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* * *

America is the richest country that has ever existed, and yet tens of millions of Americans go without what most readers of this paper would consider standard medical care.
  This fact cannot be ignored.  One of the most important ethical questions of our day is whether we should enact a national health program.

There are several interesting arguments against a national health program—arguments that may not be successful, but that at least require serious scrutiny.  One is that none of us has an obligation to help provide extensive health care to the un- and under-insured, so enacting a national health program would violate individual liberty or autonomy.
  Another is that a national health program would have economic effects that would reduce the overall good.
  

Since these arguments have at least some merit, it’s no surprise that they appear in our public debate.  But there is one argument that one doesn’t expect to hear—namely, that we shouldn’t enact a national health program because it would harm our health.  Health policy experts have long known that a national health program could and almost surely would be beneficial to the overall health of our populace.  Currently, we spend about 14% of our GDP on health care, which amounts to approximately $4200 per capita.  All other western democracies have national health programs, and the countries with the highest expenditures, Germany and Switzerland, spend only 10.5% of GDP on health care, which amounts to about $2500 per capita, or about 60% of the U.S. expenditure.
  And yet despite spending almost double what other countries do, U.S. health outcomes fall below the median.
  So it seems that even if we enacted a national health program and reduced our spending, our overall health could improve.  

Since these facts are well-known and almost totally uncontroversial, it is surprising that some people still try to argue in favor of our current system by appealing to its effects on health.  But they do.  In President Bush’s 2004 State of the Union address, he said that the U.S. should retain the current system because it produces ‘the best health care in the world’.
  The argument was elaborated at length in the Economic Report of the President, produced by the President’s Council of Economic Advisors.  There it becomes clear that the President and others favor our current system because it (allegedly) encourages innovation and hence produces very good care, especially high-technology care, for those who can obtain it.
  I will call this surprising argument the argument from innovation.

Some might think that the argument from innovation is so obviously unsound that it’s not worth considering.  After all, how could anyone seriously argue that we should retain a system that leaves so many in need just because it produces better health care for others?   But that dismissal would be misguided.  I will show that there is a reading of the argument on which it makes perfect sense to favor a health system that produces top-quality health care for some.  If we want to refute the argument from innovation, we have to instead attack the premise that seems least controversial—the premise that our current system produces more innovation than a national health program would.  Doing so requires clarifying the concept ‘national health program’ and examining various theories of human well-being.

Why bother attacking the argument from innovation at a time when national health programs aren’t on the political agenda?  One reason is that the debate arises over and over, often without warning
, and we have to be prepared to think clearly when it arises again.  But more importantly, we should expose the flaws in the argument from innovation because, as George Orwell said, “an effect can become a cause, reinforcing the original cause and producing the same effect in an intensified form”.
  If we don’t challenge the argument from innovation just because there is no ongoing debate about national health programs, then the fact that the argument goes unchallenged might lead people to believe that there is no debate worth having.  

Let me begin by discussing what exactly the argument from innovation says.

1       The Argument from Innovation
The argument from innovation concerns national health programs and our current system.  By “our current health care system” I will mean the system we have in place or something very much like it.  By a “national health program” I will mean a system like those in place in all other western democracies or something very much like them.  Those definitions are loose.  For my purposes, the crucial features of our current system are that it is a private system with a government safety net
, and that its safety net contains significant gaps, leaving tens of millions of people without realistic access to many standard forms of medical care.
  The most important feature of national health programs is that they do not have this problem; instead they ensure that all citizens receive some specific minimum of health care beyond what people receive in the United States.  The extent of the minimum varies from program to program,
 and though the details won’t matter to my arguments below, let me make the discussion more concrete by stipulating that the minimum must: 

1. Include access to basic forms of inpatient and outpatient care, emergency care, mental health care, treatment for substance abuse, prescription drugs, preventative measures, and basic dental and optical care.
    

2. Involve co-payments and deductibles that are low enough that the recipients of the treatment would not suffer serious financial hardship, even if they are of low income. 

Thus defined, our current system and a national health program are not the only possible health systems.  The U.S. might move further in the direction of true market health-care, or it might adopt a health program that guarantees greater coverage than our current system, but not coverage as extensive as that in a national health program.  All of these options are discussed in the academic debate, but our public debate is usually restricted to two options: our current system and a national health program.  In light of this, I’ll interpret the argument from innovation as being an argument against a national health program and for our current system.  

Given this assumption, the argument has this structure:

1. We ought to adopt the system that produces the best top-quality care (from among available alternatives).

2. Our current system produces better top-quality care than a national health program would.

3. So, we ought to retain our current system and not adopt a national health program.

I suspect that most critics would say that the problem with the argument lies with premise one: the claim that we ought to adopt the system that produces the best top-quality care.  As we will see, there is something to be learned from that criticism, but ultimately the argument can withstand it.

2     The First Premise 
The first premise says that we ought to adopt the health-care system that produces the best top-quality care.  On its face, this is not just an incorrect moral principle, but the antithesis of one.  It is akin to saying one ought to adopt a system of food production because it produces the best meals for the well-off, irrespective of whether it leaves some people to starve.  

So if we are to make the first premise palatable, we need to find a rationale for it.  The obvious one would be utilitarian.  We ought to adopt the system that produces the best top-quality care because those who receive it pull up the average health outcomes, thus producing better overall health.

This rationale can be criticized on several grounds.  One is empirical.  As noted above, our health outcomes are middling, so there is no reason to think that maintaining better top-quality care produces a better overall health outcome than a national health program.  But that point is not decisive.  In response to it, the President’s Council said, with some plausibility, that we should not use other countries’ outcomes under national health programs to predict what our own would be.  The other countries maintain their outcomes because they make use of technologies developed in the U.S.  Those technologies are developed largely because we have a market-oriented system that rewards innovation.  If we had a national health program, our health outcomes, and those of other countries, would be very different.
  

I think this reply is misguided for empirical reasons that will come out later on.  So as to not digress on empirical matters now, let me instead point out that even if it is true that maintaining better top-quality care produces a better overall health outcome, it’s still not plausible to claim that, as a consequence, one ought to maintain the system that produces better top-quality care.  To do so is to embrace a simplistic utilitarian rationale.  The rationale is problematic for familiar, deontological reasons: because people are plausibly thought to be entitled to a certain level of health care, so good top-quality care can’t justify poor bottom-end care.  But the utilitarian rationale is also criticizable on utilitarian grounds.  One thread that runs through all of utilitarian thought is the idea that utilitarianism, properly applied, does not endorse leaving the worst-off in bad shape just for the benefit of the better-off.  So this utilitarian rationale for the second premise rests on a misapplication of utilitarianism itself.

The failure of the utilitarian rationale makes the prospects for the first premise bleak.  The premise advocates great care for the better-off, and it seems as if the only way to defend such a principle is through utilitarian considerations.
  But in truth there is another way.  Proponents of the argument from innovation might give a deontological rationale for the second premise.  The better-off are entitled to the top-quality care they receive in our current system, so we must maintain that system on pain of injustice.

This deontological rationale might seem surprising, but I believe it fits with the spirit of the argument from innovation.  After all, why do proponents of the argument feel that it’s relevant to tell the American people that a national health program would reduce innovation and lead to worse top-quality care?  Perhaps because they are addressing voters who are likely to receive top-quality care—or at least believe they do—and those voters are supposed to react by feeling that it’s unjust or unfair that they should lose their top-quality care.

Whether or not this is the real rationale for the first premise, I believe that it is both the best rationale and, intrinsically, somewhat plausible.  Let us suppose that a national health program really would restrain innovation and hence reduce the quality of care for those who receive top-quality care.  If so, then to compel people to participate in a national health program is to demand a large sacrifice from those who receive top-quality care, because such people might suffer and even die when they otherwise would not.  To take a historical example, suppose that a national health program had been enacted in the U.S. eighty years ago, and that as a result, coronary artery bypass graft surgery had been developed ten years later than it was.
  Concretely, that delay would have meant that the enactment of the national health program resulted in the deaths of many people who would otherwise would have lived.  The sacrifice of one’s life is one of the largest sacrifices one can make, and it is at least plausible that the sacrifice is too much to ask.

Now by saying that this rationale is ‘plausible’, I don’t mean to say that it is ultimately convincing.  In fact the rationale has one obvious weakness: it is hard to see how anyone could argue for the rather odd proposition that the recipients of top-quality care are entitled to the health-care they can obtain in the particular system we have right now.
  But showing that the rationale is hard to defend is not the same as showing that it is flawed.  For that reason, I think that if we are going to refute the argument from innovation, we need to focus our attention on the seemingly innocent second premise.

3     The Second Premise

The second premise says that our current system produces better top-quality care than a national health program would.  This premise is often granted by proponents of national health programs.  In fact, they sometimes rely on it, arguing that our current system is flawed because it steers money away from existing treatments and into the development of new therapies that benefit people who are well-off.


However, we should not let the premise slip by without examination, for several reasons.  First, though the premise seems intuitive, it may only seem so because it has been drummed into our heads by corporate propaganda
: fear of ill-health is just the sort of fear that vested interests would like to instill in order to shore up support for their existence.  The truth may be that, instead of limiting innovation, a national health program would merely require large medical corporations to reduce their enormous profits and marketing budgets.


But even without delving into those empirical matters, we can prove that the second premise is false.  The second premise is about what would happen under a “national health program”.  Because the goal of a national health program is to make sure that all people receive certain kinds of care, I defined a national health program as any program that brings about that goal.  Moreover, I made the definition concrete by stipulating that the beneficiaries of a national health program must: 

1. Have access to basic forms of inpatient and outpatient care, emergency care, mental health care, treatment for substance abuse, prescription drugs, preventative measures, and basic dental and optical care.    

2. Have co-payments and deductibles that are low enough that the recipients of the treatment would not suffer serious financial hardship, even if they are of low income. 

It is easy to make unwarranted assumptions about the implications of this definition.  Many Americans assume that national health programs must involve government financing and provision of medical care—the ‘socialized medicine’ that so many people fear.  But they don’t have to.  Canada and Sweden have government-administered health insurance that is publicly funded, covers every citizen, and pays out to the countries’ doctors, most of whom are in private practice.  Germany and France guarantee that each citizen will have health insurance, but the citizens may choose from a variety of publicly-funded insurers, or they may opt out of the publicly-funded system by purchasing other insurance.
  And most importantly for our purposes, a national health program might simply consist in a system of wealth transfers that gave the uninsured the resources to purchase insurance in our current markets, but otherwise left our health care system largely as it is.  Doing so would maintain our current rate of innovation, would not greatly affect the health-care currently received by the insured, and would simultaneously establish a national health program.


A proposal of this sort was recently put forward by Ezekiel Emanuel and Victor Fuchs in the New England Journal of Medicine.
  Emanuel and Fuchs want to provide vouchers to those who do not already have health insurance.  As Emanuel and Fuchs note, the costs of their proposal haven’t been precisely estimated, because they have not yet designated a specific health-care package.  But by rough estimates, the Emanuel-Fuchs proposal could cover the un- and under-insured without increasing government health-care spending, simply because it simplifies the government health-care delivery structure, reduces administrative costs, and directs people into cheaper managed care plans.
  


In fact, one can go farther than the Emanuel and Fuchs proposal.  If one wants to guarantee that, as far as possible, our health-care system continues to function as it does, then one need not go the route of vouchers at all.  Instead one can merely redistribute wealth to those who are currently unable to obtain health care.  Wealth-transfers have some disadvantages that in-kind transfers do not
, but wealth-transfers do provide people with access to health care, and so fit the definition of a national health program.  

4     The First Premise, Again

We’ve just seen that the second premise of the argument from innovation is false, because a national health program need not affect our current level of innovation or the level of health-care provided to the well-off.  Does this mean that the argument from innovation is finished?


Not quite.  Suppose I was right about the motives behind the argument from innovation—viz., that advocates of that argument felt that the well-off were entitled to the top-quality health care they currently receive, and couldn’t be asked to sacrifice their health for the benefit of others.  If so, then they are likely to respond to what I have said in the following way:  True, a national health program doesn’t require sacrifices of health.  But to avoid those sacrifices, it does require sacrifices of money.  The well-off are entitled to retain not just their health, but their money as well, so enacting a national health program would be unjust.


Such a move takes us far afield from the argument from innovation.  In fact, the argument no longer has much to do with innovation and high-quality care; instead it’s morphed into an argument mentioned in the introduction: that none of us has an obligation to help provide extensive health care to the un- and under-insured, so enacting a national health program, though perhaps beneficial, would violate individual liberty or autonomy.  I do not have time to treat this argument in detail here.  However, let me explain why the argument is far less strong than the argument from innovation appeared to be, and hence why this defensive move is not very strong either.

The argument from innovation seemed to rest on the plausible premise that one ought not be required to sacrifice one’s health, and perhaps even one’s life, for the benefit of the uninsured.  The reformulated argument is different.  It says that one ought not be required to sacrifice one’s money for the benefit of the uninsured.  This is a less plausible premise, because monetary losses would not impact the human good in the same vital way that health loses do.  In order to argue about the comparative losses brought about by different systems, one must give some account of the good.  There are three principal ones: hedonistic conceptions, preference-satisfaction conceptions, and objective list conceptions.
  No matter which we pick, health will find a central place in the human good.  Health is intrinsically valuable because it involves the absence of pain and suffering.  Health is instrumentally valuable because it relieves us and our loved ones of the financial, mental, and emotional burdens of sickness, and it is a precondition for pursuing careers, hobbies, and many other things we value.  Furthermore, ill-health closes off certain life-plans that one might eventually wish to adopt, so individuals have an interest in maintaining good health in order to preserve the revisability of their life-plans.
  These facts will either directly imply that health will find a central place in the human good, because the right conception of happiness is hedonistic or objective list.  Or they will imply that conclusion indirectly, because the right conception is preference-satisfaction, and almost all people will have a strong preference for health over ill-health.  In contrast, monetary losses will not have a substantial effect on the good in the same central way.  America is such a rich society that modest tax increases would deprive people only of what are unquestionably luxury goods, and so an argument which claims that one need not sacrifice disposable income will be far less plausible than one that claims that one need not sacrifice health.

5     Summary

The argument from innovation rests on the premise that a national health program must necessarily affect the quality of care received by the well-off.  That premise is false.  National health programs merely require transfers of wealth, and such transfers don’t threaten health and innovation.

Why aren’t these facts widely recognized?  Why does the argument from innovation have a false air of plausibility?  I suspect the principal cause is that, whenever we debate national health programs in America, we tend to immediately focus on the national health program of some specific country—usually Canada—and before long we’re lost in a debate about the length of waiting lists in Saskatchewan.  This tendency distorts our debate.  We Americans can have our health and innovation, if only we’re willing to be generous with our disposable income.

Notes
� The most comprehensive discussion of this point is the Institute of Medicine’s four volume series on uninsurance.  For a summary of the facts on uninsurance, see Bodenheimer and Grumbach’s Understanding Health Policy, ch. 3.


� For a popular argument that appeals to autonomy and liberty, see President Bush’s Speech in Milwaukee, Wisconsin.  For academic arguments, see Buchanan’s “The Right to a Decent Minimum of Health Care,” Tristram Englehardt’s The Foundations of Bioethics, ch. 8, and R. M. Sade’s “Medical Care as a Right: A Refutation”.


� See, for example, Richard Epstein’s Mortal Peril: Our Inalienable Right to Health Care?; or William Irvine’s “Can National Health Insurance Solve the Crisis in Health Care?”, p. 70ff.  I should note that Epstein puts forward several different arguments throughout the book.  One is the consequentialist argument I have alluded to.  Another seems to be an argument from libertarian side-constraints.  (These two could be made consistent if he were a rule-consequentialist who believed the right rules were libertarian.)  


� Bodenheimer and Grumbach, Understanding Health Policy, p. 173. 


	Part of the reason why our current system is so expensive is that it is incredible complex and hence has much higher administrative costs than national health programs.  (For information on administrative costs, see Reinhardt et al, “U.S. Health Care Spending in an International Context” and Woolhandler et al., “Costs of Health Care Administration in the United States and Canada.”)  In fact, because national health programs greatly reduce administrative costs, the federal government’s General Accounting Office has determined that the total cost of enacting a single-payer national health system in the U.S. would be zero.  We could cover everyone, including the forty million Americans who are presently uninsured, by simply eliminating the massive layers of bureaucracy that burden our current system.  (General Accounting Office, “Canadian Health Insurance: Lessons for the United States.”)


� More precisely, they fall below the median when judged using the best available measures: life expectancy, infant mortality, and potential years of life lost.  For information on health outcomes, see Gerard Anderson et al., “Health Spending and Outcomes: Trends in OECD Countries, 1960-1998,” pp. 150-157; and also United Nations Development Programme, Human Development Report 2003, p. 237.  


	These measures are far from perfect, because they are affected by factors other than the organization of the health system.  (For example, our lower life expectancy might be due to our comparatively worse eating habits.)  However, they are the best we have, and at least one of the strongest opponents of a national health program, Milton Friedman, appeals to life expectancy as ‘the least objectionable measure’ of health outcomes.  (“How to Cure Health Care,” p. 5.)


Some research shows that those who have good access to our system are perhaps receiving slightly better care than the insured in other countries.  However, the data is unclear.  See Gerard Anderson and Jean-Pierre Poullier, “Health Spending, Access, And Outcomes: Trends In Industrialized Countries.”


� President Bush, 2004 State of the Union.  In this speech, the President advocated a variant on the current system, which is compatible with the definition of “our current system” that I give below.  


� See the Council of Economic Advisors’ Economic Report of the President, 2004, pp. 190-193.  For a popular treatment, see Herzlinger’s Market-Driven Health Care, esp. p. 275ff.


� Bodenheimer and Grumbach, Understanding Health Policy: A Clinical Approach, ch. 15.


� “Politics and the English Language,” p. 127.


� For details on the complicated structure of our current system, see Bodenheimer and Grumbach’s Understanding Health Policy, esp. chs. 6 and 7.


� The most comprehensive discussion of this point is the Institute of Medicine’s four volume series on uninsurance.  For a summary of the facts on uninsurance, see Bodenheimer and Grumbach’s Understanding Health Policy, ch. 3.


� One of the most comprehensive overviews of national health programs is Milton Roemer’s National Health Systems of the World.  A succinct overview of ten Western systems can be found in the appendix to Thomas Rice’s The Economics of Health Reconsidered.  


� Of course, a national health program wouldn’t cover every possible inpatient procedure, prescription drug, and so on.  The question of how to set limits on care is difficult, but because the precise limits are irrelevant to this paper, I won’t discuss them.


� Council of Economic Advisors’ Economic Report of the President, 2004, p. 191.


� A related and perhaps less problematic rationale would be this.  Proponents of the argument from innovation might say that we should maintain the system that produces the best top-quality care because top-quality care eventually filters down and becomes commonplace.  Perhaps it does not do so very quickly; there are now poorly-off people who will never receive our best medical therapies.  But over time the best care becomes standard, so that the poorly-off in the future will have access to the best technologies now.  The process continues over time, with the result that the poorly-off, throughout time, are better off under our current system than they would be, in aggregate, under a national health program.


	This rationale has several problems.  It rests on speculations about future utility that there is no obvious way to defend.  In addition, the argument advocates applying a simplistic utilitarian criterion to the worst off, taken as an aggregate over time, so it is still criticizable for its simplistic utilitarianism.  Finally, the argument is subject to several criticisms given in the text below, including the rather severe criticism that it falsely assumes that we cannot obtain top-quality care in a national health program.


� I choose this example because CABG is deemed to have ‘originated’ in the U.S. by the President’s Council.  (“Economic Report of the President, p. 192.)  It should be noted that they offer no reference or backing for this claim and that I have no independent verification that it is true.  


� After all, it’s not as if the proponents of this rationale can maintain that health sacrifices, even great ones, are never required.  The recipients of top-quality care currently participate in a government-run system with a safety net—a system that presumably slows innovation somewhat compared to more market-oriented alternatives, and hence already imposes health sacrifices.  


� On the ubiquity and intentionality of corporate propaganda generally, see Alex Carey, Taking the Risk Out of Democracy.  On the truth of the claim, see footnote 5 above, as well as Organization of Economic Cooperation and Development, Science, Technology, and Industry Scoreboard 2001, p. 62; and Rosselli’s “Geography of Biomedical Publications”.  


� See footnote 12, above.  


� “Health Care Vouchers—A Proposal for Universal Coverage”.


� Ezekiel Emanuel, personal communication, August 2005.  The estimate is based upon a benefit package like the one delineated in my definition of a ‘national health program’.


	If it seems shocking that one can merely redirect current spending and cover the un- and under-insured, see footnote 4 for information on the wastefulness of the current system.


� For a discussion of in-kind and wealth transfers, see Thomas Rice’s The Economics of Health Reconsidered, p. 189ff.


� For a discussion of these conceptions, see Derek Parfit, Reasons and Persons, p. 3ff. and James Griffin’s Well-Being.  The second and third conceptions could be combined in various ways—e.g., by weighting preferences according to the objective quality of their objects, or by weighting (objectively) listed goods in part by how strongly preferred they are (while giving no weight to preferred but unlisted goods).


� The point about revisability comes from Norman Daniels, Just Health Care, esp. ch. 2.
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