emphasis away from business activities such as
advertising and acquisitions.
Most importantly, for patients and their families, an NHP
would mean that sickness and health would be entirely
divorced from financial concerns. Our health-care system
would again be centered on the mission of health.
As pulmonary and critical care physicians, we aim to
utilize the highest quality evidence, in conjunction with
our understanding of the pathophysiologic and social
determinants of health, to provide the best care for
patients. By taking such an evidence-based approach
to the realm of policy, we conclude that only a singlepayer system can address the problem of rising healthcare costs, while simultaneously ending the grave
inequalities that continue to plague our critically ill
health-care system.

Acknowledgments
Other contributions: The authors acknowledge Mark Almberg, BA,
David Himmelstein, MD, and Steffie Woolhandler, MD, MPH, for
their careful review of this manuscript.

References

11. Wharam JF, Zhang F, Landon BE, Soumerai SB, Ross-Degnan D.
Low-socioeconomic-status enrollees in high-deductible plans
reduced high-severity emergency care. Health Aff (Millwood).
2013;32(8):1398-1406.
12. National Heart, Lung and Blood Institute. Morbidity and mortality:
2012 chart book on cardiovascular, lung, and blood diseases.
National Institutes of Health website. http://www.nhlbi.nih.gov/files/
docs/research/2012_ChartBook.pdf. Accessed March 3, 2015.
13. O’Sullivan BP, Orenstein DM, Milla CE. Pricing for orphan drugs:
will the market bear what society cannot? JAMA. 2013;310(13):
1343-1344.
14. Hendeles L, Colice GL, Meyer RJ. Withdrawal of albuterol inhalers
containing chlorofluorocarbon propellants. N Engl J Med.
2007;356(13):1344-1351.
15. Prieto-Centurion V, Markos MA, Ramey NI, et al. Interventions to
reduce rehospitalizations after chronic obstructive pulmonary
disease exacerbations. A systematic review. Ann Am Thorac Soc.
2014;11(3):417-424.
16. Sjoding MW, Cooke CR. Readmission penalties for chronic
obstructive pulmonary disease will further stress hospitals caring for
vulnerable patient populations. Am J Respir Crit Car Med.
2014;190(9):1072-1074.
17. Halpern NA, Pastores SM. Critical care medicine in the United
States 2000-2005: an analysis of bed numbers, occupancy rates, payer
mix, and costs. Crit Care Med. 2010;38(1):65-71.
18. Gooch RA, Kahn JM. ICU bed supply, utilization, and health care
spending: an example of demand elasticity. JAMA. 2014;311(6):
567-568.
19. Woolhandler S, Campbell T, Himmelstein DU. Costs of health care
administration in the United States and Canada. N Engl J Med.
2003;349(8):768-775.

1. Congressional Budget Office. Insurance coverage provisions of
the Affordable Care Act-CBO’s March 2015 Baseline. https://www.
cbo.gov/sites/default/files/51298-2015-03-ACA.pdf. Accessed
May 6, 2015.

20. Woolhandler S, Himmelstein DU, Angell M, Young QD. Physicians’
Working Group for Single-Payer National Health Insurance.
Proposal of the Physicians’ Working Group for Single-Payer
National Health Insurance. JAMA. 2003;290(6):798-805.

2. Curtis JR, Burke W, Kassner AW, Aitken ML. Absence of health
insurance is associated with decreased life expectancy in patients
with cystic fibrosis. Am J Respir Crit Care Med. 1997;155(6):
1921-1924.

COUNTERPOI NT:

3. Cassidy LD, Lambropoulos D, Enters J, Gourlay D, Farahzad M,
Lal DR. Health disparities analysis of critically ill pediatric trauma
patients in Milwaukee, Wisconsin. J Am Coll Surg. 2013;217(2):
233-239.
4. Slatore CG, Au DH, Gould MK. An official American Thoracic
Society systematic review: insurance status and disparities in lung
cancer practices and outcomes. Am J Respir Crit Care Med.
2010;182(9):1195-1205.

Should Pulmonary/ICU
Physicians Support
Single-payer Health-care
Reform? No

5. O’Brien JM Jr, Lu B, Ali NA, Levine DA, Aberegg SK, Lemeshow S.
Insurance type and sepsis-associated hospitalizations and sepsisassociated mortality among US adults: a retrospective cohort study.
Crit Care. 2011;15(3):R130.

Gilbert G. Berdine, MD

6. Lyon SM, Douglas IS, Cooke CR. Medicaid Expansion under the
Affordable Care Act. Implications for insurance-related disparities in
pulmonary, critical care, and sleep. Ann Am Thorac Soc. 2014;11(4):
661-667.

I would like to thank the editors of CHEST and my
opponents in this debate for inviting me to discuss
this matter of great importance to pulmonologists
and critical care physicians. Rather than decreasing

7. Bisgaier J, Rhodes KV. Auditing access to specialty care for children
with public insurance. N Engl J Med. 2011;364(24):2324-2333.
8. Collins SR, Rasmussen PW, Beutel S, Doty MM. The Problem
of Underinsurance and How Rising Deductibles Will Make It
Worse—Findings from the Commonwealth Fund Biennial Health
Insurance Survey. The Commonwealth Fund. 2015.
9. Dormuth CR, Maclure M, Glynn RJ, Neumann P, Brookhart AM,
Schneeweiss S. Emergency hospital admissions after income-based
deductibles and prescription copayments in older users of inhaled
medications. Clin Ther. 2008;30(pt 1):1038-1050.
10. Dormuth CR, Glynn RJ, Neumann P, Maclure M, Brookhart AM,
Schneeweiss S. Impact of two sequential drug cost-sharing policies
on the use of inhaled medications in older patients with chronic
obstructive pulmonary disease or asthma. Clin Ther. 2006;28(6):
964-978.

j ournal.publicat ions.chest net .org

Lubbock, TX

AFFI LI ATI ONS: Departments of Internal Medicine and Medical
Education, Texas Tech University Health Sciences Center, and Free
Market Institute.
FI NANCI AL/ NONFI NANCI AL DI SCLOSURE: None declared.
CORRESPONDENCE TO: Gilbert G. Berdine, MD, Department of
Internal Medicine, Texas Tech University Health Sciences Center, 3601
4th St, STOP 9410, Lubbock, TX 79430; e-mail: gilbert.berdine@ttuhsc.
edu
Copyright Ó 2016 American College of Chest Physicians. Published by
Elsevier Inc. All rights reserved.
DOI : http://dx.doi.org/10.1016/j.chest.2016.02.664

11

Health-care providers compete with each other for
the patronage of health-care consumers. Providers can
compete by increasing quality or convenience or by
decreasing price. Over time, ceteris paribus (all other
things being equal), a competitive health-care market
will see increases in quality or convenience at lower
prices. The term “single-payer” is a euphemism for
monopoly. A monopoly requires legal barriers against
new competition entering the market. Monopolies
have no reason to improve quality or convenience
and have no reason to lower price as customers have
nowhere else to go for a needed good or service. Over
time, ceteris paribus, a monopoly will offer a declining
quality of product or service at less convenience to
customers at ever-increasing prices. There are no
exceptions to these rules. The aforementioned argument
ought to settle the issue, but some people do not accept
a priori analysis and want empiric evidence.
Medicare is a large single-payer segment of the total
health-care market. It is a popular program, but since
the beneficiaries get something for nothing, what is
not to like? The Social Security Administration
estimated that the average annual cost of health care
was $442 per person in 1962, which was shortly
before the creation of Medicare.2 The Social Security
Administration further found that 90% of seniors
paid for their health care out of pocket. This study
prompted The New York Times on August 2, 1964,
to complain that the average cost of a hospital stay
was approximately $285 per week.3 Fifty years later,
the problem we see is that very few young people
can afford health care. The average cost of a hospital
stay in 2010 was $9,700 ($1,379 in Consumer Price
Index–adjusted 1964 dollars) per day.4 A week in the
hospital now exceeds the median annual household
income.
Another example of what a single-payer health-care
system would look like in the United States is the
Veterans Health Administration system. When I entered
“VA scandal” into Google, I got 27,800,000 hits. A
Washington Post headline from June 23, 2015, reads:
“One year after VA scandal, the number of veterans
waiting for care is up 50 percent.” 5
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How will physicians fare under a single-payer system?
The experience with Medicare does not give physicians
reason to be optimistic. Regulations were light and
reimbursement was generous at the inception of
Medicare to ensure support for the program by
physicians. Now that the legislation is firmly established,
Medicare no longer requires the support of the
American Medical Association or physicians in
general. Physicians have seen declines in real
reimbursement, along with increases in administrative
burdens and regulation consistent with the previously
mentioned rule of monopoly behavior. Pay for
performance is a new reimbursement cut disguised as
quality assurance. There are always half the providers
in the bottom half of any statistic regardless of how
high the actual quality may be. Adult pulmonologists
and critical care physicians have little choice but to
accept whatever payments are offered by Medicare.
The best solution to the health care problem is to let
people make choices without interference by the
government. This approach is known as the free market.
Markets exist wherever two or more people exchange
goods or services. Free markets are unhampered or
unhindered by government. Figure 1 illustrates a
market. The supply curve is characterized by a positive
slope: the quantity offered increases at a higher price.
The demand curve is characterized by a negative
slope: the quantity bid decreases at a higher price.
These curves must intersect. The intersection defines
the price P and quantity Q at which the market clears.
At the market clearing price, there are no unsatisfied
buyers or sellers. Everyone ends up with what they value

Price

health-care costs as promised, the ACA has led to
large premium increases and cancelled policies for
people who had insurance and were satisfied with
their insurance. These results were predicted.1 My
opponents in this debate suggest a single-system
payer as a solution. I respectfully disagree.

Supply

P

Demand
Q

Quantity

Figure 1 – Price discovery in a free or unhampered market. Supply is
generated by providers of goods or services. Demand is generated by
consumers of goods or services. The intersection of supply and demand
occurs at the price at which the number of willing buyers exactly matches
the number of willing sellers. This intersection determines the price (P)
and quantity (Q) at which the market clears. The market price changes
as the subjective priorities of buyers and sellers change over time.

[

1 5 0 # 1 C H E S T JU L Y 2 0 1 6

]

Price

Supply

P'
Subsidized
demand

P

Demand
Q

Q'

Quantity

Figure 2 – Effects of subsidies on markets. Both the native demand
(blue) and the subsidized demand (gray) curves are illustrated. The
subsidy or discount of the purchase price leads the buyer to accept a
higher price from the seller than otherwise would occur. The subsidized
demand curve intersects the supply curve at a higher price (P0) and
higher quantity (Q0). The higher quantity is the intent of the subsidy
and the higher price is the inevitable and unintended consequence.

greatest. Note that not every buyer makes a purchase
and not every seller makes a sale. Buyers who did not
make a purchase valued money equal to the market
clearing price more than the good or service. They
might have a different purchase of higher priority, or
they might wish to save for the future. Contrary to
what some say, this scenario is not a failure. After
every exchange on the free market, both buyer and
seller are better off.
Any attempt to force the price or quantity to different
values than those set by the price discovery process of
the market will leave unsatisfied buyers, sellers, or both.
Every government intervention with the market takes
one of two forms. The first form is a regulation by which
the government prevents two people from making an
exchange that they voluntarily would make. This
intervention leaves both of them worse off in their view.
The second form of intervention forces two people to
exchange when one or more does not wish to; usually
one person benefits at the expense of the other person.
The market always leaves the participants better off,
in their own view, than government intervention;
there are no exceptions.
Consider the pharmaceutical acetaminophen. This
medication is wonderful; it is not free, but it is within
the reach of anyone who wishes to obtain it. The
availability of acetaminophen is made possible by the
free market. One might dismiss this example as not
being representative. After all, acetaminophen is dirt
cheap. It is dirt cheap because the government has not
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made a mess of the market for acetaminophen. Consider
another drug, colchicine, which has been known
since antiquity. Overnight, the US Food and Drug
Administration managed to make this previously
easily obtained medication priced so high as to be
inaccessible by many patients through the use of patent
monopoly.6
Contrary to popular belief, Medicare is not insurance
(pooled risk). Medicare is a subsidy by which the
government discounts the purchase price of health
care and rebates some of the discount to health-care
providers. The discount can be 100% in some cases.
Figure 2 illustrates the effects of subsidies. The subsidy
makes the purchase price appear lower to buyers than
it is to sellers. Sellers are able to capture a higher price
than they would otherwise, which moves the demand
curve higher. The subsidized demand curve intersects
the supply curve at a new point with higher quantity
and higher price. The higher quantity is the intent of
the subsidy, but the unintended higher price cannot
be avoided. There are no exceptions.
The United States has a dysfunctional health-care
system, but it is not a market failure.7 No matter how
well intended, government regulations and subsidies
have caused inevitable price increases throughout the
health-care economy. Prices are no longer determined
by supply and demand; prices are determined by
whatever amounts lobbyists can convince Medicare
to pay. The unintended effects of government
intervention have priced health care beyond the reach
of the average person. When the average person
cannot afford health care, subsidies cannot solve the
problem. Insurance can solve outlier catastrophes, but
insurance cannot solve routine maintenance. The
problem is lack of choices rather than too many
choices. A single-payer system will expand the
scope of government monopoly in health care to the
detriment of both providers and consumers of health
care.
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Rebuttal From Drs Gaffney,
Verhoef, and Hall
Adam W. Gaffney, MD
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We welcome this important debate, which is unfolding
at a critical political juncture. Dr Berdine’s1 counterpoint
has usefully broadened our discussion beyond the
issue of single payer to the larger question of the role
of the free market in health care.
Dr Berdine1 argues that in an unhindered competitive
health-care marketplace, the market will clear at a price
and quantity of goods/services that, as if by definition,
leaves all parties maximally satisfied. This argument is
little more than a tautology that would, if possible, result in
a health-care dystopia that society would not accept. Lowincome individuals might “choose” to spend their money
on food instead of asthma inhalers. By Dr Berdine’s logic,
this scenario is as it should be, and any intervention by
government would only make things worse. Those dying
of status asthmaticus might beg to differ, if they were
able, as might patients with hypertension who suffer
strokes because they elected to cover their rent instead of
paying for physician visits.
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He argues that government involvement in the health
care realm has “priced health care beyond the reach of
the average person.” 1 It is a rather curious point, because
the United States already has a relatively privatized and
unregulated health-care system (compared with other
high-income nations) while also having the highest
costs.2 Furthermore, $375 billion of our expenditures
can be attributed to wasteful administrative costs
associated with our multipayer insurance market.3
Dr Berdine1 does make a good point when he notes that
government-granted patent monopolies can result in
high drug prices. To address this issue, a single-payer
national health program would directly negotiate with
pharmaceutical companies over drug prices. Indeed,
the Veterans Health Administration pays 40% less for
prescription drugs compared with Medicare, indicating
that substantial cost-savings could be achieved by
facilitating such negotiations.4
A free market for health care is not only undesirable:
it is, as economists have noted for decades, a fantasy.
Fundamentally, the degree of information asymmetry
between the buyer (the patient) and the seller (the
provider) prevents health care from conforming to the
theoretical tenets of free-market economics. Kenneth
Arrow famously contended that the uncertainty intrinsic
to health care makes it unique from other goods and
services.5 The health economist Bob Evans has argued
that not only has there never been a pure free market in
health care but that “inherent characteristics of health
and health care make it impossible that there ever could
be.” 6 On the contrary, he argues, attempts to inject
market mechanisms into health care are fundamentally
about redistribution. As health-care costs are shifted
from public to out-of-pocket sources, those with higher
incomes invariably benefit.
The US divergence from other high-income nations
is a disaster. We contend with uninsurance and
underinsurance, a lack of coverage for critical benefits,
worse outcomes, and higher overall costs. As others have
noted, the savings made possible through a single-payer
system 7 would allow extension of health care as a social
right to the entire nation. In contradistinction with a
fantastical health-care free market, such a program is
both attainable and desirable.
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