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The United States needs an efficient, effective, 
and politically feasible way to provide all Amer-
icans with access to affordable healthcare. We 

propose a new healthcare system named “Comprehen-
sive Healthcare for America” (CHA). 

The Need to Transform Our Healthcare 
System
The 2021 report of the Commonwealth Fund on the 
performance of the US healthcare system compared 

to those of 10 other high-income countries is damn-
ing. Even with the Affordable Care Act (ACA), the US 
ranks last in access to care, equity, administrative effi-
ciency, and healthcare outcomes. As a result, it ranks 
far below all the others in overall performance, despite 
vastly higher spending.1 The American public agrees: 
in the West Health-Gallup survey in June 21-30, 2022, 
44% gave the health system a grade of D or F.2 What 
can be done?

An obvious solution would be a single payer system, 
an expanded and improved “Medicare for All,” long 
advocated by Physicians for a National Health Pro-
gram. It would provide universal access and compre-
hensive benefits, would be equitable, and would reduce 
administrative barriers and costs. The Medicare for 
All bills of Bernie Sanders in the Senate and Pra-
mila Jayapal in the House of Representatives would, 
after a 2-4 year transitional buy-in period, institute 
automatic enrollment for everyone (except for those 
insured by the Department of Veterans Affairs and the 
Indian Health Service).3 This solution would be in line 
with the health systems of other high-income coun-
tries, which provide universal health insurance —gen-
erally considered a right — through either single payer 
systems or mixed systems with considerable govern-
mental control.4 
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Abstract: “Comprehensive Healthcare for Amer-
ica” is a largely single-payer reform proposal that, 
by applying the insights of behavioral economics, 
may be able to rally patients and clinicians suffi-
ciently to overcome the opposition of politicians 
and vested interests to providing all Americans 
with less complicated and less costly access to 
needed healthcare.
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It is highly unlikely, however, that Congress will pass 
a Medicare for All bill. First, the Republican party now 
has a majority in the House of Representatives, and, 
even if the Democrats regain control, the Republi-
cans would use the Senate filibuster to block any move 
toward single payer. Second, President Biden and 
many moderate Democrats are opposed to single payer. 
Instead, Biden campaigned in favor of a Medicare-like 
public option although in spring 2021 he backed away 
even from this.5 Third, single payer continues to be a 
difficult sell to voters, even though 67% of Republicans 
and 92% of Democrats agreed in January 2021 with 
“enacting federal legislation to ensure everyone has 
health insurance.”6 The Medicare for All bills would 
dramatically change healthcare financing, switching 

fully to federal taxes; would seem to many like a gov-
ernment take-over of healthcare; and would not allow 
people to opt out and keep the private insurances with 
which they are satisfied. But the majority of Ameri-
cans are opposed to tax increases, are suspicious of the 
federal government, and like their current insurance 
plans.7 Even the 63% who agreed in a Pew survey in 
July-August 2020 that “it is the federal government’s 
responsibility to make sure all Americans have health 
care coverage” were divided into 36% who favored a 
single government program and 26% a mixture of gov-
ernment and private programs.8 

Must we resign ourselves to merely gradual and 
piecemeal changes? Health policy experts have envi-
sioned many excellent reforms, most notably Micah 
Johnson and Donald Berwick’s “Medicare 2.0,” the 
transformation of traditional Medicare into a single 
plan with comprehensive benefits, and Ezekiel Eman-
uel and colleagues’ proposed extension to other states 
of Maryland’s use of global hospital budgets with equal 

payments to the hospitals by all payers, now known 
as the Maryland Total Cost of Care Model (TCCM).9 
The hospitals in TCCM are motivated by the global 
budgets to increase savings by directing funds to out-
patient providers and to underserved areas in order 
to improve the value of out-patient care and thereby 
reduce unneeded hospitalizations. Even if the suc-
cesses in Maryland are real,10 however, extending this 
program to other states would be difficult and slow, 
as Emanuel and his colleagues recognize. Moreover, 
both Medicare 2.0 and TCCM would leave us with a 
complex system of multiple insurers and be unlikely 
to achieve universal coverage.

The best path to universal access may seem to be, 
therefore, to institute what the Yale political scientist 

Jacob Hacker labels “Public Option 2.0.”11 Hacker has 
long argued for the creation of the Medicare-based 
public option that was abandoned for political reasons 
first by President Obama, then by President Biden. 
“Public Option 2.0” would be part of Medicare, using 
its national network of providers and basing their 
reimbursement on Medicare rates. It would have no 
deductibles and would cover all primary care with-
out copayments. It would automatically enroll low-
income people without insurance and be available 
through the ACA marketplace to those not eligible 
for other public insurances and even to workers with 
employer-sponsored insurance. It would, however, 
allow private plans to be available in the ACA market-
place as well as from employers. Hacker argues that 
his plan is politically feasible, since most of the pub-
lic supports a public option,12 and that it could then 
evolve into something close to Medicare for All. The 
increasing privatization of Medicare — through Medi-
care Advantage and recently through Direct Contract-

We propose a plan that is as close as possible to Medicare for All, but that 
may be able to overcome the political obstacles to adoption: “Comprehensive 

Healthcare for America” (CHA). To explain it, we need to address seven 
questions. First, how can behavioral economics show us the path to take? 
Second, why are other proposals to achieve universal healthcare coverage 

inadequate? Third, what are the tenets of CHA and how does the plan differ 
from Medicare for All? Fourth, what impact will CHA have on healthcare 
expenditures? Fifth, why might CHA be able to rally sufficient support to 

achieve its adoption? Sixth, how will CHA be implemented? Seventh, what 
issues should be postponed until after CHA is implemented?
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ing Agencies and now the Accountable Care Organiza-
tion Realizing Equity, Access, and Community Health 
(ACO REACH) model — threatens, however, to leave 
little traditional Medicare left to expand.13 More fun-
damental reform than a public option is, therefore, 
needed right away.

We propose a plan that is as close as possible to 
Medicare for All, but that may be able to overcome 
the political obstacles to adoption: “Comprehensive 
Healthcare for America” (CHA). To explain it, we need 
to address seven questions. First, how can behavioral 
economics show us the path to take? Second, why 
are other proposals to achieve universal healthcare 
coverage inadequate? Third, what are the tenets of 
CHA and how does the plan differ from Medicare for 
All? Fourth, what impact will CHA have on health-
care expenditures? Fifth, why might CHA be able to 
rally sufficient support to achieve its adoption? Sixth, 
how will CHA be implemented? Seventh, what issues 
should be postponed until after CHA is implemented?

1. Lessons of Behavioral Economics: 
Achieving Acceptance of CHA
Psychologists have demonstrated that people’s judg-
ments and decisions can be greatly affected by how a 
choice is framed, by risk aversion, by inertia and status 
quo bias, and by the greater weighting of losses than of 
gains.14 Inertia and avoidance of complex choices have 
repeatedly prevented people from switching to more 
beneficial insurance plans.15 Accordingly, people who 
currently have private insurance would be unlikely to 
switch to a “public option,” even if they support it for 
other people, or to favor “single payer” if it means giv-
ing up their current insurance.

Behavioral economists can, however, show us the 
road to take. According to the “libertarian paternal-
ism” proposed by Richard Thaler and Cass Sunstein, 
“people should be free to do what they like — and to 
opt out of undesirable arrangements if they want,” but 
“it is legitimate for choice architects to try to influence 
people’s behavior in order to make their lives longer, 
healthier, and better,” i.e., to “make choosers better off, 
as judged by themselves.”16 Every choice has a struc-
ture, a framework, even if it is only a starting point; 
the aim of the paternalist is to alter the structure, to 
reframe the choice enough to give people a “nudge.” 
An often-cited demonstration of choice architecture 
— in particular, the power of default options — is the 
much higher rate of organ donation when people must 
opt out if they do not want to donate after death than 
when people have to opt in.17 

Automatic enrollment increases participation in 
retirement plans; indeed, the Pew Charitable Trusts 

found in 2018 that plans that auto-enrolled had partici-
pation rates exceeding 90 percent compared with rates 
in the 50 percent range for plans in which workers had 
to opt in.18 Moreover, the value of automatic enroll-
ment in health insurance has been demonstrated by 
the successes not only of Medicare — in which enroll-
ment in Parts A and B is automatic for those turning 
65 who have opted to get Social Security payments — 
but also of a program called Express Lane Eligibility 
(ELE) for the Children’s Health Insurance Program 
(CHIP). In 2009, Congress allowed states to use ELE 
to provide the automatic enrollment into CHIP of chil-
dren in financially qualified families. Although only 14 
states adopted ELE, even temporarily, the results were 
higher enrollment with lower administrative costs.19 
When Louisiana subsequently changed the enrollment 
process to require parents to check an opt-in box on 
the Supplemental Nutrition Assistance Program appli-
cation form, ELE enrollment fell by 62%.20

Recently multiple experts have presented detailed 
plans to use automatic enrollment to reduce the num-
ber of persons without health insurance.21 Their pro-
posals have, however, major flaws:

• They are partial, i.e., they apply automatic 
enrollment only to portions of the population, 
not all (even if the currently uninsured are the 
portion most in need).

• As a result, they maintain — and possibly 
increase — the complexity of the current health 
insurance system, with its multitude of different 
types of insurance.

• In consequence, they do not decrease the excess 
administrative expenses and the hassles to 
patients, physicians, and hospitals of the current 
system.

• Instituting them would involve a multiplicity of 
legal and administrative changes.

• The proposal of Linda Blumberg and colleagues, 
in particular, does not allow people to opt out 
of health insurance, i.e., requires them to pay 
for coverage (if sufficient income) whether they 
want it or not.22 It is, therefore, likely to elicit 
libertarian objections, thereby raising a further 
political obstacle to its adoption (as the authors 
acknowledge).

We can, nonetheless, conclude that, to achieve peo-
ple’s buy-in, our plan needs to be simple and auto-
matic for them, to avoid threatening what they like, 
to nudge them toward what they will see as ben-
efits, and to allow them the freedom to opt out. 
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2. Proposals to Reform the Healthcare 
System
Two types of proposals to achieve universal access 
fall in between the dichotomy (seen, for example, by 
American College of Physicians in its 2020 position 
papers23) of a public option vs. Medicare for All. Each 
finds echoes in the health system of other wealthy 
nations:24

• The first is to put a central administration on 
top of our current multi-payer system to achieve 
universal coverage with greater uniformity and 
equity. This would bring us closer to the systems 
in the Netherlands, Switzerland, and Germany 
composed of multiple private insurance plans, 
although these plans are not-for-profit.

• The second type of reform is to establish an 
improved Medicare, with the coverage provi-
sions of Medicare for All proposals, but with the 
continuation of Medicare Advantage and other 
privately-run insurance plans. Nations like Ger-
many and even Canada and the United Kingdom 
allow some people to get their care from private 
insurance plans, i.e., have two-tier systems, but 
to a far less degree than in the US now or with 
these proposals. 

Creating a Central Administration
Three very different ways of putting a unifying central 
administration on top of a largely private system have 
been proposed. Each makes use of an existing admin-
istrative body, but they differ greatly in the power left 
to private insurance companies:

• The health policy commentator Stuart Butler 
of the Brookings Institute advocates “Medicare 
Advantage for All,” an expansion of the already 
increasing privatization of Medicare, based on 
managed care plans provided by private insurers 
who contract with Medicare (as also suggested 
recently by the Harvard physicians Greg Zahner, 
Peter Croughan, and Daniel Blumenthal).25

• The occupational health expert Nortin Hadler 
proposes the “Universal Workers’ Compensation 
Model,” an expansion of the workers’ compensa-
tion system to all the healthcare and other needs 
of employees.26 It would be administered by 
private insurance companies, but overseen by a 
Workers’ Compensation Commission, and cov-
ered benefits would be determined by an inde-
pendent Clinical Effectiveness Panel. Although 
Hadler focuses on large employers at a state level 

(like current workers’ compensation), his plan 
could be expanded across the nation.

• The endocrinologist Richard Byyny, the execu-
tive director of the Alpha Omega Alpha medical 
honor society, argues instead — following the 
lead of former senator Tom Daschle and the Blue 
Ridge Academic Health Group in 2008 — for 
the creation of a “National Health Reserve Sys-
tem,” modeled on the US’s quasi-independent 
Federal Reserve System, that would regulate 
our system of private and governmental health 
insurance with the aim of providing high quality 
and cost-effective care for all.27

The major deficiency of these proposals is the perpet-
uation of a complex healthcare system with a multi-
plicity of private insurance companies.28

Establishing an Improved Medicare
Two important plans presented in 2018-19 — “Medi-
care Extra for All” and “Medicare for America” — 
envision instead a greatly expanded and improved 
traditional Medicare, with at least some automatic 
enrollment, though short of single payer:

• The Center for American Progress’s “Medicare 
Extra for All” would increase current Medicare 
benefits and be available to all Americans. New-
borns and individuals turning 65, the uninsured, 
and subsequently those in Medicaid and CHIP 
would be enrolled automatically.29

• HR 2452 “Medicare for America,” introduced 
into Congress in December 2018 and again in 
May 2019 by Representatives Rosa DeLauro 
and Jan Schakowsky, would go somewhat fur-
ther in automatic enrollment than Medicare 
Extra for All by enrolling automatically not only 
the uninsured and those purchasing insurance 
on the individual market (including the ACA 
exchanges), but also those in Medicare, Medic-
aid, and CHIP.30

The Medicare Extra for All and Medicare for America 
plans have several deficiencies:

• They do not have automatic enrollment for large 
numbers of people, especially for those with 
employer plans; they ask these people to opt in, 
not opt out. Many people will, therefore, retain 
employer-sponsored insurance;31 the complex-
ity of our current system will remain; and the 
problem of risk-selection — i.e., that private 
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insurances will retain the healthy and privileged 
— will persist.32

• They retain Medicare Advantage (renamed 
Medicare Choice and Medicare Advantage for 
America, respectively), even though Medicare 
Advantage plans produce higher costs and cost-
related problems for patients than traditional 
Medicare, but not better performance.33 Patients 
are attracted to Medicare Advantage currently, 
at least in part, because it is simpler to expand 
the inadequate coverage of traditional Medi-
care by enrolling in Medicare Advantage than 
by adding a Medigap plan and Medicare Part D 
drug coverage.34 But Medicare Extra for All and 
Medicare for America would have this expanded 
coverage. Accordingly, there would be no need, 
at least for most people, for Medigap and Part D 
and, therefore, no need for Medicare Advantage, 
even if its deficiencies are corrected (as envi-
sioned in Medicare Extra for All and Medicare 
for America).

• Medicare Extra for All and Medicare for America 
maintain many copayments for the non-poor 
(even if Medicare for America gets rid of with-
holds). Yet surely any financial benefits to pro-
viders from collecting copayments and to the 
insurance system from incentivizing patients not 
to use care are reduced, if not eliminated, by the 
administrative burden on healthcare providers 
— and the resulting increase in the overall costs 
of care — of collecting co-payments35 and by the 
added harm and costs resulting from delaying 
needed care.

• As in the Medicare for All bills, many of the 
clinicians — though, admirably, not those in pri-
mary care or (in Medicare for America) mental 
and behavioral health — would see their reim-
bursement rates drop to, or close to, Medicare 
levels. The aim is, of course, to reduce healthcare 
costs. As a result, however, many of these clini-
cians would oppose Medicare Extra and Medi-
care for America when the support of providers 
is needed to rally their patients and to counter-
balance the expected opposition of insurance 
companies and drug manufacturers. 

3. The Tenets of “Comprehensive Healthcare 
for America”
1. Enrollment will be universal and require minimal 
effort. After a year or two of planning and prepara-
tion — not of slow transition as in the Medicare for 
All bills — the plan will be inaugurated all at once. 
On that day, and subsequently at birth, all Americans 

will be insured by CHA; it will instantly become their 
default health insurance plan. They will be able to 
obtain their individual identification numbers easily 
when they next receive medical care or if they go to the 
CHA website or a local office.

2. Coverage will be comprehensive. CHA will, like the 
Medicare for All bills, cover all needed health services 
and products, including dental care, and it will also 
cover telemedicine and institutional long-term care.36 
All healthcare providers (except for the few who might 
refuse to participate) will be covered. Patients will be 
able to keep their doctors, will not face any out-of-net-
work bills, will be covered across the nation, and will 
not give up any benefits (except for those not justified 
by the medical evidence). 

3. The rules governing the functioning of the system 
will be simple, uniform, transparent, evidence-based, 
and protected from political interference. As in Medi-
care for All, both patients and providers will easily 
know what to expect, including what services and 
products are covered. The rules and policies regard-
ing administration and functioning will be made by an 
agency, like the current Center for Medicare and Med-
icaid Services (CMS), that is advised and supervised 
by a body of representatives of stakeholders (in partic-
ular, physicians, hospitals, patients, and government). 
The agency will receive advice on payment rates from 
a body of experts like the current Medicare Payment 
Advisory Commission. Determinations of coverage 
will be made by independent boards of experts — as 
free as possible from political interference — similar 
to the current United States Preventive Services Task 
Force and Advisory Committee on Immunization 
Practices, the British National Institute for Health 
and Care Excellence, and Hadler’s Clinical Effective-
ness Panel. On the regional and local levels, the system 
will be administered — like traditional Medicare now 
or most companies who self-insure — by groups of 
experts who will have contracts for particular regions 
of the country.

4. Methods of financing will remain largely 
unchanged (at least in the short term), unlike in the 
Medicare for All bills. People’s direct and indirect pay-
ments for their own current and future care and for 
that of others who need support will be seamlessly 
redirected to the CHA central healthcare fund (simi-
lar to the financing of Medicare for All proposed by 
Johnson, Kishore, and Berwick37). These include the 
federal, state, and county tax revenues used to support 
Medicaid; the payments to private insurance com-
panies by people who are self-insured in or outside 
of the ACA marketplace; the payroll deductions and 
employer contributions used for employer-provided 
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insurances (whether the employers are self-insured 
or utilize private insurance companies); the payroll 
deductions sent to the Medicare trust fund for future 
use; the deductions from Social Security checks to pay 
for Medicare or Medicare Advantage; and the federal 
tax revenues used to support Medicare Parts B and D 
and Medicare Advantage. A new, highly progressive 
federal income tax can meet any need for further rev-
enue, but it is unlikely to be necessary (as discussed 
below).

5. People will not have to pay more for their health-
care (with rare exceptions) than they do now; indeed, 
as in Medicare for All, most will pay less. The ACA 
already has created a reasonable uniformity in peo-
ple’s insurance benefits, requiring private insurances 
to cover a set of essential benefits and outlining three 
possible levels of benefits to be offered on the health 
exchanges. As a result, their insurance payments (as 
outlined above) will be largely unchanged, includ-
ing zero premiums for those currently in, or eligible 
for, Medicaid and CHIP. Small equity adjustments 
will need to be made on the principle that the base-
line charge for CHA, before social equity adjustments, 
should be the same for all (possibly by using current 
ACA marketplace gold-level plans as a benchmark, as 
suggested in the Medicare for America plan). They will 
not have any copayments or deductibles for needed, 
evidence-based care, including tests and medications. 
If patients want—and physicians want to prescribe—
services and products not supported by evidence, 
these will not be prohibited but must be paid for by 
supplementary private insurance or out-of-pocket.

6. Reimbursement rates will be set to ensure that 
most healthcare providers will see no decrease in their 
net revenues. Currently private insurers pay consider-
ably more to physicians, hospitals, and other health-
care providers than do Medicare and Medicaid. The 
analyses done by single-payer supporters suggest that 
Medicare for All, as in the House and Senate bills, 
would lead to higher, not lower, revenues for physi-
cians and hospitals.38 Nonetheless, to ensure pro-
viders’ support of CHA, it must be made very clear 
to them that the reimbursement levels will be suffi-
ciently high — higher than proposed in Medicare for 
All, Medicare Extra for All, and Medicare for America 
— that any decrease in direct payments to provid-
ers will be more than offset by the declines in their 
administrative costs as well as by the increased con-
sumption of services resulting from the expansion of 
coverage (in line with what is argued by Chown and 
colleagues39). The support of physicians is, indeed, 
crucial for public acceptance of CHA because people 
continue to trust their physicians, even if less so than 

in the past,40 and because studies in behavioral eco-
nomics demonstrate the importance of endorsement 
by a trusted authority.41 At the same time, private com-
panies that insure those patients who opt out of the 
CHA will not be allowed to pay providers more than 
CHA, thereby avoiding an invidious imbalance in pay-
ments42 and minimizing the number of providers who 
choose to opt out of CHA.

7. Private insurance companies will have reduced 
roles but will not be abolished. The expertise and, 
in many cases, dedication to patient welfare of the 
employees of private insurance companies should be 
recognized and utilized. The companies will still have 
three roles. First, they will provide management ser-
vices for the new system, under contract, as is now 
done for self-funded employers and for Medicare. 
They will, for example, verify the credentials of provid-
ers, manage their claims, and run CHA programs to 
improve the quality of care and the healthy behaviors 
of patients; but they will no longer, of course, estab-
lish lists of preferred providers or of covered services. 
Second, they will provide extra non-essential services, 
outside of CHA, as allowed in Medicare for All propos-
als and as performed currently (to a greater degree) by 
Medigap plans and by supplementary insurers in, for 
example, France.43 Third, unlike in Medicare for All, 
they will provide insurance to those who choose to opt 
out of the system. The greatly reduced roles of private 
insurances correspond to their roles in the universal 
healthcare plans of other wealthy countries.44

8.  Individuals will have complete freedom to opt 
out, easily and without restrictions, unlike in the 
Medicare for All bills. It is important to respect Amer-
icans’ long history of self-reliance and opposition to 
outside restrictions, even against their interests, as 
long as this does not harm others. Their contributions 
will be redirected to the private insurance company 
of their choice, with any level of coverage they want, 
and they will even be able to forgo health insurance 
entirely. Similarly, to be consistent, providers must be 
free to opt out of CHA to provide care through private 
plans or their own concierge practices.

Tenets 7 and 8 raise the specter of a two-tier sys-
tem, with wealthier patients paying extra for more 
rapid access to services and for higher quality phy-
sicians and facilities, as happens to some degree in 
other countries.45 US patients do not face the long 
wait times for specialty services that have plagued 
the United Kingdom and Canada, and the incentives 
for patients and physicians to opt out will be greatly 
reduced by the clear benefits of CHA to both groups 
(as discussed below). Nonetheless, it will be prudent, 
indeed essential, to add further barriers:
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• As in Germany and some Canadian provinces,46 
physicians and other providers will not be able 
to contract with both CHA and private insur-
ers. Those in CHA will be able to take care of 
patients who have opted out — it will be impor-
tant to provide everyone with the care they need 
— but these patients must self-pay at the estab-
lished CHA rates and, if they have private insur-
ance, seek reimbursement on their own.

• Private insurers will not be allowed to pay 
physicians and others who have opted out at 
higher rates for CHA-covered services. Clini-
cians will, therefore, have a financial incentive 
to leave CHA only if they provide services that 
are deemed by the CHA board of experts as 
not worthy of coverage but that are reimbursed 
by private insurance; this will require that the 
CHA board not be too narrow in its coverage 
decisions.

4. Healthcare Expenditures under CHA: 
Potential for Increased Costs Offset by 
Multiple Opportunities for Savings
Medicare for All and CHA would be likely to cost 
less overall than the current system. Yet cost pre-
dictions vary from more to less depending on what 
assumptions are used.47 The expected impact of 
CHA on overall healthcare expenditures is the pro-
jected difference between increased costs and 
increased savings (as for Medicare for All plans). 

Sources of Potential Increased Expenditures
• CHA is likely to increase the consumption of 

health products and services. The number of 
people insured (namely, all residents except for 
opt-outs) will be expanded, and all evidenced-
based care will be covered. The elimination of 
copayments and deductibles is likely —  
as in the classic RAND experiment48 — to 
increase unneeded as well as needed care.  
The analyses by Gaffney and colleagues of the 
impact of health coverage expansion here and 
abroad, however, find little net increases in 
healthcare use.49

• Further short-term expenses will include the 
costs of planning and implementation and the 
subsidies to help private insurance employees as 
they transition.

• In addition, unlike in the Medicare for All bills, 
payments to physicians and other providers will 
not be reduced to (or close to) Medicare rates. 

Opportunities for Savings
• The greatest savings, for both CHA and Medi-

care for All, will come from the reduction in 
administrative and other insurance-related 
costs50 — i.e., the monies spent by insurers 
(including the profits of for-profit insurers) and 
by providers related to billing, to coding and 
risk adjustment, to collecting copayments, and 
to utilization management.51 Woolhandler and 
Himmelstein reported in 2019 that insurance 
overhead was projected to cost $301.4 billion, 
including $252 billion for private insurers — 
about 12% of their premiums — in contrast to 
overhead of 1.6% in Canada’s single payer system 
and 2.2% in traditional Medicare.52 Even if all 
contracts for private insurers were, somehow, 
standardized and simplified and thereby — as 
modeled by Scheinker and colleagues53 — 
reduced billing-related administrative costs as 
much as, or more than single payer, the multi-
plicity of insurances would continue to impose 
other costs and hassles, such as different drug 
formularies and utilization processes.

• The costs of pharmaceuticals and devices will 
be lowered — or at least prevented from soaring 
(as is happening now) — as a result of central 
bargaining power, along the lines suggested by 
Gaffney and Lexchin (as in other countries).54 
Furthermore, the CHA central fund will not pay 
for expensive medications and procedures that 
are not justified by evidence (such as Biogen’s 
aducanumab55), thereby restraining the increase 
in their consumption and use. The standardized 
cost measurement facilitated by a unified health 
system will permit more accurate cost-effective-
ness calculations, when permitted (as discussed 
in Section 7), and a further decrease in waste.56

• Healthcare will no longer be a growing field of 
for-profit investment. The excessive prices nego-
tiated by some hospitals (among others) with 
different insurance companies, including for 
physician-administered drugs, will be reduced 
and standardized.57 The increase in purchases of 
not-for-profit hospitals, group practices, individ-
ual physician practices, and even hospices by pri-
vate equity firms and other for-profit companies 
— which can lead to higher charges, increased 
volume of services, and greater provision of low 
value services — will likely be reversed.58 Private 
entities acting as profit-making intermediar-
ies — including private insurance companies, 
direct contracting agencies or ACO REACH, and 
pharmacy benefit managers — will no longer be 
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needed.59 Academic leaders will be less likely to 
become involved with the for-profit industry.60

• The different “quality” programs imposed by 
Medicare and private insurers — which cur-
rently are burdensome to clinicians and, in the 
case of programs like the Merit-based Incentive 
Payment System and Accountable Care Orga-
nizations (ACOs), have had minimal impact on 
quality or on cost to insurers61 even though CMS 
claims moderate success for ACOs (although not 
assessing their impact on clinicians)62 — can also 
be simplified and standardized.

• Individual patients — especially those who are 
poor or live in underserved areas — will be less 
inclined, or forced, to postpone needed care63 or 
to resort to expensive health care sites (in par-
ticular, emergency departments and hospitals) 
because they will have increased access to pri-
mary and outpatient care without the disincen-
tives of copayments or deductibles.

The overall healthcare savings might be slightly 
less after CHA is instituted than for Medicare 
for All because of payments for people’s insti-
tutional long-term care and the continuation of 
private insurance plans for those — likely only a 
small percentage (as argued below) — who opt 
out. The healthcare costs of opt-outs would not, 
however, count as part of CHA itself. As in Medi-
care for All, payments would shift from adminis-
trative-related tasks to the actual care of patients.  

5. Overcoming the Political Barriers to 
CHCA
The political barriers facing CHA — like those facing 
Medicare for All — are clearly huge:

• It will be opposed by groups benefiting finan-
cially from the current system, including for-
profit insurance companies, pharmaceutical and 
medical device companies, private investors in 
healthcare, and for-profit hospitals and health 
systems. These groups were already at least 
partly responsible for Biden’s abandonment 
of his initial plan to create a public option and 
allow Medicare to negotiate drug prices.64

• It will also be opposed, whether on ideologi-
cal grounds or for political gain, by opponents 
of “big government” and “socialism,” i.e., of any 
interference in the “free market.”

• Moreover, it will be difficult to overcome people’s 
fear of and resistance to change, their opposition 
to any increased taxes, their attachment to their 

current insurance plans, and their distrust of big 
government and Washington politicians — and 
thereby to get them to vote for politicians who 
support CHA.

• In addition, supporters of a pure single payer 
system will object to the loss of efficiency result-
ing from maintaining current financing mecha-
nisms and, above all, to the risk that allowing 
patients and physicians to opt out will lead to an 
unequal, two-tier system (despite the measures, 
explained above, to prevent this).

Consequently, the task of convincing enough mem-
bers of Congress, worried about reelection and depen-
dent on donations, to pass such a fundamental reform 
seems daunting. The remedy is, as already explained, 
to rally the support of the public, of healthcare pro-
viders, and of employers by applying insights learned 
from behavioral economics.

CHA is designed to overcome the resistance to 
change of a public already inclined toward a universal 
healthcare system:65

• The transition will be quick and easy. People will 
be insured automatically. CHA will immediately 
become their default insurance option, their sta-
tus quo. They will be able to obtain their insur-
ance identification numbers the next time they 
need medical care.

• CHA will not raise taxes, instead keeping the 
financing mechanisms essentially unchanged.

• It will make minimal changes in how people get 
healthcare. People will see immediately that they 
will have no losses in terms of coverage and pro-
viders, only gains, i.e., that they may lose their 
insurer, but not their insurance, and that they 
can keep their doctors.

• People will quickly realize that they no longer 
face the increasing healthcare-related financial 
threats, namely the escalating drug prices, sur-
prise billing, rising premiums and co-payments, 
high deductibles, and increase in other out-of-
pocket costs.66 Indeed, lowering drug prices was 
rated by Americans in January 2021 as their 
second highest priority for President Biden and 
the new Congress.67 People will no longer be 
dissuaded by these costs from taking their pre-
scribed drugs and from seeking care for impor-
tant problems or for prevention.68 While in June 
2020, an estimated 17.8% of individuals had 
medical debt, at a mean amount of $429, under 
CHA they will no longer fall, or fear falling, into 
medical debt.69
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• CHA will reduce the current burden on patients 
of their own administrative tasks, such as inter-
acting with their health benefits administrators, 
getting information from insurance companies, 
resolving billing issues, and coping with “phan-
tom networks” when trying to access care.70

• It will allow people who want to keep their pri-
vate insurance or who are opposed to what they 
see as government control to opt out of CHA or 
of any insurance.

The design will also rally physicians, who increas-
ingly favor Medicare for All, even within the American 
Medical Association, but who often worry that a single 
payer system will negatively affect their professional 
autonomy, their workloads, and their incomes:71

• It will be clear to physicians, other clinicians, 
and their staffs that CHA will simplify the rules 
and procedures and will reduce the distracting 
and costly burdens imposed by the multiplic-
ity of payers. For example, surveys in 2006 in 
the US and Canada found that physician prac-
tices in the US spent $87, 975 per physician per 
year interacting with payers, in contrast to only 
$22,205 in Ontario, Canada.72

• Clinicians, who are currently facing the threat of 
reduced reimbursements from Medicare,73 will 
also be assured that their net incomes will not be 
reduced.

• Their representatives will have a key role in 
managing the system (including, as experts, in 
deciding on coverage).

• They can expect a decrease in the burden of doc-
umentation in the electronic health record as its 
purpose shifts from justifying the level of billing 
to recording what is needed for patients.74

• A central administration will be able to remedy 
the lack of interoperability of electronic health 
records that impairs clinicians’ ability to provide 
optimal care.75

• Moreover, CHA will reverse the increasing for-
profit orientation of American medical practice 
(especially with the intrusion of private equity 
firms).76 It will stop the erosion of the patient-
physician relationship that is at the heart of 
clinical care and will allow physicians to refocus 
on the ethic of service to patients.77

Physicians are likely, therefore, to become outspoken 
advocates of CHA. As explained in Tenet 6, since peo-
ple tend to trust their physicians, their endorsement 
will, in accordance with behavioral economics, have 

the important secondary effect of increasing public 
support.

Employers too will see the benefits of CHA.

• Although they will still need to send payroll 
deductions to CHA, they or their Human 
Resources departments will no longer have the 
burden of choosing what insurance plans to offer 
to their employees and signing them up.

• Individual employers and employer groups will 
not have to worry about the rising healthcare 
prices affecting their employees’ health and 
morale. Efforts of these groups to restrain these 
prices have been mostly unsuccessful.78

6. The Implementation Process
Once the political barriers have been overcome, the 
implementation of CHA will take lots of work — like 
any fundamental reform of a vast and complicated sys-
tem — but it will not be as difficult as it might seem:

• The key parts of the healthcare system — the 
delivery of care by physicians and other health-
care professionals and by hospitals and other 
organizations — will be largely unaffected, 
except to become simpler and more seamless.

• The switch in insurance coverage will be auto-
matic, and enrollment will require minimal 
effort by patients. Starting on the day of inaugu-
ration, signing up will be simple. All residents — 
though Congress may insist on restricting this to 
legal residents — will need only to show proof of 
identity at clinical sites (doctors’ offices, urgent 
care centers, emergency departments, hospitals) 
or at the CHA website or local offices to obtain 
their CHA identification numbers. These num-
bers will be needed when patients obtain care to 
ensure the integrity of the medical record, i.e., to 
make sure that each healthcare episode is con-
nected to the correct patient record, providing 
current and future providers with accurate infor-
mation. Congress may want to simplify the pro-
cess by linking the new CHA numbers with the 
Social Security numbers that most people have 
already and that parents can request for their 
newborns before they leave the hospital.

• The financing of the system will change little, 
at least at first. As explained in Tenet #5, cur-
rent payments for all types of insurance (other 
than the uniformed services and the Indian 
Health Service) will be redirected quite easily to 
the CHA central fund. Clearly this system, once 
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established, will need to evolve quickly to make 
it as fair and equitable as possible.

• The basis of the central administration already 
exists in CMS and its advisory bodies. Their 
composition and roles would need to be altered 
and expanded, and the new committees of 
experts on coverage would need to be appointed 
and to decide on the goods and services to be 
reimbursed.

• Although the manner of administering the 
system on the local and regional levels — the 
most difficult aspect — will need to be set up 
in advance, the expertise already exists in the 
private companies used by Medicare as regional 
administrators; in the private insurance com-
panies who, whether acting for themselves or as 
administrators for self-insured companies, are 
proficient in such necessary tasks as verifying the 
credentials of health care providers, insisting on 
high quality of care, and reimbursing physicians 
and others for their services (whether by fee-for-
service or by capitation); and in the specialized 
firms that service self-insured companies. Work-
ing out the details between the CHA adminis-
trative board and these private companies and 
agreeing on specific contracts must be completed 
before inaugurating CHA. The preparation for 
the inauguration of CHA will, therefore, be com-
plicated, will involve difficult negotiations with 
a variety of current stakeholders, and may take 
up to 2 years (the transition period envisioned in 
Jayapal’s Medicare for All bill). To facilitate this, 
the planning group for CHA will need to recog-
nize the good intentions and know-how of most 
actors in the current system, integrate these peo-
ple into CHA insofar as feasible, pay the costs of 
transition and reimburse outmoded entities for 
their short-term financial losses, and help those 
who do not become part of CHA to train for and 
find new positions.

7. Issues to be Addressed after 
Implementation
To keep the focus on the key elements of CHA, many 
important issues can, and should, wait to be resolved 
until after CHA has been inaugurated (unlike the 
ACA with its 906 pages79). These issues are, to varying 
degrees, complicated and controversial and risk dis-
tracting too much from the main task of implement-
ing CHA as smoothly and rapidly as possible.

• Finance: whether and how payments made by 
individuals — initially based on their current 

contributions or pegged to gold-level ACA poli-
cies — need to be adjusted to maximize fairness, 
and, indeed, whether financing should be shifted 
from payroll deductions to graduated federal 
income taxes (which might simplify the collec-
tion of funds).

• Role of cost in coverage decisions: whether 
and how CHA (in particular, its board of experts) 
should consider the costs of medications, 
devices, and procedures — in addition to their 
effectiveness — in making decisions on cover-
age. This is politically contentious. Fearing the 
charge of rationing, Medicare has long avoided 
using cost-effectiveness analysis (CEA) to deter-
mine the coverage of treatments (although it has 
used CEA to decide on preventive measures).80 
The ACA created the Patient-Centered Research 
Institute but prohibited it from using cost per 
quality-adjusted life year thresholds “(or similar 
measure that discounts the value of a life because 
of an individual’s disability)”81 — it was to focus 
on comparative effectiveness, not cost effective-
ness.82 The ACA also created the Independent 
Payment Advisory Board (IPAB) with the task 
of controlling Medicare costs without rationing 
care.83 The Obama administration did not, how-
ever, set up the IPAB because of the opposition 
of medical professionals (who realized that the 
only way it could cut costs would be to reduce 
reimbursements) and Republicans (who called 
it a “death panel”) and because of a temporary 
stabilization of Medicare spending.84 Congress 
repealed it in 2018.

• Payment for healthcare delivery: whether and 
to what extent, in the new context of CHA, reim-
bursement of clinicians should continue to be, 
at least partly, by fee-for-service — noting that 
in France, Germany, and Japan, payment levels 
are the product of structured negotiations with 
physician associations85 — or should move away 
completely from fee-for-service;86 and whether 
hospitals should be financed via global budgets, 
as done in several other countries, as proposed 
in Medicare for All plans, and as tested in Mary-
land’s All-Payer Model.87

• Value-based care: how to promote quality of 
care in ways that are less burdensome on provid-
ers and more effective than those measures and 
methods used currently (thereby turning Donald 
Berwick’s Triple Aim into the Quadruple Aim).88 

• Electronic health records (EHRs): how to inte-
grate the multiple different EHRs used by clini-
cians and health systems throughout the country 
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so that patients can allow clinicians anywhere in 
the US to access their health records.

• Primary care: how best to promote primary 
care both in underserved areas and in general, 
given the dwindling number of primary care 
physicians, the increasing use of urgent care cen-
ters, the offering of more telemedicine by third 
parties (such as Amazon), and the increasing 
control of primary care practices by for-profit 
companies.89

• Further extension of CHA: whether and how 
to integrate the Veterans Health Administra-
tion and TRICARE — which like Medicare are 
being increasingly privatized90 — and the Indian 
Health Service into the CHA, and whether to 
include noncitizen immigrants. Including non-
citizens would be beneficial to society by keeping 
them as healthy and productive as possible and 
preventing a recourse to expensive emergency 
care.91 

• Health system consolidation: how to respond 
to the newly dominant role in care delivery of 
health systems — which the majority of physi-
cians now contract with, are integrated into, 
or are employed by — and to the increasing 
purchase of these systems and other aspects of 
healthcare by for-profit entities. The leaders of 
Physicians for a National Health Program pro-
pose a transition of health systems to “public, 
community-based ownership” and “an orderly 
conversion of investor-owned, for-profit provid-
ers to not-for-profit status.”92

• Medical education: how to promote equity in 
medical education, recognizing the persistent 
underrepresentation of disadvantaged groups 
and Medicare’s key role currently in financing 
graduate medical training.93

Conclusion
Large shifts in public opinion can lead to dramatic 
changes in public policies and laws: witness the wide-
spread acceptance of gay rights, the legalization of 
same-sex marriage, and the allowance in most states 
of the adoption of children by same-sex couples. Yet 
other proposals with wide public support — such as 
gun control and combat of climate change — are sty-
mied by the opposition of politically powerful special 
interests. Major healthcare reform may seem to be 
irrevocably, and increasingly, in the latter category, 
especially as private financial interests take greater 
control. Nonetheless, by adding features of “libertarian 
paternalism”94 — in particular, automatic enrollment, 
minimal added effort, little apparent change in how 

to get care, no increase in taxes, and the right to opt 
out with minimal hassle — this revision of Medicare 
for All may be able to rally enough patients, clinicians, 
and voters to overcome the opposition mounted by the 
insurance and pharmaceutical industries and other 
for-profit investors in healthcare. It is not impossible 
that, with COVID-19 and Black Lives Matter revealing 
the deficiencies and inequalities in the US healthcare 
system — including the precarity of employer-based 
health insurance95 — Americans may finally be ready 
to undertake fundamental reform96 and, with CHA, 
to bring the American healthcare system up to, and 
beyond, the level attained by other wealthy countries.
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