
Lessons for the United States From Single-Payer
Systems

US political debates often refer to

the experience of “single-payer”

systems such as those of Canada

and the United Kingdom. We argue

that single payer is not a very use-

ful category in comparative health

policy analysis but that the experi-

ences of countries such as Canada,

the United Kingdom, Spain, Swe-

den, and Australia provide useful

lessons. In creating universal tax-

financed systems, they teach the

importance of strong, unified gov-

ernments at critical junctures—

most notably democratization. The

United States seems politically hos-

pitable to creating such a system.

The process of creation, how-

ever, highlights the malleability of

interests in thehealth care system,

the opportunities for creative co-

alition building, and the problems

caused by linking health care fi-

nance and reform. In maintaining

these systems, keeping the middle

class supportive is crucial toavoiding

universal health care that is essen-

tially a program for the poor.

For a technical term from the

1970s, “single-payer health care”

has proved to have remarkable

political power and persistence.

We argue it is not a very useful

term but the lessons from such

systems can be valuable for those

contemplating movement toward

universal health coverage in the

United States. (Am J Public Health.

2019;109:1493–1496. doi:10.2105/

AJPH.2019.305312)
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Although discourse on health
care reform in the United

States often uses the term “single
payer,” there is some debate on
how analytically useful the term is
and some confusion over what is
and what is not a single-payer
system. Single payer is an Ameri-
canism, a technical term developed
in the1970s todistinguish a specific
kind of health financing that has
also become a slogan for people in
the United States who support
universal, egalitarian, health care.

In practice, the terms “single
payer” and “multipayer” can be
misleading.1 There are so-called
multipayer systems inwhichoneof
the social insurance funds covers a
large majority of the population,
such as that of France. There are
also single-payer systems with ex-
tensive complementary and sub-
stitutive private insurance, such as
those in Ireland and Australia.

Instead of counting payers, as
the terms single- and multipayer
suggest, it is a better base for
comparison to pay attention to
which organizations in the system
are buying health care, the extent
to which they behave in similar
ways, and whether they pay the
same prices. If their behavior is
highly similar or highly co-
ordinated and they pay the same
prices, a de facto monopsony—a
market in which there is effec-
tively only one payer—exists. All
universal health care systems,
including those of Scotland, Ja-
pan, Austria, and Taiwan, com-
bine some form of de facto
monopsony with price controls,

such as a single price scheme.2 As
a result, the politics of systems la-
beled “single payer” and those la-
beled “multipayer”will often look
quite similar because they share key
features, such as universality, gov-
ernment accountability, monop-
sony, and price controls.

Although their similarities will
often be more important than
will their differences, there are a
subset of health systems in which
de facto monopsony and price
controls involve government fi-
nancing of essentially all health
care with central taxation rather
than using a multipayer model of
tightly regulated social insurance
funds. In other words, it means
the national health service systems
(e.g., the United Kingdom, New
Zealand, Canadian, Nordic,
Iberian, Italian, and Taiwanese
systems) in which the government
finances most care with direct
taxation. The category includes
countries with large health care
programs financed with taxation
but very large private insurance
sectors for the better off as well
(Ireland, Australia). We exclude
the systems, such as Germany’s,
that are formally social health in-
surance models with multiple
funds, because they clearly are not

what is meant by single payer in
US discussions.

Even in this group, there is
considerable variation. There are
systems inwhich thenational health
service (NHS) is not universal, such
as those of Ireland, Cyprus, and
Australia; in these countries the
system formally and informally
shifts a large part of the population
into private health insurance. There
is a great deal of variation in
ownership, from direct public
ownership to a preference for
contracting with nonprofits. There
is also variation in the basket of
services covered. Canadian phar-
maceutical insurance, for example,
is a provincial responsibility. As a
result, pharmaceutical coverage is
more fragmented and less effective
at insuring people against risk than
are its federal–provincial health
care arrangements. As the Cana-
dian example shows, there is also
important variation in the gov-
ernments that operate health care
systems. It is, for another example,
hard to characterize “the” Spanish
system because its 17 regional
governments operate increasingly
different systems with different
priorities and management.

The United States is clearly
capable of operating health care
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systems in ways that resemble
other countries, as with the
Veterans Health Administration
(effectively a British-style na-
tional health service model) and
Medicare, which resembles the
Canadian model of public fi-
nance for services provided pri-
vately. What it has not done, and
what these other countries have
done, is create a universal overall
system, single payer or otherwise.

HOW SINGLE-PAYER
SYSTEMS ARE
ESTABLISHED

There are broadly 2 condi-
tions under which single-payer
systems have been established.
One is institutional: countries
with strong and unified central
governments, such as the United
Kingdom, New Zealand, and
Sweden, have single-payer sys-
tems. Canada does as well, al-
though its strong and unified
central government is balanced
by federalism. Consequently, the
creation of Medicare in Canada
was a very Canadian story of
powerful executives acting and
the federal system then com-
pensating for the structural
instability of subnational gov-
ernment finances3 by general-
izing the financing across the
country.4 These strong and uni-
fied governments can pass NHS
models because in such systems
there are fewer opportunities for
incumbent interests to block
legislation, and government
can make broader trade-offs in
sustainability, coverage, and
organization.

The other, sometimes over-
lapping, condition is historical.
Single-payer systems are also
established in critical political
junctures when a country is de-
mocratizing and has no univer-
sal health care system.5 Thus,

for example, Spanish democra-
tization in the late 1970s and
early 1980s brought in parties
elected in part on the promise of
expanding the welfare state, and
the Spanish single-payer system
emerged from their debates on
how best to do that (the socialist
party, which was attracted by the
model of Sweden, defeated the
right-wing party, which was in-
terested in social insurance). The
pattern continues, with, for ex-
ample, democratization creating
the opportunity for Taiwan to
create a single-payer system.6 A
new democracy with a relatively
blank slate is a prime location for
the creation of a simple, egalitar-
ian, and encompassing program
like single-payer health care.

From this perspective, the
United States seems like a very
hostile environment in which to
establish a national single-payer
health care system. By contrast
with the United Kingdom,
New Zealand, and Sweden, the
United States does not have a
strong, unified central govern-
ment. In fact, the United States
has an unusually large number of
political players who can block
legislation.7 Power is divided
vertically, with autonomous
states whose independent actions
produce policy divergence, and
horizontally, with governments
subdivided into multiple legisla-
tive chambers, powerful courts,
and independent and powerful
executives. The result is that it
is relatively easy for narrow in-
terests or opponents of a policy
to find a place from which to
exercise a veto, for example in
the US Supreme Court ruling
Medicaid expansion in the Af-
fordable Care Act optional and in
US states then refusing Medicaid
expansion.

Similarly, the creation of the
US welfare state was divorced
from democratization. In Spain,
the conversations about the shape

that the welfare state should take
were an integral part of the de-
mocratization process, but in
the United States conversations
about health care excluded a large
proportion of the population.
The United States became a fully
inclusive democracy only with
the passage of the Voting Rights
Act of 1965,8 decades after the
creation of Social Security and
the employer-sponsored health
insurance system set it on a track
toward today’s financing mix.9

Even today, exclusion persists in
different forms. Students of US
politics disagree about the exact
proportion of persons in the
United States whose views have
no identifiable influence on
politics, but it appears to be at
least the bottom half of the in-
come distribution.10–12 A na-
tional single-payer system that
redistributes downward might
be a hard sell in a system with
such strong class bias.

Despite these obstacles, how-
ever, other countries do offer
the United States a number of
useful lessons. First, it is not in-
evitable that doctors and hospitals
will oppose the establishment of a
single-payer system. In large part
this depends on how they were
being paid before the single-
payer system was established, but
it also depends on whether they
are well paid in the new system,
whether the new system can
credibly commit to continue to
pay them well, and whether they
will be subjected to organiza-
tional reforms that they oppose,
such as payment system or pro-
vider system changes.

The last point is crucial: yok-
ing organizational reforms to
universal coverage endangers the
universal coverage. Providers are
more likely to understand and
appreciate the benefits of a steady
income and less paperwork than
they are to applaud proposals for
the top-down rationalization of

their organization and work. The
NHS of the United Kingdom,
for example, simply removed
all financial barriers in 1948.
There was no administrative
rationalization until 1974, long
after the NHS had become part
of life. Current Irish and Cypriot
efforts to move to universal sys-
tems are both endangered, not
because of opposition to uni-
versality but because of providers’
opposition to changes in pay-
ment systems and health care
organization. Those who focus
on reorganizing medicine and
health care delivery compete for
attention and power with those
whose main interest is in uni-
versal access.13

Avoiding reorganization is
quite contrary to the US instinct
to fill health care access policies
with efforts to improve quality
and contain costs. Part of the
reason for this instinct is that the
US health care sector is excep-
tionally expensive, which means
that reducing its overall cost is a
motivation for many reformers.
The instinct to reform also arises
for 2 other reasons, both stem-
ming from the complexity of US
political institutions: (1) legisla-
tion is so hard to pass that every-
body wants to add their policy
ideas to must-pass laws,14 and (2)
budgetary rules adopted in the
1970s and 1980s oblige programs
to be costed in often spurious but
politically important ways.15

Disregarding these imperatives
is difficult advice. Nevertheless,
Blumenthal and Morone are
onto something: to pass universal
health care, “hush the econo-
mists,” for they, and even more
so budgeters, will likely be in-
terested in the costs of something
that is inevitably expensive.16 In
the longer run, we can hope that
economists, and budgeters, can
start to account better for the
benefits of an equitable and ef-
ficient health care system.17,18
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HOW SINGLE-PAYER
SYSTEMS ARE
MAINTAINED

Maintaining a single-payer
system can seem hard. Its virtues,
in terms of tight overall financial
control, redistribution from rich
to poor, and responsiveness to
government, can also be demerits
if the system is seen to be un-
derresourced or mismanaged,
whereas there are always business
opportunities to be seen in
changes that make it less universal
and egalitarian.19 As a result, in
national single-payer systems
there is a permanent worry about
the risk that the middle classes
will desert the system. Middle-
class people in most systems have
enough disposable income to buy
private procedures or insurance.
The risk to a public universal
system is that they start voting
with their feet by going private
and voting with their votes by
ceasing to support it politically.
The United Kingdom, for ex-
ample, has a lively ongoing de-
bate about whether any given
policies are leading to the death of
the NHS, with critics pointing
out that the death of the NHS
has been confidently predicted
almost every year for decades.20,21

The underlying intuition that
fuels this discussion is a good one,
namely that the systems are
popular but always vulnerable
to undermining by those who
would underfund it or divert
their resources into less efficient
private businesses (as we also see
in discussions of the US Veterans
Health Administration, the clos-
est thing the United States has
to a national health service
system).19,22

Nonetheless, there is no really
clear case of a single-payer system
in a rich country backsliding,
even if there are policies intro-
duced that damage efficiency or
redistributive characteristics on

the margins. A major reason is
that it solves important problems
for many others. Universal health
care contains health care costs
(only theUnited States has health
care costs as a percentage of gross
domestic product that increase
regardless of government policy).
It creates accountability for
health care outcomes. It solves
problems for people who need
not worry about the cost and
availability of their health care.
Finally, it solves problems for
businesses by freeing them of a
recruitment and retention strat-
egy (offering health care) that
binds them to an expensive, in-
flationary sector that is much
harder to control than are most
suppliers. US businesses have
understood this last point in the
past.23 They might understand
it again if they are offered a
coherent and financially ac-
ceptable way to leave behind
their existing commitments
to employee benefits and the
associated human resources
expenditure and strategies, be-
cause payroll taxes are far cheaper
to administer and more predict-
able than are health benefits. In
firms, the human resources de-
partment is a constituency that
can be expected to fight for
its role and survival, although
it is usually not a very strong
one.24

The risk, instead, is of
middle-class exit. Broadly, pro-
grams that serve the middle
classes and poor are much more
likely to survive and thrive than
are programs that serve the
poor.25 Every system, with the
partial historical exception of
the Canadian, has let the rich buy
out in one way or another, going
private for such things as office
visits and low-risk births that the
private sector can profitably in-
sure and supply. But the middle
classes are crucial. If they view the
public system as desirable, they

are a reservoir of support for the
basic concept of the system and a
large pool of engaged users who
can fairly quickly tell when it is
deteriorating and exert influence
on the government of the day. A
trap exists in which the public
universal system underpins a
middle-class preference for exit
wherever possible. In such sys-
tems, which include those of
Ireland, Australia, and Cyprus,
the public system serves the poor
and those with complex diseases,
whereas whenever it is possible
themiddle classes opt out and pay
via insurance or out of pocket.
These countries all have higher-
performing health care systems
than does the United States,
but few view them as efficient,
fair, or stable across economic
cycles. Both Ireland and Cy-
prus are currently trying to
shift toward universal health
care.26,27

The organization of hospitals
is also crucial. In all the systems
we discuss, the important and
expensive hospitals are primarily
financed in the public system. If
all private payment buys is faster
back surgery or nicer facilities
for low-risk births, then it is
naturally limited and will not
exist at all in some parts of a
country. High-risk births, long-
term conditions, and complex
procedures will gravitate back to
public hospitals with the skills,
equipment, and risk pooling
needed to handle anything from
breech births to diabetes.
Teaching hospitals, in particular,
are likely to end up in the public
sector in such systems, in part
because expensive patients can
become assets in research and
teaching contexts. They have a
risk of partial privatization, as
with private-pay beds in English
elite hospitals, where patients pay
out of pocket for a nicer and faster
version of the same procedures
carried out by the same staff they

might have elsewhere in the
building for free. The question is
the extent to which the system
effectively privatizes these public
resources for the benefit of self-
pay patients.

CONCLUSION: THE
IMPORTANCE OF THE
MIDDLE CLASS

US persons are justifiably de-
bating ways to create a more
universal, equitable, and effi-
cient health care system and
can build on successful and
well-established programs,
such as Medicare and Medicaid,
that demonstrably weather
political storms. In building
out these programs, there are a
number of lessons from other
countries.

First, Medicare (or some other
system) will not become the only
US health care system. The po-
litical analysis of what it takes
to establish a unified national
single-payer system such as those
in Canada, the United Kingdom,
Spain, and Sweden suggests that
the United States is not likely to
create one. The institutions are
too riddled with veto points, and
even a critical juncture in US
democratic history is unlikely to
produce the kinds of clean slate
reforms democratic transitions
brought in Taiwan or Spain.

Second, there are a variety of
lessons about the creation of a
universal system nonetheless,
notably that a credible commit-
ment to give providers a decent
and predictable income flow
with no associated efforts to
rationalize them can be an at-
tractive offer. Likewise, it is
noteworthy that combining ad-
ministrative rationalization ef-
forts with creating universal
access is a formula for failure;
providers who might not mind
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the reduced bureaucracy and
greater stability of a universal
system are likely to object if it
simultaneously involves their
being rationalized and reformed
from above.

Third, the biggest lesson about
sustaining a national single-payer
system is that the middle classes
are crucial. Systems that the
middle classes perceive as good
value, whether Medicare, the
NHS of the United Kingdom, or
the social insurance systems across
Europe, will have a political
strength that systems targeted
only at the poor generally lack.
The political support for Med-
icaid that the past decade has
shownmight be attributable to its
demonstrable value to middle-
class families. The least re-
distributive single-payer systems
are the ones that encourage a
high level of middle-class exit
through, for example, tax in-
centives or selective private access
to public resources (including
subsidized medical education for
the doctors). In those systems,
such as Ireland’s and Australia’s,
middle-class support for the
public system is less solid and the
system is less efficient and equi-
table, but it is harder to make the
case that themiddle classes should
use and vote for a better public
system.

Policymakers in the United
States, as they think through
various universalist themes,
should be careful to ensure that
the system they create will be
attractive to the middle classes,
for it is there, and more than in
industry interests or social jus-
tice, that political sustainability
lies—even if creating such a
program makes passage harder.
Means-tested programs that
target the poor and those of
low income remain politically
divisive and, as a result, often
suffer from stigma and political
instability.
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