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Oncologists face growing difficulties in caring for patients because of the rising cost of treatment coupled with the high
prevalence of uninsurance and underinsurance. A diagnosis of
cancer is often the single most catastrophic health care event in
an individual’s life. The stress of the situation increases exponentially when patients realize the burden of cost on themselves
and their families.
Oncologists face the dilemma of advising a treatment
schema that the patient can afford. Therapies may need to be
compromised as a result of the patient’s inability to pay. Patients often present with more advanced disease because they
have never had cancer screenings because of a lack of insurance
or concerns about cost. Meanwhile, the prices of cancer-related
drugs are rising sharply, prompting some oncologists to sound
the alarm.1
Different insurance plans have their own procedures for
use review and benefit determinations, making it difficult for
providers to interpret whether cancer treatment will be covered. The average patient finds it frustrating to navigate the
bureaucracy with his or her life and financial security on the
line. This article will outline the scope of these issues and
offer an evidence-based case for single-payer national health
insurance.

Situation Today
In 2011, US health spending was approximately $2.7 trillion
and accounted for 17.9% of the gross domestic product.2 Despite spending more, the United States ranks last of 16 developed countries in deaths that might have been prevented with
timely and effective medical care.3
Cancer care accounts for at least 5% of total health care
spending.4 One survey showed one third of nonelderly insured
patients with incomes of less than $75,000 did not have enough
money to pay for medical care.5 Another found that among
uninsured patients with cancer, 27% said they went without
care or delayed care for cancer.6 A study of nonelderly patients
with cancer found that 13.4% spent at least 20% of their income on health care costs compared with 4.4% of patients
without cancer or chronic disease.7
According to the Census Bureau, 48.6 million people in the
United States were uninsured in 2011—15.7% of the population.8 Although the Patient Protection and Affordable Care Act
(ACA) is expected to reduce this number in coming years, the
Congressional Budget Office estimates that the law will nevertheless leave 31 million Americans uninsured in 2023.9
Copyright © 2013 by American Society of Clinical Oncology

The problem of underinsurance, or insufficient coverage, is
also expected to persist, if not worsen.10 Insurance plans with
limited networks of providers, along with high deductibles,
copays, and out-of-pocket costs, are making underinsurance the
new normal. The most affordable plans on the state health
exchanges, the bronze and silver plans, leave 30% or 40% of
health care costs, respectively, to be paid by policyholders.11

Single-Payer Insurance
Single-payer systems are systems in which a single public or
quasipublic agency handles all health care financing. Delivery of
care may remain in public or private hands, depending on the
particular system.
The single-payer program we endorse is basically an improved Medicare for all. It would resemble the current arrangement in Canada in many ways. It would provide universal,
comprehensive coverage with free choice of providers. All medical care would be covered, including provider visits, hospital
care, prescription drugs, and rehabilitation. Copayments, deductibles, insurance premiums, and out-of-pocket expenses
would be eliminated.
A single insurance plan for each region of the country would
be administered by a public agency. This agency, which would
be composed of elected or appointed laypersons and medical
experts, would set health care policies and organize financing,
decide benefits and establish the drug formulary, and have the
power to negotiate prices for drugs and supplies and to negotiate fees with providers and hospitals. It would also be responsible for planning and new technology. Clinical decisions would
be made by the physician and patient within that general framework. No longer would private insurance companies be in a
position to decide, behind the scenes, what they will or will not
cover.
The public agency would manage the plan and the health
care budget in a transparent way. The allocation of available
health resources (ie, rationing) would be guided by medical
considerations, not on the basis of meeting corporate requirements for a return on investment or on the basis of a patient’s
ability to pay, the dominant forms of rationing in the United
States today.
Financing the system could be accomplished by a mix of
payroll and income taxes. Funds from Medicare and Medicaid
would be retained. Several fiscal studies of single-payer national
health insurance have shown that any increased tax burden on
US households would be more than offset by the elimination of
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insurance premiums and out-of-pocket costs for health
care.12,13 This would be a fair and sustainable solution.
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Case for Single-Payer System
Administrative savings. Administrative overhead, including the
enormous burden insurers impose on physicians and hospitals,
consumes 31% of every health care dollar in the United States,
double what Canada spends.14 Although Canada has a single
insurance plan in each province, in the United States, there are
hundreds of insurance companies and thousands of different
private plans. Every insurance company has departments for
marketing, eligibility determination, claims processing, and use
review, along with profits to fund. As a result, private insurance
overhead averages 14% of premiums, compared with the traditional overhead of Medicare of just 1.4%.15
Overhead accounts for more than one quarter of all hospital
spending in the United States because of the need to generate
itemized per-patient bills for a plethora of plans and haggle over
how much insurers will pay.16 In contrast, Canadian hospitals
are paid once a month and do not even have US-style billing
departments.
Physician reimbursement is also much simpler under a single-payer system. In the United States, multispecialty group
practices spend 13.9% of revenues for billing- and insurancerelated overhead.17 A recent study showed the United States
spends 4⫻ as much on billing and administration per physician
as Canada does.18
Changing to a single-payer system like that in Canada would
slash spending on insurance overhead as well as provider overhead, saving approximately $380 billion annually,14,19 money
that could be redirected to patient care. The savings would be
enough to cover all of the uninsured and to eliminate copays
and deductibles for everyone else.
Numerous state and national studies have shown that savings
achieved from slashing bureaucracy with a single-payer system
would be more than enough to provide comprehensive coverage for everyone with what we are currently spending on an
inadequate system, including studies from the General Accountability Office, the Congressional Budget Office, and the
Lewin Group, a consulting firm recently acquired by UnitedHealth Group.20-22
No other reform can slash overhead and generate this level of
savings on administrative bloat. In contrast, in Massachusetts,
the model for the ACA, the health exchange adds 4% to the cost
of plans.23
Medical bankruptcies. A 2009 study found illness and medical
bills were linked to 62.1% of the 1.4 million bankruptcies filed
by families that year.24 The uninsured were not the only patients affected. In fact, 78% of the individuals whose illness led
to bankruptcy had health insurance at the onset of their illness,
but it was inadequate or lost when the beneficiary could no
longer work because of the illness.
Among bankrupted families, average out-of-pocket medical
costs incurred since the onset of illness totaled $17,943; for
patients with neurologic disorders, it rose to $34,167. In com2
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parison, a 2008 study found that the median net household
financial assets for insured families with incomes more than
300% of the poverty level was $5,700; the figure for uninsured
households in the same income category was $100.25 Another
recent study showed that people with cancer diagnoses have a
2.65⫻ higher rate of bankruptcy than people without such
diagnoses.26 The Massachusetts experience suggests that there
will be no reduction in the rate of medical bankruptcy under the
ACA.27
Being uninsured is bad for your health. Having no insurance is
associated with a 1.40 hazard ratio for mortality compared with
those with insurance.28 The uninsured have a higher risk of
death when compared with the privately insured, even after
taking into account socioeconomic status, health behaviors,
and baseline health. This translates into approximately 44,000
preventable deaths in the United States per year. Uninsured
patients with cancer are 1.6⫻ more likely to die within 5 years
than their insured counterparts, according to a 2008 study by
American Cancer Society researchers.29
Most health care in the United States is already taxpayer financed.
The United States already has the highest taxpayer expenditure
for health care in the world; however, it fails to deliver comprehensive care to everyone. Approximately 60% of US health care
costs are publicly financed if taxpayer-paid premiums for private coverage for federal, state, and local government employees
are included. In fact, US public spending on health care alone is
more than what other developed countries spend from both
public and private sources. In other words, we are already “paying for national health insurance and not getting it.”30pXXXX
Because they insure the healthiest segment of the population
(age ⬍ 65 years, nondisabled, active workers), private businesses pay just 20% of the national health care tab.31
A single-payer system would also make financing health care
more equitable. Currently, the poor and those with expensive
illnesses like cancer pay a higher proportion of their incomes for
health care than their wealthier counterparts.
Cost containment. For any reform to work, it needs to control
the rising cost of health care, or any coverage expansions will be
short lived. ACA does not include any cost-control measures
proven to be effective. It launches an experiment in reviving the
health maintenance organization (HMO) model of the
1990s—accountable care organizations (ACOs)— but there is
no evidence that ACOs will be any more effective than HMOs
were in containing costs.32,33
The most significant test of the ACO concept was the Medicare multiyear, 10-site physician group practice demonstration,
which initially reported apparent savings of 1%, but on closer
scrutiny, no actual savings were seen after taking into account
diagnosis-coding differences.34 Furthermore, the increase in
consolidation among hospitals, physician groups, and other
providers under the ACA is likely to increase costs.35
A recent study found that compared with the Canadian single-payer system, Medicare spending in the United States on
the elderly has grown nearly 3⫻ faster since 1980.36 Although
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traditional Medicare has a low administrative overhead, it is not
a true single-payer system, because it coexists with many other
private and public insurance plans. A hospital still has to do
itemized, per-patient billing, and physicians still have to deal
with onerous use review and different rules of multiple plans.15
Quality of care. Despite higher spending, the United States
ranked sixth of seven countries in terms of quality in a 2010
cross-national study by the Commonwealth Fund, with only
average performance on effectiveness and patient centeredness
and low performance on safety and coordination.37
In terms of outcomes, the United States consistently ranks
poorly in infant and maternal mortality, deaths resulting from
asthma, and poor kidney and liver transplantation outcomes,
but it does relatively well in some types of cancer care. A study
of care in five countries (United States, United Kingdom, Canada, New Zealand, and Australia) in 21 areas found that the
Untied States did well in breast cancer survival and had the
highest screening rate for cervical cancer, but it ranked behind
Australia and New Zealand in the treatment of non-Hodgkin
lymphoma.38
Although superior survival rates in the United States for
breast cancer and, in other studies, prostate cancer, may seem
like a bright spot in our international performance, these may
be artifacts of earlier diagnosis (lead-time bias) for these particular cancers or of excess diagnosis and treatment of cancer that
would never have led to clinical disease.39 On the other hand,
uninsured patients with nearly every type of cancer present at
later stages of diagnosis and have higher mortality rates.40
The biggest improvement the United States could make in
improving the quality of care for cancer and other illnesses
would be to assure universal access to treatment with no financial barriers to care.41,42
Investor ownership compromises care. During the past two decades, the US health care delivery system has undergone a transformation from its historic charitable roots to an investorowned business. For-profit, investor-owned hospitals have
higher spending on overhead than nonprofit hospitals, as well as
higher costs.14 Comprehensive literature reviews published in
2004 and 2002 found that for-profit hospitals cost 19% more
and had 1% to 2% higher death rates than nonprofit institutions.43,44 A more recent study of 3,229 hospitals found that the
so-called best hospitals—those in the highest quartile of quality
performance and lowest quartile of risk-adjusted costs—were
more likely to have nonprofit status.45
For-profit nursing homes are higher priced and have lower
quality of care.46,47 For-profit hospices, which are soaring, are
paid more per patient than nonprofit hospices because of an
average longer length of stay, and they seem to seek out patients
with diagnoses like dementia, for whom care is less costly to
provide than patients with cancer.48 They are less likely to provide palliative radiotherapy, a symptom reliever for patients
with cancer.49
Physician incomes. On the basis of the Canadian experience,
average physician incomes would remain approximately the
Copyright © 2013 by American Society of Clinical Oncology

same. Primary care physicians would likely make more, whereas
specialist incomes may decline, narrowing the gap in incomes
by specialty somewhat.50 On the other hand, a single-payer
system would reduce practice overhead and the time oncologists have to spend dealing with insurance and use review and
allow more time for focusing on the delivery of high-quality
clinical care to patients.

Drugs and Medical Devices
The cost of medications in the United States is higher than in
any other developed country. The consulting firm McKinsey
estimated that pharmaceutical prices in the United States are
50% higher than in Europe for the same medications, and
118% higher because of the more expensive US mix of drugs.51
Although drug companies claim their high US prices are
needed to cover their research costs, they only spend 13% of
their revenues on research and development compared with a
much higher 31% on marketing and 20% on profit.52 Lower
drug prices would not jeopardize drug innovation. Most true
innovations in therapeutics (as opposed to so-called me-too
drugs that are slightly different versions of existing drugs) stem
from publicly financed research.53
The Veterans Health Administration (VA) obtains a 40%
discount on medications by negotiating prices with pharmaceutical firms and buying drugs in bulk. In contrast, Medicare is
banned by law from negotiating prices with drug companies,
and private Part D Medicare plans are far less effective than the
VA at controlling drug costs.54
The cost of a new cancer drug has increased to a median
price of $10,000 per month since 2010, and some drugs cost
much more. Two drugs were priced at $35,000 per month.55
Markups of drugs by hospitals and providers also can dramatically increase the prices of these drugs, particularly where insurance coverage is skimpy or absent.

Transition to Single-Payer Insurance
The transition to a single-payer system from our current financing arrangements will be challenging. It could be gradually implemented on a state-by-state basis, starting with one or two
states, to lessen the administrative burdens.
At the same time, it is important to remember that Medicare
was fully operational after only 1 year of its enactment, using
paper records. Upgrading and expanding Medicare to cover
everyone would be a fairly straightforward process, and legislation in Congress has been introduced outlining what such a
plan could look like.56
Patients would register only one time and be covered by
national health insurance for life. Investor-owned hospitals and
clinics could be purchased by the public plan and be converted
to nonprofits. People working in the private insurance industry
would be entitled to retraining and placement. Many could
work in new jobs in the single-payer system. Retraining and
placement would only cost a fraction of the administrative savings from the transition to a single-payer system.
Congress will need to adopt such a law. The political obstacles, particularly opposition from lobbyists and other actors
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representing the interests of the private health insurance industry, the multinational drug companies, investor-owned hospitals, and other large, for-profit providers in the US system, will
undoubtedly be formidable. However, the widely recognized
economic unsustainability of our present arrangements, combined with an appreciation of the proven ability of broad-based
social movements in the United States to change existing power
relationships (eg, women’s suffrage and civil rights movements), suggests such a shift is achievable. In this connection, it
is worth noting that surveys of the public and of physicians in
the past two decades have shown that an improved Medicare for
all approach enjoys solid majority support.57,58
The US path to a single-payer system will no doubt be
unique. Canada started with only one province in 1946, and
others followed later. The National Health Service in the
United Kingdom was created in the wake of World War II and
the attendant economic hardship. Taiwan swiftly converted to a
single-payer system in 1995 without major difficulties.

Discussion
Cancer leaves a patient in his or her most vulnerable state not
only physically but financially. Oncologists are in a unique
position to champion the cause of improving access to care for
patients with cancer and easing the financial burden they and
their families face.
With ACA now the law of the land, and its retention of the
private insurance industry at the center of the health system, the
trend toward high-deductible health plans, underinsurance,
and cost shifting to patients will almost certainly worsen.59
Years of private-sector solutions have failed. There needs to be a
major paradigm shift in our approach to funding health care in
the United States.
How can we ethically and with dignity provide equal access
to all patients with cancer while still controlling cost? Instead of
an expensive, exclusionary, for-profit, market-based system that
siphons off nearly one third of every health care dollar to bureaucracy in the quest for profit, we need a streamlined, efficient, nonprofit system based on human needs to provide high-

quality care to every person: single-payer national health
insurance.
In conclusion, because ACA will fail to remedy the problems
of the uninsured, the underinsured, rising costs, and growing
corporate control over caregiving, we cannot in good conscience stand by and remain silent. Life is short, especially for
some patients with cancer; they need help now. We call on the
American Society of Clinical Oncology (ASCO) to advocate for
a single-payer national health insurance program. Our medical
system must be oriented toward caregiving, not toward maximizing investors’ profits.
Is this concept too idealistic to become a political reality? We
think not. Because a single-payer system is a sensible and realistic solution, we believe its achievement is possible with sufficient understanding among the public and their elected
representatives.
All of our patients deserve dignity. It is our moral and ethical
obligation as physicians to advocate for universal access to
health care. Oncologists, working in conjunction with ASCO,
are well positioned to educate legislators about single-payer national health insurance. The time to start is now.
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