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The urge to save humanity is almost always 
only a false front for the urge to rule it.

—H. L. Mencken

There is renewed interest in “socialized medi-
cine.” Some prominent Americans want the United
States to adopt national health insurance as a means
to cover the uninsured, to establish equality of care,
and to control health care costs. Their preferred
method is a single-payer health care system in which
the government, through taxation, finances and reg-
ulates the delivery of health care services.

In fact, the single-payer solution to the problem
of the uninsured is a “nirvana approach” to health
care. Proponents often highlight the imperfections
of the current public–private system of health care
financing and delivery and contrast these with an
ideological vision of a future egalitarian condition
in which these imperfections will disappear and
everyone will have access to “free” health care.
Although the egalitarian vision holds perennial
appeal for some Americans, it would impose a
socialist-style command economy and require gov-
ernment control of the production and distribution
of goods and services. The striking feature of the
command economy, as Professor Alain Enthoven of
Stanford University, has observed, is “the contra-
diction between system and pretensions on the one
hand, performance on the other.” Policymakers
have a duty to examine not only the promises of the
single-payer proposal, but also its performance.

Ideology over Experience. Socialism does not
work, or at least not very well, based on an ample
historical record. Yet supporters of nationalized
health care still believe that socialism, through sin-
gle-payer financing, is uniquely capable of suc-
ceeding in the discrete area of health care financing
and delivery. Just as nations have learned that polit-
ical management and control is not the best way to
run the coal, steel, farming, banking, airline, or
electric power industries, policymakers should
conclude that the political process is a poor way to
manage health care. Preventing human suffering
should, in principle, include rejecting systems that
decrease available health resources by depressing
general living standards. Any health care interven-
tion, especially any that affects large populations,
should scrupulously follow the medical maxim of
“first, do no harm.”

Adverse Effects. Health care in a single-payer
system will be rationed by means other than price.
This will have inevitable adverse effects, including:

• Long waits and reduced quality. In Britain,
over 800,000 patients are waiting for hospital
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care. In Canada, the average wait between a
general practitioner referral and a specialty
consultation has been over 17 weeks. Beyond
queuing for care or services, single-payer sys-
tems are often characterized by strict drug for-
mularies, limited treatment options, and
discrimination by age in the provision of care.
Price controls, a routine feature of such sys-
tems, also result in reduced drug, technology,
and medical device research.

• Funding crises. Because individuals remain
insulated from the direct costs of health care, as
in many third-party payment systems, health
care appears to be “free.” As a result, demand
expands while government officials devise ways
to control costs. The shortest route is by pro-
viding fewer products and services through
explicit and implicit rationing.

• New inequalities. Beyond favoritism in the
provision of care for the politically well-con-
nected, single-payer health care systems often
restrain costs by limiting surgeries for the eld-
erly, restricting dialysis, withholding care from
very premature infants, reducing the number of
intensive care beds, limiting MRI availability,
and restricting access to specialists.

• Labor strikes and personnel shortages. In
2004, a health worker strike in British Columbia,
Canada, resulted in the cancellation of 5,300 sur-
geries and numerous MRI examinations, CT
scans, and lab tests. Canada also has a shortage of
physicians, and the recruitment and retention of
doctors in Britain has become a chronic problem.

• Outdated facilities and medical equipment.
Advances in medical technology are often seen

in terms of their costs rather than their benefits,
and investment is slower. For example, an esti-
mated 60 percent of radiological equipment in
Canada is technically outdated.

• Politicization and lost liberty. Patient auton-
omy is curtailed in favor of the judgment of an
elite few, who dictate what health care needs
and desires ought to be while imposing social
controls over activities deemed undesirable or
at odds with an expanding definition of “public
health.” Government officials would claim a
compelling interest in many areas now consid-
ered personal.

Conclusion. The very real problems of Amer-
ica’s health care system, including the problem of
uninsurance, can be addressed through innova-
tive market-based solutions. While critics of the
market approach are free to claim that a future
health care system based on free and voluntary
exchange would have pernicious rather than pos-
itive effects, the evidence-based approach to
health policy finds little to support the promised
superiority of national health insurance. In the
end, the socialist vision of medicine will achieve
Orwellian results: The promise of health care cov-
erage becomes health rationing, access to univer-
sal coverage means delays in access to care, official
fairness yields to favoritism by officials, freedom
of choice becomes coerced conformity, and dem-
ocratic deliberation is replaced by bureaucratic
decision-making.

—Kevin C. Fleming, M.D., is an internist and geri-
atrician in the Division of General Internal Medicine at
the Mayo Clinic in Rochester, Minnesota.



• Single-payer health care systems in Britain,
Canada, and other nations experience
chronic financial problems, personnel short-
ages, queues, lower quality, delayed diagno-
sis and treatment, health worker strikes,
political favoritism, and the special provision
of care for a privileged class.

• In a single-payer system, political incentives
supplant market forces, creating a process
that is friendly to special-interest lobbying,
bureaucratic redundancy, and the abroga-
tion of personal freedoms. This political pro-
cess contributes to the misallocation of
resources, the expansion of governmental
control over health care delivery, and the
politicization of medicine.

• Market-based reforms, however, would dra-
matically expand coverage, promote inno-
vation and economic efficiency, and
eliminate existing market distortions in the
health care system. Real market competition
would allow more efficient and productive
providers to thrive, while less productive
providers would either become more effi-
cient or go out of business.
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High-Priced Pain: What to Expect from a 
Single-Payer Health Care System

Kevin C. Fleming, M.D.

The urge to save humanity is almost always 
only a false front for the urge to rule it.

—H. L. Mencken1

There is a renewed interest in “socialized medicine.”
Policy elites generally agree that the establishment of a
universal, nationalized health care system would best
be achieved through the creation of a single-payer
health care system. This is nothing new. Since the Great
Depression, political leaders advocating a government-
run system have proposed massive large-scale changes,
either through a government takeover of the system as
in Britain or Canada or through extensive government
control and regulation as embodied in the failed Clin-
ton Health Security Act of 1993.2

Meanwhile, the pages of American medical and
health policy journals are replete with research and
discussion of the failures of the current system,
including lack of coverage, erosion of benefits,
uncontrolled spending, and cost barriers. While the
specifics may vary, many Americans, including medi-
cal professionals, express serious dissatisfaction with
the present U.S. model of health care. Not surpris-
ingly, a single-payer national health insurance pro-
gram routinely resurfaces as a major proposal for
comprehensive change.

Policymakers should ignore imagined outcomes
and focus closely on the performance of existing
models: the British, Canadian, and other state-run
systems. In these systems, health care is subject to
bureaucratic and political rationing and driven by
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political and budgetary pressures. This leads to
inevitable adverse effects, including:12

• Long waits and reduced quality. In Britain,
over 800,000 patients are waiting for hospital
care. In Canada, the average wait between a
general practitioner referral and a specialty
consultation has been over 17 weeks. Beyond
queuing for care or services, single-payer sys-
tems are often characterized by strict drug for-
mularies, limited treatment options, and
discrimination by age in the provision of care.
Price controls, a routine feature of such sys-
tems, also result in reduced drug, technology,
and medical device research.

• Funding crises. Because individuals remain
insulated from the direct costs of health care, as
in many third-party payment systems, health
care appears to be “free.” As a result, demand
expands while government officials devise ways
to control costs. The shortest route is by pro-
viding fewer products and services through
explicit and implicit rationing.

• New inequalities. Beyond favoritism in the
provision of care for the politically well-con-
nected, single-payer health care systems often
restrain costs by limiting surgeries for the eld-
erly, restricting dialysis, withholding care from
very premature infants, reducing the number of
intensive care beds, limiting MRI availability,
and restricting access to specialists.

• Labor strikes and personnel shortages. In
2004, in British Columbia, Canada, a health
worker strike resulted in the cancellation of 5,300
surgeries and numerous MRI examinations, CT
scans, and lab tests. Canadians have a shortage of
physicians, and the recruitment and retention of
doctors in Britain has become a chronic problem.

• Outdated facilities and medical equipment.
Advances in medical technology are often seen
in terms of their costs rather than their benefits,
and investment is slower. For example, an esti-
mated 60 percent of radiological equipment in
Canada is technically outdated.

• Politicization and lost liberty. Patient auton-
omy is curtailed in favor of the judgment of an
elite few, who dictate what health care needs
and desires ought to be while imposing social
controls over activities deemed undesirable or
at odds with an expanding definition of “public
health.” Over time, government officials will
claim a compelling interest in many areas now
considered private.

No government policy can solve all health sys-
tem problems and cost nothing. Many of these
problems could be resolved if policymakers at both
the federal and state levels eliminated the existing
distortions in the flawed health insurance markets
and established a fair and equitable tax credit sys-
tem that would enable every American family to
afford health insurance.3 Desirable social objectives
can be achieved in ways that are compatible with
Americans’ values of individual and economic free-
dom and result in a new health care system that is
more financially sustainable and produces better
economic performance.

Rationale for the Single-Payer Proposal
The single-payer proposal enjoys strong support

in certain quarters of America’s health policy commu-
nity. For example, analysts at the Institute of Medi-
cine (IOM) have urged the adoption of universal
coverage, rejecting incremental expansions of insur-
ance coverage as inadequate to address the many
problems of the current health care system. Among
the acceptable approaches to achieve that goal, aside

1. H. L. Mencken, Minority Report: H. L. Mencken’s Notebooks (Baltimore: Johns Hopkins University Press, 1956, reprinted 
1997), p. 247.

2. For a historical discussion of this debate, see Paul Starr, The Social Transformation of American Medicine (New York: Basic 
Books, 1982), p. 389. See also Jo Ivey Boufford and Phil Lee, “Health Policy Making: The Role of the Federal Government,” 
in Marion Danis, Carolyn Clancy, and Larry Churchill, eds., Ethical Dimensions of Health Policy (New York: Oxford University 
Press, 2002), pp. 158 and 199–200.

3. There are a variety of innovative policy options. For example, see Stuart M. Butler, “Reducing Uninsurance by Reform-
ing Health Insurance in the Small-Business Sector,” Heritage Foundation Backgrounder No. 1769, June 17, 2004, at 
www.heritage.org/research/healthcare/bg1769.cfm.
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from requiring individual or employer-based insur-
ance, is the establishment of a single-payer system
administered by the federal government.4

Likewise, the World Health Organization (WHO)
has called health care a “human right” requiring the
provision of “universal and comprehensive primary
health care, irrespective of people’s ability to pay.” Ac-
cording to WHO analysts, equal access “implies equal
entitlement to the available services for everyone.”5

Moreover, according to a WHO report, achieving health
care “equity” requires national health planning.6

Writing in the JAMA (Journal of the American
Medical Association), the Physicians’ Working
Group for Single-Payer National Health Insurance
identified four key principles:

1. Access to comprehensive health care is a
human right. It is the responsibility of society,
through its government, to ensure this right.
Coverage should not be tied to employment.

2. The right to choose and change one’s physician
is fundamental to patient autonomy. Patients
should be free to seek care from any licensed
health care professional.

3. Pursuit of corporate profit and personal fortune
have no place in caregiving. They create enor-

mous waste and too often warp clinical deci-
sion-making.

4. In a democracy, the public should set health
policies and budgets. Personal medical deci-
sions must be made by patients with their
caregivers, not by corporate or government
bureaucrats.7

Support for a single-payer system is not perva-
sive throughout the medical profession. For exam-
ple, the American Medical Association, the largest
professional medical association, favors insurance
market reform and the provision of generous health
care tax credits and subsidies to low-income Amer-
icans to expand health insurance coverage.

Nonetheless, there are prominent medical
spokesmen for the single-payer approach. For
example, the single-payer position is endorsed by
the Society for General Internal Medicine,8 the
American Medical Student Association,9 and two
former editors of the New England Journal of Medi-
cine.10 The current JAMA editor in chief has stated,
“We are the only developed country in the world
that doesn’t have a specific health plan for our
people. It’s a disgrace.”11

Political support for a single-payer system is con-
fined almost exclusively to liberal Democrats. Repre-

4. Institute of Medicine of the National Academies, Board on Health Care Services, Insuring America’s Health: Principles and Rec-
ommendations (Washington, D.C.: National Academies Press, 2004), at www.nap.edu/books/0309091055/html (October 2, 2005).

5. U.N. Commission on Human Rights, “Statement by the World Health Organization,” Agenda Item 10: Economic, Social and 
Cultural Rights, April 1, 2003, at www.who.int/hhr/information/en/item10_final.pdf (July 14, 2005), and Russell Mokhiber and 
Robert Weissman, “Health Care Is a Right: A People’s Charter for Health,” The San Francisco Bay Guardian, December 26, 
2000, at www.sfbg.com/focus/113.html (July 14, 2005).

6. Margaret Whitehead, “The Concepts and Principles of Equity and Health,” World Health Organization, Regional Office for 
Europe, Copenhagen, 1991, pp. 3–15, at www.who.dk/Document/PAE/conceptsrpd414.pdf (March 15, 2005).

7. Physicians’ Working Group for Single-Payer National Health Insurance, “Proposal of the Physicians’ Working Group for Sin-
gle-Payer National Health Insurance,” JAMA, August 13, 2003, pp. 798–805.

8. Eugene Rich, letter to Bob Doherty, Senior Vice President, Governmental Affairs and Public Policy, ACP-ASIM, 2002, at 
www.sgim.org/ACPAccess.doc (September 27, 2005), and Society of General Internal Medicine, “Support Health Care 
Reform,” Issue Brief, at www.sgim.org/HealthSystemsbrief.cfm (September 27, 2005).

9. American Medical Student Association, “AMSA’s Universal Health Care Leadership Institute 2005: Training Tomorrow’s 
Leaders in the Health Care Justice Movement,” 2005, at www.amsa.org/uhc/uhcli.cfm (September 28, 2005).

10. Arnold Relman, “The Health of Nations,” The New Republic, March 1, 2005, at www.tnr.com/
doc.mhtml?i=20050307&s=relman030705 (September 27, 2005; subscription required), and Marcia Angell et al., “Proposal of 
the Physicians’ Working Group for Single-Payer National Health Insurance,” Physicians for a National Health Program, at 
www.physiciansproposal.org/proposal_group.htm (September 28, 2005).

11. Liz Kowalczyk, “Universal Health Plan Is Endorsed,” Boston Globe, August 13, 2003, p. A1.
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sentative John Conyers (D–MI) is the sponsor of the
United States National Health Insurance Act (H.R.
676), which has 75 cosponsors, including Represen-
tative Charles Rangel (D–NY), ranking member of
the powerful House Ways and Means Committee.12

Senator Edward M. Kennedy (D–MA) and Represen-
tative John Dingell (D–MI) have also long champi-
oned legislation to establish national health
insurance. Among Democratic political leaders,
former Vice President Al Gore has also come out in
favor of a single-payer system as “the best solution”
to the nation’s health insurance problem.13 This is a
position shared by the Massachusetts Democratic
Party14 and the Green Party platforms.15 Demo-
cratic National Chairman Howard Dean has also
called for national health insurance.16

Top 10 Expectations from the Single-
Payer Experience

In the professional medical literature, the desire
to provide health care for all, particularly for the
uninsured, is advanced as one of the primary rea-
sons for a single-payer program.17 However, the
potentially adverse effects for the American people
of adopting a single-payer system remain largely
unexamined in the medical literature.

There is a profound disconnect between what is
promised and what is likely to occur based on con-
crete experience. The anticipated outcome of

improved access for individuals, particularly the
poor, is the primary outcome imagined. Obviously,
the government could provide universal insurance
coverage and finance that coverage through taxa-
tion. For policymakers in Congress and state legis-
latures, the more important issue, as the 19th
century French economist Frederick Bastiat
warned, is “that which is not seen”—the long-term
consequences for individuals and families and for
their doctors of adopting such a system.18

A growing body of empirical evidence shows
that nationalized health care systems have unde-
sirable consequences. Based on these national
experiences, particularly the experiences of the
British National Health Service (NHS)19 and the
Canadian Medicare system, such consequences
should be expected.

Expectation #1: Reduced quality of care.
There are many ways to measure quality. One

way is to consider key indices of treatment, such as
neonatal care. Today, the United States has high
neonatal intensive care capacity, with 6.1 neonatol-
ogists per 10,000 live births; Australia has 3.7 per
10,000; Canada, 3.3 per 10, 000; and the United
Kingdom, 2.7 per 10,000. The United States has
3.3 intensive care beds per 10,000 live births; Aus-
tralia and Canada have 2.6 per 10,000; and the
United Kingdom, 0.67 per 10,000.

12. The bill is comprehensive. It would provide universal coverage under a government health insurance program for all “med-
ically necessary” care, outlaw private health insurance that duplicates benefits provided by the government, and establish a 
“global budget” for medical services. The bill would finance the program through existing government revenues for health 
care, an increase of personal income taxes on the top 5 percent of income earners, new taxes on stocks and bonds, and a 
“modest” (but unspecified) payroll tax increase.

13. Mark Halperin, Elizabeth Wilner, and Marc Ambinder, “Gore Supports Single-Payer,” ABC News The Note, November 14, 
2002, at www.abcnews.go.com/sections/politics/DailyNews/TheNote_Special2.html (September 27, 2005).

14. Massachusetts Democratic Party, “The Platform of the Massachusetts Democratic Party,” at www.massdems.org/about/platform.htm 
(September 27, 2005).

15. Greens/Green Party USA, “Platform of the Greens/Green Party USA,” at www.greenparty.org/Platform.php (September 27, 
2005).

16. Charles S. Johnson, “Dean Wows Dems with Speech,” The Billings Gazette, July 17, 2005, at www.billingsgazette.com/
index.php?id=1&display=rednews/2005/07/17/build/state/58-dean.inc (September 28, 2005).

17. Physicians’ Working Group, “Proposal of the Physicians’ Working Group for Single-Payer National Health Insurance.”

18. Frederick Bastiat, “That Which Is Seen, and That Which Is Not Seen,” 1850, at www.jim.com/seen.htm (September 27, 2005).

19. Alain C. Enthoven, “The NHS Plan: A View from 30,000 Feet,” Adam Smith Institute (London), 2001, pp. 1–7, at 
www.adamsmith.org/images/uploads/publications/30000feet.pdf (October 1, 2005).
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While American “overinvestment” in lifesaving
of premature infants may come at the expense of
proportionately less support for preconception and
prenatal care, British neonatal intensive care capac-
ity is far below that found in nearly every other
Western nation.20 Although Canada has more gen-
erous welfare entitlements, less income disparity,
universal health coverage, and more uniform stan-
dards of perinatal care than the United States, vari-
ations in mortality rates among Canadian neonatal
intensive care units appear to be as wide as those
reported in the United States and elsewhere.21

In cardiovascular care, a comparative study of
death rates from stroke and heart disease put Brit-
ain’s NHS 13th out of 15 European countries stud-
ied. In a 17-nation cancer study, the five-year
survival rate for lung cancer in Britain was the
worst of the 17; for colon cancer, Britain ranked
12th; and for breast cancer, Britain was 11th out of
17 (just above Slovenia, Austria, Estonia, Poland,
and Slovakia).22 In the early 1990s, Britain had
fewer radiotherapists per capita than Poland and
fewer medical oncologists than any country in
Western Europe.

Organisation for Economic Co-operation and
Development (OECD) figures for 1996 show that
Britain had 1.7 practicing physicians per 1,000
population; Germany had 3.4 per 1,000; France,
2.9 per 1,000; and Poland, 2.4 per 1,000. The only
countries with a lower proportion among the 29

studied by the OECD were South Korea (1.2 per
1,000), Mexico (1.2 per 1,000), and Turkey (1.1
per 1,000).23 Some of these disparities are attribut-
able to poor clinical practices, but the primary
cause of these failures was rationing due to lack of
funds. However, to raise expenditure to the levels
of other developed countries would require mas-
sive tax increases. To improve British health care,
alternative sources of funding were advised.24

In Britain, total NHS spending on health care is
low by international standards. In 1997, total
expenditure on health care in the U.K. was 6.9 per-
cent of gross domestic product (GDP). The German
figure was 10.7 percent, and the French, 9.6 per-
cent. Of the 29 advanced countries studied by the
OECD, only Hungary, Ireland, South Korea, Mex-
ico, Poland, and Turkey spent less. After 1997, Brit-
ish health expenditures increased 81 percent,
reaching £96.2 billion in 2004,25 representing 8.3
percent of GDP, up from 7.6 percent in 2001 but
still in the lower half of OECD expenditures with
Italy and Hungary.26

Yet out of the total increase of £3.6 billion given to
hospital and community care in England in 2005–
2006, only 13 percent went toward service improve-
ments. “Fifty per cent went on higher pay, according
to the King’s Fund, and another 37 per cent was
absorbed by other ‘cost pressures’, which included
increased drug bills, clinical negligence claims and
capital costs.”27 Cost constraints in Britain mean

20. Lindsay Thompson, David Goodman, and George Little, “Is More Neonatal Intensive Care Always Better? Insights from a 
Cross-National Comparison of Reproductive Care,” Pediatrics, Vol. 109, No. 6 (June 2002), pp. 1036–1043.

21. Koravangattu Sankaran, Li-Yin Chien, Robin Walker, Mary Seshia, Arne Ohlsson, Shoo K. Lee, and the Canadian Neonatal 
Network, “Variations in Mortality Rates Among Canadian Neonatal Intensive Care Units,” CMAJ, Vol. 166, Issue 2 (January 
22, 2002), pp. 173–178, at www.cmaj.ca/cgi/reprint/166/2/173.pdf (September 1, 2006).

22. David Green and Laura Casper, “Delay, Denial and Dilution: The Impact of NHS Rationing,” Institute of Economic Affairs 
(London), Health and Welfare Unit Choice in Welfare No. 55, January 2000, at www.civitas.org.uk/pdf/cw55.pdf (October 1, 
2005).

23. Organisation for Economic Co-operation and Development, Health Data 99, cited in David G. Green, “They’ve Had a Good 
Innings! Does the NHS Discriminate Against the Elderly?” Civitas Background Briefing No. 1, p. 3, at www.civitas.org.uk/pdf/
bb1.pdf (September 1, 2006).

24. Green and Casper, “Delay, Denial and Dilution.”

25. United Kingdom Office for National Statistics, “Expenditure on Health in the UK,” 2006, at www.statistics.gov.uk/articles/
nojournal/Expenditure_health_UK.pdf (September 1, 2006).

26. Organisation for Economic Co-operation and Development, “OECD Health Data 2006: How Does the United Kingdom 
Compare,” at www.oecd.org/dataoecd/29/53/36959993.pdf (September 1, 2006).
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that the NHS does not pay for newer cancer treat-
ments that are widely available in the U.S., including
colon and breast cancer chemotherapies.28

For Americans, the Canadian model is often
cited as a superior system by single-payer advo-
cates. According to 2006 OECD estimates, public
health expenditures in Canada are 6.8 percent of
GDP, compared to 6.9 percent for the U.S. Yet,
according to the OECD, just 10 percent of Can-
ada’s GDP is spent on health care, compared to
15.4 percent in the U.S. These raw figures are
often cited to prove that the Canadian system is
cheaper or more economically efficient than that
of the United States.

Private health spending is lower in Canada,
notes Canadian economist Pierre Lemieux, prima-
rily because most of such outlays “are illegal.” The
public health monopoly of care in Canada has led
to poor quality of service, says Lemieux, including
“the frequent rudeness of unionized personnel”
and waiting times that “remain high even for criti-
cal diseases.” The Canadian health care bureau-
cracy is “oblivious to anguish, discomfort,
humiliation and other subjective factors,” such as
lost time and health risks incurred by waiting.29

In spite of its aggressive central planning, a social-
ist system is not necessarily better equipped to deal
with a genuine health care crisis. A recent report on
the 2003 Canadian SARS outbreak found Ontario’s
public health system “unprepared, fragmented,
poorly led, uncoordinated, inadequately resourced,

professionally impoverished, and generally incapa-
ble of discharging its mandate.” As a result, the
report called the structure and capacity of Ontario’s
public health care “woefully inadequate.”30

Proponents often tout the Canadian focus on
preventive health care, but the truth is that key ser-
vices such as immunizations for children, routine
eye exams, and physiotherapy services are only
partially funded. In some regions, like Ontario,
they have been completely “delisted” (i.e., are no
longer covered). Partial or full de-listing of health
care services has occurred regularly across Cana-
dian provinces over the past 15 years. Provincial
governments are mandated to fund only a partial
list of “medically necessary” services universally,
while essential items such as insulin for diabetics or
ventolin for asthmatics are often not publicly
insured, but instead must be purchased privately.31

While emergency care is similar for Canadian
and American patients, the Canadian government
controls costs by rationing the availability of tests
and procedures, limiting access to technology, and
restricting the number of specialists. But waiting
means a diagnosis delayed or deferred, “and Cana-
dian patients may be more incapacitated before
they receive the same high-technology care that
they would receive in the United States.”32

According to Canadian Senators Michael Kirby
and Dr. Wilbert Keon, Canadian hospitals “have lit-
tle incentive to enhance the quality and/or accessi-
bility of their services, to contain or reduce costs, to

27. Nigel Hawkes, “Hospital Salaries Eat Up Half of Health Service’s £3.6bn Windfall,” The Times, February 3, 2006, at 
www.timesonline.co.uk/newspaper/0,,174-2022820,00.html (August 30, 2006).

28. BBC News, “Woman Loses Herceptin Court Bid,” February 15, 2006, at http://news.bbc.co.uk/1/hi/health/4715430.stm 
(August 30, 2006), and Karol Sikora, “The Price of Life,” The Daily Telegraph, August 22, 2006, at www.telegraph.co.uk/health/
main.jhtml?xml=/health/2006/08/22/hcancer22.xml (August 25, 2006).

29. Pierre Lemieux, “Canada’s ‘Free’ Health Care Has Hidden Costs,” The Wall Street Journal, April 23, 2004, p. A15, at 
www.independent.org/newsroom/article.asp?ID=1292 (October 1, 2005).

30. Darren Yourk, “Ontario Health System ‘Woefully Inadequate,’” The Globe and Mail, April 20, 2004, at www.theglobeandmail. 
com/servlet/story/RTGAM.20040420.wsars0420/BNStory/Front (October 1, 2005; subscription required).

31. Mark Stabile and Courtney Ward, “The Effects of De-listing Publicly Funded Health Care Services,” draft conference paper 
for “Health Services Restructuring: New Evidence and New Directions,” Kingston, Ontario, November 17–18, 2005, at 
www.irpp.org/events/archive/nov05JDI/stabile.pdf (August 27, 2006).

32. Mark J. Eisenberg, “An American Physician in the Canadian Health Care System,” Archives of Internal Medicine, Vol. 166, No. 3 
(February 13, 2006), pp. 281–282.
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improve their efficiency or to improve their pro-
ductivity.” The government is able, for a time, to
avoid confronting these structural weaknesses only
through “repeated injections of large amounts of
additional money into the healthcare system.”33

The British experience is also instructive. While
many medical professionals and health policy ana-
lysts are critical of the performance of health main-
tenance organizations (HMOs) in America’s
employer-based health insurance system, a promi-
nent American HMO has been shown to outper-
form the British National Health Service. For
roughly the same cost, Kaiser Permanente demon-
strated better performance than the NHS in pri-
mary care services (20 minutes with the doctor at
Kaiser, compared to eight minutes in the NHS) and
access to specialists (two-week waits at Kaiser, 13
weeks at NHS) with just a third of the NHS’s hospi-
tal utilization rate. Kaiser also has three times the
number of nurses per physician than in Britain.34

By design, the NHS limits access to medical spe-
cialists. “In the UK,” according to a report in The
Guardian, “general practice is a bottomless pit
where everyone sees fit to throw their effluent.”35

According to Geoffrey Rivett, “Twenty years of cost
cutting, contracting out cleaning and catering to
the lowest cost tender, and the removal of manage-
ment from the shop floor had their inevitable
effects.”36 The culture of public service has dimin-
ished, and the NHS has fostered a culture of staff

“indifference, rudeness and a lack of respect for
individuals or for privacy,” slovenliness, and “even
a lack of simple compassion.”37

Based on the published reports, British hospitals
are often dirty, and the institutional food is “often
unpalatable,” while overworked British doctors are
seeing patients in visits that are so short that the
quality of diagnosis is often threatened. Meanwhile,
British patients often have no choice of appoint-
ment date or time and endure a low level of service
in the government health care system that they
would find intolerable in other areas of British life.
Not surprisingly, there are now “more bureaucrats
in the NHS than hospital beds.”38

Regrettably, says Rivett, the recent belief that mod-
ernization and elimination of “the internal market
would remedy many problems proved as spurious as
earlier magic solutions,” as large infusions of money
“seemed to make little difference.”39 As Richard
Smith, editor of BMJ (British Medical Journal),
remarked in 2002, “It seems to be universally agreed
that the NHS is sick. It is plagued by delay, low qual-
ity care, and poor outcomes.”40

The United States is more productive in the
treatment of breast cancer, lung cancer, and
cholelithiasis than Germany and Britain. The rea-
sons can be traced directly to their respective health
care systems. For example, “the United Kingdom
has not invested as quickly in technologies that
have dramatically improved the diagnostic capabil-

33. “Competition Only Way of Rescuing Healthcare, Say Kirby and Keon,” Canadian Healthcare Technology, October 2004, at 
www.canhealth.com/oct04.html#anchor34729 (August 27, 2006).

34. Richard Feachem, Neelam Sekhri, and Karen White, “Getting More for Their Dollar: A Comparison of the NHS with Cali-
fornia’s Kaiser Permanente,” BMJ, Vol. 324, Issue 7330 (January 19, 2002), pp. 135–143, at http://bmj.bmjjournals.com/cgi/
reprint/324/7330/135 (October 1, 2005).

35. Mark Gould, “Lesson from America,” The Guardian, November 5, 2003, at http://society.guardian.co.uk/nhsplan/story/
0,7991,1077525,00.html (February 24, 2005).

36. Geoffrey Rivett, “The Next Chapter of From Cradle to Grave: Fifty Years of the NHS,” Health Service Journal, at www.nhshistory.
hsj.co.uk/index.htm (September 28, 2005).

37. Minnette Marrin, “The Health Service Is Sick from the Neck Up,” The Daily Telegraph, January 21, 2000, p. 28, at 
www.minettemarrin.com/minettemarrin/2000/01/the_health_serv.html (October 2, 2005).

38. Anthony Browne and Matthew Young, “NHS Reform: Towards Consensus,” Adam Smith Institute (London), 2002, pp. 8, 
10, and 15, at www.adamsmith.org/pdf/browne-paper-1.pdf (February 24, 2005).

39. Rivett, “The Next Chapter.”

40. Richard Smith, editorial, “Oh NHS, Thou Art Sick,” BMJ, Vol. 324, Issue 7330 (January 19, 2002), pp. 127–128, at 
http://bmj.bmjjournals.com/cgi/content/full/324/7330/127 (October 1, 2005).
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ities of medicine and significantly reduced recovery
time.” On the other hand:

[Germany] has a system more like the United
States had 20 years ago. In Germany, medical
expenses are paid for on a task-by-task basis
for services of doctors and hospitals. As a
result, hospitals in Germany have no financial
incentive to reduce length of stay.41

Expectation #2: Periodic funding crises.
The rationing of health care, whether by price or

by some other means, is inevitable. Under the Brit-
ish NHS, the extensive implicit rationing is “severe
and intentionally conceals life and death decisions
from patients.”42 This is accomplished by design,
through fewer resources and lower spending than
one finds in OECD nations. Doctors carry this out
via queues, by withholding specialist referrals and
by telling patients that nothing can be done for
them, rather than disclosing that treatments do
exist but are not covered.43

Although surveys frequently demonstrate public
satisfaction with single-payer systems such as the
NHS, there are chronic complaints over insufficient
funding.44 Similar concerns are raised in America,
where government programs such as Medicaid are
blamed for being Scrooge-like because of attempts
at cost cutting.45 However, the problem of insuffi-

cient funds is intractable, as there is always more
desire for services than money. In Canada, this has
translated into a system where “everything is free,
but nothing is readily available.”46 That is, when
governments restrict public spending in order to
reduce costs, patient demand far outstrips health
care supply.

Indeed, the “NHS has long-run excessive ration-
ing built into it,” say British analysts at the Adam
Smith Institute of London, because there are con-
stant pressures to contain spending and only indi-
rect and infrequent pressures to increase it.47 For
example, to contain costs, access to health care in
the NHS is rationed by age. Indeed, British elderly
are frequently denied access to beneficial technolo-
gies such as renal dialysis and medicines for Alzhe-
imer’s disease.48 A recent decision by the National
Institute for Clinical Excellence (NICE) not to pay
for two expensive colon cancer drugs for NHS
patients is an example of explicit rationing. Accord-
ing to Professor Karol Sikora, former chief of the
World Health Organization Cancer Unit, “if you
look at those it has sanctioned and read between
the lines, it seems that you and I are worth only
about £30,000 a year to the NHS.”49

Similarly, access to dentistry in the NHS is
rationed by prices that are set well below the Euro-

41. William W. Lewis, The Power of Productivity: Wealth, Poverty and the Threat to Global Stability (Chicago: University of Chicago 
Press, 2004), pp. 9–14, 75, and 97.

42. Joanna Coast, Jenny Donovan, Andrea Litva, John Eyles, Kieran Morgan, Michael Shepherd, and Jo Tacchi, “‘If There Were 
a War Tomorrow, We’d Find the Money’: Contrasting Perspectives on the Rationing of Health Care,” Social Science & Medi-
cine, Vol. 54, Issue 12 (June 2002), pp. 1839–1851.

43. Ibid.

44. Andrew Bindman, “Whose Health Care Is More Efficient?” BMJ, Vol. 327, No. 7418 (August 28, 2002), pp. E96–E98, at 
http://bmj.bmjjournals.com/cgi/content/full/327/7418/E96 (October 1, 2005).

45. Editorial, “The Perils of Cutting Medicaid,” The New York Times, April 17, 2004, p. A14.

46. James Frogue, David Gratzer, Timothy Evans, and Richard Teske, “Buyer Beware: The Failure of Single-Payer Health Care,” 
Heritage Foundation Lecture No. 702, May 4, 2001, at www.heritage.org/Research/HealthCare/HL702.cfm.

47. Browne and Young, “NHS Reform,” pp. 8–15.

48. John Goodman, Gerald Musgrave, and Devon Herrick, Lives at Risk: Single-Payer National Health Insurance Around the World, 
(Lanham, Md.: Rowman & Littlefield Publishers, 2004), pp. 147–150; Angus Deaton and Christina Paxson, “Mortality, 
Income, and Income Inequality over Time in Britain and the United States,” National Bureau of Economic Research Working 
Paper No. 8534, October 2001, pp. 3–48; Ananova.com, “Health Chiefs Accused of Rationing Alzheimer’s Drugs,” Novem-
ber 1, 2002, at www.ananova.com/news/story/sm_706687.html (February 25, 2005; unavailable January 10, 2006), and 
National Center for Policy Analysis, “British Hospitals Ration Alzheimer’s Drugs,” Daily Policy Digest, November 25, 2002, 
at www.ncpa.org/iss/hea/2002/pd112502f.html (October 1, 2005).
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pean market. As a result of insufficient fees, many
dentists are unable to recoup practice investments
and decide to “escape the treadmill and piece-work
of the NHS” by opting for private practice or mov-
ing overseas.50 The cumulative NHS underinvest-
ment in health care during the past 30 years,
compared to the European average, has reached a
reported $399 billion.51 To address historically
long wait lists, the NHS has increased its staff by
45,000 a year since 1999, to a peak of 1.33 million.
However, this has created a deficit of £700 million–
£750 million, resulting in more recent plans to
reduce outlays for drugs, hospitals, and services
and to cut staff levels by 100,000.52

Remarking on the current financial crisis afflict-
ing the NHS, Conservative Party leader David
Cameron said:

There is a huge mystery at the heart of British
politics, which is how can they have spent
quite so much money on the health service
and yet today we have got thousands of
people facing the sack and we have got
hospitals facing closure and vast deficits.53

Like their market counterparts, not-for-profit hos-
pitals and single-payer systems must achieve a suffi-
cient positive margin (i.e., a profit) to ensure

financial viability and quality of care and to keep
equipment, buildings, and technology current and
operational. Financing modernization, growth,
inflation, and debt service requires even more reve-
nue.54 If an organization plans only to break even
financially, over time it will invest insufficient capital
to continue providing services.55 This basic eco-
nomic principle cannot be nullified merely by reject-
ing a market economy, as evidenced by the collapse
of the Soviet and East European economies and the
demise of Britain’s former state-owned industries.

Expectation #3: Politically driven inequalities.
While advocates of a single-payer system say that

it will bring about equality in care, the reality is
invariably different. For example, a significant
proportion of Canadian doctors have allowed
prominent people, wealthier residents, and personal
contacts faster access to services.56 Similar queue
jumping by famous sports figures and politicians
has also elicited complaints.57

There is, in effect, a three-tiered system in Can-
ada. The wealthy jump queues by going to private
clinics or the U.S. for rapid treatment, and a second
tier of “the well-informed and aggressive can push
their way to the front of the line”; those left in the
third-tier queue are often the elderly, poor, and dis-

49. Sikora, “The Price of Life.”

50. British Dental Association, “Response from the British Dental Association to Modernising NHS Dental Services in Scotland,” 
2004, pp. 2–20, at www.bda.org/about/docs/Final_Response_to_SEHD.pdf (October 1, 2005).

51. Malcom Dean, “The NHS—The Problem Is Capacity, Not Funding,” The Lancet, March 23, 2002, p. 1043.

52. Nigel Hawkes and David Charter, “NHS Chief Says Hospitals Must Spend Less on Drugs and Staff,” The Times, April 12, 
2006, p. 8, at www.timesonline.co.uk/article/0,,8122-2130210,00.html (August 29, 2006).

53. Patrick Wintour, “Blair Faces Inquiry into NHS Crisis,” The Guardian, April 19, 2006, p.1, at www.guardian.co.uk/uk_news/
story/0,,1756374,00.html?gusrc=rss (August 28, 2006), and Chris Ham, “Creative Destruction in the NHS,” BMJ, Vol. 332, 
No. 7548 (April 29, 2006), pp. 984–985.

54. Louis C. Gapenski, Understanding Health Care Financial Management: Text, Cases, and Models, 2nd ed. (Chicago: AUPHA 
Press/Health Administration Press, 1996), p. 317.

55. R. P. Fallon, “Not-for-Profit  No Profit: Profitability Planning in Not-for-Profit Organizations,” Health Care Management 
Review, Vol. 16, No. 3 (July 1991), pp. 47–61.

56. S. E. D. Shortt, editorial, “Waiting for Medical Care: Is It Who You Know That Counts?” CMAJ, Vol. 161, Issue 7 (October 
5, 1999), p. 823, at www.cmaj.ca/cgi/content/full/161/7/823 (October 1, 2005).

57. Walter Block, editorial, “Socialized Medicine Is the Problem,” Surgical Neurology, Vol. 60, Issue 5 (November 2003), pp. 
467–468; Randall Palmer, “Preelection Row Erupts over Canadian Health Care,” Forbes, May 7, 2004, at www.forbes.com/
business/healthcare/newswire/2004/05/07/rtr1364269.html (October 1, 2005); and Mary Anastasia O’Grady, “In Canadian Health 
Care Some Are More Equal Than Others,” The Wall Street Journal, May 21, 2004, p. A11, reposted at www.charterhealth.ca/news/
2004may21.html (October 1, 2005).
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enfranchised.58 With bureaucratically determined
rationing of goods and services in Canada, this has
“worsened rather than improved unequal access
because socialism meant queues that the well-con-
nected could jump.”59

A 2002 investigation found that more than
10,000 private-pay patients were given preference
over NHS patients in Britain’s most respected
national hospitals. Around half of the private
patients came from overseas and were treated
before NHS patients, who were left on waiting lists.
For example, Britain’s Royal Marsden hospital
received almost a quarter of its income from private
patients in 2001. During the year, this premier
NHS cancer facility treated 2,277 private patients,
including over 300 foreigners.60 In 2003, Members
of Parliament (MPs) were given exclusive access to
an NHS primary care practice from which mem-
bers of the public were barred. Unlike other NHS
patients, MPs did not have to wait in a queue.61

In addition, British patients who can afford travel
expenses are traveling to India for cut-rate surgeries.
For example, heart surgery costs an average of
£30,000 in Britain, but only £6,000 in Bombay.62

Expectation #4: Labor strikes.
Labor strikes are a common occurrence in state-

operated enterprises. Canada’s national public
health insurance is publicly financed but privately
run, and care is free at the point of use. In the past,

strikes were considered “unthinkable” for Cana-
dian doctors. “Now,” according to the CBC News,
“we’ve come to expect it as part of the negotiating
process between doctors and governments.”63 To
protest fee cuts triggered by budget caps, thou-
sands of physicians undertook work stoppages in
1998 and 1999 for elective services in a series of 20
“Rationed Access Days,” while others refused to
work on weekends, holidays, or after 5 p.m.64

In 2004, in a wage dispute with the government,
800 New Brunswick hospital workers—including
laundry, kitchen staff, licensed practical nurses, and
cardiology technologists—walked off the job, forc-
ing the cancellation of hundreds of surgeries and
routine tests at area hospitals.65 In April 2004, an
eight-day strike by 40,000 members of the Health
Employees Union in British Columbia forced hospi-
tals to cancel 5,300 surgeries, 700 MRIs, 2,500 CT
scans, and tens of thousands of lab tests. That same
month, a strike by 20,000 civil servants in New-
foundland and Labrador lasted a grueling 27 days.

Patients suffered as a result. While urgent cases
were “easy to decide,” for doctors, “the nightmares
lay in between, when they had to decide whether to
cancel the bowel surgery of a cancer patient.”
Patients were said to be “a hardy bunch and are
used to delays.”66

In February 2005, upset about low pay and
the lack of a new contract, some 250 Ontario
anesthesiologists held a one-day “meeting” in

58. Lemieux, “Canada’s ‘Free’ Health Care Has Hidden Costs.”

59. Jagdish Bhagwati, In Defense of Globalization (New York: Oxford University Press, 2004), p. 15.

60. Anthony Browne, “Scandal of NHS Beds Auction,” The Observer, January 6, 2002, at http://observer.guardian.co.uk/nhs/story/
0,1480,628437,00.html (October 1, 2005).

61. Marie Woolf, “MPs Condemn Scheme Allowing Them to Jump NHS Queues,” The Independent, December 15, 2003, at 
http://news.independent.co.uk/uk/health_medical/article82560.ece (October 1, 2005).

62. Nick Meo, “Tour Operators to Offer Cut-Price Surgery in India,” The Times Online, February 13, 2004, at www.timeson-
line.co.uk/article/0,,3-999258,00.html (October 1, 2005).

63. Martin O’Malley and Owen Wood, “When Doctors Walk Off the Job,” CBC News Online, February 24, 2005, and March 11, 
2004.

64. Robert J. Reid, David Schneider, Morris Barer, Robin Hanvelt, Kimberlyn McGrail, Nino Pagliccia, and Robert G. Evans, 
“The Doctor Is Out: Physician Participation in the Rationed Access Day Work Stoppage in British Columbia, 1998/99,” Long-
woods Review, Vol. 1, No. 1 (2002), pp. 3–10; CBC News, “Quebec GP’s Walk Off the Job,” November 13, 1998, at 
www.cbc.ca/story/news/national/1998/05/29/gp980529e.html (September 28, 2005).

65. CBC News, “Striking N.B. Hospital Workers Target Premier’s Riding,” September 27, 2004, at www.cbc.ca/story/canada/
national/2004/09/27/newstrike040927.html (September 27, 2005).
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lieu of working to publicize a shortage of about
90 anesthesiologists in the province. The job
action closed about 179 operating rooms at 27
hospitals to all but essential surgeries on that
day; hundreds of elective surgeries were can-
celled.67 The protest was designed “to draw
attention to the health-care system’s lack of fund-
ing and resources”68 and to expose critical issues
“putting the health of patients at risk.”69 As of
2005, 43 percent of Ontario’s 929 anesthesiolo-
gists were over the age of 50, and in addition to
a regular 50-hour workweek, 40 percent of anes-
thesiologists worked every fourth night in hospi-
tal providing emergency coverage.70

Although labor costs in Canada had risen from 60
percent of the health budget in 1948 to 70 percent in
1975, pay was widely deemed to be poor for junior
hospital doctors, nurses, and ancillary staff. This led
to repeated strikes by health care personnel from
1972 to the early 1980s. Staff doctors joined the
strikes when the government moved to limit pay
increases and ban private practice in hospitals.71

More recently, doctors in the Canadian system have
threatened to use strikes and a work-to-rule strategy
to limit the use of compulsory unpaid overtime to
meet government waiting list targets.72

While the experiences of neighboring Canada
are particularly instructive for Americans, they
should know that physician strikes, work stop-
pages, and slowdowns have also occurred in the
national health systems of France, Australia, New
Zealand, and the Czech Republic.73

Expectation #5: Personnel shortages.
In 2002, the British NHS, a model of central

planning, was found to be “critically short of doc-
tors and nurses.” This was blamed on “failure in the
past to plan far enough ahead.”74 According to pro-
jections, the NHS will not reach the European aver-
age for physician staffing until at least 2024.75 Not
surprisingly, the remaining staff are “ludicrously
overburdened.”76

Similarly, Canada has a shortage of physicians,
which has been blamed on an erroneous 1991 gov-
ernment prediction of oversupply. This estimate
prompted mandatory reductions in medical school
enrollment and postgraduate training sites through-
out the provinces. These actions decreased physician
supply while Canada’s population grew by 300,000
to 350,000 per year. Meanwhile, the average work-
week for Canadian physicians increased from 46.9
hours in 1993 to 53.3 hours in 1998.77

66. Deborah Jones, “‘Playing God’ During Labour Disputes Causes Stress,” CMAJ, Vol. 170, Issue 13 (June 22, 2004), p. 1905, 
at www.cmaj.ca/cgi/content/full/170/13/1905-a (September 28, 2005).

67. Laura Eggertson, “Health Council: Shortages Critical,” CMAJ, Vol. 172, Issue 6 (March 15, 2005), p. 734, at www.cmaj.ca/
cgi/reprint/172/6/734.pdf (August 29, 2006).

68. CBC News, “Operations Cancelled as Doctors Attend ‘Study Session,’” February 11, 2005, at www.cbc.ca/toronto/story/
tor-anesthesiologists22050211.html (September 7, 2006).

69. Ontario Medical Association, “Anesthesiologists to McGuinty: The Time for Action Was Yesterday,” February 11, 2005, at 
www.oma.org/Media/news/pr050211.asp (September 7, 2006).

70. Ibid.

71. Brian Edwards, “The First 50 Years of the NHS,” Student BMJ, July 1998, p. 231, at www.studentbmj.com/back_issues/0798/
data/0798ed1.htm (September 28, 2005), and Microsoft Encarta, on-line ed. (2004), s.v. “Welfare State,” at http://
au.encarta.msn.com/encyclopedia_781539608/Welfare_State.html (September 28, 2005).

72. John Carvel, “Work to Rule on Overtime, BMA Urges Consultants,” The Guardian, May 16, 2003, at http://society.guardian.co.uk/
NHSstaff/story/0,7991,957063,00.html (September 28, 2005), and “Consultants to Vote on Industrial Action,” The Guardian, 
May 22, 2003, at http://society.guardian.co.uk/NHSstaff/story/0,7991,961203,00.html (September 28, 2005).
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www.radio.cz/en/article/49112 (September 28, 2005).

74. Wendy Moore, “Wanless Report Outlines ‘Rolls-Royce’ Health Service for 2022,” BMJ, April 27, 2002, p. 998.

75. Dennis Sewell, “A Question of Late Delivery,” New Statesman, May 19, 2003, p. 27.

76. Phil Hammond, “The Ex-GP’s Tale (NHS in Crisis),” New Statesman, February 4, 2002, p. 31.
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As a result, some 18 percent of Canadians now
have trouble finding a doctor. Shortages in rural
primary care, radiation oncology, anesthesiology,
radiology, psychiatry, and obstetrics have been
reported. Indeed, nearly 60 percent of family phy-
sicians refuse to take on new patients or have lim-
ited their number.78 Although the volume of work
has increased significantly, the ratio of diagnostic
radiologists per 100,000 population has not
changed over the past decade. Similarly, the num-
ber of ophthalmologists is expected to fall by half
over the next 20 years.79

Canada has 2.1 physicians (including residents)
per 1,000 population compared to the OECD aver-
age of 2.8. To reach sufficient physician supplies,
Canada would need to train 500 more physicians
per year (a 25 percent increase). This shortage is
exacerbated by government limits on residency
slots and physician immigration and by the exodus
of Canadian physicians to practice in other coun-
tries. Canada lost approximately 411 physicians
annually to the United States from 1992 to 1998
but lost only 209 in 2002 and 80 in 2003. In 2004,
for the first time in more than a decade, Canada
registered a net gain of 55 physicians, with 262
migrating abroad.80 From 1996 to 2002, according

to the Canadian Institute for Health Information,
there was a net migration of 49 neurosurgeons
from Canada, a nation that then boasted only 241
neurosurgeons.

“It’s not about the money,” said Dr. Sriharan, a
38-year-old immigrant from Sri Lanka, “We can’t
do our job properly with operating room time so
extremely limited here.” He and his colleague could
perform only one or two procedures on some days,
so non-emergencies would go months or even
years before getting necessary treatment.81 In
1970, Canada ranked second in surveys measuring
physicians per 1,000 people; but as of 2005, it had
fewer physicians when compared with other
nations, ranking 16th out of 23 countries. To rank
as highly as first-ranked Austria, Canada would
need to have 25,500 more doctors.82

In response to shortages in rural areas, recent
proposals have included increasing the number of
lesser-trained non-physician clinicians or “simply
forcing new graduates to work in under-serviced
regions.”83 Since 1993, the number of nurses per
100,000 Canadians has also dropped by more than
10 percent. Moreover, one in three is nurses is older
than 50 years, but only one in 10 is under 30.84

77. Canadian Federation of Medical Students, “Physician Supply and Non-Physician Clinicians in a Changing Canadian Health 
Care System: Adjusting to the New Reality,” Canadian Federation of Medical Students Position Paper, draft, August 13, 2003, 
at www.cfms.org/representation/papers_view.cfm?id=4&what_section=representation (September 28, 2005).

78. CBC News, “Crunch Looms for Access to Health Care: Doctors Survey,” October 27, 2004, at www.cbc.ca/story/canada/
national/2004/10/27/physicians_study041027.html (September 28, 2005).

79. Wait Time Alliance for Timely Access to Health Care, “It’s About Time! Achieving Benchmarks and Best Practices in 
Wait Time Management,” final report, Canadian Medical Association, August 2005, at www.cma.ca/multimedia/CMA/
Content_Images/Inside_cma/Media_Release/pdf/2005/wta-final.pdf (September 1, 2006).

80. Lorne Tyrrell and Dale Dauphinee, “Task Force on Physician Supply in Canada,” Canadian Medical Forum Task Force, 
November 22, 1999, pp. 1–25, at www.cua.org/socioeconomics/physician_supply_2000.pdf (September 28, 2005); Canadian 
Institute for Health Information, Supply, Distribution and Migration of Canadian Physicians 2002, August 27, 2003, p. 4, at 
http://secure.cihi.ca/cihiweb/dispPage.jsp?cw_page=PG_47_E&cw_topic=47&cw_rel=AR_14_E (September 28, 2005); Jeff Chu, 
“How to Plug Europe’s Brain Drain,” Time Europe, January 19, 2004, at www.time.com/time/europe/magazine/printout/
0,13155,901040119-574849,00.html (September 28, 2005); Canadian Institute for Health Information, Supply, Distribution 
and Migration of Canadian Physicians, 2003, August 20, 2004, Table 2.2, Table 14.0, Table 17.0, and Table E2, at http://
secure.cihi.ca/cihiweb/dispPage.jsp?cw_page=PG_310_E&cw_topic=310&cw_rel=AR_14_E (February 24, 2005); and Canadian 
Institute for Health Information, Supply, Distribution and Migration of Canadian Physicians, 2004, August 23, 2005, at http://
secure.cihi.ca/cihiweb/dispPage.jsp?cw_page=PG_385_E&cw_topic=385&cw_rel=AR_14_E (October 3, 2005).

81. Clifford Krauss, “Windsor Journal; Doctors Eying the U.S.: Canada Is Sick About It,” The New York Times, October 17, 2003, 
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The Health Council of Canada recently warned
that if the government does not address the shortage
of doctors and nurses in Canada, “the scarcity of
human resources will reach a crisis point.”85 For
example, nursing shortages forced a Vancouver hospi-
tal to outsource 980 surgeries to private clinics in
2004.86 In May 2006, a shortage of operating room
nurses in a Calgary hospital meant no surgeries for
eight operating days. Dr. Glenn Comm, president of
the Calgary and Area Physicians Association, esti-
mated that up to 64 hours of surgery time were lost.87

In a recent needs assessment, Canada was found to
have a current and worsening shortage of anesthesia
staff, identifying a deficit of at least 656 full-time-
equivalent anesthesiologists for the period 2000–
2016.88 To address physician shortages, the Canadian
government spent an additional $27 million in 2005–
2006, and $35 million in 2006–2007, to train up to
200 international medical graduates each year.89

For similar reasons, the recruitment and retention
of general practitioners and specialists is considered

a chronic and widespread problem in Britain as
well.90 Job dissatisfaction has grown due to low pay,
overwork, stress, medical litigation, bullying, rac-
ism, and underfunding of the health service.91 As a
result, British physician and other staff shortages
have forced the NHS to recruit abroad.92

In Britain, government directives reducing the
hours that “junior doctors” may work and the total
length of their training meant that new physicians
had less experience, and hospitals had problems
covering the work to be done. The NHS “stream-
lined” junior doctors’ training by reducing the
breadth and duration of clinical preparation
required to become a consultant, dismissing fears
that medical education was simply “being dumbed
down” to address physician shortages.93

British shortfalls are exacerbated by an accel-
erating trend of early retirement among consult-
ants and nontraditional work patterns among
female physicians. (About half of female physi-
cians work part-time, and many take a career

83. Canadian Federation of Medical Students, “Mandatory Return of Service,” Canadian Federation of Medical Students Position 
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break.)94 Separate European Union (EU) rules
limiting doctors’ hours threaten to create massive
physician shortages and constrain crucial emer-
gency access. As of August 2004, the EU Working
Time Directive limits junior doctors to working
58 hours per week. The NHS estimated that the
directive will cause a loss of 270,000 working
hours per year, the equivalent of 3,700 physicians.
Failure to comply can result in fines or employ-
ment tribunals.95

In the United States, the debate over physician
supply has careened from dire predictions of over-
supply to more recent predictions of shortages.96

Where a normal market could easily manage sup-
ply and demand through prices, the central plan-
ners running a single-payer health care system find
that the long lag time between policy interventions
and the length of physician training makes even
frequent assessments of the physician workforce “a
critical, but elusive goal.”97

Dental care in Britain is also burdened by the
great demand that accompanies “free” health care
in the NHS. Dentists are paid a fixed amount for
each procedure—fees that have declined over time.
To make a living, NHS dentists see an average of 30
to 40 patients per day, compared with the 12 per
day seen by dentists in the United States. As a
result, “ever fewer British dentists are willing to
endure the grueling, assembly-line work required
to participate in the National Health Service.”

Despite an enlarging and aging population,
Britain has fewer dental schools than before, and
fewer dentists are being trained. Patients are for-
going routine dental exams and cleaning and are
“waiting until the last possible minute to get
their teeth fixed.” Shortages are so severe that in
August 2003, 600 people turned up outside a
tiny dental surgery office in Wales to secure one
of 300 appointments for the NHS dentist. Some
had camped in tents overnight; half were turned
away. A British patient remarked, “It was like a
bread line.”98

None of this should be surprising. Without the
functioning of a real market and real prices, as
Nobel Laureate Friedrich Hayek observed, a central
planner faces an impossible task in attempting to
allocate labor or other resources. It simply cannot
be done efficiently.99 Moreover, reduced and fixed
salaries for nurses, mid-level providers, physicians,
and pharmacists, among others, affect recruitment
and retention across these professions.100

Attracting talented young people may prove
more difficult with lower wages, especially consid-
ering the median medical student debt of
$135,000.101 Since the deregulation of Canadian
medical school tuition in 1998, tuition fees have
“skyrocketed,” causing fears that lower-income stu-
dents could not afford to become physicians
because government fees would be insufficient for
their debt load.102 In Great Britain, there are simi-
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lar concerns that increasing debt “will cause many
students, particularly those from working class
backgrounds, to decide against a career in medi-
cine”103 when 70 percent of medical students
already come from upper classes.104

Bright students have numerous career alterna-
tives. Indeed, Thomas Sowell, a prominent econo-
mist, argues:

[M]edical school may no longer look like
such a good investment to many in the
younger generation. Britain, which has had
government-run medical care for more than
half a century, has to import doctors from the
Third World, where medical school standards
are lower.105

Moreover, as many as one in four medical
graduates in Great Britain never practice medi-
cine, opting for more lucrative careers in other
fields.106 According to the 2001 census, over
26,000 medical doctors in England and Wales
were employed but not working as medical
practitioners.107

To meet these shortfalls, the NHS has depended
for many years on International Medical Graduates
(IMGs), particularly in less popular specialties such
as geriatrics, genitourinary medicine, and psychia-
try.108 This has increased substantially in recent
years, with IMGs representing 15 percent of con-
sultants appointed during 1964–1991 and 24 per-
cent of those appointed since 1991. In addition, to
meet NHS pledges for more physicians, the govern-
ment began a world-wide advertising campaign for
doctors in 2001.109 By 2002, nearly half of the
10,000 new doctors in Britain were from non-EU
overseas countries,110 rising to more than two-
thirds of a total of 15,000 in 2003.

While 22.7 percent of Canada’s physicians earned
their medical degrees outside of Canada, since the
1990s, the number of immigrants taking up practice
in Canada has constantly declined.111 Physician
shortages and migration reflect a symptom “of a
deeper malaise” in nationalized health systems:
“planning failures, the inability (or unwillingness) to
pay fairly, and lack of career prospects.”112
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Expectation #6: Outdated facilities and medical 
equipment.

In government-run industries, the equipment
purchasing, facility upgrades, and technology
investments are dependent on politics, either in the
form of legislative determinations or through
bureaucratic central planning. The consequences
of this politicized process are particularly acute in
Britain. Economists Daniel Yergin and Joseph Stal-
islaw note that:

Every kind of decision [in Britain] ran the risk
of becoming a political decision, driven not
by the interests of the firm but by the desires
of politicians in power, whether it was wage
settlements or new investments in plant
location, major projects, and equipment.113

By 2000, one-third of NHS buildings had been
built before the NHS was created in 1946, and
many were out of date and poorly located. The
maintenance backlog was at $4.3 billion, because
when NHS funding was tight, hospitals would
reduce maintenance or postpone replacement,
eventually leaving outdated equipment that was
often in disrepair.114 Frequently, the British facili-
ties “leave a lot to be desired.”115

Indeed, a shortage of intensive care unit (ICU)
beds in the NHS has contributed to patient deaths.
In 2000, the NHS had nine critical care beds per
100,000, compared to 31 per 100,000 in the
United States. In a review of deaths following sur-
gery in the NHS, some 40 percent of hospitals with
perioperative deaths had no ICU beds at all. In 61

cases (5 percent of those who died), the patients
were denied access to ICU beds because no bed was
available.116 In another study, patients undergoing
major surgery in the NHS were four times more
likely to die than were those undergoing surgery in
the U.S. The difference in mortality rates was
blamed on restricted ICU access and a shortage of
units providing intermediate and intensive care.117

Although Britain has recently seen an increase in
imaging technology, the number of MRIs in 2004
was five per million population, well below the
OECD average of eight per million, and the number
of CT scanners stood at seven per million, less than
half the OECD average of 18 per million.118 Accord-
ing to Henry Aaron, a prominent health care econo-
mist at the Brookings Institution in Washington,
D.C., “the British spend too little on imaging, with
the result that physicians often lack the information
to provide patients lifesaving or pain-relieving care,”
and the scarcity of machines, staffing, and money
has reduced availability and eroded quality.119

Researchers writing in a recent edition of Health
Affairs were critical of U.S. health information tech-
nology (IT) efforts and touted Britain’s National
Programme for IT as “the most expensive and per-
haps the most comprehensive HIT system in devel-
opment worldwide,” providing an integrated care
record service, electronic appointment system, and
electronic prescription system.120 Yet after four
years, the project has become a classic government
boondoggle with missed deadlines and cost over-
runs. Two years behind schedule and more than
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three times over the original £6.2 billion budget, it
remains “a low-tech hotch-potch,” and a recent
audit found that “corners were cut so that political
deadlines could be met.” The final cost of the pro-
gram is estimated to be £20 billion by 2010, the
revised delivery date.121

The problems are similar in Canada. For example,
Canada has fewer MRIs per capita than Iceland,
Hungary, South Korea, and the Czech Republic.122

Further, much of the country’s diagnostic equip-
ment is “so outdated it would be not be used by
radiologists in the United States.”123 Indeed, it is
estimated that 60 percent of radiologic equipment
is technically outdated, and aging equipment is
replaced only when it is no longer functional.124

For example, a CT scanner in a Montreal hospital
is so medically primitive that replacement parts
are no longer available, including the on-off
switch; thus it bears a note stating: “Please Do
Not Shut Down,” because once turned off, it cannot
be restarted.125

Prominent Canadian radiologists report that de-
spite $1 billion of federal spending, there remains
a scarcity of new equipment and that monies ear-
marked to replace outdated and broken imaging
machines were instead diverted to purchase new
beds and increase wages. Dr. Paul LeBrun, chief
radiologist at the Queen Elizabeth II Health Sci-
ences Centre in Halifax, says that some of his
colleagues are working with 34-year-old x-ray
machines and estimates that almost half of the
province’s imaging equipment needs to be replaced.

Dr. Giuseppe Tarulli describes “limping along” with
2,400 outdated imaging machines, and an experi-
enced cardiologist described using “an ancient, flu-
oroscopic imaging machine” to insert a pacemaker:

It was next to impossible to see anything....
I have never worked with a worse piece of
equipment in my career, including cases I
have done in small towns in Brazil, Chile,
and Uruguay. It is unsafe.126

Some modern imaging procedures that are com-
monplace around the world either cannot be done
or are rarely performed because of “dilapidated
scanners” or equipment scarcity. The shortage of
imaging technology “creates a dangerous backlog
that is all too common across the country.” Dr. John
Mathieson says he has stopped reviewing profes-
sional radiology journals because the articles deal
with procedures done on imaging equipment that
is unavailable to him. He cites examples of old radi-
ology equipment so outdated that he has never
seen them used and equipment ready for replace-
ment that is instead made to last at least another
five years. “In effect,” he says, “government policy
was based on the assumption that medical equip-
ment would last forever.”127

Similarly, Canada’s 16 medical schools and their
associated teaching hospitals have been described
as “saddled with outdated facilities and equip-
ment.” As a result, some $6 billion in tax increases
was sought to finance capital and technology over-
hauls.128 To trim $269 million from federal spend-
ing, Health Canada planned to cut the science
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library budget by 50 percent and reduce the num-
ber of staff members from 26 to 10 at department
libraries over the next three years. Many of the
journals are used for basic science research and are
unavailable elsewhere.129

According to the Ontario Hospital Association,
reductions in government funding and hospital
capacity in the 1990s led to a decline in the physi-
cal condition of their hospitals. Due to aging facili-
ties and deferred capital projects, the need for
upgrades of buildings (including structures, elec-
trical/mechanical systems, and information tech-
nology) was considered urgent. Implementing
these changes in Ontario alone would cost an esti-
mated $7.8 billion.130

In the past three decades, Canada has signifi-
cantly underinvested in its health capital. Addi-
tions to Canada’s medical infrastructure expanded
rapidly between the mid-1950s and the early
1960s and then stabilized to just under 0.4 percent
of GDP in the late 1960s. Since then, except for a
brief jump in the early 1980s, hospital capital stock
declined steadily as a share of GDP from 1970 to
2000, recovered slightly, and now stands at about
0.3 percent. This 0.1 percent reduction represents
approximately $12 billion in hospital capital. With-
out exception, current capital commitments are rel-
atively unplanned, primarily funded from year-end
budget surpluses—when present.

The consistent decline in annual investment in
public capital over a 25-year–30-year period has
created a backlog of unmet needs for new hospitals,

equipment, machinery, technology, and mainte-
nance; and because rapidly evolving technologies
have short economic lives, the capital investment
shortages accelerate. According to Hugh Macken-
zie, the weakness of Canada’s “periodically redis-
covered commitment to funding for health care” is
that “it clearly fails to recognize that funding for
hospital capital is an on-going requirement of the
health care system.”131

Expectation #7: Waiting times.
Queues indicate a shortage in a centrally planned

economy, but they are inevitable when government
sets prices at or below the equilibrium level.132

According to the OECD, among countries that
report significant wait times, reduced physician
availability largely explains most variations in wait-
ing, followed by lower funding and bed capacity.133

In Canada, queues are common. A survey of spe-
cialist physicians in Canada found that the waiting
time for radiotherapy of non–small cell lung cancer
rose from 27.3 days in 1982 to 42 days in 1999. In
Ontario, the median wait for knee replacement sur-
gery doubled from eight weeks in the late 1980s to
16 weeks by 1999. In 1990, median Canadian
waiting times for angioplasty and coronary bypass
were 11 weeks and 5.5 months, respectively. In
comparison, 1999 median waiting times for angio-
plasty ranged from just 4.5 weeks in New Brun-
swick to 13 weeks in Newfoundland, and waits for
elective coronary bypass ranged from 8.5 weeks in
Ontario to one year in Newfoundland. Interna-
tional comparisons show that waits for elective car-
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diac bypass or angiography were even longer in
Britain and New Zealand (1995 data).134

More recently, the average wait between general
practitioner referral and specialty consultation in
Canada was 17.7 weeks, and the total wait time for
treatment was 90 percent longer than in 1993.
Delays such as 32.2 weeks for orthopedic surgery
and 30 weeks for ophthalmology treatment were
described as “beyond clinically reasonable.”135

With regard to access to technology, Canada per-
forms “dismally” when compared to other OECD
countries. While ranking number one as a health
care spender, Canada ranks 15th out of 24 in access
to MRIs, 17th out of 23 in access to CT scanners,
eighth out of 22 in access to radiation machines,
and is tied for last in access to lithotripters. Lack of
access to machines has meant longer waiting times
for proper diagnosis.136

Studies have found waiting times to be longer in
Canada than in the U.S. for a variety of elective sur-
geries. In comparing American Medicare patients to
Canadian patients, researchers found that the aver-
age waiting time was twice as long for both the initial
orthopedic consultation (four weeks vs. two weeks)
and knee replacement surgery (eight weeks vs. three
weeks) in Canada. A recent survey in Canada and
four other countries showed that the average waiting
time for elective surgery was more than one month,
with 27 percent of people surveyed indicating that
they had waited more than four months.137

In the end, “the corrosive and debilitating debate
over money” in socialized medicine accounts for
people having to wait for hours in crowded emer-
gency rooms or for a year or more for surgery or
diagnostic tests.138 Between 1993 and 2003, aver-
age waiting times in Canada rose 70 percent despite
a spending increase of 21 percent, from $1,836 to
$2,223 per capita.139 It should be noted, however,
that lack of diagnostic equipment and limited oper-
ating room time are not merely evidence of poor
planning, but often intentional mechanisms “used
to control hospital costs, enabling administrators to
meet their budgets.”140

In Britain, the queue problem is legendary. Faced
with hospital queues exceeding 1 million, with
many patients waiting more than a year for inpa-
tient treatment, the NHS increased spending by
more than one-third since 1999.141 The share of
public spending in the United Kingdom rose from
80 percent in 1998 to 86 percent in 2004, well
above the average of 73 percent for OECD coun-
tries.142 However, only 2.4 percent was spent on
new beds or surgeries. The bulk, 29 percent, went
toward NHS personnel pensions, and 27 percent
went to pay raises for physicians and nurses and to
hiring new staff.

In 2006, the waiting list in Britain did fall below
800,000 for the first time, but 24,800 had waited
more than six months, and the NHS overall experi-
enced “a sharp fall” in productivity, declining to its
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lowest level since 1990.143 As of 2006, the maxi-
mum wait for surgeries remained at six months.144

Moreover, the median waiting time between a deci-
sion to admit a patient to the hospital and actual
admission for treatment actually rose from 43 days in
1999–2000 to 54 days in 2004–2005.145

All this effort has come at great cost. The cumu-
lative deficit run up by Britain’s NHS since 1997 is
approaching £750 million. The NHS is now “facing
the biggest financial crisis in its history after it
emerged that front-line trusts in England ran up
deficits of £1.27 billion last year.”146 As a result,
“[w]ards are being closed, frontline medical staff
cut, operations cancelled—and piles of unpaid bills
are mounting up.” Over the past seven years, the
NHS has doubled the amount spent on health, but
“much of it seems to have been dropped into a
black hole.” According to Chris Grayling, the Con-
servative Party health spokesman, “The reality is
that much of the NHS is now bankrupt and all
round the country hard decisions are being taken
about cutting back services.”147

Moreover, some of the wait lists have been
reduced not by performing the desired services,
but by simply refusing to make appointments avail-
able. Similarly, to ration care and save £25 million a
year, local health trusts have been told to cut GP
referral rates to match the lowest 10 percent
nationally. Consultant-to-consultant referrals are
also being limited, thus denying patients a second

opinion. Emergency departments must redirect 40
percent–70 percent of patients back to GPs or
walk-in clinics, as they will not be paid for any ser-
vices rendered.148

Other countries reduce wait lists artificially by
reducing demand. For example, in Spain, finan-
cial incentives induced specialists to contain
demand, and in New Zealand, the booking system
raised clinical thresholds for adding patients to
waiting lists.149

According to Britain’s Royal College of Radiolo-
gists, the lack of machines and greater patient
complexity lengthened waiting times for radio-
therapy. In 1998, 28 percent of patients waited
more than four weeks to start potentially curative
radiotherapy. In 2002, 81 percent of patients
surveyed waited longer than four weeks.150 By
2003, the median wait was five weeks. The per-
centage of patients waiting longer than national
guidelines for radical treatments increased from
32 percent in 1998 to 72 percent in 2003; the per-
centage of patients waiting for adjuvant treat-
ments during the same period rose from 39
percent to 62 percent.151 As of 2005, there were
lotteries in Britain for anti-cancer drugs, chemo-
therapy treatments, and even for a place in line
waiting for diagnostic scans.152

New EU work regulations set for 2008 will
restrict the use of MRI scanners in Britain, affecting
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as many as 300,000 procedures per year. Increased
waiting times, lower quality, and increased risk
from radiation exposure are expected results.153

Although the NHS promised that 95 percent of
patients would start treatment for cancer within 62
days of being referred, June 2006 figures showed
that 9 percent spent longer in queues, equating to
around 12,000 people a year. The main delays
occur in the wait for diagnosis, where lack of staff
and equipment prevent completion of diagnostic
tests. The biggest waits are for colon cancer, the
third most common form of cancer in Britain,
affecting 34,000 people a year, where insufficient
access to colonoscopy delays diagnosis.154

Although patients prefer fewer barriers to spe-
cialty care, rationing by queues and rationing by
means of gatekeepers are crucial methods by which
officials control expenditures, rather than the
effects of poor design or underfunding.155 While
the NHS has long used waiting lists and denial of
coverage for treatment that health authorities “con-
sidered of doubtful benefit,” it has preferred “to
pretend this was not rationing.”

In 1998, Shadow Secretary of State for Health
Ann Widdecombe argued that “it was unhelpful to
deny the existence of rationing; it always had and
always would exist.”156 Only in recent years has

the Labour party acknowledged “that a tax-
financed service cannot provide everything that the
pharmaceutical industry and medical technology
can create.”157 However, in nationalized health
care systems, politicians and bureaucrats—rather
than patients—continue to decide which health
care options are available.

Expectation #8: Significant variations in patient 
care.

Single-payer proponents often promise national
equality in patient care. The reality, however, is
very different.

In Canada, the allocation of resources is skewed
by a persistent socioeconomic bias against rural
residents and the poor. (Presumably, national
health care was meant to address this.)158 A
recent study found significant regional inequities
in access to cardiac procedures after myocardial
infarction (MI). In Alberta, 36 percent of people
had bypass surgery or angioplasty within a year
after MI, while only 6 percent of Prince Edward
Island residents had one of the procedures. In
Alberta, the average wait for surgery following
a heart attack was found to be a mere eight days,
compared to 29 days in Nova Scotia. Notably,
elderly women tend to wait the longest for these
procedures.159
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In spite of an aging population, access to long-
term care and home health services for the elderly
has decreased significantly, and cuts in services
affect some Canadian provinces more than others,
creating “significant inequality in access to ser-
vices between the health regions.” Even after
accounting for new assisted living units, there has
been a net decrease of 1,464 long-term care beds
since 2001. Home “personal care” services have
also been cut, with a 13 percent decline in hours
and a 21 percent reduction in clients. Home nurs-
ing hours and clients declined by 8 percent. Joyce
Jones of the BC Seniors’ Network states, “Those
who can’t afford to pay or who don’t have families
to support them often simply go without until
they are admitted to a hospital emergency ward
in crisis.”160

In Britain, an analysis of the NHS showed that
the location of the health board of first treatment
independently predicted whether or not cancer
patients would receive adjuvant systemic therapy
(additional anti-cancer treatment given after a can-
cer is surgically removed). In fact, survival rates
varied significantly among regional health boards,
with estimated five-year survival rates ranging from
67 percent to 84 percent.161 Similarly, NHS rates of
cardiology consultations, heart bypass, and angio-
plasty are lower in poorer socioeconomic areas
despite higher rates of heart disease. Residents of
northern England, primarily the old and poor, were
twice as likely to die of cancer as were patients from
the south.162 According to a report in The Guard-
ian, “Where you live is a predictor of poor health
over and above personal and social characteristics
such as employment history.”163

Other factors discriminate as well. In addition to
laying off 1,000 hospital employees, North Stafford-
shire is tackling its £30 million of NHS debt by
restricting access to surgery among obese patients.
People classified as clinically obese will be denied
hip and knee replacement surgery. The cutoff point
will be a Body Mass Index measurement of 30, rep-
resenting a quarter of joint replacement patients.164

Administration errors have also caused unwar-
ranted variations in care. NHS price setting for sur-
geries has failed to account for orthopedic
operations that incur extra costs and require more
difficult work. As a result, the five specialist ortho-
pedic hospitals in England may have to abandon
more complex procedures on hips and bones due
to insufficient reimbursement. For example, a four-
hour hip operation followed by eight days of inpa-
tient physiotherapy cost £13,791, but the Depart-
ment of Health paid only £4,967.165

Expectation #9: Financial waste.
American physicians who favor a single-payer

system argue that “public money now routed
through private insurers would be used to fund
public coverage” and that during a transition
period, employers would simply transfer existing
money for health benefits to the single-payer pro-
gram. They argue further that a single-payer
national health insurance system would be cheaper
and more efficient and “would save at least $200
billion annually (more than enough to cover all of
the uninsured).”166

This prediction of huge cost savings resulting from
shifting current insurance premiums to new taxation
and income redistribution, which would fund an
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American version of national health insurance, is
overly optimistic. An unavoidable loss of efficiency is
inherent in the redistribution process and results in
unanticipated losses. Arthur Okun, a nationally
prominent economist, has observed: “The money
must be carried from the rich to the poor in a leaky
bucket. Some of it will simply disappear in transit, so
the poor will not receive all the money that is taken
from the rich.” These losses are attributable to the
administrative costs of taxing and transferring.167

Single-payer advocates also predict a dramatic
reduction in administrative costs because admin-
istration costs in private insurance are reported
to be higher than the costs of single-payer sys-
tems as a result of underwriting, marketing, and
varied requirements from multiple insurers.
They allege that implementing a Canadian-style
health care system could save these “superflu-
ous” administrative costs.168 However, as Henry
Aaron of the Brookings Institution has argued,
this comparison is exaggerated and not terribly
useful. A lower figure seems likely as current
privatized expenses for meeting public regula-
tions become nationalized.169

In 2001, for example, it was reported that the
British NHS lost up to £7 billion annually through
“waste, fraud and inefficiency,” representing a stun-
ning 20 percent of the total budget and consuming
recent extra spending meant for improved ser-
vices.170 By 2004, this figure reached £15 billion,
and it was estimated that “the NHS loses 16 to 20

percent of its budget through waste, mismanage-
ment, incompetence and fraud.”171

The NHS employs 1.3 million workers across
England, including 679,000 clinical staff, such as
doctors and nurses, and 220,000 support staff,
such as managers, finance, and IT. Since 1997, the
NHS has added 18,549 management positions, so
there are now more administrators than consult-
ants (39,391 administrators vs. 31,993 consult-
ants). Nevertheless, NHS Confederation chief
executive Gill Morgan said that “if anything the
health service was under-managed.”172

Single-payer advocates in the United States
often point to the officially low administrative
costs of Medicare and Medicaid, the huge federal
government programs that cover the elderly and
the poor. However, Medicare and Medicaid
administrative costs have been seriously underes-
timated because their budgets omit the adminis-
trative expenses incurred by the legislative and
executive branches at both the state and federal
levels. Beyond these omitted costs, there are the
administrative expenses borne by Medicare and
Medicaid providers and, depending on the partic-
ular circumstances, the patients. If all of these cur-
rently omitted costs are factored into the
computation, the costs are closer to 27 percent for
these government programs, compared to 16 per-
cent in private insurance.173

Some analysts believe that centralized and com-
puterized health care records and billing would
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reduce paperwork and costly medical errors, but
careful estimates put the savings at no more than
about 3 percent.174 In addition, the burden of
government regulation of health care is often
neglected. While providing tangible benefits, the
net cost to U.S. citizens is $169.1 billion—greater
than the entire budget deficit in 2002. This
amounts to $1,546 for each household annually
and is blamed for 7 million people lacking health
insurance.175

As some advocates of national health insurance
frankly acknowledge, funding a single-payer sys-
tem in the United States would likely require large
income tax and other progressive tax increases.
These tax increases would incur additional admin-
istrative costs and introduce negative incentives
that, in turn, would reduce tax receipts. Little evi-
dence suggests that ordinary taxpayers will view
their payroll taxes for national health insurance as a
simple exchange for employer-paid health benefits,
which is currently a form of untaxed compensa-
tion. In other words, they may view national health
insurance funding as a tax rather than as a benefit,
a net loss rather than a net gain. This will limit
future attempts to increase national health insur-
ance outlays by further tax increases.

Higher taxes have an economic impact. They
reduce revenues because higher marginal tax rates
lower the incentive for the relatively better off to
work as taxes take a larger fraction of their addi-
tional income. Indeed, European nations are cur-
rently wrestling over how to finance their large
state health care and pension programs. The demo-
graphic trends of low birth rates and an aging pop-
ulation mean that these countries can no longer
finance welfare state programs simply through the
traditional means of increasing taxes on current
workers.176

Spending on British health care has doubled
since 1997, but the high rate of increase in health
spending in England will not be sustainable if
annual GDP growth falls to 2 percent or if other pri-
orities emerge. Increases thus far have been funded
in part “by a reduction in the growth of social secu-
rity spending and an actual reduction in defence
spending.”177 Public spending now consumes 42
percent of GDP, and estimates are that Britain may
have to raise taxes by up to £7 billion to meet exist-
ing spending plans. As a result, households will
have to “pay twice for a tax financed increase in
health spending—they will have to pay the tax
itself and then pay the economic cost in lower
incomes or reduced job opportunities.”178

Canada’s health care spending reached an esti-
mated $142 billion in 2005, up from $123 billion
in 2003 and $90 billion in 1999. In 1975, health
care expenditures in Canada accounted for 7 per-
cent of GDP. This percentage increased for most
of the 1970s and the 1980s and reached 10 per-
cent in 1992. From 1992 to 1996, the health care
to GDP ratio fell to 9 percent, but after 2000, the
share of GDP devoted to health care rose again,
reaching 10.2 percent in 2004 and 10.4 percent in
2005. In 1992, health care spending accounted
for about 34 percent of all provincial–territorial
program expenditures. By 2002, this ratio reached
41 percent.

Worse, health care spending by the public sector
in Canada has risen at a much faster rate than gov-
ernment revenue. “The way things are going,”
observed Quebec Premier Jean Charest, “there will
be just one government department in 15 years, the
department of health.... [T]he others will no longer
exist.” According to the Department of Finance,
“Cost increases that continuously exceed the growth
of government revenues will eventually require gov-
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ernments to resort to tax increases, a move that
could undermine Canada’s competitiveness.”179

Expectation #10: Loss of personal liberty.
While securing health care services can some-

times be an urgent necessity, on most occasions it is
wholly discretionary. In a single-payer system, a
person may not exercise such discretion.

The effectiveness of medical interventions is varied.
Personal freedom in health care means that patients
can choose their treatments, what they will pay for
them, and which doctors will provide them. Freedom
carries an element of risk. When patients can spend
their own money as they see fit, they can choose to
spend a great deal on medical services, even on treat-
ments unrelated to clinical need and often without
proven benefits. Yet health care necessarily involves
fundamental questions about personal freedom: Who
gets to decide? How should they decide? Why should
a government official be preferred over an individual
patient in making these choices?

Authoritarian governance is intrinsic to govern-
ment central planning, and national health insur-
ance is impossible without government central
planning. Given widely varying opinions over what
the “right” amount of health care is (or even whether
such a term is meaningful), it is difficult for a govern-
ment official, or a group of government officials, to
decide on the quantity and the standard of care to be
provided to millions of different patients.180 Under
single-payer systems, however, persons are often
frustrated in pursuing personal choice in purchasing
or producing novel health care products and ser-
vices, except where approved by the government.

This occurs because under a government health
care monopoly, unelected health authorities make

the decisions, and patients are not customers to be
served, but “negative burdens and cost centers.”181

For example, in Canada, the government is unac-
countable for the allocation of funds and for policy
choices, such as closing hospitals and setting med-
ical school enrollment. Canadian regional health
boards are appointed, not elected, and lack direct
accountability to the public. The British Columbia
Medical Association states that appointments to
regional health authorities are often “based on gen-
der, ethnicity and regional concerns rather then
expertise” and are accountable only to the Ministry
of Health.182 Only very recently in Canada, as the
result of an historic Canadian Supreme Court deci-
sion, have patients been allowed spend their own
money on privately provided medical services of
their choice.183

To reduce health care spending, officials in a sin-
gle-payer system would likely increase controls over
what previously were personal health choices. Tradi-
tionally, promoting public health referred primarily
to controlling or preventing communicable diseases.
However, private behavior is no longer simply pri-
vate behavior when taxes are paying everyone’s
health bills. Smoking, overeating, and using alcohol
become quite arguably everybody’s business. Under
a single-payer system, government officials would
arguably have a direct interest in one’s personal
vices, including choices of food and drink.

Further, the demand for compliance in “public
health measures” might engender a relentless expan-
sion of government rules, such as requiring weigh-
ins for the overweight or universal blood tests for
drugs and tobacco. Indeed virtually any personal
activity could be viewed through the public health
care lens, and government officials might decide to
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forbid, favor, or penalize anything that could reason-
ably be seen as a matter of “public” health.

Moreover, factors that might affect health or
access to health care can also come under govern-
ment control. A “determinants of health perspective”
means that health care provided by hospitals and
clinics is only one of many factors that influence
health. Health care needs that are unmet due to a
lack of transportation are one example. However:

Health is also influenced by a broad range of
community-based services, supports and
programs, and by relationships between and
among people’s personal health practices
and coping skills, living and working
conditions, and socio-economic, political,
and physical environmental contexts.184

Senator Hillary Clinton (D–NY) expanded on
this concept of “our collective health.” Citing pro-
ductivity losses, health expenses, and national
security, she endorsed a national policy to take into
account social and environmental factors in design-
ing neighborhoods and schools, to “control danger-
ous behaviors,” and to implement “required
responsibility” for individual health concerns.185

In Britain, the annual cost to the NHS of diet-
related diseases is estimated to be in excess of £15

billion. “Eventually, the UK will not be able to
afford the health care made necessary by inappro-
priate lifestyles and diet.”186 Thus, the British are
seriously entertaining a proposal for a “national
nutrition strategy,” including an independent
agency with regulatory powers. Quite beyond sim-
ple nutrition education, such a national approach
would also consider a “fat tax” or imposing legisla-
tion on the food industry to achieve the desired
product development, marketing, and pricing
goals.187 This might include “using government
purchasing power to expand the market for fresh
healthy foods while counteracting the current sub-
sidies supporting the ingredients in high fat/sugar/
salt products” and placing restrictions on “the mar-
keting of junk food to children.”

In addition, television shows and Internet sites
would be altered “to ensure the support of active,
healthy lifestyles.”188 This might also entail com-
pulsory consumption of a specified diet or, as sug-
gested in the NHS, population-wide use of a
“Polypill”189 or even a “Polymeal”190 to reduce the
national rate of heart disease. Expansion of govern-
ment control over “transport and rural develop-
ment policies” was also recommended to increase
the level of physical activity.191
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Indeed, a program of government surveillance of
all children is being introduced in Britain: “a £224
million database tracking all 12 million children in
England and Wales from birth.” Doctors, schools,
and the police will have to alert the database for a
wide variety of concerns, including information on
whether children are eating five portions of fruit
and vegetables a day. If a child fails to meet state
targets, this could start an investigation. The infor-
mation gathered “would include subjective judg-
ments such as ‘Is the parent providing a positive
role model?’, as well as sensitive information such
as a parent’s mental health.”192

The political demand for public regulation of
private behavioral choices may be expanded to
meet certain economic targets as well. In Britain
and Canada, for example, options for health care
such as renal dialysis are restricted by age.193

Traditional medical ethics are likely to be subor-
dinated to political fashions. For example, euthana-
sia is often promoted by its champions as a last
resort to alleviate suffering, but the Netherlands
already has moved “from assisted suicide to eutha-
nasia, from euthanasia for the terminally ill to
euthanasia for the chronically ill, from euthanasia
for physical illness to euthanasia for psychological
distress and from voluntary euthanasia to nonvol-
untary and involuntary euthanasia.”194 Such “ter-

mination without request or consent” has been
applied to Dutch infants as well. The concern has
been that public health system rationing may exert
pressure not just to limit spending on certain indi-
viduals, but also, either subtly or overtly, to coerce
them to be euthanized.195

Conclusion
Once again, prominent health policy experts are

calling for the establishment of national health
insurance through a single-payer health care sys-
tem. In effect, these experts want the government
to control the financing and delivery of health care
services for the American people. They favor such
an alternative because, among other things, they
believe that government control of health policy
and funding would result in a superior system of
universal coverage, eliminate the selfish pursuit of
profit that characterizes capitalist economic
arrangements, and provide equality of access and
care for all Americans.

Yet the striking feature of the command econ-
omy, as Alain Enthoven has observed, is “the con-
tradiction between system and pretensions on the
one hand, [and] performance on the other.”196 The
single-payer approach has detrimental secondary
effects far in excess of the primary beneficial effects
alleged by its proponents.
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Policymakers should go beyond the promises of
single-payer advocates and closely examine the per-
formance of these systems. The empirical evidence
generally shows that such a system would result in
government rationing and waiting lines for care,
reductions in the quality of care, chronic funding cri-
ses, slower adoption of and reduced access to
advanced medical technology, labor strikes and per-
sonnel shortages, creation of new sources of inequal-
ity in access to care, expanded bureaucratic power,
politicization of personal health care decisions, and a
loss of personal freedom.

Professor Michael Porter of the Harvard Business
School and Professor Elizabeth Teisberg of the Uni-
versity of Virginia argue that “a single-payer system
would create serious, and in our view fatal prob-
lems for health care value.” Because of skewed
incentives and irresistible budget pressures, a sin-
gle payer would inevitably ration services, compro-
mise patient care, limit patient rights, retard
improvement and innovation, and shift costs to
providers, suppliers, and patients. They add:

It simply strains credulity to imagine that a
large government entity would streamline
administration, simplify prices, set prices
according to true costs, help patients make
choices based on excellence and value,
establish value-based competition at the
provider level, and make politically neutral
and tough choices to deny patients and
reimbursement to substandard providers.197

Given the persistent call for a nationalized health
care system despite the evidence, economist
Charles Schultze once observed that this demand
appears to be “more for the purpose of gaining
social control over the health care system than of
providing better financial insurance.”198

There is an abundance of practical alternatives
to a single-payer system. Policymakers could
adopt new policies that would dramatically
expand coverage, promote innovation and eco-
nomic efficiency, and eliminate existing market
distortions in the health care system. There are
comprehensive policy initiatives that would
accomplish these objectives. Real market compe-
tition would allow more efficient and productive
providers to thrive, while less productive provid-
ers would either become more efficient or go out
of business.

Americans would benefit significantly from this
liberalization as medical goods and services
improved and prices stabilized or even declined.
Where the market fails to reach the uninsured, direct
government help can fill the gaps. Only reliance on
the market can create enough wealth to fund care for
the poor and uninsured properly. Meanwhile, the
American people should not be asked to repeat the
unavoidable lessons of socialism.

—Kevin C. Fleming, M.D., is an internist and geri-
atrician in the Division of General Internal Medicine
at the Mayo Clinic in Rochester, Minnesota.
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