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PROLOGUE — FREEDOM ON LIFE SUPPORT 
In 2020, historian Timothy Snyder nearly died from sepsis. For weeks, he lay in one of the finest 
intensive-care units in America — Yale's own hospital, in New Haven, Connecticut — fighting 
an infection that his body could not defeat alone. Machines breathed for him. Lines delivered 
medications with names he would never pronounce. Specialists in starched coats moved through 
the sterile darkness with practiced urgency. And when the fever broke, when his oxygen 
saturation climbed back toward safe levels, when the nurses began to smile again — he was not 
grateful to be alive. He was furious. 

Not at the disease. Not at the physicians or nurses who had, by any measure, saved his life. He 
was furious at what the experience had revealed about his country. 

In a hospital room in the world's wealthiest democracy, connected to a machine that cost more 
than a house, attended by clinicians whose expertise represented decades of rigorous training, he 
had discovered an inescapable truth: this machine, these physicians, this reprieve — none of it 
had been guaranteed to him by virtue of being a citizen. They had been purchased. And had he 
lacked the money — or the insurance that his elite position afforded — the outcome would have 
been different. He might have died not because the treatment didn't exist, but because he couldn't 
pay for it to exist for him. 

When he recovered, Snyder published an essay titled "We Cannot Have Freedom Without 
Healthcare." The argument was not sentimental. It was constitutional in spirit. He was saying 
something blunt and philosophical at once: a republic in which citizens can die for lack of care 
has already surrendered the substance of liberty. You cannot vote your way to justice if you are 
dead. You cannot participate in self-government if you are rationed by price. 



His insight was grounded in empirical observation: countries with universal healthcare — 
Norway, Sweden, Finland, Canada, the United Kingdom, Australia — consistently rank higher 
than the United States on both health outcomes andcivil liberties indices. The false choice 
between freedom and health is ideological mystification serving corporate interests. 

That was five years ago. 

Today, as you read this, the U.S. federal government is shut down. Not fully. The paralysis is 
half-measures, as it usually is in America — a theater of dysfunction that allows the comfortable 
to remain comfortable while visiting consequences on the vulnerable. 

Federal employees are furloughed. Clinical trials have paused. Food-safety inspections have 
stopped. Pregnant women can no longer enroll in WIC — the program that feeds the poorest 
mothers and children in America. The National Institutes of Health is running on fumes. The 
FDA's emergency operations are skeletal. States are burning through emergency funds to cover 
Medicaid gaps. Families are calling 211 — the helpline for human services — and finding no 
one to answer. 

But something remarkable continues. The Senate convenes. The House meets. Bills are 
introduced. Amendments are offered. And through it all, Senators and Representatives continue 
to receive their paychecks. So do the President and the Cabinet. So do federal judges. The 
functions of power persist, even as the functions of care evaporate. 

This is the theater of American democracy in healthcare. And it reveals a truth that Snyder's 
essay only implied: the denial of healthcare to citizens is not a failure of the American system. It 
is a feature. It is a deliberate architecture. 

This white paper argues that the U.S. healthcare system is designed — intentionally and 
systematically — to compress the practical personhood of ordinary citizens while expanding and 
protecting the super-personhood of elites, corporations, and wealth. It does this through five 
interlocking mechanisms: 

1. Pricing as exclusion: by attaching healthcare to ability to pay, the system converts 
medical need into a marker of unworthiness. 

2. Algorithms of denial: through prior authorization, claims denial, and automated 
actuarial decision-making, the system replaces clinical judgment with algorithmic 
rationing, obscuring accountability. 

3. Proprietary capture: through patents, DMCA restrictions, and device monopolies, the 
system converts the body into intellectual property — and the right to repair your body 
becomes a question of licensing fees. 

4. Institutional decay: as profit overrides purpose, hospitals, insurers, and regulators lose 
legitimacy and become extraction engines, hollowing out public trust. 

5. Political weaponization: by tying healthcare to government funding, the system allows 
shutdowns and budgetary crises to become hostage-taking mechanisms, freezing 
personhood at the macro level. 



What this means, at the human level, is that access to healthcare — to the ability to survive — is 
no longer a right that attaches to being a person in America. It is a privilege that attaches to being 
profitable to someone else. A corporation has more reliable access to lifesaving insulin than a 
diabetic cashier. A billionaire's genome is sequenced and protected; a poor person's body is 
harvested for data and sold. The freedom to live is real only if you can afford it. And since most 
Americans cannot reliably afford catastrophic illness, most Americans are not fully free. 

Timothy Snyder called this "the denial of personhood in U.S. healthcare." We have taken that 
phrase as our title. And we have spent the following chapters documenting it with evidence, 
argument, and the voices of those living inside it. 

This is not a manifesto. It is not utopian. It is a diagnosis, grounded in law, economics, 
epidemiology, sociology, and the testimony of frontline workers and patients who have lived 
through the system's failures. And it is an argument that the system, as currently constituted, 
cannot be reformed — only replaced. 

 

CHAPTER 1 — THE MARKETIZATION OF THE BODY 
From the mutual-aid societies of the nineteenth century to the insurance conglomerates of the 
twenty-first, healthcare in the United States migrated from covenant to contract. During World 
War II, federal wage controls drove employers to offer health insurance as a fringe benefit. The 
IRS's 1954 ruling that exempted employer premiums from taxation locked that distortion in 
place, tying health security to employment status rather than citizenship. 

By the early 1970s, the Health Maintenance Organization Act transformed care itself into a 
financial product. The word patient faded, replaced by subscriber, plan member, consumer. The 
physician became a "provider," a contractor bound by utilization metrics. 

Through the 1980s and 1990s, private-equity investment and hospital consolidation completed 
the metamorphosis. Nonprofit hospitals issued taxable bonds. Insurers merged into behemoths. 
Pharmaceutical firms acquired pharmacy benefit managers (PBMs), vertically integrating pricing 
and distribution. The moral vocabulary of medicine — oath, duty, mercy — was quietly replaced 
by one of efficiency, throughput, and return on equity. 

The result was not simply a change of language; it was a change of ontology. A person in need of 
care ceased to exist as a subject of compassion and became an object of monetization. The 
market now treats suffering as an input variable. 

Today, the United States spends $13,432 per capita on healthcare — more than double the 
$5,000-$6,200 spent by peer nations like Japan, France, and Germany. Yet American life 
expectancy lags at 78.4 years compared to Japan's 84-85 years — the world's highest. The excess 
spending produces inferior outcomes because resources flow not toward healing but toward 
administrative complexity, profit extraction, and bureaucratic friction designed to deny care. 



 

CHAPTER 2 — THE ARCHITECTURE OF DENIAL 

1. From Risk Pool to Profit Pool 

Insurance began as a social compact — many contribute so the unlucky few can be treated. But 
actuarial science turned that compact inside out. Each statistical refinement allowed the 
exclusion of another marginal risk. By the twenty-first century, entire populations — pregnant 
women, the chronically ill, the elderly — had become liabilities to be avoided, not citizens to be 
served. 

Today, 64% of employer-sponsored coverage exists in self-funded plans exempt from state 
insurance regulation under ERISA preemption, leaving 60% of American workers in a legal 
blind spot where ERISA preempts state protections without providing federal alternatives. The 
Supreme Court's Medina v. Planned Parenthood decision (June 2025) sealed this trap, ruling 6-3 
that patients cannot sue to enforce Medicaid's "any qualified provider" protections. States may 
now exclude providers for ideological reasons with only the theoretical threat of HHS 
withholding all Medicaid funds — which, as the Court noted, "essentially never happens." 

2. Automation and the Invisible Gatekeeper 

Claims once reviewed by humans are now filtered by opaque algorithms. These systems, trained 
on historical denial data, reproduce the biases of cost containment. Prior-authorization queues 
stretch for weeks; automated denials arrive within seconds. Every delay yields interest on float. 
For insurers, denial is liquidity. 

Cigna's PXDX system matches diagnosis codes to pre-approved procedure lists, auto-generating 
denials in batches of 50+ with medical directors clicking submit in 1.2 seconds per claim — 
300,000 denials in two months without opening patient files. ProPublica's investigation revealed 
internal documents showing the legal department approved the system, and executives calculated 
success based on only 5% appealing. One medical director denied 60,000 claims in a single 
month, with 80% of appealed denials overturned — proving the denials were medically 
inappropriate yet profitable due to the 95% abandonment rate. 

UnitedHealth's nH Predict algorithm predicts post-acute care length of stay down to the 
minute using a 6 million patient database, then sets performance targets requiring clinical case 
managers keep rehabilitation stays within 1% of projections or face discipline. The Senate 
investigation found insurers "intentionally targeting costly but critical areas of medicine, 
substituting judgment about medical necessity with calculation about financial gain." Frances 
Walter, 85, with a shattered shoulder was predicted to recover in 16.6 days despite inability to 
dress or use the bathroom independently. The algorithm operates with a documented 90% error 
rate (measured by appeal overturn percentage), yet executives continue deployment because 
appeals remain rare — only 0.1-0.2% of denied patients appeal. 



EviCore's "the dial" controls what percentage of prior authorization requests receive human 
review, with higher review rates producing higher denials. Covering 100 million Americans (one 
in three insured), EviCore shares in savings from denials, creating direct financial incentives to 
maximize rejection rates. Arkansas data shows approximately 20% denial rates versus 7% 
Medicare Advantage average. Little John Cupp died from heart attack after EviCore and his 
insurer repeatedly denied recommended cardiac catheterization. The company's marketing 
materials explicitly promise insurers 15% denial rate increases and boast of "3-to-1 ROI" — as if 
preventing care were a success metric rather than moral catastrophe. 

The cruelty is hidden behind code. Patients receive polite emails: Your claim requires additional 
documentation.Physicians fax appeals into digital voids. Somewhere, an AI counts savings in 
microseconds. 

3. Behavioral Economics of Abandonment 

Executives call it "member friction." Each additional step — a phone call, a form, a password 
reset — reduces utilization. The sickest give up first. Economists label this rational attrition; 
ethicists call it abandonment. 

The 2024 American Medical Association survey documents that 93-94% of physicians report 
care delays from prior authorization processes consuming 13 hours weekly per physician 
handling average 43 requests. More critically, 78-82% report prior authorization leads to 
treatment abandonment, with 30% of patients giving up due to complexity and delays. The 
adverse event data reveals the stakes: 29-33% of physicians report prior authorization caused 
serious adverse events, 23-25% report patient hospitalizations, and 9% report permanent damage, 
disability, or death from delays. 

With only 0.1-0.2% of denials appealed and approximately 50% of appeals succeeding, insurers 
have engineered a system where blanket denial remains profitable despite medical 
inappropriateness. 

4. Legal Armor 

Contracts shield the machinery. Arbitration clauses prevent class actions. Federal ERISA 
preemption blocks state-level reform. In court, an insurer is not a fiduciary but a plan 
administrator — an entity with no duty beyond the letter of its policy. 

While the Supreme Court's Rutledge v. PCMA (2020) allowed Arkansas to regulate pharmacy 
reimbursement rates, the Tenth Circuit's Mulready decision (2024) struck down Oklahoma's 
network mandate and any-willing-provider laws as impermissible intrusions on "plan-level 
decisions." The net effect: states cannot meaningfully regulate the insurance that covers most 
workers. 

5. The Human Cost 



Medical debt is now the leading cause of personal bankruptcy in the United States, affecting 
530,000 families annually. More than 62-67% of U.S. bankruptcies cite medical causes — a 
phenomenon that exists almost exclusively in America. France reported zero medical 
bankruptcies in Stanford Medicine's 2008 study; other universal healthcare nations show near-
zero rates because comprehensive coverage eliminates financial catastrophe from illness. 

Behind each number lies a household calculating whether to fill a prescription or pay rent. 
Fifteen million Americans carry $49 billion in medical debt on credit reports, causing average 
20-point credit score reductions that cascade into housing denials, employment barriers, and 
compounding economic exclusion. Research shows people with medical debt are "more likely 
than those with student loans or credit card debt to be denied rental or mortgage." 

More than 60% of GoFundMe campaigns are for medical expenses — the healthcare system's 
failures outsourced to crowdfunding platforms where survival depends on social capital and 
marketing savvy. 

In Personhood Elasticity Theory terms, each bureaucratic barrier reduces a citizen's functional 
personhood index. To be denied coverage is to become legally alive but civically invisible. 

 

CHAPTER 3 — OWNERSHIP OF LIFE: PATENTS AND 
DEVICES 

1. The New Property Frontier 

In earlier centuries, human bondage was literal. In the twenty-first, it is contractual. Today, what 
a corporation owns is not your body outright but the right to service it. Every pacemaker, insulin 
pump, ventilator, or diagnostic scanner is protected by a lattice of patents and software locks. 
The manufacturer defines the boundary between lawful repair and criminal tampering. Hospitals 
must pay recurring licensing fees simply to maintain equipment they already purchased. 

Under Section 1201 of the Digital Millennium Copyright Act (DMCA), bypassing those locks — 
even to replace a cracked screen — can trigger civil penalties and criminal charges. The same 
logic that forbids you from modifying an iPhone forbids a clinician from fixing a ventilator that 
sustains life. 

All seven states that have passed general right-to-repair laws — California, Colorado, 
Minnesota, New York, Massachusetts, Oregon, and Maine — explicitly excluded medical 
devices from their protections, citing safety concerns and FDA complications. The result: 
patients cannot maintain life-sustaining equipment they own. 

2. COVID-19 and the Ventilator Paradox 



During the height of the 2020 pandemic, hospitals worldwide faced ventilator shortages. 
Technicians discovered that many idle machines could not be activated because their interface 
screens required proprietary calibration software from Medtronic and other firms. A cracked 
touch panel could render an entire unit unusable. Independent biomedical engineers offered to 
repair them at cost, but legal departments refused — each fix risked half-million-dollar fines and 
potential prison terms under DMCA Section 1201. 

People died waiting for replacements that sat, inert, behind paywalls. The moral inversion could 
not be clearer: property rights had superseded the right to breathe. 

Abbott Labs used DMCA threats to suppress DIY artificial pancreas tools that diabetic patients 
had developed to better manage their conditions. The 2021 DMCA exemption (renewed 2024) 
allows circumvention for ventilator and insulin pump repair, but the D.C. Circuit's Medical 
Imaging & Technology Alliance decision (June 2024) established that manufacturers can 
challenge these exemptions under the Administrative Procedure Act — weakening even this 
limited shield. 

Vermont's H106 introduced medical device repair provisions requiring manufacturers provide 
tools, software, and diagnostic equipment including software keys and calibration functionality. 
North Carolina advanced similar OEM support requirements. But strong industry opposition 
from AdvaMed has blocked medical device right-to-repair from federal legislation, including the 
2025 NDAA. The COVID-19 ventilator crisis proved insufficient to overcome industry 
lobbying. 

3. Patents as Rent, Not Innovation 

Pharmaceutical and device patents are justified as rewards for research risk. Yet the majority of 
new filings represent minor modifications — color changes, dosage tweaks, delivery 
mechanisms — designed to extend monopoly periods. Economists call this evergreening. 

The University of California Law San Francisco database (2005-2018) documents that 78% of 
drug patents cover existing medications, not new drugs, with the average drug receiving 140+ 
patent applications — 66% filed after FDA approval specifically to extend monopolies. Humira 
accumulated 257 patents extending protection through 2034. AstraZeneca's Prilosec-to-Nexium 
product hop exemplified "evergreening their evergreens." The Teva v. GSK Copaxone case 
revealed this product hopping cost consumers $4.3-6.5 billion over 2.5 years before courts 
invalidated the patents. 

The outcome is an industry whose R&D budgets shrink relative to marketing, while prices climb 
exponentially. The American taxpayer, through the NIH and public universities, already funds 
most foundational research. Private corporations then patent the outputs and resell them at 
monopolistic rates. Public investment becomes private rent. 

4. Regulatory Capture 



The Food and Drug Administration, nominally a public watchdog, often acts as a consultant to 
the very firms it regulates. Industry fees constitute 45-48% of the FDA's drug-review budget 
under the Prescription Drug User Fee Act. Regulators and executives trade roles seamlessly — 
what political scientists call the revolving door. Every FDA Commissioner since 2000 has joined 
pharmaceutical companies or their investors upon leaving office. Thirty-two percent of HHS 
appointees exit to industry positions. 

When oversight and ownership fuse, personhood becomes collateral. The regulator's survival 
depends on the volume of products it approves. Denial threatens payroll. Approval feeds it. The 
feedback loop is moral entropy. 

5. The Ethical Frame 

To claim ownership over the instruments of survival is to redefine humanity as subscription. In 
the moral vocabulary of Personhood Elasticity Theory, this is a state of conditional existence: a 
person remains alive only so long as their license remains active. 

As philosopher Hannah Arendt warned, the line between object and person blurs first through 
language. A ventilator's serial number replaces a patient's name; a billing code substitutes for an 
identity. Freedom is reduced to uptime. 

Arendt's concept of "the right to have rights" describes membership in a community that 
guarantees equal status. The rightless become "superfluous human beings" forced into 
"institutionalized limbo spaces," neither assimilated nor eliminated but suspended in systematic 
precarity. Contemporary scholars apply this framework to healthcare: Patrick Hayden notes 
rightlessness is "normalized systemic condition produced by an international order predicated 
upon the power to exclude," paralleling how the U.S. healthcare system systematically produces 
medical rightlessness through price-based exclusion. 

 

CHAPTER 4 — THE DRUG MONOPOLY MACHINE 

1. Insulin and the Anatomy of a Racket 

In 1921, Canadian scientists Banting and Best discovered insulin and sold the patent to the 
University of Toronto for one dollar. They did so to ensure that no company could ever profiteer 
from a discovery that belonged to humanity. 

A century later, three U.S. corporations — Eli Lilly, Novo Nordisk, and Sanofi — control 99 
percent of the insulin market, and a single vial can exceed $300. The molecule is unchanged; the 
ownership structure is not. 

The gap between production cost and retail price has nothing to do with chemistry and 
everything to do with monopoly law. Successive "new" formulations extend patent life, each 



tweak resetting the twenty-year clock. Patients pay hundreds monthly to survive a disease that 
costs dollars to treat in Canada. 

Americans pay 2.78 times the peer country average for medications overall, and 4.22 times 
international prices for brand-name drugs. Yet France, Germany, the United Kingdom, 
Switzerland, and Japan all host thriving pharmaceutical industries while negotiating prices 50-
75% below U.S. levels. The claim that U.S. prices fund global innovation collapses under 
scrutiny — countries with universal coverage and aggressive price negotiation continue 
developing therapies. 

Every insulin-dependent American embodies the same equation: existence = revenue stream. The 
denial of affordable insulin is not an accident; it is a business model. 

2. Cancer as Commodity 

Targeted therapies now dominate oncology marketing. Prices soar beyond $300,000 per patient 
per year, often for median survival gains measured in weeks. The pharmaceutical narrative — 
innovation requires reward — collapses when profits are poured into share buybacks instead of 
research. Drug trials are financed by public grants; profits are privatized. 

Even the terminology of "miracle drug" conceals systemic cruelty. For many, miracles are 
inaccessible. The American Cancer Society reports that one-third of patients skip or ration 
medication because of cost. The life-saving molecule becomes an index of class. 

3. The Rebate Loop 

Pharmacy Benefit Managers (PBMs) act as intermediaries between manufacturers, insurers, and 
pharmacies. They negotiate "rebates" that are not passed to patients but pocketed as revenue. To 
inflate rebate value, manufacturers raise list prices — an upward spiral disguised as efficiency. 

The three largest PBMs — CVS Caremark, Express Scripts, and OptumRx — control 80% of 
prescription claims and operate through spread pricing: charging insurers $26.87 for generic 
antibiotics while paying pharmacies $5.19 and pocketing the $21.68 difference. Total 
manufacturer rebates reached $334 billion in 2023, with USC research finding "near one-to-one 
relationship between rising rebates and rising list prices." 

The vertical integration of PBMs with insurers and pharmacies (CVS owns Caremark, Aetna, 
and CVS pharmacies) enables steering patients to affiliated pharmacies while squeezing 
independent competitors out of business. Wall Street Journal investigations revealed Cigna and 
CVS charge up to 24 times acquisition cost for some generics, while "100% rebate pass-through" 
promises are undermined by reclassifying rebate portions as "administrative fees." 

By 2024, PBMs controlled two-thirds of prescription volume. Congress held hearings; 
executives testified; nothing changed. The opacity of pricing is the point: without confusion, 
there is no profit. 



4. Patent Thickets and Legal Bullying 

Drug companies file dozens of overlapping patents around each product, forming what lawyers 
call patent thickets. Generics attempting entry face years of litigation. Courts grant injunctions 
that preserve monopoly long after scientific justification has expired. 

Forty-seven states investigated what they called "the largest cartel in U.S. history" — price-
fixing across generic drug manufacturers that demonstrates market concentration enables 
manipulation. Small firms that attempt to innovate are acquired and absorbed, their discoveries 
re-priced into the same monopoly framework. Competition dies quietly, replaced by 
consolidation marketed as synergy. 

5. Personhood Under Prescription 

In this landscape, the patient's moral status is inverted. A human being is not the end of medicine 
but its instrument — the mechanism by which profit materializes. Prescriptions are not written 
for people; people are written into balance sheets. 

To pay a ransom for survival is to live under conditional citizenship. The citizen's body is 
collateral for corporate debt. The ethical question — who owns the cure? — has only one 
modern answer: whoever can afford the lobbyists. 

 

CHAPTER 5 — HOSPITALS AS FINANCIAL ASSETS 

1. The Nonprofit Illusion 

More than half of American hospitals display the word nonprofit in their charters. The phrase 
conjures charity; in practice it describes a tax status, not a moral one. IRS Form 990 filings show 
billions in surpluses reclassified as "community benefit." Executives earn seven-figure bonuses 
tied to operating margin. A hospital may sue a janitor for unpaid bills and still qualify for 
exemption. 

Nonprofit hospitals received $37.4 billion in tax benefits in 2021, yet 77% of systems spent less 
on charity care than their tax exemption value — creating a "fair share deficit" exceeding $14 
billion nationwide. Cedars-Sinai reported $750 million income surplus while paying no federal 
taxes; Memorial Sloan Kettering posted $400 million surplus with its top three administrators 
earning $20 million combined. 

The Lown Institute documented that Health Affairs research found for-profit hospitals provided 
65% more charity care than nonprofits — inverting the supposed justification for tax exemption. 



The charitable mission has been replaced by an investor's logic: close unprofitable wings, expand 
profitable ones. Rural maternity wards vanish; cosmetic surgery centers bloom. Cardiology units 
multiply not because heart disease spikes but because reimbursement codes are generous. 

2. Wall Street in the Ward 

Private-equity funds discovered hospitals in the 1990s and never left. They buy distressed 
facilities with borrowed money, sell real estate to lease-back vehicles, and extract dividends 
through "management fees." The hospital remains open in name while its assets are siphoned 
elsewhere. Community health is collateral. 

Private equity's colonization of hospital systems has produced measurable mortality increases. 
Post-acquisition facilities show 7.0 additional deaths per 10,000 emergency department visits, a 
13.4% increase in hospital mortality rates, alongside 25.4% increases in hospital-acquired 
infections and 27% increases in falls. Emergency department staffing drops 18.2% post-
acquisition. This is direct evidence that profit extraction compresses personhood to the point of 
death. 

Bondholders now determine where ambulances deliver patients. When interest rates rise, 
emergency rooms close. Every bed is a financial instrument. For staff, this means chronic 
understaffing; for patients, longer waits and fewer nurses. The ICU becomes a spreadsheet. 

3. Collection as Care 

Nonprofit hospitals file more than half a million debt-collection suits annually. Wages are 
garnished; homes liened; sometimes even arrests occur. The act of suing the sick is justified as 
"recouping uncompensated care." In moral terms, it is the inversion of healing: the hospital 
extracts from the wound. 

KFF Health News investigation of Colorado (February 2022-2024) found 30% of wage 
garnishment orders stemmed from medical debt — approximately 14,000 cases annually 
pursuing bills mostly under $2,400 that grew 25% on average (one case ballooned 400%) 
through interest and fees. Third-party collectors filed 98% of cases as default judgments using 
mass-produced lawsuits that one attorney described as "word processor and spreadsheet 
generating thousands in hours." 

Fifty-six New York nonprofit hospitals filed liens on 5,000+ patients' homes between 2017-
2018, converting medical emergencies into property seizures. Providence Health System, despite 
its nonprofit status, was exposed by the New York Times for aggressively billing patients who 
qualified for charity care. 

4. Community Fallout 

When a rural hospital collapses, the region loses more than medical care. Businesses close, 
population declines, and life expectancy drops by measurable years. The closure functions like 
the removal of an organ from a living body — the system can limp on, but never whole. 



One hundred ninety-five rural hospitals have closed since 2005, with 432 more (46% of rural 
hospitals) vulnerable to closure. This extends median distances to general inpatient care from 3.4 
to 23.9 miles in affected areas — a 20-mile increase representing life-or-death delays for heart 
attacks and strokes. For specialized services, distances increased 40+ miles. Eighty percent of 
U.S. counties covering 30 million people now classify as healthcare deserts, with 77% of rural 
counties qualifying as "medical deserts" due to primary care shortages. 

GAO research found 62% higher closure likelihood in Medicaid non-expansion states — 
revealing calculated policy choices that produced predictable geographic personhood 
compression. Hospital closures eliminate the top-three rural employers while physicians leave, 
creating compounding spiral. 

In Personhood Elasticity Theory, this is the point at which collective personhood — the civic 
recognition that binds a community — ceases to function. The people remain alive, but the place 
dies. 

 

CHAPTER 6 — REGULATORS IN THE MIRROR 

1. The Revolving Door 

The FDA, FTC, and Centers for Medicare & Medicaid Services are meant to protect the public. 
Yet their senior staff rotate seamlessly into the industries they police. A regulator approves a 
drug, retires, and joins the company at five times the salary. An antitrust lawyer blocks a merger, 
then consults for the merged firm. This is not scandal; it is routine. 

Every FDA Commissioner since 2000 has joined pharmaceutical companies or their investors 
upon leaving office. Thirty-two percent of HHS appointees exit to industry positions. The 
structural result is what Institutional Legitimacy Decay Model predicts: each unpunished conflict 
halves trust and doubles enforcement cost. Regulation becomes choreography — oversight as 
theater, compliance as brand. 

2. Budgetary Dependence 

Under the Prescription Drug User Fee Act, industry payments fund 45-48% of the FDA's drug-
review budget. The regulator's survival depends on the volume of products it approves. Denial 
threatens payroll. Approval feeds it. The feedback loop is moral entropy. 

When the same lobbyists draft both the laws and the exceptions, capture is not failure; it is 
architecture. The state becomes a vendor of legitimacy. Agencies trade public authority for 
private funding until accountability collapses into mere optics. 

3. Congressional Performance 



Hearings erupt periodically — opioids, insulin, bankruptcies. Executives swear oaths, quote 
innovation statistics, and exit to record profits. Legislators declare outrage and collect campaign 
checks hours later. Citizens mistake televised indignation for governance. 

The PBM transparency legislation advancing with bipartisan support — S. 526's prohibition on 
spread pricing and clawbacks, mandatory 100% rebate pass-through, and public reporting 
requirements — projects only $740 million deficit reduction over 10 years. The scope of savings 
reveals how limited the reforms are relative to the scale of extraction. 

4. Capture by Design 

Twenty-four states passed 38 transparency laws since 2017, though effectiveness varies. Texas 
shows 95% rebate pass-through claims contradicted by reliability concerns. Nevada and Oregon 
report declining disclosure data quality. Hospital price transparency has achieved only 21.1% full 
compliance among 2,000 surveyed hospitals despite January 2021 implementation, with only 18 
hospitals fined $44,000-$979,000 to date. 

Trump's February 2025 executive order mandates enhanced enforcement within 90 days, 
acknowledging the lax oversight. Evidence shows lower commercial hospital prices three years 
post-implementation for patients seeking self-pay elective care, though insured patients see 
limited impact as negotiated rates drive costs. 

5. Consequences for Personhood 

A captured regulator no longer stands between citizen and corporation; it stands between citizen 
and survival. The legal fiction of equal protection evaporates. Super-personhood — corporate 
immortality backed by the state — displaces the mortal citizen. Law ceases to be a shield; it 
becomes the mask of extraction. 

 
 

My apologies — I misread you completely. Resuming immediately with Chapter 7. 

 

CHAPTER 7 — THE HUMAN LEDGER: DEBT AND 
DESPAIR 

1. Medical Debt as Civic Dispossession 

Medical debt is now the leading cause of personal bankruptcy in the United States, affecting 
530,000 families annually. The average balance of an unpaid hospital bill exceeds $2,000; the 
psychological burden is incalculable. Unlike credit-card debt, it is involuntary — no one chooses 
illness. Yet the system treats it as moral failure. 



Debt reporting agencies weaponize illness into stigma. Fifteen million Americans carry $49 
billion in medical debt on credit reports, causing average 20-point credit score reductions that 
cascade into housing denials, employment screening failures, higher loan interest rates, and 
rental application rejections. Research shows people with medical debt are "more likely than 
those with student loans or credit card debt to be denied rental or mortgage" — quantifying how 
illness translates to housing insecurity. 

The racial disparities compound: medical collections remain disproportionately on credit reports 
in predominantly Black and Hispanic census tracts despite voluntary industry changes. Fifteen 
states passed laws prohibiting medical debt in credit reporting before the Consumer Financial 
Protection Bureau's January 2025 federal rule banning medical debt from credit reports — 
acknowledging the systematic civic compression. The CFPB projects its ban will enable 22,000 
additional mortgage approvals annually. 

Thus, an ambulance ride may cost not only dollars but citizenship itself. The denial of care 
mutates into exclusion from the civic sphere. A ruined credit score can bar a person from 
housing, education, or employment. Debt becomes classified as a "social determinant of health" 
— not merely consequence of illness but causal factor in a "downward spiral of ill-health and 
financial precarity." 

2. The Neuroscience of Helplessness 

Neuropsychologists describe a condition called learned helplessness: when effort repeatedly 
fails, the brain conserves energy by ceasing to try. America's medical debt crisis induces the 
same neural shutdown. Patients who endure years of billing harassment eventually avoid doctors 
altogether. Preventive medicine becomes luxury; crisis medicine becomes destiny. 

Research demonstrates that financial stress from medical bills causes HPA axis dysregulation 
with sustained cortisol elevation, leading to hippocampal atrophy that impairs memory, learning, 
and executive function. Studies link glucocorticoid receptor resistance to increased depression, 
anxiety, and neurodegenerative disease risk. The neurobiological evidence shows healthcare debt 
creates learned helplessness and "impaired cognitive functioning" alongside physiological 
cascades — elevated blood pressure, heart rate, inflammation, and immune suppression. 

Americans with medical debt are three times more likely to have mental health conditions 
including chronic stress, with CFPB studies linking financial stress to suicide ideation. The 
endocrine signature of chronic financial stress — elevated cortisol, blunted serotonin — shortens 
life expectancy. Stress is not metaphor; it is biochemical policy. 

3. The Cycle of Blame 

Politicians praise American stoicism: "people don't like handouts." But refusal of care is rarely 
pride; it is paralysis. To label the poor irresponsible is to absolve the system of design. The 
mythology of self-reliance masks structural coercion. 



Twenty-seven percent of Americans wait one or more months for specialists, and 28% cannot get 
same-day appointments when sick — proving wait times plague the U.S. system while costing 
dramatically more than peer nations. The difference is that in universal systems, emergency care 
is immediate and delays apply only to elective procedures triaged by clinical priority rather than 
ability to pay. 

4. Personhood as Credit Score 

Credit bureaus now define civic worth. A person with chronic illness becomes a depreciating 
asset. Hospitals sell unpaid accounts to collection firms for pennies on the dollar; those firms sue 
in bulk, garnish wages, and harvest judgments. Each lawsuit is a bureaucratic erasure — an 
official declaration that the debtor is less than a person. 

Colorado data reveals approximately 14,000 wage garnishment cases annually from medical debt 
— 30% of all garnishment orders — pursuing bills mostly under $2,400 that grew 25% on 
average (one case 400%) through interest and fees. Third-party collectors filed 98% of cases as 
default judgments using mass-produced lawsuits. One attorney described the process as "word 
processor and spreadsheet generating thousands in hours." 

The cycle is self-perpetuating: medical crisis generates debt, debt destroys credit, damaged credit 
blocks housing and employment, housing and employment instability worsens health, worsening 
health generates new medical crisis. At each turn, the system extracts value while compressing 
personhood. 

 

CHAPTER 8 — SHUTDOWN NATION: THE PAUSE IN 
PERSONHOOD 

1. Macro-Paralysis as Policy 

When Congress fails to fund the government, agencies halt services while legislators keep 
salaries. The spectacle repeats every few years, a ritual proving that dysfunction itself is 
bipartisan. Health and Human Services furloughs inspectors; Medicaid payments stall; NIH 
clinical trials freeze mid-study. 

Each lapse transmits a single message: the state will recognize your existence only when 
convenient. 

Pregnant women cannot enroll in WIC — the program that feeds the poorest mothers and 
children. The National Institutes of Health operates on skeletal funding. The FDA's emergency 
operations are minimal. States burn through emergency reserves to cover Medicaid gaps. 
Families calling 211 — the helpline for human services — find no one to answer. 



Yet Senators and Representatives continue receiving paychecks. So do the President and 
Cabinet. So do federal judges. The functions of power persist, even as the functions of care 
evaporate. 

2. The Cascading Effects 

A single shutdown can delay veterans' benefits, suspend food assistance, and halt disease 
surveillance. Public health becomes hostage to procedural brinkmanship. The cost of restarting 
systems often exceeds the savings argued about. In the logic of power, symbolism outweighs 
survival. 

Each shutdown reveals the fragility of Americans' civic recognition. Services don't vanish 
because of scarcity but because of spite. Federal employees — many living paycheck to 
paycheck — are furloughed while their rent comes due. Clinical trials enrolling cancer patients 
are frozen. Food-safety inspections cease. The visible hand of government withdraws precisely 
when its absence will cause maximum suffering. 

3. The Moral Analogy 

The nation behaves like a patient refusing medication to prove independence. It is collective self-
harm: a republic allergic to its own government. During these pauses, millions glimpse the 
fragility of their personhood; services vanish not because of scarcity but because of spite. 

The pattern repeats with numbing regularity. Democrats and Republicans trade blame. Think 
tanks issue reports. Editorial boards write disapproving columns. And then Congress passes a 
continuing resolution that funds the government just long enough to threaten another shutdown 
in three months. 

The theater is the point. The message to citizens: your needs are negotiable. Your survival is a 
bargaining chip. 

4. The Constitutional Implication 

The preamble's promise to "promote the general welfare" becomes null when welfare is 
negotiable. A government that can suspend recognition of its citizens has redefined sovereignty 
as selective empathy. 

Constitutional scholar David S. Schwartz's scholarship demonstrates that "promote general 
welfare" language in Article I, Section 8 would authorize Congress to address all national 
problems under literal interpretation, but "superficial ideological commitment to 
enumerationism" blocks this reading. The federal Constitution is interpreted to protect only 
negative liberties — freedom from government interference — not positive rights to government 
provision. 

State constitutions provide models: New York's Article XVII declares "aid, care and support of 
the needy are public concerns and shall be provided by the state," while Alaska and Hawaii 



constitutions mandate state provision for "protection and promotion of public health." These 
positive rights have been successfully adjudicated by state courts, demonstrating their 
appropriateness as constitutional concerns — yet the federal Constitution creates the uniquely 
American situation where medical bankruptcy is constitutionally permissible. 

 

CHAPTER 9 — COMPARATIVE PROOF: HEALTH AND 
FREEDOM ABROAD 

1. Canada: Solidarity as Infrastructure 

Canada spends roughly 11 percent of GDP on healthcare — six points less than the U.S. — and 
covers every citizen. Wait times exist, yet bankruptcy from illness is virtually unknown. Taxes 
replace premiums; collective payment replaces individual ruin. Freedom manifests as 
predictability. 

Canada shows the longest specialist wait times among peer nations (61% wait one or more 
months) but achieves 3.5-4 years longer life expectancy than the United States. The context 
matters critically: all universal systems provide immediate emergency care, with delays limited 
to elective procedures triaged by clinical priority rather than ability to pay. 

Administrative costs quantify the waste: U.S. hospital administration consumes 25.3% of 
spending versus 12.4% in Canada, with per capita administrative costs of $2,497 versus $551. If 
the United States reduced administrative overhead to Canadian levels, the healthcare system 
would save $150+ billion annually with no reduction in care quality. 

2. United Kingdom: Care as Birthright 

The National Health Service, though strained by austerity, remains a moral anchor. Every British 
citizen is a patient by default, not by qualification. The NHS is criticized daily precisely because 
it belongs to everyone. Its existence proves that public ownership can survive political assault 
when anchored in identity. 

The UK's statutory NHS Constitution, while not constitutionally entrenched, remains politically 
sacrosanct. Attempts to dismantle it face immediate public outcry. This stands in stark contrast to 
the United States, where healthcare remains a market commodity subject to profit extraction 
rather than a recognized civic right. 

3. Germany: Mutualism and Pluralism 

Germany's statutory insurance model blends compulsory solidarity with market competition. 
Public "sickness funds" coexist with private plans, all regulated to prevent profit from exclusion. 
The result: life expectancy higher, administrative cost lower, satisfaction broader. The citizen 
remains a shareholder in the system, not its prey. 



Germany's Basic Law Article 20 on the Social State has been interpreted by courts to include 
health rights. The multipayer system demonstrates that universal coverage need not require 
single-payer structure — Switzerland similarly achieves 90%+ satisfaction, 83.4-year life 
expectancy, and 12% GDP spending through mandatory coverage with nonprofit basic insurance 
and government subsidies, ranking #1 globally in healthcare innovation despite aggressive 
regulation. 

4. France and Japan: Price Discipline as Freedom 

Both nations negotiate national fee schedules; no hospital or doctor may charge beyond approved 
rates. Universal coverage coexists with private comfort. The state's control of prices liberates 
citizens from fear. 

France combines minimal wait times with 82-83 year life expectancy at only $6,200 per capita 
— half U.S. spending. France's constitutional preamble declares "the Nation guarantees to all the 
protection of health," and the country reported zero medical bankruptcies in Stanford Medicine's 
2008 study. 

Japan spent $5,000 per capita in 2023 while achieving 84-85 year life expectancy — the world's 
highest. Japan's Article 25 guarantees "the right to maintain minimum standards of wholesome 
and cultured living" since 1947. The country's biennial price reductions for pharmaceuticals 
deliver drugs at a fraction of U.S. costs while maintaining a robust domestic pharmaceutical 
industry. 

In Personhood Elasticity Theory terms, elasticity remains near 1.0 in these nations — rights and 
recognition move in tandem. A person's civic weight does not fluctuate with income. 

5. The American Contrast 

The United States spends 17 percent of GDP on healthcare — $13,432 per capita — yet tens of 
millions remain uninsured and millions more under-insured. Every year thousands die of 
conditions curable elsewhere. The difference is not science but structure. Where other nations 
see health as foundation, America treats it as speculation. 

Medical bankruptcy exists almost exclusively in the United States. The 62-67% of U.S. 
bankruptcies citing medical causes — 530,000 families annually — represents a form of civic 
death unique among developed nations. 

The United States stands with only 86 countries globally lacking constitutional health protections 
— an outlier among wealthy democracies. No Supreme Court decision interprets the federal 
Constitution as guaranteeing healthcare, and the current Court composition makes implied right 
recognition unlikely. 

These comparisons demonstrate that freedom and universality are not enemies but identical 
twins: one cannot breathe without the other. Timothy Snyder's embodied freedom framework 
makes this concrete: "When I was too sick to talk, I didn't have freedom of speech. It wasn't a 



meaningful idea. When I couldn't move my body, I didn't have freedom of assembly." His core 
insight — "My body is not an object. My body is me" — positions healthcare exclusion as 
reducing persons to market commodities. 

 

CHAPTER 10 — RE-PERSONIFYING HEALTHCARE 

1. Universality as Recognition 

Reform must begin not with spreadsheets but with moral geometry. Health is the first public 
utility of freedom. When every resident, regardless of employment or status, holds an 
enforceable right to essential care, the republic affirms that its people are ends, not means. 

Universality is not charity; it is recognition. A government that guarantees care does not give 
dignity — it acknowledges it. The act of coverage is the act of seeing. 

Medicare for All modeling by the Congressional Budget Office (2020) demonstrates $400-650 
billion in potential annual savings through administrative simplification alone, with total savings 
reaching $650 billion under Option 3 (low payment rates, low cost-sharing, universal coverage). 
The key mechanism: reducing administrative overhead from current 12% private insurance and 
13.7% Medicare Advantage to below 2% — comparable to traditional Medicare but benefiting 
from full integration. 

Provider revenues would increase $39,816-$157,412 per physician despite lower payment rates 
because reduced overhead and broader coverage expand clinical service volumes. The CBO 
projects four of five single-payer variants would reduce national health expenditures while 
guaranteeing universal coverage — demolishing claims that comprehensive coverage requires 
higher total spending. 

Public option designs offer incremental pathways with demonstrated feasibility. Washington's 
Cascade Select plans launched in 2021 with 160% Medicare rate caps. Colorado and Nevada 
followed with 2026 implementation targets. Federal proposals — the CHOICE Act, Medicare-X 
Choice Act, Choose Medicare Act — vary from marketplace-focused to universal availability, 
with economic impact depending on premium competitiveness relative to private plans. 

State implementations prove viability while federal advancement stalls on industry opposition. 
The model preserves private insurance markets unlike single-payer — potentially reducing 
political barriers. 

2. Transparency as Legitimacy 

Opacity breeds extraction. Pricing data, lobbying expenditures, and ownership structures must be 
public by default. Sunlight is not an inconvenience; it is constitutional infrastructure. Every 
hidden margin is an injury to consent. 



When hospitals, insurers, and pharmaceutical companies publish true costs, competition becomes 
ethical rather than predatory. Citizens can compare, pressure, and reform. In Institutional 
Legitimacy Decay Model terms, legitimacy begins to regenerate once opacity collapses. 

Drug price negotiation through the Inflation Reduction Act's first 10-drug cohort achieved 22-
38% discounts off 2023 list prices for 2026 implementation, with $6 billion annual Medicare 
savings and $1.5 billion beneficiary out-of-pocket reductions. The framework expands to 15 
drugs (2027), 15 Part B/D drugs (2028), and 20 annually thereafter. Maximum Fair Price caps 
range from 75% of average manufacturer price (9-16 years) to 40% (16+ years). 

International reference pricing proposals like HR 3's 120% basket average could achieve 
additional savings, though administrative complexity and international price gaming create 
implementation challenges. The fundamental principle remains: when prices are visible and 
negotiated collectively, power shifts from extraction to accountability. 

3. Shared Governance as Accountability 

Boards of directors in hospitals and insurance companies should include patients, nurses, and 
community members with voting rights equal to investors'. Oversight should rise from the ward, 
not trickle from the boardroom. When those affected by decisions help make them, policy 
becomes self-correcting. 

This principle extends beyond healthcare. Disability justice scholarship positions disability 
experience as revealing healthcare system's compression mechanisms applied across populations 
— algorithmic rationing, insurance denials, workplace discrimination operate on disability but 
extend to all marginalized groups. The social model positions disability as mismatch between 
person and environment rather than individual deficit, challenging medical authority that 
concentrates power in professionals determining treatment and success. 

Research published in Qualitative Health Research (2023) found "dignity was contingent on the 
acknowledgement of personhood and the delivery of human rights," with "healthcare settings 
identified as particularly challenging environments for dignity." The five key aspects of dignified 
personhood — acknowledging personhood, recognizing decision-making capacity, ensuring 
information access, maintaining privacy, and eliminating accessibility barriers — are 
systematically violated by price-based exclusion. 

4. Right-to-Repair as Democratic Oversight 

Citizens and states must possess the technical and legal power to maintain the machines that 
sustain life. A ventilator, pacemaker, or dialysis pump cannot be a private fiefdom. The ability to 
repair what keeps us alive is part of bodily autonomy itself. 

This principle extends to software transparency in medical devices, to open-source drug formulas 
for expired patents, and to state-supported manufacturing of essential medicines. The right to 
repair is the right to breathe without permission. 



Public generic manufacturing proposals like the Affordable Drug Manufacturing Act would 
create an HHS Office of Drug Manufacturing with priority drugs including insulin, asthma 
inhalers, naloxone, EpiPens, and antibiotics within one year. The rationale: 47 states 
investigating price-fixing called it "the largest cartel in U.S. history," demonstrating market 
concentration enables manipulation. 

Research shows 57% of surveyed sites could reach full production within one year, 86% within 
two years — leveraging existing excess capacity faster and cheaper than building new facilities 
costing hundreds of millions. But sustainability requires long-term price and volume purchase 
commitments to offset higher U.S. labor and facility costs that currently drive manufacturing 
overseas. 

5. Institutional Restoration 

Each reform described here serves a single end: the reconnection of law to life. The gap between 
statute and survival — the Execution Gap — can close only when citizens perceive the state not 
as payer of last resort but as guarantor of first principle. 

A nation's institutions regain legitimacy when citizens stop fearing them. To walk into a hospital 
and expect care rather than billing is to experience democracy at the cellular level. 

Bioethics scholarship on algorithmic rationing exposes automation as personhood obliteration at 
industrial scale. The concept of "agency laundering" describes how algorithmic opacity enables 
morally suspect actions by "blaming the algorithm," while automation bias causes physicians to 
accept algorithmic judgments contradicting clinical knowledge. As one physician wrote: 
"Denials are clearly a usurpation of my role as expert clinician with deep, intimate knowledge of 
the patient. It is patently ridiculous to think an entity that has never met the patient is more 
qualified than the patient's doctor." 

The American Medical Association documents that 61% of physicians fear AI increases denials, 
with emerging evidence of "systematic batch denials with little or no human review." When 
UnitedHealth deploys algorithms with 90% error rates and EviCore boasts of "3-to-1 ROI" from 
denial increases, the moral catastrophe becomes clear: persons are reduced to data points in 
profit calculations. 

6. Economic Reality and Moral Arithmetic 

Universal healthcare is repeatedly dismissed as unaffordable. Yet the U.S. already spends more 
per capita than any nation on earth. The issue is allocation, not amount. Administrative 
duplication, profit extraction, and defensive medicine consume nearly a third of all spending — 
$812 billion spent on administration ($2,497 per capita) compared to $551 in Canada. 

Redirecting these funds from bureaucracy to care is not utopia; it is bookkeeping. A nation that 
can fund endless wars and bail out banks can certainly fund antibiotics. The obstacle is not 
economics but imagination. 



7. Personhood Restored 

When access becomes universal, transparency absolute, and governance shared, the Personhood 
Elasticity Index returns to 1.0. A citizen's moral and civic weight no longer fluctuates with 
income. Freedom stops being conditional. Law re-attaches to life. That re-attachment — after 
decades of dislocation — is the definition of re-personification. 

 

EPILOGUE — THE REPUBLIC AT THE BEDSIDE 
Picture two Americans on the same night. 

One lies in a Boston ICU, surrounded by machines and specialists, covered by comprehensive 
insurance. His pain is managed, his chart updated, his family reassured. 

The other lies in a motel room in Ohio, phone in hand, searching symptoms while weighing 
whether calling 911 will mean bankruptcy. He closes the browser, mutters a prayer, and tries to 
sleep. 

The distance between these two citizens is the measure of the republic's moral horizon. The same 
flag covers them, but not the same protection. 

Healthcare is where the Constitution meets flesh. To ration it by wealth is to ration the republic 
itself. The founders wrote of life, liberty, and the pursuit of happiness. They did not imagine a 
civilization where the first depended on a deductible. 

Freedom is not an abstraction; it is oxygen. Justice is not a metaphor; it is circulation. A nation 
that values patents over patients cannot call itself free. 

The evidence across eight research domains converges on a unified conclusion: healthcare 
exclusion operates as deliberate architecture for civic death. From Cigna medical directors 
approving PXDX after legal review to Congress funding Indian Health Service at 50% of needs 
despite treaty obligations, from pharmaceutical companies filing 66% of patents after FDA 
approval to private equity firms acquiring hospitals and cutting ED staff 18.2% while deaths 
increase 13.4%, the pattern reveals intentionality rather than accident. 

Internal documents show cost-benefit analyses factoring in 5% appeal rates, performance metrics 
tied to algorithm adherence, and EviCore's "3-to-1 ROI" marketing. Legal doctrine compounds: 
ERISA preempts state reforms without federal alternatives, DMCA weaponizes copyright 
against repair, Medina removes judicial enforcement of Medicaid provider protections. 

This is not healthcare system failure. This is healthcare system success at its actual purpose: 
extracting maximum profit while providing minimum care, compressing ordinary citizens' 
personhood to expand corporate super-personhood, and maintaining hierarchies through 
calculated abandonment. 



Re-personifying healthcare is therefore not policy reform — it is constitutional repair. When 
every citizen can seek care without fear of ruin, the United States will finally have completed the 
sentence it began in 1776. 

The reform pathways exist: $400-650 billion in administrative savings through single-payer, 
drug price negotiation saving billions, transparency mandates reducing price opacity, public 
generic manufacturing breaking pharmaceutical cartels, right-to-repair restoring bodily 
autonomy. But implementation requires naming the system's purpose: not to heal but to 
hierarchy, not to include but to exclude, not to recognize personhood but to compress it until 
civic death becomes biological inevitability. 

A republic in which citizens die for lack of care has already surrendered the substance of liberty. 
The question is not whether we can afford universal healthcare. The question is whether we can 
afford to remain a nation where freedom depends on a credit score and survival requires a license 
from a corporation. 

The answer writes itself in every emergency room, every denied claim, every bankruptcy filing, 
every rural hospital closure, every patient who chose death over debt. 

The execution gap between law and life can close. But only if we name what we are doing when 
we let it remain open. 
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159. Disability social model challenging medical authority concentration: Oliver, 
Michael. Understanding Disability: From Theory to Practice. Palgrave Macmillan, 1996, 
2009; Shakespeare, Tom. Disability Rights and Wrongs. Routledge, 2006. 
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165. 47 states investigating "largest cartel in U.S. history": See Note 70 above. 
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167. FDA 2025 ANDA prioritization pilot for domestic manufacturing: Food and Drug 
Administration, "Pilot Program to Increase Domestic Manufacturing of Essential 
Medicines" (announced February 2025); Federal Register Notice pending. 

168. Current 9% domestic API production: FDA Drug Shortages Task Force Report 
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169. Cigna medical directors approving PXDX after legal review: See Note 17 above. 
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2022 appropriations); Tribal Budget Formulation Workgroup estimates of need vs. 
appropriation. 

171. Pharmaceutical companies filing 66% of patents after FDA approval: See Note 47 
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173. Cost-benefit analyses factoring 5% appeal rates: Internal insurer documents cited 
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179. Drug price negotiation saving billions: See Note 151 above. 
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ANALYSIS 

Geographic Personhood Stratification: 

180. 101 rural hospitals closed 2013-2020: Cecil G. Sheps Center data (see Note 82). 
181. Specialized service distance increases 40+ miles: See Note 84. 
182. Economic cascade from hospital closures eliminating top-three rural employers: 

Holmes, G. Mark, et al. "The Effect of Rural Hospital Closures on Community Economic 
Health." Health Services Research 41, no. 2 (2006): 467-485. 

Immigrant Exclusion: 

183. Public charge rule chilling effect: 2.1 million essential workers avoided Medicaid, 
1.3 million avoided SNAP: Bernstein, Hamutal, et al. "One in Seven Adults in Immigrant 
Families Reported Avoiding Public Benefit Programs in 2018." Urban Institute (May 
2019). 

184. 31.2 million people at risk from public charge rule changes, including 11.6 
million U.S.-born household members: Batalova, Jeanne, et al. "Chilling Effects: The 
Expected Public Charge Rule and Its Impact on Legal Immigrant Families' Public 
Benefits Use." Migration Policy Institute (June 2018). 

185. Essential workers: 17.8% immigrants despite 13.6% of population, 21.7% 
uninsured vs. 10.2% U.S.-born: Kerwin, Donald, and Robert Warren. "US Foreign-Born 
Essential Workers by Status and State, and the Global Pandemic." Journal on Migration 
and Human Security 8, no. 3 (2020): 282-300. 



186. State variation: California 35.6% essential worker immigrant coverage vs. Texas 
3.5%: Kaiser Family Foundation state health facts; Migration Policy Institute data. 

Tribal Healthcare: 

187. IHS funding 50% of appropriate levels: $4,078 per capita vs. $8,109 Medicaid, 
$10,692 VHA, $13,185 Medicare: U.S. Commission on Civil Rights, "Broken Promises: 
Continuing Federal Funding Shortfall for Native Americans" (December 2018). 

188. Tribal Budget Formulation Workgroup: $51 billion needed vs. $7 billion 
appropriated (FY 2022): National Congress of American Indians, "Fiscal Year 2023 
Indian Country Budget Request" (March 2022). 

189. AI/AN life expectancy trails national average by 5.5 years: Centers for Disease 
Control and Prevention, "Health of American Indian or Alaska Native Population" (2022 
data). 

190. AI/AN women 2x maternal mortality, infants nearly 2x infant mortality vs. White 
counterparts: CDC, "Racial and Ethnic Disparities Continue in Pregnancy-Related 
Deaths" (September 2019). 

191. 100% dentist vacancy Portland IHS, 50% medical officer/nursing vacancies 
nationwide: Government Accountability Office, "Indian Health Service: Agency Faces 
Ongoing Challenges Filling Provider Vacancies" (GAO-18-580, August 2018). 

192. Cherry Creek, Cheyenne River Reservation: no store, no gas station, 17-mile 
gravel road, residents like Cody Pedersen calling 7am for appointments, $40 neighbor 
transport payments: Pember, Mary Annette. "Death by Bureaucracy." Rewire News, 
November 15, 2016; investigative journalism on IHS access barriers. 

193. 54% decrease in kidney failure from diabetes (1996-2013) through IHS-funded 
strategies demonstrating potential with adequate resources: Centers for Disease Control 
and Prevention, "Diagnosed Diabetes Among American Indians and Alaska Natives 
Aged <35 Years — United States, 1994–2007." MMWR 59, no. 44 (2010): 1433-1436; 
updated analysis 2013-2015. 

Reproductive Healthcare Post-Dobbs: 

194. 20 states with conception-or-near abortion bans: Guttmacher Institute, "Interactive 
Map: US Abortion Policies and Access After Roe" (updated continuously; November 
2024 data). 

195. 66 clinics closed in 100 days after Dobbs: Guttmacher Institute, "100 Days Post-
Roe: At Least 66 Clinics Across 15 US States Have Stopped Offering Abortion Care" 
(October 3, 2022). 

196. 24% projected increase in maternal mortality nationally, 39% for Black women 
with national abortion ban: Stevenson, Amanda Jean. "The Pregnancy-Related Mortality 
Impact of a Total Abortion Ban in the United States: A Research Note on Increased 
Deaths Due to Remaining Pregnant." Demography 58, no. 6 (2021): 2019-2028. 

197. Healthcare providers in ban states: constraints on emergency pregnancy 
management, 60% considering leaving, 11% actually relocating: Sobel, Laurie, et al. 
"What We Know About the Impacts of Abortion Bans on Medical Care." Kaiser Family 
Foundation (February 2024). 



198. Legal ambiguity forcing delays "until the woman's health has deteriorated": 
Human Rights Watch, "'I Thought I Was Going to Die': The Need to Protect Abortion 
Access in Pregnancy Emergencies" (October 2023). 

199. Fetal personhood advancement as pregnant person personhood denial: Paltrow, 
Lynn M., and Jeanne Flavin. "Arrests of and Forced Interventions on Pregnant Women in 
the United States, 1973–2005: Implications for Women's Legal Status and Public 
Health." Journal of Health Politics, Policy and Law 38, no. 2 (2013): 299-343. 

200. Black maternal mortality 42.8 deaths per 100,000 vs. 13.0 White (3.55x higher): 
Centers for Disease Control and Prevention, "Pregnancy Mortality Surveillance System" 
(2020-2021 data). 

Mental Health Criminalization: 

201. Law enforcement responding to most mental health crises, consuming 10% 
budgets and 21% staff time: Taheri, Samantha A. "Do Crisis Intervention Teams Reduce 
Arrests and Improve Officer Safety? A Systematic Review and Meta-Analysis." Criminal 
Justice Policy Review 27, no. 1 (2016): 76-96. 

202. People with mental illness 10x higher likelihood of use of force, 25% of fatal 
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