Medicare for All-Good Idea or Political Death?
Several Democratic presidential candidates have pushed the idea of “Medicare for All”
and a “Medicare for All” bill has been introduced into the US house with over 100
sponsors. A recent Medpage Today editorial by Milton Packer asks whether this will
benefit patients or physicians (1). Below are our views on “Medicare for All” with the
caveat that we do not speak for the American Thoracic Society nor any of its chapters.
It has been repeatedly pointed out that medical care in the US costs too much. US
health care spending grew 3.9 percent in 2017, reaching $3.5 trillion or $10,739 per
person, and 17.9% of the gross domestic product (GDP) (2). This is more than any
industrialized country. Furthermore, our expenditures continue to rise faster than most
other comparable countries such as Japan, Germany, England, Australia and Canada
(2).
Despite the high costs, the US does not provide access to healthcare for all of its
citizens. In 2017, 8.8 percent of people, or 28.5 million, did not have health insurance at
any point during the year (3). In contrast, other comparable industrialized countries
provide at least some care for everyone.
Furthermore, our outcomes are worse. Infant mortality is higher than any similar country
(4). US life expectancy is shorter at 78.6 years compared to just about any comparable
industrialized company with Japan leading the way at 84.1 years. All the Western
European countries (such as Germany, France, England, etc.), as well as Australia and
Canada have a longer life expectancy than the US (range 81.8-83.7 years).
Our high infant mortality and lagging life expectancy was not always so. In 1980, the US
had similar infant mortality and life expectancy when compared to other industrialized
countries. Why did we lose ground over the last 40 years? Beginning in about 1980,
there have been increasing business pressures on our healthcare system. In his
editorial, Packer called our system "financialized" to an extreme (1). Hospitals,
pharmaceutical and device companies, insurance companies, pharmacies and sadly,
even some physicians often price their products and services not according to what is
fair or good for patients but to maximize profit. By incentivizing procedures that often do
not benefit patients but benefit the businessmen’s’ pockets, these practices likely
account for the high costs and for our worsening outcomes.
Packer points out that in the US, intermediaries (insurers and pharmacy benefit
managers) exert considerable control of payment while unnecessarily adding to the
administrative costs of healthcare. Congress has been pressured to forbid Medicare
from negotiating prices with pharmaceutical companies benefitting only the drug
manufacturers and those that benefit from the high drug prices. Consequently,
administrative costs are four times higher and pharmaceuticals three times greater in
the U.S. than in other countries.
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If “Medicare for All” could reduce healthcare costs and improve outcomes, it might seem
like a good idea. It has the potential for reducing administrative costs and assuming the
power to negotiate drug prices was restored, pharmaceutical costs. However, it will be
opposed by those who financially benefit from the present system including
administrators, hospitals, pharmaceutical companies, pharmacy benefit managers,
insurance companies, etc. Furthermore, there is a libertarian segment of the population
that opposes any Government interference in healthcare, even those that would
strengthen the free market principles that so many libertarians tout. There are already
TV adds opposing “Medicare for All.” It seems likely that any “Medicare for All” or any
similar plan will meet with considerable political opposition.
One solution might be to have both Government and non-Government plans. Assuming
transparency in both services covered and costs, it leaves the choice in healthcare
plans where it belongs-with those paying for the care. It also makes it much harder for
those with financial or political interests to convincingly argue against a Government
plan (although we are sure they will try). It will force insurance companies to reduce
their prices and/or offer more coverage, which is not a bad thing for patients and
ultimately, the healthcare system as a whole. However, it does impose a risk, i.e., that
profit-driven insurance companies and those who benefit from the current infrastructure
will be replaced by bureaucrats who are primarily concerned with administrative
procedure rather than patient care. Present day examples include the VA, Medicare and
Medicaid systems. Close public and medical oversight of such a system would be
needed.
Ideally, a healthcare system should ensure that citizens can access at least a basic
level of health services without incurring financial hardship and with the goal of
improving health outcomes. Such a system, would provide a middle path between the
extremes of paying for nothing and paying for everything such as unwarranted
chemotherapy, stem cell therapy, or unnecessary diagnostic procedures. Determining
what services are covered, and how much of the cost is covered are not easy questions
to answer, but promises to deliver better health for less money than our current system.
Physicians, by dint of their training, and responsibility to uphold their profession and
protect their patients, understand that healthcare is not a mere commodity. If we are to
protect what little autonomy we have left, we need to be a part of the discussion which
should not be driven solely by those in the insurance, the hospital and the
pharmaceutical industries.
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