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Frequently Asked Questions

What is single payer?

A single payer insurance system for Massachusetts would be like an improved and expanded Medicare plan for everyone in the state, guaranteeing access to comprehensive health care for all residents. The “single payer” would be a public agency that pays for health care, but the delivery of care would remain largely private. Under this system, all Massachusetts residents would be covered for all medically necessary services including: doctor, hospital, preventative, long-term care, mental health, reproductive health care, dental, vision, prescription drug and medical supply costs. 

Don’t we already have universal health care in Massachusetts?
Most Massachusetts but not all residents are currently covered under some form of health insurance, but health care costs are still breaking the bank for households, businesses, and municipalities. A shocking number of residents who have health insurance can’t afford the co-payments or deductibles for the care they need, and the law we have in place that offers health coverage to low-income people will not be affordable to the state for many more years. A single payer health plan has been proven to control health care costs, would eliminate co-payments and deductibles, and would take health benefits out of the workplace so that businesses will not have to shoulder this rising burden and workers will not have to fear losing access to care if they lose their jobs. Our current health care system is unaffordable to residents, businesses, and the state, and lets many people fall through the cracks.
Didn’t Congress just pass national health reform that will fix our health care system?
Congress passed a bill very similar to the law we have in Massachusetts, which will regulate insurers and extend many of the subsidies for low-income people we have in this state to other states. It will not have a large impact on Massachusetts, and does not address unaffordable health care costs in Massachusetts, which are the highest in the country.

Won’t this result in rationing like in Canada?
Rationing in our system is carried out covertly through financial pressure, forcing millions of individuals to forgo care or to be shunted away by caregivers from services they can’t pay for. The rationing that takes place in U.S. health care is unnecessary. A number of studies show that there is more than enough money in our health care system to serve everyone if it were spent wisely. Administrative costs are at 31% of U.S. health spending, far higher than in other countries’ systems. These inflated costs are due to our failure to have a publicly financed, universal health care system. We spend about twice as much per person as Canada or most European nations, and still deny health care to many in need. A national health program could save enough on administration to assure access to care for all Americans, without rationing.
Is national health insurance ‘socialized medicine’?
No. Socialized medicine is a system in which doctors and hospitals work for and draw salaries from the government. Doctors in the Veterans Administration and the Armed Services are paid this way. The health systems in Great Britain and Spain are other examples. But in most European countries, Canada, Australia and Japan they have socialized health insurance, not socialized medicine. The government pays for care that is delivered in the private (mostly not-for-profit) sector. This is similar to how Medicare works in this country. The government does not own or manage medical practices or hospitals.
Who will run the health care system?
In a publicly financed, universal health care system, medical decisions are left to the patient and doctor, as they should be. Cost containment measures are publicly managed at the state level by elected and appointed agencies that represent the public. This agency decides on the benefit package and negotiates doctor fees and hospital budgets. It also is responsible for health planning and the distribution of expensive technology. Thus, the total budget for health care is set through a public, democratic process. But clinical decisions remain a private matter between doctor and patient.

Won’t this just be another bureaucracy?
The United States has the most bureaucratic health care system in the world. Over 31% of every health care dollar goes to paperwork, overhead, CEO salaries, profits, etc. Because the U.S. does not have a unified system that serves everyone, and instead has thousands of different insurance plans, each with its own marketing, paperwork, enrollment, premiums, and rules and regulations, our insurance system is both extremely complex and fragmented. It is not necessary to have a huge bureaucracy to decide who gets care and who doesn’t when everyone is covered and has the same comprehensive benefits. With a universal health care system we would be able to cut our bureaucratic burden in half.


What will happen to all of the people who work for insurance companies?
The new system will still need some people to administer claims. Administration will shrink, however, eliminating the need for many insurance workers, as well as administrative staff in hospitals, clinics and nursing homes. More health care providers, especially in the fields of long-term care, home health care, and public health, will be needed, and many insurance clerks can be retrained to enter these fields. Many people now working in the insurance industry are, in fact, already health professionals (e.g. nurses) who will be able to find work in the health care field again. But many insurance and health administrative workers will need a job retraining and placement program. We anticipate that such a program would cost about $20 billion, a small fraction of the administrative savings from the transition to national health insurance.

Won’t this raise my taxes?
Under the Massachusetts single payer plan, a payroll tax would replace current premium payments, and a small income tax would replace all copayments and deductibles. So taxes would go up, but they would merely replace our current payments for health insurance premiums. A tax exemption for individuals and businesses would ensure that low-income residents and small businesses do not face an unaffordable burden. This would end the discrimination faced by individuals and small businesses who currently face higher premiums than big businesses or the government, and would more fairly distribute health care costs by basing payments on a small percentage of wages (a payroll tax) and a small percentage of income (an income tax) instead of a flat premium for all payers regardless of their wage or income level. Furthermore, health care costs under single payer plans are publicly budgeted and do not rise as fast as our current costs do, guaranteeing that businesses, municipalities, and households will never again face health care payments rising at two or three times the rate of inflation.
