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The US spends substantially more on health care per capita than other high-income countries yet
leaves a greater share of the population uninsured. Traditional economic models—and common
sense—point to the benefit of having at least some health insurance, if only for financial protection.
In addition, ample evidence has shown that health insurance provides greater access to beneficial
care and can improve health and save lives.1-3 Many people also place social value on others’ access to
health care as part of a social safety net that also includes access to food, housing, and education.

Why, then, are so many in the US uninsured? Understanding the underlying causes sheds light
on different options for expanding insurance. The first explanation may be that insurance is
expensive and many people simply cannot afford it. But this factor is not the only or main reason.
About 40% to 50% of uninsured individuals likely qualify for no-cost insurance via Medicaid or an
Affordable Care Act (ACA) exchange plan,4 and many others qualify for heavily subsidized insurance.
Although some populations fall into gaps for subsidized coverage—notably undocumented
immigrants and low-income people in states that have not adopted Medicaid expansion—lack of
eligibility for affordable coverage is not the only barrier.

Other explanations point to market failures that make health insurance a bad deal for some
people. Health insurance markets suffer from serious information failures—for example, insurers’
limited information about enrollees’ existing health needs and enrollees’ limited information about
the potential plan’s quality and comprehensiveness of care—and from a lack of competition that
drives up health care prices and insurance premiums in many areas. But these factors do not explain
why many people do not take advantage of benefits available to them at no cost. Evidence shows
that individuals’ behavioral biases and frictions, including the complexities of Medicaid and ACA
exchange enrollment processes, may pose barriers.5-7

The growing body of research on these barriers often encourages incremental policy
approaches to expanding coverage: correcting each market failure and implementing nudges and
administrative simplification to increase enrollment. Indeed, the ACA itself and more recent policies
to amend it8 take just such an approach. The result is a patchwork of insurance policies that are
incomplete and expensive in terms of the cost to administer them and the health consequences of
inconsistent coverage and care. Tweaks to the existing system also perpetuate other shortcomings,
such as job lock that comes from employment-based coverage, regressive financing mechanisms,
and limited incentives for investing in population health.

Instead, it may be advantageous to begin with a policy that sets a social floor or basic policy that
would be available to everyone. Starting with this premise would force explicit decisions about crucial
tradeoffs that are already faced implicitly in the current system. The existing implicit social floor in
the form of uncompensated care,9 emergency department visits, and free clinics8 is inefficient,
unpredictable, and highly variable. Implementing a publicly financed basic policy with automatic
enrollment could facilitate a move toward universal coverage in a financially sustainable way that
ensures access to care with substantial health benefits.

We recently outlined how such an approach might work.10 First, this approach requires defining
the floor to which everyone will be automatically entitled: How much insurance and health care
access does society want to make universally available? Should publicly financed insurance cover all
care, regardless of how low the health benefits or how high the costs, or should there be limits? We
suggest that coverage decisions be grounded in how much health benefit a service generates,
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ensuring access to high-value care for all. High-value care is not the same as low-cost care: some very
expensive treatments with dramatic health benefits are high-value care, and some cheap treatments
with negligible health benefits are low-value care. Similar tradeoffs arise in deciding how much to
pay health care professionals, which determines how many and which types of physicians and
hospitals will accept basic coverage, as in Medicaid today.

The second step is determining who decides how much to pay for which services and for which
patients? To mitigate concerns about the flexibility and innovation generated by one-size-fits-all
public programs, public subsidies can be coupled with choice among plans, as in market-based social
health insurance in the Netherlands and Switzerland as well as in Medicare Advantage and the ACA
Marketplace plans in the US.

Third, decisions must be made about whether and how individuals can use private funds to buy
additional coverage. For example, should people be able to opt out of the public system and replace
it with separate private insurance as occurs in Germany? Or should they be allowed to “top up” the
public insurance with supplemental private insurance that covers more treatments or reduces
patients’ cost sharing, similar to supplemental policies in England and Canada that cover a wider set
of clinicians and hospitals? These decisions have economic as well as ethical and distributional
implications. Allowing additional coverage means that those with higher incomes are likely to have
more health care and better outcomes than those with lower incomes. But this policy also enables
people to find insurance that more closely matches their preferences and priorities. Furthermore,
the presence of private market choices can drive innovation and quality. Lessons can be learned
from the experiences of other countries, many of which have some version of a universal basic
system, although with different answers to these fundamental questions. Almost all universal
systems include options for supplemental coverage.

Beyond these fundamental questions, moving to such a system raises real concerns about
disruption to clinical relationships, the risk of having the government as a monopsonist payer setting
prices that are too low for access and medical innovation, and myriad logistical challenges. Despite
these challenges, few would argue that the current US health care system is serving the nation well;
the system surely spends too much on health care that delivers too little benefit to too few people.
Reconceptualizing universal coverage to ensure that public resources are devoted to care with high
health benefit offers the opportunity to provide universal access to innovative care in an
affordable system.

ARTICLE INFORMATION
Published: February 2, 2023. doi:10.1001/jamahealthforum.2023.0187

Open Access: This is an open access article distributed under the terms of the CC-BY License. © 2023 Baicker K
et al. JAMA Health Forum.

Corresponding Author: Katherine Baicker, PhD, Harris School of Public Policy, University of Chicago, 1307 E 60th
St, Chicago, IL 60637 (kbaicker@uchicago.edu).

Author Affiliations: Harris School of Public Policy, University of Chicago, Chicago, Illinois (Baicker); Harvard
Business School, Harvard University, Cambridge, Massachusetts (Chandra); Harvard School of Government,
Harvard University, Cambridge, Massachusetts (Shepard).

Conflict of Interest Disclosures: Dr Baicker reported serving on the board of directors for Eli Lilly; serving as a
trustee for the Mayo Clinic, the Urban Institute, the Chicago Council on Global Affairs, and NORC at the University
of Chicago; and serving on advisory boards for the National Institute for Health Care Management and the
Congressional Budget Office. Dr Chandra reported serving as an advisor to the Analysis Group, HealthEngine,
SmithRx, and the Congressional Budget Office; having stock options in Kyruus; and receiving travel reimbursement
from the Davos Alzheimer’s Collaborative. Dr Shepard reported serving on a technical advisory panel for and
receiving personal fees from the Congressional Budget Office.

JAMA Health Forum | JAMA Forum

JAMA Health Forum. 2023;4(2):e230187. doi:10.1001/jamahealthforum.2023.0187 (Reprinted) February 2, 2023 2/3

Downloaded From: https://jamanetwork.com/ on 02/26/2023

https://www.commonwealthfund.org/international-health-policy-center/countries/netherlands
https://www.commonwealthfund.org/international-health-policy-center/countries/switzerland
https://www.commonwealthfund.org/international-health-policy-center/countries/germany
https://www.commonwealthfund.org/international-health-policy-center/countries/england
https://www.commonwealthfund.org/international-health-policy-center/countries/canada
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamahealthforum.2023.0187&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2023.0187
https://jamanetwork.com/pages/cc-by-license-permissions/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamahealthforum.2023.0187
mailto:kbaicker@uchicago.edu


REFERENCES
1. Sommers BD, Gawande AA, Baicker K. Health insurance coverage and health—what the recent evidence tells us.
N Engl J Med. 2017;377(6):586-593. doi:10.1056/NEJMsb1706645

2. Goldin J, Lurie IZ, McCubbin J. Health insurance and mortality: experimental evidence from taxpayer outreach.
Q J Econ. 2021;136(1):1-49. doi:10.1093/qje/qjaa029

3. Miller S, Johnson N, Wherry LR. Medicaid and mortality: new evidence from linked survey and administrative
data. Q J Econ. 2021;136(3):1783-1829. doi:10.1093/qje/qjab004

4. KFF. Distribution of eligibility for ACA health coverage among the remaining uninsured. Accessed January 19,
2023. https://www.kff.org/health-reform/state-indicator/distribution-of-eligibility-for-aca-coverage-
among-the-remaining-uninsured/

5. Arbogast I, Chorniy A, Currie J; National Bureau of Economic Research. Administrative burdens and child
Medicaid enrollments. Published October 2022. Accessed January 18, 2023. https://www.nber.org/
papers/w30580

6. Shepard M, Wagner M; National Bureau of Economic Research. Reducing ordeals through automatic
enrollment: evidence from a health insurance exchange. Published December 2022. Accessed January 18, 2023.
https://www.nber.org/papers/w30781

7. Cliff BQ, Hirth RA, Ayanian JZ. Enrollee premiums in Medicaid—insights from Michigan. N Engl J Med. 2022;386
(25):2352-2354. doi:10.1056/NEJMp2201059

8. Pollitz K; KFF. How the American Rescue Plan will improve affordability of private health coverage. Published
March 2021. Accessed January 18, 2023. https://www.kff.org/health-reform/issue-brief/how-the-american-rescue-
plan-will-improve-affordability-of-private-health-coverage/

9. Karpman M, Coughlin TA, Garfield R; KFF. Declines in uncompensated care costs for the uninsured under the
ACA and implications of recent growth in the uninsured rate. Published April 2021. Accessed January 18, 2023. https://
www.kff.org/uninsured/issue-brief/declines-in-uncompensated-care-costs-for-the-uninsured-under-the-
aca-and-implications-of-recent-growth-in-the-uninsured-rate/

10. Baicker K, Chandra A, Shepard M; National Bureau of Economic Research. Achieving universal health insurance
coverage in the United States: addressing market failures or providing a social floor? Published January 2023.
Accessed January 18, 2023. https://www.nber.org/papers/w30854

JAMA Health Forum | JAMA Forum

JAMA Health Forum. 2023;4(2):e230187. doi:10.1001/jamahealthforum.2023.0187 (Reprinted) February 2, 2023 3/3

Downloaded From: https://jamanetwork.com/ on 02/26/2023

https://dx.doi.org/10.1056/NEJMsb1706645
https://dx.doi.org/10.1093/qje/qjaa029
https://dx.doi.org/10.1093/qje/qjab004
https://www.kff.org/health-reform/state-indicator/distribution-of-eligibility-for-aca-coverage-among-the-remaining-uninsured/
https://www.kff.org/health-reform/state-indicator/distribution-of-eligibility-for-aca-coverage-among-the-remaining-uninsured/
https://www.nber.org/papers/w30580
https://www.nber.org/papers/w30580
https://www.nber.org/papers/w30781
https://dx.doi.org/10.1056/NEJMp2201059
https://www.kff.org/health-reform/issue-brief/how-the-american-rescue-plan-will-improve-affordability-of-private-health-coverage/
https://www.kff.org/health-reform/issue-brief/how-the-american-rescue-plan-will-improve-affordability-of-private-health-coverage/
https://www.kff.org/uninsured/issue-brief/declines-in-uncompensated-care-costs-for-the-uninsured-under-the-aca-and-implications-of-recent-growth-in-the-uninsured-rate/
https://www.kff.org/uninsured/issue-brief/declines-in-uncompensated-care-costs-for-the-uninsured-under-the-aca-and-implications-of-recent-growth-in-the-uninsured-rate/
https://www.kff.org/uninsured/issue-brief/declines-in-uncompensated-care-costs-for-the-uninsured-under-the-aca-and-implications-of-recent-growth-in-the-uninsured-rate/
https://www.nber.org/papers/w30854

