didn’t object when
congressional Democrats
unveiled a microscopic form

of the public option in June.

THE ORIGINAL HACKER PROPOSAL
Hacker first proposed what he called Medicare-Plus in a

paper he wrote in 2001. He published another version of his
idea in 2007. In that second paper, he called his idea “Health
Care for America.” The label “public option” didn’t appear till
early 2009.

Hacker’s idea, basically, was to have the federal govern-
ment create a health insurance company that would sell
health insurance to the nonelderly. Hacker assumed this
company would enjoy all the efficiencies of Medicare and
would therefore be able to undersell the insurance industry.
Hacker never used the word “company” or “business” to
describe the federal program he had in mind. Instead, he
repeatedly described his proposed public entity as a program
that would be “like Medicare.” Hacker’s refusal to use appro-
priate terminology contributed greatly to the confusion that
became rampant among public option advocates by 2009.

There is, of course, a huge difference between what Hacker
was proposing and Medicare. Medicare is a single-payer pro-
gram – it’s the only insurer of basic medical services for

The Rise and Fall of the “Public Option”

It’s easy enough to explain 
why the “public option” was 
defeated. It’s a lot harder to 

explain why it rose to 
prominence in the first place.
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Americans over 65 and the disabled. Because it is a single-
payer insuring such a large population, and moreover a pop-
ulation with above-average medical needs, Medicare enjoys
advantages that the insurance industry will never enjoy,
including huge size, low overhead and an ability to induce
docs and hospitals to accept below-industry reimbursement
rates.

The public company Hacker was proposing
would have to compete with 1,500 other insurance
companies within the multiple-payer jungle. The
public company he was proposing would not be a
single payer – it would be just one insurance com-
pany among hundreds. It’s therefore far more accu-
rate to refer to what Hacker was proposing as a
company, a corporation, or a business that would
be set up by the government. It was always mis-
leading for Hacker to refer to his proposed entity
as a government program like Medicare, and it was
extremely misleading for him and his acolytes to
continue doing so after the Democrats adopted a
microscopic version of the public option.

However, the early version of the public option that
Hacker proposed did have the potential to become a
Medicare-for-all program for nonelderly Americans. In his
2001 and 2007 papers, Hacker said he wanted to give his pub-
lic insurance company several very important advantages
that would have allowed the company to start out with enor-
mous size and to grow even larger early in its life. Hacker pro-
posed five advantages or criteria for his original public option:

(1) It had to be prepopulated (he would have shifted
Medicaid and SCHIP enrollees and all or some of the unin-
sured into the public option);

(2) Subsidies would go only to the public option;
(3) It would be open to all non elderly Americans;
(4) It would have the authority to use Medicare rates (this

was not as important as the first three criteria); and
(5) The insurance industry had to offer the same coverage.
According to an analysis of Hacker’s 2007 paper by the

Lewin Group, Hacker’s original public option would have
enjoyed premiums 23% below those of the insurance indus-

try and would have enrolled 129 million people, or about half
the non-elderly population. According to the Lewin Group,
Hacker’s original version of the public company would grow
rapidly, from insuring half the non elderly in 2008 to two-
thirds of the non elderly within a decade. Conversely, the
insurance industry’s share of the non elderly market would
shrink from half to 35 percent within ten years.

In my view, the Lewin Group grossly underestimated how
much damage Hacker’s original version of the public option
would do to the insurance industry. I think a public insurer
with half the non-elderly population and premiums at 23 per-

cent below the industry’s would have quickly destroyed the
insurance industry. Twenty-three percent is an enormous dif-
ferential. To put 23 percent in perspective, consider that
HMOs in the 1980s had premiums only 5 to 10 percent lower
than the traditional non-managed-care insurance companies
they eventually displaced. Even though most Americans did-
n’t want to be in HMOs, employers all over the country

pushed their employees into HMOs in order to take advantage
of that 5 to 10 percent premium differential. And that was two
decades ago when premiums took less of a bite out of every-
one’s pocket. Can you imagine how fast employers would
dump their existing insurance company today for a 23 percent
cut in their premium, especially if the public option were as
kind and gentle as public option advocates say it would be?

It’s hard to believe that someone as informed about health
policy as Hacker didn’t know his original public option had
the potential to become a single payer for the non elderly. Let
me read to you a portion of a transcript of a phone conference
call sponsored by EPI on January 11, 2007 in which two par-
ticipants, Ezra Klein (a blogger for the Washington Post) and
Bob Kuttner (co-editor of the American Prospect), asked
Hacker why he thought his proposal would succeed any bet-
ter than Clinton’s 1993 Health Security Act. Klein says,
“What you’ve proposed here is much more fundamentally
dangerous to the actors who killed it [i.e., the Clinton bill] the
last time around.” Kuttner, who must have seen an early draft

of the Lewin report, says, “[Y]ou’re setting in train a
gradual process whereby the whole system gradual-
ly shifts from 50/50 [meaning, 50 percent are in the
public program and 50 percent are insured by the
insurance industry] to 60/40 to 70/30. So after a cou-
ple of generations, almost everybody is in the quasi-
Medicare program. Is that the intent?”

Hacker denied that was his intent. He agreed that the pub-
lic option would start out at 50 percent, but then it would
basically just get stuck there despite its enormous cost
advantages over the private insurance industry. Here’s what
Hacker said: “[Lewin] did not forecast a huge shift over just a
10-year period. I think it was a shift of two percentage points
over that period. So, at that rate, we’d have everyone within
Medicare in about 250 years.”

But Hacker was wrong. As I’ve already told you, when the
Lewin Group released its analysis of Hacker’s proposed pro-
gram a year after this conversation took place, they project-

Hacker’s idea, basically, was to have the federal 
government create a health insurance company
that would sell health insurance to the nonelderly.

Now it was crystal clear to anyone who under-
stood what Hacker had originally proposed that
the public option the Democrats had adopted was
so small it wouldn’t affect the insurance industry.
The Congressional Budget Office said the Senate
version of the public option would insure no one;
it said the House version would insure 10 million,
and then later scaled that back to 6 million.



2 2 |   P N H P S P R I N G  2 0 1 0  N E W S L E T T E R  |  W W W . P N H P. O R G

ed a 34 percent increase in the public option’s
enrollment over a decade, not 2 percent. And
as I said, I think Lewin was being way too con-
servative.

Hacker’s answer to Klein and Kuttner illus-
trates the strange state of denial Hacker and
other public option advocates induced in
themselves as they tried to sell the public
option as a politically feasible alternative to
single-payer even though it would, in its origi-
nal form, do a lot of damage to the insurance industry and
would probably have led to a single payer for the non elderly.

But Hacker’s confusion (and the confusion of other public
option leaders) over whether the public option would be
more feasible than a single payer was minor compared to the
confusion that set in when congressional Democrats adopted
a microscopic version of Hacker’s original public option.
When the Democrats released their draft legislation in June
2009, it was clear they had stripped out four of the five crite-
ria for the public company that Hacker had specified in his
original papers.

The only criterion the Democrats kept was the one requir-
ing insurance companies to offer the same coverage as the
public option. Now it was crystal clear to anyone who under-
stood what Hacker had originally proposed that the public
option the Democrats had adopted was so small it wouldn’t
affect the insurance industry. The Congressional Budget
Office said the Senate version of the public option would
insure no one; it said the House version would insure 10 mil-
lion, and then later scaled that back to 6 million.

Now that the public option had been shriveled down from
129 million people to zero to 6 million, public option advocates
faced not only the same old political feasibility problem (the
insurance industry and the Republicans continued to scream
about the tiny public option as if it were a big public option or
a single-payer), but they also faced a huge logistical problem.
A public option that represented no one on the day it opened
for business wouldn’t be able to crack most insurance markets
in the U.S., and might not even be able to survive.

This is where Hacker’s habit of always comparing the pub-
lic option to Medicare became extremely misleading. When
Medicare commenced operations on July 1, 1966, it represent-
ed nearly all seniors. With the exception of a few hospitals in
the South that temporarily resisted integrating their facilities,
all clinics and hospitals in America immediately began
accepting Medicare enrollees even though there was no law
requiring them to do so. The reason all clinics and hospitals
did that is that Medicare represented an enormous con-
stituency on day one and providers didn’t want to walk away

from so many patients and so much money.
The tiny public option the Democrats incorporated into

their bills was no Medicare. It would represent no one on the
day it opened for business. It would have to do what no insur-
ance company has done in the last three or four decades,
which is to create a new, successful insurance company in
every state in the U.S. In fact, I’m pretty sure no insurance
company has expanded into even one new market in the last
three decades by building a new insurance company from
scratch. For the last three decades, insurance companies that
wanted to expand their empires have done so by buying their
way into new markets. That is, they bought an existing insur-
ance company.

But Hacker and other public option advocates blithely
ignored this issue. They ignored it because they continued to
talk about the Democrats’ public option as if it were the same
huge public option Hacker had originally proposed. I might
add that the CBO totally ignored this issue as well. The CBO
never examined the issue of whether the public option would
be able to crack even one U.S. market, much less all of them.
I think the CBO was being extremely generous to the House
version of the public option when they said it would insure 6
million people.

Nevertheless, as inexplicably rosy as it was, the CBO’s
reports on the public option sealed its fate. The poor public
option was already hated by the right wing and the insurance
industry. It was being promoted by people who cared more
about an insurance industry bailout than the public option.
And now the CBO was revealing the truth about the
Democrats’ version of the public option – that it was laugh-
ably small and for that reason was going to save little or no
money.

When Democrats throughout Congress, especially those
in swing districts, asked themselves why they should vote for
something as controversial as a public option when the darn
thing wouldn’t save any money, public option advocates had
no answers.

To sum up: The public option rose to prominence because
powerful Democratic constituency groups thought single
payer was not feasible but the public option was. They were
wrong. The public option failed politically, and it failed as a
policy idea. Politically, it turned out to be no more feasible
than single-payer. As a policy, it was a disaster. The tiny pub-
lic option adopted by Democrats would have accomplished
nothing other than to embarrass all of us who believe govern-
ment must play a prominent role in insuring the uninsured.

It would have to do what NO insurance company
has done in the last three or four decades, which is to 
create a new, successful insurance company in every
state in the US. ... For the last three decades, insur-
ance companies that wanted to expand their empires
have done so by buying their way into new markets.
That is, they bought an existing insurance company.

[T]he CBO was being extremely generous to
the House version of the public option when
they said it would insure 6 million people.
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Contributions
Lobbying 2008 and 2010 

Category/Big Players 2008 and 2009 election cycles

PHARMACEUTICAL/HEALTH PRODUCTS $1,045,055,939 $46,293,202
PhARMA $63,743,020 $371,230
Biotechnology Industry Association $20,917,500 $365,979
Pfizer $45,091,836 $3,361,071
Eli Lilly & Co. $28,275,750 $1,493,977

INSURANCE $1,329,458,083 $29,185,787
Blue Cross/Blue Shield $45,346,604 $4,047,269
America's Health Insurance Plans $18,495,000 $669,220
UnitedHealth Group $13,515,000 $1,853,868

HEALTH PROFESSIONALS $289,486,297 $133,098,143
American Medical Association $43,135,000 $2,094,651

HOSPITALS/NURSING HOMES $397,289,373 $34,457,465
American Hospital Association $41,608,380 $3,097,406
Federation of American Hospitals $8,911,000 $734,271

TOTAL $3,061,289,692 $243,034,597

Health Industry Lobbying and PAC Contributions

Note: All the numbers on this page are based on Federal Election Commission data available electronically on Sunday,
March 21 2010 and includes contributions to federal candidates, PACs, and parties. 

Source: www.OpenSecrets.org 
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By Aaron E. Carroll
Associate Professor of Pediatrics, Indiana University School of Medicine

We’re so close to health care reform! Even Paul Krugman is
starting to talk about what comes next. Me? I’ve been think-
ing about what comes next for a long time. I think this bill
will pass. We will get the incremental reforms we were prom-
ised. Things will likely get better in the short term. Then,
since we didn’t contain costs, we’ll need to enact real reform.
Or, things will go right back to the status quo.

How do I know that? We’ve been here before.
President Obama said, in his address to Congress, that he was

determined to be the last president to deal with health care
reform. That’s not going to happen. He should have read his his-
tory. At least, he should have read the New York Times.

Governor Mitt Romney thought the same thing in Massachusetts
in 2006. I saw it – right there in the New York Times:

The bill does what health experts say no other state has
been able to do: provide a mechanism for all of its citizens to
obtain health insurance.

“This is really a landmark for our state because this proves
at this stage that we can get health insurance for all our citi-
zens without raising taxes and without a government
takeover. The old single-payer canard is gone.” (4/5/2006)

But wait. I’d heard that before. In the New York Times. In
1988:

Massachusetts last week ventured where no state had
gone before: It guaranteed health insurance for every resi-
dent.

The plan requires that by 1992 every employer of six or
more pay $1,680 per worker per year for insurance. The
employer may buy the insurance directly for his workers
and their dependents, thereby earning a tax credit…The
Massachusetts plan recognizes the value of an employer-
based approach, which it would expand by forcing more
businesses either to insure or pay. (4/26/1988)

That time was under Governor Michael Dukakis. He was
going to be the last one to deal with health care reform, too.
Just so you know, the rate of uninsurance in Massachusetts
was 8.4% in 1998 around the time of the first “unique” reform
and 5.5% in 2008, after two times they said they were going to
achieve universal coverage. I don’t think they understood the
concept of “fixed.”

And that’s just Massachusetts. Look at Tennessee. They
went all out with incremental reform in 1994. There’s that
New York Times again:

The Tennessee program, which went into effect last Jan.
1, covers 803,800 people who were formerly on Medicaid
and 335,300 who had no health insurance. Gov. Ned
McWherter, a Democrat, said that 94 percent of the state’s
residents were now insured. He predicted, “Tennessee will
cover at least 95 percent of its citizens with health insur-
ance by the end of 1994, seven years faster than the most
aggressive goal set for the nation under legislation being
debated in Congress.” (9/16/1994)

Tennessee’s rate of uninsurance was 10.2% in 1994 and 15.1%
in 2008.

Governor Howard Dean, no stranger to the cause of health
care reform, “fixed” the problem of health care reform way back
in 1992. Per the New York Times:

Gov. Howard Dean, the only Governor who is a doctor,
signed a law here today that sets in motion a plan to give
Vermont universal health care by 1995.

The Vermont law creates a state agency, the Health Care
Authority, that will have the power to bargain for health
insurance for the state’s residents, using what Governor
Dean called “enormous leverage” to gain better coverage at
lower rates. (5/12/1992)

Wow. That sounds like—a public option! Let’s go to the
scoreboard: Vermont’s rate of uninsurance was 9.5% in 1992 and
9.3% in 2008.

Minnesota tried this, too, in 1992. Of course, how would any-
one know about that? It was only in the New York Times:

Minnesota is enacting a program that will be the most
sweeping effort yet to provide health insurance to people
who lack it.

The legislation, called HealthRight, provides state-subsi-
dized insurance coverage for people of modest income, a
provision that is expected to cost Minnesota $250 million a
year, along with steps to control the health-care industry’s
steeply rising charges. (4/19/1992)

Subsidies to buy insurance. That must have worked, right?
Minnesota’s rate of uninsurance was 8.1% in 1992 and 8.7% in
2008.

Washington State? 1993. New York Times:

Washington will have one of the most aggressive health-
care experiments in the nation, a program that would extend
medical benefits to all 5.1 million residents of the state and
try to control costs through a cap on insurance premiums.

The plan would require all employers to pay at least half
the cost of health insurance premiums for their employees…

Meet the New Health Care Reform, 
Same as the Old Health Care Reform

MONDAY, OCTOBER 26, 2009
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“We weren’t going to create some huge new government
bureaucracy, so we took that away from the critics.”
(5/2/1993)

God forbid! A government system might actually—I don’t
know—do something. Anyway, Washington’s rate of uninsur-
ance was 12.6% in 1993 and 12.4% in 2008.

Since the administration has put Senator Olympia Snowe
somewhat in charge of health care reform, you would think they
would at least know about efforts in Maine. Right? To the New
York Times, please!

The Maine Legislature today passed a comprehensive
health insurance plan that will make low-cost coverage
available to all state residents by 2009.

The legislation will create a semiprivate agency that pro-
vides private coverage to the state’s 180,000 uninsured resi-
dents, businesses and municipalities with fewer than 50
employees and the self-employed. Employers would pay up
to 60 percent of an employee’s premium. (6/14/2003)

That looks like it could have come right out of H.R. 3200.
You’d never know if was from 2003. How did that pledge to
achieve universal coverage by 2009 go? Maine’s rate of uninsur-
ance was 10.4% in 2003 and 10.4% in 2008.

We pretend these problems are new; we pretend that these
solutions are new. Subsidies have been done. Community ratings
are old news. “Public plans” have been around for a while.
Mandates, both individual and employer, weren’t invented this
year.

In 1988, before the first of these plans went into effect, 13.4%
of Americans were uninsured. In 2008, it was 15.4% of
Americans. They don’t work. Not in the long run.

We need comprehensive reform. This plan will pass; it won’t
be enough. President Obama will not be the last president to
deal with this problem.

We keep doing the same thing and expecting a different out-
come. What does that signify?

http://www.huffingtonpost.com/aaron-e-carroll/meet-the-
new-health-care_b_334847.html
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By Brad Jacobson

The Democrats' healthcare overhaul, billed as a monumental
game-changer for Americans' health insurance coverage, provides
numerous loopholes for health insurance companies which will
allow them to raise rates to protect profit margins, a health insur-
ance whistleblower says.

Wendell Potter, a 20-year veteran of the insurance industry and
former vice president of communications for Cigna, warns that cur-
rent healthcare legislation does nothing to prevent the insurance
industry from continuing its ongoing practice of increasingly shift-
ing healthcare costs to consumers.

A form of bait-and-switch, such practices often set up individu-
als, families and small businesses for inadequate or unaffordable
access and a continued looming threat of financial ruin. The over-
looked element, Potter says, is that insurance companies will be able
to claim they are reducing premiums by forcing more Americans to
pay higher deductibles and offering less coverage.

“We talk a lot about affordability, and we talk about affordabili-
ty of insurance premiums,” Potter told Raw Story in a nearly hour-
long interview. “But when you talk about affordability, you need to
talk about affordability of premiums plus out-of-pocket expenses.”

He said that there’s been a lot of discussion on how the
Congressional Budget Office scored this legislation and what it says
this legislation will cost the country in the long run, but little to no
focus on how the legislation will directly impact individual
Americans.

Potter pointed out, for example, that many plans – even after con-
sumers received proposed government subsidies to help pay for
them – would come with high deductibles that prohibit people from
using their insurance or cause them the kind of financial hardships
that healthcare reform was purported to prevent.

“What worries me,” he said, “is people who are forced to buy cov-
erage and all they can afford to buy is a high deductible. And if they
get really sick, then they have to pay so much out of their own pock-
ets that they’re going to be filing for bankruptcy and losing their
homes.”

In the Senate bill, in particular, Potter noted, some people will be
buying insurance that will only cover roughly 60 percent of their
medical costs if they get sick.

“There are a lot of people who don’t have insurance now because
they can’t afford premiums,” he said. “They certainly couldn’t afford
premiums plus the out-of-pocket expenses in today’s market.”

Potter asserted that the current legislation will, in large part, sim-
ply move millions of people from being uninsured to underinsured,

or from insured to underin-
sured. Citing a 2007 study
by the Commonwealth
Fund, he said there are
already over 25 million
Americans who fall into the
category of the underin-
sured.

Potter also noted the
deleterious effect of cost
shifting on small business-
es. Many small business
owners will earn just
enough to be denied subsi-
dies.

“After a certain income
level, there are no subsi-
dies,” Potter explained.
“But you still have to buy
coverage. And I’m con-
cerned that after you get
above the median level of
income, you’ll find that a lot of people who don’t get subsidies will
probably be forced to buy coverage. But the only coverage they’ll be
able to buy will make them underinsured.”

There’s also no prohibition in the legislation against insurance
companies moving more and more people into high-deductible
plans. Such plans, Potter argued, will help insurers' bottom lines
because fewer policyholders will actually avail themselves of their
insurance.

“When you have a benefit plan that requires people to pay a lot
out of their own pocket, a lot of these people will never get to the
point of using their insurance because they won’t go to the doctor or
pick up their medicines to satisfy the deductible,” Potter told Raw
Story.

“I see nothing in this legislation that essentially would protect
people from losing their homes or filing for bankruptcy,” he added.

HOW INSURANCE COMPANIES CAN STILL GAME THE SYSTEM

While prohibitions on such practices as denying healthcare to peo-
ple with pre-existing conditions remain in the legislation, Potter
noted that the Senate bill, in particular, provides the insurance com-
panies with “all the flexibility they need” to more than make up for
any profits lost due to new reform measures and to prevent people
from accessing coverage.

He pointed out, for example, that “health factors” such as chron-
ic diseases and age would continue to play into how much individ-
uals can be charged in premiums and how many of them may be
forced into high deductible plans.

“What they will be doing, what they can in the Senate bill, is

Whistleblower reveals how insurers can
game healthcare bill

WEDNESDAY, JANUARY 20, 2010therawstory

Though bill cuts 'pre-existing conditions,' 
it still allows insurance companies to create 
'pre-existing' categories to raise rates

Wendell Potter
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charge people significantly more if
they have certain health factors,”
Potter said. “And it would be pret-
ty much up to the industry to
decide what those health factors
are. You could have high blood
pressure, high cholesterol, dia-
betes. You could be overweight,
have a history of tobacco use.
There definitely would be a wide
range of things that the insurance
industry would be able to look at
and determine whether or not to
charge you more.”

He also noted that the Senate
bill would allow insurance companies to charge people who are
older up to three times as much as those who are younger and, in the
House bill, two times more than a younger person.

“And of course when people get older they develop more health
factors,” Potter said. “So that is another way to get around the loss
of revenue. Plus, of course, they would be able to get new revenue
coming in from people who are younger and don’t have health fac-
tors that they charge more for.”

Moreover, he said, “They still would be getting a new revenue
stream from people who are younger. So they’ll be getting signifi-
cantly more in revenue. And those people are quite profitable too
because they don’t file many claims.”

To justify this practice, Potter explained, insurers would claim
that they’re providing lowered or discounted premiums to healthier
people. But, in reality, premiums across the board are set so high
that healthier people wouldn’t actually be receiving anything that
could be considered a discount.

“Healthier people would be paying pretty much a standard rate at
the end of the day,” said Potter, while the chronically ill and the aged
would be paying exceptionally more on top of the already pricey
standard rate.

MEDICAL-LOSS RATIO

The former insurance executive also says another element of the
healthcare overhaul is receiving too little attention: the medical-loss
ratio, which determines what percentage of health insurance premi-
ums are spent on actual medical costs. The difference of just a few
percentage points can mean billions of dollars to the insurance
industry.

“We’re talking about big-time money here,” said Potter. “The
insurance industry doesn’t want to have any restrictions on the
medical-loss ratio. So they’ll be doing all they can to keep it from
being enacted if possible.”

Some members of Congress, led by Sen. Al Franken (D-MN), pro-
posed an amendment to require that 90 percent of consumer premi-
ums go to medical costs, but Potter doesn’t think that’s likely to
happen and said insurers will fight tooth-and-nail to set any mini-
mum as low as possible. The Congressional Budget Office said that
the 90 percent figure was too high and would basically drive insur-
ers out of business, recommending 80 to 85 percent instead.
Democrats are expected to embrace the lower figures in their final
bill.

Potter cautioned that legislators
need to keep an eye on how insur-
ance companies define medical
and administrative expenses. And
he said that legislation should
require companies to explain what
they’re spending money on and
what percentage in dollar
amounts they’re spending.

“You can set the medical-loss
ratio, but you need to make sure
that it’s clearly understood what
the components of the administra-
tive expenses are,” Potter
explained. “Because they can shift

stuff around from one bucket to another and claim that what they’re
actually spending is beneficial to the patient when it may not be.”

For example, he said they can easily meet an 85 percent standard
if the definition enables them to categorize such items as disease
management programs as paying for medical care. Currently, money
spent on disease management programs is counted toward admin-
istrative costs.

Potter also noted that insurance companies have kept the issue of
the medical-loss ratio – something little understood by the
American public – “pretty much just a conversation between them,
their shareholders and the analysts who cover them. They don’t talk
about it anywhere else.”

Potter raised this complex but critical issue during his Senate tes-
timony in June.

“Every decimal point makes a big difference,” he added. “We’re
talking in the billions.”

“When you have a benefit plan that
requires people to pay a lot out of their
own pocket, a lot of these people will never
get to the point of using their insurance
because they won’t go to the doctor or pick
up their medicines to satisfy the deductible.
I see nothing in this legislation that essen-
tially would protect people from losing
their homes or filing for bankruptcy.”
–  W E N D E L L  P O T T E R
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By Rob Stone
Monday, May 3, 2010

Wasichu is the Lakota (Sioux) word
for “those who take the fat,” the greedy
ones.  WellPoint/Anthem, the health
insurance behemoth born of Blue Cross,
is a wasichu corporation.

As the Blue Cross movement grew in
the 30’s, one of the foundational stan-
dards established in 1937 was “No pri-
vate investors should provide money as
stockholders or owners.”  There was no
concept of pre-existing condition.
Excluding someone from health insur-
ance because they might be likely to
become ill (and need to actually use the
policy) was felt to be immoral.  Their
mission was essentially charitable.

Over the following 50 years the Blues
grew dominant, but in late 80’s the
marketplace began to change, and many state Blue plans
found themselves in trouble.  Blue Cross of California
established a for-profit subsidiary in 1994 and that summer
the national Blue Cross Blue Shield Association changed its
policies so that its licensees could convert to for-profit sta-
tus and distribute their earnings to those who controlled
the company.  Enter WellPoint, under the guidance of
Leonard Schaeffer.

A similar story played out in Indiana where the local
Blue Cross began by merging with surrounding state plans

and then “de-mutualized” to become a publicly traded com-
pany.  Their initial stock offering in late 2001 raised $1.7
billion, which only fed the acquisition and for-profit con-
version rampage, culminating with the mother of all insur-
ance mergers when WellPoint of California and Anthem of
Indiana came together in 2004 to create the largest health
insurance company in the country, with 34 million lives
covered. Today, one American in 10 carries their card, and
WellPoint is number 32 on the Fortune 500.

Corporate headquarters moved to Indianapolis, under
Anthem’s Larry Glasscock, whose bonus was $42.5 million
for closing the deal.  WellPoint’s Leonard Schaeffer retired
with a package valued at $337 million.  Wasichu.

In 2005, my wife Karen and I bought five shares of
WellPoint stock so we could make the hour’s drive up to
Indianapolis for the company’s annual meeting and “speak
truth to power.”  Last year, I warned the WellPoint board
that I would be coming back in 2010 with a shareholder
resolution to change the direction of the company back
toward its Blue Cross, charitable, non-profit roots.

We beat the odds and were successful in placing our res-
olution on the proxy ballot.  The proxy was sent to all
shareholders last week, to be voted on at the annual meet-
ing May 18.

People ask me, why should WellPoint shareholders vote
for a proposal to radically change the course of the compa-
ny?

29 East Madison Street, Suite 602
Chicago, Illinois 60602-4404
Telephone 312.782.6006
Fax 312.782.6007
info@pnhp.org   www.pnhp.org

WellPoint Shareholders Revolt!

Mr. Hubbard, an Indianapolis business-
man, served in the GW Bush administra-
tion and is a former Director on WellPoint’s
Board. He made no bones about being a
Republican and shared a Republican view
on where health care reform should go
from here.  At the end of his talk he con-
cluded with this prediction, “My guess is
that in 15 years we will have a single payer
health plan, Medicare for All.”

Dr. Rob Stone of PNHP’s Indiana chapter Hoosiers for Common Sense Health Plan.



W W W . P N H P. O R G  |  P N H P S P R I N G  2 0 1 0  N E W S L E T T E R   | 3 1

The reasons are being published every day. Going back just
12 weeks:

– The Indianapolis Star on January 16 revealed WellPoint
to be covertly funding U.S. Chamber of Commerce attack ads
against health care reform.  WellPoint spent tens of millions
on other non-covert lobbying.  Keep in mind that the bill
recently passed was largely written by former WellPoint Vice
President Liz Fowler in her role as Max Baucus’ chief health-
care legislative aide.

– McClatchy Newspapers on February 24:  ”While Anthem
Blue Cross proposed a 39 percent rate increase on thousands
of its California customers, its parent company gave 39 of its
executives more than $1 million each and spent more than
$27 million on 103 lavish executive retreats, congressional
investigators said.”

– The Los Angeles Times on March 10 updated its readers
on the rescission scandal dogging WellPoint in California.
“Only a small fraction of eligible Californians have benefited
from agreements that Anthem Blue Cross made to settle
accusations that they systematically and illegally dropped
sick policyholders to avoid paying for their care.”  These were
people whose insurance coverage was cancelled after they
were diagnosed with cancer and other serious conditions.

– Consumer Watchdog reported March 31 that WellPoint
sent a message to investors describing how it would simply
re-label administrative costs as “medical care” in response to
the new health reform law. The message follows revelations
that WellPoint, also intentionally padded already huge pre-
mium increases in California, in case regulators demanded
reductions.

I could cite hundreds more, and now this week the news of
CEO Angela Braly’s 51 percent compensation increase, up to
$13.1 million.  Their arrogance is overwhelming.  Why would-
n’t shareholders be concerned about where the company is
heading?  It’s not like WellPoint even pays any dividends,
while it has plenty to spend on its executives and lobbying.

Last Tuesday I heard Allan Hubbard speak on health care
reform at Indiana University.  Mr. Hubbard, an Indianapolis
businessman, served in the G.W. Bush administration and is
a former director on WellPoint’s Board.

He made no bones about being a Republican and shared a
Republican view on where health care reform should go
from here.  At the end of his talk he concluded with this
prediction, “My guess is that in 15 years we will have a sin-
gle-payer health plan, Medicare for All.”  He wasn’t saying
this gleefully.

He explained that all health insurance companies do is
serve as middlemen between patients on one hand and doc-
tors and hospitals on the other.  He fears that as health care

reform moves forward, Congress and the people will turn on
them as a way to cut spending.

They (we) should.
The health insurance industry adds huge administrative

costs to our system, not to mention the profits they siphon
off.  WellPoint is a parasitic middleman that adds no value,
but actually increases the cost of healthcare for all of us.

I see the day when socially responsible investors will divest
themselves from health insurers’ stocks.

My recommendation is that WellPoint investors support a
drastic change in direction for the company, and not wait for
the stock price to plummet, for the health insurance bubble
to burst.

Check your pension plan and mutual funds. If you own any
WellPoint (WLP) stock, vote for Proposal No. 3, shareholder
proposal concerning a feasibility study for converting to non-
profit status. TIAA-CREF is the 12th largest holder of
WellPoint stock.  If you’re invested with them, tell them
what you think. If you have any affiliation with a university,
ask them about their endowment holdings. Does your faith
tradition have a policy for socially responsible investing?

Polls in 2008 and 2009 consistently showed more than 60
percent of the public favored a single payer plan.  The public
option polled over 70 percent approval well into the fall.
Have those people gone away?  No, but they (we) are disap-
pointed, discouraged and weary.  They (we) look back and
say, “I wrote letters, made calls, went to rallies, and some of
us were even arrested.  And what did we get?   Tens of mil-
lions of Americans forced to buy private insurance with our
tax dollars subsidizing the premiums, a huge transfer of
wealth from taxpayers to shareholders.”

People ask me what I think about the new healthcare bill.
My reply:  “Healthcare reform:  We’re STILL FOR IT… and
we’re not done yet.”

Money talks, like Arianna Huffington’s Move Your Money
campaign.  Let’s speak to the insurance behemoths in lan-
guage they understand.

Rob Stone M.D. practices emergency medicine in a community hospital in
the Hoosier Heartland.  He is the Director of Hoosiers for a
Commonsense Health Plan and on the board of Physicians for a
National Health Program.

I see the day when socially responsible
investors will divest themselves from health
insurers’ stocks. My recommendation is that
WellPoint investors support a drastic
change in direction for the company, and
not wait for the stock price to plummet, for
the health insurance bubble to burst.
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By John A. Day, Jr., M.D.

With the election of Barack Obama
as our 44th President and the

installation of a new United States
Congress has come renewed attention to
health care reform. Appropriately, there is
a sense of urgency regarding the 47 mil-
lion Americans without health insurance
and the millions more underinsured, and
to make matters worse, it is inevitable
that both numbers will increase due to
rising unemployment. In response to this
crisis, most health care reform proposals
attempt to guarantee at least
some health coverage for all
Americans. Yet nearly all pro-
posals achieve this aim in large
part through the current pri-
vate insurance system. It is
well worth asking: Exactly
what value does the insurance
industry bring to health care
in this country? And if it con-
tributes little of consequence,
is there another way?

Using the private insurance
industry to achieve universal
coverage would require that
all financially able U.S. resi-
dents or their employers pur-
chase health insurance.
Americans unable to afford
health insurance, the poorest
and potentially the sickest
among us, would be covered by the gov-
ernment--most likely by incorporating
them into a public insurance system,
although a government subsidy (in all or
in part) could be used instead to purchase
private insurance coverage. If, as seems
likely, a current or future public insurance
program is used for this purpose, then
this construct amounts to a massive pre-
emptive bailout of health insurers. These
private entities would profit by adding
relatively healthy young people to their
rolls, while potentially bankrupting the
public systems that are charged with pay-
ing for the care of these unprofitable

patients.
Health insurance as a commodity is

particularly unsuited to the so-called
"wisdom of the market." Private insurers
are dutybound to maximize profits for
their shareholders, and profits are best
achieved by minimizing risk through
cherry-picking the healthiest enrollees
and denying payment for services when-
ever possible (1). These goals are clearly
not in the best interest of individuals
seeking reliable health insurance coverage,
enrollees who require ongoing or compli-
cated care, or the taxpayers subsidizing
care for those denied coverage.

Furthermore, health care reimburse-
ment funneled through a private insur-
ance industry does not necessarily lead to
improved health. Thirty-one percent of
United States health spending goes
toward bureaucracy (2). Such remarkable
inefficiency is directly attributable to the
overhead and profit of the health insur-
ance industry (3) and wasted clerical
time, as providers must deal with a multi-
tude of different insurers and health plans.

In contrast, Canada only spends about
17 percent on total system administration
(2). Nor does having private insurance
necessarily mean access to affordable,

quality health care. Large premium hikes
have made it increasingly difficult for
businesses to offer, and individuals to buy,
comprehensive insurance. Instead, a pro-
fusion of high-deductible, high co-pay
plans, along with plans offering extremely
limited coverage, have put even insured
patients at risk. This issue was nicely
demonstrated in a 2005 study, which
showed that three-quarters of the 750,000
American families entering into bank-
ruptcy proceedings each year due to ill-
ness or medical bills actually had health
insurance coverage at the time (4).

In the opinion of many, ending our
reliance on the private insur-
ance industry and adopting a
single-payer health care sys-
tem in the United States has
long been the clear solution to
these problems. Why is a sin-
gle-payer health care system
the best and only realistic
solution to the crisis of the
uninsured and underinsured?

The answer is simplicity,
inclusiveness (everyone is in,
no one is left out), breadth of
service, equality, preservation
of the current private delivery
system, and, perhaps most of
all, affordability. Multiple
state and federal studies show
that by eliminating the over-
head associated with private

insurance and negotiating prices with
drug companies, it is possible to offer life-
time coverage to everyone in the country
for an amount similar to that which we
currently pay for coverage of only part of
our population (5). Health insurance
would be uncoupled from employment, so
that individuals who lost or changed jobs
would keep the same coverage, regardless
of age, pre-existing conditions, or state of
residence. No one would be without
health insurance, accomplishing in the
simplest way possible the overall goal of
health reform--improving access to health
care for all Americans.

P R O :  S I N G L E - P A Y E R  H E A L T H  C A R E

Simple, Fair, and Affordable

American Journal of

Respiratory and Critical Care Medicine Volume 180 pp. 920-922, (2009)

Private insurers are dutybound to maxi-
mize profits for their shareholders, and
profits are best achieved by minimizing risk
through cherry-picking the healthiest
enrollees and denying payment for services
whenever possible. These goals are clearly
not in the best interest of individuals seek-
ing reliable health insurance coverage,
enrollees who require ongoing or compli-
cated care, or the taxpayers subsidizing care
for those denied coverage.
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Funding for a single-payer health care
system would come from a combination
of payroll tax for employers (about 7
percent of payroll, or less than the
amount typically paid for employee
health care coverage) and an increase in
the federal tax on income (an increment
of about 2 percent, or less than most
people currently pay for out-of-pocket
health care expenses). Patients would be
free to choose any physician or hospital
in the country, as opposed to the current
system, in which patient choice is fre-
quently limited to providers within the
various health plan networks. Because,
under the current system, most employ-
ers offer only one or two health plans, it
is frequently the case that employers,
not patients, in effect determine our
choice of doctors, hospitals, and other
health care providers. Providers of
patient care would see significant reduc-
tions in paperwork, having to interact
with only one health plan instead of the
seemingly endless number of plans and
subplans with which we now deal. A
single-payer system would also facilitate
comprehensive health planning, which
could include regional disease manage-
ment programs, strategies aimed at solv-
ing physician shortage issues, collective
adoption of a unified electronic medical
record, and a cohesive approach to the
distribution of innovative health care

technologies (6).
Given the social, clinical, and econom-

ic benefits of single-payer health care,
the only barrier would seem to be that of
political feasibility. Indeed, adoption of a
single-payer health care system will be
challenging in today's economic climate
and in a country seemingly dedicated to
a free-market ideology. Yet many current
social programs faced similar political
obstacles at the time of adoption, includ-
ing Social Security and Medicare.

Ironically, today it is the disbanding of
these programs that would be considered
not politically feasible. Although some
major stakeholders (mainly the insurance
and pharmaceutical industries) may be
unalterably opposed to single-payer
health care, the most important and rele-
vant stakeholders are the American peo-
ple and their health care providers. It is
becoming evident that these factions
increasingly support a single-payer sys-
tem: 65 percent of the United States pop-
ulation and 59 percent of American
physicians voiced this opinion in recent
polls (7, 8). Finally, while there are major
cost concerns regarding the proposed
increased role for the private insurance
industry in covering just some of the
uninsured, a single-payer system would
cover all comprehensively (something no
other proposed system can claim) at a
cost no higher than we are currently

spending, and potentially significantly
less, if the experience of other industrial-
ized nations is any guide. The time for
true universal health coverage is now,
and the best path to universal coverage is
through single-payer health insurance.

John A. Day, Jr., M.D.
Day Kimball Hospital, Putnam,
Connecticut; and University of
Massachusetts Medical School,
Worcester, Massachusetts
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A study published online today estimates nearly 45,000 annu-
al deaths are associated with lack of health insurance. That figure
is about two and a half times higher than an estimate from the
Institute of Medicine (IOM) in 2002.

The new study, "Health Insurance and Mortality in U.S.
Adults," appears in today's online edition of the American Journal
of Public Health.

The Harvard-based researchers found that uninsured, work-
ing-age Americans have a 40 percent higher risk of death than
their privately insured counterparts, up from a 25 percent excess
death rate found in 1993.

Lead author Dr. Andrew Wilper, who worked at Harvard
Medical School when the study was done and who now teaches
at the University of Washington Medical School, said, "The unin-
sured have a higher risk of death when compared to the private-
ly insured, even after taking into account socioeconomics, health
behaviors and baseline health. We doctors have many new ways
to prevent deaths from hypertension, diabetes and heart disease
– but only if patients can get into our offices and afford their med-
ications."

The study, which analyzed data from national surveys carried
out by the Centers for Disease Control and Prevention (CDC),
assessed death rates after taking education, income and many
other factors including smoking, drinking and obesity into
account. It estimated that lack of health insurance causes 44,789
excess deaths annually.

Previous estimates from the IOM and others had put that fig-
ure near 18,000. The methods used in the current study were sim-
ilar to those employed by the IOM in 2002.

Deaths associated with lack of health insurance now exceed
those caused by many common killers such as kidney disease.

An increase in the number of uninsured and an eroding med-
ical safety net for the disadvantaged likely explain the substantial
increase in the number of deaths associated with lack of insur-
ance. The uninsured are more likely to go without needed care.

Another factor contributing to the widening gap in the risk of

death between those who have insurance and those who don't is
the improved quality of care for those who can get it.

The research, carried out at the Cambridge Health Alliance
and Harvard Medical School, analyzed U.S. adults under age 65
who participated in the annual National Health and Nutrition
Examination Surveys between 1986 and 1994. Respondents first
answered detailed questions about their socioeconomic status
and health and were then examined by physicians. The CDC
tracked study participants to see who died by 2000.

The study found a 40 percent increased risk of death among
the uninsured. As expected, death rates were also higher for
males (37 percent increase), current or former smokers (102 per-
cent and 42 percent increases), people who said that their health
was fair or poor (126 percent increase), and those that examining
physicians said were in fair or poor health (222 percent increase).

Dr. Steffie Woolhandler, study co-author, professor of medi-
cine at Harvard and a primary care physician in Cambridge,
Mass., noted: "Historically, every other developed nation has
achieved universal health care through some form of nonprofit
national health insurance. Our failure to do so means that all
Americans pay higher health care costs, and 45,000 pay with
their lives."

She added: "Even the most liberal version of the House bill
would have left 17 million uninsured, according to the
Congressional Budget Office. The whittled down Senate bill will
be worse – leaving tens of millions uninsured, and tens of thou-
sands dying because of lack of care. Without the administrative
savings only attainable through a Medicare-for-all, single-payer
reform – real universal coverage will remain unaffordable.
Politicians are protecting insurance industry profits by sacrific-
ing American lives."

*****

"Health Insurance and Mortality in U.S. Adults," Andrew P.
Wilper, M.D., M.P.H., Steffie Woolhandler, M.D., M.P.H., Karen
E. Lasser, M.D., M.P.H., Danny McCormick, M.D., M.P.H., David
H. Bor, M.D., and David U. Himmelstein, M.D. American Journal
of Public Health, Sept. 17, 2009 (online); print edition Vol. 99,
Issue 12, December 2009.

A copy of the study, along with a state-by-state breakout of
excess deaths from lack of insurance, is available at
http://www.pnhp.org/excessdeaths
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Study finds nearly 45,000 excess deaths 
annually linked to lack of health coverage
Lack of health insurance now more lethal
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Medical problems contributed to nearly two-thirds (62.1
percent) of all bankruptcies in 2007, according to a study in the
August issue of the American Journal of Medicine that will be
published online Thursday. The data were collected prior to the
current economic downturn and hence likely understate the
current burden of financial suffering. Between 2001 and 2007,
the proportion of all bankruptcies attributable to medical
problems rose by 49.6 percent. The authors' previous 2001 find-
ings have been widely cited by policy leaders, including
President Obama.

Surprisingly, most of those bankrupted by medical problems
had health insurance. More than three-quarters (77.9 percent)
were insured at the start of the bankrupting illness, including 60.3
percent who had private coverage. Most of the medically bank-
rupt were solidly middle class before financial disaster hit. Two-
thirds were homeowners and three-fifths had gone to college. In
many cases, high medical bills coincided with a loss of income as
illness forced breadwinners to lose time from work. Often illness
led to job loss, and with it the loss of health insurance.

Even apparently well-insured families often faced high out-of-
pocket medical costs for co-payments, deductibles and uncov-
ered services. Medically bankrupt families with private insur-
ance reported medical bills that averaged $17,749 vs. $26,971 for
the uninsured. High costs - averaging $22,568 - were incurred by
those who initially had private coverage but lost it in the course
of their illness.

Individuals with diabetes and those with neurological disor-
ders such as multiple sclerosis had the highest costs, an average of
$26,971 and $34,167 respectively. Hospital bills were the largest
single expense for about half of all medically bankrupt families;
prescription drugs were the largest expense for 18.6 percent.

The research, carried out jointly by researchers at Harvard
Law School, Harvard Medical School and Ohio University, is the
first nationwide study on medical causes of bankruptcy. The

researchers surveyed a random sample of 2,314 bankruptcy filers
during early 2007 and examined their bankruptcy court records.
In addition, they conducted extensive telephone interviews with
1,032 of these bankruptcy filers.

Their 2001 study, which was published in 2005, surveyed
debtors in only five states. In the current study, findings for those
five states closely mirrored the national trends.

Subsequent to the 2001 study, Congress made it harder to file
for bankruptcy, causing a sharp drop in filings. However, person-
al bankruptcy filings have soared as the economy has soured and
are now back to the 2001 level of about 1.5 million annually.

Dr. David Himmelstein, the lead author of the study and an
associate professor of medicine at Harvard, commented: "Our
findings are frightening. Unless you're Warren Buffett, your fam-
ily is just one serious illness away from bankruptcy. For middle-
class Americans, health insurance offers little protection. Most of
us have policies with so many loopholes, co-payments and
deductibles that illness can put you in the poorhouse. And even
the best job-based health insurance often vanishes when pro-
longed illness causes job loss – precisely when families need it
most. Private health insurance is a defective product, akin to an
umbrella that melts in the rain."

According to study co-author Dr. Steffie Woolhandler, associ-
ate professor of medicine at Harvard: "Only single-payer national
health insurance can make universal, comprehensive coverage
affordable by saving the hundreds of billions we now waste on
insurance overhead and bureaucracy. Reforms that expand
phony insurance – stripped-down plans riddled with co-pay-
ments, deductibles and exclusions – won't stem the rising tide of
medical bankruptcy."

*****

A copy of the study is available at www.pnhp.org/new_bank-
ruptcy_study or through the American Journal of Medicine,
ajmmedia@elsevier.com, (212) 633-3944. The authors have also
prepared a supplementary "Fact Sheet" and a "Q&A" on medical
bankruptcy, both of which detail the study's methods and find-
ings. See same link above.

"Medical bankruptcy in the United States, 2007: Results of a
national study," David U. Himmelstein, M.D; Deborah Thorne,
Ph.D.; Elizabeth Warren, J.D.; Steffie Woolhandler, M.D., M.P.H.
American Journal of Medicine, June 4, 2009 (online).
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Illness, medical bills linked to nearly two-thirds of
bankruptcies
Study finds 50 percent increase from 2001
Most of those bankrupted by illness were middle class and had insurance
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FACMS
Fred Strauss, M.D.
Cheryl Tanasovich, M.D.
Lowery L. Thompson, M.D.
Kay Tillow & Walter Tillow
Robert W. Vizzard, M.D.
Benjamin Wainfeld, M.D. 
& Eugenia Wainfeld, M.D.
Barbara Walden
Richard Whittington, M.D. 
& Jane L. Coleman, M.D
Bruce Wilder, M.D.
Andrew Wilper, M.D.
Michael S. Wolkomir, M.D. 
& Mary Ann Wolkomir, BSN, CNLC
Polly Young, M.D. & William Veale

SPONSORS
$500-999
James W. Agna, M.D. 
& Mary Agna, M.D.
William H. Albers, M.D.
Pamela Alsum, M.D.
Walter J. Alt, M.D.
Britt Anderson, M.D.
Marcia Angell, M.D., MACP
Anonymous
Anonymous Donations
Kenneth Barnes, M.D.
James E. Barrett, M.D.
Sara Bartos, M.D.
Ray Bellamy, M.D.
Daniel D. Bennett, M.D.
Daniel Berkenblit, M.D.
Linden J. Bishop, M.D.
Theodore Bistany, M.D. 
& Undine Bistany
David Bor, M.D. 
& Henrietta Barnes, M.D.
J. Russell Bowman, D.O., MS, MHA
Stuart Bramhall, M.D.
Robert T. Bramson, M.D.
Charles H. Browning, M.D.
Peter L. Campbell, M.D.
Philippe V. Cardon, M.D.
Janice J. Cederstrom, M.D.
Eleanor Chang, M.D.
Wilmer J. Coggins, M.D., FACP
Stephen N. Cohen, M.D.
Brad Cotton, M.D., FACEP
The Diocese of Chicago Episcopal
Duane L. Dowell, M.D.
Henry T. D'Silva, M.D.
Sally Mae Ehlers, M.D.
Kimberly Ephgrave, M.D.
Kenneth Fabert, M.D.
Krista Farey, M.D.
Martha F. Ferger, Ph.D.
Harvey Fernbach, M.D., MPH
Marshal P. Fichman, M.D.
Donald A. Fischman, M.D.
Lawrence M. Fishman, M.D.

Lee Francis, M.D., MPH 
& Michelle Gittler, M.D.
John Frantz, M.D. 
& Mary Frantz, M.D.
Elizabeth E. Frost, M.D.
Robert C. Fuhlbrigge, M.D., Ph.D.
Jonathan Gitter, M.D.
Kurt Griffin, M.D., Ph.D.
Linda J. Griffith, M.D.
N. Thorne Griscom, M.D.
Daniel Harris, M.D.
Jerome P. Helman, M.D.
Matthew Hendrickson, M.D., MPH
Thomas Holmes, M.D. 
& Grace Holmes, M.D.
Susan Hoover, M.D.
Rocio Huet, M.D.
Joseph Q. Jarvis, M.D., MSPH
Robert Jespersen, M.D.
C. Bree Johnston, M.D., MPH
Julian Kadish, M.D.
Evan Kanter, M.D.
Stephen Kaskie, M.D.
Robert Keisling, M.D.
Stephen R. Keister, M.D.
Jason Kelley, M.D.
Sarah Kesler, M.D.
Wendy Ketchum
Lambert N. King, M.D., Ph.D.
Melvin Kirschner, M.D., MPH
Kathryn Korostoff
Ahmed Kutty, M.D.
Julia Kyle, M.D.
Burritt Lacy, Jr., M.D.
Sara K. Levin, M.D.
Ronald M. Lind, M.D.
Jonathan S. Lindgren, M.D.
Robert Lipscomb, M.D.
John G. Long, M.D.
Stephen K. Lucas, M.D.
Ana Malinow, M.D.
Maria-Laura Mancianti, M.D.
Michael Mann, M.D.
Brigitte Marti
George M. Martin, M.D.
Barry M. Massie, M.D.
Paul Mayerman
Peter McConarty Jr., M.D.
Suzanne Meyer, M.D.
John Vick Mickey, M.D.
Susan A. Miller, M.D.
Don Milton, M.D. 
& Diane Teichert
Nike Mourikes, M.D.
Peter H. Moyer, M.D., MPH
Audrey Newell, M.D.
Clark Newhall, M.D., JD
Barbara Newman, M.D., MPH
Thomas B. Newman, M.D.
Christine Newsom, M.D.
Edward A. Nol, M.D.
James Orr, M.D.
Nathan Pearlman, M.D.
Eric M. Peck, M.D.
Richard L. Phelps, M.D.
Benjamin F. Pike, M.D.
Victoria L. Pillard, M.D.
Darryl Potyk, M.D.
Richard D. Quint, M.D., MPH
David L. Rabin, M.D., MPH
Steven Rappaport, M.D.
Enid L. Rayner, M.D.
Mark Remington, M.D., Ph.D.
Ursula Rolfe, M.D.
John S. Rolland, M.D.
Eugene Rondeau, M.D.
Katherine L. Rosenfield, M.D.
Elizabeth R. Rosenthal, M.D.
John B. Rust, M.D.
James E. Sabin, M.D.
Louis M. Schlickman, M.D.
Vicki Schnadig, M.D.
Carol Schneebaum, M.D.
Timothy Scholes, M.D.
Robert J. Schultes, M.D.

Janet K. Seeley, M.D., Ph.D.
Ehsan Shahmir, M.D.
Thomas Sheehan
Jerry Sielaff, M.D.
Gerald B. Sinykin, M.D.
David Slobodkin, M.D., MPH, FACP
Susan Steigerwalt, M.D., FACP
Alexander R. Stevens, M.D.
Rob Stone, M.D., FACEP
Myles Sussman, Ph.D.
William Tarran, DPM
Bruce T. Taylor, M.D.
Diego Taylor 
& Susan Jane Taylor, M.D.
James Theis, M.D.
Margaret E. Tompsett, MBB
Robert Toon, M.D., Ph.D., FAAOS
Annie Umbricht, M.D.
Mahmood Usman, M.D., MMM
Cornelia H. van der Ziel, M.D.
Ruth Walker, M.D., Ph.D.
Kathlene S. Waller, M.D., MPH
John V. Walsh, M.D.
Debra Walter, M.D.
Li-Hsia Wang, M.D.
Gail L. Weaver
Miles Weinberger, M.D.
Maurice Weiss
Seth D. Weissman, M.D.
Mariquita West, M.D.
David Wiebe, M.D.
Kathryn A. Williams, M.D.
Carol Winograd, M.D.
Philip E. Wolfson, M.D.
Chesley Yellott, M.D.
Robert Zarr, M.D., MPH, FAAP
Paul N. Zenker, M.D., MPH
Leon N. Zoghlin, M.D.

FRIENDS
$300-499
Parks M. Adams Jr., M.D.
Nelson L. Adamson, M.D.
John Aldis, M.D.
Russ B. Altman, M.D.
Anonymous
Anonymous
Anonymous
Rebecca L.E. Austin, M.D.
Joseph R. Barrie, M.D.
Pennan Barry, M.D., MPH
Ashni Behal, M.D.
John Benziger, M.D.
Edna R. Bick, D.O.
William J. Bickers, M.D.
Christina R. Bjornstad, M.D.
Paula A. Braveman, M.D., MPH
Elisa R. Breton, M.D.
Fredrik F. Broekhuizen, M.D.
Mark A. Brown, M.D.
Michael Brown, D.O.
Gerald Charles, M.D.
David Christiansen, M.D.
Thomas Clairmont Jr., M.D.
Terry L. Clarbour, M.D.
Daniel B. Clarke, M.D.
Andrew D. Coates, M.D.
Peter Cohen, M.D. 
& Karen Wood, M.D.
Richard Corkey, M.D.
Kevin B. Costello, M.D.
Anne C. Courtright, M.D.
Richard A. Damon, M.D.
David E. Dassey, M.D., MPH, FACP
George C. Denniston, M.D., MPH
Eliot DeSilva, M.D.
Daniel G. Donahue, M.D. 
& Christine Donahue
George Dyck, M.D.
Howard Eisen, M.D. 
& Judith Wolf, M.D.
Monika M. Eisenbud, M.D.
Steven Eisinger, M.D.
Alice Faryna, M.D.
Heidi Feldman, M.D.

Regina Fernandez-Llanio, M.D.
James D. Finkelstein, M.D.
Anne A. Fitzpatrick, M.D.
Mary Margaret Flynn, M.D.
Hugh M. Foy, M.D.
Ann Friedman
John T. Garland, M.D.
Dorothy Geiger
Leslie Gise, M.D.
Sam M. Glasgow III, M.D.
Janet Goldmark, LCSW
Victoria Gorski, M.D.
Sean Green, M.D.
Gary Greenberg, M.D., MPH
Debra Greenfield, M.D.
George Greer, M.D.
Pamella S. Gronemeyer, M.D.
Elmer R. Grossman, M.D.
Kevin Grumbach, M.D.
Ann Ewalt Hamilton, M.D.
Hedda L. Haning, M.D.
Homer Harrison, PA-C
Susan Hasti, M.D.
Cathy Helgason, M.D.
Marie Hobart, M.D. 
& Bill Kadish, M.D.
Paul Hochfeld, M.D.
Elizabeth A. Hoge, M.D.
Bobby D. Howard, D.O.
Peggy Ives, ACSW
Amanda (Mandy) Jackson, M.D.
Karin Jacobson, M.D.
Gary Johanson, M.D.
George Jolly, M.D.
Peter G. Joseph, M.D.
Ellen Kaczmarek, M.D.
& Gary MacPeek
Michael S. Kaplan, M.D.
Alan L. Kenwood, M.D.
Bob Kevess, M.D.
Alex J. Klistoff, M.D.
David Kosh, M.D.
Elizabeth Kurczynski, M.D.
Tim Lambert, D.O.
Ronald Lapp, M.D.
Jill Legg, M.D.
Rosanne M. Leipzig, M.D., Ph.D.
Benjamin S. Lerman, M.D.
Robert S. Levine, M.D.
Laurence Lewin, M.D.
Richard Lewis, M.D.
Philip K. Lichtenstein, M.D.
Larry Lipscomb, M.D.
Kenneth D. Logan, M.D.
Richard G. Lucarelli, D.O.
Peter Lucas, M.D.
Robert J. Lundstrom, M.D.
Michael Macklin, M.D.
Bruce Madison, M.D., MPH
Peter Mahr, M.D.
Marvin K. Malek Byrne, M.D., MPH
Appleton Mason III, M.D.
Martin Mayer, M.D., MPH
Vicki Mayer, M.D.
Richard C. McCleary
Michael R. McGarvey, M.D.
Janet McMahon, D.O.
Emily McPhillips, M.D.
Douglas McVicar, M.D.
Maureen Meikle, M.D.
Kathleen M. Mezoff, M.D. 
& John M. Mezoff, M.D.
Dwight I. Michael, M.D.
Mark Mitchell, M.D.
Clarence L. Morgan, M.D.
Harold G. Morse, M.D.
Marion Mykytew, M.D., MPH
Elizabeth Naumburg, M.D. 
& Carl Hoffman
Eric Naumburg, M.D., MPH
Lisa Nilles, M.D.
David W. Oberdorfer, M.D., FACS
Thelma Olsen, RN
Ina Oppliger, M.D.
Timothy Paik-Nicely, M.D.

Almena Pettit
Barbara Pizacani
James Pochert, M.D.
Barry Poret, M.D.
Beth Potter, M.D.
Claudia C. Prose, M.D., MPH
Syed R. Quadri, M.D., FACP
Patricia R. Raftery, D.O., MPH
Terry Raymer, M.D.
Ann E. Reitz, M.D.
Philip G. Rhodes, M.D.
Deborah A. Richter, M.D.
David A. Rivera, M.D.
Deborah S. Rose, M.D.
Drew Rosielle, M.D.
Erlo Roth, M.D.
William Roy, M.D., JD
Christopher T. Ruskey, M.D.
Eric Salk, M.D.
Jeffrey Scavron, M.D.
Peter Seymour, M.D.
Eve Shapiro, M.D., MPH
Ralph D. Siewers, M.D.
Marcia R. Silver, M.D., FACP
Lonnie D. Simmons, M.D.
Diljeet Singh, M.D., DrPH
Paul Song, M.D.
Linda Spangler, M.D.
Richard K. Staggenborg, M.D.
Eileen Storey, M.D.
William C. Landau Taylor, M.D.
Bruce G. Trigg, M.D
Walter H. Tsou, M.D., MPH
Sandy Turner, M.D.
Gordon C. Weir, M.D.
Ed Weisbart, M.D.
Kate Wessling, M.D.
Len Wheeler, M.D.
Robert B. White, M.D.
Locke Wilson, M.D.
Milford G. Wyman, M.D.

SUPPORTERS
$250-299
Rosalind S. Abernathy, M.D.
Dale Adams, M.D.
Phillip Adams, Ph.D.
Neelofur Ahmad, M.D.
Shamoon Ahmad, M.D.
Carla Ainsworth, M.D.
Donald J. Albrecht, M.D.
Jeffrey Albrecht, M.D.
John V. Allcott III, M.D.
Kris Alman, M.D.
Leonardo L. Alonso, D.O.
David Ames, M.D.
Kathryn M. Anastos, M.D.
Virginia M. Anderson, M.D.
Keith Andrews
Anonymous
Anonymous
Anonymous
David A. Ansell, M.D., MPH
Edward Anselm, M.D.
Valerie Arkoosh, M.D.
Valerie E. Armstead, M.D.
Richard Arnold, M.D.
Bob Arnold, M.D.
Andrew Ashcroft, M.D.
Gary H. Asher, M.D., CMD, FAAFP
Regan Asher, M.D.
Boudinot T. Atterbury, M.D.
Steve Auerbach, M.D., MPH, FAAP
Richard L. Backman, M.D.
Dennis Baker, M.D.
George B. Baldwin
Susan Baldwin, M.D., MPH
John R. Ball, M.D.
Benjamin Balme, M.D.
David Baltierra, M.D.
James E. Barham, M.D.
Neil Barkin, M.D.
Michael Barza, M.D.
Mary Bassett, M.D., MPH
Jane D. Battaglia, M.D.

PNHP Action Fund Contributors
We acknowledge with great appreciation our recent donors
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Richard E. Bayer, M.D.
Paul W. Beach, M.D., MPH
Marvin L. Bellin, M.D.
Bruce L. Bender, M.D.
Charles L. Bensonhaver, M.D.
Patricia Downs Berger, M.D.
Dave Berndt, M.D.
Robert W. Bertcher, M.D.
Katherine Bertram, M.D.
Anna Bittner, M.D.
Carmelita Blake, Ed.D., MPH
Ellen Blye, M.D.
Thomas Bodenheimer, M.D.
Mary Boegel, M.D.
Randy Booken, MS
Marivic Borromeo, M.D.
J. Wesley Boyd, M.D., Ph.D.
Mary Ellen Bradshaw, M.D.
Erica M. Brendel, M.D.
David Bressler, M.D. 
& Sue Adler-Bressler, M.D.
Allan S. Brett, M.D.
Henry Brodkin, M.D.
Howard Brody, M.D., Ph.D.
Bill Bronston, M.D.
Judith Brook, M.D.
Kyle Brown, M.D.
Daniel Brustein, M.D. 
& Joan Trey, M.D.
David L. Buch, M.D.
James F. Burdick, M.D.
Robert O. Burns, M.D.
Roger W. Bush, M.D.
Jeffrey J. Cain, M.D.
Andrew Calman, M.D., Ph.D.
W. Roger Carlisle, M.D.
Cory D. Carroll, M.D.
Estol T. Carte, M.D.
Sarah Carter, M.D.
William H. Carter, M.D.
Richard A. Cash, M.D.
John A. Cavacece, D.O. 
& Bonnie L. Taylor, D.O.
Carmine J. Cerra, M.D.
William H. Chamberlin, M.D.
M. Lee Chambliss, M.D.
Mai-Sie Chan, M.D.
Theodore Chang, M.D.
Wen-Li Chang, M.D.
Margaret Chappen, M.D.
Russell Chavey, M.D.
Graham Chelius, M.D.
Thomas P. Chisholm, M.D.
Natasha Chriss, M.D.
Thomas Clafton, M.D.
Rich Clark, M.D., MPH &
Charlene Clark, M.D.
David A. Clark, M.D.
Elizabeth M. Clark, M.D.
Morris Clark, M.D.
Marianne Clinton-McCausland, M.D.
William Cochran, M.D.
Wayne R. Cohen, M.D.
Nicole Cohen-Addad, M.D.
Shannon Colton & Michael Byrne
Julia E. Connelly, M.D.
Rosemary Cook, M.D.
Scott Cooper, M.D.
Ronald M. Costell, M.D.
Anisa Cott, M.D.
Ruth Covington, D.O.
Deborah S. Cowley, M.D.
Stephen E. Cox, M.D.
David E. Craig, M.D.
Trevor J. Craig, M.D.
Michael Cromeans, M.D.
Jessica M. Crosson, M.D.
George L. Cushing, M.D.
Snezana Cvejin, M.D.
James E. Dalen, M.D., MPH
William R. Davidson Jr., M.D.
Glenn C. Davis, M.D.
Ken Davis, M.D.
Matthew D. Davis, M.D.
William E. Davis, M.D., MS
John A. Day Jr., M.D.
Jeff de Vries
Anthony Dean, M.D.
Barry J. Decker, M.D.
Rachel DeGolia
Paul DeMarco, M.D.
David Dhanraj, M.D.
Michael S. Diamond, M.D.
Ward E. Dickey, M.D.
Winthrop C. Dillaway, M.D.

Kenneth Dolkart, M.D.
Peter Dull, M.D.
Francis J. Durgin, M.D.
Robert Edger, M.D.
Edward P. Ehlinger, M.D.
Anne D. Ehrlich, M.D.
David E. Eibling, M.D.
Douglas Einstadter, M.D., MPH
Mark P. Eisenberg, M.D.
John J. Ellis, M.D.
Ron Elsdon, Ph.D.
Leland Embrey
Susan Emmerson, M.D.
Jean Engelkemeir, M.D.
Stanley L. Erney, M.D.
Eric L. Esch, M.D.
David Espey, M.D.
Denis A. Evans, M.D.
Karl Felber, D.O.
Roger Felix, M.D. 
& Sharon Cooperman, M.D.
Julian Ferholt, M.D. & J.
Deborah Ferholt, M.D.
Sarah J. Fessler, M.D.
Merle J. Fieser, M.D.
Christopher M. Filley, M.D.
Sylvia A. Fine, M.D.
Art Fletcher Jr.
Jared W. Flood, D.O., FACOI
Colleen T. Fogarty, M.D., M.Sc
Aaron Fox, M.D.
Alfred Franzblau, M.D.
Steven M. Freedman, M.D.
Eugene V. Friedrich, M.D.
Ernesto A. Frontera, M.D.
Philip Frost, M.D.
Corinne E. Frugoni, M.D.
Suzanne Frye, M.D., MPH
Alvin S. Fuse, M.D.
Janice Gable, M.D.
Rachel Gaffney, M.D.
Rohan Ganguli, M.D. 
& Mary Ganguli, M.D.
Barbara Geater, M.D.
Deborah Geismar, M.D.
Susan K. Gelletly, M.D.
George M. Gill, M.D.
Raminder Gill, M.D.
Edward B. Gilmore, M.D., MACP
Henry Ginsberg, M.D.
David Ginsburg, M.D.
Benjamin Gitterman, M.D.
Linda Gochfeld, M.D.
David E. Golan, M.D. 
& Laura Green, M.D.
Marthe Gold, M.D., MPH
David Goldberg, M.D.
Joe Goldenson, M.D.
Lewis Goldfrank, M.D., FACEP
Herbert Goldman, M.D.
Laurie Goldstein, M.D.
Alfonso Gonzalez, M.D.
Linda Good, M.D.
Jeoffry B. Gordon, M.D., MPH
Paul Gordon, M.D.
Daniel Gottovi, M.D., FCCP
Robert Gould, M.D.
Donald Green, M.D., MPH
Jason P. Greenberg, M.D.
Karen S. Greenberg, M.D.
Marian Greenburg, M.D. &
Richard Tierney, M.D.
Brad Gregg, M.D.
Gregg H. Grinspan, M.D.
Kim Griswold, M.D.
Lawrence Grolnick, M.D.
Bonnie Grossman, M.D., FACEP
Thomas Gruenenfelder 
& Kay Mueller
Scott A. Grumley, M.D.
John Gunn, M.D.
Matthew Gutwein, M.D.
Maria Guyette
Maureen Hackett, M.D.
Alden N. Haffner, O.D., Ph.D.
Gregory N. Hagan, M.D.
Wayne A. Hale, M.D.
James Halper, M.D.
Paul F. Haluska, DPM
A. Land Harris, M.D.
Robert F. Harris, M.D.
Steven Harris, M.D.
James F. Hart, M.D., MBA
Kevan L. Hartshorn, M.D.
Ann Harvey, M.D. 

& Francesca Cunningham, RN
Elizabeth R. Hatcher, M.D., Ph.D.
Michael J. Hauan, M.D., MPH, MTS
Deborah E. Healey, M.D.
Ruth M. Heifetz, M.D., MPH
Bruce Heller, M.D.
Tonya Henninger, M.D.
Bruce Henschen, M.D.
Chesley C. Herbert, M.D.
Christine Herbert, M.D.
Elizabeth K. Hersh, M.D.
Teresa Hervada, M.D.
B. Mark Hess, M.D.
Barbara Heublein, M.D.
Jennifer G. Hines, M.D.
Frances Hinteregger, M.D.
Roland G. Hiss, M.D.
John D. Hodgson, M.D., FACP
David Holzsager, M.D.
George Honig, M.D.
L. Chad Hood, M.D.
Ihab Hosny, M.D.
Jean E. Howe, M.D., MPH
Rev. Dr. John A. Hubbard
Ralph F. Hudson, M.D.
Sarah Huertas-Goldman, M.D., MPH
Charles W. Huff, M.D.
Gary Huffaker, M.D.
Oregon Hunter, M.D.
Frederic W. Ilfeld Jr., M.D.
Peter A. Ingraldi, M.D.
David A. Iverson, M.D.
Sharon Jamieson, M.D.
Stephen J. Jay, M.D.
Sharon Jaynes, M.D.
Jeanne Jemison, M.D.
Tom Jenkins, M.D.
Patricia Jens, M.D.
Bob Jensen
Dr. Paul Johnson
Barbara Johnston, M.D.
Kerith Joseph, M.D.
Ellen M. Joyce, M.D.
Nicholas Kafoglis, M.D.
Michael Kaiser, M.D.
Bob Kalani, M.D.
Jeffrey R. Kaplan, M.D.
Jeremiah Kaplan, M.D.
Arthur Kaplowitz, M.D.
Richard Kark, M.D.
Tamiko Katsumoto, M.D.
Barbara L. Katz, M.D.
Richard Katz, D.O.
Liam Keating, M.D.
Chris Keenan, M.D.
Robert I. Keimowitz, M.D.
Judith D. Kellman, M.D.
Michael Kelsey & Sharon Kelsey
Stephen B. Kemble, M.D.
Mary Kemen, M.D.
Donald Kendrick, M.D.
Dana Kent, M.D. 
& Bill Monning, J.D.
David G. Kern, M.D.
Charles B. King, M.D.
Don R. King, M.D.
Thomas King, M.D.
Stuart B. Kipper, M.D.
Karen Kirkham, M.D.
Lindsey Kiser, M.D.
Karl Kish, M.D.
Anne K. Kittendorf, M.D.
William Klepac, M.D.
Kathleen A. Klink, M.D.
Margaret G. Klitzke, M.D.
Thomas R. Kluzak, M.D.
Ted Kohler, M.D.
Donald Kollisch, M.D. 
& Pat Glowa, M.D.
David E. Kolva, M.D.
Beatrice Kovasznay, M.D.
William B. Kremer, M.D.
George W. Kriebel Jr., M.D.
John S. Kruse, M.D., Ph.D.
William M. Landau, M.D.
Laurence Landow, M.D.
Gunnbjorg B. Lavoll, M.D.
Martha J. Leas, M.D.
Richard F. LeBlond, M.D.
Carl A. Lecce, M.D.
Mary Lee, M.D.
Chris Leininger, M.D.
Richard Lenon, M.D.
Robert G. Lerner, M.D.
Wayne L. Letizia, M.D.

James Letts, M.D.
Andrew P. Levin, M.D.
Elizabeth Lewis, M.D.
Joseph R. Lex Jr., M.D.
Denise L'Heureux, M.D.
Robert M. Lichtenstein, M.D.
Jerome Liebman, M.D.
Susan Lilienfield, Ph.D.
Jaisri Lingappa, M.D.
Vishwanath Lingappa, M.D., Ph.D.
William B. Lloyd, M.D.
Katherine S. Lobach, M.D.
James Loehr, M.D.
Elizabeth Lorde-Rollins, M.D.
Keith Loud, M.D.
William Lucas, M.D.
Yee-Bun Benjamin Lui, M.D.
B. Jason MacLurg, M.D.
Richard I. Malkin, M.D.
J. Herbert Manton, M.D.
James E. Marks, M.D.
Steven Maron, M.D.
Donald S. Martin, RN
James Martin, M.D.
Nancy L. Martin, RN, BSN
Roy O. Mathew, M.D.
Michael McCally, M.D. &
Christine K. Cassel, M.D.
Steve McCanne 
& Tami McCanne
Frank W. McCullar, M.D.
Lisa McDermott, M.D.
Paul A. McElwain
DeAnn McEwen, RN
Peter G. McGovern, M.D.
Michael D. McNeer, M.D.
Kevin McNeill, M.D.
Joy McQuery, MD
Jeffrey Meffert, M.D.
David R. Mehr, M.D., MS
Patricia Melgard
Jeffrey Menashe, M.D.
Richard Menet, M.D., MPH
Frank C. Messineo, M.D.
Jerold A. Meyer, M.D.
Alan D. Miller, M.D, MPH
Alan G. Miller, M.D.
Edward D. Miller, M.D.
Wayne A. Miller, M.D.
Lawrence G. Millhofer, M.D.
Lisa A. Mink, M.D.
Joy Mockbee, M.D.
Shera Mogri, M.D.
Daniel Mohler, M.D.
Sandra Y. Moody Levin, M.D.
Celia Morgan, Ph.D.
Daniel Morgenstern, M.D.
Donald J. Morrison, M.D.
Rachel Mott Keis, M.D.
John C. Mueller, M.D.
Cynthia Mulrow, M.D.
Emad Nakkash, M.D.
Barry Nathan, M.D.
Robert Needlman, M.D. 
& Carol Farver, M.D.
Robert Neuwirth, M.D.
David D. Nicholas, M.D.
Michael Norko, M.D.
William L. Nyhan, M.D., Ph.D.
Perry Nystrom, M.D.
James Oberheide, M.D.
Evan D. O'Brien, M.D.
Barbara R. Ogur, M.D.
James Oh, M.D.
Steve Okhravi, M.D.
Sam Orr
William Owens, M.D.
Michael A. Ozer, M.D.
Henry Ricketts Palmer, M.D.
Else Pappenheim, M.D. 
& Stephen Frishauf
Richard A. Parker, M.D.
Lorinda Parks, M.D.
William Parks, M.D.
Patricia Passeltiner, M.D.
George L. Pauk, M.D.
Glenn Pearson, M.D.
Robert Pearson, M.D.
Catherine Pew, M.D.
James Peykanu, M.D.
Anna-Maria Phelps, M.D.
Margaret E. Phillips, M.D.
Paul Phillips, M.D.
Theodore J. Phillips, M.D.
Tara Piech, M.D.

J. Elizabeth Pinkston, M.D.
Matthew A. Pius, M.D.
Dinko Podrug, M.D.
Phillip O. Powell
Mark A. Prange, M.D.
Paul R. Prescott, M.D.
Donald W. Price, M.D.
Richard W. Price, M.D.
Marshall F. Priest, M.D.
Linda W. Prine, M.D.
Raphael Pristoop, M.D.
Barbara Pulley
Paul Qualtere-Burcher, M.D.
Wilfrid Raby, M.D.
Leena Renade, M.D.
Xandra Rarden, M.D.
Gary Rauch, M.D.
Bonnie Reagan, M.D. 
& Peter Reagan, M.D.
Robin A. Reams, M.D.
Timothy G. Reekie, M.D.
David Rempel, M.D. 
& Gail Bateson
Jim Reuler, M.D.
Riaz Uddin Riaz, M.D.
Charles M. Richardson, M.D.
Lloyd Roberts, M.D.
Anne Robin, M.D.
Douglas Robins, M.D.
Gerald Rosen, M.D.
Robert Rosofsky & Laurie Stillman
Jeffrey S. Ross, M.D.
Alice Rothchild, M.D.
Lewis P. Rowland, M.D.
Caroline Rowlands, M.D.
Eric Rubin, M.D., Ph.D.
Sarah Ryterband, M.D.
Punam Sachdev, M.D.
Irene A. Saikevych, M.D.
Richard Salzer, M.D.
Elizabeth Sanders, M.D.
Salvador Sandoval, M.D., MPH
Genevieve Santillanes, M.D.
Jeanine Saperstein 
& Guy Saperstein
Frederic Sardari, M.D.
Barbara B. Sayres, M.D.
Geraldine Schechter, M.D., MACP
Anne Scheetz, M.D.
James Scheuer, M.D.
Peter Schlesinger, M.D.
Maria E. Schmidt, M.D.
Luree Schneider, M.D.
Scott R. Schoem, M.D.
Richard Schoor, M.D.
Dr. David Schorr
Diana Schott, M.D.
Mike Schroering, M.D.
Peter Schultz & Deborah Schultz
Jeremiah Schuur, M.D., MHS
Jerrold P. Schwartz, M.D.
Ronald Schwartz, M.D.
Richard E. Schweitzer, M.D.
Ewell G. Scott, M.D.
James P. Scott, M.D.
Karen M. Scott, M.D.
Jack Seed, M.D.
Jose Seligson, M.D.
J. Jeffrey Semaan, M.D., CM
Timothy J. Shaw, M.D, FACS
Elias K. Shaya, M.D.
L. Thomas Sheffield, M.D.
Carol Shores, M.D., Ph.D.
David Sigurslid, M.D.
Alan L. Silver, M.D.
Mark Simon, M.D.
Anne Simons, M.D.
Charles S. Simonson, M.D.
Joseph Rogers Simpson Sr., M.D.
William F. Skeen, M.D., MPH
Evan D. Slater, M.D.
Michael Slater, M.D. 
& Shoshana Waskow, M.D.
Susan Smile, M.D.
James W. Smith, M.D.
Les W. Smith, M.D.
Peter R. Smith, M.D.
Rodney Smith, M.D.
Moneer A. Sohail, M.D.
Al Soltan, M.D.
Paul Sorum, M.D., Ph.D.
Wesley Sowers, M.D.
A. Stachtiaris Jr., M.D.
Lorraine Stehn, D.O.
Jerry Steiert, M.D.

Gerald H. Stein, M.D., FACP
Alan Steinbach, M.D., Ph.D.
Alex Stelzner, M.D.
David E. Steward, M.D.
David S. Stewart, M.D.
David P. Stornelli, M.D.
Leo Stornelli, M.D.
John W. Stover, M.D.
Wayne S. Strouse, M.D.
David M. Strutin, M.D.
Marian R. Stuart, Ph.D.
Thomas Sugarman, M.D.
Joan Sullivan, M.D.
Mark D. Sullivan, M.D., Ph.D.
Robert E. Sullivan, M.D.
Erin Sutcliffe, M.D.
Carolyn Tank, M.D.
John R. Teerlink, M.D.
Burton Tepfer, M.D.
Mishka Terplan, M.D., MPH
Donn Teubner-Rhodes, M.D.
William E. Thar, M.D.
C. Carolyn Thiedke, M.D.
Steven J. Thorson, M.D.
Greg Tjossem, M.D.
Leonel Toledo, M.D.
Danny Toub, M.D.
Michael Touger, M.D.
Stephen Trask
William R. Treem, M.D.
Adam Gilden Tsai, M.D., M.Sc.
Byron C. Tucker, M.D.
George L. Tucker, M.D.
H. Dixon Turner, M.D.
E.H. Uhlenhuth, M.D.
William Ulwelling, M.D., MPH
Michael A. Urbano, M.D.
Franckel Val, M.D.
Marie Valleroy, M.D.
John Van Buskirk, D.O.
Charles van der Horst, M.D. 
& Laura Svetkey, M.D.
Stephen Van Devanter, M.D.
F. Karl VanDevender, M.D.
Vantuil Varges, M.D.
Joseph A. Vassalotti, M.D.
Henry Velez, M.D.
Janie Vestal, M.D.
Beatriz Villabona, M.D.
Hans von Blanckensee
Harold Vonk, M.D.
L. Elaine Waetjen, M.D.
Richard Wahl, M.D.
Howard B. Waitzkin, M.D., Ph.D.
George Waldmann, M.D.
John N. Walter Jr., M.D.
Marilyn S. Ward, M.D.
William C. Waterfield, M.D.
James Wedell, M.D.
Sarah K. Weinberg, M.D.
Wolfgang Weise, M.D., FACP
Thomas Weisman, M.D.
Charles A. Welch, M.D.
Mark Wener, M.D.
Marisa Werner, M.D., FAAP
James M. West, M.D.
Mary E. Wheat, M.D.
Margaret B. Wheeler, M.D.
Harry C. White, M.D.
Arnold L. Widen, M.D., MACP
Gail Williams 
& Lawrence Racies
Jackson Williams, M.D.
Stephen Williamson, M.D.
Christina Winder, M.D.
James F. Wittmer, M.D., MPH,
FACP, FACPM
Judith Wofsy, M.D.
Oliver Wolcott, M.D.
Howie C. Wolf, M.D.
James A. Wolf, M.D.
Diane H. Wolfe, M.D.
Leah Wolfe, M.D.
Kenneth C. Wright, M.D.
Robert J. Wyatt, M.D.
David Wyckoff, M.D.
Richard J. Wyderski, M.D.
John D. Wynn, M.D.
Jeffery Young, M.D.
Cindy Zinner, M.D.

Thanks to anyone we may have
missed as we go to press.
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A new study shows uninsured American adults with chron-
ic illnesses like diabetes or high cholesterol often go undiag-
nosed and undertreated, leading to an increased risk of costly,
disabling and even lethal complications of their disease.

The study, published online today [Tuesday] in Health
Affairs, analyzed data from a recent national survey conduct-
ed by the Centers for Disease Control and Prevention (CDC).
The researchers, based at Harvard Medical School and the
affiliated Cambridge Health Alliance, analyzed data on 15,976
U.S. non elderly adults from the National Health and
Nutrition Examination Survey (NHANES), a CDC program,
between 1999 and 2006.

Respondents answered detailed questions about their
health and economic circumstances. Then doctors examined
them and ordered laboratory tests.

The study found that about half of all uninsured people
with diabetes (46 percent) or high cholesterol (52 percent)
did not know they had these diseases. In contrast, about one-
quarter of those with insurance were unaware of their illness-
es (23 percent for diabetes, 29.9 percent for high cholesterol).

Undertreatment of disease followed similar patterns, with
the uninsured being more likely to be undertreated than
their insured counterparts: 58.3 percent vs. 51.4 percent had
their high blood pressure poorly controlled, and 77.5 percent
vs. 60.4 percent had their high cholesterol inadequately
treated.

Surprisingly, being insured was not associated with a wide-
ly used measure of diabetes control (a hemoglobin A1c level
below 7), a finding the authors attribute to the stringent def-
inition of good diabetes control used in the NHANES survey.
Even with excellent medical care, many diabetics fail to
achieve such low hemoglobin A1c levels. Using less stringent
hemoglobin A1c thresholds of 8 and 9, uninsured adults had
significantly worse blood sugar control than their insured
counterparts, the researchers found.

Lead author Dr. Andrew Wilper, who worked at Harvard
when the study was done and who now teaches at the
University of Washington Medical School, said: "Our study
should lay to rest the myth that the uninsured can get the care
they need. Millions have serious chronic conditions and don't
even know it. And they're not getting care that would prevent
strokes, heart attacks, amputations and kidney failure."

Referring to a study released in the American Journal of
Public Health last month, which has been widely quoted by
Sen. Max Baucus and others, he added: "Our previous work
demonstrated 45,000 deaths annually are linked to lack of
health insurance. Our new findings suggest a mechanism for
this increased risk of death among the uninsured. They're not
getting life-saving care."

Dr. Steffie Woolhandler, professor of medicine at Harvard
and study co-author, said: "The uninsured suffer the most, but
even Americans with insurance have shocking rates of under-
treatment, in part because high co-payments and deductibles
often make care and medications unaffordable. We need to
upgrade coverage for the insured, as well as covering the unin-
sured. Only single-payer national health insurance would
make care affordable for the tens of millions of Americans
with chronic illnesses."

Dr. David Himmelstein, associate professor of medicine at
Harvard and study co-author, said: "The Senate Finance
Committee's bill would leave 25 million Americans uninsured
and unable to get the ongoing, routine care that could save
their lives and prevent disability. No other wealthy nation tol-
erates this, yet Congress is turning its back on tens of millions
of Americans."

****

"Hypertension, diabetes and elevated cholesterol among
insured and uninsured adults," Andrew P. Wilper, M.D.,
M.P.H.; Steffie Woolhandler, M.D., M.P.H.; Karen Lasser,
M.D., M.P.H.; Danny McCormick, M.D., M.P.H.; David H. Bor,
M.D.; David U. Himmelstein, M.D. Health Affairs, Oct. 20,
2009.

Physicians for a National Health Program (www.pnhp.org)
is a research and educational organization of 17,000 doctors
who support single-payer national health insurance. To speak
with a physician/spokesperson in your area, visit
www.pnhp.org/stateactions or call (312) 782-6006.

29 East Madison Street, Suite 602
Chicago, Illinois 60602-4404
Telephone 312.782.6006
Fax 312.782.6007
info@pnhp.org   www.pnhp.org

Illness often undiscovered and undertreated
among the uninsured
Study indicates gaps in care for diabetes, cholesterol, hypertension
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A research team at Harvard Medical School estimates
2,266 U.S. military veterans under the age of 65 died last year
because they lacked health insurance and thus had reduced
access to care. That figure is more than 14 times the number
of deaths (155) suffered by U.S. troops in Afghanistan in
2008, and more than twice as many as have died (911 as of
Oct. 31) since the war began in 2001.

The researchers, who released their analysis today
[Tuesday], pointedly say the health reform legislation pend-
ing in the House and Senate will not significantly affect this
grim picture.

The Harvard group analyzed data from the U.S. Census
Bureau's March 2009 Current Population Survey, which sur-
veyed Americans about their insurance coverage and veteran
status, and found that 1,461,615 veterans between the ages of
18 and 64 were uninsured in 2008. Veterans were only classi-
fied as uninsured if they neither had health insurance nor
received ongoing care at Veterans Health Administration
(VA) hospitals or clinics.

Using their recently published findings in the American
Journal of Public Health that show being uninsured raises an
individual's odds of dying by 40 percent (causing 44,798
deaths in the United States annually among those aged 17 to
64), they arrived at their estimate of 2,266 preventable
deaths of non-elderly veterans in 2008. 

"Like other uninsured Americans, most uninsured vets are
working people - too poor to afford private coverage but not
poor enough to qualify for Medicaid or means-tested VA
care," said Dr. Steffie Woolhandler, a professor at Harvard
Medical School who testified before Congress about unin-
sured veterans in 2007 and carried out the analysis released
today [Tuesday]. "As a result, veterans go without the care

they need every day in the U.S., and thousands die each year.
It's a disgrace."

Dr. David Himmelstein, the co-author of the analysis and
associate professor of medicine at Harvard, commented, "On
this Veterans Day we should not only honor the nearly 500
soldiers who have died this year in Iraq and Afghanistan, but
also the more than 2,200 veterans who were killed by our
broken health insurance system. That's six preventable
deaths a day."

He continued: "These unnecessary deaths will continue
under the legislation now before the House and Senate.
Those bills would do virtually nothing for the uninsured
until 2013, and leave at least 17 million uninsured over the
long run. We need a solution that works for all veterans –
and for all Americans – single-payer national health insur-
ance."

While many Americans believe that all veterans can get
care from the VA, even combat veterans may not be able to
obtain VA care, Woolhandler said. As a rule, VA facilities
provide care for any veteran who is disabled by a condition
connected to his or her military service and care for specific
medical conditions acquired during military service.

Woolhandler said veterans who pass a means test are eli-
gible for care in VA facilities, but have lower priority status
(Priority 5 or 7, depending upon income level). Veterans with
higher incomes are classified in the lowest priority group and
are not eligible for VA enrollment.

*****

Some sources for possible patient stories are available
upon request. Please contact Mark Almberg at (312) 782-
6006 or mark@pnhp.org.

Physicians for a National Health Program (www.pnhp.org)
is an organization of 17,000 doctors who support single-payer
national health insurance, often called an improved Medicare
for All. To speak with a physician/spokesperson in your area,
visit www.pnhp.org/stateactions or call (312) 782-6006.

29 East Madison Street, Suite 602
Chicago, Illinois 60602-4404
Telephone 312.782.6006
Fax 312.782.6007
info@pnhp.org   www.pnhp.org

Over 2,200 veterans died in 2008 due to lack of
health insurance
1.46 million working-age vets lacked health coverage last year, increasing their
death rate
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The increased computerization in U.S. hospitals hasn't
made them cheaper or more efficient, Harvard researchers
say, although it may have modestly improved the quality of
care for heart attacks.

The findings, published in today's online edition of The
American Journal of Medicine, contradict claims by
President Obama and many lawmakers that health informa-
tion technology (health IT), including electronic medical
records, will save billions and help make reform affordable.

"Our study finds that hospital computerization hasn't
saved a dime, nor has it improved administrative efficiency,"
said lead author Dr. David Himmelstein, associate professor
at Harvard Medical School and former director of clinical
computing at Cambridge Hospital in Massachusetts.
"Claims that health IT will slash costs and help pay for the
reforms being debated in Congress are wishful thinking."

The study uses data from the most extensive survey ever
undertaken of hospital computerization. Data from approx-
imately 4,000 hospitals for the years 2003 to 2007, includ-
ing those on a list of the "100 Most Wired," were analyzed
for evidence of increased quality, cost savings or improve-
ments in administrative efficiency.

The data came from the authoritative Healthcare
Information and Management Systems Society (HIMSS)
Analytics annual survey of hospital computerization;
Medicare Cost Reports that virtually all hospitals submit
annually to the Centers for Medicare and Medicaid Services
(CMS); and the 2008 Dartmouth Health Atlas, which com-
piles CMS data on costs and quality of care.

Although the researchers found that U.S. hospitals
increased their computerization between 2003 and 2007,
they found no indication that health IT lowered costs or
streamlined administration, even in the "most wired" insti-

tutions. While U.S. hospital administrative costs increased
slightly, from 24.4 percent in 2003 to 24.9 percent in 2007,
hospitals that computerized most rapidly actually had the
largest increases in administrative costs. (By way of com-
parison, older studies have estimated administrative costs
in Canadian hospitals at 12.9 percent).

The study found no evidence of lagged effects, e.g. lower
costs in 2007 resulting from information technology intro-
duced in 2003.

Modest quality gains were noted in the treatment of
heart attacks (acute myocardial infarction) in more-com-
puterized hospitals, but even these small improvements
may merely represent better documentation rather than
actual gains to patients.

Dr. Steffie Woolhandler, professor of medicine at
Harvard and study co-author, said several factors may
explain why health IT has failed to reduce administrative
costs.

"Any savings may have been offset by the costs of pur-
chasing and running new computer systems," she said. "In
addition, most software is designed around the accounting
and billing needs of hospitals, not the clinical side."

She noted that a computer success story in recent years
has been at the Veterans Administration, where global
budgets eliminate most billing and internal cost account-
ing, allowing physicians to focus instead on delivering care.

"The VA system now has our nation's highest quality and
patient approval ratings," Woolhandler said. "Congress
should take note: to get the most benefit from our health
care dollars and from health IT, we should adopt a single-
payer, Medicare-for-all program. Nothing short of that will
allow us to reap the full potential of computerization or to
provide comprehensive, quality and affordable care to all."

******

"Hospital computing and the costs and quality of care: a
national study," David U. Himmelstein, M.D., Adam
Wright, Ph.D., and Steffie Woolhandler, M.D., M.P.H., The
American Journal of Medicine, Nov. 20, 2009 (online).

29 East Madison Street, Suite 602
Chicago, Illinois 60602-4404
Telephone 312.782.6006
Fax 312.782.6007
info@pnhp.org   www.pnhp.org

Projections of savings from health IT are baseless 
National survey of U.S. hospitals shows information technology has yielded nei-
ther administrative efficiencies nor cost savings
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Just weeks after the passage of a health bill that will dramat-
ically increase the number of Americans covered by private
health insurers, Harvard researchers have detailed the extent to
which life and health insurance companies are major investors
in the fast-food industry.

Although fast food can be consumed responsibly, research has
shown that fast-food consumption is linked to obesity and car-
diovascular disease – two leading causes of death – and con-
tributes to the poor health of children. The evidence is so com-
pelling that as part of the new law more than 200,000 fast-food
and other chain restaurants will be required to include calorie
counts on their menus, including their drive-through menus.

A new article on insurance company holdings, published
online in today's [Thursday, April 15] American Journal of
Public Health, shows that U.S., Canadian and European-based
insurance firms hold at least $1.88 billion of investments in fast-
food companies.

"These data raise questions about the opening of vast new
markets for private insurers at public expense, as is poised to
happen throughout the United States as a result of the recent
health care overhaul," says lead author Dr. Arun Mohan.

Among the largest owners of fast-food stock are U.S.-based
Prudential Financial, Northwestern Mutual and Massachusetts
Mutual Life Insurance Company, and European-based ING.

U.S.-based Northwestern Mutual and Massachusetts Mutual
Life Insurance Company both offer life insurance as well as dis-
ability and long-term care insurance. Northwestern Mutual
owns $422.2 million of fast-food stock, with $318.1 million of
McDonald's. Mass Mutual owns $366.5 million of fast-food
stock, including $267.2 in McDonald's.

Holland-based ING, an investment firm that also offers life
and disability insurance, has total fast-food holdings of $406.1
million, including $12.3 million in Jack in the Box, $311 million in
McDonald's, and $82.1 million in Yum! Brands (owner of Pizza
Hut, KFC and Taco Bell) stock.

New Jersey-based Prudential Financial Inc. sells life insur-

ance and long-term disability coverage. With total fast-food
holdings of $355.5 million, Prudential Financial owns $197.2 of
stock in McDonald's and also has significant stakes in Burger
King, Jack-in-the-Box, and Yum! Brands.

The researchers also itemize the fast-food holdings of
London-based Prudential Plc, U.K.-based Standard Life, U.S.-
based New York Life, Scotland-based Guardian Life, Canada-
based Manulife and Canada-based Sun Life. (All data current as
of June 11, 2009.)

"Our data illustrate the extent to which the insurance indus-
try seeks to turn a profit above all else," says Dr. Wesley Boyd,
senior author of the study. "Safeguarding people's health and
well-being take a back seat to making money."

Mohan, Boyd and their co-authors, Drs. Danny McCormick,
Steffie Woolhandler and David Himmelstein, all at the
Cambridge Health Alliance and Harvard Medical School, culled
their data from Icarus, a proprietary database of industrial,
banking and insurance companies. Icarus draws upon Securities
and Exchange Commission filings and news reports from
providers like Dow Jones and Reuters. In addition, the authors
obtained market capitalization data from Yahoo! Finance.

The authors write, "The health bill just enacted in
Washington will likely expand the reach of the insurance indus-
try. Canada and Britain are also considering further privatiza-
tion of health insurance. Our article highlights the tension
between profit maximization and the public good these coun-
tries face in expanding the role of private health insurers. If
insurers are to play a greater part in the health care delivery sys-
tem they ought to be held to a higher standard of corporate
responsibility."

Several of these same researchers, all of whom are affiliated
with Physicians for a National Health Program, have previously
published data about the extent to which the insurance indus-
try is invested in tobacco. They say that because private, for-
profit insurers have repeatedly put their own financial gain over
the public's health, readers in the United States, Canada and
Europe should be wary about insurance firms' participation in
care.

*****

"Life and Health Insurance Industry Investments in Fast
Food," Arun V. Mohan, M.D., M.B.A.; Steffie Woolhandler, M.D.,
M.P.H.; David U. Himmelstein, M.D.; and J. Wesley Boyd, M.D.,
Ph.D. American Journal of Public Health, April 15, 2010.

29 East Madison Street, Suite 602
Chicago, Illinois 60602-4404
Telephone 312.782.6006
Fax 312.782.6007
info@pnhp.org   www.pnhp.org

Health, life insurers hold $1.88 billion in fast-
food stocks: AJPH article
Harvard researchers say insurers put profits over health
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In Memoriam

PNHP is greatly saddened by
the deaths this past year of
staffer Nicholas Skala and
activists Dr. Linda Farley, Dr.
David Prensky, and Dr. John
Shearer. They were tireless,
generous, and committed lead-
ers, and are greatly missed.



W W W . P N H P. O R G  |  P N H P S P R I N G  2 0 1 0  N E W S L E T T E R   | 4 9

THE LANCET Editor’s note: The British Medical Association has launched a campaign to enlist
public support against privatization of the NHS. See www.lookafterournhs.org.
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By Anne Underwood

William Hsiao is a professor of economics at the Harvard School
of Public Health and co-author of the 2004 book “Getting Health
Reform Right.” He served as a health care adviser to the Taiwan
government in the 1990s, when officials decided to reform that
country’s health care system and to introduce universal coverage.
He spoke with Anne Underwood, a freelance writer.

Q. Taiwan instituted universal insurance in 1995. What was
the health care system like before?

A. Only a portion of the people were insured, including civil ser-
vants, employees of large firms and farmers. The military had its
own system of coverage. But 45 percent of the population did not
have insurance, and they faced financial barriers to access to health
care. President Lee Teng-hui felt strongly that he wanted to do
something concrete and visible for all the citizens. He thought of
introducing national health insurance to touch the lives of all the
people. There was a sense in Taiwan that health care is needed by
everyone and a country has to assure everyone equal access.

Q. How did you become involved in the health care reform
process?

A. The government initially appointed four Taiwanese profes-
sors to lead a task force of technical experts. But the four professors
all had different ideas. It was like a wagon drawn by four horses,
with each going in a different direction and nobody driving. After
a year of this, government officials realized there was a problem. In
addition, they wanted someone who understood health systems
and health care abroad and what lessons other countries could
offer to Taiwan. The domestic experts did not have much interna-
tional experience.

I was invited to a three-day workshop, where they tested me.
At the end, I was put in charge of the task force of four professors
and 16 other technical experts. It turned out to be a big advantage
that I’m not Taiwanese and had no aspirations of getting a job in
Taiwan. At the end of the day, our recommendations and findings
were perceived as more objective and free of self-interest.

Q. What was your assignment as head of this task force?
A. We had to design a national health insurance plan for

Taiwan, based on international experience. Government officials
wanted to understand how other advanced countries fund and
organize health care and learn from their successes and failures, so
I made a study of the systems in six high-income countries — the
United States, the U.K., Germany, France, Canada, Singapore and
Japan.

Q. And what was your conclusion at the end of this study?

A. We adopted a single-payer system along the Canadian lines.
I did not invent it. I’m just in the transfer-of-knowledge business.

Q. Why did you choose the Canadian model?
A. Canada has a single-payer system with universal insurance

coverage. It offers people free choice of doctors and hospitals, and
it has competition on the delivery side between public and private
hospitals. The quality of health services is very high, and people
were very satisfied with the system from the 1980s through the
mid-1990s.

Unfortunately, in the early-to-mid 1990s, Canada went through
a severe recession for four or five years. The budget became very
tight. The government underfunded national health insurance,
which led to long waiting lines for elective surgery, MRIs and so
forth. But when Canada adequately financed its N.H.I., it was a
very good system.

Q. In Taiwan, can people choose any doctor or hospital they
want?

A. Yes, any provider. Americans talk about choice. But in fact,
insurance plans in this country restrict what providers you can go
to. Canada gives its citizens more choice of providers. So does
Germany. So does England. So does Taiwan.

Q. How comprehensive is the coverage?
A. It covers prevention, primary care and hospitalization,

among other things.

Q. I‘ve read that it also covers Chinese massage, acupuncture,
traditional herbal medicine, mental health care, dental, vision
and long-term care.

A. Yes, these services are covered. We tried to design a benefit
package that would give people what they value. For many
Taiwanese, that includes traditional Chinese medicine. Though
Chinese medicine is not 100 percent proven to be medically effec-
tive, people believe in it. And some therapies have been proven
effective. For example, when acupuncture is given in certain
spots, it stimulates the brain to release opiates.

Q. The Taiwanese system also covers home care.
A. You need home care by visiting nurses for people who are

chronically ill or bedridden. It’s not rocket science to recognize
this. Some people argue that the patients should pay for home care
themselves. But if people have to pay out of pocket, they might not
ask for visiting nurse services and their illnesses may get much
worse. Then they will need to be hospitalized.

Q. Is the system very expensive?
A. Expensive is a relative term. Taiwan spends 6 percent of
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G.D.P. on health care, compared to 16 percent in the United
States.

Q. How much do people have to pay?
A. If you’re employed, your employer pays 60 percent of your

premium. The employee pays 30 percent, and the government
subsidizes 10 percent. The government fully subsidizes the pre-
miums for the poor and gives partial subsidies to veterans, the
self-employed and farmers.

Q. How much is the typical premium?
A. The total insurance premium for employed workers is 4.6

percent of wages. That’s much lower than in the United States,
where the average is between 12 and 20 percent of wages for
those who are covered by their employers.

Q. Are there co-pays, too?
A. Yes. The task force felt that service should not be totally free

or else people might waste services. For example, we studied
what happened in Taiwan when some insurance policies gave
prescription drugs free to everyone.
One-third of the drugs dispensed
were never taken but thrown away.
You can imagine, if you have free office
visits, some people will say, “I have
this little ache. I’ll go see the doctor
because it’s free.” We wanted to mod-
erate this waste.

Q. How high are co-pays?
A. The charge is $2 for a visit to a

clinic and about $4 to a hospital out-
patient department. The co-pay for
hospitalization is now 10 percent for
the first 30 days and 20 percent for the days beyond 30 days. For
prescriptions, it’s 20 percent of the cost of the drug, but capped
at $6 for each prescription. Taiwan also sets a ceiling on the total
co-pays, so patients won’t face bankruptcy.

Q. How long did it take to implement this program?
A. Less than a year. Mr. Lee pushed through the legislation in

four to five months, because an election was coming. Then he
asked for the new system to be implemented six months after
that — and they did it.

Q. What percent of the population is now insured?
A. Within the first year, Taiwan managed to insure 95 percent

of the population. That increased that by another percent or so
each year, until they reached 98 percent. They had trouble with
that last 2 percent, because some were living overseas and others
were homeless. The government literally sent people to find the
homeless under bridges and enroll them. Now they have close to
99 percent enrollment.

Q. Has this translated into better life expectancy or lower
complication rates from major diseases?

A. There is evidence of positive health results for select dis-

eases, like cardiovascular disease and kidney failure. But overall,
it’s really difficult to say that national health insurance has
improved the aggregate health status, because mortality and life
expectancy are crude measurements, not precise enough to pick
up the impact of more health care. That said, life expectancy is
improving, and mortality is dropping. And everyone now has
access to good health care.

Q. What does the system do particularly well?
A. In addition to covering everyone, it has a uniform system of

electronic health records. Every patient has a Smart Card. When
you go in for services, the physician puts the card into his com-
puter. You give him the code to access your records, which are all
stored on the card — what medications you’ve taken, what tests,
along with the results, the last time you saw another physician.
With a single, unified electronic system, it improves treatment
and it also vastly reduces claims processing. Hospitals and doc-
tors get paid in a week or two. It’s a paperless system. That’s why
it keeps administrative costs down to 2.3 percent of the total pre-
mium. In the United States, it’s more than 10 percent.

Taiwan was also able to control
health-expenditure increases very well
in the early years. Unfortunately, now
that the government budget is tight, it
is overdoing it.

Q. What are the system’s weakness-
es?

A. In the legislative process, compro-
mises had to be made. First, the presi-
dent yielded on payment reform, so
Taiwan kept its fee-for-service pay-
ment system. Unfortunately, that
encourages doctors and hospitals to

give more treatment in order to boost their income.
Second, the Taiwanese system doesn’t have a systematic way

to monitor and improve quality of care.
Third, in the legislative process, they rejected a provision to

adjust the premium automatically when the national health sys-
tem depletes its reserves. In every country, health care costs are
increasing faster than wages. When that happens, the premium
has to go up. But that provision wasn’t incorporated into the law.
As a result, the system is running a deficit. National health insur-
ance tries to cut the fees for hospital and physician services. But
eventually these fee reductions will adversely affect the quality of
health care.

Q. What’s the most important lesson that Americans can
learn from the Taiwanese example?

A. You can have universal coverage and good quality health
care while still managing to control costs. But you have to have a
single-payer system to do it.

For more details about Taiwan’s system, see “Lessons from
Taiwan’s Universal National Health Insurance: A Conversation
with Taiwan’s Health Minister Ching-Chuan Yeh” by Tsung-
Mei Cheng, Health Affairs, July/August 2009

You can have universal 
coverage and good quality

health care while still 
managing to control costs. 

But you have to have a 
single-payer system to do it.
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On Computerization/Health IT: 

1. Himmelstein, David; Woolhandler,
Steffie. "Hospital Computing and the
Costs and Quality of Care: A national
study." The American Journal of
Medicine. November, 2009. 

2. Himmelstein, David; Woolhandler,
Steffie. "Hope and Hype: Predicting the
impact of electronic medical records."
Health Affairs. September, 2005. 

3. Congressional Budget Office.
"Evidence on the Costs and Benefits of 
Health Information Technology." May,
2008. 

Disease Management:

1. Peikes, Deborah, et al. "Effects of Care
Coordination on Hospitalization,
Quality of Care, and Health Care
Expenditures Among Medicare
Beneficiaries: 15 Randomized Trials."
JAMA. February, 2009.

2. Geyman, John. "Disease Management:
Panacea, Another False Hope, or
Something in Between?" Annals of
Family Medicine. May, 2007.

3. Mattke, S., et al. "Evidence for the
Effect of Disease Management: Is $1 bil-
lion a year a good investment?"
American Journal of Managed Care.
November, 2007. 

Prevention:

1. Cohen, J. T., et al. "Does Preventive
Care Save Money?" Health Economics
and the Presidential Candidates. New
England Journal of Medicine. June,
2008.

2. Woolhandler, Steffie; Himmelstein,
David. "Reverse Targeting of Preventive
Care due to Lack of Health Insurance."
JAMA. 1988.

Pay-for-Performance: 

1. Pearson, S., et al. "The Impact of Pay-
for-Performance on Health Care Quality
in Massachusetts, 2001-2003." Health
Affairs. 2008. 

Selected bibliography: Disease Management, Health Information Technology,
Prevention, and Pay-for-Performance fail to save money or control costs
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“Extraordinary Claims Require Extraordinary Evidence.” Light, D.W. & Warburton, R.N. (2005), J Health Econ, 24, 1030-1033 
Online: http://bit.ly/light-claims

“Will Lower Drug Prices Jeopardize Drug Research? A Policy Fact Sheet.” Light, D.W. & Lexchin, J. (2004), Am J Bioethics, 4, W3-W6.
Online: http://bit.ly/light-drug-prices

“Foreign Free Riders and the High Price of U.S. Medicines.” Light, D.W. & Lexchin, J. (2005), Brit Med J, 331, 958-60. 
Online: http://bit.ly/light-free-riders

Suggested additional reading on the pharmacutical industry and the
need for reform:
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Alabama PNHP's new chapter, North
Alabama Healthcare for All, was
launched in 2009. Members are active in
speaking to physician and public audi-
ences, lobbying, and building a grass-
roots coalition in support of an improved
Medicare for All. Dr. Wally Retan has
appeared on ABC News and in other
media. The Huntsville Times ran an op-
ed in support of single payer signed by
seven local physicians. Dr. Oliver Fein,
PNHP president, had a very successful
visit to Birmingham and Huntsville in
late February, with multiple speaking
events. Contact Dr. Pippa Abston in
Huntsville at pabston@aol.com.

PNHP's Arizona chapter, the Arizona
Coalition for State and National Health
Plans, is growing. Members are active in
speaking at town hall meetings and
other events. The state Democratic Party
passed a resolution in favor of single
payer. Drs. Jonathan Weisbuch, Mary
Ellen Bradshaw and George Pauk were
among the many physicians who attend-
ed a rally and lobby day in support of
Medicare's 44th birthday in
Washington, D.C. A news program in
Prescott featured Nancy Martin, RN, on

the advantages of single payer. Activists
are working to block passage of a refer-
endum measure that would pre-empt a
single-payer plan at the state level; a sim-
ilar measure was narrowly defeated in
2008. Contact Dr. Pauk in Phoenix at
gpauk@earthlink.net or Dr. Eve Shapiro
in Tucson at shapiro@u.arizona.edu. 

PNHP's California affiliate, the
California Physicians' Alliance (CaPA) is
active in promoting single payer at the
national (H.R. 676) and state level (S.B.
810). In recent months, chapter members
have been active in speaking, participat-
ing in rallies, educating medical stu-
dents, and lobbying Rep. Nancy Pelosi
and other members of Congress. One of
the founders of the new L.A. chapter of
PNHP, Dr. Matt Hendrickson, was
arrested for participating in civil disobe-
dience in support of single payer at
Cigna offices in October. J.B. Fenix,
CaPA's medical student fellow, helped
organize hundreds of medical students
for a successful lobby day for single
payer in Sacramento in early January.
CaPA is deeply saddened by the death of
former President Dr. John Shearer, who
worked tirelessly to build CaPA and the

movement for single payer
in California and nationally.
Contact CaPA at
capa@pnhp.org, or contact
Dr. Hendrickson at hen-
drickson1965@yahoo.com.

Colorado PNHPers are
active in speaking, writing,
lobbying, and coalition-
building with Health Care
for All Colorado. Dr. Irene
Aguilar gave a presentation
on health care financing
and reform at HCAC's leg-
islative kickoff. Activists
spoke at numerous town-
hall meetings and other
educational events and are
supporting the develop-
ment of a statewide single-
payer plan for Colorado.
HCAC hosted Dr. Margaret
Flowers for a single-payer

rally in mid-February. Contact Dr. Elinor
Christiansen at echris7doc@gmail.com. 

Florida PNHPers are continuing to
speak across the state, present grand
rounds and work with media. Dr. Ray
Bellamy's op-eds on single payer often
appear in the Tallahassee Democrat.
The Leon County Democrats passed a
resolution in support of H.R. 676 last
spring. In May, Dr. Ken Brummel-
Smith presented a single-payer resolu-
tion to the Leon County Board of
County Commissioners. PNHPers
have appeared on numerous radio pro-
grams. Drs. Olveen Carrasquillo and
Ana Palacio had an article published
in El Diario-La Prensa of New York on
the need for health reform that would
benefit non-English speakers. Contact
Dr. Bellamy at
ray.bellamy@med.fsu.edu.

In Georgia, the chapter is continuing
to engage new physicians and medical
students. Dr. Henry Kahn was inter-
viewed on the local NBC affiliate and
had an article published in the Atlanta
Journal-Constitution on why he sup-
ports single-payer national health
insurance. Dr. Daniel Blumenthal and
others had several articles published
on why they support an improved
Medicare for all. Contact Dr. Kahn at
hkahn@emory.edu.

Hawaii PNHPers are active in giving
grand rounds, speaking to community
groups and organizing single-payer
events. Dr. Steve Kemble garnered the
endorsement of the Hawaii Medical
Association for single-payer health
reform at both the state and national
level. Dr. Leslie Gise spoke at the Asian
and Pacific Islander American Health
Forum in Washington, D.C., on "Quality
Affordable Health Care for All." Dr. Gise
also chaired a symposium on single
payer at the American Psychiatric
Association's Institute for Psychiatric
Services in New York City. A rally in
Hilo drew over 200 single-payer
activists. Contact Dr. Gise at
leslieg@maui.net.

PNHP Chapter Reports – Spring 2010

Dr. Ann Settgast, left, and Dr. Elizabeth Frost helped lead
a delegation to the State Capitol in St. Paul, Minn., in
September to ask that state lawmakers speak out in sup-
port of Rep. Dennis Kucinich's proposed amendment to
let states experiment with single-payer health programs.
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Idaho PNHPers are active in speaking,
research and media outreach. Dr. Andy
Wilper's research on the 45,000
Americans who die annually due to lack
of insurance has been frequently cited in
the national debate over health reform.
Dr. Lou Schlickman's op-eds have
appeared in the Idaho Statesman. Dr.
Robert Vestal was featured on Idaho
Public Television discussing the econom-
ic necessity of single payer. The chapter
hosted PNHP board member Dr. Joseph
Jarvis from Utah who spoke on the con-
servative case for single-payer national
health insurance.  A rally for single payer
in Boise at City Hall was covered by the
media. To get involved, contact Dr.
Schlickman at schlicklou@msn.com. 

Illinois PNHP members are active in
speaking, lobbying, media outreach, and
state and national coalition building.
Dr. David Scheiner, Obama's former
physician, and Dr. Claudia Fegan were
featured in the media as respondents to
Obama's health policy.  PNHP members
participated in numerous town hall and
other educational forums across the
state. Dr. Diljeet Singh is the new co-
president of Health Care for All Illinois,
the local PNHP affiliate. Dr. Singh
worked with Dr. Fegan and chapter co-
president Dr. Anne Scheetz to host a
successful speaker's training session in
December. Drs. David Scheiner and
Margaret Creedon hosted a well-
attended chapter-building social in
March. State Rep. Mary Flowers con-
tinues to support a single-payer bill for
Illinois; she helped garner an endorse-
ment from the Illinois House for single
payer to commemorate the anniversary
of Medicare. PNHP is greatly saddened
by the death of former staffer Nick
Skala, who argued the case for single
payer over other reform options before
the Congressional Progressive Caucus
in D.C. in July. Contact the chapter at
info@healthcareil.org. 

In Indiana, PNHPers are active in speak-
ing, lobbying, hosting public events, and
coalition building with their statewide
group, Hoosiers for a Commonsense
Health Plan. In June, Dr. Rob Stone made
a presentation on single payer to members
of the Blue Dog Congressional Coalition

in D.C. Dr. Aaron Carroll appeared on The
Colbert Report on Obama's health policy.
Activists hosted a chapter visit and speak-
er's training with PNHP President Dr.
Oliver Fein and chapter organizer Ali
Thebert. Dr. Rob Stone is working with
other emergency medicine physicians to
organize within his specialty. Contact Dr.
Stone at grostone@gmail.com. 

In Iowa, PNHPers are active in media
and grassroots outreach, lobbying, and
building a local speakers bureau. Dr. Jess
Fiedorowicz spoke eloquently at the
White House health forum in Des
Moines and has published op-eds in the
Des Moines Register. Dr. Miles
Weinberger was featured on a local radio
show. Contact Dr. Fiedorowicz at 
mkejess@yahoo.com. 

In Kentucky, PNHPers are speaking
and rallying in support of single payer.
About 50 Kentuckians participated in a
demonstration in Washington, D.C., to
commemorate the anniversary of
Medicare.  Single-payer events are
increasingly covered by the local media.
A candlelight vigil in memory of the
nearly 45,000 Americans who die annu-
ally due to uninsurance was featured
on the front page of the Louisville
Courier-Journal. Dr. Garrett Adams
and other activists recently participat-
ed in a sit-in at Humana headquarters
to support improved Medicare for All.

Dr. Fein visited Louisville and
Lexington in March for a very success-
ful speaking tour. Contact Dr. Adams
at kyhealthcare@aol.com.

Maryland PNHP members are active in
speaking, writing and lobbying at both
the state and national level, and doing
outreach to the media. Drs. Margaret
Flowers, Pat Salomon and Carol Paris
were among those arrested for disrupting
a Senate Finance Committee hearing that
excluded single-payer advocates in May.
Drs. Flowers and Paris have published
several op-ed pieces in addition to con-
tributing to the PNHP blog. In late
January, in response to President
Obama's request to "let me know" if any-
one has a better solution to our health
care crisis, Drs. Flowers and Paris were
arrested holding a sign in support of
Medicare for All outside a hall where the
president was speaking. Maryland
activists hosted a speaker's training in
later February with over 40 attendees
and speakers from across the country. Dr.
Flowers, PNHP's congressional fellow,
has been featured in the media, including
on Bill Moyers Journal and Frontline, and
is a frequent speaker to civic, religious
and academic groups. She received the
Dr. Quentin Young Health Activist
award at PNHP's Annual Meeting.
Activists are also promoting Maryland's
state single-payer bill. Contact Dr. 
Flowers at mdpnhp@gmail.com. 

Harvard economist William Hsiao, Ph.D. with Vermont PNHP chapter chair Deborah
Richter, M.D. at the Vermont Statehouse.
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Massachusetts PNHPers are active in
speaking, research, media outreach and
lobbying on the state and national level.
Drs. David Himmelstein, Steffie
Woolhandler and their colleagues pub-
lished several groundbreaking studies in
2009, including a study showing that
nearly 45,000 people die annually due to
lack of insurance. Drs. Himmelstein and
Woolhandler were featured widely in the
press, including in the Boston Globe, The
New York Times, and the CBS Evening
News. Dr. Rachel Nardin spoke at a press
conference in Washington, D.C. on the
flaws of the Massachusetts health plan.
Medical student Iyah Romm testified in
support of single payer before the
Massachusetts Legislature, and he and
resident Sylvia Thompson had an op-ed
published in The Huffington Post. Nearly
200 physicians signed an ad that
appeared in the Boston Globe saying that
Massachusetts' health care is not a model
for the nation. Contact Dr. Nardin at
rnardin40@gmail.com.

In Minnesota, PNHP members are active
in speaking, writing, lobbying and work-
ing in coalition with other organizations
on both the state and national level.
Chapter members are frequent speakers
to community groups and have been fea-
tured in several radio interviews. Dr.
Oliver Fein, PNHP's national president,
gave grand rounds, attended a fundraiser,
and met with two newspaper editorial
boards and local activists during a recent

visit. Leaders hosted a very successful
speaker's training this winter that was
widely attended. Contact Dr. Ann
Settgast at settg001@umn.edu or Dr.
Elizabeth Frost at libbess@gmail.com.

Mississippi PNHPers are active in
speaking to community organizations
and working in coalition with the
Mississippi Health Advocacy Program.
Dr. John Bower has presented on single
payer many times, including once when
he shared the platform with Dr. Steffie
Woolhandler, co-founder of PNHP.
Contact Dr. Bower at
jbower564@aol.com.

Missouri activists are active in deliver-
ing grand rounds, speaking to the pub-
lic and reaching out to the media in
support of single payer. Dr. William
Parks presented the case for single
payer to over 100 people at an event
sponsored by a coalition of university
groups. Dr. Joshua Freeman presented
grand grounds at KU Medical Center.
Drs. Robert Blake and David Mehr were
featured in interviews on their support
for a single-payer system. Contact Dr.
Tom Lieb at tfml@sbcglobal.net. 

In Montana, PNHPers are active in
speaking, lobbying, media outreach, and
coalition-building with Montanans for
Single Payer. An eloquent op-ed in the
Missoulian in support of health care as a
human right was signed by Dr. Hal Braun

and over a dozen other physicians.
Activists, union leaders, and community
groups continue to make the case for sin-
gle payer to Sen. Max Baucus whenever
he holds a public meeting. Contact Dr.
Robert Putsch at poo@linctel.net. 

In New Hampshire, PNHPers are active
in delivering grand rounds, speaking to
community groups and meeting with leg-
islators. PNHPers recently formed a
speakers bureau to further their advocacy
efforts. Drs. Thomas Clairmont and
Marcosa Santiago have published several
op-eds in area papers. Dr. Rob Kiefner's
article on why his patients won't be
helped by the recent federal health care
legislation was recently published in the
Concord Monitor. Contact Barbara
Power, RN, at bjpower2@gmail.com or
Dr. Clairmont at tppc48@aol.com.

The Capital District New York PNHP
chapter is active in supporting pro-single
payer resolutions, hosting community
events, coalition-building, lobbying and
media outreach. Dr. Andy Coates' op-ed
on the "death of the public option" and
need for single payer appeared in over a
dozen newspapers. Dr. Coates represent-
ed PNHP at the International Association
of Health Policy meeting in Spain.
Danielle Alexander and other medical stu-
dents held a vigil in support of single
payer. The New York State Senate
endorsed H.R. 676 due to the efforts of
PNHP members and labor activists.
Contact the Capital District chapter at
pnhpcapitaldistrict@gmail.com.

The PNHP New York Metro chapter
hosted numerous speakers' trainings,
forums, medical student talks, and other
events this year. N.Y. Metro PNHPers
participated in countless media inter-
views and meetings with state and federal
lawmakers. Dr. Laura Boylan was arrested
with seven others in December for sitting-
in for single payer at the office of Sen.
Charles Schumer, D-N.Y. Drs. Oliver Fein,
Alex Pruchnicki, Mary O'Brien, along
with Dr. Boylan and Leonard Rodberg,
the chapter's research director, have been
keeping active speaking schedules, pre-
senting the case for single payer to the
public and the press. Contact PNHP New
York Metro at info@pnhpnymetro.org.

Dr. Garrett Adams of Louisville, Ky., pauses for a moment with Dr. Arthur Sutherland of
Memphis, Tenn., during Dr. Oliver Fein's chapter visit to Louisville in March 2010. Dr.
Adams is PNHP's president-elect.
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In Oregon, PNHP activists have been
speaking at community events and
grand rounds, lobbying, and doing
media interviews. Dr. Mahr's op-eds
have appeared in The Oregonian. "Mad
as Hell Doctors" Paul Hochfeld, Peter
Mahr, Samuel Metz, Bob Seward, Gene
Uphoff and Michael Huntington took to
the road, appearing in 22 cities at town-
hall meetings, rallies and vigils en route
to Washington, D.C. They generated
substantial media coverage for single
payer. Oregon PNHPers hosted Dr.
Oliver Fein for a chapter visit in January
that included dozens of speaking events,
a fundraiser, and numerous media
appearances. Contact Dr. Mahr at
peter.n.mahr@gmail.com.

Pennsylvania PNHPers are speaking,
educating legislators at local and federal
levels, and coalition building. PNHPers
participated in a rally at the Capitol in
Harrisburg. The chapter hosted former
Cigna executive turned whistle-blower
Wendell Potter to speak on the private
health insurance industry. Dr. Dwight
Michaels testified in support of a state
single-payer plan before the Pennsylvania
Legislature. Contact Dr. Walter Tsou in
Philadelphia at mcaman2@aol.com or Dr.
Scott Tyson in Pittsburgh at
styson@pediacssouth.com. 

Tennessee PNHPers are active in speak-
ing, meeting with community leaders,
and coalition-building on the need for
single-payer reform. Dr. Art Sutherland is
a frequent speaker on single payer to
faith and civic groups and recently par-
ticipated in a press conference stressing
the need for real health care reform. In
October, PNHPers joined a rally against
the private health insurance industry.
Recently members participated in a can-
dlelight vigil for health reform. Contact
Dr. Sutherland at asutherland@suther-
landclinic.com.

The Texas PNHP chapter, Health Care
for All Texas (HCFAT), is active in
speaking, lobbying, giving media inter-
views, and participating in community
events. HCFAT members worked with a
coalition of nearly 100 members to advo-
cate for single payer within communities
of faith. Dr. Ana Malinow participated in

Houston PBS' town-hall meeting. During
a recent visit to the chapter, PNHP
President Dr. Oliver Fein spoke to med-
ical students and residents, delivered
grand rounds, met with the media and
faith community leaders, and presented
the case for single payer to a local public
health advocacy organization. Contact
info@hcfat.org.

In Vermont, PNHPers have been active
in speaking, lobbying, coalition building,
and participating in town-hall meetings
and rallies. Dr. Deb Richter spoke at the
White House regional summit on health
reform and on Capitol Hill  to congres-
sional staff with Con Hogan, former head
of Vermont's Human Services Agency.
She has also spoken to dozens of commu-
nity organizations, including Rotary
clubs, and had an op-ed published on
patients who have died because they
lacked health insurance. PNHPers
attended many of Sen. Bernie Sanders'
town-hall meetings during the legislative
recess and report that the vast majority of
attendees were single-payer supporters.
Contact Dr. Richter at
drdebvt@sover.net.

Western Washington PNHPers have
been active in speaking, lobbying, coali-
tion-building and doing media outreach.
Dr. Oliver Fein, PNHP president, deliv-
ered grand rounds, spoke to community
groups, and gave media interviews in a

recent visit. PNHP members participated
in a march and other demonstrations for
single payer. The Washington State
Democratic Party released a poll showing
that Democrats support single payer 2 to
1. Dr. Jason MacLurg's op-ed was pub-
lished in the Seattle Post-Intelligencer.
Dr. John Geyman was interviewed many
times on regional and national radio
about the health insurance industry and
single payer. Dr. Ken Fabert arranged for
single-payer public service ads on the
local NPR station and was interviewed
by Fox Business News. In late February
local activists hosted an annual meeting
featuring speakers from across the coun-
try, including the Mad as Hell Doctors
and Donna Smith of CNA/NNOC.
Contact Dr. David McLanahan at
mcltan@comcast.net. 

Several Wisconsin PNHPers, including
Drs. Rian Podein, Laurel Mark, and
Melissa Stiles, have stepped up to
become more active since the death of Dr.
Linda Farley, the much-loved, tireless,
and enthusiastic leader of the chapter for
many years. Dr. Gene Farley continues to
speak out and has been featured on local
radio a number of times. Dr. Cindy Haq
was interviewed on Wisconsin Public
Radio. Several PNHPers, including Dr.
Jeff Patterson, are active in distributing
information on single payer to the public.
Contact Dr. Rian Podein at
rpodein@gmail.com.

Dr. Gustavo Montana of Chapel Hill, N.C., makes a point with PNHP past president Dr.
Claudia Fegan of Chicago at the 2009 Annual Meeting in Cambridge, Mass.
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R E C O M M E N D A T I O N :  

HMO exemption in state 
single-payer legislation must
be specific and narrow
By David Himmelstein, Kip Sullivan & Steffie Woolhandler

The single-payer model precludes private insurance that duplicates
the public coverage – a measure required both to control costs and to
avoid the emergence of two-class care. The question of how to treat
nonprofit, staff- and group-model HMOs is complex because they
combine a nonprofit provider of care (clearly acceptable in a single-
payer model) with a private insurance plan (which is not acceptable).
After much debate, PNHP decided to include such organizations in
its proposals, but with tight restrictions to minimize the problems
inherent in the insurance component of HMOs.

Because the term "HMO" has been used to cover a wide variety of
insurers, it is important that legislation clearly define the parameters
for HMOs that could participate in a single-payer system, and spell
out the restrictions on participating HMOs. Failing this, private
insurers would surely exploit any exemption for HMOs to maintain
their stranglehold on the health care system.

Both PNHP's proposals and H.R. 676 (the single-payer legislation
sponsored by Rep. John Conyers; you can find the legislation on the
PNHP website at: http://www.pnhp.org) have spelled out the key
features that distinguish HMOs allowed to continue under a single-
payer system from those that would be proscribed. Specifically, par-
ticipating plans must:

(1) be nonprofit;
(2) "actually deliver care in their own facilities" through salaried
physicians who are employees (not contractors) of the HMO;
(3) not use their capitation or budget payments to cover hospital
services (hospital services would be paid for through a global budget
paid directly to the hospital); and
(4) not offer financial incentives based on utilization.

Very few HMOs will qualify under this definition.
When single-payer supporters in California drafted single-payer

legislation (the current version is S.B. 810), they inserted language
into the bill that was intended to exempt Kaiser Permanente.
However, the language used in the bill leaves the door open to many
private insurance firms who could label themselves "integrated health
care delivery systems," "independent practice associations," or "inte-
grated service networks" and hence qualify them to receive global
budgets or capitation payments from the single payer.

The potential for confusion was illustrated in Minnesota where
legislators introduced legislation (S.F. 2324 / H.F. 2522) modeled on
SB 840 (the predecessor to S.B. 810) in May 2007. The drafters stated
their intention to exclude private health plans, including HMOs.
However, an analysis by the research office for the Democratic Farmer
Labor Party caucus in the Minnesota House of Representatives stated
that the bill did permit "health plans" to participate.

To avoid confusion, and the possibility that private insurers could
slip through a loophole, we recommend that any single-payer legisla-
tion that proposes to exempt HMOs use either H.R. 676's definition
of "HMO" or a similarly narrow and specific definition. 

FAQ
WHAT ARE THE TOP TEN SOURCES OF SAVINGS
UNDER SINGLE-PAYER NATIONAL HEALTH INSURANCE?

1. Insurers' overhead.

2. Hospital administrative costs.

3. Physicians' offices/clinics' administrative costs.

4. Nursing home administrative costs.

5. Employers' costs to administer health benefits.

6. Monopsony drug and device purchasing.

7. Elimination of current incentives for overuse of
technology and procedures by banning for-profit own-
ership of imaging facilities, specialty hospitals, etc.

8.  Enhanced ability to identify fraud and abuse due to
centralized payment system that can identify suspi-
cious practice/billing patterns – e.g. billing for ultra-
sound on every gynecology visit.

9. Malpractice insurance and defensive medicine due to
elimination of need for patients to sue to cover future
medical expenses and the ability of patients to choose
and keep their physicians, enhancing continuity, doc-
tor-patient communication, and confidence in care.

10. Longer term savings attendant on improve health
planning/capital allocation & shifting specialist/pri-
mary care balance toward an appropriate mix.

* Patients' time spent on billing paperwork (priceless).

WHAT WILL HAPPEN TO INSURANCE COMPANY AND
CLERICAL EMPLOYEES DISPLACED BY SINGLE PAYER?

1. Many insurance industry workers already have clin-
ical degrees (e.g. nurses).  Instead of helping to admin-
ister a system that profits by denying care, they can
return to the bedside.  They'll be badly needed.

2. Many workers can be retrained to work in the new
system, particularly in shortage areas like home care,
long-term care, and mental health care.

3. Another area in which more workers are needed
(and for which they'll be more investment under single
payer) is in public health – e.g. in education and guid-
ance in diet, exercise, chronic disease management, etc.

4. Some will find jobs vacated by people who are only
working today because they need their employer-
sponsored health coverage either for themselves or a
family member, e.g. lots of people in their 50s or 60s
who are not yet eligible for Medicare.

5. Congressional single-payer legislation includes sev-
eral measures to help displaced clerical workers,
including (1) first priority in retraining and job place-
ment in the new system; and (2) eligibility for two
years of unemployment benefits."
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By Jane Hamsher

Not a surprise really that upon passage of the health care
bill, Max Baucus would openly thank Liz Fowler, the for-
mer Wellpoint VP, for writing it:

Mr. BAUCUS. Mr. President, there are a flood of
emotions going through all of us today as we pass this
reconciliation bill which improves upon the bill the
President signed 2 days ago. I would like to focus only
on one part – a very important part but only one part –
and that is to thank the people who have worked so
hard, especially in this body, to help accomplish this
result.

[...]
We all want to thank so many people. Once we

start mentioning a couple or three names, we run the
danger of offending people whose names are not men-
tioned. We all know that. There will be an appropriate
time for us to make all the thanks, and I will make
mine so sincerely because I am so grateful for all the
hard work my staff has put into this.

I wish to single out one person, and that one person
is sitting next to me. Her name is Liz Fowler. Liz
Fowler is my chief health counsel. Liz Fowler has put
my health care team together. Liz Fowler worked for
me many years ago, left for the private sector, and then
came back when she realized she could be there at the
creation of health care reform because she wanted that
to be, in a certain sense, her profession lifetime goal.
She put together the White Paper last November 2008
– the 87-page document which became the basis, the
foundation, the blueprint from which almost all health
care measures in all bills on both sides of the aisle
came. She is an amazing person. She is a lawyer; she is
a Ph.D. She is just so decent. She is always smiling, she
is always working, always available to help any
Senator, any staff. I thank Liz from the bottom of my
heart. In many ways, she typifies, she represents all of
the people who have worked so hard to make this bill
such a great accomplishment.

I will have printed in the Record the names of all my
professional staff. There are more than I realized, so I
can’t name them all. I ask unanimous consent to have
that list printed in the Record and just regret that I
cannot thank everybody personally.

It’s right up there with Tom Carper’s insistence that the
Senate had to respect the White House deal with PhRMA

because after all they paid for it with $150 million in politi-
cal advertising as “most telling moments of the health care
debate.”

Nancy Pelosi says the foundations of the health care bill
were written by the Heritage Foundation.  Probably true,
Heritage is awash in corporate money. And really, the plan
is no different than the one that AHIP (then HIAA) wrote
in 1992:

– Every American was required to buy ‘an essential
package’ of benefits

– The government would help define the essential
package and private insurers would provide the stan-
dard package “regardless of a person’s medical history”

– Only the essential package would be protected
from taxation. If employers bought more than the basic
benefits, the premiums pad for the extra coverage
“would be treated as income to the employees, and
they would have to pay income tax on it.”

– The government would work with private insures
to “stabilize health-care prices” and make sure private
insures and government programs pay similar amounts
for the same services in the same geographic area.

All of the underpinnings of the insurance “reform” pack-
age were already there, waiting for someone to sweep in
and make AHIP’s champagne dreams come true.  And now
that the Chamber of Commerce is not funding the mandate
repeal effort any more, those legislative efforts are stalling
out across the country.  Republicans in  Alaska, Kansas,
Georgia and Michigan have all voted down anti-mandate
bills since the Chamber pulled the plug (failing by one vote
in Kansas after Republican Dwayne Upmeyer “accidental-
ly” voted against it. “Oops” was his response.)   Sarah Palin
didn’t mention the mandate in her speech before cheering
Tea Partiers at Searchlight, no doubt conscious of the $2.5
million in donations the health care sector contributed to
McCain/Palin in 2008.

The insurance industry has spent their money well,
spreading it across both parties. They got what they paid
for with this neoliberal health care bill.  Ken Silverstein’s
prescient 2006 article in Harpers on Obama’s early vetting
by corporate interests still stands up.  They sized up the
situation accurately years ago.

Thanks indeed, Liz Fowler.  The country really does owe
you one.

Baucus thanks Wellpoint VP Liz Fowler for
writing health care bill

f i r e d o g l a k e .com MONDAY, MARCH 29, 2010



7 2 |   P N H P S P R I N G  2 0 1 0  N E W S L E T T E R  |  W W W . P N H P. O R G

NON-PROFIT ORG
U.S. POSTAGE PAID
PHYSICIANS FOR A

NATIONAL HEALTH
PROGRAM

29 E. Madison
Suite 602
Chicago, IL 60602

Phone:312.782.6006
Fax: 312.782.6007
info@pnhp.org
www.pnhp.org
Address Service Request

Letter to the Editor

To the Editor:

President Obama’s State of the Union
address had a high point when he pledged
that anyone with a “better approach that
will bring down premiums, bring down
the deficit, cover the uninsured, strength-
en Medicare for seniors, and stop insur-
ance company abuses, let me know.”

Thank you, Mr. President. The answer
is the reform supported by 65 percent of
the public and even 59 percent of physi-
cians. It’s remarkably simple, and the
nation has already had 44 years of suc-
cessful experience with it in financing
health care for our elderly and the totally
disabled.

It is, of course, Medicare-for-all, single-
payer, not-for-profit national health
insurance. Its superiority lies in excluding
profit-seeking insurance companies and
Big Pharma from controlling and under-
mining our health system. This is your
answer, Mr. President.

Quentin Young
Chicago, Jan. 28, 2010

The writer, a doctor, is national coordinator
of Physicians for a National Health Program.

Thanks for the question,
Mr. President


