


$67 billion of pure bureaucratic waste could have been eliminated in 1991 unde Wl sy care arguably comparable or superior to that received in the
single payer model. These savings would have been more than enough to satisfy L 1t s indisputably less bureaucratic(Navarro 455-61). =

estimated $64 billion of providing coverage to the uninsured and eliminating co-p - Wil 10 current antipathy toward government, print and television
ments and deductibles, the small fees charged to the patient for each service (Gene ! Jeddly distorted the single payer model when acknowledging its exis-

Accounting Office Report 63). However, despite the gains in efficiency and uni sepresented a Canadian style solution as more costly than the current
sality available under single payer, the realities of interest group politics as well Buseancratic, and as a source of dreaded new taxes (neglecting to men-
irfational antipathy toward public programs and concerns about government cont Mo of more costly insurance premiums such taxes would replace).

combine to make such a plan impossible.

) The major source of administrative savings in the Canadian plan is effici
cy of utilizing a single government payer to provide all insurance, and therefore
vate insurers are banned from offering plans that “compete” with services provid
by the government. In order to capture the lion’s share of savings in the U.S., the p
vate insurance industry would be prohibited from competing with the governme
which means that the hundreds of health plans in the U.S. would be instantaneo
elirfinated and their tasks moved to the public sector. A multi-billion dollar indus
would not accept government-mandated extinction without an extraordinary po
cal battle for self-preservation, even were unprecedented majorities approving
such a government plan to magically appear. The industry would have absolut
nothing to lose in attempting to kill such a plan, and would spare no expense
leave any propaganda strategy untried. Thus one begins to see the difficulties of s
gle payer reform in the money-driven era of media politics, even were the politi
climate less derisive of government intervention.

Many aspersions have been cast upon the Canadian model such as “socil
ized medicine,” when in fact only the insurance system would be nationalize
Government's role in single payer is to provide third party payments to private h¢
pitals and doctors. In Canada, 90 percent of hospitals are private, not-for-profit ing
tutions and 95 percent of doctors are self-employed (General Accounting Off
Report 12). However, the major disincentive and source of great animosity in t
single-payer system for both doctors and hospitals sterns from government setti
fees for services. As the government is the only payer in town, physicians and hos
tals have no recourse but to work on the terms set by the government.

Single payer limits doctor’s salaries, certainly cutting them from current 1@
els. The American Medical Association has employed extensive propaganda ca

Wised a single payer system as a system that would have caused
10 the economy, resulted in higher taxes and given the federal gov-
powers”(Canham-Clyne 418) Award-winning Newsweek colum-
welson wrote in the Washington Post, “We need to admit that
Is-comprehensive universal insurance and cost control--are at
lyne 417). By bravely making such an admission, Samuelson pro-
ation of John Canham-Clyne’s argument that the “both sides” with
care debate were framed, was shifted to place the moderate Clinton

lan on the “left”(Canham-Clyne 415).  This shifting of the debate
L‘mu'w such as the single-payer model off-limits, as “unreasonable,”
Mty of the system to acheive “reform’s twin goals”. Clinton’s reform
the doom of single-payer, at least in the short term, as the ”non-poly
| significant cynicism about the ability of government to solve soci-
orone 392). Such anti-government sentiment makes enactment of
Il Insurance impossible in the short term, and so other mechanisms
| care and state-level plans will need to shoulder the burden of cost
tly 2/3 of Americans are currently enrolled in “managed care” pl_ans,

furm of either preferred provider organizations (PPO’s) or health mémte-
ganisations (HMO’s) (Kinsley 27). While data is uncertain as to the size of
ated by these organizations, particularly in the case of PPO’s, §ome
prices seems to occur(Fein 205). However, without government inter-
¥ Is no incentive for such private organizations to afford care to the

the failure of national health reform, it is likely that some state govern-
waperiment with expanding coverage and containing costs. Minnesota
have created programs to subsidize insurance premiums for some of

paigns to demonize the single payer model, excoriating the loss of “freedom w residents. Ignoring the uninsured, particularly the working unin-
choice” of medical services, not mentioning that such choice is enjoyed only by # Lo more difficult for local and state politicians (Hellander et al 4).
wealthy and those Americans not enrolled in “managed care” programs, and b “incremental” plans surrender the greatest potential source of sav-

wimies of scale and elimination of bureaucratic waste available under
i favor of expanding spending on public subsidies, which can increase
womplexity and suffer from political unpopularity. Some analysts have
il sspanding and improving Medicare as a route to reform(Morong 397).
W popular and well-known, and delivery mechanisms already e?us.t, so
“umts of starting up an entirely new federal program would be eliminat-
L ongressional attempts to cut Medicare as I write indicate that even

exaggerating the risks of ending up on a waiting list due to restrictions on expensi
acute care(Marmor and Mashaw 474-75). The AMA makes much of the fact t
Canadian restrictions on technology generate rationing of services based on nee
but neglects to mention that in the U.S., rationing occurs based on insurance provid
decisions and ability to pay.

More disturbing and certainly more surprising than simple interest gro
greed as a barrier to the single payer model is the ideological closed-mindedness af

lack of inquiry by the mass media during the failed Clinton reform effort. During wial” reform is unlikely, and rather a process of “decincrementaliza-
political and media circus that surrounded the creation and dissolution of t W 1 place, as Harvard’s Theda Skocpol has theorized (Skocpol 487). y
Clinton health plan, the single payer plan was consistently marginalized as “utoj pol posits that by presenting Medicare cuts as “budget-cutting

an,” or bureaucratic, despite the fact such a plan is utilized by our more enlighten

L sngressional right will be able to hinder or even cripple Medicare, and
but hardly utopian Canadian neighbors, who spend significantly less per capita @

. ,
L0 e program as a prime example of why federal programs don’t work,
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which then creates the justification for further cuts. Skocpol therefore sees the
possibility for national health insurance through a strategic retreat, by tempora
looking away from Washington to reform efforts at the state level, which eventu,
could create the momentum for re-opening debate on national health reform.
programs might result in regulation of insurance, such as cost controls and unive
ity requirements that could force powerful interests to look back to the gutted fed
government for “uniform” standards that would provide regulatory relief. The i
ests of the powerful economic interests would therefore once again provide
opportunity for a national debate, an opportunity reformers could seize upl
Having had experiences with a larger role of government at the state level, citi
might at last have the opportunity to engage in the open and thorough debate
could result in genuine reform. The dictate of “managed care” inventor All
Enthoven, that employing Canadian ideas is “off the radar screen of American po
bility” might very well continue to hold, as evidenced by the skewed debate du
Clinton reform effort, but a nation that continues to spend wastefully and inequita
ignores the single payer model at its peril.

Implications of the Proposed
Financial Aid Cuts

By Tony Castaneda

W talks about the implications of and the response to the proposed
Me caplores the issue at both the national level and specifically at

Bl his acceptance to Columbia University was the fulfillment
work in high school. However, in the same package with his
B his financial aid letter that outlined the monetary support he
Ivy League education valued at thirty thousand dollars a year.
pac kage based largely on loans, but still decided to attend
W of the substantial repayments he faces in the future.
with the 104th Congress debating huge cuts in the student finan-
now considers it a strong possibility that he may have gone else-
w1l the proposed legislation in Congress had existed when he
iion. "I would have ended up in a comrnunity college near my
I given the loans needed,” said Bell, now a Columbia College
11 have the experiences that I'm having now - it would have affect-
B adversely. I'd be in a terrible situation.”
winment supported financial aid has historically helped hundreds
Wdents receive a higher education. Today, the statistics show even
B tely on the government to supply the backbone of their financial sup-
' e L5 government supported 7.2 million students with $23 billion in
B Bnds The statistics reveal that one half of all full-time students in
wid universities need federal student aid to enroll, and 75% of all stu-
fooun the federal government. Students with aid also tend to come
“lass - the average income of a family with a student loan is $35,000.

REFERENCES

Bradsher, Keith. “Rise in Uninsured Becomes an Issue in Medicare Fight,” New Yg
Times, 27 August: Al, 1995.

Canham-Clyne, John. “When ‘Both Sides” are not Enough: The Restricted Debate
over Health Care Reform,” International Journal of Health Services, 24:3,
pp- 418, 1994.

Conrad, Peter and Kern, Rochelle, eds, The Sociology of Health and Illness, (New Yol
St. Martin’s Press, 1994).

Hellander, Ida, et. al. “Health Care Paper Chase, 1993: The Cost To The Nation, Th
States, And The District of Columbia,” International Journal of Health
Services, 24:1, pp. 1-9, 1994.

Kinsley, Michael. “The Best Way to Fix Medicare,” Time, 4 September: 27, 1995.

the huge number of students dependent on financial aid, cuts in

! soon after the 1994 Congressional elections. In early July of this

Morone, James. “Nativism, Hollow Corporations, and managed Competition: ": - '” ‘l . ll ‘: Jlan (Bu f o Ihesa ol ke gov);rnsyfederal
the Clinton Health Care Reform Failed,” Journal of Health Politics, Policy a muUpted a budget ple g

¥ W st seven years. The focus of the new Congress was to balance the
B largely by taking tremendous cuts in nearly all areas of govern-

Law, 20:2, pp. 392, 1995.

Navarro,Vincente. “Why Congress Did Not Enact Health Care Reform,” Journal o All government programs were on the table, and education was no
Health Politics, Policy and Law, 20:2, pp. 455-61, 1995.

» ' . wiiginal House of Representatives Budget Resolution would have

Skocpol, Theda, “Aftermath of Defeat,” Journal of Health Politics, Policy and Law, B e largest increase in the cost of college in the nation's history. The

pp- 485-489, 1995. W and Educational Opportunities Committee eventually completed a

B s of $10 billion from the student loan program. The plan hit certain

U.S. General Accounting Office. Canadian Health Insurance, Lessons for the Unit Sieas of federal student loans - the cuts would end the traditional six

States. Washington, D.C: Government Printing Office, 29, 1990. 4 wsemption grace period after graduation that gave college students a

Bk for jobs after graduation. According to the House Budget Resolution

3(0) HELVIDIUS Sprine 1996 Public Policy 31




