
 

 
 

NATIONAL LESSONS FOR HEALTH REFORM: 
EXAMINING U.S. HEALTH INSURANCE 

Report on a Congressional Forum 
 
The U.S. has relied on private insurance for sixty years -- what lessons can we take from this experience? As 
President Obama said, we must keep what works and end what does not. No official congressional hearing has 
included the single payer national health insurance perspective. A briefing held in the Rayburn House Office 
Building on April 1, 2009, addressed this void and critically examined insurance mechanisms in the private sector. 
The panel included doctor, nurse, patient, researcher, labor, and economic perspectives.  What follows is a 
summary of this briefing:

Some of the issues considered in the forum included: 
• How well does US health insurance work for 

doctors, nurses, and their patients? 
• What problems do those with insurance have 

in accessing care? 
• What are the implications of the growing 

phenomenon of underinsurance? 
• What has the fragmented US health 

insurance system meant for minority 
populations? 

• If, as many believe, employer-based 
insurance is broken, what is buttressing it? 

• Has private insurance within Medicare met 
expectations? 

Louis Balizet described how, as a medical oncologist, he 
sees the current system fail his patients. With limits on 
their insurance, or no insurance at all, they cannot take 
their medications as prescribed, they delay treatments 
until they have to be admitted for expensive hospitali-
zations, or are forced to take stop-gap treatments until 
they qualify for coverage. He sees the frequently fatal 
consequences of intermittent and patchy coverage. In a 
reformed single payer system, approved drugs would be 
available, his office staff would no longer spend hours 
begging for free drugs from pharmaceutical companies, 
chemotherapy could be given through the office at less 
cost to the system, participation in preventive screening 
would increase, and losing one’s job would no longer 
entail the risk of losing one’s life.   
 
Marilyn Cawthon told the audience how, after a cardiac 
catheterization and stent placement that had been pre-
approved by her insurance company, she spent the next 
four years fighting with them to pay the hospital and 
professionals who treated her. She doesn’t want anyone 
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else to go through this kind of insurance debacle. As a 
registered nurse, she sees people every day who have 
delayed care because they are uninsured or underinsured, 
only to seek help when it’s catastrophic or too late. She 
sees insurance companies dictating decisions on what 
medications a patient can take, what procedures they can 
or cannot have, and how long they can stay in the 
hospital. As a health care professional, she believes the 
patient should be the bottom line, not company profits. 
That’s why she supports single payer national health 
insurance. 



Leonard Rodberg showed that, as health care costs rise, 
we are facing an epidemic of underinsurance, with 
increasing numbers of Americans unable to pay their 
medical bills and facing growing levels of medical debt. 
Reform plans that leave private insurance unchanged -- 
where you can “keep what you have” -- will not address 
this problem. Those on the Federal Employees Health 
Benefit Plan discover when they have large expenses that 
they’re left with steep out-of-pocket expenses. We’re all 
underinsured; we just don’t know it until we have a 
serious illness.  
 
With the private insurance “mandate” model currently 
being discussed, there will continue to be widespread 
underinsurance. The problem will be, not the lack of 
insurance, but the insurance people already have. These 
plans don’t envision any regulation of insurance 
premiums or reimbursement practices. It will make the 
world’s most expensive system even costlier, will not 
improve coverage for the average person, and will not 
halt the continuing growth in costs. In other words, it 
won’t work! Only a national health program can cover 
everyone for comprehensive services, cost no more than 
we are now spending, and provide mechanisms for 
containing costs going into the future.  

 
Annette Ramirez de Arellano observed that American 
health care is like a patched-together ship with rotting 
timbers, water leaking in, mercenaries on board, and 15 
percent of the passengers thrown overboard. And those 
thrown overboard are more likely to be minorities and 
poor. Moreover, the disparities are becoming sharper 
with the economic downturn. Our health care system 
leaves too many people out and costs too much. The lack 
of coverage affects everyone, including those with health 
insurance. The uninsured end up generating expenditures 
that are covered by others. It militates against a broad 
sense of community and shared responsibility. Access to 
health should be a right, and health care a social good 
available to all. This is the time for bold and significant 
steps towards single payer universal coverage.  
 

Cindy Young showed how difficult it has become to 
negotiate health benefits with employers today. Because 
health care has become so expensive, many employees 
aren’t covered at all, and those with coverage are paying 
more and more in premiums and out-of-pocket costs. 
This is a regressive tax on lower-wage workers. It hits 
employers with an old work force especially hard, and it 
discourages all employers from hiring or retaining older 
workers. If the U.S. moved to a national health insurance 
system, everyone would pay proportional to their income, 
benefits would not be lost if workers were laid off, and 
people would not have to stay in jobs they hate because 
they provide benefits. The employer and the union could 
stop spending hours at the bargaining table talking about 
insurance benefits with an end result of a zero-sum gain. 
And we could finally get control of the cost.  
 
David Rabin reviewed the history of Medicare 
Advantage showing that, while the initial motivation for 
including for-profit private plans was to reduce cost, in 
fact these plans now cost the government 14% more than 
traditional Medicare. While advocates of private plans 
speak of choice, every private plan restricts choice of 
providers, and patient cost-sharing can be substantial. 
MA plans also attract healthier enrollees, exacerbating 
the financial problems of the traditional Medicare. A 
quarter century of experience plans shows that private 
plans using public monies are a shameless giveaway with 
no clear social benefit. A combination of private plans 
with a competing public plan is a mirage, assuring 
continuing health care inflation and exploitation of the 
public good to serve private interests. 

 
------------------ 
The Leadership Conference for Guaranteed Health Care is a 
coalition of doctors, nurses and other health care providers; 
labor unions; nonprofit agencies; reform advocates and faith-
based organizations working to achieve guaranteed 
comprehensive, high quality, and affordable health care 
coverage for everyone. The coalition advocates for a publicly 
funded, privately delivered national health care system 
structured around a single-payer financing mechanism. See 
www.guaranteedhealthcare.org




