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Objectives

¨ Illustrate inequities in health care access
¨ Discuss other problems with our current system
¨ Learn how a single-payer system would help create 

equitable, high quality healthcare for ALL
¨ Learn how you can advocate for such a system



Disclosure

¨ I am board member and past co-chair of Physicians 
for a National Health Program Minnesota

¨ A 501(c)3 organization dedicated to building a 
movement to create an innovative health care 
system that will cover all Minnesotans in an 
equitable and economically feasible manner”

¨ We are subsidiary of PNHP, a larger umbrella 
group founded in 1987





Defining Health Equity

¨ “Everyone has the opportunity to attain their highest 
level of health.”  --APHA
¤ “Inequities are created when barriers prevent 

individuals and communities from accessing these 
conditions (social determinants of health---housing, 
healthcare, transportation, food) and reaching their full 
health potential.” -ibid

¨ “Social determinants of health are mostly 
responsible for health inequities…unfair and 
avoidable differences in health status.” --WHO



My experiences with health inequities

¨ Medical school
¨ Residency
¨ Clinical practice in family medicine and emergency 

medicine
¨ Clinical work in Central African Republic
¨ Today



Social Determinants of Health

Kaiser Family Foundation



Health Disparities—MN example

MN Community Measurement and Dept of Human Services



Example: factors associated with being 
under-vaccinated

¡ Low socioeconomic status
¡ Paying for immunizations
¡ Lack of health insurance
¡ Low parental education
¡ Younger maternal age
¡ Large family size
¡ Not remembering 

vaccination schedules and 
appointments

¡ Delayed well child visits
¡ Sick child delays

¡ Inadequate provider support
¡ Lack of available health 

structures
¡ Transportation and 

accessibility issues for 
immunization clinics

¡ Lack of knowledge about 
vaccines and diseases

¡ Negative beliefs/attitudes
¡ Fear/safety concerns
¡ Skepticism/doubts about 

medical information provided
*Falagas ME and Zarkadoulia E, “Factors associated with suboptimal compliance to vaccinations in children in 
developed countries: a systematic review.” Current Medical Research and Opinion, Vol 24(6):2008



Insurance and Health Equity

¨ A lot more than health insurance determines whether 
someone will achieve good health.

¨ BUT, our health insurance “system” erects barriers that 
perpetuate disparities and thwart equity.
¤ Through lack of insurance
¤ Through “churning”
¤ Through under-insurance (co-pays and deductibles)
¤ Through differential reimbursement to health care facilities 

serving the under-served
¤ All while profiting off the inequity



Insured — difficulty affording care



29% Struggle to Pay Medical Bills



And Make Troubling Trade-offs



And Skip Necessary Care



Impacts of Illness

¨ Lost Work Time
¨ Lost Earnings
¨ Unemployment
¨ Medical Bankruptcy

These effects can occur irrespective of insurance status

Himmelstein, Thorne, Warren, Woolhandler, “Medical Bankruptcy in the United States, 2007: Results of a 
National Study,” American Journal of Medicine, August 2009, 122 (8): 741-6.

Dobkin, Carlos, Amy Finkelstein, Raymond Kluender, and Matthew J. Notowidigdo. 2018. "The Economic 
Consequences of Hospital Admissions." American Economic Review, 108 (2): 308-52.



Who is impacted most by out-of-pocket costs?
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Who is impacted most by out-of-pocket costs?

Urban Institute
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Who is impacted most by out-of-pocket costs?

American Community Survey, 2012-16
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Who is impacted most by out-of-pocket costs?

American Community Survey, 2014
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Impact of a $400 emergency

Federal Reserve, 2015



The Land of 328,556 Uninsured 

American Community Survey, 2016

- 6.1% of Minnesotans 
are uninsured
- 4.2% of MN children
- 17.5% of foreign-born 
individuals



% Uninsured by Race, MN, 2016
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Uninsured Rates, Hennepin Co, 2016

American Community Survey, 2016
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Uninsured Rates, Hennepin Co, 2016

American Community Survey, 2016
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How has this affected my patients?



Our system is not merely inequitable

¨ But also
¤ Achieves worse (or no better) health outcomes than 

other developed countries
¤ Is expensive and administratively wasteful



International Comparisons

¨ U.S. ranks
¤ 31st in life expectancy (79 yrs)
¤ 36th in health-adjusted life expectancy
¤ ~40th in infant mortality (5.9 deaths/1,000 livebirths)
¤ ~45th in maternal mortality (14 deaths/100,000 LBs)

Most recent WHO or CIA databook statistics



International Comparisons

¨ Compared with UK, Canada, Australia, Germany, 
Japan, Sweden, France, Netherlands, Switzerland, 
Denmark, in 2016 the US had:
¤ Lowest life expectancy (78.6 yrs vs 80.7-83.9 yrs)
¤ Highest infant mortality (5.8 per 1,000 LBs vs 3.6)
¤ Highest obesity rate; 2nd lowest smoking rate

Papanicolas I, Woskie LR, Jha AK. Health Care Spending in the United States and Other High-Income 
Countries. JAMA. 2018;319(10):1024–1039. doi:10.1001/jama.2018.1150



International Comparisons

¨ Compared with these same countries, the US had
¤ Highest healthcare spending as proportion of GDP (17.8%, 

compared with 9.6-12.4% elsewhere)
¤ Lowest insured rate (90%, vs 99-100% elsewhere)
¤ Highest drug prices ($1443 per capita vs $463-939)
¤ Highest administrative costs (8% vs 1-3% elsewhere)*
¤ Highest health care professional salaries (med school debt 

was not discussed!)

* All told, administrative expenses in US health care are much higher

Papanicolas I, Woskie LR, Jha AK. Health Care Spending in the United States and Other High-Income 
Countries. JAMA. 2018;319(10):1024–1039. doi:10.1001/jama.2018.1150



We’re not “Overusing Healthcare”

¨ High US spending relates to high prices and 
administrative waste, not excess utilization

¨ High US health care spending relative to other 
countries occurs despite similar utilization patterns for
¤ Pneumonia
¤ COPD
¤ Acute MI
¤ Coronary bypass
¤ Joint replacements

Papanicolas I, Woskie LR, Jha AK. Health Care Spending in the United States and Other High-Income 
Countries. JAMA. 2018;319(10):1024–1039. doi:10.1001/jama.2018.1150



Single-Payer — The Idea

¨ Equity — Everybody in, nobody out!
¨ Comprehensive coverage, including

¤Medical care
¤Dental
¤Mental health and substance abuse
¤ Long-term care

¨ First-dollar coverage, progressive public funding
¨ Free choice of doctor/provider (no networks)



Single-Payer Saves Money

¨ International comparison demonstrate this
¨ Economic models in the US demonstrate this
¨ Achieves savings through

¤ Reducing administrative burden
¤ Eliminating insurance profiteering
¤ Bulk drug price negotiation
¤ Global budgeting
¤ NOT through erecting barriers to care



Single-Payer Bills on the Table

¨ Minnesota — The Minnesota Health Plan
¤Chief authors — Sen. John Marty, Rep. David Bly
¤SF 219, HF 358

¨ Nationally, “Improved and Expanded Medicare 
for All”
¤Chief sponsors — Rep Keith Ellison, Sen. Bernie 

Sanders
¤HR 676, SB 1804



A Caveat

¨ Many politicians and groups are trying to 
capture the popularity of single-payer and 
apply it to plans that do not measure up

¨ True single-payer does not:
¤ Preserve a role for private health insurance
¤ Require people to remain in provider or hospital networks
¤ Rely on “Pay for Performance,” “Accountable Care Organizations,” or 

other managed care tools (which have not demonstrated reliably that 
they improve outcomes, improve equity, or reduce costs)



Single-Payer and Health Equity

¨ Single-payer is not a panacea
¨ But it levels the playing field dramatically on

¤Access
¤Cost
¤Quality

¨ Which allows us to better move the needle on 
other social determinants of health

¨ We are part of a broader movement for social 
justice



How can medical students get involved?

¨ Join PNHP nationally and PNHP-MN
¨ Join and become leaders in single player organizations
¨ Attend the HEALTHCARE-NOW Single-Payer Strategy 

Conference, June 22-24 downtown Minneapolis
¨ Advocate for single-payer in your social, faith-based 

and business and professional groups, as well as with 
your elected representatives



Thank you!

¨ Learn More:
¤ www.pnhp.org
¤ www.pnhpminnesota.org

¨ Feel free to contact me — lrlgmm@gmail.com —with 
interest in PNHP-MN summer internship or single-payer 
advocacy

¨ Videos of Interest:
¤ Minnesota Videos
¤ National Video


