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Background: Some advocates describe Medicaid and Medicare as “the original sin” in health policy because these programs were born out of Congressional compromise.  Rather than adopt a national health program for all its citizens, Congress opted to insure America’s poor and elderly while the rest of the nation relied on employer-based insurance.  The push for a national health program can be traced back to a bill introduced in Congress in 1915.  The American Association of Labor Legislation (AALL) limited coverage to the working class and all others who earned less than $1200 a year, including dependents. The services of physicians, nurses, and hospitals were included, as was sick pay, maternity benefits, and a death benefit of fifty dollars to pay for funeral expenses.  Costs were to be shared between workers, employers, and the state.  The American Federation of Labor opposed the bill on the grounds that government-based insurance would weaken the unions since the role of the union is enhanced wages and benefits.  Needless to say, the insurance industry fought against this legislation as well since life insurance was a thriving business at the time.  In 1939, the Wagner bill, the National Health Act, was introduced.  In 1943, the Wagner-Murray-Dingle bill was introduced and would have established compulsory health insurance funded by payroll taxes much like our Social Security system is funded.  This legislation was re-introduced in every Congressional Session for the next 14 years!  In 1945, Truman promoted the idea of universal, comprehensive coverage.  Opposition was enormous and well funded.  The American Medical Association assessed each member an additional $25 and spent $1.5 million lobbying against “socialized medicine”.  Using this term worked well as our nation moved into the 50s with strong anti-communist sentiments of that era.  At the same time, labor unions pushed employers to offer more benefits and Blue Cross organizations, which were non-profits, made health benefits relatively affordable for those who were employed.  But the elderly of our nation had no healthcare coverage, so in 1958 “Hospital Care for the Aged” was introduced.  Although the insurance industry fought this bill by introducing affordable products, Congress countered by enriching the benefits and adding care for the poor.  In 1965, Lyndon Johnson signed the bill establishing Medicaid and Medicare into law, effectively stopping the debate about a national health plan for the next 20 years.  
To learn more about the history and evolution of healthcare in the United States, please go to the Physicians for National Health web site.
Today’s Environment: The debate about a national health plan has re-emerged because of the growing rate of un(der)insured and rapidly rising healthcare costs.  Big business is finding it hard to compete internationally because the cost of health benefits adds to the price of U.S. products.  Few small businesses can afford health benefits and non-profits find increasing amounts of their budgets going toward these costs.  And employees are paying increasing amounts for shrinking coverage.  Virtually everyone agrees that the healthcare system is broken and most people want a national healthcare plan but agreement ends when people begin to discuss “how do we get there from here?”
NCIL Principles on Healthcare:
1.  Healthcare is a right.  Just as people have access to public education, all people should have access to high quality healthcare.  
2.  Universal Care.  Universal care means everybody in and nobody out.  Every person living in or visiting the U.S. should have access to high quality healthcare.  Above all else access to healthcare should NOT be tied to access to a job.  The marriage of health coverage to employment keeps people with disabilities trapped in poverty programs such as Medicaid and Medicare.  In addition to this trap, many employers continue to think that hiring a worker with a disability will inevitably mean a rise in health insurance costs.  
3.  Single payer – Government.  Eliminate the patchwork of public and private insurers.  Private insurers do everything they can to keep people with disabilities and others with healthcare needs out of their pool of covered lives so that profits are as healthy as possible.  Hospital administrators are forced to shift the costs of uninsured people to those who have insurance and to transfer these people to the nearest nursing home bed as soon as possible.  Public health insurers (Medicaid/Medicare) play a constant game of paying for care in the least expensive way possible e.g., Diagnosis Related Groups (DRGs) or capitated payments (managed care).  Just as we have school board to oversee education, local health boards should oversee health services that are delivered through the existing network of private providers.
4.  Private providers.  The existing network of providers should NOT be replaced by a publicly run health system.  By and large, the problem is the financing system, not the provider system.
5.  Choice.  Each person should have the right and the responsibility to choose his/her healthcare provider(s).  All health/medical decisions are between the provider and the person seeking his/her services.  (At present, the average physician spends about 12 hours a week negotiating with insurance companies about procedures, medications, etc.)
6.  Comprehensive - all necessary - health services.  “Necessary health services” are those that restore health and improve one’s ability to fully function and fully participate in society.  Therefore, access to home & community-based personal care services and access to rehabilitation technology are examples of “necessary health services” for people with disabilities.
7.  No co-pays and no deductibles.  Research shows that co-pays and deductibles are deterrents to seeking health services, especially preventive care.  Just one example is diabetes.  The U. S. has three times the number people on dialysis than France, a country with free, preventive care.
8.  Re-train health workers.  Under a single payer, universal, comprehensive plan, thousands of insurance clerks will have nothing to do.  Registered nurses and physicians who work for insurance companies strictly for the purpose of reviewing patient care plans for “medical necessity” will need something BETTER to do.  All these workers should be re-trained so that 
1) people who live in underserved areas (rural, inner city, islands & territories) will have access to care and 

2) presently unavailable services such as neighborhood clinics with flexible hours or home & community-based personal assistance can be made available.
 
Cost Containment Provisions and Reimbursement: A dedicated funding stream should be established to ensure optimal levels of funding for the program.  The single payer agency will set reimbursement rates annually for physicians, allow for global budgets (annual lump sums for operating expenses) for healthcare providers; and negotiate prescription drug prices.  
