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It tells the truth. The truth is not pleasant.

RLF.

The hilariously named Affordable Care Act is working exactly as intended. It is collapsing, leaving an
even worse sinkhole into which a fearful public, hyperventilated celebrity/media class, and gullible
Republicans are diving. We are – and I really hope I’m wrong – accelerating toward the dreamed
of/dreaded “single-payer” system. I’m not wrong.
We couldn’t afford the ACA. We can’t afford the replacement AHCA even if it gets passed. The
states cannot afford Medicaid and its ever-expanding rolls. We never could afford Medicare, even
before the Baby Boomers began to belly up to the trough.
When sitting around with family, friends, or coworkers and this topic comes up, someone will often
bring up single-payer, and how wonderful it was in this or that country they lived in for a couple of
years. I hear plenty of arguments that health care is a right, and that if you the taxpayer don’t provide
a basic level of care, then there will be “people dying in the streets,” which is to say, you killed them.
I’m told that I can’t disallow this person, or that, for respectively good reasons. So we don’t say “no”
to anyone?
I don’t like the intellectual dishonesty in our profession, and the ignorance of the lay public that claims
we can do it all for all, and a mythical “somebody” needs to settle the bill. So let’s do a little thought
experiment, and here is the premise: you cannot afford to do everything for everyone, not even if you
confiscate all the wealth from all the wealthy, and raze Wall Street. Unrestrained demand will
continue to lead to shortages, which will lead to rationing. If you don’t accept this premise, then you
are as loopy as a moon bat drinking fermented papaya juice, and there is no point in arguing with
you.
If you do accept this premise, then *POOF*, you now have single-payer.
Consider the following patients:
60-year-old female with end-stage COPD.
27-gestational week preemie male.
45 year-old non-compliant male with uncontrolled Type II diabetes, hyperlipidemia, and multi-vessel
coronary disease, recurrently admitted for chest pain.
26 year-old female graduate student, otherwise healthy, with a positive PAP.
39 year-old schizophrenic with poly-substance abuse.
98 year old female, nursing home patient, with multi-infarct dementia, bed-bound, with advanced
contractures.
56 year-old male with hypertension and Stage IV prostate cancer.
45 year-old female with hypertension, and advanced renal insufficiency, referred for dialysis.
38 year-old wheelchair dependent male, morbidly obese, BMI > 40, referred for gastric bypass.
39 year old female with Stage III breast cancer.
82 year old male with hypertension, otherwise healthy, needing primary care.
These are all patients that I have seen and so have you. They all genuinely need care, entail
different levels of expense, and have different prognoses. Under single-payer, the taxpayers through
their representatives have to make relative value judgments regarding each case, each life. This is
not some half-baked med school ethics problem, as we cannot afford to give complete care for each
of them. We can give substandard care to several of them, or simply deny coverage to one of them.

That is what single-payer means, worse still than the shambles that is the current governmentskewed mess. Who should we pick?
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More commentary:
That is not quite the complete picture. Unless forced to give up all freedom of choice, there will
remain or evolve widespread “private care” – as there is in England, Norway, Canada (mostly in
Canada it is called “cross the border the U.S.”), etc. There, the deciding factor will be only can the
individual afford the care—thus the tough choices above will not affect the rich or those that will
supplement their single payer, crowded, rationed care system with privately funded insurance. It gets
worse, in this day of social media there will quickly develop regular “go fund me” campaigns for those
not rich who can generate a compelling “story.” Some of those stories will be exaggerated or lies.
People will grow tired of them (think of your reaction to “most” street beggars). As a society we will
become more calloused to such appeals. But, this is America. There will arise for profit (and maybe
even some “non-profit” but usually with excellent salaries for their leadership) agencies to help craft
the online stories for maximal effect (think resume writing services) – for a fee.
The better answer is what was proposed in the Atlantic article. Universal CATISTROPHIC coverage
($10,000 deductable, $20,000?) , but otherwise everybody pays their own way as they go from their
own savings, loans, or mostly from mandatory health savings accounts. These would be funded tax
free by the employer, the consumer, or by government for the poor with incentives to save the money
– can be inherited, or drawn down slowly after, say, age 70 if more than actuarially prudent balance
had been retained. Prices fall and quality increases where there is unimpeded competition among
providers – in the absence of government driven massive consolidation (i.e. the airline industry, being
so tightly regulated the cost of entry is so high, little new competition can arise). RLF

