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Cost Control after the ACA

This Perspective explains why implementation analysis of
the cost control provisions within the Patient Protection
and Affordable Care Act is not particularly useful. These
provisions are either relatively straightforward or, more
commonly, so flawed that successful implementation is
highly unlikely. The analysis shows that effective and
equitable cost control will require coordinating payers to
create all-payer fee setting. This poses significant chal-
lenges but has been implemented relatively successfully in
many countries. The balance of the article uses experience
with all-payer systems in other countries and fee setting
within Medicare to identify key choices within any all-
payer system. It highlights the importance of simplifying
considerations and focusing on outcomes—ithe incomes of
providers and total spending—rather than engaging in a
hopeless search for technocratic payment “accuracy.”

he 2010 legislation known as the Patient

Protection and Affordable Care Act (ACA)

calls for many dozens of reforms that pose
extensive implementation challenges (for just a small
sample, see Jost 2013). Reform advocates, especially
President Barack Obama, promised to “bend the cost
curve” so that people who were already insured would
not have to worry as much that their insurance would
become unaffordable (Nather 2009; Wayne and
Armstrong 2009). It appears reasonable, therefore,
to consider implementation of cost control measures
as part of this special issue on public administration
challenges after health care reform.

Yet the extensive analyses posted on health policy bill-
boards such as the Health Affairs blog give little con-
sideration to measures to limit the cost of health care
for the general population. Nor have such measures—
other than nonexistent “death panels”—received
much attention in broader politics. Public opinion
data show little sense among respondents that the law
will help control costs for most voters (Kaiser Family
Foundation 2010a, 2010b). Mainline public opinion
analyses do not even report on opinions about specific
cost control measures (Brodie et al. 2010; Kaiser
Family Foundation 2011a, 2011b).
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'This minimal public attention to spending control
measures is easy to explain: the ACA includes few
credible cost controls beyond its fee limits within
Medicare. “Credible” here means “measures that
traditional budget analysts who rely on evidence can
project will work.” The Congressional Budget Office
(CBO) expressed its skepticism about much of the
proposed cost controls in the ACA before the legisla-
tive process began (CBO 2008) and then predicted
hardly any savings outside of Medicare for the legisla-
tion as drafted and passed (CBO 2009, 2011)." Some
eminent analysts have even argued that it was possible
to pass legislation only by downgrading the goal of
controlling costs (Altman and Shactman 2011).

The Weak Cost Controls in the ACA

The ACA is a “patchwork” that seeks to mend the
many holes in U.S. health insurance (Marmor and
Oberlander 2011). It is a product of political com-
promises designed to win support from the most
conservative Democrats. It also was shaped by years
of discourse within the health policy community,
which has promoted a view that cost control requires
reorganization of how medical care is delivered. These
views argue especially that geographic variations in
medical practice show that care is unscientific, that

it needs to be rationalized, and that rationalization
would make the system more efficient (Berwick and
Hackbarth 2012; Health Affairs 2012b; Skinner 2011;
White 2011).

As a result, the legislation’s measures to “bend the cost
curve” include a laundry list of pilot programs and
attempts to induce more “rational” behavior. It pro-
motes—but does not mandate—changes in how med-
ical care providers are paid, how they are organized,
and how care processes are validated. These ideas, such
as “pay for performance,” “medical homes,” “compara-
tive effectiveness research,” “health information tech-
nology,” and more “evidence-based medicine,” form
an aspirational agenda that is shared throughout the
health policy world in the United States and abroad.
It is aspirational because, in spite of their popularity



among experts, these approaches, with rare exceptions, have not
been implemented anywhere to any significant extent.

Some eminent scholars believe that the ACA’s call for pilots of many
of these ideas will eventually rationalize the delivery of health care
and save boatloads of money. Yet this create-test-succeed-expand
process could not have significant effects outside of Medicare, even
if the pilots succeed, before 2020. And, as the CBO and oth-

ers have argued (e.g., Alliance for Health Reform 2008; Marmor,
Oberlander, and White 2009; Oberlander 2010), the assumptions
behind the reform theories can be very difficult to meet. Some
presume measurements that do not exist and may never be agreed
upon. Some rely on technical innovations that sound attractive but
will become very controversial as soon as they are reduced to details.

Many of the obstacles to this aspirational delivery reform agenda
can be illustrated through looking at one of the most prominent
ideas, “accountable care organizations” (ACOs). ACOs are supposed
to be created and show their worth in the Medicare Shared Savings
Program, after which, if all goes well, they will come to dominate
the private medical market. ACOs are meant to “manage care” but
be more popular than health maintenance organizations (HMOs)
because patients will not be forced to join them. Instead, organi-
zations will be held responsible for the costs of care for patients
who are deemed to be part of the ACO but are free to go to other
providers.

Advocates assert that organizations such as Kaiser Permanente and
Geisinger Health System (Dentzer 2010) show that ACOs can

be created. These organizations, however, tend to have members
who know they are members and/or are dominant providers in
their communities—so there is likely to be little spillover to other
providers. Moreover, decades of experience show that “a rare and
fortuitous combination of circumstances” was “needed to incubate
the kind of large multispecialty groups on which true HMOs are
built” (Iglehart 2004, 35). ACO theorists believe that payment
incentives will somehow overcome the market and organizational
factors that inhibited wider development of true HMOs—and
that having less control of the patients will not make it much
more difficult to implement cost controls. These are not plausible
assumptions. The evidence that ACO-like organizations will yield
significant savings is therefore quite weak (Gold 2010; Health
Affairs 2012a).

The process of drafting rules for the Medicare Shared Savings
Program has not justified optimism. As one summary by ACO
advocates put it, “perhaps the greatest concern with the initial rule
was the requirement that all ACOs bear risk by year three.” That
means be accountable if they actually increased costs. “Under the
final rule,” instead, “participating providers can join a three-year,
shared-savings-only, version.” That is, they would not be responsible
for extra costs (McClellan and Fisher 2011). This is good news if
one wants to promote ACOs, but not so good if one expects them
to save money.

Other cost control theories within the ACA also have little sup-
port from the literature.” More optimistic analysts respond basically
with faith and anecdotes. As one example put it, “there is not much
evidence in the published literature on policy reforms short of severe

constraints that save large amounts of money. And for every study
that does show savings from baseline, there is another study that
does not.” Therefore, these authors concluded that “it is impera-
tive to cast a wider net than traditional evidence standards” (Cutler,
Davis, and Stremeckis 2009, 10).

Absent “traditional evidence,” analysis of how to implement most
of the supposed cost controls in the ACA seems like a waste of
time. We can wish the Centers for Medicare and Medicaid Services
(CMS) good luck and hope that some of the pilots are encouraging,.
However, we simply do not have information about how to admin-
ister intentionally imprecise ideas. The lack of attention in the blogs
and public opinion fits the CBO’s judgment (2008, 2009, 2011)
that there is little “there” there.

CBO did, however, project savings from two kinds of cost con-
trols within the ACA. The first consists of fee restrictions within
Medicare. The second involves limiting the extent of insurance.

Some critics claim that the Medicare rate regulations will not
happen. They cite the fact that presidents and Congress have
continually prevented physician fee reductions that are required

by the sustainable growth rate (SGR) mechanism legislated in

1997. “Sustainable” spending increases would be no more than the
percentage increase in per capita gross domestic product (GDP); the
SGR calls for physician fee cuts if increases in the volume of services
would cause faster growth in Medicare’s physician expenses (Holtz-
Eakin and Ramlet 2010). Arguments emphasizing the SGR ignore
the long history of other successful fee restrictions within Medicare
(Horney and Van de Water 2009). Because of this better restraint of
prices, Medicare spending has grown more slowly than costs paid by
private insurance (Hutley, Strunk, and White 2004; MedPAC 2008;
White 2007). The CBO projects that measures such as reducing
payment updates for hospitals will work because there is a history of
them working.

The exceptional case of the SGR does point to some lessons about
how payment restrictions should be implemented. These issues,
however, apply to rate regulation under any circumstances rather
than only in Medicare. We will look at those issues later in this
analysis.

‘The other cost controls for which the CBO gives credit would
reduce spending by reducing insurance, either through not cover-
ing some services (delisting) or requiring patients to pay a larger
portion of the charge for a service (cost sharing). If the government
pays for less coverage, then government spending may be reduced
even if total costs are not. There are exceptions—for example, if
making prescription drugs less affordable causes patients to skip
medications and therefore require hospitalization (Goldman, Joyce,
and Zhang 2007). Increased cost sharing may also reduce necessary
care and be especially harmful to sicker people with lower incomes.?
Nevertheless, the CBO (2012) properly scored the budget savings
from the major version of this approach in the ACA: the “Cadillac

»

tax.

This is actually an excise tax of 40 percent on “high-premium insur-
ance plans,” scheduled to take effect in 2018. Its advocates within
and outside the administration say the tax would discourage insurers
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from offering supposedly luxurious (so-called Cadillac) benefits. If
employers then cut the value of the plans they sponsor, that would
reduce the value of the average tax preference for health insurance,
which, in turn, would raise federal revenues. From a budgetary
perspective, this does not depend on the effects of cost sharing on
patients or even total spending, so long as the total value of insur-
ance is lower.

Critics (including myself) have argued that when insurance plans
are particularly expensive, that is explained mainly by their being in
high-cost areas and serving groups with sicker members (Gabel et
al. 2010). Therefore, the “Cadillac tax” is more like an “ambulance
tax,” discriminating against those who need coverage most.* Similar
objections from congressional Democrats led to scaling back of the
original Senate proposal (Van de Water 2010).

For each plan, the Internal Revenue Service (IRS) must determine
total spending and the age distribution of the covered population
in years that have already been completed, each of which employers
can be required to provide and should know. Perhaps discretionary
spending in 2018 will be so brutally restrained that the IRS is not
able to do its job. Yet we cannot give any advice about that (other
than generic advice against irresponsible discretionary spending
cuts). Moreover, some of the effect of the excise tax will be nearly
automatic and also sooner than in the estimates, as employers are
already looking to reduce benefits so as to ensure that the tax does
not apply to their coverage (Sammer 2012).

The excise tax might not be implemented because it is not at all
popular (White 2011). Yet we should remember that conservative
Democrats, Republicans, and most of the economic profession
have supported this general approach, and budget constraints will
inhibit repeal. So we cannot know how political conflict will shape
the excise tax’s future. Yet it seems fair to say that regardless of

its policy merits, the excise tax poses normal administrative chal-
lenges—meaning that it is possible to imagine how it would be
administered. Even the threat of implementing it can have some of
the projected effect.

Unfortunately, the excise tax is even less likely than the aspirational
agenda to accomplish what average citizens want: to make care more
affordable. It is designed to make care less affordable, especially for
people who most need help paying for care.

If the ACA’s cost control measures are quite unlikely to accom-
plish what most citizens think cost control would mean, then the
question of public administration challenges in the future should
be rephrased. /f political leaders decide to pursue cost controls

that might work without contradicting the basic purpose of health
insurance—namely, to ensure that people receive necessary medi-
cal care—what would be the public administration challenges? The
answer must begin by identifying the right policies.

The Need for Price Regulation

Health costs in the United States, as a share of the economy, are
nearly half again larger than in all other countries. By one standard
calculation, in 2010, the United States spent 17.6 percent of its
GDP on health; second place went to the Netherlands at 12 percent
(OECD 2012).

The Organisation for Economic Co-operation and Development
and other researchers have established that other countries” systems
are less expensive mainly because they spend less on administrative
overhead and pay lower prices for services (Anderson et al. 2003;
Angrisano et al. 2007; Ginsburg 2008; Pearson 2009). The more
aggregated data about prices in some of these studies are supported
by research on specific services, such as primary care office visits
and physician services for hip replacement (Laugesen and Glied
2011).

Higher expenditures in the United States have little to do either
with excess amounts of care or with social and individual failings
that create extra need for care, such as the “obesity epidemic.” The
United States does not have unusually high volumes of care per per-
son, partly because it has particularly low levels of physician visits,
hospitalizations, and lengths of stay (Angrisano et al. 2007). Nor
does the disease burden argument hold up when put in compara-
tive perspective. While need is increased by obesity in the United
States, it is reduced, compared to other countries, by factors such
as low rates of smoking and a younger population. The McKinsey
Global Institute’s analysis concluded that, for 2006, “U.S. disease
prevalence does not explain any portion of the nation’s $650 billion
in spending above expected” (Farrell et al. 2008, 88).

High prices help explain even the cases in which U.S. volume is
unusually high. This includes some outpatient services, for which
much higher capacity in the United States is believed to induce
excess services. As Paul Ginsburg writes, “U.S. costs in outpatient
settings are higher because of subscale operation of facilities. With
prices very high, outpatient facilities in the United States can earn
a profit despite underutilizing capacity” (2008, 10). When the
Medicare program reduced fees for imaging done at outpatient
facilities to the level paid to hospitals, the number of imaging cent-
ers declined, and with that, utilization growth slowed (Lee and Levy
2012).

Both prices and administrative costs are high because of uncoor-
dinated payment by the thousands of insurance plans within the
system. Uwe Reinhardt has extensively documented the variation
that results:

[IIn New Jersey . . . I asked an insurer a very silly ques-
tion—what do you pay for a colonoscopy. And he said what
do you mean? You cannot answer that. It turns out the prices
they pay to different hospitals vary by a factor of three. In
California I asked the same thing. Give me some prices for an
appendectomy. It ranged anywhere from $800 to $13,000.
So I'm not sure what this market actually needs. There are

no prices in this. It is whatever you can grab and negotiate.
(Alliance for Health Reform 2008, 18)

This variation creates administrative costs for insurers (which must
both negotiate and then keep track of all the different prices from
all the different plans they manage for all the different providers)
and for providers (which must maintain elaborate billing operations
to deal with the insurers). At the same time, fragmented insurers,
except in quite uncommon circumstances (White 2007), have not
had the bargaining power to drive prices down toward the levels
achieved by payers in other countries. If anything, recent years have
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seen hospitals and specialty medical groups increasing their market
power (Berenson et al. 2012; Reinhardt 2012).

From 1970 to 2006, Medicare spending per enrollee rose, on aver-
age, by about 1 percentage point less per year than spending for

the privately insured (MedPAC 2008, 9). This was certainly not
achieved by reducing volume or “managing” care; instead, it resulted
from Medicare’s greater ability to restrain prices (Hurley, Strunk,
and White 2004). Medicare’s advantage over private insurers is
recognized by opponents of regulation who claim that hospitals and
doctors “cost shift” to the private sector (Reinhardt 2011). Even the
period when “managed care” was associated with relatively stable
costs is explained by temporary success in restraining prices rather
than by actually managing care (Gold 2010, 5-6; for an extensive
discussion, see White 2007).

Some analysts may believe that price restraint is not effective
because providers will maintain incomes by increasing the volume
and intensity of services. The CBO rebutted this claim, reporting
that “a decline in the amount that a provider is paid would generally
be expected to result in fewer services being delivered. That type of
response has been observed in skilled nursing facilities and home
health agencies, and there is some evidence that it occurs in hospi-
tals” (2008, 109). Physicians’ own services are different, and in some
cases, doctors induce further demand in an attempt to offset the
effects of fee constraints. Those efforts, however, have only modest
success. The behavioral response to physician fee cuts is estimated

to offset only 25 percent to 30 percent of the savings (CBO 2008;
Medicare Actuaries 1998; Technical Review Panel 2000).

Prices were not visibly on the agenda for system-level cost control
during the 2009-10 debate, partly because the Obama administra-
tion expected that would turn the doctors, drug companies, and
hospitals against reform. The only serious advocacy for cutting
costs by limiting prices was indirect, in the arguments for a “pub-
lic option” that would pay something resembling Medicare prices
for non-Medicare enrollees (Holahan and Blumberg 2008).” The
politics was also shaped, however, by belief among leaders of the
administration, business leaders, and key Senate Democrats that
costs could be reduced by 30 percent or more if unnecessary care
were eliminated through the measures of the aspirational agenda
(Skinner 2011; White 2011).

This view identified the basic problem as “fee-for-service” pay-
ment, on the grounds that paying per service induces extra services.
The aspirational agenda was supposed to change these incentives.
Advocacy for such measures helped build a groupthink that ignored
an evident fact: the big difference between the United States and
other countries is not that the United States uses fee for service, but
that the fees per service are much higher in the United States.

In most countries, such as Australia, Canada, France, Germany

and Japan, fee for service is the normal mode of paying physicians.
Moreover, in spite of the good reasons to bundle payments, there
has been some increase in reliance on “activity-based payment.” This
is especially shown by a move from hospital budgets to payments
per hospitalization (Busse et al. 2011). “Pay for performance” in
England has made fees for individual services a larger part of general
practitioners’ compensation (Doran and Roland 2010). Medicare’s

own success relative to U.S. private insurers further shows the
importance of targeting the level, rather than the existence, of fees
per service.

Since passage of the ACA, cracks have grown in the wall of group-
think against the evidence about prices. Studies by MedPAC and
others have explained how the emphasis on volume is overstated (for
sources, see White 2011). Recent overviews indicate that “overtreat-
ment” is only a modest portion of supposed “waste” in the health
care system (Berwick and Hackbarth 2012; Health Affairs 2012b).
A group of leading health policy experts, including some with long
histories of rejecting an emphasis on prices, called for “A Systemic
Approach to Containing Health Care Spending” (Emanuel et al.
2012), beginning with better control of payment rates within overall
spending targets. Desperation is beginning to encourage some
leaders in the health policy community to consider measures they
had long rejected. In a telling example, one of the leading health
economists in the country, Joseph P. Newhouse, listed reasons to
object to “any kind of regulatory control on medical spending” but
then concluded that “[d]espite all of the substantive and political
problems of price setting, some sort of all-payer regulatory regime
may be the only feasible alternative” (2010, 1723). In March 2013,
Steven Brill’s massive exposé of hospital pricing in 7ime—the long-
est cover article in the magazine’s history—further documented the
sometimes obscene prices in the U.S. health care system.

What, then, is “all-payer” regulation, and what are the implementa-
tion issues? The balance of this article provides an overview of major
concerns related to payment and cost control. Analysis of some
other issues, such as how to limit cherry-picking and other socially
unproductive aspects of competition among insurers, can be found
elsewhere (White 2009a, 2009b).

Coordinating Payment through All-Payer Rate Setting
Other advanced industrial countries coordinate payment: even if
there are multiple insurers, as in France or Germany or Japan or
the Netherlands or Switzerland, there are standard fee schedules by
which hospitals, physicians, or pharmaceutical companies bill the
insurers.

In Canada, provincial governments set the rates amid a process of
political negotiations (often contentious) with the various types of
providers. In countries with multiple payers, there are two main
methods. In some, a government body (e.g., the Ministry of Health
and Welfare in Japan) works out the fees (again, with some form

of consultation with providers). In others, such as Germany, the
government encourages (or organizes) the payers into bargaining
cartels that then negotiate with organizations of providers. Either
way, bargaining power on the payer side is much more concentrated
than in the United States (Reinhardt 2012).

All-payer rate setting can include some variation. The Japanese
system has a standard fee schedule, but cost sharing is lower for the
elderly. In Germany, about 10 percent of the population is covered
by private insurers that pay higher fees (in return for what their
enrollees expect will be preferential service). In both France and
Australia, some physicians can “extra bill” above the standard fees.
‘There is much less variation for any one payer to manage, how-
ever, and even less for any provider to manage. Standardized rates
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change the politics of cost control. In the United States, in spite

of the academic arguments against the theory of “cost shifting,”
many business representatives have worried that controlling costs
for Medicare increases costs for them. Limiting prices for all payers
therefore would unify the payers politically as well as for bargaining
purposes.

Compared to the United States, any all-payer system dramatically
increases payer power, must substantially reduce billing expenses,
and should improve the political support for cost control. Systems
vary substantially, however, so we turn now to some of the impor-
tant choices in implementing all-payer fee setting.

First is the unit of payment. Hospitals, for example, could be

paid for each individual service (including aspirin or saline solu-
tion). They could be paid a set rate per inpatient day (the major
method for many U.S. private insurers), or a set fee according to the
patient’s diagnosis (as in Medicare’s Prospective Payment System),
or given a budget for the year. The fee schedule for doctors could

be quite detailed, as in the United States, or relatively vague and
uninformative, as in France.

In the United States, the simplest approach to defining units would
be easiest to implement because it would build on systems that are
already accepted: pay hospitals according to the Medicare diagnosis-
related prospective payment categories, and physician and other
ambulatory services by adapting the current Medicare fee schedule.
Each schedule might require some adjustment because certain serv-
ices (e.g., pediatrics, obstetrics) are not common for the Medicare
population. Medicare’s physician fee categories, however, are already
the basis for many private insurers’ payments.

Relative Values, Conversion Factors, and Volume
Adjustments

Any fee schedule, then, involves two further dimensions. One is the
relative values of different items. Intentionally or not, any system
says what an arthroscopy is “worth” compared to a primary care
office visit. The second dimension is the desired level of spending
for the total of services in the system. Any set of relative values can
be conceived as a point scale, so all services combined add up to

a point total. Spending, then, depends on the explicit or implicit
conversion factor: how much is paid for each point.

The spending goal may be a zarget (the basis for setting a conver-
sion factor but without particular enforcement), a cap (so somehow
enforced), or something in between (with enforcement measures
that are weak or uncertain). Budget projections presume a volume
and mix of services, so enforcement requires some sort of volume
adjustment: if there are more services than expected, then, in some
way, prices must be further reduced (or, if fewer services, raised).
Germany over many years provided the model for a hard cap: physi-
cians billed according to the points of the relative value scale, and

at the end of each quarter, the points were added up, divided into a
negotiated budget for the geographic area, and the conversion factor
calculated retrospectively to fit the budget.

How, then, will relative values and conversion factors be established?
Who will set the categories, how often will the categories and their
relative values be changed, and by whom?

The default in most systems has been for the political authorities
and/or insurers to focus on the conversion factors and leave more
influence over relative values to physicians. This makes sense because
the payers care more about the totals and less about physicians’ rela-
tive incomes. This norm, however, has distinct disadvantages.

Developments in technology can reduce the cost of delivering some
services. Technology or other factors can increase demand for some
services (e.g., scans) more than others (e.g., primary care visits).
Volume increases, whether caused by greater productivity for a serv-
ice or simply greater demand, should be associated with lower costs
per service as fixed resources are used more intensively. Changing
only the conversion factor, then, cuts some providers (e.g., general
practitioners) because others (e.g., radiologists) are earning more.
Hence, reducing the relative value for such services is normally
better policy.

Policy makers will want to involve providers in setting and adjusting
the relative values, both because the latter have some expertise and
because it is better to implicate some of them in the results than to
allow all providers to unite against the regulations. Any such processes
will favor some providers over others. In 1961, the French increased
general practitioners’ representation because of concerns that special-
ists had been favored (Glaser 1970). In Japan, doctors who practice
outside hospitals are represented, and hospital physicians basically are
not. This leads to fees that favor doctors in private practice (Campbell
and Tkegami 2008). The Medicare physician fee-adjustment process

is led by the American Medical Association’s Relative Value Update
Committee; specialists greatly outnumber generalists, and critics argue
that as a result, annual updates favor specialists and do not sufficiently
recognize developments that would justify relative fee reductions
(Eaton 2010; Hackbarth 2007; Laugesen, Wada, and Chen 2012;
Mathews and McGinty 2010). Therefore, policy makers must struc-
ture the consultation process so as to encourage the results that best fit
policy goals. As in any situation that involves interests in administra-
tive policy making, the potential gain in legitimacy or acceptance risks
loss of authority and effectiveness.

A related question is equally fundamental, though less recognized,
in the U.S. debate. What standards will guide decisions? In the
United States, the discussion is continually framed in terms of
“accuracy,” that is, determining prices that fairly reflect costs (e.g.,
Hayes, Pettengill, and Stensland 2007). As David Frankford writes,
American policy makers have assumed that “health care can be
rationally allocated if it can be measured through appropriate tech-
nologies” (1994, 647), and both the diagnosis-related and resource-
based relative value scale (RBRVYS) systems set prices through such
measurement of input costs. Unfortunately, such measurements are
flawed, for at least four reasons (for more extensive discussion, see
Rosenbaum et al. 2012, chap. 12).

First, even if one can observe input costs, that does not reveal
whether those costs are appropriate. Second, costs are very dif-
ficult to observe, and the people delegated to provide data may

use inappropriate methods. This appears to have been a particular
problem in the United States, where data gathering has tended to
be delegated to specialty societies (Braun and McCall 2011). Third,
in hospitals especially, there is a huge amount of overhead for which
there is no agreed allocation formula (this is how hospitals have
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justified claiming costs of $100 or more for giving a patient saline
solution). Finally, for any service, but especially for physicians, one
of the core inputs is reimbursement of personnel, and there is no
objective standard for that. One may operate with some notion of
how physicians’ average incomes should compare to the national
distribution, such as being at the 95th percentile (Feldstein 1970).
If medical care is financed collectively, however, this is inherently a
social choice: how much of everyone else’s income to allocate to the
health care industry.”

Current Medicare rate setting subordinates both the real policy goals
and actual political concerns to a technocratic rationalization. For
example, the CMS developed practice expense differentials “to more
accurately compensate physicians when they furnish procedures

in their offices versus in other ambulatory settings.” So CMS paid
doctors more for services provided in their offices (Maxwell and
Zuckerman 2007-8). It would make more sense to pay all services
at the price associated with the most efficient site, thereby discour-
aging less efficient delivery.

It is simply a mistake to think of fees as “reimbursement” rather
than, more simply, “payment” (Reinhardt 2012). As the chair of
MedPAC testified, instead of basing fees on “input costs,” Medicare
physician payments might instead consider the “value of the service
and the price needed to ensure an adequate supply” (Hackbarth
2007). “If the United States wishes to contain health care spend-
ing,” two close observers of international practice advise, “it should
rethink the basic assumption that providers should be compensated
for their costs. Instead, payments should reflect the relative income
of different groups of providers and what the country can afford”
(Ikegami and Anderson 2012, 1055).

Policy makers should consider the physicians’ incomes when shap-
ing relative values for physician fees. For hospitals, the indicators
that should guide policy are a bit different. If some services are more
profitable than others, that might result in increased volume but will
also be revealed by capital investment in those services and increas-
ingly generous contracts with the relevant specialist physicians—as
has been especially common for cardiac procedures (Ginsburg and
Grossman 2005; Hayes, Petengill, and Stensland 2007). Rising sales
of any drug inherently justify lower prices, as the development costs
are spread over more units.

Updates should be frequent, both to deal with “unexplained
increases in certain procedures” (Busse et al. 2011, 159) and to
manage innovation. This will involve both creating new pay-
ments when it seems appropriate to encourage an innovation and
then lowering payments as the innovation is diffused. A reason-
able approach would be to have an expert technical organization
make proposals and final decisions, with a formal process for
provider organizations to provide evidence for alternatives—a
more constrained version of notice and comment rulemaking. The
Independent Payment Advisory Board created by the ACA could
play this role. The current Relative Value Update Committee could
be a model for formalizing providers’ response—as opposed to its
current much more powerful role.

These observations fit the challenge of updating within a category of
services. If spending targets or caps are meant to be global, however, a

further issue is how to relate categories of expense—such as phar-
maceuticals, medical devices, physicians, and inpatient care. This is
clearly a political call that will depend on the strength of each interest.
‘The Japanese provide an interesting model: after setting a spending
increase target, they normally set lower targets for drugs, adjusting
prices accordingly, so as to allow less restraint of physician fees.

Both priorities among service categories and how tightly to enforce
caps are political decisions. Yet whether caps are as tight as in
Germany or adjustments are made less strictly and with a lag, it is
vital that they address relative values in a timely manner.

Variations and Exceptions
Other choices involve what variations to allow.

States or other geographic units vary in both input costs for services
and the volume of services, which, in turn, are attributable to differ-
ences in capacity, health burden, and local practice styles. For both
reasons, spending per capita is much lower in North Dakota than in
south Florida.

Although it may seem fair to adjust for input costs that are relatively
uncontrollable, such as differences in rent levels, policy mak-

ers could have reasons not to do so. Such inputs tend to be more
expensive in urban than in rural areas. Hence, standard national
fees could provide higher net incomes in rural areas and help attract
physicians to those areas. Geographic adjustments can also lead to
arguments that lines are drawn unfairly (e.g., that the labor mar-
ket for a hospital in one county may include another county). On
balance, adjustments for factors such as rent and wage levels make
more sense for hospitals than for physicians, and any adjustment
for physicians should consider whether doctors are choosing to live
somewhere in spite of higher expenses.

More intensive practice patterns in some areas will lead to higher
spending than in others. Moreover, the distribution of services
varies: for example, some areas have relatively more interventional
cardiac care, and some have more medical management. Some have
more hip replacements and some more knee replacements. These
practice variations suggest that both conversion factors and relative
values need to be adjusted at subnational levels.

‘The sheer size of the United States also suggests that fee setting or
negotiation should be conducted at the subnational level—as is also
true in Germany. Logically, it should follow the boundaries of the
new health insurance exchanges. If all the funds for care in one area
were raised in that area, we could say that both specific fees and
total spending should be decided in that area. In areas with higher
volume, payers could choose between raising more money than is
spent in other areas and ratcheting down fees more strictly. Because
much of the funding in any region will come from the federal gov-
ernment, however, it must influence regional spending targets.

Should there be any variation in payments according to whom is
paying—as in Germany, with private insurers paying more than the
public law sickness funds, or in the United States, where Medicaid
on average pays less than Medicare, which pays less than private
insurers? In Germany, the privately insured pay more for what they
hope is more attentive service. Although not ideal, this could be
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viewed as an “escape valve” that reduces pressure for higher overall
fees or other forms of inequality among patients. Yet paying a bit
more for small numbers of people is more defensible than pay-
ing a lot less for large numbers. Because Medicaid fees are much
lower than other fees in the United States, many physicians reject
new Medicaid patients, and so the difference in the United States
punches holes in the safety net (Kaiser Commission 2012).

Neither the sources of payment (public versus private) nor enrollee
characteristics give good reason for some payers paying more than
others. Yet once this exists, it is very difficult to fix. As Ginsburg
and Thorpe wrote two decades ago, “With Medicare and Medicaid
paying substantially less than private payers now an equal payment
rate that allowed the same revenue to go to providers would require
a substantial increase in public outlays” (1992, 82). Therefore,

any all-payer regulation in the United States would have to begin
by limiting private insurance fees to Medicare plus some percent-
age while perhaps raising Medicaid fees. There would have to be a
phase-in toward equality, and it may never be achieved.

There are three further arguments for paying some providers within
a region more than others. First, some providers may perform extra
functions, such as medical education, that require extra compensa-
tion. This is not a good reason to vary fees. If the government wants
to pay for medical education, it should pay directly. If it wants
insurers to contribute, it should levy a charge on insurers, then pay
directly.

Second, some providers believe they are “higher quality” so should
be paid more. In the United States, reputation is rewarded in market
bargaining between insurers and hospitals. In France, certain doc-
tors in “Sector 2” are allowed to extra-bill while other doctors are
not, so the former receive higher fees. The rationale is that higher
fees provide an incentive for higher quality. One version of this
argument says that equal fees provide no incentive for quality. Such
a claim is absurd. A better reputation should be rewarded with more
business, so higher income. Moreover, there are other motivations
(such as pride) that cause people to seek good reputations. It is also
very hard to measure quality, which is one reason “pay for per-
formance” is so hard to achieve. On balance, “quality” differentials
should be extremely limited and require strong evidence.

Third, some providers face different cost structures than others.
Their patient population may be particularly difficult (e.g., they may
have language barriers that require translators or behavioral patterns
that require extra intervention to increase treatment adherence).
Hospitals might simply have different built-in costs because of the
nature of their physical plants or previous practices. Such factors
have long been recognized implicitly, if not explicitly, in systems
that paid hospitals through overall budgets. Sociological factors are
legitimate reasons for higher (or lower) payments into the future,
while, at a minimum, historical cost structures may require tem-
porarily higher payments and some phase-down toward the norm.
These factors are more likely to be significant at the hospital level
than for ambulatory care, and so even if hospitals are paid by activ-
ity, there is a case for some variation in the conversion factors.

There is no international norm about how to handle these legitimate
cost differences. On balance, it is best to limit adjustments and the

allowed reasons for adjustments—in part to avoid abuse, in part to
provide incentives for efficiency, and in part to limit complexity. If
a hospital’s patient population requires specific extra services, those
should be covered by separate payments. Higher fees resulting from
high base-year costs should be cut over time. That, however, is more
easily said than done.

Of the many other issues, one in particular deserves consideration.
If there is a standard fee schedule, how would that accommodate
insurers and providers that wish to contract on a different basis—for
example, to set up accountable care organizations with some form of
capitated payments or to bundle fees for care of a chronic illness? In
principle, there is no problem. Alternative payment mechanisms are
supposed to allow better care with fewer or different services. Then
providers should make more money for a given amount of effort,
and patients should enjoy better results. If this is true, all involved
will have an incentive to contract. If alternative contracts cannot
outperform the value proposition from coordinated fee-for-service
payment, then nothing is lost by not having them.

All-payer rate setting by itself cannot address the most basic prob-
lem with having competing, profit-seeking insurers. Competing
health plans can also seek profit from recruiting a healthier pool of
enrollees. This has happened with Medicare Advantage plans as they
compete with fee-for-service Medicare, increasing federal spending
beyond what it would have been without the competition (MedPAC
2011, 293-94). Coordinated payment, however, can also improve
oversight of insurers’ total costs and risk-profiles and so help with
implementing any system of risk adjustment.

Conclusion

This article has argued that if the aftermath of the ACA leads to
better control of spending, that will result from choices to go
beyond the ACA’s specific provisions. We should not be so opti-
mistic as to expect that development. Yet cost control measures
become more likely as the federal governments budgetary stakes
increase. President Jimmy Carter failed to enact hospital cost
controls when he targeted the whole system, but President Ronald
Reagan supported, and Congress then enacted, regulatory controls
for Medicare’s hospital costs. As the ACA puts a larger share of
spending on the government’s budget, decision makers are likely
to become more willing to take the political heat for more success-
ful cost control (Oberlander 2011). Moreover, the menu of policy
alternatives shows signs of expanding. As described earlier, health
policy experts with records of opposing regulation are beginning to
show more interest in the methods that help other countries control
spending better than the United States does and to help Medicare
control spending more successfully than U.S. private insurers.

The latter standard is not hard to meet because the uncoordinated
payment in the United States maximizes the power of the providers
vis-a-vis the payers. Coordinated payment through some sort of all-
payer regulation or bargaining is necessary.

This article has reviewed some of the choices involved in imple-
menting such an approach in the United States. Most of the
foregoing judgments share a common theme: simpler is better. Extra
functions should be paid outside the fee schedule. Policy makers
should not try to “reimburse” a huge array of costs. Instead, they

S30 Public Administration Review e September|October 2013 e Special Issue



should focus on the outcomes that matter: total spending, relative
incomes of providers, and whether fees are causing supply shortages.
Exceptions should be limited absent quite compelling evidence. The
major exception to this emphasis on simplicity involves updating
relative values. Updates should be more frequent and extensive than
has been common within Medicare.

The suggestions here share a common view of the allocation of
authority. Physicians especially, and other providers as well, should
have a formal role in the rate-setting or rate-negotiation processes.
The United States does not, however, have Germany’s tradition

of corporate governance and responsibility. Governments are also
direct payers to a much greater extent than in Germany. Therefore,
governments should play a role more like in Japan (where the
Ministry of Health and Welfare leads fee setting) than in Germany.
Yet there should be procedures that involve (and implicate) the
private insurance industry and employer representatives in the rate
structure as well. It is especially important that employers believe
that the system serves their interests—and that providers realize it is
not just the government that wants to restrain spending,.

All-payer regulation would help nongovernment payers but also
would be good for the federal budget. Lower payments by private
insurers would reduce the tax preference for employer-sponsored
insurance and the subsidies for insurance within the exchanges.
Medicare’s managers would no longer have to worry that Medicare
fee controls will lead providers to abandon Medicare patients
because of much higher payments for the privately insured
(Newhouse 2010). There should be an offset from higher Medicaid
fees, but those can be (and if states have any voice, will be) increased
more slowly than other savings are realized. The simplified billing
from coordinated payment would even reduce expenses for doctors
and hospitals.

Over the past half century, the United States became the great
exception in health care finance. It became both the only advanced
industrial country that did not attempt to guarantee health care
coverage to all citizens and the nation that spends by far the largest
share of its income on health care. The ACA could eliminate some,
but not all, of the distinctive lack of coverage. It is highly unlikely to
alter the exceptionally high costs. Better cost control requires meas-
ures that have been used by other countries but are not part of the
ACA. The political prospects for such measures remain uncertain at
best, though perhaps better than they have been in the past. From a
policy perspective, however, it is time for U.S. health care finance to
take the great leap into the late twentieth century.

Notes

1. In spite of concerns cited later, the budget estimates for the ACA are reason-
able. They largely involve the extra revenues in the ACA and savings from
direct reductions in Medicare fees. My topic here is effects on the rest of health
expenditure.

2. 'The best summary analysis is provided by the CBO (2008). Among other
sources, see Cohen, Neumann, and Weinstein (2008) on preventive care; Keller
(2013) on “pay for performance”; and Vladeck (1999) on the health policy
world’s penchant for believing in “policy unicorns”—beautiful concepts that
have not been seen in nature.

3. See Remler and Greene (2009) for a comprehensive overview. Jost and White

(2010, 5-10) provide further sources and argument.

kS

For examples of the two views, see Van de Water (2010) and Jost and White

(2010).

5. Policy makers showed a strange schizophrenia about lower prices, however.
While they barely considered using them to reduce costs for private insurance,
they relied on them for budgetary savings in Medicare. Expanding coverage
through expanding Medicaid was also attractive in part because Medicaid’s lower
fees give it lower costs—at a price of uncertain access in some cases.

6. Business organizations that opposed the public option during the ACA debate
feared cost shifting from that plan to large employer plans as well. Allowing all
payers to pay the same fees as the public option plan would have “leveled the
playing field,” but this was rarely suggested (White 2009a, 2009b).

7. For this reason, it might be useful to inform physicians of how well they are

doing compared to the average person (Glaser 1970).

References

Alliance for Health Reform. 2008. Putting the Brakes on Health Care Costs: Would
the Candidates’ Plans Work? Are There Better Solutions? Transcript, June 3.
http://www.allhealth.org/briefingmaterials/ Transcript-June3,2008-1240.pdf
[accessed June 28, 2013].

Altman, Stuart H., and David Shactman. 2011. Power, Politics, and Universal Health
Care: The Inside Story of a Century-Long Battle. Amherst, NY: Prometheus Books.

Anderson, Gerard F, Uwe E. Reinhardt, Peter S. Hussey, and Varduhi Petrosyan.
2003. It’s the Prices, Stupid: Why the United States Is So Different from Other
Countries. Health Affairs 22(3): 89-105.

Angrisano, Carlos, Diana Farrell, Bob Kocher, Martha Laboissiere, and Sara Parker.
2007. Accounting for the Cost of Health Care in the United States. San Francisco:
McKinsey Global Institute. http://www.mckinsey.com/insights/mgi/research/
americas/accounting_for_the_cost_of_health_care_in_the_united_states
[accessed June 28, 2013].

Berenson, Robert A., Paul B. Ginsburg, Jon B. Christianson, and Tracy Yee. 2012.
The Growing Power of Some Providers to Win Steep Payment Increases from
Insurers Suggests Policy Remedies May be Needed. Health Affairs 31(5): 973-81.

Berwick, Donald P, and Andrew D. Hackbarth. 2012. Eliminating Waste in U.S.
Health Care. Journal of the American Medical Association 307(14): 1513-16.

Braun, Peter, and Nancy McCall. 2011. Methodological Concerns with the Medicare
RBRVS Payment System and Recommendations for Additional Study. Report
prepared by RTT International for the Medicare Payment Advisory Commission,
December. http://www.medpac.gov/documents/Augl1_Methodology RBRVS_
contractor.pdf [accessed June 28, 2013].

Brill, Steven. 2013. Bitter Pill: Why Medical Bills Are Killing Us. 7ime, March 4, 16-55.

Brodie, Mollyann, Drew Altman, Claudia Deane, Sascha Buscho, and Elizabeth
Hamel. 2010. Liking the Pieces, Not the Package: Contradictions in Public
Opinion during Health Reform. Health Affairs 29(6): 1125-30.

Busse, Reinhard, Alexander Geissler, Wilm Quentin, and Miriam Wiley. 2011.
Diagnosis-Related Groups in Europe: Moving Towards Transparency, Efficiency, and
Quality in Hospitals. New York: Open University Press.

Campbell, John C., and Naoki Ikegami. 2008. 7he Art of Balance in Health Policy:
Maintaining Japans Low-Cost, Egalitarian System. New York: Cambridge
University Press.

Cohen, Joshua, Peter J. Neumann, and Milton C. Weinstein. 2008. Does Preventive
Care Save Money? Health Economics and the Presidential Candidates. New
England Journal of Medicine 358(7): 661-63.

Congressional Budget Office (CBO). 2008. Key Issues in Analyzing Major Health
Insurance Proposals. Washington, DC: Congressional Budget Office. htep://www.
cbo.gov/publication/41746 [accessed June 28, 2013].

.2009. An Analysis of Insurance Premiums under the Patient Protection and

Affordable Care Act. Letter to the Honorable Evan Bayh, November 30. htep://

www.cbo.gov/sites/default/files/cbofiles/ftpdocs/107xx/doc10781/11-30-premi-

ums.pdf [accessed June 28, 2013].

Cost Control after the ACA S31



.2011. CBO’s Analysis of the Major Health Care Legislation Enacted
in March 2010. Testimony of Director Douglas W. Elmendorf before the
Subcommittee on Health, Committee on Energy and Commerce, U.S. House
of Representatives, March 30. http://cbo.gov/sites/default/files/cbofiles/
ftpdocs/121xx/doc12119/03-30-healthcarelegislation.pdf [accessed June 28,
2013].

———2012. Updated Estimates for the Insurance Coverage Provisions of the
Affordable Care Act (March). http://cbo.gov/sites/default/files/cbofiles/
attachments/03-13-Coverage%20Estimates.pdf [accessed June 28, 2013].

Cutler, David M., Karen Davis, and Kristof Stemekis. 2009. Why Health Reform
Will Bend the Cost Curve. Issue Brief, Commonwealth Fund, December. http://
www.commonwealthfund.org/-/media/Files/Publications/Issue%20Brief/ 2009/
Dec/1351_Cutler_Davis_Health_Reform_129_CAPAE pdf [accessed June 28,
2013].

Dentzer, Susan. 2010. Geisinger Chief Glenn Steele: Seizing Health Reform’s
Potential to Build a Superior System. Health Affairs 29(6): 1200-1207.

Doran, Tim, and Martin Roland. 2010. Lessons from Major Initiatives to Improve
Primary Care in the United Kingdom. Health Affairs 29(5): 1023-29.

Eaton, Joe. 2010. Little-Known AMA Group Has Big Influence on Medicare
Payments. Kaiser Health News, October 27. http://www.kaiserhealthnews.org/
stories/2010/october/27/ama-center-public-integrity.aspx [accessed June 28,
2013].

Emanuel, Ezekiel, et al. 2012. A Systemic Approach to Containing Health Care
Spending. New England Journal of Medicine 367(10): 949-54.

Farrell, Diana, Eric Jensen, Bob Kocher, Nick Lovegrove, Fareed Melhem, Lenny
Mendonca, and Beth Parish. 2008. Accounting for the Cost of U.S. Health Care:
A New Look at Why Americans Spend More. San Francisco: McKinsey Global
Institute. http://www.mckinsey.com/insights/mgi/research/americas/account-
ing_for_the_cost_of_us_health_care [accessed June 28, 2013].

Feldstein, Martin. 1970. The Rising Price of Physicians’ Services. Review of Economics
and Statistics 52(2): 121-33.

Frankford, David M. 1994. Measuring Health Care: Political Fate and Technocratic
Reform. Journal of Health Politics, Policy and Law 19(3): 647-62.

Gabel, Jon, Jeremy Pickreign, Roland McDevitt, and Thomas Briggs. 2010. Taxing
Cadillac Health Plans May Produce Chevy Results. Health Affairs 29(1):
174-81.

Ginsburg, Paul B. 2008. High and Rising Health Care Costs: Demystifying
U.S. Health Care Spending. Synthesis Project Report no. 16, Robert Wood
Johnson Foundation, October. http://www.rwjf.org/content/dam/farm/reports/
reports/2008/rwjf32703 [accessed June 28, 2013].

Ginsburg, Paul B., and Joy M. Grossman. 2005. When the Price Isn't Right: How
Inadvertent Payment Incentives Drive Medical Care. Web supplement, Health
Affairs 24: \W5-376-84.

Ginsburg, Paul B., and Kenneth Thorpe. 1992. Can All-Payer Rate-Setting and the
Competitive Strategy Coexist? Health Affairs 11(2): 73-86.

Glaser, William A. 1970. Paying the Doctor: Systems of Remuneration and Their Effects.
Baltimore: Johns Hopkins University Press.

Gold, Marcia. 2010. Accountable Care Organizations: Will They Deliver? Policy
Brief, Mathematica Policy Research, January. http://www.mathematica-mpr.
com/publications/pdfs/health/account_care_orgs_brief.pdf [accessed June 28,
2013].

Goldman, Dana P, Geoffrey F. Joyce, and Yuhui Zheng. 2007. Prescription Drug
Cost Sharing: Associations with Medication and Medical Utilization and
Spending and Health. journal of the American Medical Association 298(1): 61-69.

Hackbarth, Glenn M. 2007. Options to Improve Medicare’s Payments to Physicians.
Testimony before the Subcommittee on Health, Committee on Ways and
Means, U.S. House of Representatives, May 10. http://www.medpac.gov/docu-
ments/051007_Testimony_MedPAC_physician_payment.pdf [accessed June 28,
2013].

Hayes, Kevin J., Julian Petengill, and Jeffrey Stensland. 2007. Getting the Price Right:
Medicare Payment Rates for Cardiovascular Services. Health Affairs 26(1): 124-36.

Health Affairs. 2012a. Next Steps for ACOs. Health Policy Brief, January 31. htep://
healthaffairs.org/healthpolicybriefs/brief_pdfs/healthpolicybrief_61.pdf [accessed
June 28, 2013].

. 2012b. Reducing Waste in Health Care. Health Policy Brief, December 13.
http://healthaffairs.org/healthpolicybriefs/brief_pdfs/healthpolicybrief_82.pdf
[accessed June 28, 2013].

Holahan, John, and Linda J. Blumberg. 2008. Can a Public Insurance Plan Increase
Competition and Lower the Costs of Health Reform? Urban Institute Health Policy

Center, October 3. http://www.urban.org/publications/411762.html [accessed
June 28, 2013].

Holtz-Eakin, Douglas, and Michael J. Ramlet. 2010. Health Care Reform Is Likely
to Widen Federal Budget Deficits, Not Reduce Them. Health Affairs 29(6):
1136-41.

Horney, James R., and Paul N. Van de Water. 2009. House-Passed and Senate-Passed
Bills Reduce Deficit, Slow Health Care Costs, and Include Realistic Medicare
Savings. Center on Budget and Policy Priorities, December 4. http://www.cbpp.
org/files/12-4-09health.pdf [accessed June 28, 2013]

Hurley, Robert E., Bradley C. Strunk, and Justin S. White. 2004. The Puzzling
Popularity of the PPO. Health Affairs 23(2): 56-68.

Iglehart, John. 2004. Physician Practice: Next Steps. Health Affairs 23(6): 35-36.

Ikegami, Naoki, and Gerard F. Anderson. 2012. In Japan, All-Payer Rate Setting
under Tight Government Control Has Proved to Be an Effective Approach to
Controlling Costs. Health Affairs 31(5): 1049-56.

Jost, Timothy S. 2013. Implementing Health Reform: Health Reimbursement
Arrangements and More. Health Affairs Blog, January 25. http://healthaffairs.
org/blog/2013/01/25/implementing-health-reform-health-reimbursement-
arrangements-and-more/print/ [accessed June 28, 2013].

Jost, Timothy S., and Joseph White. 2010. Cutting Health Care Spending: What
Is the Cost of an Excise Tax That Keeps People from Going to the Doctor?
Campaign for America’s Future, January 13. http://www.ourfuture.org/files/Jost-
White_Excise_Tax.pdf [accessed June 28, 2013].

Kaiser Commission on Medicaid and the Uninsured. 2012. Increasing Medicaid
Primary Care Fees for Certain Physicians in 2013 and 2014: A Primer on
the Health Reform Provision and Final Rule. http://www.kff.org/medicaid/
upload/8397.pdf [accessed June 28, 2013].

Kaiser Family Foundation. 2010a. Kaiser Health Tracking Poll, Public Opinion on
Health Care Issues—May 2010. htep://kaiserfamilyfoundation. files.wordpress.
com/2013/01/8075-f.pdf [accessed July 1, 2013].

. 2010b. Kaiser Health Tracking Poll, Public Opinion on Health Care

Issues—December 2010. http://kaiserfamilyfoundation.files.wordpress.

com/2013/01/8127-f.pdf [accessed July 1, 2013].

. 2011a. Kaiser Health Tracking Poll Chartpack—December. htep://

kaiserfamilyfoundation.files.wordpress.com/2013/03/8265-c.pdf [accessed July

1,2013].

. 2011b. Data Note: Pop Quiz: Assessing Americans’ Familiarity with the
Health Care Law. February 1. http://www.kff.org/healthreform/upload/8148.pdf
[accessed June 28, 2013].

Keller, Bill. 2013. Carrots for Doctors. New York Times, January 28.

Laugesen, Miriam J., and Sherry A. Glied. 2011. Higher Fees Paid to US Physicians
Drive Higher Spending for Physician Services Compared to Other Countries.
Health Affairs 30(9): 1647-56.

Laugesen, Miriam J., Roy Wada, and Eric M. Chen. 2012. In Setting Doctors’
Medicare Fees, CMS Almost Always Accepts the Relative Value Update Panel’s
Advice on Work Values. Health Affairs 31(5): 965-72.

Lee, David W., and Frank Levy. 2012. The Sharp Slowdown in Growth of Medical
Imaging: An Early Analysis Suggests Combination of Policies Was the Cause.
Health Affairs 31(8): 1876-84.

S$32 Public Administration Review e September|October 2013 e Special Issue



Marmor, Theodore R., and Jonathan Oberlander. 2011. The Patchwork: Health
Reform, American Style. Social Science and Medicine 72(2): 125-28.

Marmor, Theodore R., Jonathan Oberlander, and Joseph White. 2009. The Obama
Administration’s Options for Health Care Cost Control: Hope vs. Reality. Annals
of Internal Medicine 150(7): 485-89.

Mathews, Anna Wilde, and Tom McGinty. 2010. Physician Panel Prescribes the Fees
Paid by Medicare. Wall Street Journal, October 26.

Maxwell, Stephanie, and Stephen Zuckerman. 2007-8. Impact of Resource-Based
Practice Expenses on the Medicare Physician Volume. Health Care Financing
Review 29(2): 65-79.

McClellan, Mark, and Elliot Fisher. 2011. The ACO Final Rule: Progress Toward
Better Care at Lower Cost. Health Affairs Blog, October 21. http://healthaffairs.
org/blog/2011/10/21/the-aco-final-rule-progress-toward-better-care-at-lower-
cost/ [accessed June 28, 2013].

Medicare Actuaries. 1998. Memorandum: Physician Volume and Intensity Response,
August 13. http://www.cms.gov/Research-Statistics-Data-and-Systems/Research/
ActuarialStudies/downloads/PhysicianResponse.pdf [accessed June 28, 2013].

Medicare Payment Advisory Commission (MedPAC). 2008. Healthcare Spending and
the Medicare Program. Washington, DC: MedPAC.

. 2011. Report to the Congress: Medicare Payment Policy. Washington, DC:
MedPAC.

Nather, David. 2009. Selling the Greater Good. CQ Weekly, July 6, 1576-82.

Newhouse, Joseph P . 2010. Assessing Health Reform’s Impact on Four Key Groups
of Americans. Health Affairs 29(9): 1714-24.

Oberlander, Jonathan. 2010. Long Time Coming: Why Health Reform Finally
Passed. Health Affairs 29(6): 1112-16.

. 2011. Throwing Darts: Americans” Elusive Search for Health Care Cost
Control. Journal of Health Politics, Policy and Law 36(3): 477-84.

Oberlander, Jonathan, and Joseph White. 2009. Systemwide Cost Control—The
Missing Link in Health Care Reform. New England Journal of Medicine 361(12):
1131-33.

Organisation for Economic Co-Operation and Development (OECD). 2012.
OECD Health Data 2012—Frequently Requested Data. http://www.oecd.org/
els/healthpoliciesanddata/oecdhealthdata2012-frequentlyrequesteddata.htm
[accessed June 28, 2013]

Pearson, Mark. 2009. Disparities in Health Expenditures Across OECD Countries:
Why Does the United States Spend So Much More than Other Countries?
Statement prepared for the U.S. Senate Special Committee on Aging, September
30. http://www.oecd.org/unitedstates/43800977.pdf [accessed June 28, 2013].

Reinhardt, Uwe. 2011. The Many Different Prices Paid to Providers and the Flawed
Theory of Cost-Shifting: Is It Time for a More Rational All-Payer System? Health
Affairs 30(9): 2125-33.

. 2012. Divide et Impera: Protecting the Growth of Health Care Incomes
(Costs). Health Economics 21(1): 41-54.

Remler, Dahlia A., and Jessica Greene. 2009. Cost-Sharing: A Blunt Instrument.
Annual Review of Public Health 30: 293-311.

Rosenbaum, Sara, David M. Frankford, Sylvia A. Law, and Rand E. Rosenblatt.
2012. Law and the American Health Care System. New York: Foundation Press.

Sammer, Joanne. 2012. Link Round-Up: Early Planning for the Cadillac Tax,
Clearing up Health Care Pricing. Business Finance, October 31. http://business-

financemag.com/article/link-round-early-planning-cadillac-tax-clearing-health-
care-pricing-1031 [accessed June 28, 2013].

Skinner, Jonathan. 2011. Understanding Prices and Quantities in the U.S. Health
Care System. Journal of Health Politics, Policy and Law 36(4): 791-801.

Technical Review Panel on the Medicare Trustees Reports. 2000. Review of the
Medicare Trustees’ Financial Projections (December). http://www.cms.
gov/Research-Statistics-Data-and-Systems/Statistics- Trends-and-Reports/
ReportsTrustFunds/downloads/TechnicalPanelReport2000.pdf [accessed June
28, 2013].

Van de Water, Paul N. 2010. Changes to Excise Tax on High-Cost Health Plans
Address Criticisms, Retain Long-Term Benefits. Center on Budget and Policy
Priorities, January 26. http://www.cbpp.org/files/1-26-10health2.pdf [accessed
June 28, 2013].

Vladeck, Bruce C. 1999. Managed Care’s 15 Minutes of Fame. Journal of Health
Policy, Politics and Law 24(5): 1207-11.

Wayne, Alex, and Drew Armstrong. 2009. Moderates Flex Muscles in Health Talks.
CQ Weekly, October 26.

White, Joseph. 2007. Markets and Medical Care: The United States, 1993-2005.
Milbank Quarterly 85(3): 395-448.

. 2009a. Cost Control and Health Care Reform: The Case for All-Payer

Regulation. Campaign for America’s Future, May 12. http://www.ourfuture.org/

healthcare/white [accessed June 28, 2013].

. 2009b. Implementing Health Care Reform with All-Payer Regulation,

Private Insurers, and a Voluntary Public Insurance Plan. Campaign for America’s
Future, May 12. http://www.ourfuture.org/healthcare/white [accessed June 28,
2013].

. 2011. Prices, Volume, and the Perverse Effects of the Variations Crusade.
Journal of Health Politics, Policy and Law 36(4): 775-90.

Cost Control after the ACA S33



