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Single-payer	systems	typically	apply	all	of	the	following	practices	except:

The	primary	objectives	of	a	healthcare	system	include	all	of	the	following	EXCEPT:A.	Enabling	all	citizens	to	receive	healthcare	servicesB.	Delivering	healthcare	services	that	are	cost-effectiveC.	Delivering	healthcare	services	using	the	most	current	technology,	regardless	of	costD.	Delivering	healthcare	services	that	meet	established	standards	of
quality	Enabling	all	citizens	to	receive	healthcare	services	How	well	did	you	know	this?	2	3	4	The	U.S.	healthcare	system	can	best	be	described	as:	A.	Expensive	B.	Fragmented	C.	Market-oriented	D.	All	of	the	above	How	well	did	you	know	this?	2	3	4	For	most	privately	insured	Americans,	health	insurance	is:	A.	Employer-based	B.	Financed	by	the
government	C.	Privately	purchased	D.	None	of	the	above	How	well	did	you	know	this?	2	3	4	What	is	the	major	objective	of	the	Affordable	Care	Act?	A.	to	reduce	cost	B.	to	provide	insurance	coverage	C.	to	enhance	quality	D.	to	simplify	administration	to	provide	insurance	coverage	How	well	did	you	know	this?	2	3	4	Medicare	is	primarily	for	people
who	meet	the	following	eligibility	requirement:	A.	Elderly	B.	Low-income	C.	Children	D.	Disabled	How	well	did	you	know	this?	2	3	4	Medicaid	is	primarily	for	people	who	meet	the	following	eligibility	requirement:	A.	Elderly	B.	Low-income	C.	Children	D.	Disabled	How	well	did	you	know	this?	2	3	4	The	primary	functions	of	managed	care	include	all	of
the	following	except	A.	Improving	quality	B.	Achieving	efficienciesC.	Setting	prices	at	which	providers	are	paid	D.	Controlling	patients’	utilization	of	services	How	well	did	you	know	this?	2	3	4	Under	free	market	conditions,	the	relationship	between	the	quantity	of	medical	services	demanded	and	the	price	of	medical	services	is	A.	Unknown	B.	Equal	C.
Direct	D.	Inverse	How	well	did	you	know	this?	2	3	4	The	role	of	the	government	in	the	U.S.	healthcare	system	isA.	RegulatorB.	Major	financerC.	Medicare	and	Medicaid	reimbursement	rate-setterD.	All	of	the	above	How	well	did	you	know	this?	2	3	4	Which	of	the	following	countries	has	a	National	Health	System	(NHS)?	a.	Japanb.	Great	Britainc.
Australiad.	Germany	How	well	did	you	know	this?	2	3	4	Which	of	the	following	is	a	characteristic	of	a	national	health	insurance	system?	a.	The	government	finances	health	care	through	general	taxesb.	Health	care	is	delivered	by	private	providersc.	Both	a	and	b	d.	Neither	a	nor	b	How	well	did	you	know	this?	2	3	4	Which	of	the	following	is	a
characteristic	of	a	socialized	health	insurance	system?	a.	Health	care	is	financed	through	government-mandated	contributions	by	employers	and	employeesb.	Health	care	is	delivered	by	government-employed	providersc.	Both	a	and	bd.	Neither	a	nor	b	Health	care	is	financed	through	government-mandated	contributions	by	employers	and	employees
How	well	did	you	know	this?	2	3	4	In	1984,	Australia	switched	a.	From	the	Medicare	program	to	a	universal	national	health	care	programb.	From	a	universal	national	health	care	program	to	a	privately	financed	systemc.	From	a	privately	financed	system	to	the	Medicare	programd.	None	of	the	above	From	a	privately	financed	system	to	the	Medicare
program	How	well	did	you	know	this?	2	3	4	A	free	market	in	healthcare	requires	a.	Adequate	information	for	patients	b.	Independent	actions	between	buyers	(patients)	and	sellers	(providers)	c.	Unencumbered	interaction	of	the	forces	of	supply	and	demandd.	All	of	the	above	How	well	did	you	know	this?	2	3	4	A	multiple	payer	system	is	more
cumbersome	than	a	single	payer	system	for	all	of	the	following	reasons	EXCEPT	a.	There	are	numerous	health	plans,	which	is	difficult	for	providers	to	handleb.	Payments	are	not	standardized	across	health	plansc.	Some	healthcare	services	are	covered	for	people	in	the	north,	but	not	in	the	southd.	Government	programs	require	extensive
documentation	proving	services	were	provided	before	paying	providers	Some	healthcare	services	are	covered	for	people	in	the	north,	but	not	in	the	south	How	well	did	you	know	this?	2	3	4	Which	of	the	following	entities	in	the	U.S.	employs	lobbyists?	a.	Physiciansb.	Insurance	companiesc.	Large	employersd.	All	of	the	above	How	well	did	you	know
this?	2	3	4	The	ownership	of	Canada’s	health	care	system	is	best	described	as	a.	Privateb.	Publicc.	Combination	of	private	and	publicd.	None	of	the	above	Combination	of	private	and	public	How	well	did	you	know	this?	2	3	4	Supplier-induced	demand	is	created	by	a.	Patients	b.	Providers	c.	Health	insurance	companiesd.	The	government	How	well	did
you	know	this?	2	3	4	Which	country	spends	the	most	in	administrative	health	care	costs?	a.	United	Statesb.	Germany	c.	UKd.	Australia	How	well	did	you	know	this?	2	3	4	In	the	US,	federal	qualified	health	centers	are	funded	to	a.	meet	all	health	care	needs	of	the	uninsuredb.	provide	primary	care	to	all	citizensc.	serve	as	a	safety-net	for	those	who	have
difficulty	getting	needed	primary	cared.	serve	minority	patients	only	serve	as	a	safety-net	for	those	who	have	difficulty	getting	needed	primary	care	How	well	did	you	know	this?	2	3	4	What	is	the	meaning	of	the	term	‘Access?	a.	All	citizens	have	health	insurance	coverageb.	Availability	of	servicesc.	Employer-based	health	insuranced.	Ability	to	get
health	care	when	needed	Ability	to	get	health	care	when	needed	How	well	did	you	know	this?	2	3	4	In	a	free	market	who	would	pay	for	the	delivery	of	health	care	services?	a.	Numerous	health	insurance	companiesb.	Patientsc.	Governmentd.	Multiple	payers	How	well	did	you	know	this?	2	3	4	What	is	meant	by	the	term	‘continuum	of	health	care
services?	a.	Drugs,	treatments,	and	surgeriesb.	A	range	of	health	care	services	that	go	beyond	what	hospitals	and	physicians	providec.	Continuity	of	health	care	for	an	individual	from	birth	to	deathd.	Technological	innovation	to	provide	a	variety	of	services	A	range	of	health	care	services	that	go	beyond	what	hospitals	and	physicians	provide	How	well
did	you	know	this?	2	3	4	In	the	U.S.	health	care	system,	which	of	the	following	creates	a	separation	between	financing	and	delivery?	a.	Paymentb.	Moral	hazardc.	Insuranced.	Phantom	providers	How	well	did	you	know	this?	2	3	4	When	providers	deliver	unnecessary	services	with	the	objective	of	protecting	themselves	against	lawsuits,	this	practice	is
called	a.	defensive	medicine	b.	supplier-induced	demand	c.	primary	protection	d.	legal	risk	Reimbursement	is	associated	with	which	of	the	quad	functions?	a.	Financing	b.	Insurance	c.	Delivery	d.	Payment	Which	central	agency	manages	the	health	care	delivery	system	in	the	United	States?	a.	Centers	for	Disease	Control	and	Prevention	b.	Department
of	Health	and	Human	Services	c.	Department	of	Commerce	d.	None	National	health	care	programs	in	other	countries	often	use	the	following	mechanism	to	control	total	health	care	expenditures?	a.	Third	parties	b.	Capitation	c.	Global	budgets	d.	A	single-payer	system	In	the	United	States,	who	does	not	generally	have	access	to	basic	and	routine
medical	services?	a.	People	who	need	catastrophic	care.	b.	Those	eligible	only	for	public	programs.	c.	The	uninsured	d.	Those	without	private	health	insurance	In	which	country	are	employers	required	by	law	to	contribute	toward	health	insurance	for	their	employees?	a.	Germany	b.	United	States	c.	Great	Britain	d.	Canada	True	or	False?	The
government	health	coverage	program	for	the	elderly	and	certain	people	with	disabilities	is	called	Medicaid	True	or	False?	Moral	hazard	has	to	do	with	insured	patients'	demand	for	health	care	services	True	or	False?	Since	the	final	two	decades	of	the	20th	century,	the	U.S.	health	care	delivery	system	has	begun	to	shift	its	emphasis	from	wellness	to
illness	True	or	False?	In	national	health	care	programs,	governments	are	immune	from	lawsuits	True	or	False?	The	U.S.	health	care	system	is	administratively	controlled	by	an	agency	of	the	government.	True	or	False?	In	a	free	market,	multiple	patients	and	providers	act	interdependently.	True	or	False?	In	a	single-payer	system,	the	primary	payer
usually	is	an	insurance	company.	True	or	False?	Capitation	is	a	payment	mechanism	in	which	all	health	care	services	are	included	under	one	set	fee	per	covered	individual.	True	or	False?	The	US	has	a	mainly	public	system	of	financing	health	care	services.	In	the	US,	public	health	and	private	practice	of	medicine	developed	separately	because
physicians	were	skeptical	of	the	government	taking	control	of	medical	practice.	The	elements	of	the	Epidemiology	Triangle	of	disease	occurrence	include	all	of	the	following	EXCEPT	a.	Environment	b.	Agent	c.	Society	d.	Host	Which	of	the	following	factors	is	the	leading	cause	of	preventable	disease	and	death	in	the	United	States?	a.	High	fat	diet	b.
Heredity	c.	Smoking	d.	Unsafe	sex	Which	of	the	following	is	not	a	behavioral	risk	factor?	a.	Irresponsible	motor	vehicle	use	b.	Inadequate	physical	exercise	c.	Unsafe	neighborhoods	What	is	tertiary	prevention?	a.	Early	detection	and	treatment	of	disease	b.	Rehabilitative	therapies	and	monitoring	of	health	to	prevent	complications	or	further	illness,
injury,	or	disability	c.	Reduction	of	the	probability	that	a	disease	will	develop	in	the	future	d.	None	of	the	above	Rehabilitative	therapies	and	monitoring	of	health	to	prevent	complications	or	further	illness,	injury,	or	disability	The	wellness	model	is	built	on	which	of	the	following	a.	Intervention	b.	Adequate	public	health	and	social	services	c.
Understanding	risk	factors	d.	All	of	the	above	According	to	the	CDC,	which	factor	contributes	most	to	premature	death	in	the	U.S.	population?	a.	Lifestyle	and	behaviors	b.	Lack	of	medical	care	c.	Social	and	environmental	factors	d.	Genetic	makeup	Which	of	the	following	can	be	considered	an	environmental	factor	contributing	to	health	status?	a.	Air
quality	b.	Access	to	health	care	c.	Safety	of	neighborhoods	d.	All	of	the	above	Healthcare	is	considered	a	social	good	in	a.	Market	justice	b.	Social	justice	c.	Both	a	and	b	d.	Neither	a	nor	b	Crude	birth	rate	is	calculated	by	a.	Dividing	the	number	of	live	births	in	a	period	of	time	by	the	total	population	b.	Dividing	the	total	population	by	the	number	of	live
births	in	a	period	of	time	c.	Dividing	the	number	of	live	births	in	a	period	of	time	by	the	number	of	women	aged	15-44	in	the	population	d.	Dividing	the	number	of	women	aged	15-44	in	the	population	by	the	number	of	live	births	in	a	period	of	time	Dividing	the	number	of	live	births	in	a	period	of	time	by	the	total	population	Incidence	is	a.	The	number
of	new	cases	occurring	during	a	specified	period	divided	by	the	total	population	b.	The	total	number	of	cases	at	a	specific	point	in	time	divided	by	the	specified	population	c.	The	number	of	new	cases	occurring	during	a	specified	period	divided	by	the	population	at	risk	d.	The	total	number	of	cases	at	a	specific	point	in	time	divided	by	the	population	at
risk	The	number	of	new	cases	occurring	during	a	specified	period	divided	by	the	population	at	risk	Demand-side	rationing	is	the	same	thing	as	a.	Nonprice	rationing	b.	Price	rationing	c.	Both	a	and	b	d.	Neither	a	nor	b	Healthy	People	2020	is	the	first	national	initiative	to	advocate	a.	improvement	of	health	status	b.	reduction	of	disparities	c.	leading	the
world	in	general	well-being	d.	focusing	on	a	broad	array	of	health	determinants	focusing	on	a	broad	array	of	health	determinants	Utilitarianism	emphasizes	a.	Happiness	and	welfare	for	the	poor	b.	Happiness	and	welfare	for	the	deserving	c.	Happiness	and	welfare	for	the	most	people	possible	d.	None	of	the	above	Happiness	and	welfare	for	the	most
people	possible	Supply-side	rationing	is	also	referred	to	as	a.	Nonprice	rationing	b.	Price	rationing	c.	Planned	rationing	d.	Both	a	and	c	The	limitations	of	market	justice	include	a.	Social	problems	are	not	adequately	addressed	b.	Society	is	not	always	protected	from	the	consequences	of	ill	health	c.	It	leads	to	inequitable	access	to	health	care	d.	All	of
the	above	Prevalence	is	a.	The	number	of	new	cases	occurring	during	a	specified	period	divided	by	the	total	population	b.	The	total	number	of	cases	at	a	specific	point	in	time	divided	by	the	specified	population	c.	The	number	of	new	cases	occurring	during	a	specified	period	divided	by	the	population	at	risk	d.	The	number	of	new	cases	occurring
during	a	specified	period	divided	by	the	population	at	risk	The	total	number	of	cases	at	a	specific	point	in	time	divided	by	the	specified	population	Crude	rates	refer	to	a.	A	specific	age	group	b.	A	specific	gender	c.	The	total	population	d.	None	of	the	above	Holistic	health	adds	which	element	to	the	World	Health	Organization	definition	of	health?	a.
Physical	b.	Mental	c.	Spiritual	d.	Social	John	Snow	is	famous	for	a.	Tracing	the	risk	of	cholera	outbreaks	in	London	to	the	Broad	Street	pump	b.	Inventing	antibiotics	c.	Identifying	asbestos	as	a	toxic	substance	d.	Being	the	first	leader	of	the	Environmental	Protection	Agency	Tracing	the	risk	of	cholera	outbreaks	in	London	to	the	Broad	Street	pump	The
ACA	is	an	example	of	?	a.	social	justice	b.	market	justice	c.	both	a	and	b	d.	neither	a	nor	b	Share	—	copy	and	redistribute	the	material	in	any	medium	or	format	for	any	purpose,	even	commercially.	Adapt	—	remix,	transform,	and	build	upon	the	material	for	any	purpose,	even	commercially.	The	licensor	cannot	revoke	these	freedoms	as	long	as	you
follow	the	license	terms.	Attribution	—	You	must	give	appropriate	credit	,	provide	a	link	to	the	license,	and	indicate	if	changes	were	made	.	You	may	do	so	in	any	reasonable	manner,	but	not	in	any	way	that	suggests	the	licensor	endorses	you	or	your	use.	ShareAlike	—	If	you	remix,	transform,	or	build	upon	the	material,	you	must	distribute	your
contributions	under	the	same	license	as	the	original.	No	additional	restrictions	—	You	may	not	apply	legal	terms	or	technological	measures	that	legally	restrict	others	from	doing	anything	the	license	permits.	You	do	not	have	to	comply	with	the	license	for	elements	of	the	material	in	the	public	domain	or	where	your	use	is	permitted	by	an	applicable
exception	or	limitation	.	No	warranties	are	given.	The	license	may	not	give	you	all	of	the	permissions	necessary	for	your	intended	use.	For	example,	other	rights	such	as	publicity,	privacy,	or	moral	rights	may	limit	how	you	use	the	material.	As	a	library,	NLM	provides	access	to	scientific	literature.	Inclusion	in	an	NLM	database	does	not	imply
endorsement	of,	or	agreement	with,	the	contents	by	NLM	or	the	National	Institutes	of	Health.	Learn	more:	PMC	Disclaimer	|	PMC	Copyright	Notice	.	2017	May	10;32(7):822–831.	doi:	10.1007/s11606-017-4063-5	Single-payer	systems	have	been	proposed	as	a	health	care	reform	alternative	in	the	United	States.	However,	there	is	no	consensus	on	the
definition	of	single-payer.	Most	definitions	characterize	single-payer	as	one	entity	that	collects	funds	and	pays	for	health	care	on	behalf	on	an	entire	population.	Increased	flexibility	for	state	health	care	reform	may	provide	opportunities	for	state-based	single-payer	systems	to	be	considered.	To	explore	the	concept	of	single-payer	and	to	describe	the
contents	of	single-payer	health	care	proposals.	We	compared	single-payer	definitions	and	proposals.	We	coded	the	proposal	text	for	provisions	that	would	change	how	the	health	care	system	functions	and	could	impact	health	care	access,	quality,	and	cost.	The	share	of	proposals	that	include	changes	to	the	financing,	pooling,	purchasing,	and	delivery
of	health	care;	and	possible	impact	on	access,	quality,	and	costs.	We	identified	25	proposals	for	national	or	state	single-payer	plans	from	journal	and	legislative	databases.	The	proposals	typically	call	for	wide-ranging	reform;	nearly	all	include	changes	across	the	financing,	pooling,	purchasing,	and	delivery	of	health	care	services.	Many	provisions
aiming	to	improve	access,	quality,	and	cost	containment	are	also	included,	but	the	proposals	vary	in	how	they	plan	to	achieve	these	improvements.	Common	provisions	are	related	to	comprehensive	benefits,	patient	choice	of	providers,	little	or	no	cost	sharing,	the	role	of	private	insurance,	provider	guidelines	and	standards,	periodic	reviews	of	the
benefits	package,	electronic	medical	records	and	billing,	prescription	drug	formulary,	global	budgets,	administrative	cost	thresholds,	payment	reform	and	studies,	and	the	authority	to	implement	cost-containment	strategies.	Single-payer	systems	are	heterogeneous.	Acknowledgment	of	what	is	considered	as	single-payer	and	the	characteristics	that	are
variable	is	important	for	nuanced	policy	discussions	on	specific	reform	proposals.	The	online	version	of	this	article	(doi:10.1007/s11606-017-4063-5)	contains	supplementary	material,	which	is	available	to	authorized	users.KEY	WORDS:	health	care	reform,	single	payer,	health	insurance	As	a	result	of	the	November	2016	elections,	the	future	of	health
care	reform	in	the	U.S.	is	unclear.	President	Donald	Trump	and	Congressional	Republicans	have	vowed	to	repeal	and	replace	the	Affordable	Care	Act	(ACA).	Although	details	of	the	replacement	plan	are	uncertain,	Republican	plans	frequently	aim	to	give	states	more	flexibility	to	manage	health	care	programs.	As	national	health	care	policies	evolve,
states	will	be	faced	with	decisions	on	what	they	can	do	to	provide	health	insurance	and	access	to	care	for	their	residents,	particularly	if	Medicaid	expansion	and	insurance	marketplace	subsidies	are	eliminated.	One	alternative	financing	plan	in	which	states	have	shown	periodic	interest	is	a	single-payer	health	care	system.	National	health	insurance
administered	by	a	single	payer	has	been	considered	in	the	U.S.	since	the	early	1900s,	but	has	been	a	polarizing	issue,	with	staunch	advocates	and	strong	opposition.1	,	2	In	2010,	Vermont	passed	legislation	for	a	state-based	single-payer	system	under	a	Section	1332	waiver	of	the	ACA.3	However,	the	plan	stalled	at	the	end	of	2014,	with	the	governor’s
office	citing	higher	than	expected	tax	estimates	needed	to	finance	the	system.4	,	5	Other	bills	have	been	periodically	proposed	at	the	federal	and	state	levels,	although	few	have	garnered	substantial	support.	Nonetheless,	Senator	Bernie	Sanders’s	2016	presidential	campaign6	drew	renewed	attention	to	single-payer	health	care.	In	November	2016,
Colorado	residents	voted	to	reject	a	ballot	measure	for	a	state	single-payer	system.7	In	February	2017,	the	California	legislature	introduced	a	bill	stating	an	intent	to	establish	a	state	single-payer	system.	Although	single-payer	plans	have	been	continually	proposed	in	the	U.S.,	the	term	is	used	with	different	meanings.	Single-payer	is	often	used	in
political	rhetoric,	with	some	using	it	to	refer	to	the	Canadian	health	care	system,	and	others	using	it	synonymously	with	“socialized	medicine”	and	other	variations.8	Canada	has	a	single-tiered,	tax-financed	system	that	is	administered	by	provinces,	and	care	is	delivered	by	private	non-profit	providers.	In	contrast,	socialized	medicine	typically	refers	to
systems	such	as	the	National	Health	Service	in	the	United	Kingdom,	which	is	a	tax-financed	system	with	mostly	government-run	health	facilities.	In	this	work,	we	compare	single-payer	definitions	and	health	care	reform	proposals	involving	a	single	payer	in	the	U.S.	We	assess	the	breadth	of	proposal	provisions	across	health	care	system	functions.	To
assess	how	the	provisions	aim	to	improve	the	health	care	system,	we	describe	provisions	related	to	access,	quality,	and	costs.	Clearly	defined	policy	proposals	would	inform	the	debate	on	whether	a	single-payer	system	could	be	a	viable	reform	alternative	in	the	U.S.	We	conducted	searches	on	legislative	and	academic	databases	to	identify	single-payer
proposals;	searches	were	conducted	between	May	and	December	2014.	We	used	the	following	search	terms:	single	payer,	Medicare	for	all,	national	health	insurance,	Beveridge	model,	universal	coverage,	publicly	funded,	United	States,	America,	definition,	proposal,	plan,	and	bill.	We	excluded	search	results	from	earlier	than	1990,	because	single-
payer	in	its	current	usage	appeared	in	the	early	1990s.9	The	search	for	single-payer	bills	on	Congress.gov,	Scout,	and	WestlawNext	yielded	262	results.	We	reviewed	titles	and	bill	summaries	to	determine	inclusion.	Resolutions	were	excluded.	If	a	legislature	produced	multiple	versions	of	a	bill,	we	included	the	most	recent	version.	We	identified
additional	state	legislation	via	Google	searches	and	reference	mining.	This	resulted	in	three	federal	and	20	state	bills.	Literature	searches	on	PubMed,	Scopus,	and	Academic	Search	Complete	yielded	2498	articles.	We	excluded	articles	discussing	only	legislative	proposals,	politics,	stakeholder	perspectives,	implementation,	or	reform	in	other
countries.	Title	and	abstract	screening	resulted	in	29	articles.	A	full-text	review	resulted	in	two	proposals	that	were	not	legislative	bills.	In	this	paper,	we	refer	to	journal	articles,	bills,	and	Vermont’s	Act	48	collectively	as	single-payer	proposals.	We	assessed	the	breadth	of	the	proposals	by	the	inclusion	of	provisions	relating	to	health	care	system
functions.	The	conceptual	framework,	adapted	from	Kutzin,10	shows	four	main	functions:	collection	of	funds,	pooling	of	funds,	purchasing	of	services,	and	provision	of	services	(Fig.	1).	Fund	collection	includes	the	types	of	revenue	sources	and	contribution	levels.	Funds	are	pooled	for	the	eligible	population.	Purchasing	includes	provider	payment,	such
as	fee-for-service	and	institutional	budgets.	The	provision	of	services	includes	specifications	of	covered	services	and	provider	eligibility.	Framework	of	health	care	system	functions.	Source:	Adapted	from	Kutzin	(2001).To	evaluate	how	the	provisions	would	improve	the	health	care	system,	we	considered	linkages	to	access,	quality,	and	cost
containment.	As	the	impacts	of	the	provisions	have	not	been	scored,	we	coded	the	intent	and	plausible	impact	based	on	the	proposal	text.	The	first	reviewer	(JL)	coded	sections	relating	to	access,	quality,	and	cost.	Text	was	marked	as	“access”	if	related	to	insurance	coverage,	benefit	design,	and	provider	access	or	availability.	Text	was	marked	as
“quality”	if	related	to	systems	or	procedures	that	could	impact	quality	of	care	through	changes	in	provider	behavior	or	standardization.	Text	was	marked	as	“cost”	if	related	to	cost-control	strategies	and	systems	or	procedures	affecting	prices	or	payment.	We	allowed	text	to	be	coded	as	more	than	one	category.	An	additional	tag	was	used	to	mark	the
text	with	unclear	assignment.	For	text	marked	as	unclear,	a	second	reviewer	(RB)	independently	coded	the	text.	The	reviewers	discussed	and	reconciled	the	assignment.	JL	documented	the	provisions	into	a	matrix	and	tallied	the	results	to	identify	common	themes.	RB	reviewed	the	full	set	of	final	assignments.	The	search	methodology	was	intended	to
capture	a	range	of	recent	proposals	but	was	not	exhaustive.	Proposals	involving	a	single	payer	but	not	explicitly	including	the	term	may	have	been	missed	during	screening.	The	manual	coding	was	subject	to	human	error.	In	addition,	the	initial	extraction	of	relevant	text	was	conducted	by	one	reviewer.	While	a	second	reviewer	checked	the	full	set	of
final	assignments,	it	is	possible	some	relevant	text	was	omitted	from	the	initial	extraction.	The	coding	of	access,	quality,	and	cost	was	based	on	intent	and	plausible	impact	of	the	provisions	rather	than	a	formal	scoring	of	impact.	The	assessment	relied	on	the	detail	contained	in	the	proposals.	An	omission	of	a	provision	may	indicate	a	lack	of	detail
rather	than	a	deliberate	design	choice.	Furthermore,	an	omission	does	not	preclude	adoption	of	a	measure	at	a	later	time;	many	proposals	indicate	that	some	details	would	be	determined	at	a	later	date	after	additional	studies.	The	term	single-payer	originated	in	the	early	1990s	to	differentiate	the	Canadian	health	care	system,	which	has	government
financing	and	private	delivery,	from	that	of	the	United	Kingdom,	where	the	government	is	responsible	for	both	financing	and	delivery.9	It	has	since	evolved	to	often	describe	financing	by	a	single	public	entity	irrespective	of	the	type	of	delivery.	Table	1	shows	single-payer	definitions	listed	from	narrow	to	broad.	Most	describe	the	payer.	Half	the
definitions	describe	the	eligible	population	(e.g.,	universal),	plan	(e.g.,	comprehensive,	cost	sharing),	and	financing	(e.g.,	taxes).	Components	included	in	one	or	two	definitions	are	provider	payment,	cost	controls,	administrative	costs,	and	the	role	of	private	insurance.	Source	Definition	Payer	Population	Benefits	Financing	Geography	Provider
characteristics	Provider	payment	Administrative	cost	Cost	control	Private	insurance	Medicine	Net	2012	“A	system	of	health	care	characterized	by	universal	and	comprehensive	coverage.	Single-payer	health	care	is	similar	to	the	health	services	provided	by	Medicare	in	the	U.S.	The	government	pays	for	care	that	is	delivered	in	the	private	(mostly	not-
for-profit)	sector.	Doctors	are	in	private	practice	and	are	paid	on	a	fee-for-service	basis	from	government	funds….Single-payer	health	care	is	distinct	and	different	from	socialized	medicine	in	which	health	care	facilities	and	workers	receive	payment	as	government	employees.”	✓	✓	✓	✓	✓	✓	Blewett	2009	“a	government-run	health	care	system,
providing	universal	benefits	to	all,	financed	by	general	tax	revenue”	and	can	have	“simplified	administration,	uniform	benefits,	and	explicit	controls	on	costs”	✓	✓	✓	✓	✓	✓	White	2009	a	system	in	which	a	government	organization	is	the	primary	payer	for	all	citizens	“in	any	given	geographic	area,”	who	make	“mandatory	contributions	to	a	single	pool”
and	receive	coverage	of	“normal	medical	and	hospital	care”	✓	✓	✓	✓	✓	Tuohy	2009	a	system	with	a	government	plan	that	does	not	compete	with	other	insurers	in	offering	comprehensive	coverage,	and	may	be	contained	in	a	broader	system	if	restricted	in	scope	by	the	population	covered,	service	category,	and	jurisdiction	✓	✓	✓	✓	✓	Kutzin	2011	“a
single	purchaser	for	the	main	service	package	on	behalf	of	the	entire	population	living	in	a	defined	geographic	area”	✓	✓	✓	✓	Glied	2009	Single-payer	advocates	call	for	“a	universal,	single-tiered,	public	insurance	system,	with	limited	or	no	patient	cost	sharing,	that	pays	for	the	services	of	private,	not-for-profit	providers.”	✓	✓	✓	✓	Slee	and	Slee	1994
“A	method	of	health	care	financing	in	which	there	is	only	one	source	of	money	for	paying	health	care	providers.	The	Canadian-style	system	is	the	prime	example	of	a	single-payer	plan,	but	not	all	elements	of	the	Canadian	program	need	to	be	included	for	a	plan	to	be	“single-payer”;	in	fact,	the	single-payer	could	be	an	insurance	company.	Or	the	scope
of	the	plan	would	not	have	to	be	national;	it	could	be	employed	by	a	single	state	or	community.	Proponents	of	a	single-payer	plan	emphasize	the	administrative	simplicity	for	patients	and	providers,	and	the	resulting	significant	savings	in	cost.”	✓	✓	✓	✓	Tuohy	2009	originally	used	to	describe	a	system	in	“which	health	care	is	financed	by	government
and	delivered	by	privately	owned	and	operated	health	care	providers”	✓	✓	✓	Oliver	2009	a	single	collector	with	the	possibility	of	multiple	payers	at	the	local	level	✓	✓	Glied	2009	a	system	that	relies	on	“a	limited	number	of	revenue	sources	and	systems	in	which	financing	is	concentrated	and	private	insurance	for	hospital	and	medical	services	is
limited”;	single-payerness:	characterized	by	the	number	of	revenue	sources,	use	of	private	insurance,	and	subnational	financing	✓	✓	Merriam-Webster	“of,	relating	to,	or	being	a	system	in	which	health-care	providers	are	paid	for	their	services	by	the	government	rather	than	by	private	insurers”	✓	Stone	2009	a	rhetorical	term	used	in	politics	to	avoid
the	term	“social	insurance”	Although	the	single	payer	is	typically	conceived	of	as	a	public	entity,	some	definitions	do	not	restrict	the	payer	to	government	only.	Slee	and	Slee	include	the	possibility	of	an	insurance	company	as	the	payer.11	Their	definition	is	also	inclusive	of	subnational	systems,	which	is	descriptive	of	the	Canadian	system	decentralized
to	local	payers	for	each	province/territory.	Similarly,	Kutzin	describes	flexible	geography	and	public/private	sector	affiliation,	while	specifying	coverage	of	the	main	service	package.10	In	a	2009	special	issue	on	single-payer	concepts,	several	authors	note	the	lack	of	consensus	on	what	is	meant	by	single-payer.8	This	review	builds	upon	the	prior	work
by	identifying	key	characteristics	across	the	numerous	definitions,	and	puts	them	in	context	with	proposals.	Several	definitions	restrict	the	scope	of	a	single	payer	within	a	broader	system.	Oliver	describes	a	single	collector	that	can	have	multiple	local	payers.12	Tuohy	suggests	using	the	population	covered,	service	category,	and	jurisdiction	to
describe	a	single-payer	system	within	a	broader	hybrid.9	White	describes	citizens	in	a	geographic	area,	who	make	mandatory	contributions	and	receive	coverage	for	medical	and	hospital	care.13	Going	beyond	population,	services,	and	financing,	Blewett	includes	the	possibility	of	simplified	administration	and	explicit	cost	controls.14	Glied	refers	to
single-payer	advocates	who	call	for	little	or	no	cost	sharing	and	private,	non-for-profit	providers.15	Glied	also	describes	single-payerness	based	on	the	number	of	revenue	sources,	use	of	private	insurance,	and	subnational	financing.	Stone	calls	single-payer	a	rhetorical	term	to	avoid	the	term	“social	insurance.”16.	Table	2	shows	the	25	proposals
reviewed.	The	Physicians	for	a	National	Health	Program	(PNHP)	proposal17	and	the	Health-Insurance	Solution18	are	very	different	approaches.	PNHP	recommends	universal	comprehensive	benefits	without	cost	sharing.	The	Health-Insurance	Solution	would	have	income-related	(means-tested)	deductibles	and	out-of-pocket	maximums	to	prevent
catastrophic	financial	losses	for	all	citizens	and	legal	residents	not	covered	by	Medicare	or	Medicaid.	Medicare	and	Medicaid	would	continue,	and	private	insurance	would	not	be	restricted.	Single-Payer	Proposals,	by	Single-Payer	Category	and	with	Enumeration	of	Components	of	Definitions	Included	in	Each	Proposal	Bill	or	author	Year	Proposal
Payer	Population	Benefits	Financing	Geography	Provider	characteristics	Provider	payment	Administrative	cost	Cost	control	Private	insurance	TRADITIONAL	Woolhandler	et	al.	2003	Proposal	of	the	Physicians’	Working	Group	for	Single-Payer	National	Health	Insurance	✓	✓	✓	✓	✓	✓	✓	✓	✓	✓	HR	676,	114th	Congress	2013	Expanded	and	Improved
Medicare	for	All	Act	✓	✓	✓	✓	✓	✓	✓	✓	✓	S	1782,	113th	Congress	/	HR	1200,	114th	Congress	2013/2014	American	Health	Security	Act	✓	✓	✓	✓	✓	✓	✓	✓	✓	Massachusetts,	S	515	2013	An	act	establishing	Medicare	for	all	in	Massachusetts	✓	✓	✓	✓	✓	✓	✓	✓	✓	✓	New	York,	AB	5389A	2013	An	act	to	amend	the	public	health	law	and	the	state	finance	law,
in	relation	to	establishing	New	York	Health	✓	✓	✓	✓	✓	✓	✓	✓	✓	Pennsylvania,	SB	400	2013	Family	and	Business	Healthcare	Security	Act	✓	✓	✓	✓	✓	✓	✓	✓	✓	✓	Ohio,	SB	104	/	HB	121	2013	Ohio	Health	Security	Act	✓	✓	✓	✓	✓	✓	✓	✓	✓	✓	Illinois,	HB	942	2013	Illinois	Universal	Health	Care	Act	✓	✓	✓	✓	✓	✓	✓	✓	✓	✓	Wisconsin,	SB	51	2007	An	act…
relating	to:	establishing	a	publically	financed	health	care	system	for	residents	of	this	state…	✓	✓	✓	✓	✓	✓	✓	✓	Minnesota,	HF	76	2012	Minnesota	Health	Plan	✓	✓	✓	✓	✓	✓	✓	✓	✓	Health	Care	for	all	Colorado	2012	Colorado	Health	Services	Plan	(CHSP)	Single	Payer	Proposal	✓	✓	✓	✓	✓	✓	✓	✓	✓	✓	Oregon,	HB	2992	2013	Affordable	Health	Care	for	All
Oregon	Plan	✓	✓	✓	✓	✓	✓	✓	✓	✓	COST	SHARING	HR	15,	111th	Congress	2009	National	Health	Insurance	Act	✓	✓	✓	✓	✓	✓	✓	✓	✓	Vermont,	H	202	/	Act	48	2011	An	act	relating	to	a	universal	and	unified	health	system	✓	✓	✓	✓	✓	✓	✓	✓	✓	Maine,	HP	962	2013	An	act	to	establish	a	single-payor	health	care	system	to	be	effective	in	2017	✓	✓	✓	✓	✓	✓	✓
✓	New	Mexico,	SB	226	2013	Health	Security	Act	✓	✓	✓	✓	✓	✓	✓	✓	✓	✓	Arizona,	HB	2677	State	Health	Plan	✓	✓	✓	✓	✓	✓	✓	✓	✓	✓	California,	S	810	2012	California	Universal	Healthcare	Act	✓	✓	✓	✓	✓	✓	✓	✓	✓	✓	Washington,	HB	1085	/	SB	5224	2013	An	act	relating	to	the	Washington	Health	Security	Trust	✓	✓	✓	✓	✓	✓	✓	✓	✓	✓	HIGH-LEVEL
Connecticut,	SB	60	2013	An	act	concerning	a	single-payer	health	care	system	✓	✓	Maryland,	S	667	2014	Maryland	Health	Benefit	Exchange	-	Universal	Health	Care	Program	-	Plan	for	Establishment	✓	✓	✓	✓	✓	✓	✓	Delaware,	HB	74	2013	Delaware	Health	Security	Act	✓	✓	✓	✓	✓	✓	✓	✓	North	Carolina,	HB	70	2013	An	act	to	provide	for	the	North
Carolina	Health	Plan	to	cover	all	state	residents	with	comprehensive	health	benefit	coverage…	✓	✓	✓	✓	✓	✓	✓	Hawaii,	HB	1617	2003	A	bill	for	an	act	relating	to	health	care	✓	✓	✓	✓	✓	✓	✓	CATASTROPHIC	Hagopian	and	Goldman	2012	Health-Insurance	Solution	✓	✓	✓	✓	✓	✓	The	three	federal	bills	were	the	Medicare	For	All	Act,	American	Health
Security	Act,	and	National	Health	Insurance	Act.19	–	22	Versions	of	these	bills	have	been	repeatedly	introduced	in	Congress.	All	three	propose	coverage	of	comprehensive	benefits.	The	Medicare	for	All	Act	and	the	American	Health	Security	Act	are	similar	and	include	combinations	of	taxes,	payment	reform,	no	cost	sharing,	and	banning	of	private
insurance	duplicating	the	single-payer	plan.	We	identified	20	state	proposals	from	across	the	country	(6	Northeast,	3	South,	4	Midwest,	7	West).4	,	23	–	37	All	offer	universal	coverage	of	comprehensive	benefits,	except	the	Connecticut	bill,	which	is	solely	a	statement	of	purpose.	The	proposals	vary	in	the	level	of	detail	and	the	extent	that	provisions
would	be	determined	at	a	later	date,	as	well	as	how	cost	sharing,	provider	choice,	supplemental	insurance,	quality	of	care,	and	cost	controls	are	addressed.	We	compared	the	proposal	contents	to	components	of	single-payer	definitions	(Table	2).	All	the	proposals	indicate	the	payer	and	relevant	geography.	All	except	the	Connecticut	bill	specify	the
eligible	population,	benefits,	and	financing.	Most	discuss	the	types	of	providers	that	could	participate	in	the	system	and	how	they	would	be	paid.	Administrative	costs,	cost	controls,	and	the	role	of	private	insurance	are	discussed	in	many	proposals,	but	as	with	the	definitions,	these	components	are	not	consistent	across	proposals.	In	the	following
sections,	we	describe	the	breadth	of	the	proposals	and	access,	quality,	and	cost	provisions.	Based	on	key	distinguishing	features,	we	categorize	the	proposals	as	traditional,	cost	sharing,	high-level,	and	catastrophic	(Table	2	and	online	Appendix	Tables	A.1-.4).	The	traditional	proposals	provide	coverage	of	comprehensive	benefits	with	no	cost	sharing
(free	care	for	all).	The	cost-sharing	proposals	also	offer	comprehensive	benefits	but	may	allow	cost	sharing;	in	addition,	these	proposals	tend	to	be	cost-conscious	and	would	study	or	later	implement	cost-containment	strategies.	The	high-level	proposals	are	less	detailed	and	contain	fewer	access,	quality,	and	cost	provisions.	The	sole	catastrophic
proposal	diverges	from	the	others	by	offering	income-related	benefits.	Figure	2	shows	the	percentage	of	proposals	containing	provisions	relating	to	health	care	system	functions.	Nearly	all	(23	proposals,	92%)	include	provisions	spanning	the	four	main	functions.	The	collected	funds	are	typically	taxes,	premiums,	and	federal	funds.	The	eligible
population	is	typically	defined	by	residency.	The	proposals	vary	in	how	funds	would	be	allocated	to	providers.	Some	include	fee-for-service,	global	budgets,	population-based	payments,	or	combinations	thereof;	others	call	for	studies	on	payment	models.	The	provision	of	services	is	characterized	by	the	covered	services	and	how	they	would	be
determined.	Within	these	23	proposals,	all	except	the	Maryland	bill	discuss	the	type	of	providers	eligible	to	participate	in	the	program.	Breadth	of	single-payer	proposals	across	health	care	system	functions.	Source:	Author’s	analysis	of	single-payer	proposals.The	two	exceptions	that	do	not	address	all	four	functions	are	the	Connecticut	bill	(statement
of	purpose	only)	and	the	Health-Insurance	Solution.	The	Health-Insurance	Solution	details	fund	collection	and	pooling	for	a	specified	population,	but	does	not	include	specific	changes	to	provider	payment,	covered	services,	or	provider	eligibility.	Figure	3	shows	the	most	common	provisions	addressing	access,	quality,	and	cost.	Key	access,	quality,	and
cost	provisions	in	single-payer	proposals.	Source:	Author’s	analysis	of	single-payer	proposals.	Note:	The	quality/cost	category	includes	provisions	that	have	implications	for	both	quality	and	cost.	With	the	Health-Insurance	Solution	and	the	Connecticut	bill	constituting	the	two	exceptions,	23	proposals	(92%)	would	provide	eligible	residents	with
comprehensive	benefits.	“All	medically	necessary	health	care”	is	mentioned	in	11	proposals	(44%).	Twelve	proposals	(48%)	specify	no	cost	sharing	(deductibles,	copayments,	and	coinsurance);	six	proposals	leave	cost	sharing	to	be	determined	following	analyses.	In	17	proposals	(68%),	patients	have	free	choice	of	providers;	this	extends	only	to	primary
care	providers	in	five	proposals	that	require	referrals	for	specialty	care.	The	role	of	private	voluntary	health	insurance	is	discussed	in	16	proposals	(64%),	ranging	from	prohibiting	substitutive	and/or	supplementary	insurance	to	no	mention	of	restrictions.	Of	these,	nine	proposals	allow	some	type	of	private	insurance.	None	prohibit	complementary
private	insurance.	Other	access-related	provisions	include	the	establishment	of	an	enrollment	system	(e.g.,	with	minimal	language	and	literacy	barriers),	ensuring	adequate	resources	in	underserved	areas,	addressing	state	issues	(e.g.,	reimbursement	for	out-of-state	services,	reciprocity	agreements	with	other	states),	and	monitoring	access	(e.g.,
annual	reviews	of	unmet	needs).	Health	care	provider	guidelines,	standards,	and	monitoring	are	included	in	16	proposals	(64%).	Ten	proposals	(40%)	include	review	and	modification	of	the	benefits	package	based	on	value	and	safety;	four	proposals	(16%)	mention	reducing	the	use	of	ineffective	or	inappropriate	care.	The	establishment	of	electronic
systems	for	records	and	payments	has	implications	for	both	quality	and	cost,	and	is	included	in	14	proposals	(56%).	Also	spanning	quality	and	cost,	13	proposals	(52%)	include	formularies	for	prescription	drugs	and	medical	supplies	to	allow	for	standardized	use	of	efficacious	and	cost-effective	medications	and	to	support	bulk	purchasing	and	price
negotiations.	Other	quality-related	provisions	include	studies	on	new	models	of	care,	ensuring	a	workforce	able	to	deliver	quality	care	(including	adequate	payments	to	support	the	workforce),	care	coordination,	promotion	of	preventive	care,	and	public	reporting	of	quality	ratings	and	prices.	The	most	common	cost	provision	is	global	budgets	for	total
expenditures	(17	proposals;	68%).	The	global	budget	is	typically	set	based	on	prior-year	expenditures	and	projected	growth	in	gross	domestic	(or	state)	product.	A	threshold	for	administrative	costs	is	set	as	a	proportion	of	total	expenditures	in	13	proposals	(52%).	Provider	payment	is	addressed	in	12	proposals	(48%):	nine	would	have	hospitals	and
health	maintenance	organizations	operating	under	institutional	global	budgets,	and	three	mention	additional	studies	of	payment	models.	Nine	proposals	(36%)	specify	the	authority	to	implement	cost-containment	strategies	if	necessary;	five	proposals	(20%)	plan	to	study	cost-containment	approaches.	Other	cost-related	provisions	include	medical
fraud	investigations,	migration	effect	studies,	and	eliminating	the	tax	exclusion	for	employer-sponsored	insurance	premiums.	Although	single-payer	is	typically	defined	primarily	as	a	financing	mechanism	for	universal	coverage,	legislators	and	researchers	have	proposed	single-payer	systems	as	comprehensive	reform	with	changes	across	the	health
care	system	functions	and	aims	to	improve	access,	quality,	and	cost	containment.	Many	common	provisions	are	not	unique	to	single-payer—for	example,	establishing	provider	standards,	formularies,	and	electronic	records—but	could	potentially	be	achieved	to	a	greater	extent	or	at	a	broader	scale	with	a	single-payer	system.	Meaningful	policy
discussions	involving	single-payer	may	be	aided	by	a	common	understanding.	We	suggest	following	Tuohy’s	approach	in	defining	single-payer	within	a	hybrid	of	subnational	systems	(characterized	by	a	specified	population,	service	categories,	and	jurisdiction),	because	it	captures	widely	what	people	mean	by	single-payer,	while	including	common
characteristics	by	which	systems	may	differ.	Subnational	systems	for	specific	populations	such	as	Medicare	or	state-based	systems	could	be	considered	single-payer	within	the	broader	U.S.	system.	Single-payer	is	not	a	one-size-fits-all	approach.	Proposals	are	heterogeneous	and	provisions	can	be	modular.	To	achieve	national	universal	coverage,
policymakers	may	consider	the	catastrophic	type	of	proposal	as	a	more	conservative	approach	than	the	traditional	single-payer.	Means-tested	and	high-deductible	plans	both	provide	a	form	of	catastrophic	coverage;	however,	means-testing	differs	by	providing	lower	cost	sharing	to	lower-income	households.	States	considering	single-payer	would	face
numerous	decisions	about	benefit	design,	financing,	payment	mechanisms,	and	other	features.	The	traditional	proposal	with	no	cost	sharing	was	the	most	common	type	we	reviewed.	However,	we	found	several	state	proposals	that	allow	cost	sharing	to	encourage	the	use	of	effective	services	or	if	cost	controls	were	needed.	The	cost	sharing	proposals
also	frequently	featured	cost-conscious	provisions	such	as	the	authority	to	implement	cost-containment	strategies	if	needed	and	further	study	of	cost	controls	and	payment	mechanisms.	These	cost	provisions	may	be	even	more	likely	after	Vermont’s	single-payer	experience,	which	had	wide	variation	in	cost	saving	assumptions	that	contributed	to	high
estimated	taxes	needed	to	finance	the	system.5	To	advance,	a	proposal	would	likely	need	to	address	issues	beyond	those	specified	in	the	high-level	proposals.	Although	cost-containment	provisions	are	frequently	in	proposals,	strategies	are	often	unspecified.	Single-payer	systems	are	thought	to	reduce	costs	through	lower	administrative	costs	and
prices,38	,	39	but	the	extent	and	time	frame	of	these	reductions	is	unknown.	Bulk	drug	purchasing	by	a	single	payer	able	to	negotiate	prices	may	help	reduce	costs,	although	the	magnitude	possible	at	a	large	scale	is	uncertain.	In	addition,	price	reductions	may	be	at	the	expense	of	medical	research	and	innovation	and	may	require	initial
investments.40	,	41	Similar	to	the	ACA,	a	single-payer	system	could	employ	a	host	of	different	approaches	to	cost	containment	and	payment	reform.	These	uncertainties	contribute	to	substantial	variation	in	cost	analyses	of	proposals.5	Single-payer	proposals	face	many	of	the	same	political	and	implementation	challenges	as	the	ACA,	which	are	typical
of	any	system-wide	reform.42	For	example,	the	benefits	package	and	provider	reimbursement	must	be	determined.	The	proposals	frequently	have	an	expert	board/committee	to	determine	covered	services,	benefit	design,	budgets,	and	payment	rates.	These	boards	are	intended	to	ensure	that	effective,	appropriate	care	is	provided	and	reimbursed
through	the	system.	However,	they	are	also	often	perceived	as	taking	away	patient	and	provider	choice	through	a	form	of	rationing.	States	face	additional	implementation	challenges.	Under	Section	1332	of	the	ACA,	states	can	apply	for	a	federal	waiver	to	pursue	alternative	reform,	but	are	required	to	provide	coverage	as	comprehensive	and
affordable	as	the	health	insurance	marketplaces.43	States	could	have	increased	opportunities	to	pursue	alternative	reform	pathways	if	the	ACA	is	repealed	and	Medicaid	block	grants	allow	federal	funds	to	be	more	easily	redirected.	States	must	also	address	how	to	reimburse	services	obtained	by	residents	temporarily	out	of	state,	and	determine
eligibility	and	contributions	of	non-residents	who	work	in	the	state.	Although	universal	coverage	is	an	important	step,	it	does	not	guarantee	access	to	care.	There	have	been	concerns	about	narrow	provider	networks	restricting	access	and	lowering	the	perceived	quality	of	plans.44	,	45	Although	provider	networks	would	not	be	an	issue	if	patients	had
free	choice	of	providers,	access	could	be	restricted	if	provider	supply	is	inadequate.	Opponents	of	single-payer	systems	often	point	to	waiting	times	in	single-payer	systems	in	other	countries.46	–	49	The	system	capacity	required	to	meet	the	needs	of	all	residents	depends	in	part	on	provider	participation	in	the	program.	A	key	factor	in	provider	supply
is	payment	policy	in	the	single-payer	system.	Many	proposals	describe	payment	arrangements	such	as	fee-for-service	with	rates	negotiated	between	a	board	and	provider	groups,	and	salaried	in	institutions	with	global	budgets.	Several	proposals	would	develop	new	payment	models	through	demonstration	projects.	However,	it	is	unclear	how	providers
will	respond	to	payment	changes	due	to	rate	negotiations,	global	budgets,	or	other	payment	models.	Furthermore,	health	care	providers	may	have	the	option	of	participating	in	the	single-payer	system	and/or	a	parallel	private	market.	The	proposals	frequently	mention	private	insurance	options	but	vary	in	the	types	allowed.	Substitutive	insurance
duplicating	the	single-payer	plan	is	frequently	banned;	restrictions	on	other	types	are	less	common.	Complementary	insurance	(for	services	not	covered	by	the	single-payer	plan)	or	supplementary	insurance	(for	faster	or	improved	access	to	the	same	services	as	those	covered	by	the	single-payer	plan)	are	common	in	other	countries.50	,	51	For
example,	Canadians	often	purchase	complementary	coverage	for	prescription	drugs	and	dental	services.51	Among	U.S.	Medicare	beneficiaries,	“wraparound”	(or	supplemental)	plans	are	widespread52;	however,	estimated	spending	by	Medigap	enrollees	is	27–45%	higher	than	those	without	Medigap.53	,	54	While	complementary	insurance	covers	a
service	gap	excluded	from	statutory	benefits,	supplementary	insurance	creates	a	parallel	risk	pool	for	the	same	services.50	Allowing	coverage	for	faster	access	(i.e.,	“jumping	the	queue”)	or	private	care	by	those	who	can	pay	may	create	inequities	in	access	with	a	two-tiered	system.13	Differences	in	payment	arrangements	could	result	in	providers
favoring	one	system	over	the	other,	leading	to	inadequate	provider	supply	in	the	latter	system.	Many	states	have	proposed	legislation	to	establish	a	single-payer	health	care	system.	The	majority	of	the	proposals	call	for	sweeping	changes	across	the	health	care	system	and	aim	to	improve	access,	quality,	and	cost	containment.	Within	the	structure	of	a
single-payer	system,	there	are	many	critical	characteristics	that	are	variable.	Section	1332	of	the	ACA	provides	states	with	an	opportunity	to	design	and	implement	alternative	reform	within	the	boundaries	of	equivalent	coverage	and	affordability,	and	states	may	have	increased	flexibility	under	alternative	plans	if	the	ACA	is	repealed.	As	the	political
conversation	on	how	to	improve	the	health	care	system	continues,	it	is	helpful	to	have	an	understanding	of	what	is	meant	by	single-payer	and	the	content	of	proposals.	Further	research	on	cost-containment	strategies	and	provider	responses	to	payment	reforms	would	inform	cost	analyses	and	support	policymakers	on	future	health	care	reform
decisions.	Below	is	the	link	to	the	electronic	supplementary	material.	We	thank	Jeffrey	Wasserman	and	Christine	Eibner	for	useful	comments.	This	work	was	generously	supported	by	an	anonymous	gift	to	RAND	Health.	None.	Dr.	Robert	H.	Brook	owns	stock	in	United	Health	Group.	All	remaining	authors	declare	that	they	do	not	have	a	conflict	of
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