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perspective 

The Equity Effect of Universal Health Care

anja rudiger

For well over a century, the politics of universal health care have shaped the development of modern welfare 
states and their ability to manage economic inequality. Whether governments adopt universal health care 
in response to workers’ struggles, capitalist labor demand, or other factors, universal health care tends to 
advance economic redistribution.1 This equity effect of universal health care is often overlooked, including 
in the human rights field.2 Although right to health standards are clear on states’ obligation to finance 
health care equitably, along with providing universal access to quality health facilities, goods, and services, 
the distributional impact of a universal system has received less consideration.3 I propose that right to 
health advocates embrace universal health care as a redistributive project that can help advance not only 
the right to health but also economic equality. Both are deeply intertwined. 

The United States presents a prime example. It is one of the most unequal wealthy countries, where 
resources are concentrated in the hands of a few while millions struggle to access basic economic and social 
rights. The top 10% of US households own approximately 70% of the total wealth, and the typical white 
family is about ten times wealthier than the typical Black family.4 Life expectancy and health outcomes are 
below average, compared to other OECD countries, yet health expenditure is the highest.5 Despite spending 
twice as much per capita on health as Canada or France, the pre-COVID-19 mortality rate from treatable 
causes was over a third higher in the United States than in Canada and twice as high as in France.6 While 
poor and unequal health outcomes point to health system failures, economic and social structures are key 
underlying factors. The pandemic brought this into sharp focus: COVID-19 mortality has been positive-
ly associated with country-level income inequality.7 The United States has among the highest COVID-19 
mortality rate in the world, disproportionately affecting Black, Indigenous, and low-income populations.8 
Economic and social inequalities drive much of this unconscionable toll on human lives. A large body of 
research confirms that societies with greater income inequality have poorer health outcomes.9

But if economic inequality is at the root of poor health outcomes, does the health care system mat-
ter? It does. Inequalities are maintained and reproduced by the systems and institutions that organize 
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our lives. In the United States, these are racialized, 
commodified systems that control access to human 
rights according to factors such as income, wealth, 
race, and gender. The largest of these systems is 
market-based health care, controlled by a powerful 
medical industrial complex. At 18.3% of GDP in 
2021, the US health sector has a greater share of 
the economy than in comparable countries, whose 
average is less than 12% of GDP.10 Shifting the US 
health care system out of the market and toward 
universal public provision and public financing 
would catalyze structural economic changes and 
facilitate the decommodification of other economic 
and social rights.

Fifteen years ago, at the beginning of the 
Obama presidency, I wrote in these pages about 
emerging US advocacy efforts to treat health care as 
a right and a public good, rather than a commodity.11 
A growing number of right to health advocates had 
been pushing for free and equal access to care for 
all. Our vision centered the right of everyone to get 
the health care they need, when and where needed, 
financed publicly through progressive taxation. 
The focus on the right to care, rather than a right 
to coverage, revealed and responded to the layers of 
inequity and control produced by intermediaries, 
from insurance companies to employers. Unfortu-
nately, Obama’s signature reform, the Affordable 
Care Act of 2010, took a different approach. It es-
tablished private insurance “marketplaces,” thereby 
entrenching the hold of insurance companies on 
people’s access to care. An increase in households 
covered by insurance was nullified by deductibles, 
user fees, and claim denials, leaving two-thirds of 
insured people struggling to access care.12 

As advocates shifted their attention to 
state-level reforms, I shared Vermont’s “Healthcare 
Is a Human Right” campaign’s financing propos-
al, a progressive tax mix that would have reduced 
wage disparities and raised the incomes of all but 
the wealthiest households.13 The campaign spear-
headed a narrative shift, subsequently popularized 

by Senator Bernie Sanders. His two presential runs 
centered on health care as a human right and a le-
ver for advancing economic equality.

When the COVID-19 pandemic exposed 
shocking gaps in preventive and primary care, and 
stark inequities in access and outcomes, the days of 
market-based health care seemed to be numbered. 
Universal health care, it was estimated, could have 
saved 212,000 lives in 2020 alone.14 Today, howev-
er, market-based US health care continues to be a 
global flagship for the neoliberal economic model 
and its entrenched inequities.

The tentacles of economic neoliberalism reach 
deep into health systems around the world. While 
the United States is unique among its peers in re-
fusing to provide universal access to health care, 
many universal health systems, conceived at the 
height of the welfare state era, are under intense 
pressure from privatization and prolonged resource 
deprivation. 

Where do human rights advocates go from 
here? Below, I offer three guiding questions, address-
ing health care financing, delivery, and governance, 
to promote a shift in approach. While I focus on US 
conditions, these questions can be applied to any 
system exposed to capitalist market imperatives. 

1. Who pays? 

The concept of “single payer” has long served as a 
stand-in for the goal of universal health coverage 
in the United States. It describes the consolidation 
of all payers—private, public, and employers—into 
one government payer, primarily to increase effi-
ciency and generate savings for coverage expansion. 
Hence, the key question for single-payer advocates 
is “How much does it cost?” While countless stud-
ies have confirmed that a universal health system 
will cost less than the fragmented, exorbitantly 
expensive market-based system, neither aggregate 
nor average savings are particularly meaningful to 
lower-income families that are disproportionately 
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burdened by health care costs.15 By shifting the 
question to “who pays,” we can identify and prior-
itize the distributional effects of various financing 
models.

Market-based health care, anchored by the 
for-profit insurance industry, is financed regressive-
ly, primarily through premiums and user fees. This 
produces an inverse correlation between household 
income and household health care expenditure, 
resulting in lower-income people spending a great-
er income share on health care than the wealthy. 
This is not merely a reflection of existing income 
disparities but a regressive effect of the financing 
design and payment mechanisms. Although much 
of US health care is already publicly subsidized, the 
flow of public funds is largely obscured. For-profit 
companies have all but taken over the two main 
public programs, Medicaid and Medicare, which 
primarily serve poor people and those aged 65 
or older, respectively. The majority of Medicaid 
recipients are enrolled in so-called managed care 
organizations, with five publicly traded for-profit 
companies accounting for half of all enrollment.16 
Similarly, over half of all Medicare beneficiaries 
have bought private “Medicare Advantage” plans, 
which generate the highest profit margins in the in-
dustry through strategies such as limiting provider 
networks and requiring prior authorization for ac-
cessing certain types of care.17 In addition to public 
programs, the single largest federal tax expenditure 
is the tax exclusion for employer-sponsored health 
insurance, which costs more than US$300 billion 
annually.18 It benefits high-earning taxpayers the 
most, providing them with a net subsidy for their 
insurance coverage.19 Additionally, the effect of 
financial risk protection generated by the insur-
ance model is regressive, as it is of greater value to 
wealthier households.

In contrast, a universal, publicly financed 
health care system that provides free access at the 
point of care generates both aggregate savings and 
redistributive impacts. It flips who pays for health 

care: those who make more pay more. How big this 
equity effect is depends on the progressivity of the 
financing design. For example, the Medicare for All 
Act, introduced by Senator Sanders in 2017, could 
sharply reduce health care payments for families 
in the bottom 80% of income, while removing 
subsidies for the top 20% of earners.20 This would 
also narrow racial and gender income gaps, since 
people of color and women are overrepresented 
among lower-income groups. According to a set 
of financing proposals—not entailed in the bill—
middle-income families would pay, on average, an 
estimated 2.6% to 14% less for health care than in 
the current system, while high-income households 
would pay 3.9% to 5.6% more (depending on their 
current insurance status).21 Several state-level uni-
versal health care proposals, introduced in the past 
decade, illustrate similar redistributive effects. By 
ensuring that top earners contribute according 
to their means, publicly financed systems can 
deliver significant financial relief to low- and mid-
dle-income families and narrow the income gap. 
Questioning “who pays” will allow right to health 
advocates to achieve the maximum redistributive 
effect within a framework of adequate and equita-
ble revenue generation. 

2. Who has ownership? 

The ownership of hospitals, specialist clinics, 
physicians’ practices, pharmaceutical companies, 
and other health care facilities has rarely been 
questioned in the United States—until the recent 
wave of corporate mergers, private equity take-
overs, and hospital closures. Private equity firms 
have spent around US$750 billion over the last 
decade acquiring and consolidating health care 
facilities, leading to higher prices and worse health 
outcomes.22 The pharmaceutical industry is failing 
to produce essential medicines, prioritizing more 
profitable drugs. Amid the rapid corporatization of 
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both for-profit and nonprofit health facilities, the 
longtime advocacy demand of “publicly financed, 
privately delivered” health care has been overtaken 
by the dynamics of advanced capitalism. Insurance 
companies are no longer the only profiteers jeopar-
dizing people’s access to care. By raising the question 
of public ownership alongside public financing, we 
can begin to talk about a national health service, 
with public hospitals, publicly employed doctors, 
and publicly owned pharmaceutical facilities.

In a country built on a racialized system of 
property ownership, nationalizing health care is not 
going to be an easy feat. The logic of private owner-
ship drives economic, racial, and gender inequities 
and substitutes for the missing welfare state. When 
government fails to provide public goods to meet 
everyone’s needs, private property becomes the 
route to economic security, albeit a route largely 
blocked for many, especially people of color and 
women. Those identifying as property owners and 
consumers, not rights holders, tend to limit their 
expectations of government to the maintenance of 
functioning markets.

What would it take to transform market-based 
health care, undergirded by the private property 
regime, into a publicly owned and operated system 
that provides health care as a public good? Some US 
advocates are looking to the Veterans Affairs health 
system as a model, a publicly funded, owned, and 
operated system that is lauded for its quality health 
outcomes.23 They have crunched the numbers on 
a federal buy-out of investor-owned health facili-
ties.24 The question of “how we seize ownership of 
health care assets from the corporations that have 
come to dominate them” is bold but necessary.25 
It underscores the need for a broad-based popular 
movement, united through human rights. 

3. Who governs? 

In an era of concentrated corporate power and 
democratic decline, the governance question takes 

on new urgency. It is not acceptable that corporate 
actors make decisions about health care affordabil-
ity, accessibility, availability, and quality. Although 
dependent on public funding, these corporations 
use their market power to circumvent regulations 
and evade accountability. Limited consumer and 
patient rights cannot counterbalance the rights of 
shareholders to reap profits from what should be an 
essential public service. 

But the system, at least in the United States, 
may be eroding from within. The extreme pres-
sures of market-driven health care are pushing 
both health care workers and “consumers” to ques-
tion the legitimacy of corporate rule. The financial 
bottom line determines care provision even in 
nonprofit facilities.26 Across the system, doctors 
and nurses are flagging their “moral injury” as they 
are forced to put profits over patients.27 People are 
encountering the limits of their consumer rights 
when high-level decisions cause them to lose access 
to vital services, such as reproductive care. At the 
same time that faceless investors and stock market 
algorithms tighten their grip on health governance, 
health care reemerges as a moral claim—and a hu-
man right.

The human rights framework empowers all 
of us to participate in the decisions that affect our 
lives. But to exercise this power, we will need to 
reshape democratic governance to become both 
inclusive and meaningful. People systematically 
excluded from decision-making must gain a seat 
at the table. The right to participation must extend 
to co-creation, co-governance, and co-ownership 
of public services and infrastructure. This propels 
us into the realm of economic democracy, the 
rebalancing of power in the economic sphere. In 
health care, which depends on a centralized fund-
ing pool to cross-subsidize different levels of need, 
new governance models may have to strike a bal-
ance between system-wide and community-level 
decision-making, mindful that all decisions have 
racialized and gendered impacts. If we elevate hu-
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man rights principles as guardrails for governance, 
we obtain a basic framework for the democratiza-
tion of health care.

Human rights advocates may point out that 
international right to health standards do not 
prescribe redistribution, public ownership, or 
co-governance. But these standards do obligate us 
to make progress toward a clear and compelling 
outcome. Change starts with the desired result: if 
everyone—not just the wealthy and otherwise priv-
ileged—is to enjoy the highest attainable standard 
of health, the pursuit of economic equality must be 
at the heart of our efforts. 
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