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Thank you for the opportunity to submit this statement for the record on this vitally important issue. And
thank you for holding this hearing on Medicare for All and other approaches to health reform. Public
Citizen is a national non-profit organization with more than 500,000 members and supporters. We
represent the public interest through legislative and administrative advocacy, litigation, research, and
public education on a broad range of issues including ensuring access to health care. Pertinent to this
hearing, Public Citizen has supported the creation of a single-payer health care system since our founding
in 1971. Our health care system currently fails to meet the needs of the American people, while Medicare
for All system would guarantee coverage to everyone in the United States. Despite the successes of the
Affordable Care Act (ACA) in expanding access to coverage, more than 30 million Americans remain
uninsured and tens of millions more are underinsured, meaning they are unable to afford the care they
need despite having health insurance. 1
As the third hearing on Medicare for All in Congress this session, but the first in the Ways and Means
Committee, the hearing will provide an opportunity for the committee to explore the challenges of our
current health care system and how Medicare for All can address them. Patient advocate Rebecca Wood
will likely highlight the challenges her family experienced getting the care they needed – despite having
private insurance coverage – underscoring the need for fundamental reform to our broken health care
system. In addition, we anticipate Dr. Don Berwick, former Administrator of the Centers for Medicare
and Medicaid Services, making the strong case for not only why we should move to Medicare for All, but
how we can transition our for-profit health care system into a system that finally puts patients before
profits.
I.

MEDICARE FOR ALL WOULD ENSURE GUARANTEED ACCESS TO NEEDED
CARE
1. Medicare for All Would Guarantee Comprehensive Benefits, including for Prescription
Drugs

Medicare for All offers the most comprehensive benefits of any health reform proposal and builds those
benefits on a strong foundation. By improving Medicare and expanding it to everyone in the United
States, Medicare for All would finally allow everyone in America to access the care they need, when they
need it. Recent studies found that Medicare patients reported having consistent access to care, with more
than 95 percent reporting having a usual source of care, such as a doctor’s office or primary care clinic. 2
Around 90 percent of Medicare beneficiaries reported that they were able to schedule timely
appointments for primary and specialty care. 3 Seniors with Medicare were more likely than adults age 5064 with private insurance to report that they had never had to wait longer than they wanted for a routine
care appointment. 4
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Expanding access to medically necessary care, including preventive services, would reduce the incidence
of many preventable diseases and allow earlier treatment for a variety of illnesses. This, in turn, would
reduce both personal and system-wide spending on treating preventable illnesses and would allow
treatment of illnesses at earlier stages, when they are cheaper and easier to treat. Far too many Americans
are unable to get the care they need because they are uninsured or underinsured, meaning they cannot
afford to use the coverage they have. By eliminating out-of-pocket costs, Medicare for All would ensure
access to needed care for everyone in the United States. Studies have found that out-of-pocket costs cause
consumers to decrease their use of potentially valuable health care. 5

Medicare for All would also improve provider choice for all Americans by allowing people to choose
their doctor and hospital, as every provider and hospital would be in-network. Currently, Americans must
spend inordinate amounts of time figuring out which providers are in-network versus out-of-network,
especially those now enrolled in for-profit private insurance or Medicare Advantage. For example, more
than one-third of Medicare Advantage enrollees have to deal with narrow networks—defined as including
less than 30 percent of physicians in a given county—and fewer than one in four Medicare Advantage
enrollees has access to a broad network of providers. 6
Medicare for All would also guarantee access to vision and dental services, which many Americans,
including seniors, struggle to afford. Lack of access to dental services can put Americans at risk for
infection, decreased quality of life, and difficulty eating. Low-income seniors were particularly likely to
not have had a dental visit, with only around one in four having done so in the past year, compared to
nearly 75 percent of beneficiaries with higher incomes. 7 Seniors also struggled to access vision services,
with over 40 percent of Medicare beneficiaries with vision impairment reporting they had not received an
eye exam in the past year and, among people who did receive care, beneficiaries reported paying around
60 percent of the cost of vision services out of pocket. 8
2. Medicare for All Would Provide Access to Long-term Care
Another unique benefit of Medicare for All is that it would also ensure access to long-term care for
everyone in the U.S. This would improve patients’ quality of life while also bringing down the cost of
care, as more people would be able to receive care in their homes instead of in expensive institutions, like
nursing homes. Medicare for All would ensure that beneficiaries could be served in the setting of their
choice with the services they need. And by providing more care through long-term home and communitybased services, Medicare for All could save money compared to institutional care, given that a year of
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care in a nursing home costs more than twice as much as having a home health aide for a year and five
times as much as a year of care through adult health day care. 9
Improving the efficiency of our long-term care is crucial because around 70 percent of people over 65 will
require at least some long-term care in their lifetimes. 10 Given our changing demographics—by 2030 all
baby boomers will be 65 or older and by 2035 Americans age 65 and older will outnumber the number of
children under 18 for the first time in U.S. history—we must ensure that we are providing access to needed
long-term care in the most humane and efficient way possible. 11 Medicare for All would meet both of these
goals and begin the crucial transition from the institutional bias of our current long-term care system to a
system that serves patients in the setting and community of their choice.
II.

MEDICARE FOR ALL WOULD PROTECT PATIENTS

Our for-profit health care system does a better job protecting investors than it does protecting patients.
Poor quality for-profit private insurance, which often includes excessive cost sharing, is a key reasons that
Americans have the worst health outcomes of peer nations and report the highest rates of unmet health
care needs of comparable countries. 12 Nearly one in four Americans reported skipping a health care
appointment due to the cost, a number more than double the average across comparable countries. 13 For
lower-income Americans, than number was even higher, with more than 40 percent reporting having
unmet health care needs due to cost—meaning not going to the doctor; skipping a test, treatment or follow
up; or not filling a prescription or skipping doses. 14 Another study found that the U.S. ranked worst out of
16 industrialized countries for deaths that could be prevented with proper medical care. 15
And when Americans seek care, many face medical debt or bankruptcy. A survey by the Consumer
Financial Protection Bureau found that medical debt was the most common reason for debt collection
calls in the United States. 16 Nearly 60 percent of consumers who were contacted about debt collection
were contacted due to outstanding medical debt.
Even Americans with insurance may have difficulty paying their medical bills. The percentage of
working-age adults with insurance through their job who were underinsured—meaning they face such

9ERICA L. REAVES AND MARYBETH MUSUMECI, KAISER FAMILY FOUNDATION, MEDICAID AND LONG-TERM SERVICES AND SUPPORTS: A PRIMER,
at 3 (December 2015), https://bit.ly/2CAzEPY.
10Emily Gurnon, The Staggering Prices of Long-Term Care 2017, FORBES (September 26, 2017),
https://bit.ly/2W5hFZp.
11Press Release, U.S. Census Bureau, Older People Projected to Outnumber Children for First Time in U.S. History (Sep. 6,
2018), https://bit.ly/2p8zoQY.
12Eric C. Schneider, et al., The Commonwealth Fund, Mirror, Mirror 2017: International Comparison Reflects Flaws and
Opportunities for Better U.S. Health Care, at 5 (July 2017), https://bit.ly/2PTfYe2.
13Irene Papanicolas, Liana R. Woskie and Ashish K. Jha, Health Care Spending in the United States and Other High-Income
Countries, 319 JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 1024-1039, 1037 (2018).
14Id.
15Ellen Nolte and Martin McKee, Variations in amenable mortality—Trends in 16 high-income nations, 103 HEALTH POLICY
47-52, 49 (2011).
16CONSUMER FINANCIAL PROTECTION BUREAU (CFPB), CONSUMER EXPERIENCES WITH DEBT COLLECTION: FINDINGS FROM THE CFPB’S
SURVEY OF CONSUMER VIEWS ON DEBT, at 21 (January 2017), https://bit.ly/2ODJkk5.

3

excessive out-of-pocket costs that they cannot afford to use their coverage—rose from 10 percent in 2003
to 25 percent in 2016. 17
Rising out-of-pocket costs, such as co-pays and deductibles, are a key reason many Americans face
challenges affording the care they need. Further, a recent survey found that middle-income Americans
with private insurance were the most likely to report increases in their out-of-pocket costs. 18 By
eliminating out-of-pocket costs, Medicare for All would ensure access to needed care for everyone in the
United States and would reduce the administrative burden of collecting and processing those payments.
1. Medicare for All Would Finally End the Scourge of Surprise Billing
Medicare for All would also provide the most comprehensive protection against unexpected medical bills
that can devastate families’ finances and even send them into medical debt or bankruptcy. Surprise bills
occur because some providers located in facilities that are otherwise in-network for someone’s insurance
may not actually be included in their insurer’s network. For example, during an emergency, a patient
doesn’t have time or the ability to check whether each provider that is treating them is considered innetwork by their plan. And during surgery, there could be multiple doctors and nurses, some of whom
may not be in-network. 19 This practice leaves patients on the hook for the difference between the amount
the insurance company is willing to pay and a provider’s total fee.20
Even a patient who is vigilant and tries to ensure they are being treated by in-network providers may have
trouble avoiding surprise bills. Nearly 70 percent of respondents who experienced surprise bills that they
were unable to pay did not know that the health care provider was considered out-of-network when they
received care. 21 In addition, more than half of Americans received a medical bill for something they
thought their health insurance covered. 22 Medicare for All providers would be prohibited from submitting
any such bills to patients as their compensation would be handled through the Medicare for All system.
Because all other plans leave at least some patients under for-profit private insurance, Americans would
continue to risk being subject to surprise bills.
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2. Medicare for All Would Ensure that No One in the U.S. Would Lack Coverage
Disruption of coverage is already extremely common in our current health care system. A recent study
found that nearly thirty percent of Americans with employer-sponsored experienced a disruption in their
health care coverage in a given year under our for-profit system as they change or lose jobs, their employer
changes insurer or plan, and as the quality of their insurance declines while the cost increases. 23 Further,
labor force data show than the average American worker will have had 11-12 different jobs by the time
they are thirty, nearly all of which would require a change in insurance. 24 Transitioning everyone in the
United States to Medicare for All would end the constant churn of health care coverage and the stress and
administrative waste that it creates. 25
Enrollment for Medicare for All would be similar to traditional Medicare but would happen at birth,
establishment of residency, or other similar circumstances. Once everyone is enrolled in Medicare for All,
there would be no further need for additional coverage transitions and most crucially, there would be no
one facing the loss of insurance when they change or lose a job or go back to school. Everyone in the
United States would finally be covered and would remain covered throughout their lives. Compared with
the constant disruptions and transitions in insurance plans that Americans currently face every time they
change jobs or their employer changes their insurance plan, the one-time transition to Medicare for All
would be much less disruptive than our current system.
III.

MEDICARE FOR ALL WOULD CONTROL HEALTH CARE COSTS AND REDUCE
WASTEFUL SPENDING

In the United States, we spend $3.5 trillion, or more than $10,000 per person, on health care annually—a
staggering sum—a great deal of which is wasted or unnecessary. 26 As a country, we spend far more on
health care than other comparably wealthy nations. Our public spending on health care, per capita, alone
is higher than what nearly all other wealthy countries pay, per capita, for their entire health care systems.
This is all the more remarkable because all of these countries, unlike the United States, provide universal
coverage to their residents. Despite this excessive spending, the United States has the worst health
outcomes compared to similar countries. 27
Numerous studies have analyzed the prospective effectiveness of single-payer plans nationally and at the
state level. 28 Most of these studies found savings, to varying degrees. These findings are supported by the
experiences of countries that already have universal health care and provide care more efficiently than the
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United States. 29 A recent study found that Medicare for All could save nearly 20 percent versus our
current system, with the largest sources of savings being increased administrative efficiency and
significantly lower pharmaceutical prices.30 Another recent estimate found that simplified administration
under Medicare for All would save the U.S. more than $500 billion a year. 31
Medicare for All would create enough savings that even a significant increase in the amount of care
provided would be more than offset. 32 These savings would be achieved by reducing administrative waste
and through harnessing the federal government’s negotiating power to bring down the price of care,
including setting global budgets for institutions.
1. Medicare for All Would Reduce Wasteful Spending on Administration
In the 1980s our spending was much more in line with similar countries, before rapidly rising over the last
few decades. 33 Increased administrative costs are one of the key reasons that overall health care costs
have risen sharply over the past 40 years. The United States has the highest rate of administrative health
care costs among wealthy countries. 34 Excessive administrative spending is wasteful because it
contributes nothing to treating patients or improving health outcomes. Under our fragmented system,
around one-third of U.S. health care dollars are spent on administrative functions, including insurance
company overhead; administrative costs of hospitals, practitioners, nursing homes and other providers;
and costs incurred by employers in managing their workers’ benefits. 35
Costs relating to managing health insurance are a major component of these rising administrative costs.
Private insurers spend around 12 percent of their annual budgets on administration. 36 Traditional
Medicare is much more efficient, spending only around two percent on administrative costs. 37 Higher
administrative costs for hospitals also contribute to our excessive spending. If our hospital administrative
spending were brought in line with more efficient countries, the U.S. could save more than $150 billion
each year on hospital spending alone. 38
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2. Medicare for All Would Reduce the Cost of Prescription Drugs and Medicare Services
through Negotiation
The prices Americans pay for prescription drugs are also outrageously high compared to similar
countries. One recent study compared our health care spending with 10 other wealthy nations and found
that the United States spent around $1,450 per capita on prescription drugs, the most of any wealthy
country and more than double the roughly $750 per capita average of all 11 countries. 39 Further, an
analysis by The Wall Street Journal compared U.S. prices across a number of drugs to prices in England,
Norway, and Ontario, Canada. It found that U.S. drug prices were almost always higher, often
significantly higher. 40
Spending on prescription drugs in the United States totaled more than $480 billion in 2016, almost 15
percent of the $3.3 trillion total spent on health care that year. 41 Instituting a Medicare for All system
would finally allow the government to negotiate the price of prescription drugs on behalf of all
Americans.
Comprehensive negotiation on behalf of the entire U.S. population is another unique benefit of a
Medicare for All system. It would be a big improvement on the current Medicare program, which is
prohibited from negotiating lower drug prices on behalf of the nation’s seniors. 42 In contrast, the Veterans
Health Administration (VHA) negotiates the price of drugs for the veterans it serves. As a result, veterans
pay much lower drug prices than the general public. A 2015 study found that Medicare Part D would save
around $16 billion a year if the agency were able to negotiate similar prices to those negotiated by the
VHA on the same brand-name drugs. 43
Given that Medicare for All would mean the government would have negotiating power on behalf of a
much larger population—all Americans—drug prices would be even lower under Medicare for All than
they are for the VHA. A recent estimate found that Medicare for All could save over $100 billion a year
on drug costs. 44
In addition to high drug prices, the cost of common medical procedures, such as appendectomies, hip
replacements, and angioplasties, are often significantly higher in the United States than in other
comparably wealthy countries. 45 In addition, basic health care prices for the same procedure vary wildly
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between health care providers, which reveals inefficiencies and overpriced services. 46 Providers and
insurers generally negotiate prices behind closed doors and refuse to disclose their negotiated prices,
citing trade secrets.
Allowing the federal government to use its full negotiating power would make health care pricing more
rational and wring out a massive amount of waste from unnecessarily high prices. Under Medicare for
All, the U.S. government would be able to negotiate reasonable prices for services and would prevent
providers from charging vastly different prices for the same services.
One key way to ensure more rational prices for services under Medicare for All is the use of global
budgets—comprehensive budgets negotiated between the government and health care institutions (such as
hospitals and nursing homes)—to control spending while ensuring access to medically necessary
services. 47 Under global budgets, institutions have the incentive to control costs as they provide care. In
contrast, our current system creates incentives for institutions to maximize revenue, for example by
building expensive new hospital wings and then pressuring providers to refer patients for care, instead of
furnishing the most sensible and medically necessary care.48 Global budgets would have the potential to
align providers’ incentives with their missions to provide medically necessary care to those who need it.
A key part of reducing the incentive for institutions to maximize revenue is to ensure rational spending on
expensive renovations and on purchasing brand-new health care technology that can cost millions of dollars
for a single machine. This would be done by creating a separate budget for capital expenditures, such as on
medical equipment and expansions of facilities, from operating expenditures under global budgets. Capital
purchases impose upfront costs on providers. Once purchased, they create incentives to provide unnecessary
care to recoup their investments. 49 By requiring separate budgets for the purchases of expensive medical
equipment and building expansions, Medicare for All could ensure that such purchases are warranted by a
community’s needs and would thus reduce unnecessary spending, both on the capital expenses themselves
as well as on spending for related services. Instead of having every hospital compete by purchasing complex
new technology or building fancy new hospital wings, city and regional capacity would be considered to
ensure access to needed care across the country.
IV.

CONCLUSION

It is inhumane to have 30 million Americans lack any form of health care coverage, placing them at risk
of personal and financial ruin if they get sick. Further, having so many Americans uninsured leads to tens
of thousands of needless deaths each year. 50 The United States has for too long debated creating a single46Elisabeth
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payer universal health care system without delivering. Despite this failure, Medicare has successfully
achieved universal guaranteed coverage for Americans 65 and older since its passage more than 50 years
ago. The success of Medicare highlights the importance of building on that program’s accomplishments
and finally extending guaranteed access to health care to everyone in America.
Everyone depends on the health care system at some time in their lives. From the moment you are born
(likely at a hospital) to the day you die, you are part of the health care system whether you are healthy or
sick. Even when we feel perfectly fine and haven’t had a checkup, the health care system serves and
protects us through the development of vaccines, control of infectious disease, and research on ailments
likely to befall us, our family, or our community.
And because we rarely know when we might experience our next brush with illness or injury, we need the
health care system ready and waiting, just in case.
Thankfully, momentum for a better system is growing. The public outcry for a fairer system that allows
everyone access to the care they need will only get stronger as costs of the status quo continue to rise. For
example, a recent poll found that 70 percent of Americans, including a majority of Republicans, support
providing Medicare to every American.51
A single-payer Medicare for All system would improve the current Medicare program and expand it to
everyone in the United States, while providing a number of unique benefits above and beyond other
proposed reforms. Such a system would provide better access to care and would be far more efficient than
our current fragmented health care system. The successful experience of other nations implementing
similar programs for their citizens shows what great potential such a system has for improving the lives of
everyone in the United States.
For questions, please contact me at ekemp@citizen.org.
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