
 

 

Universal Health Care: Is America Ready? 
 
Introduction: Even though health care in the United States is widely renowned as the best 
available on the globe, problems persist regarding the delivery of that health care to all of 
its citizens.  Many health care consumers and policy experts advocate a solution of 
universal health care.  The United States remains the only industrialized nation in the 
world without a universal health care system for all of its citizens. 
 
Thesis: 
What would the introduction of a Universal Health Care system in the United States 
entail, and would it solve the problem of denied access for millions of individuals who 
are uninsured?  What are the options for structuring such a system, and what are the 
identified barriers that must be overcome before it can finally be accomplished?   
 
Background: 
The United States health care system is renowned as the best in the world, due to several 
quality attributes: the most physicians and health care providers per capita, the best 
training programs for physicians and providers than any other country, and the most life-
saving technological advancements available to its residents than any other nation.  
Foreign leaders, dignitaries, and the wealthy elite from countries all over the globe trek to 
the United States when struck with grave health care crises, with the sure knowledge that 
if there is a life-saving treatment available, it is almost certain to be found in the United 
States. 
 
But the problem does not end there;  in fact for millions, that is exactly where it begins.  
The best trained providers and scientific treatments are available in the United States--but 
available to whom?  47 million individuals who live in America do not have health 
insurance, which makes even the most basic elements of the world’s “best health care 
system” unavailable to them.  These individuals do not have the financial means to pay 
for doctors’ visits, the high costs of prescription drugs, diagnostic tests that lead to earlier 
diagnosis and treatment, and life-saving surgical interventions.  As a result, many of these 
individuals delay health care until symptoms become so far advanced that only the most 
expensive treatments can save them.  These costs are in turn passed along to everyone 
else who accesses the system, through increased taxes as well as skyrocketing costs of 
services throughout the entire healthcare delivery system.   
 
How can the United States solve its problem of lack of access and availability to health 
care for 47 million individuals?  The central question to the debate is whether or not 
health care should be viewed as a basic human right, or if it should remain available only 
as part of the free market system which is crucial to America’s continued economic 
prosperity.  In order to answer the more central question, we must first examine how the 
current structure and future viability of the current health care system, and who are its 
major players and their stakes.  Finally, as part of a new global society, we must examine 
the current state of health care in other developed nations and how they have achieved a 
system of universal access.   
Definitions: 



 

 

Before we can adequately delve into a discussion of the research and debate that 
surrounds this topic, we must first define several key terms that appear in the literature 
that is widely available both in print and on the Internet regarding the topic of Universal 
Health Care.  First of all, what exactly is Universal Health Care?  According to 
Wikipedia, Universal Health Care is simply defined as “health care coverage that is 
extended to all eligible residents of a government region.”  This definition can be further 
expanded as “a government-sponsored system that ensures health care coverage for all 
citizens of a nation, regardless of income or employment status.”  Each of these 
definitions focuses on the most important elements of any universal health care system, 
which is that 1) it is a government-run program, and 2) everyone must participate.  The 
government decides how the program will be financed and regulated, and what basic 
coverage must be offered under the program.  Different countries vary on the types of 
methods used to finance the program, whether strictly through taxation (such as in the 
United Kingdom, where private insurance companies do not play a role), or through 
mixed public-private systems, which use a combination of both government subsidies 
through taxation and collection of insurance premiums through private insurance 
companies to finance the system (such as in the Netherlands).   
 
A “subsidy” is defined as “a grant by a government to a private person or company to 
assist in an enterprise deemed advantageous to the public.”  Subsidies are financed 
through taxes on the government’s citizens, and allow the government a means by which 
to provide assistance to individuals or corporations that have some disadvantage, such as 
poverty, discrimination, or lack of other means to pay for insurance.   
 
“Insurance” is defined as  “A contract whereby, for specified consideration, one party 
undertakes to compensate the other for a loss relating to a particular subject as a result of 
the occurrence of designated hazards” (Free Legal Dictionary).  Insurance companies 
provide the means through which most Americans have access to the health care systems.  
In 2007, 67.5% of U.S. residents received coverage through private health insurance; of 
these, 59.3% were covered through employer-based insurance.  The total number of 
people covered through private health insurance remained steady at about 202 million 
(Los Angeles Times, 2008).     
 
Employer-based insurance is one form of tax subsidy offered by current system which 
allows most Americans to receive their health care coverage.  The current system allows 
for businesses to offer health insurance to workers as a non-taxable benefit.  Employers 
pay the major percentage of health care premiums for their workers, and collect the 
remainder of the fees from the employee;  neither the employer or the employee pays 
taxes on this money, which results in lost tax revenue for the U.S.  government;  
estimates suggest this figure to be around $200 billion dollars for the year 2008, which is 
the same amount it spends on Medicaid (Furman, 2008).  But this system allows the chief 
means of access to millions of Americans;  many favor this system as it provides easy 
methods of enrollment and payment for health care access.  It must be noted that 
employers offer this coverage as a benefit in lieu of additional salary, which is why many 
small business owners who employ low-income workers do not find the cost of the 
premiums or the administrative headaches to be worthwhile.  Employer-based health 



 

 

coverage primarily benefits higher-income workers who lose less after-tax dollars for 
these health care policies than do lower-income workers (Furman, 2008).     
 
Employer-based is not the only form of insurance in America.  Many Americans pay for 
their own health insurance through individual coverage policies.  These policies are not 
tax-exempt, but the tax code does allow individual health insurance policy holders to 
claim tax breaks on health care expenditures in excess of 7.5% of their adjusted gross 
incomes (Tax Subsidies for Health Insurance, Kaiser Family Foundation).  
 
But even without a universal health care program which guarantees access to all, the U.S. 
government does finance several programs that provide health insurance to several 
millions of Americans who would otherwise lack coverage.  These programs are funded 
by tax dollars.  Medicaid is a government-run insurance program that provides insurance 
to the low-income and severely disabled.  Medicare is a government-run insurance 
program that provides insurance to those over 65 years of age, and on continuous dialysis 
for end-stage renal disease.  Tricare is the system that provides health care benefits to 
Americans currently serving as military personnel and their families.  The Veterans 
Administration provides health care benefits to veterans who have previously served in 
the United States military.  SCHIPS (State Children’s Health Insurance Program) offers 
free coverage to children who live in families which have income levels slightly above 
those which make them eligible for Medicaid or other federal or state programs (Health 
Insurance Control website).  In 2007, the number of people insured by government 
programs  was about 83 million.   
 
The current patchwork of insurance coverage in America resemble our diverse tapestry of 
people who comprise the American public.  The government has made provisions to 
ensure access for those who are employed by large corporations which can afford to help 
their employees pay health insurance premiums.  The government has also made 
provisions for very low-income Americans who fall a certain percentage below the U.S. 
poverty level and the severely disabled (to qualify for Medicaid).  The U.S. government 
has made provisions for the elderly through (Medicare), through currently serving active 
U.S. military personnel and their families (through Tricare), and for the retired U.S. 
military veterans (through the Department of Veteran Affairs).  The U.S. government 
also offers a generous benefit package to its own employees through the Federal 
Employees Health Benefits program (FEHB).  The U.S. government has made provisions 
for nearly all Americans to access health care--except for a certain 47 million who do not 
fit neatly into any of these criteria.  
 
So what are the options for these Americans who have somehow “slipped through the 
cracks”?  What should be done to insure that they too have access to the full benefits of 
living in America’s borders, which being surrounded by some of the best health care 
facilities with many of the best health care providers in the world? 
 
 Many advocates suggest that the answer lies in universal health care, a system that will 
guarantee access regardless of income or employment status.  Proponents of this system 
argue that it has benefits for many beyond just those that are uninsured;  they argue that it 



 

 

will accomplish a great deal in alleviating the burdens that are inherent in both employer-
based coverage and the current system of government-funded programs which have strict 
rules that only allow access to those who meet certain criteria: extreme poverty or 
disability, age, or current or retired military status.  Proponents of universal health care 
argue that by treating all of these groups and individuals equally, we can ensure equal 
access to essential, basic care.   
 
Literature and Resources: 
Current literature and research about the issue of universal health care provides 
arguments from both proponents and opponents.  The central question again involves 
whether or not universal health care is a basic human right.  
 
The first way to answer this question involves examining the way that other nations have 
tackled the United States’ current dilemma, which is several million individuals who lack 
financial access to the health care system.  Proponents argue that indeed every citizen 
should have access;  opponents argue that health care is another commodity that should 
be subject to the free market, including market failures.  Market failures within the health 
care system include those who are viewed as “uninsurable” based on their health status;  
in other words, those with “pre-existing conditions.”  Pre-existing conditions are those 
disease states and medical diagnoses for which the individual obtained treatment prior to 
enrollment with their current insurance company.  Pre-existing conditions are subject to 
denial of claims payment, based on the insurance company’s grounds that any condition 
that existed prior to enrollment should not be covered.  The exclusion may be for a 
certain amount of time, or may be permanent, depending on the type of policy and the 
insurance company’s discretion.  In any case, those with pre-existing conditions face 
higher liabilities in terms of risk adjustment and payments of claims.   
 
Opponents of universal health care argue that any government-run program will 
automatically “slow down” the entire health care system.  Those who previously had 
generous health care access will now be subject to waiting lines and rationing of care due 
to “clogging” of the system.  They also argue that basic health care is not a right, but 
should be available based on means of payment.  Many of these opponents, including the 
insurance industry, argue that the solution for increasing access does not involve focusing 
on expanding access, but rather on reducing overall health care costs.  They argue that if 
health care were more affordable, many would be able to access it on their own without 
relying on the government to ensure access for them. 
 
Both of these arguments have substantial merit;  the current health care system needs to 
be revamped in terms of both expansion of coverage and overall cost.  But at its core lies 
the age-old “chicken-or-the-egg” question: which measure must be tackled first, 
expanding coverage or reducing cost, to put a stop to the current health care crisis that is 
spiraling more out of control each day? 
In order to answer these questions, we must look at the options that have been laid out on 
the table by all of the parties who have a key interest in the current debate: health care 
consumers, providers, and third-party payers (insurance companies).  Each has developed 
a stake in the current health care system and their concerns must be addressed as part of 



 

 

any revamping of that system.  
 
Consumers include those of us who use the health care system for our health care needs;  
upon entry, we are commonly referred to as “patients.”  As mentioned before, some 60% 
of health care consumers have access to the system through our employer;  this is due to 
government subsidies which allow employers to offer health care coverage as a benefit of 
employment.  In other words, when considering employment, potential employees 
consider the employers’ health benefits package as one of the potential “fringe benefits” 
that will come with employment through that company.  The more generous the benefits 
package, the more likely the employee is to consider the advantages of becoming 
affiliated with a particular organization, in addition to other factors such as wages/salary, 
geographic location, or potential advancement within the organization.  Employers offer 
these benefit packages in lieu of additional salaries to their employers, while at the same 
time offering themselves an additional break on payroll taxes that would otherwise be 
owed to the government.  The government benefits as the employer assumes the financial 
and administrative burden of providing health care to the individual, at the advantage of 
both the government and the citizen.  The citizen avoids the headache of shopping for 
coverage, enrollment, and payment.  These aspects are all assumed by the employer, who 
makes the effort to find the lowest-cost coverage that will reap the greatest benefits for 
both the organization and the employee. 
 
Many employees are content with this system, and view it as unfair that they might have 
to give up the “generous” benefits package offered by their employers to take on a 
government-run system that will include only the most basic elements.  Since this system 
of employer-based insurance has been in place so long, it will surely take some 
convincing before everyone who is currently ensured under this system will embrace the 
change that will inevitably come with any proposal of universal health care coverage.  
 
Providers will also be impacted by any shift to universal health care and away from the 
current system.  Providers may currently be a part of managed-care networks, where 
health maintenance organizations only allow their member to visit certain health care 
providers who are included in these networks.  A universal health care system will 
certainly alter the arrangement between physicians and consumers, as that system would 
almost certainly involve different regulatory and payment guidelines.  Many providers 
and consumers already argue that the current managed care system already impedes the 
providers’ ability to use their own judgment rather than the established guidelines of the 
managed care organization.  Would this arrangement change for better or for worse under 
a universal health care system? 
 
 
 
Insurance companies, or “third-party payers,” would certainly be impacted by a universal 
health care system within the United States.  Insurance companies, which include health 
maintenance organizations (HMO), preferred provider organizations (PPO), and point-of-
service plans (POS), have perhaps the largest stake in the current structure of the United 
States health care system.  Insurance companies reap large profits from a system that 



 

 

allows both employers and employees to pay premiums on a non-taxable basis.  
Insurance companies also have the ability to “manage care”;  only certain services are 
covered through particular benefit plans, and key services require prior approval in order 
to ensure payment.   
 
The recent U.S. presidential election brought many of these key interest groups and 
issues to the forefront of national debate on the topic of universal health care.  Many 
argue that the current United States health care system is unsustainable.  Consumer 
groups argue that the current system, which leaves 47 million individuals uninsured is 
unfair, because it denies them access and drives up the overall health care cost for 
everyone.  The U.S. GDP expenditure on healthcare coverage is 16%  (National Coalition 
on Health Care, 2008).  Many U.S. businesses argue that the current overhead for 
maintaining health insurance coverage for workers reduces their overall competitiveness 
in a global market (New America Foundation, 2008).  U.S. providers argue that the 
current health care system’s structure promotes patient and provider on dependence on 
third-party payers rather than the patient-provider relationship and collaboration that is 
essential to the best quality outcomes (Stone, 1999). 
 
Several advocacy groups have taken the lead in speaking out on behalf of each of these 
groups.  The National Nurses’ Organizing Committee has spoken out in favor of 
universal health care on behalf of consumers;  even though this organization represents 
nurses and is not a consumer group, it considers itself an advocate for citizens.  Through 
hospitals and other organizations, nurses provide holistic care to patients regardless of 
their ability to pay.  Nurses as part of their profession are viewed as “patient advocates.”  
The Physicians’ Health Plan 
 
 
Analysis: 
Through a review of the current literature, we encounter many perspectives that represent 
the key interests outlined above: consumers, providers, and third-party payers.  The 
current literature also examines the current state of universal health care in other nations, 
including the types of systems that are employed in order to achieve this feat on the basis 
of each nation’s economic and political interest. 
 
As noted previously, the United States is the only industrialized nation without universal 
health care.  All of the other industrialized nation, as identified by the United Nations and 
the World Health Organization, have some system of universal health care system in 
place to ensure that all citizens have access to basic health care.  The United States’ lack 
of a universal health care system is not a measure of its success or failure in this arena, 
but rather a different set of priorities regarding whether or not health care access should 
be a basic human right, or whether it should remain a product of the free market.  Based 
on the analysis of the available literature, health care should indeed be viewed as a basic 
human right, and not as just another commodity available on the free market system.   
 
The readings available provide many different perspectives on both the current and future 
state of the health care system.  The majority of consumers advocate for universal health 



 

 

care because it will provide access for all;  one poll reports that even though most 
beneficiaries of employer-based insurance are satisfied with their coverage, but they also 
recognize that they would not want to be among the ranks of the uninsured and 
sympathize with their plight.  The majority of these individuals are in favor of a measure 
to achieve universal health care for all U.S. citizens (Think Progress.org, 2008).   
 
The most renowned providers’ organization in favor of a universal health care system is 
the Physicians for a National Health Program.  This group advocates for a single-payer 
program, similar to that which the government offers for current programs such as 
Medicaid and Medicare.  (Physicians’ National Health Program, 2008).  This system 
seeks to eliminate the current third-party payer system, and advocates for a direct single-
payer system which will concentrate the power of health care delivery into the hands of 
patients and their providers rather than third-party payers, such as insurance companies. 
 
The readings demonstrate that each of these groups have their own unique agendas with 
regards to health care reform, and that the proposal for universal health care should not be 
taken at face value.  In order to provide a fair and balanced assessment, we should 
consider each group’s proposal in context.  
 
Consumer groups, who advocate for universal health care access for all, do not 
consistently provide solid answers of who will pay for this care.  Though the current 
employer-based system only covers about 60% of individuals, most of those beneficiaries 
are content with their coverage and do not have complaints.  But through further analysis, 
it becomes evident that most consumers do not understand how their benefits are 
provided through the current system: that employers bear most of the cost of health 
insurance, that the current tax code reduces the amount of taxes that most citizens must 
pay on their income, and that higher-income workers benefit most from the employer-
based health care system.  Before universal health care system can be implemented on a 
large scale, more education must be provided to the consumer sector so that these 
individuals can adequately weigh both the benefits and liabilities of dismantling the 
current employer-based health insurance system.   
 
Provider organizations such as the Physician’s Health Program focus on a national health 
care system as a way to remove one of the key barriers (managed care) between patients 
and providers.  However, consumers must also work to ensure that they have input in this 
area.  Though the removal of third-party payers would indeed provide a more direct 
relationship between patients and providers, it could also lead to increased health care 
costs since there would be no party to “manage” the care provided.  Though physicians 
argue that a federally-designated board could provide cost-effective analysis of services 
provided, there would be much less direct cost-containment measures than are currently 
provided by the current managed care system. 
 
The managed care organizations also have their own unique interests in the current 
debate.  Managed care organizations are widely viewed as responsible for the escalating 
cost of health care, do to their high administrative overhead.  Many proponents of 
universal health care argue that universal health care would eliminate much of the 



 

 

burdens of these administrative costs and reduce costs overall for all consumers.  The 
insurance industry proposes that the problem will not be solved through government 
programs that increase access, but through measures that reduce overall health care costs.  
The insurance industry points to the fact that nearly 25% of all individuals who are 
eligible for Medicaid and other government-sponsored programs are still not enrolled.  
The insurance company advocates a mandate that all individuals become insured, that 
citizens who are currently eligible should enroll in government programs, and that 
coverage through those programs should be expanded as an alternative to any universal 
health care program.  The insurance industry advocates for increased access, but through 
expansion through current measures than through any new alternative measures. 
 
Solutions: 
Possible solutions include: 1) dismantling the current third-party payer system in favor of 
a national, single-payer system, that would eliminate private insurance companies‘ role in 
the current health care system;  or 2) a national, multi-payer system, mixed public-private 
system that would keep some elements of the current private insurance system.  In order 
to examine which of these systems is most viable, we must examine some key elements 
of each system as well as the history of the current state of health care reform in the 
United States of America. 
 
Physician’s Health Plan advocates a single-payer system, namely, the federal 
government.  This is because “private insurance bureaucracy and paperwork consume 
one-third (31 percent) of every health care dollar. Streamlining payment through a single 
nonprofit payer would save more than $350 billion per year, enough to provide 
comprehensive, high-quality coverage for all Americans” (Physicians for a National 
Health Program, 2008).  America’s Health Insurance Plans (AHIP) advocates a program 
that reduces health care costs by Consumer groups advocate any system that reduces the 
burden on the consumer.  This group also advocate that each individual be required by 
law to obtain insurance, either through employer-based coverage, government-programs, 
or the purchase of individual policies. 
 
Each of these lobbying groups has a clear, distinct state in the current universal health 
care debate.  Both proponents and opponents of universal health care agree that the 
solutions revolve around two central areas: 1) expanding access to coverage, and 2) 
reducing overall health care costs.  Efforts by consumer and provider groups tend to 
center on expanding access to coverage;  while efforts of third party payers center on 
reducing the overall cost, of health care for all consumers.  Which one of these solutions-
-expanded coverage, reduced costs, or a combination of both--will provide the most 
availability and access to the U.S. health care system for all of its citizens? 
 
The currently available literature on the issue suggests that the primary solution to the 
problem is to expand access to the health care system.  Current measures, designed to 
decrease costs, only provide a bandage solution to the problem. It is true that reduced 
health care costs will allow more uninsured individuals access to the system;  however, 
the employer-based insurance system more clearly demonstrates that expanding access to 
coverage is the best means to ensure that individuals first and foremost enter the health 



 

 

care system.  The employer-based health insurance system has ensured that most 
individuals at least view health insurance coverage as a desirable incentive, rather than as 
an afterthought.  This shows that no matter how many price reductions or incentives are 
offered to purchase insurance, unless it is viewed as an easily accessible option it will 
remain an “unavailable” option in the minds of consumers.   
 
In conclusion,  the solution to the universal health care debate in the United States health 
care system does not only concern the 47 million individuals who currently do not have 
health care, but all individuals who reside in the United States;  that the current system of 
employer-based health insurance, though satisfactory as a fringe benefit for most of its 
recipients, is a burden to most employers seeking to compete in a global marketplace;  
and several special-interest groups, including consumers, providers, and third-party 
payers have a particular interest in the current debate on national health care.  In order to 
solve this dilemma, this topic will have to be examined from all of these perspectives.  In 
short, the 2009 U.S. government executive and legislative branches must examine the 
topic from many different angles, and there is much room for each advocacy group to 
make their interests known.   
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