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“Of all the forms of inequality, injustice in health is the most shocking
and the most inhuman because it often results in physical death.”
— Rev. Dr. Martin Luther King Jr., March 25, 1966
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Executive Summary
Healthcare and Racial Justice: Systemic Change
Is Needed for a More Equitable Health System

Introduction
This report compiles national and New York State level data to illustrate that healthcare access is a critical racial equity
issue and how systemic solutions like a universal, single-payer health plan will improve healthcare access and health
outcomes for everyone.

Key Findings
Black, Indigenous and People of Color (BIPOC) were disproportionately harmed by COVID-19 due to an unequal ability
to access quality, affordable healthcare and long before the start of the pandemic, were more likely than white people to
be uninsured and to struggle with medical costs.1
Black Americans are 10% less likely to hold employer-sponsored health coverage than their white
counterparts. Having high-quality health insurance is directly related to whether patients seek care.
Many BIPOC work and live in environments that impose higher risks of exposure to COVID-19. Only
17% of Latinx workers and 20% of Black American workers have jobs that permit working remotely, while 30% of white
workers can do so.2
The U.S. has the highest maternal mortality rate in the industrialized world. Black women are three
times more likely – and in New York City, 12 times more likely – to die from a pregnancy-related
cause than white women. 63% of these deaths are preventable.3 Uninsurance and under-insurance are major
drivers of the U.S. maternal and child mortality rate.
Public health insurance programs play a major role in providing affordable care and better
outcomes, especially for Black Americans.4
Insurance coverage increases access to care, but being enrolled in an insurance plan does not
guarantee timely care or affordability. Nearly half (46%) of insured adults report difficulty affording their out-ofpocket costs and one in four (27%) report difficulty affording their deductible.5 About 6 in 10 Black and Hispanic adults
(58% each) report delaying or skipping at least one type of medical care in the past year due to cost, compared to half
(49%) of white adults.6 Differences in reimbursement rates between private insurance and public insurance create a
disincentive for providers to see lower income patients. 7
Having health insurance lowers the likelihood of medical debt and the amount owed but even
households with health insurance are at risk of incurring medical debt. 17.4% of households with insurance
have medical debt compared to 27.9% of households without insurance. Among those with debt, households with health
insurance have an average of $18,827.25, while households without health insurance have an average of $31,947.87. 8
1

Black households are more likely to hold medical debt. 9 27% of Black households hold medical debt
compared to 16.8% of non-Black households. Medical debt can appear on a person’s credit reports and lower their
credit scores, reducing access to credit and making it harder to find a home or a job.
Communities with majority Black and Latinx residents experience provider shortages more than
other communities all over the country. Unequal reimbursement rates lead to disparities in access to hospitals and
providers.
Polling consistently shows that voters across race and party lines support systemic change to address
shortcomings in the healthcare system. New York voters overwhelmingly see government as the key stakeholder
that should act to address health system problems and support measures to make healthcare affordable and accessible.

Conclusion
A universal system of publicly-funded, guaranteed healthcare, often referred to as “single-payer
healthcare,” is the most equitable and affordable way to achieve comprehensive coverage for all.
Universal single-payer healthcare will end the burden of medical debt that disproportionately harms BIPOC communities
by eliminating cost-sharing – the out-of-pocket costs such as copays that act as financial barriers to care. Bringing all
residents into a single public plan would eliminate the inequity in access that results from a fragmented system. Campaign
for New York Health recommends universal single-payer healthcare as a policy intervention to create a health system that
promotes racial equity and quality care for all.
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Introduction
Researchers, advocates, and the media have extensively documented that Black, Indigenous and people of
color (BIPOC) in the United States experience worse health outcomes than white Americans. Throughout the
COVID-19 pandemic, BIPOC communities have experienced stark inequities resulting in disproportionately
high infection rates and death from the virus. For example, at the beginning of the pandemic, the death rate from
COVID-19 for Black Americans and Latinx was quadruple that of white New Yorkers, according to the NYS
Department of Health.1 Asian Americans saw a death rate twice that of white New Yorkers. Black New Yorkers
were hospitalized at a rate more than twice that of white residents during the Omicron surge, the New York
Times reported.2
New York State officials have acknowledged the need to address deep systemic racial health inequities.
“For far too long, communities of color in New York have been held back by systemic racism and inequitable
treatment,” said New York Governor Kathy Hochul on December 23, 2021 when signing a package of
legislation to address racial injustice.3 Governor Hochul appointed long-time racial justice advocate Dr. Mary
Bassett as Commissioner of the Department of Health. On the day of her appointment, Commissioner Mary
Bassett stated, “The pandemic underscored the importance of public health, while also revealing inequities
driven by structural racism. As we move to end the pandemic, we have a unique opportunity to create a state
that is more equitable for all New Yorkers.”

Health Disparities: Population-level differences in health.
Health Inequities: Population-level differences in health that are avoidable,
unnecessary, unfair, and unjust.
- From Dr. Rhea Boyd presentation, cites Whitehead, M. The Concepts and Principles of
Equity in Health. 1992 4

The strong statements in support of racial equity from the highest levels of state Government indicate that health
equity is a high priority for New York State. The data that follows show that healthcare access is a racial equity
issue and that systemic solutions will improve healthcare access and health outcomes for all New Yorkers.
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“In New York City, premature mortality - that’s death before the age of 65 - is 50%
higher for black men than white ones. A black woman in 2012 faced more than 10
times the risk of dying related to childbirth as a white woman. A black baby still
faces nearly three times the risk of death in its first year of life as compared to a
white baby…These statistics are paralleled by statistics found across the United
States. And a lot of this is about racial disparities and institutionalized racism,
things that we’re not supposed to have in this country anymore, certainly not in
the practice of medicine or public health. But we have them, and we pay for them
in lives cut short.”
- Dr. Mary Bassett, TED Talk, December 13, 2015 5

The Problem: The healthcare system exacerbates racial
disparities in health outcomes
The COVID-19 pandemic illustrates how the existing health system leads to
inequity
In the early months of the COVID pandemic, fatality and infection rates played out along lines of existing racial
and structural inequities. Fatality rates among Black and Hispanic New Yorkers were more than double those
of white New Yorkers in the first months of the pandemic due to higher risks of exposure and higher rates of
pre-existing chronic health conditions that amplified the fatal impact of the virus, according to a June 2020
University of Albany report.6 Asian American fatalities were also higher compared to white Americans and also
underreported due to the lack of disaggregated data collection.7 The inequality in fatality rates was even starker
outside New York City, which reported a fatality rate per 100,000 individuals four times greater for Black
residents and more than 3.5 times greater for Hispanic residents than white residents.
BIPOC were disproportionately harmed by COVID-19 due to an unequal ability to access quality, affordable
healthcare. Since long before the start of the pandemic, BIPOC were more likely than white people to not
have health insurance and to struggle with medical costs.8
Black Americans suffer far higher rates of many of the pre-existing conditions that make COVID-19 deadly,
including asthma, diabetes, coronary heart disease, chronic obstructive pulmonary disease (COPD), and
hypertension, according to data from the Centers for Disease Control and Prevention. For example, in Buffalo,
rates of all five conditions spike dramatically east of Main Street, where roughly 85% of Black Buffalonians
live.9,10 A Buffalo News analysis of public health data found that in the first two months of the COVID-19
4

pandemic, per capita COVID case counts were 88% higher in Erie county’s five majority-Black ZIP codes than
they were in the rest of the county. Black patients accounted for nearly 19% of Erie County’s COVID-19 deaths,
though they make up less than 15% of its population.11 In Onondaga County, Black Americans have been
hospitalized from COVID at almost three times the rate of white residents.12 The death rate for Black residents is
more than 50% higher than for white residents.13
There are a number of reasons why COVID hits BIPOC communities harder, including: higher rates of
pre-existing conditions that make COVID-19 deadly; lack of healthcare system capacity in low-income
communities; a lower likelihood that BIPOC have jobs that can be done from home; poor housing conditions;
high uninsurance and underinsurance rates - people with insurance who still cannot get the care the need due
to costs or restrictive networks.

“Health Inequities arise when certain populations
are made vulnerable to illness or disease, often
through the inequitable distribution of protections
and supports.”
- Dr. Rhea Boyd 14

A 2020 Brookings report found that Black essential workers are more likely to be uninsured than white essential
workers.15 Similarly, an Urban Institute analysis found that Black workers are more likely to be essential and
frontline workers and they are more likely to be underinsured.16
Furthermore, high numbers of New Yorkers have lost health insurance coverage because of the pandemic.
Black Americans in New York City reported losing health insurance twice as often as white New Yorkers (14%
of all households compared to 6%). Latinx New Yorkers reported losing health insurance nearly four times as
often as white New Yorkers (23% compared to 6%).17

Black maternal health is a strong indicator of health system equity
Maternal mortality is a hallmark of how well a country’s healthcare system is doing. Prior to the COVID-19
pandemic, racial disparities in maternal health outcomes reflected the deep inequities in the U.S. health
system. The rate of women who died during pregnancy or shortly after birth increased significantly during the
COVID-19 pandemic, according to data from the National Center for Health Statistics.18 The United States has
the highest maternal mortality rate in the industrialized world, unconscionable racial disparities in maternal
health access and outcomes, and nearly all regions of the country have seen declines in the availability of
maternity care.19, 20, 21
5

Uninsurance and under-insurance are major drivers of the U.S.’s alarming maternal and child mortality
rate. While Medicaid expansion has reduced both, Medicaid pays only about half what private insurers pay
for birth costs.22, 23, 24 This payment disparity sets up a two-tiered, unequal system of healthcare delivery under
which Medicaid-insured patients have fewer options, receive care in (under-resourced and therefore) lowerperforming hospitals, and are more likely to live in a maternity care “desert” with no access at all.25,26, 27, 28, 29
Black women in New York are three times more likely to die from a pregnancy-related cause than white women,
and in New York City, Black mothers are 12 times more likely to die from pregnancy-related complications.
According to the CDC, 63% of these deaths are preventable.30 While there are many reasons why Black
mothers and mothers-to-be experience poor treatment and access to care, the single largest contributing factor
to racial health disparities in New York’s infant and maternal outcome is the poorer quality of care provided at
a ‘concentrated set of “high minority-serving” hospitals’– where poor care quality is a direct result of racialized
underfinancing (as outlined above).31, 32
The U.S. is the only Organization for Economic Cooperation and Development (OECD) country to not
guarantee access to provider home visits or paid parental leave in the postpartum period.33,34 In most other
OECD countries, midwives outnumber OB-GYNs by several fold, and primary care plays a central role in
the health system. In the U.S. there are fewer midwives and more higher-paid OB-GYNs. Low-risk birthing
people under the care of midwives have had better outcomes than their contemporaries cared for by OBGYNs at every point in western history.35 The World Health Organization (WHO) recommends midwives as
an evidence-based approach to reducing maternal mortality and has found that midwives – supported by a
functional health system – can provide 87% of the essential care needed for women and newborns, and could
potentially reduce maternal and newborn deaths by two thirds.
Researchers have found that for births assisted by a midwife, the C-section rate was 30% lower among firsttime mothers and 40% lower among those who had previously given birth, compared to when women labored
under the care of an OB-GYN.36
Amber Rose, a 26-year-old Bronx woman and mother-to-be died after extended medical neglect that led
to an emergency c-section operation to bring her son Elias into the world. C-sections are more profitable
to hospitals and doctors than natural births. Despite the tragic lapses in care which lead to the unplanned
cesarean birth, Montefiore billed her family $2,000 after her death, which they were forced to pay.37

Disparities in insurance coverage cause health inequities
Nationally, 7.8% of white Americans are uninsured, while 11.4% of Black Americans, 20% of Hispanic
Americans, and 21.7% of Native Americans are uninsured.38 In New York, 3.9% of white Americans are
uninsured, while the rates of uninsurance are significantly higher for Black New Yorkers (6.5%), Hispanic
New Yorkers (11.3%), Asian New Yorkers (7.2%), and Native Americans (12.9%).
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Percentage of Uninsured Rates for the Nonelderly by Race/Ethnicity:

White

Black

Hispanic

Asian/Native
Hawakkan and
Pacific Islander

American
Indian/Alaska
Native

Multiple
Races

Total

United
States

7.8

11.4

20

7.4

21.7

8.2

10.9

New York

3.9

6.5

11.3

7.2

12.9

5.6

6.2

Kaiser Family Foundation, 2019

Coverage Matters: Insurance and Healthcare, published by
the National Institutes of Health, explains, “the voluntary,
employment-based approach to insurance coverage in the
United States functions less like a system and more like a
sieve. There are many ways to slip through the holes.” 39

Black Americans are 10% less likely to hold employer-sponsored health coverage than their white
counterparts. On average, employers pay 82% of workers’ health insurance premiums and 70% of workers’
families’ health insurance premiums.40 But Black employees are more than 70% more likely (11.5% vs. 6.7%) to
work for employers that do not contribute to their insurance premiums.
Having high-quality health insurance is directly related to whether patients seek healthcare. When insurance
loss is a risk, instability affects patients’ decision-making. They may choose short-term treatment options
requiring fewer follow-up visits, postpone visits to health practitioners, or avoid medical care altogether
in anticipation of future bills. An ongoing relationship with a healthcare provider is a valuable piece of
healthcare access. That connection is facilitated by continuous health coverage.
7

BIPOC communities have fewer hospital beds
Communities with majority Black and Latinx residents experience provider shortages more than other
communities all over the country. In New York, policymakers have made a number of decisions over the past 30
years that directed resources away from safety-net and community hospitals and the neighborhoods that they
served. These decisions include the deregulation of hospital rates, the elimination of regional health planning
agencies, and the diversion of Indigent Care Pool funds to wealthier hospitals and away from true safety-net
providers. Safety-net hospitals in New York serve populations that are more diverse than the state average
(32% of patients they discharged were white in 2016 compared to 51% of patients overall). Thus, decisions that
take resources away from these safety-net providers disproportionately hurt BIPOC New Yorkers.
Unequal reimbursement rates in the wake of hospital rate deregulation and other state policies have led to
disparities in access to hospitals. Safety-net hospitals that serve low-income people, BIPOC, and rural residents
in particular struggle to remain open.41 At the height of the first wave of COVID-19 in New York City, for
example, the Bronx had 27 cases per 100,000 people but only 2.7 beds per 1,000 people, while Manhattan
had only 12 cases per 100,000 people and 6.4 beds per 1,000 people.42
While it is widely believed that commercial insurers subsidize care for Medicaid and uninsured patients,
research suggests that hospitals cannot fully shift increased costs onto commercially-insured patients.43
Medicaid expansion appears to have helped hospitals; reductions in uncompensated care through state
Medicaid expansions were associated with a substantially lower likelihood of hospital closures, especially in
rural areas and in those with large numbers of uninsured patients.44

Social determinants of health impact health inequities
Social determinants of health are major drivers of the substantial racial inequities observed during the
COVID-19 pandemic. These social determinants include: the nature of employment opportunities; the quality
and cost of housing; the proximity to toxic environments; the prevalence of food insecurity; and the quality of
educational opportunities.
For example, many BIPOC work and live in environments that impose higher risks of exposure to COVID-19.
Many of these jobs were classified as “essential” during the pandemic and the workers who filled them risked
their own health. In New York City, more than 75% of essential and frontline workers are BIPOC.45 A recent
study found that only 17% of Latinx workers and 20% of Black American workers have jobs that permit working
remotely, while 30% of white workers can do so.46
Similarly, housing policies founded on racially-biased zoning and redlining policies leave BIPOC communities
living in low-quality housing that engenders poor health.47 Hypertension, obesity, chronic lung disease,
diabetes, and cardiovascular disease—conditions that often lead to severe complications for COVID-19
cases—are more prevalent in non-white communities.48 In the Bronx, which had some of the highest rates of
COVID-19 in New York State, 68% of apartments have maintenance defects that impact health.49

8

Housing inequities also mean that BIPOC are more likely to live in crowded conditions—when one member of
the household is exposed to COVID, the effect is multiplied because of the difficulty of social distancing.50, 51, 52
It is also important to recognize that before the pandemic, BIPOC communities of color were already
experiencing significant health inequities and relying on an under-resourced and unequal healthcare system.

Racism is a devastating root of chronic, undertreated disease and preventable
premature death. The physical and structural environment in which humans grow,
learn, work and play shapes intergenerational population health.53
Hand-washing is one of the most important ways to limit exposure to
and spread of infectious disease.
Race is the strongest predictor of water and sanitation access.
Black and Latinx populations are about twice as likely to lack access to
clean water in their homes. Native Americans are 19 times more likely
to lack access to clean water in their homes.54
Structural Racism, in this case, functions through residential segregation and public
divestment in Indigenous and Black communities, to exclude populations from
access to clean water and a critical public health intervention as simple as handwashing which shapes the racial distribution of COVID-19 in the US.
From Dr. Rhea Boyd presentation, cites Closing the Water Access Gap: A National Plan. Nov 2019;
Jones CP. Levels of racism: a theoretic framework and a gardener’s tale. Am J Public Health.
2000;90(8):1212-1215. Poverty; and Williams DR, Lawrence JA, Davis BA. Racism and Health:
Evidence and Needed Research. Annu Rev Public.55
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Insurance Coverage Does Not Equal Quality Care

Insurance coverage increases access to care, but being enrolled in an insurance
plan does not guarantee timely care or affordability
In 2019, the Campaign for New York Health published the People’s Report on Healthcare in New York based
on a statewide survey of 2,409 New Yorkers. Half of the respondents with insurance reported delaying or
skipping care due to cost, and 1 in 3 respondents reported worsened health conditions as a result of skipping
care. Other studies in the same time frame reported similar findings.56 According to Kaiser Family Foundation,
nearly half (46%) of insured adults report difficulty affording their out-of-pocket costs and one in four (27%)
report difficulty affording their deductible.57 About 6 in 10 Black and Hispanic adults (58% each) report
delaying or skipping at least one type of medical care in the past year due to cost, compared to half (49%) of
white adults.58
Compared to publicly-insured residents (those with Medicaid, Medicare, Tri-care and Veterans
Administration coverage), New York adults with private insurance through an employer or purchased on the
individual market report somewhat higher rates of worry and affordability burdens.59
Having health insurance lowers the likelihood
of medical debt and lowers the amount owed,
but even households with health insurance are
at risk of incurring medical debt due to illness
or injury. According to the Brookings Institute,
17.4% of households with insurance have medical
debt compared to 27.9% of households without
insurance. Among those with medical debt,
households with health insurance have an average
of $18,827.25, while households without health
insurance have an average of $31,947.87.60

“

Americans are more
afraid of the cost of
medical coverage than
their underlying illness,
according to NORC at the
University of Chicago.
Seniors, particularly lowincome seniors with chronic
diseases, are more likely
to become nonadherent to
medical and medication
prescriptions due to costs.

Medical debt is a leading cause of consumer
bankruptcy.61 A 2016 survey by the Kaiser Family
Foundation found that most people with medical
debt had health insurance.62 In 2007, at least 62%
of bankruptcies were at least partially attributable
to medical debt. Even after the implementation of
the Affordable Care Act in 2010, that number has
not decreased significantly.63
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Black households are more likely to hold medical debt.64, 65 27% of Black households hold medical debt
compared to 16.8% of non-Black households. These findings align with a 2020 Urban Institute report that
found medical debt was also higher and more concentrated in BIPOC communities than in white communities.66
Medical debt can appear on a person’s credit reports and lower their credit scores. This can reduce their access
to credit and make it harder to find a home or a job.
In many parts of New York, there are substantial racial disparities in who has incurred medical debt. In
Onondaga County, 14% of residents in white communities had medical bills in collection, while in BIPOC
communities, 41% of residents had medical bills put into collection.67, 68 Similarly, large disparities are observed
throughout the state. For example, in Monroe and Albany counties, the difference in the rate of medical debt for
white communities and BIPOC communities is 19% and 16%, respectively.
Black households are more likely to have medical debt at every age, but this debt disparity is particularly
acute for Black households past retirement age when households have access to Medicare.69 Black
households past retirement age still holding medical debt reflects how Black seniors have been denied the
ability to build wealth. Americans are more afraid of the cost of medical coverage than their underlying illness,
according to NORC at the University of Chicago.70 Seniors, particularly low-income seniors with chronic
diseases, are more likely to become nonadherent to medical and medication prescriptions due to costs.71

“A progressive economic agenda that seeks to raise the minimum
wage, for example, will benefit Black Americans, but it will not
change the fact that a dollar of income in Black hands buys less
safety, less health, less wealth, and less education than a dollar in
white hands.” 72

Reimbursement rates impact access to providers
More than half (61.1%) of Medicaid beneficiaries identify as Black, Hispanic, Asian American, or another nonwhite race or ethnicity.73 Differences in reimbursement rates between private insurance and public insurance
create a disincentive for providers to see lower income patients even though Medicaid provides crucial care to
millions of beneficiaries.74
From 2010 to 2015, an estimated 35.2% of all children’s visits to physicians were paid by Medicaid
(approximately 53.5 million visits). Payments per child visit to office-based physicians were higher for privatelyinsured children than Medicaid-covered visits in 2014 and 2015. Mean total payments were $88 higher for
11

“

Increased Medicaid
reimbursement
for office visits is
associated with an
increased likelihood
of a patient being
screened for cancer.

visits covered by private insurance ($214) than those
covered by Medicaid ($126). Given these generally
lower reimbursement rates, children and families enrolled
in Medicaid face greater difficulty gaining access to
physicians, obtaining timely appointments, or getting
referrals to specialists than their privately insured
counterparts.
A similar trend of lower reimbursement rates can be
seen when comparing Medicare payments and private
insurance payments.75 Kaiser Family Foundation reviewed
studies comparing private insurers’ and Medicare’s
provider payment rates over the period from 2010
to 2017 and found that nationally, private insurance
reimbursements to hospitals and providers are on average
significantly higher than Medicare reimbursements.76
Private insurers paid nearly double Medicare rates for all
hospital services (199% of Medicare rates, on average),
ranging from 141% to 259% of Medicare rates across the
studies reviewed by KFF. The difference between private

and Medicare rates was greater for outpatient than inpatient hospital services, which averaged 264% and
189% of Medicare rates overall, respectively. For physician services, private insurance paid 143% of Medicare
rates, on average, ranging from 118% to 179% of Medicare rates across studies.
The 2017 study “Public And Private Payments For Physician Office Visits” found that for physician office visits of
all types, total payments under Medicaid averaged 62.2% of the payment amounts under employer-sponsored
insurance and total payments under Medicaid averaged 73.7% of those under Medicare. Low Medicaid
payments are associated with lower provider participation rates and thus, some access problems.
Increased Medicaid reimbursement for office visits is associated with an increased likelihood of a patient
being screened for cancer. Medicaid reimbursement is an important tool for increasing screening among the
Medicaid-eligible population, who are currently less likely to be screened for cancer and more likely to present
with advanced-stage cancer than those with other insurance. Higher primary care Medicaid reimbursement
rates in 2013 and 2014 were associated with improved behavioral health outcomes, without a corresponding
increase in behavioral health services utilization, and had a positive spillover effect on behavioral health
outcomes: mental illness, substance use disorders, and tobacco product use.77, 78
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Solutions: New York can adopt health system
changes that reduce racial disparities in health
outcomes

Expanding public health coverage reduces racial inequities
and improves outcomes
The Affordable Care Act increased coverage rates for all racial and ethnic minorities. In 2014, Medicaid and
marketplace coverage expansions resulted in the greatest rate of increase in insurance coverage. Prior to the
implementation of the Affordable Care Act (ACA), nearly one in three Hispanic Americans and one in five Black
Americans were uninsured, compared to about one in eight white Americans. Since the ACA’s core coverage
provisions came into effect in 2014, uninsured rates fell across all racial and ethnic groups, with the biggest
coverage gains among Black and Hispanic Americans.
More comprehensive public health insurance programs play a major role in providing affordable healthcare
and better outcomes, especially for Black Americans. Eliminating racial differences in insurance coverage
will greatly reduce racial differences in health outcomes and survival.
Until age 65, Black Americans are 50% more likely to be uninsured and overall have worse health outcomes.79
But numerous studies have shown that when healthcare coverage and access are made more equal
between Black and Whites, then these health outcome differences dissipate or even reverse. For example:
Black Americans in the general population suffer from increased adjusted rates of cardiovascular and
noncardiovascular mortality in comparison to whites. But for those Americans, Black and white, who have
access to the special Medicare program that provides comprehensive and equal by race coverage to all
persons with end-stage renal disease for receiving long-term dialysis, Black Americans have better survival
rates than whites in most studies.80 Similarly, for U.S. military Veterans, both Black and white, who both have
coverage under, and hence in principle equal healthcare access in, the Veterans Administration medical system,
Black veterans have overall lower mortality and lower rates of coronary heart disease than the white veterans,
again in contrast to the higher rates experienced by Black Americans in the general civilian U.S. population.81
Studies like these suggest that making access to healthcare truly equal (same access and coverage without
eligibility determination and premiums, and including removal of point of service cost barriers such as copays,
deductible and other out-network and out-of-pocket costs), reduces, eliminates, and even reverses current
healthcare disparities between Black and white Americans.
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There is strong support for systemic change across race and party lines
Polling consistently shows that voters across race and party lines support systemic change in order to address
shortcomings in the healthcare system.
New York residents overwhelmingly see government as the key stakeholder that should act to address health
system problems.82 When Altarum Healthcare Value Hub asked New Yorkers the top three healthcare priorities
the government should work on, top vote-getters were: addressing high healthcare costs including prescription
drugs (46%); getting health insurance to those who cannot afford coverage (34%); and consumer protections
(31%) such as not being denied coverage or charged more if you have a pre-existing medical condition.
The Altarum study found that New Yorkers believe the problem causing high healthcare costs is unfair prices
charged by powerful industry stakeholders: insurance companies charging too much money (69%); hospitals
charging too much money (69%); drug companies charging too much money (68%); and large hospitals or
doctor groups using influence to get higher payments from insurance companies (56%). The Altarum study
found high support for change regardless of respondents’ political affiliation and suggests that addressing costs
should be a top priority for government.
In September 2021, Data for Progress published the results of a poll which found that New York voters
overwhelmingly agree that healthcare is a human right.83 84% of respondents agreed with the following
statement: “Healthcare is a human right. Only when our health doesn’t depend on our wealth can we truly
be free. Our state government must make sure that every New Yorker can go to the doctor when they need
to and fill their prescriptions every month. And we must recognize that full healthcare includes mental health
services and treatment and prevention for substance use disorder and overdose.” Black voters expressed the
highest percentage of agreement (88%) with this statement and agreement was high across political affiliation
(91% Democrats, 80% Independents, 71% Republicans). When asked about a specific policy, a majority
of respondents expressed support for the New York Health Act, described by Data for Progress as: “Some
lawmakers are proposing the New York Health Act, which would replace private health insurance with high
quality, publicly provided health insurance that covers all New Yorkers.” Support was highest among Black
respondents (74%) and Democrats (75%).
Findings published by Robert Wood Johnson Foundation and Community Service Society in March 2022 are
consistent with previous polling on healthcare, demonstrating strong concerns with healthcare affordability
and support for systemic change. Nine in 10 (91%) New Yorkers agree that healthcare needs to be made
affordable for everyone. Nearly seven in 10 New Yorkers blame the government, health insurers, drug
companies, and hospitals—in that order—for failing to control costs. And, three-quarters of respondents to
the RWJ and CSS survey said that systemic racism is a problem in the U.S. healthcare system, with Black and
Latinx respondents, women, and Democrats more likely to perceive systemic racism as a problem. However,
agreement was high across political affiliation with 80% of Independents and 76% of Republicans agreeing
with this view.84
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Analysis: Universal Healthcare is Needed
for Health Equity

Americans are paying for a health insurance system that is not meeting their needs and is perpetuating inequity
— and BIPOC communities suffer the worst consequences in shortened lives and economic stress. Lack of
insurance or having inadequate health insurance exacerbates and perpetuates both broad inequities and
health inequities — they are intertwining and have deadly consequences, as has been witnessed since the
beginning of the COVID-19 pandemic. According to recent research from Families USA, each 10% increase
in the proportion of a county’s residents who lacked health insurance was associated with a 70% increase in
COVID-19 cases and a 48% increase in COVID-19 deaths.85 Nationally, roughly 1 out of every 3 COVID-19
deaths have been linked to health insurance gaps and more than 40% of all COVID-19 infections are
associated with health insurance gaps.
Expanding coverage improves health outcomes, but having insurance coverage alone is not enough to
guarantee access to affordable or comprehensive care. We saw earlier that even Americans with insurance
struggle with medical debt, and the quality of the insurance plan determines whether a patient will seek care or
be able to access providers.
A universal system of publicly-funded, guaranteed healthcare, often referred to as “single-payer
healthcare,” is the most equitable and affordable way to achieve comprehensive coverage for all, to promote
racial health equity, and to achieve fair payments to healthcare providers and hospitals. A health system that
pays for care rather than increasing profits will save lives and money, and promote health equity.
“Single-payer” refers to a type of universal healthcare in which the costs of care for all residents are paid
for by a single public system. All residents would be covered by the same plan, ending the current system of
segregated care that is created by differences in health plans. Single-payer healthcare would eliminate the
burden of medical debt by establishing a healthcare financing system without copays, deductibles, or point-ofservice payments.
Several studies of both state-level and national single-payer healthcare plans show that this type of
system generates substantial savings for the health system overall and for patients while also guaranteeing
coverage. For example, the 2018 RAND Corporation study of the New York Health Act found that New York
State would see an overall decrease in health spending with a net savings of $80 billion over ten years by
transitioning to a single-payer system that shifts how healthcare payments are made, with taxes replacing
premiums and out-of-pocket payments for covered services. RAND also found that 90% of New Yorkers would
spend less than they do now on healthcare, with the greatest savings for individuals earning $81,000 or less
annually. 86, 87 RAND’s assessment that a single-payer healthcare system is more affordable than the current,
fragmented privatized system of healthcare financing is backed up by studies of proposals for a national singlepayer system.
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By eliminating cost-sharing – the out-of-pocket costs such as copays that act as financial barriers to care
– universal single-payer healthcare will end the burden of medical debt, which disproportionately harms
BIPOC communities. Bringing all residents into a single public plan would eliminate the inequity in access that
results from an intentionally fragmented system where the type of insurance plan determines which healthcare
providers are available to patients. This is reflected in the studies previously cited of improved health outcomes
for Black Americans once they reach Medicare age and lower mortality rates for Black Americans in the VA
system.
A 2006 study in the American Journal of Public Health comparing access to care and health disparities in the
United States and Canada found that compared with Canadians, U.S. respondents were less likely to have a
regular doctor, more likely to have unmet health needs, and more likely to forgo needed medicines.88 Though
racial disparities were present in both countries, they were more extreme in the United States, leading the
authors to conclude that universal coverage reduces most inequities in care.
While guaranteed, universal healthcare would not solve all of the conditions that lead to racial inequity in health
– such as inequity in housing, food access, occupational risk, exposure to pollution – a universal, single-payer
healthcare program like that proposed by the New York Health Act would significantly remove many of the
structural barriers that perpetuate inequity in healthcare access for BIPOC patients.

We have to confront the ways inequality
is “constructed and perpetuated.” 89

The COVID pandemic has heightened awareness of healthcare inequity and has pushed guaranteed, universal
healthcare even further into mainstream conversation. People and institutions being devastated by medical
debt, seeing loved ones die from preventable conditions, worker burnout, delayed care and restrictive doctor
networks are seeing that universal, single-payer healthcare eliminates all of those problems. Polls and media
show that healthcare is a top concern for voters, and there is high support for systemic change.
On December 23, 2021, Governor Kathy Hochul signed into law S.2987-A/A.5679 which declares racism
as a public health crisis and establishes a working group to promote racial equity within the New York State
Department of Health. This group “shall address issues related to racism as a public health crisis,” which
includes issuing legislative recommendations. Based on the studies presented above, passing universal singlepayer healthcare would be the most direct and systemic way to promote racial health equity.
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New Yorkers in Their Own Words
Dr. Frances Ilozue, Primary Care Doctor, Buffalo
Everyday, I have to battle with insurance companies to authorize the treatments my
patients need. One of my diabetic patients has been managing her diabetes for 25
years. When I first began seeing her, her diabetes was under control. In mid-2021,
her insurance company stopped covering her medication. Her new medication
does not control her diabetes. Her vision became blurry and now she has to seek
vision care.
If a patient’s diabetes is not under control, the risks include neuropathy and kidney
failure. The insurance companies add unnecessary barriers to care when patients
are already facing other struggles that impact their health, such as their housing
environment or access to quality food. We need universal healthcare to meet the
needs of our patients, reduce waste, and focus on planning to meet healthcare
needs.

Tonia Bazel, RN, Albany Medical Centre,
Infectious Disease Unit
I have cared for a multitude of patients who won’t and don’t go to the
doctor or clinic when they are ill because they are either under-insured or
not insured at all, and I have been there myself. I had to choose between
feeding and keeping a safe roof over my family’s head versus paying co-pays
and deductibles for doctor visits and my diabetic medication. I went without
medical care for 5 years. By that time my blood sugar was dangerously high
and my vision had been compromised.
I had to file bankruptcy in order not to lose my home because of mounting
medical bills, while on short term disability for having had two different
surgical interventions on my back, consequences of my choice to be a nurse.
Bankruptcy had a long-term effect on this black woman’s credit.
I’ve had patients leave the hospital stating they can’t afford their hospital stay
because insurance won’t cover it. I have family members who have lost a limb
or two because they couldn’t afford medical care, or they have died, much
too soon, because they were among those who fall through the fissures in our
current healthcare system. Low-income individuals and families are unable to
participate in preventative care under our current system. The least our country
and the state of New York should offer them is affordable healthcare for their
contribution to our prosperity. A universal, single-payer system is a big step in
the right direction.
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Sequoia Kemp, Doula
I see the challenges my clients face by not having access to quality
healthcare coverage. Women and children are suffering from
preventable health issues because of this. Not being able to afford
necessary medication for pre-existing medical conditions impacts their
mental, physical and social well-being.
If we want to see an improvement in the health of our women and
children in New York State, we need to ensure that every New Yorker
has healthcare coverage. The New York Health Act will ensure that
babies have the health coverage they need with no cost to the
family, especially if the infant or mother becomes ill. It would allow
mothers to have extended care during their postpartum recovery
and increase access to healthcare for thousands of people who
suffer from reproductive health issues such as fibroids, endometriosis,
polycystic ovary syndrome and so many other conditions that often go
undiagnosed or untreated.

Dejia, Buffalo
Most of my credit problems have been from medical bills for times I’ve been to the
emergency room. Right after finishing college, I got sick with the flu, and the health
insurance I had at my job came with a $5,000 deductible. My hospital visit was
$2,000 and I was stuck with that cost, so straight out of college I had a really huge
financial burden on my credit.

Desmond Abrams, Buffalo
In 2012, I had a mental health episode that left me in Erie County
Medical Center. I was transported there in an ambulance. A
10-minute ambulance ride cost me over $800 and stayed on
my credit report for five years. I was unable to open a credit
card and meant that my options for housing were limited to
places that didn’t ask for a credit score.
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Dariella Rodriguez, Bronx
My son’s appendix ruptured. We took him to the hospital and learned he needed emergency treatment. The billing
department advised me to apply for Emergency Medicaid and Child Health Plus.They said there was going to be
a gap between the costs and what my insurance would cover. Before he even had the surgery, I was getting a
bill for $90,000 that my insurance wouldn’t cover. I’ve been contacted by debt collectors and I am concerned
about what this debt is going to mean for my family.
The New York Health Act is critical whether we are insured or not. It’s important to have benefits that pay for the
care we need and protect our families so that we are not crushed by tens of thousands of dollars for emergency
medical costs.

Dr. Karim Sariahmed, Medical Resident,
Montefiore Medical Center
If you walk into the emergency room where I
work, you can see the deprivation in the system.
Even outside of a COVID surge, people are often
packed like sardines because patients are going
to the emergency room for things that could be
taken care of by a primary care doctor. They often
have no other choice. Patients with Medicaid and
Medicare can’t get seen by a primary care doctor
soon enough. People wait for hours in what looks
like a sea of suffering. There aren’t enough nurses on
the floors and ICU. The workers are exhausted and
stressed out. Everything takes longer than it would
in a wealthier part of the health system and it takes
longer to identify and help people with true medical
emergencies.
During one shift in the ER, a South Asian patient
was complaining of a worsening dizziness he’d
been feeling for several weeks. I did the exam and
found neurological abnormalities. We did a CT
scan and found he had metastatic cancer in his
brain. While medical tragedies are a reality, many
of the common cancers which go to the brain can
be found and prevented through screening when
patients are connected to primary care. For many,
it is within the power of modern medicine to find
cancer earlier. Instead of discovering cancer with
a physician you know and trust, many instead are

receiving catastrophic diagnoses in undignified
conditions without much support. These are the
conditions inflicted on the 140 million poor people
in this country by a health system built to extract
wealth from them. We need universal healthcare,
we need a real public health system to manage
preventable diseases, and we need to treat every
life as valuable.
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Dr. Iman Hassan, Primary Care Doctor, Bronx
One of my patients doesn’t have a stable place to live. He has diabetes and
he needs insulin. But he doesn’t have health insurance. It costs hundreds of
dollars a month to be able to afford insulin and essential sugar monitoring
and testing supplies that are needed when you are on insulin. I tried all
kinds of other cheaper medications, but they were not enough. A few
months ago, he needed an amputation. That should not be the story of our
healthcare system.
Not too long ago, a person close to me was trying to get healthcare at a
clinic and was told that the clinic didn’t accept his insurance. When we told
them the name of the health insurance, the clinic representative asked, “Is
that Medicaid? We don’t take Medicaid,” and hung up. Why should the
type of health insurance dictate the kind of healthcare you receive or the
kinds of healthcare institutions you are invited into? There shouldn’t be one
healthcare system for the poor and one healthcare system for the rich.

Y, Ithaca
I am not eligible for insurance because of my immigration status. At 47, I feel like an old
car that needs a check up. My son has Medicaid and it was very difficult to find a dentist
for him because many dentists don’t accept Medicaid. It’s very discriminatory.

Vanessa Cid, Kingston
The health system we have continues to place profits before human
lives. I lost my brother to cancer. Had he been able to get checked
out for the symptoms and pain he was having, this probably
could have been prevented. He was turned away from getting
chemotherapy because he was undocumented and couldn’t get
health insurance. My brother always chose placing food before his
family, paying rent and utilities over his own well-being because it’s
all he could afford, despite him always falling ill. When he could
finally afford treatment, it was 3 months too late and my brother
passed away in debt, leaving not a single cent to his 8 year old
son.
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Michelle Gonzalez, RN, Montefiore Medical Center
When COVID began, we all knew there was a risk of exposure to ourselves and our
families. Because we lacked proper PPE, I got sick. And then my parents, who I live with,
got sick. I watched as COVID spread through their lungs, deteriorating their health. We
were able to somehow commandeer an oxygen machine because we got a prescription
from Urgent Care. The oxygen machine was $3,000, and we immediately started getting
calls now from the insurance company to pay for it. Without this machine, my father was
going to die.

Eladio, Orleans County
In December 2022, my wife had a stroke and needed to go to the emergency room. We
received a $3,500 bill that then went into collections. A charity helped us pay half the bill
and then we finished paying in monthly installments of $200. This was very difficult for our
family.

21

Acknowledgements

Campaign for New York Health extends our deep appreciation to the hundreds of healthcare advocates
who shared their healthcare stories with us in 2021. This report was made possible thanks to the contributions
of campaign partners and volunteers. Special thanks to Ursula Rozum, Carrie Tracy, Rev. Brian Lotheridge,
Steve Auerbach, Rev. West McNeill, YuLing Koh Hsu, Roona Ray, Morgan Moore, Kathryn Cecen, Josefina
Hernandez, Roberta Todd, Gregory Reynoso, and Carlyn Cowen for your role in completing this reporting, and
to the Black, Puerto, Rican, Hispanic, and Asian Legislative Caucus for helping to bring attention to the findings
and promoting health equity through legislation.
Financial support was provided by the Health Foundation for Western and Central New York and Physicians for
a National Health Program - NY Metro.

About Campaign
for New York Health

The Campaign for New York Health is a 501c4 statewide coalition dedicated to enacting a universal singlepayer healthcare in New York State. CNYH brings together more than 300 organizations including the New
York State Nurses Association, Physicians for a National Health Program, New York Statewide Senior Action
Council, Metro Justice, Chinese-American Planning Council, Citizen Action of New York, Community Service
Society of New York, Democratic Socialists of America (NYC), For the Many, New York Labor-Religion
Coalition, Make the Road New York, Metro New York Health Care for All, New York Progressive Action
Network, Northwest Bronx Community & Clergy Coalition, and Working Families Party.

info@nyhcampaign.org
www.nyhcampaign.org
@NYHCampaign
#PassNYHealth #MedicareforAll

www.nyhcampaign.org/report2022
22

References:
1. New York State Department of Health. COVID-19 Testing Tracker. 2022.
https://coronavirus.health.ny.gov/covid-19-testing-tracker?%3Aembed=yes&%3Atoolbar=no&%3Atabs=n
2. Goldstein, Joseph. “During the Omicron surge, Black New Yorkers were hospitalized at a rate more than twice that of white
residents.” The New York Times, 23 March 2022.
https://www.nytimes.com/2022/03/03/nyregion/omicron-hospitalizations-new-york-city.html?searchResultPosition=4
3. New York State Governor’s Office.. “Governor Hochul Signs Package of Legislation to Address Discrimination and Racial
Injustice.” 23 Dec 2021.
https://www.governor.ny.gov/news/governor-hochul-signs-package-legislation-address-discrimination-and-racial-injustice
4. Boyd, Rhea B. “Pandemics + Policing + Protest: on racism and health.” Physicians for a National Health Plan, 14 Nov 2020.
https://pnhp.org/system/assets/uploads/2020/11/AnnualMeeting2020_RheaBoyd.pdf
5. Bassett, M. “Why Your Doctor Should Care About Social Justice.” TedMed, Nov 2025.
https://www.ted.com/talks/mary_bassett_why_your_doctor_should_care_about_social_justice/transcript
6. “Differential Impacts of COVID-19 in New York State.” State University of New York: University at Albany, July 2020. https://
www.albany.edu/communicationsmarketing/covid-19-documents/Racial%20Disparities%20in%20COVID-19%20Bonus%20
Briefing%20Paper%5B2%5D.pdf
7. Yi, S. S., Ðoàn, L. N., Choi, J. K., Wong, J. A., Russo, R., Chin, M., Islam, N. S., Taher, M. D., Wyatt, L., Chong, S. K., TrinhShevrin, C., & Kwon, S. C. (2021). With No Data, There’s No Equity: Addressing the Lack of Data on COVID-19 for Asian American
Communities. EClinicalMedicine, 41, 101165.
https://doi.org/10.1016/j.eclinm.2021.101165
https://www.thelancet.com/journals/eclinm/article/PIIS2589-5370(21)00445-4/fulltext
8. Taylor, J. “Racism, Inequality, and Health Care for African Americans.” The Century Foundation, 19 Dec 2019. https://tcf.org/
content/report/racism-inequality-health-care-african-americans/
9. “U.S. Covid-19 Risk Index.” The Social Progress Imperative, n.d. http://us-covid19-risk.socialprogress.org/
10. Blatto, A. “A City Divided: A brief history of segregation in Buffalo.” Partnership for the Public Good, April 2018. https://
ppgbuffalo.org/files/documents/data-demographics-history/a_city_divided__a_brief_history_of_segregation_in_the_city_of_
buffalo.pdf
11. Poloncarz, Mark (@markpoloncarz). 6 May 2020. Tweet. https://twitter.com/markpoloncarz/status/1258105385283657729
12. Taylor, J. “Racism, Inequality, and Health Care for African Americans.” The Century Foundation, 19 Dec 2019. https://tcf.org/
content/report/racism-inequality-health-care-african-americans/
13. Knauss, T. “How a pandemic laid bare CNY’s health crisis.” Syracuse.com, 13 Aug 2020. https://www.syracuse.com/
coronavirus/2020/08/how-a-pandemic-laid-bare-cnys-health-crisis.html
14. Boyd, Rhea B. “Pandemics + Policing + Protest: on racism and health.” Physicians for a National Health Plan, 14 Nov 2020.
https://pnhp.org/system/assets/uploads/2020/11/AnnualMeeting2020_RheaBoyd.pdf
15. Grooms J., Ortega A., and Rubalcaba J.A.A.. “The COVID-19 public health and economic crises leave vulnerable populations
exposed.” The Brookings Institution, 13 Aug 2020. https://www.brookings.edu/blog/up-front/2020/08/13/the-covid-19-publichealth-and-economic-crises-leave-vulnerable-populations-exposed/
16. Dubay L., Aarons J., Brown S., and Kenney G.M.. “How Risk of Exposure to the Coronavirus at Work Varies by Race and Ethnicity
and How to Protect the Health and Well-Being of Workers and Their Families.” The Urban Institute, 2 Dec 2020. https://www.urban.
23

org/research/publication/how-risk-exposure-coronavirus-work-varies-race-and-ethnicity-and-how-protect-health-and-well-beingworkers-and-their-families/view/full_report
17. Parrott J.A. and Moe L. “The New Strain of Inequality: The Economic Impact of Covid-19 in New York City.” The New School:
Center for New York City Affairs, 15 April 2020. https://static1.squarespace.com/static/53ee4f0be4b015b9c3690d84/t/5e974
be17687ca34b7517c08/1586973668757/NNewStrainofInequality_April152020.pdf
18. Clark, M. “Increase in Maternal Mortality During COVID Underscores Need for Policy Changes.” Georgetown University Health
Policy Institute, 25 Feb 2022. https://ccf.georgetown.edu/2022/02/25/increase-in-maternal-mortality-during-covid-underscoresneed-for-policy-changes/#:~:text=The%20rate%20of%20women%20who,than%20twice%20the%20national%20average.
19. Melillo J. “US Ranks Worst in Maternal Care, Mortality Compared With 10 Other Developed Nations.” American Journal of
Managed Care, 3 Dec 2020. https://www.ajmc.com/view/us-ranks-worst-in-maternal-care-mortality-compared-with-10-otherdeveloped-nations
20. Artiga S., Pham O., Orgera K., and Ranji U. “Racial Disparities in Maternal and Infant Health: An Overview.” The Kaiser Family
Foundation, 10 Nov 2020. https://www.kff.org/report-section/racial-disparities-in-maternal-and-infant-health-an-overview-issuebrief/
21. “Nowhere to Go: Maternity Care Deserts Across the U.S. (2020 Report).” March of Dimes, 2020. https://www.marchofdimes.
org/research/maternity-care-deserts-report.aspx
22. Eliason E. L. (2020). Adoption of Medicaid Expansion Is Associated with Lower Maternal Mortality. Women’s health issues :
official publication of the Jacobs Institute of Women’s Health, 30(3), 147–152. https://doi.org/10.1016/j.whi.2020.01.005.
23. Bhatt, C. B., & Beck-Sagué, C. M. (2018). Medicaid Expansion and Infant Mortality in the United States. American journal of
public health, 108(4), 565–567. https://doi.org/10.2105/AJPH.2017.304218.
24. “The Cost of Having a Baby in the United States.” Catalyst, Jan 2013. https://www.catalyze.org/product/2013-cost-babyunited-states/
25. Calman N., Ruddock C., Golub M., and Le L. “Separate and Unequal: Medical Apartheid in New York City.” Bronx Health
Reach, October 2005. https://www.latinoshe.org/pdf/MedicalApartheidNYC.pdf
26. Declercq, E., Sakala, C., & Belanoff, C. (2020). Women’s experience of agency and respect in maternity care by type of
insurance in California. PloS one, 15(7), e0235262. https://doi.org/10.1371/journal.pone.0235262
27. McKinley, L. P., Wen, T., Gyamfi-Bannerman, C., Wright, J. D., Goffman, D., Sheen, J. J., D’Alton, M. E., & Friedman, A. M. (2021).
Hospital Safety-Net Burden and Risk for Readmissions and Severe Maternal Morbidity. American journal of perinatology, 38(S 01),
e359–e366. https://doi.org/10.1055/s-0040-1710544
28. Caress C. and Parrott J. “On Restructuring the NYC Health+Hospitals Corporation: Preserving and expanding access
to care for all New Yorkers.” New York State Nurses’ Association, Oct 2017. https://www.nysna.org/sites/default/files/
attach/419/2017/09/RestructuringH%2BH_Final.pdf
29. “Nowhere to Go: Maternity Care Deserts Across the U.S. (2020 Report).” March of Dimes, 2020. https://www.marchofdimes.
org/research/maternity-care-deserts-report.aspx
30. Pregnancy Mortality Surveillance System. U.S. Centers for Disease Control and Prevention, n.d. https://www.cdc.gov/
reproductivehealth/maternal-mortality/pregnancy-mortality-surveillance-system.htm?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.
gov%2Freproductivehealth%2Fmaternalinfanthealth%2Fpregnancy-mortality-surveillance-system.htm
31. Howell, E. A., Egorova, N. N., Balbierz, A., Zeitlin, J., & Hebert, P. L. (2016). Site of delivery contribution to black-white severe
maternal morbidity disparity. American journal of obstetrics and gynecology, 215(2), 143–152. https://doi.org/10.1016/j.
ajog.2016.05.007
32. McFadden, K. “NYHA Testimony: Preventable Deaths at SUNY Downstate.” Brooklyn Grows, 19 Nov 2019. https://www.
brooklyngrows.com/blog/2019/12/19/nyha-testimony-preventable-deaths-at-suny-downstate
24

33. Tikkanen R., Gunja M.Z., FitzGerald M., and Zephyrin L. “Maternal Mortality and Maternity Care in the United States Compared
to 10 Other Developed Countries.” The Commonwealth Fund, 18 Nov 2020. https://www.commonwealthfund.org/publications/
issue-briefs/2020/nov/maternal-mortality-maternity-care-us-compared-10-countries
34. “Midwives can prevent two-thirds of deaths among women and newborns – UN report.” UN News, 3 June 2014. https://news.
un.org/en/story/2014/06/469852
35. Ehrenreich, B. and English, D. Witches, Nurses, and Midwives (2nd edition). The Feminist Press, 1973. https://www.feministpress.
org/books-n-z/witches-midwives-nurses-second-edition
36. Carroll, L. “Fewer C-sections when low-risk deliveries handled by midwives.” Reuters, 10 Oct 2019. https://www.reuters.com/
article/us-health-birth-midwives-idUSKBN1WP38D
37. Olumhense, E. “Family of Bronx Woman Who Died in Childbirth Gets $2K Hospital Bill.” The City, 6 May 2020. https://www.
thecity.nyc/health/2020/5/6/21267838/family-of-bronx-woman-who-died-in-childbirth-gets-2k-hospital-bill
38. “Uninsured Rates for the Nonelderly by Race/Ethnicity.” Kaiser Family Foundation, n.d. https://www.kff.org/uninsured/stateindicator/nonelderly-uninsured-rate-by-raceethnicity/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22s
ort%22:%22asc%22%7D
39. Institute of Medicine. 2001. Coverage Matters: Insurance and Health Care. Washington, DC: The National Academies Press.
https://doi.org/10.17226/10188.
40. “Average Annual Firm and Worker Premium Contributions and Total Premiums for Covered Workers for Single and Family
Coverage, by Plan Type, 2017 9060.” Kaiser Family Foundation, n.d.. https://www.kff.org/report-section/ehbs-2017-summary-offindings/attachment/figure%20a-12/
41. “Safety-Net Health Systems At Risk: Who Bears The Burden Of Uncompensated Care?”, Health Affairs Blog, May 10, 2018.
https://www.healthaffairs.org/do/10.1377/forefront.20180503.138516/full/
42. Dunker A. and Benjamin E. “How structural inequities in New York’s healthcare system exacerbate health disparities during the
Covid-19 pandemic: a call for equitable reform.” Community Service Society, June 2020. https://smhttp-ssl-58547.nexcesscdn.net/
nycss/images/uploads/pubs/Covid_Healthcare_V1.pdf
43. Frakt A. B. (2014). The end of hospital cost shifting and the quest for hospital productivity. Health services research, 49(1), 1–10.
https://doi.org/10.1111/1475-6773.12105
44. Lindrooth, R. C., Perraillon, M. C., Hardy, R. Y., & Tung, G. J. (2018). Understanding The Relationship Between Medicaid
Expansions And Hospital Closures. Health affairs (Project Hope), 37(1), 111–120. https://doi.org/10.1377/hlthaff.2017.0976
45. Gonen Y., Choi A., and Velasquez J. :NYC Blacks and Hispanics Dying of COVID-19 at Twice the Rate of Whites, Asians.” The
City, 8 Apr 2020. https://www.thecity.nyc/coronavirus/2020/4/8/21216826/nyc-blacks-and-hispanics-dying-of-covid-19-attwice-the-rate-of-whites-asians
46. Gold E. and Shierholz H. “Not everybody can work from home.” Economic Policy Institute: Working Economics Blog, 19 Mar
2020. https://www.epi.org/blog/black-and-hispanic-workers-are-much-less-likely-to-be-able-to-work-from-home/
47. Habib, R. R., Mahfoud, Z., Fawaz, M., Basma, S. H., & Yeretzian, J. S. (2009). Housing quality and ill health in a disadvantaged
urban community. Public health, 123(2), 174–181. https://doi.org/10.1016/j.puhe.2008.11.002
48. Garg, S., Kim, L., Whitaker, M., O’Halloran, A., Cummings, C., Holstein, R., Prill, M., Chai, S. J., Kirley, P. D., Alden, N. B.,
Kawasaki, B., Yousey-Hindes, K., Niccolai, L., Anderson, E. J., Openo, K. P., Weigel, A., Monroe, M. L., Ryan, P., Henderson, J., Kim,
S., … Fry, A. (2020). Hospitalization Rates and Characteristics of Patients Hospitalized with Laboratory-Confirmed Coronavirus
Disease 2019 - COVID-NET, 14 States, March 1-30, 2020. MMWR. Morbidity and mortality weekly report, 69(15), 458–464.
https://doi.org/10.15585/mmwr.mm6915e3
49. New York City Department of Health. “How healthy is your community?” n.d. https://www1.nyc.gov/site/doh/data/data25

publications/profiles.page
50. Taylor K.Y. “The black plague.” The New Yorker, 16 Apr 2020. https://www.newyorker.com/news/our-columnists/the-blackplague
51. Dunker A. and Benjamin E. “How structural inequities in New York’s healthcare system exacerbate health disparities during the
Covid-19 pandemic: a call for equitable reform.” Community Service Society, June 2020. https://smhttp-ssl-58547.nexcesscdn.net/
nycss/images/uploads/pubs/Covid_Healthcare_V1.pdf
52. Vergano D. and Goba K. “Why The Coronavirus Is Killing Black Americans At Outsize Rates Across The US.” BuzzFeed News,
10 Apr 2020. https://www.buzzfeednews.com/article/danvergano/coronavirus-black-americans-covid19
53. Jones C. P. (2000). Levels of racism: a theoretic framework and a gardener’s tale. American journal of public health, 90(8),
1212–1215. https://doi.org/10.2105/ajph.90.8.1212
54. McGraw G. and Fox R. “Closing the Water Access Gap: A National Plan.” U.S. Water Alliance, Nov 2019. http://
uswateralliance.org/sites/uswateralliance.org/files/publications/Closing%20the%20Water%20Access%20Gap%20in%20the%20
United%20States_DIGITAL.pdf
55. Boyd, Rhea B. “Pandemics + Policing + Protest: on racism and health.” Physicians for a National Health Plan, 14 Nov 2020.
https://pnhp.org/system/assets/uploads/2020/11/AnnualMeeting2020_RheaBoyd.pdf
56. “New Yorkers Struggle to Afford High Healthcare Costs; Support a Range of Government Solutions Across Party Lines.”
Healthcare Value Hub, March 2019. https://www.healthcarevaluehub.org/advocate-resources/publications/new-yorkers-struggleafford-high-healthcare-costs-support-range-government-solutions-across-party-lines
57. Kearney A., Hamel L., Stokes M., and Brodie M. “Americans’ Challenges with Health Care Costs.” 14 Dec 2021. https://
www.kff.org/health-costs/issue-brief/americans-challenges-with-health-care-costs/#:~:text=Nearly%20half%20(46%25)%20
of,significant%20consequences%20for%20U.S.%20families.
58. Gliadkovstaya, A. “KFF poll: Half of US adults avoided care in the past year due to costs.” Fierce Healthcare, 16 Dec 2021.
https://www.fiercehealthcare.com/finance/kff-poll-half-u-s-adults-avoided-care-past-year-due-to-costs
59. “New Yorkers Struggle to Afford High Healthcare Costs; Support a Range of Government Solutions Across Party Lines.”
Healthcare Value Hub, March 2019. https://www.healthcarevaluehub.org/advocate-resources/publications/new-yorkers-struggleafford-high-healthcare-costs-support-range-government-solutions-across-party-lines
60. Perry A.M., Crear-Perry J., Romer C., and Adjeiwaa-Manu N. “The racial implications of medical debt: How moving toward
universal health care and other reforms can address them.” The Brookings Institution, 5 Oct 2021. https://www.brookings.edu/
research/the-racial-implications-of-medical-debt-how-moving-toward-universal-health-care-and-other-reforms-can-address-them/
61. Perry A.M., Crear-Perry J., Romer C., and Adjeiwaa-Manu N. “The racial implications of medical debt: How moving toward
universal health care and other reforms can address them.” The Brookings Institution, 5 Oct 2021. https://www.brookings.edu/
research/the-racial-implications-of-medical-debt-how-moving-toward-universal-health-care-and-other-reforms-can-address-them/
62. Hamel, Liz et al. “The Burden of Medical Debt: January 2016 Results from the Kaiser Family Foundation/New York Times Medical
Bills Survey.” Kaiser Family Foundation, Jan 2016. https://www.kff.org/wpcontent/uploads/2016/01/8806-the-burden-ofmedical-debt-results-from-the-kaiser-family-foundation-new-yorktimes-medical-bills-survey.pdf. 4 Anderson, Gerard. “From ‘Soak th
63. Himmelstein, D. U., Thorne, D., Warren, E., & Woolhandler, S. (2009). Medical bankruptcy in the United States, 2007: results of
a national study. The American journal of medicine, 122(8), 741–746. https://doi.org/10.1016/j.amjmed.2009.04.012
64. “Medical Debt Burden in the United States.” Consumer Finance Protection Bureau, Feb 2022. https://files.consumerfinance.
gov/f/documents/cfpb_medical-debt-burden-in-the-united-states_report_2022-03.pdf
65. Perry A.M., Crear-Perry J., Romer C., and Adjeiwaa-Manu N. “The racial implications of medical debt: How moving toward
universal health care and other reforms can address them.” The Brookings Institution, 5 Oct 2021. https://www.brookings.edu/
research/the-racial-implications-of-medical-debt-how-moving-toward-universal-health-care-and-other-reforms-can-address-them/
26

66. “Medical Debt.” from: “Debt in America: an Interactive Map.” The Urban Institute, 31 Mar 2021. https://apps.urban.org/
features/debt-interactive-map/?type=medical&variable=perc_debt_med
67. “Debt Delinquency.” from: “Medical Debt.” from: “Debt in America: an Interactive Map.” The Urban Institute, 31 Mar 2021.
https://apps.urban.org/features/debt-interactive-map/?type=medical&variable=perc_debt_med
68. “Debt Delinquency.” from: “Medical Debt.” from: “Debt in America: an Interactive Map.” The Urban Institute, 31 Mar 2021.
https://apps.urban.org/features/debt-interactive-map/?type=overall&variable=pct_debt_collections
69. Perry A.M., Crear-Perry J., Romer C., and Adjeiwaa-Manu N. “The racial implications of medical debt: How moving toward
universal health care and other reforms can address them.” The Brookings Institution, 5 Oct 2021. https://www.brookings.edu/
research/the-racial-implications-of-medical-debt-how-moving-toward-universal-health-care-and-other-reforms-can-address-them/
70. “Americans’ View of Healthcare Costs, Coverage, and Policy.” University of Chicago: NORC, Mar 2018. https://www.norc.
org/PDFs/WHI%20Healthcare%20Costs%20Coverage%20and%20Policy/WHI%20Healthcare%20Costs%20Coverage%20
and%20Policy%20Issue%20Brief.pdf
71. Briesacher, B. A., Gurwitz, J. H., & Soumerai, S. B. (2007). Patients at-risk for cost-related medication nonadherence: a review of
the literature. Journal of general internal medicine, 22(6), 864–871. https://doi.org/10.1007/s11606-007-0180-x
72. Percheski, C., & Gibson-Davis, C. (2020). A Penny on the Dollar: Racial Inequalities in Wealth among Households with Children.
Socius.
73. “Racial and Ethnic Disparities in Medicaid: an Annotated Bibliography.” Medicare and CHIP Payment Access Commission,
Apr 2021. https://www.macpac.gov/wp-content/uploads/2021/04/Racial-and-Ethnic-Disparities-in-Medicaid-An-AnnotatedBibliography.pdf
74. Muhuri P. and Machlin S. Differences in Payments for Child Visits to Office-Based Physicians: Private versus Medicaid Insurance,
2010 to 2015. Agency for Healthcare Research and Quality, Aug 2017
75. Summary of research: Medicaid physician payment and access to care. American Medical Association, 2020. https://www.
ama-assn.org/system/files/2020-10/research-summary-medicaid-physician-payment.pdf
76. Lopez E., Neuman T., Jacobson G., and Levitt L. “How Much More Than Medicare Do Private Insurers Pay? A Review of the
Literature.” Kaiser Family Foundation, 15 Apr 2020. https://www.kff.org/medicare/issue-brief/how-much-more-than-medicare-doprivate-insurers-pay-a-review-of-the-literature/
77. Maclean J.C., McClellan C., Pesko M.F., and Polsky D. Reimbursement Rates for Primary Care Services: Evidence of Spillover
Effects to Behavioral Health. NBER Working Paper No. 24805, July 2018
78. Halpern, M. T., Romaire, M. A., Haber, S. G., Tangka, F. K., Sabatino, S. A., & Howard, D. H. (2014). Impact of state-specific
Medicaid reimbursement and eligibility policies on receipt of cancer screening. Cancer, 120(19), 3016–3024. https://doi.
org/10.1002/cncr.28704
79. Hill L., Artiga S., and Haldar S. “Key Facts on Health and Health Care by Race and Ethnicity.” Kaiser Family Foundation, 26 Jan
2022. https://www.kff.org/report-section/key-facts-on-health-and-health-care-by-race-and-ethnicity-coverage-access-to-anduse-of-care/
80. Norris, K., Mehrotra, R., & Nissenson, A. R. (2008). Racial differences in mortality and ESRD. American journal of kidney
diseases : the official journal of the National Kidney Foundation, 52(2), 205–208. https://doi.org/10.1053/j.ajkd.2008.06.004
81. Kovesdy, C. P., Norris, K. C., Boulware, L. E., Lu, J. L., Ma, J. Z., Streja, E., Molnar, M. Z., & Kalantar-Zadeh, K. (2015). Association
of Race With Mortality and Cardiovascular Events in a Large Cohort of US Veterans. Circulation, 132(16), 1538–1548. https://doi.
org/10.1161/CIRCULATIONAHA.114.015124

27

82. New Yorkers Struggle to Afford High Healthcare Costs; Support a Range of Government Solutions Across Party Lines.”
Healthcare Value Hub, March 2019. https://www.healthcarevaluehub.org/advocate-resources/publications/new-yorkers-struggleafford-high-healthcare-costs-support-range-government-solutions-across-party-lines
83. Data for Progress, Aug 2021. https://www.filesforprogress.org/datasets/2021/8/dfp_ny_poll_aug.pdf
84. “New Statewide Survey Highlights New Yorkers’ Concerns About Healthcare Affordability.” Community Service Society, 10 Mar
2022. https://www.cssny.org/news/entry/new-statewide-survey-highlights-new-yorkers-concerns-about-healthcare-affor
https://www.cssny.org/news/entry/financial-hardship-avoiding-care-healthcare-affordability-survey
85. “Appendix 1: The catastrophic cost of uninsurance, by county: Covid-19 cases and deaths closely tied to American’s health
coverage gaps.” Families USA., 33 Mar 2021. https://familiesusa.org/resources/appendix-1-the-catastrophic-cost-of-uninsuranceby-county-covid-19-cases-and-deaths-closely-tied-to-americas-health-coverage-gaps/
86. Liu, Jodi L. L., White C., Nowak, S. A., Wilks A., Ryan, J., Eibner C., “An Assessment of the NY Health Act.” RAND Corporation,
August 2018. https://www.rand.org/pubs/research_reports/RR2424.html
87. Cai C., , Runte J., Ostrer I., Berry K., Ponce N., Rodriguez M., Bertozzi S., White J.S., Kahn J.G.,
“Projected costs of single-payer healthcare financing in the United States: A systematic review of economic analyses.” January 15,
2020. https://doi.org/10.1371/journal.pmed.1003013
88. Lasser, K. E., Himmelstein, D. U., & Woolhandler, S. (2006). Access to care, health status, and health disparities in the United
States and Canada: results of a cross-national population-based survey. American journal of public health, 96(7), 1300–1307.
https://doi.org/10.2105/AJPH.2004.059402
89. Barceló, N. E., & Shadravan, S. (2021). Race, Metaphor, and Myth in Academic Medicine. Academic psychiatry : the journal of
the American Association of Directors of Psychiatric Residency Training and the Association for Academic Psychiatry, 45(1), 100–
105. https://doi.org/10.1007/s40596-020-01331-9

28

