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eXecutiVe suMMArY

Several myths about health insurance pervaded the health reform debate and interfered with plans for implementation. 
Many are built on a kernel of truth, but the simplification of complicated issues can lead to conclusions that are misleading, 
or just wrong. In this article, we draw on economic principles and empirical research to examine the arguments that 
underlie these misconceptions and the fundamental challenges these issues pose for the successful implementation of 
health reform. 

1.	 Misconception:	People	need	health	insurance	because	health	care	is	expensive.	Reality: We need health insurance  
 not because health care is expensive (it is), but because it is risky. 

2.	 Misconception:	Covering	the	uninsured	will	pay	for	itself:	spending	will	go	down	because	they	will	get	care	that		
	 is	cheaper	than	what	they	get	now	in	the	ER. Reality: Increasing coverage is expensive, but can be money well spent. 

3.	 Misconception:	Preventive	care	pays	for	itself:	health	care	spending	will	go	down	if	we	invest	more	in	prevention.		 	
	 Reality: More prevention would be great for our health, but not necessarily our wallets. 

4.	 Misconception:	If	everyone	had	insurance	coverage,	everyone	would	get	high	quality	health	care.		
	 Reality: insurance is no guarantee of high quality care. 

5.	 Misconception:	Employers	can	and	should	shoulder	more	of	the	burden	of	rising	health	care	costs	for	their		
	 employees.	Reality: Employees pay for the health insurance that they get through their employer, no matter  
 who writes the check to the insurance company. 

6.	 Misconception:	High	medical	malpractice	awards	have	driven	up	health	care	spending	dramatically	and		
	 driven	providers	out	of	practice. Reality: The malpractice system may be broken, but defensive medicine accounts  
 for only a small share of health care spending.

7.	 Misconception:	Pharmaceutical	company	profiteering	is	responsible	for	driving	up	health	care	costs.		
	 Reality: While there are reasons to question the value of new innovations in the pharmaceutical industry, 
  targeting manufacturers’ profits is unlikely to improve value or health. 

8.	 Misconception:	Moving	to	high	deductible	plans	would	have	fixed	our	health	care	system’s	problems	by		
	 lowering	expenditures	and	increasing	value. Reality: Greater patient cost-sharing would help, but it’s not the  
 magic bullet that some make it out to be. 

9. Misconception:	Having	a	single-payer	would	have	fixed	our	health	care	system. Reality: Despite the calls of many 
 for a single payer system in the recent debate, the evidence on this point is a lot more mixed than advocates suggest. 
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introduction

We know that our health care system is not delivering the consistently high-quality, high-value care that we should expect. 
Successful implementation of health reform will depend on moving beyond these misconceptions to improve the coverage 
and value of health care our system delivers.

The recent passage of the Patient Protection and Affordable Care Act (PPACA) will dramatically change the landscape of 
health insurance coverage in the U.S. The passage of the law is the first step down a long and complex road, however: there 
are aspects of the implementation that will shape the actual impact of the Act on both cost and coverage. Understanding 
the effects of the legislation and evaluating different implementation options depends on understanding insurance markets 
and health care fundamentals.

Several misconceptions about health insurance pervaded the reform debate and continue to color the debate on 
implementation. While many were based on genuine concerns and built on a kernel of truth, the simplification of complex 
issues often led to misleading conclusions. In this piece, which draws on a recent article we authored in Health Affairs, we 
use economic principles and empirical research to dispel these misconceptions and to draw lessons about the issues that 
will drive the success of implementation.1

Misconception: people need HeAltH insurAnce becAuse HeAltH cAre is eXpensiVe.

Reality: We need health insurance not because health care is expensive (it is), but because it is risky. We face the risk of 
becoming ill and then needing to pay for vital and expensive medical care, and insurance is a way to protect against that 
risk. Lots of other things are expensive, including housing and college tuition, but we don’t have insurance to help us 
purchase them because they are not uncertain in the way that health risks are. If it were certain that we’d fall sick, or  
if falling sick were entirely under our control, we would need to purchase health care but we would not need 
 health insurance. 

Insurance works by pooling risks: many people pay a premium up front, and then those who face a bad outcome (getting 
sick) get their health care bills paid out of those collected premiums. The system stays afloat because while sick people 
receive benefits that are greater than their premiums, there are enough healthy people receiving benefits that are lower 
than their premiums that the average premium can pay for the average benefit for the pool as a whole. Insurance is 
valuable because enrollees do not know ahead of time what their health costs will be, and face a risk of needing much more 
health care than they can comfortably afford. Insurance reduces this financial risk: the more uncertainty there is, the more 
you value the insurance. Once insured, enrollees should be guaranteed that their premiums will not rise just because they 
got sick, which is not always the case today. Nor are insurers held responsible for missed diagnoses or complications that 
affect a later insurer (including Medicare, the public insurance program for those over age 65). These are the real reform 
issues that are often glossed over in the confusion about the role of health insurance.

Because insurance is about reducing risk for an individual by diversifying these risks across a pool of households, it is 
impossible to “insure” against an adverse event that has already happened, for there is no longer any uncertainty. A 
well-functioning health insurance system cannot be designed around the transfer of resources to uninsured sick people: 
uninsured Americans who are sick need health care, even expensive health care, but not health insurance. This is why a 
ban on basing health insurance premiums on preexisting health conditions can only work in the presence of an individual 
mandate. The mandate ensures that people buy insurance before they know whether or not they will require expensive 
health care.

It is important to distinguish between private insurance and social insurance. Social insurance is about redistributing 
resources – from rich to poor, from healthy to sick. Private insurance markets can pool risk in a population ex ante before 
bad (insurable) events occur, but they cannot redistribute resources ex post from populations with known low need to 
populations with known high need. This redistribution is a primary function of public programs.2 
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Misconception: coVering tHe uninsured will pAY for itself: spending will go down becAuse tHeY 
will get cAre tHAt is cHeAper tHAn wHAt tHeY get now in tHe er. 

Reality: This is a common and deceptively appealing argument for expanding insurance coverage: we could spend less 
and get more, and who could be against that? But, as with most prescriptions that promise something for nothing, this 
misconception finds little empirical support. The health insurance coverage expansions in PPACA are very expensive, 
but the costs are balanced by increases in revenues from other sources. This is why the law overall does not increase the 
deficit – not because covering the uninsured is free.

Yes, ER care for the uninsured is inefficient and might have been avoided through more diligent preventive care. But 
research demonstrates that insured people consume more care than uninsured people – which is why the provisions in 
PPACA that increase coverage raise, not lower, government spending. 

Why do the insured consume more health care than the uninsured? Insured patients do not face the full cost of seeing a 
physician or requesting a procedure (they only pay a copayment whose size is much smaller than the true cost of seeing 
a physician), so they are likely to receive care even if its costs exceed its benefits. This well-documented phenomenon 
is known as ‘moral hazard’ (even though there’s nothing moral or immoral about it, and many non-economists do not 
accept the notion that patients respond to prices). This incentive to get more care is reinforced at the system level: when 
Medicare was introduced in 1965, providers made spectacular investments in high-tech care; hospital spending surged 
over 25 percent in 5 years. 

This doesn’t mean that covering the uninsured isn’t money well spent. Spending more to expand insurance is not a 
problem if it generates more value than it costs (and the view that health care is a right is not inconsistent with this 
framework). First, and often overlooked, is the security that insurance provides against the uncertainty of unknown health 
care expenses: it reduces anxiety and medical bankruptcies and helps to smooth out the potentially enormous financial 
“shocks” that come with an unexpected illness. The value of this financial smoothing alone is estimated to be almost as 
much as the cost of providing people with insurance. Second, much of the additional health care that the newly insured 
would receive is likely to be quite therapeutic (But this is by no means automatic. As we discuss below, being insured is not 
enough to guarantee good health care.) Expanding health insurance is worth it for these reasons – but not because it would 
save money.3

Misconception: preVentiVe cAre pAYs for itself: HeAltH cAre spending will go down if we  
inVest More in preVention.

Reality: More prevention would be great for our health, but not necessarily our wallets. Some preventive care has been 
shown to be cost-saving – such as flu vaccines for toddlers or targeted investments like initial colonoscopy screening for 
men aged 60-64 – but most prevention results in greater spending and better health outcomes. Consider the example 
of a lethal and fast-acting disease: if you could develop a vaccine that would prevent people from getting this disease, 
they would live longer and healthier lives, but over the course of their lives they would contract other illnesses that 
might be very expensive to treat, and would eventually die from something that might require more health care than the 
lethal disease. Their lifetime health spending would be higher because of the vaccine, not lower. Does this mean that the 
development and wide-spread use of this vaccine would be a bad thing? Of course not. But we should be spending money 
on prevention with the intention of improving health, not saving money. 

It is worth drawing a distinction between preventive screening and preventive behaviors. An example of the first is 
screening for diabetes or breast-cancer, and of the second are persuading patients to eat better or be more compliant with 
their diabetes medications. The first type of prevention—preventive care—is not always cost-effective at improving health. 
Estimates suggest, for example, that screening all 65-year-old men for diabetes, rather than just those with high blood 
pressure, costs almost $600,000 per year of life gained, compared with some screening procedures for newborns that 
cost less than $200 per year of life gained. Some measures may even raise costs and worsen health outcomes in the long 
run, such as screening for slow-growing cancers in older populations that results in risky surgeries without the promise 
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of increasing life-expectancy. On the other hand, encouraging good preventive behaviors may be cost-effective, but our 
knowledge of how to change patient behavior is in its infancy. While this strategy may pay off, it remains unproven at this 
time. Indeed, many trials of comprehensive interventions that have attempted to change behaviors have failed.4

Misconception: if eVerYone HAd generous insurAnce coVerAge, eVerYone would get HigH  
quAlitY HeAltH cAre. 

Reality: Simply covering the uninsured isn’t enough to ensure broad access to the best care our system has to offer. An 
immense literature in medicine finds that even among patients insured by the Medicare program (which is universal 
health insurance for people over the age of 65), there are enormous differences in quality: in fact, in areas where the most is 
spent on Medicare beneficiaries, they are the least likely to get high quality care. Mammograms, flu-shots, the use of beta-
blockers and aspirin for heart-attack patents, rapid antibiotics for pneumonia patients, and the use of simple laboratory 
tests to evaluate the management of diabetes are all lower in higher-spending areas. Higher spending isn’t even associated 
with lower mortality. So we should discard the over-simplified notion that more spending guarantees better care or even 
basic preventive care.

When these results showing the lack of relationship between spending and quality were first reported there were two 
predictable responses by skeptics: that high spending areas had sicker patients who were (appropriately) less likely to 
receive these therapies, and that patients in high-spending areas had higher satisfaction even if their measurable health 
outcomes were the same. Neither claim is supported by the evidence: there is no evidence that sicker patients are less 
likely to receive these therapies, nor do patients in high-spending regions report being more satisfied with their care. 

What, then, do patients in high-spending areas get? They are no more likely to receive surgery, but they’re likely to have 
more specialist visits and much shorter intervals between office visits, more diagnostic and imaging services, and much 
more intensive care in the end of the life. These are services of uncertain clinical benefit—trials have not established the 
“optimal” number of office visits for a patient with diabetes, or the number of times a cardiologist should evaluate a person 
with chest pain. High-spending areas have a physician workforce that is comprised of a greater share of specialists rather 
than generalists. And while specialists may be very good at treating specialized conditions (in addition to using expensive 
procedures with questionable health benefits), their presence may also introduce the possibility of “coordination failures,” 
making it more difficult to deliver less-intensive preventive and routine care of known high value. 

In summary, while it is certainly true that having health insurance has the potential to increase access to high-quality 
health care, the link is by no means automatic. Simply insuring the uninsured will give them access to the sort of health 
care that the rest of us receive: a combination of valuable care, overuse of interventions with little proven benefit, and 
the under-use of important therapies. This is better than no care, but it highlights the challenges faced by health reform: 
health insurance alone does not guarantee good health care5

Misconception: eMploYers cAn And sHould sHoulder More of tHe burden of rising HeAltH cAre 
costs for tHeir eMploYees. 

Reality: Employees ultimately pay for the health insurance that they get through their employer, no matter who writes the 
check to the insurance company. 

The view that we can get employers to shoulder the cost of providing health insurance, and much of the debate underlying 
the new employer mandate in PPACA, stems from the misconception that employers pay for benefits out of a reservoir 
of profits. Regardless of a firm’s profits, however, valued benefits are paid primarily out of workers wages. While workers 
may not even be aware of how much their total health premium is, employers make hiring decisions based on the total 
cost of employment, including both wages and benefits such as health insurance, maternity leave, disability and retirement 
benefits. They provide health insurance not out of generosity of spirit, but as a way to attract workers – just like wages. 
When the cost of benefits rises, wages fall (or rise more slowly than they would have otherwise), leaving workers bearing 
the cost of their benefits in the form of lower wages. 
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The uncomfortable arithmetic of this wage-fringe offset is seen in other contexts – for example, workers bear the costs of 
workers compensation, and mandated maternity benefits primarily reduce the wages of women of child-bearing age. When 
it is not possible to reduce wages, employers may respond in other ways: employment can be reduced for workers whose 
wages can’t be lowered, outsourcing and a reliance on temp-agencies may increase, and workers can be moved into part-
time jobs where mandates do not apply. This means that employer mandates have the potential to decrease employment 
as well as slow wage growth, depending on the size of the penalties and details of implementation.

This also means that the connection between health care costs and the “international competitiveness” of U.S. industry is 
murky at best: higher health costs lower workers’ non-health compensation, rather than firms’ profitability. It also bears 
mentioning that while the cost of health insurance has risen steadily over the last 20 years, the share of the premium paid 
to insurers directly by workers has remained constant at just under 30 percent – but this division does not change the fact 
that in the long run workers pay for the benefits they get through their employer. 

This is not to say that there aren’t advantages to getting insurance through an employer instead of on the individual 
(non-group) insurance market, especially when the individual market does not provide risk pooling – a limitation that is 
not rectified by the exchanges created under PPACA. Employer plans are currently the primary avenue for risk-pooling 
– where people with common risks form a common pool, and then those who become sick do not see an increase in 
premiums in subsequent years. In the absence of effective risk-pooling or a combination of mandatory participation and 
complete social insurance, healthy patients pick lean insurance offerings and sick patients pick more generous plans, and 
premiums for these policies diverge. It is this risk-pooling that is the main advantage to access to employer policies, not the 
fact that employers nominally pay part of the premium.6

Misconception: HigH MedicAl MAlprActice AwArds HAVe driVen up HeAltH cAre spending  
drAMAticAllY And driVen docs out of prActice. 

Reality: It is commonly asserted that high malpractice awards are the reason that health care spending in the U.S. is 
larger and growing faster than in other countries. Trade associations such as the American Medical Association and the 
insurance industry have forcefully argued that litigious patients and lawyers spurred on by reckless juries have driven up 
malpractice payments and, in turn, malpractice insurance premiums. Some physicians respond by practicing “defensive 
medicine” – ordering medically unnecessary tests and procedures to reduce the threat of litigation. Others have been 
forced to leave practice. The story is compelling and makes for sensational cover stories. But it overstates the role of the 
medical malpractice system.

There are both direct and indirect costs of malpractice litigation. Direct costs, which include the cost of defending claims, 
payments made on claims, and the administrative costs of liability insurance, are less than half a percent of health care 
spending (under $10 billion out of the approximately $2.4 trillion the U.S. spent on health care in 2008). 70 percent of 
this is the cost of payments, 20 percent the cost of defending against claims, and 10 percent the cost of administering 
malpractice insurance. 

Three frequent stakeholder claims about the growth of direct costs are suspect. The first misleading claim is that 
payments against physicians have sky-rocketed: it is often backed by data that are not adjusted for inflation, and without 
accounting for either reductions in jury awards or the fact that 95 percent of payments are settlements, not jury awards. 
The second claim is that payment increases are driving malpractice premiums up, and it also is not supported by the 
data: states where payments shot up are not states where malpractice premiums increased. The vagaries of the insurance 
underwriting cycle better explains the movement in malpractice premiums. The third claim is that areas with more 
litigation have seen greater reductions in the physician workforce. Even the largest estimates of this alleged exodus are 
small (3 percent), and there is no evidence of adverse effects on patient access to care. 

More difficult to measure are the indirect costs generated when providers practice defensive medicine. Estimates of 
these effects vary, but recent estimates suggest that total costs of the system are less than 2.5 percent of overall health 
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expenditures. Some providers claim that malpractice lowers their spending because they avoid risky patients. Others may 
increase their use of imaging services (reacting in part to rational fear of the substantial time and psychic costs of dealing 
with malpractice suits), but there is little evidence of downstream increases in surgical rates. Thus, while the indirect 
costs of the medical malpractice liability system may be more substantial than the direct costs, they are still too small to 
be the primary driver of rising spending. 

This does not mean that the malpractice system is functioning well to compensate the victims of negligence, however. 
Doctors can purchase malpractice insurance to insure against the payments that are made to successful plaintiffs, but they 
cannot insure against the hassle and emotional costs of this litigation. These non-monetary costs may be large and have 
little social value as there is no party that benefits from their presence. Nor is there evidence that more claiming frequency 
raises the quality of care received by patients—as would be expected if the threat of litigation caused providers to be 
more diligent. Other studies show that many patients who have been harmed by malpractice are not compensated by the 
system, while many of those who are compensated did suffer injuries but were not the victims of malpractice. Reducing 
these errors of omission and commission and improving the U.S.’s embarrassing record on medical errors are the real 
areas for reform. A preoccupation with the nominal growth of jury awards and the unsupported belief that damage caps 
will fix the malpractice system will do nothing for the productivity and safety of U.S. health care.7

Misconception: pHArMAceuticAl coMpAnY profiteering is responsible for driVing up HeAltH  
cAre costs.

Reality: While there are serious reasons to doubt the value of new pharmaceuticals, targeting manufacturers’ profits is 
unlikely to improve value or health. 

There are three problems with the view that the big profits of “big Pharma” are a big problem. First, there is nothing 
inherently wrong with health sector companies earning profits – as in other industries, the potential for profits drives 
innovation. While it’s true that the non-profit sector has made stunning advances in drug discovery, we have no evidence 
that it’s been able to compete with for-profits in the business of drug-delivery – that is, the vital process of taking a 
compound and figuring out the formulation and dosage. Second, it isn’t clear how big those profits really are. Profits are 
notoriously hard to measure in industries with substantial R&D investments, and the usual measure of profit margins 
(administrative profits as a share of sales) is problematic with this kind of investment structure. Third, consider the 
following calculation (based on Reinhardt’s methodology): about 12 percent of the U.S.’s annual health spending (or $200 
billion) goes towards prescription drugs. Pharmaceutical manufacturers keep about 78 percent of sales, with the rest going 
to retailers and wholesalers. If profits are 17 percent of this (which is probably a substantial overestimate, given that the 
largest pharmaceutical manufacturers report profits of around 10 percent), total profits would be only $30 billion. Thus 
even eliminating pharmaceutical profits altogether would save less than 1.8 percent of total spending at most, and would 
likely seriously dampen innovation. 

The more legitimate concern about the pharmaceutical industry is that newer products may not be generating as much 
benefit as they cost. This problem reflects a flaw in our patenting system that may make it too easy to patent a marginal 
innovation. Pharmaceutical companies can use aggressive marketing to persuade physicians to prescribe medications with 
low value or to use medications for “off-label” indications. The former may be wasteful, but the latter can do harm, as in 
the case of the use of Nesiritide as “tune-up” therapy for congestive heart failure. Similarly, because of our reimbursement 
system that does not reward value, manufacturers of devices (such as CTs or MRIs) have strong incentives to persuade 
providers to adopt exotic technologies with unproven benefit. The taxes on pharmaceutical companies in PPACA may 
raise revenues, but do not target a root cause of rising health care spending. Improving the value of care delivered by 
pharmaceuticals, screening equipment, and many other components of the health care system depends on making it more 
profitable to deliver high-value care than low-value care – not on taking the profit out of medicine.8 
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Misconception: greAter pAtient cost-sHAring would fiX our HeAltH cAre sYsteM’s probleMs  
bY lowering eXpenditures And increAsing VAlue. 

Reality: Greater cost-sharing might help in some cases, but indiscriminant use might also cause harm. It is certainly true 
that first-dollar insurance coverage (that is, with very low cost-sharing) encourages use of care with very low marginal 
benefit and that greater cost sharing would help reduce the use of discretionary care of questionable value. But there is 
also evidence that patients under-utilize drugs with very high value when confronted with greater cost-sharing (whether 
because they lack resources or information). Worse, there is evidence that even $5 - $10 increases in copayments for 
outpatient care can result in some patients getting hospitalized as a result of cutting back too much on valuable care, more 
than offsetting the reduced spending. 

There is no reason to think that the optimal insurance structure would look like the typical high-deductible plan. Rather,  
it might subsidize high-value care such as treatments to manage diabetes or asthma, while imposing greater cost-sharing 
on care of lower value, such as elective surgeries with limited health benefits. Of course, what may be valuable to one 
patient could be wasteful for another, and the key challenge for ‘value based’ insurance policies is to differentiate among 
these cases. 

This does not mean that increased cost sharing isn’t an important tool for improving the value of care, however. While 
most spending is indeed done by people with very high total costs (80 percent of health care dollars are spent by the 20 
percent of people with the highest spending), well-designed cost sharing programs could still have substantial effects on 
spending decisions. First, most spending is not done in emergency settings. Second, even limited cost-sharing can have 
an effect on a substantial share of spending. This suggests that carefully designed incentives could have a big effect on 
improving the value of care delivered.9 

Misconception: HAVing A single-pAYer would HAVe fiXed our HeAltH cAre sYsteM.

Reality: Despite the calls of many for a single payer system in the recent debate, the evidence on this point is a lot more 
mixed than advocates suggest. In single-payer systems the government pays for health care, but this of course doesn’t 
mean that the health care is free: people pay for it through higher taxes, which impose their own costs (rarely calculated 
by single-payer system advocates). Even more, it is not clear that moving to a single-payer system would cure our most 
pressing problems. 

Our key challenges include spiraling cost growth, lack of accountability, and large (seemingly unproductive) geographic 
variation in health care spending. Are single payer systems more responsive to these challenges? Comparing the 
experience of Canada and the U.S. Medicare program sheds some light on this. Canada offers an example of a single-payer 
system: care provided by independent physicians and hospitals is “free” to patients, in that there are no copayments 
or deductibles. (Canadians still need to get insurance for prescription drugs, usually with cost-sharing.) The Medicare 
program is close to a single-payer system, although patients face some copayments. Unfortunately, both systems struggle 
with unfettered cost-growth that threatens their viability; the U.S. more than Canada. The two systems have different 
mechanisms for dealing with this pressure. The Canadian system rations resources, resulting in waits for some kinds of 
elective care (these waits are not inherently bad, but something that Americans may not tolerate). In response, there has 
been recent growth in private facilities that fundamentally undermine the “single payer” nature of the Canadian system, 
with private spending now comprising about 30 percent of Canadian health care spending (compared with over 50 percent 
in the U.S.). Medicare’s unrestrained spending is gobbling up an increasing share of the Federal budget, crowding out 
other programs that could generate larger value. Moreover, both the Canadian system and Medicare exhibit enormous 
geographic variation in the quality and quantity of health care delivered, and in both more care isn’t necessarily associated 
with better outcomes. 
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Some believe that a single-payer system could reduce administrative costs, fraud, and abuse. The most aggressive 
estimates suggest that the U.S. would save $160 to $200 billion per year by eliminating spending on excess billing, resolving 
disputed claims, and negotiating payments between providers and insurers. This is a lot of money, but is not likely a key 
component of system reform for several reasons. First, it represents only 10 percent of total health care spending and does 
not seem to be increasing in importance over time, so any savings would not likely slow the cost growth. Second, we do not 
know what share of that administrative spending is put to productive uses like reducing billing fraud, and should thus not 
be reduced. Third, we do not even know what the difference in administrative burden between Medicare and the Canadian 
system really is. For example, a large portion of these costs are calculated based on the value of physician time spent on 
paperwork, and since American physicians earn substantially more than Canadian physicians, administrative “costs” 
in the U.S. will mechanically be higher. As for the frequent observation that Medicare’s administrative costs are lower 
than private plans in the U.S., some of that difference could be attributed to there being too little spent on monitoring 
and avoiding waste in Medicare, and to the fact that most hospitals and physicians who deal with Medicare have already 
implemented billing systems to serve their private clients. 

Thus, while moving to a single-payer system might have resulted in a one-time drop in total spending, it would likely not 
have reduced the growth of spending nor address some of the system’s most fundamental challenges.10 

fAlse conclusion: reforM is dooMed to fAil becAuse we don’t know tHe Answers to  
tHese questions.

Reality: We know that our health care system is not delivering the consistently high-quality, high-value care that we should 
expect. While there are many open questions in the design of the ideal system, with millions uninsured and rising costs 
threatening to swamp public and private budgets alike, maintaining the status quo was not the solution. 

Now that PPACA is law, policy-makers must focus on the implementation of the provisions intended to expand coverage 
and improve the functioning of insurance markets. These efforts should center on increasing the value that we get from 
the health care system – by changing the way providers are reimbursed to encourage the delivery of high-quality and 
stemming the use of care of questionable value, focusing malpractice reforms on reducing errors, and understanding how 
to evaluate the gains and potential waste from the relentless avalanche of new technologies. Such efforts might make for 
bad politics but good public policy - and, most importantly, even better health.11 



policY brief  FEBRUARY 2011  10  

About tHe AutHors

Katherine Baicker, PhD, is Professor of Health Economics in the Department of Health Policy and Management at the 
Harvard School of Public Health. She is a research associate at the National Bureau of Economic Research.

From 2005-2007, Professor Baicker served as a Senate-confirmed Member of the President’s Council of Economic 
Advisers. She currently serves on the Editorial Boards of Health Affairs, the Journal of Health Economics, the Journal 
of Economic Perspectives and the Forum for Health Economics and Policy; is Vice Chair of the Board of Directors of 
AcademyHealth; is on the Congressional Budget Office’s Panel of Health Advisers; and is a Commissioner on the Medicare 
Payment Advisory Commission.

Professor Baicker’s research focuses primarily on the factors that drive the distribution, generosity, and effectiveness of 
public and private health insurance, with a particular focus on health insurance finance and the effect of reforms on the 
distribution and quality of care. Her research has been published in journals such as Health Affairs, the New England 
Journal of Medicine, the Journal of Public Economics, and the Quarterly Journal of Economics, and has been featured in 
the New York Times, the Wall Street Journal, Business Week, and on National Public Radio. She has given Congressional 
testimony on health reform before several House and Senate Committees.

She received her BA in economics from Yale and her PhD in economics from Harvard.

Amitabh Chandra is an economist and a Professor of Public Policy at the Harvard Kennedy School of Government. He is 
a Research Fellow at the IZA Institute in Bonn, Germany, and at the National Bureau of Economic Research (NBER). His 
research focuses on productivity and cost-growth in healthcare and racial disparities in healthcare. His research has been 
supported by the National Institute of Aging, the National Institute of Child Health and Development, the Robert Wood 
Johnson Foundation, and has been published in the American Economic Review, the Journal of Political Economy, the  
New England Journal of Medicine, and Health Affairs. He is an editor of the Journal of Human Resources, Economics 
Letters, and the American Economic Journal. Professor Chandra has testified to the United States Senate, the National 
Academy of Science, the Institute of Medicine and the United States Commission on Civil Rights. His research has been 
featured in the New York Times, the Washington Post, CNN, Newsweek, and on National Public Radio. He is the recipient 
of an Outstanding Teacher Award, the first-prize recipient of the Upjohn Institute’s International Dissertation Research 
Award, the Kenneth Arrow Award for best paper in health economics, and the Eugene Garfield Award for the impact of 
medical research.



policY brief  FEBRUARY 2011  11  

endnotes

1 Baicker, K. and A. Chandra (2008). “Myths and misconceptions about U.S. health insurance.” Health Aff (Millwood) 27(6): w533-543.

2 Jonathan Gruber, Public Finance and Public Policy , Second Edition, 2007

3 Holahan, Health Affairs. McWilliams, J. Michael, Meara, Ellen, Zaslavsky, Alan M., Ayanian, John Z. “Use of Health Services by Previously Uninsured   
	 Medicare	Beneficiaries,” N Engl J Med 2007 357: 143-153. 
 Chandra, Amitabh, Gruber, Jonathan and McKnight, Robin, “Patient Cost-Sharing, Hospitalization Offsets, and the Design of Optimal Health Insurance  
 for the Elderly,” March 2007, NBER Working Paper No. W12972. 
 Hsu, John, Price, Mary, Huang, Jie, Brand, Richard, Fung, Vicki, Hui, Rita, Fireman, Bruce, Newhouse, Joseph P., Selby, Joseph V. “Unintended  
	 Consequences	of	Caps	on	Medicare	Drug	Benefits,”	N Engl J Med 2006 354: 2349-2359
 Amy Finkelstein “The Aggregate Effects of Health Insurance: Evidence from the Introduction of Medicare” 2007, Quarterly Journal of Economics 122  
 (1): 1-37. 
 Finkelstein, Amy and Robin McKnight. Forthcoming. “What Did Medicare Do? The Initial Impact of Medicare on Mortality and Out of Pocket Medical  
 Spending.” Journal of Public Economics.
 Newhouse, Joseph and the Insurance Experiment Group. 1993. Free for All? Lessons from the RAND Health Insurance Experiment, Harvard University   
 Press: Cambridge MA.

4 Agency for Health care Research and Quality, U.S. Preventive Services Task Force Recommendations 2008. 

 Cohen JT, Neumann PJ, Weinstein MC, “Does preventive care save money? Health economics and the presidential candidates.” N Engl J Med.  
 2008 Feb 14; 358(7):661-3. 
 Russell LB, “The role of prevention in health reform.” N Engl J Med. 1993 Jul 29; 329(5):352-4.
 The HEALTHY Study Group, “A School-Based Intervention for Diabetes Risk Reduction,” N Engl J Med 2010; 363:443-453, July 29, 2010.

5	 Baicker,	Katherine	and	Amitabh	Chandra,	“Medicare	Spending	and	the	Quality	of	Care	Received	by	Medicare	Beneficiaries,”	Health Affairs, Vol. 4,  
 pp184-197, April 7, 2004.
 Fisher ES, Wennberg DE, Stukel TA, Gottlieb DJ, Lucas F, Pinder EL. “The implications of regional variations in Medicare spending. Part 1:  
 The content, quality, and accessibility of care and Part 2: Health outcomes and satisfaction with care.” Ann Intern Med. 2003;138:273-298.

6 Baicker, Katherine and Amitabh Chandra, “The Labor Market Effects of Rising Health Insurance Premiums,” Journal of Labor Economics, Vol. 24,  
 no. 3, July 2006.
 Baicker, Katherine and Helen Levy, “Employer Health Insurance Mandates and the Risk of Unemployment,” Risk Management and Insurance Review,  
 Vol. 11, no. 1, pp 109-132, 2008.
	 Summers,	Lawrence	H.	1989,	“Some	simple	economics	of	mandated	benefits,”	American Economic Review 79:177–83.
 Gruber, Jonathan, and Alan B. Krueger. 1991, “The incidence of employer-provided insurance: Lessons from workers’ insurance,” Tax Policy and the  
 Economy 5:111–43.
	 Gruber,	Jonathan.	1994,	“The	incidence	of	mandated	maternity	benefits,”	American Economic Review 84:622–41.
 Currie, Janet, and Brigitte C. Madrian. 2000, “Health, health insurance and the labor market,” In The handbook of labor economics, vol. 3C, ed.  
 Orley Ashenfelter and David Card. Amsterdam: Elsevier Science.

7 American Medical Association, “America’s Medical Liability Crisis,” Feb 2005, www.ama-assn.org/ama1/pub/upload/mm/399/mlr_tp.pdf
 American Medical Association, “The Medical Liability Crisis: Why Repealing the McCarran-Ferguson or Passing Other Insurance Laws is Not the Answer,”   
 2004, www.ama-assn.org/ama1/pub/upload/mm/399/mlrcrisis.pdf
 Baicker, Katherine and Amitabh Chandra, “The Effect of Malpractice Liability on the Delivery of Health Care,” Forum for Health Economics & Policy, Vol. 8,   
 Article 4, 2005.
 Baicker, Katherine, Elliott Fisher, and Amitabh Chandra, “Malpractice Liability Costs and the Practice of Medicine in the Medicare Program,” Health Affairs,   
 May/June 2007, Vol. 26 no 3, 841-852.
 Chandra, Amitabh, Shantanu Nundy, and Seth Seabury, “The Growth of Physician Medical Malpractice Payments: Evidence from the National Practitioner  
 Data Bank,” Health Affairs web exclusive, May 31, 2005.
 Kessler, DP and MB McClellan, “How Liability Law Affects Medical Productivity,” Journal of Health Economics, Vol. 21 no 6, 2002, 931-955.
 Kessler, DP and MB McClellan, “Do Doctors Practice Defensive Medicine?” Quarterly Journal of Economics, Vol. 111 no 2, 1996, 353-390.
 Kessler, DP William M. Sage; David J. Becker. “Impact of Malpractice Reforms on the Supply of Physician Services,” JAMA. 2005;293(21):2618-2625.
 Eisenberg, Daniel and Maggie Sieger, “The Doctor Won’t See You Now,” Time Magazine, June 1, 2003.
 Institute of Medicine, To Err is Human: Building a Safe Health System, National Academies, 1999.
 Mello, Michelle, Amitabh Chandra, Atul Gawande, and David Studdert, “National Costs of the Medical Liability System,” Health Affairs, Vol. 29 no. 9, 2010,   
 pp. 1569-1577.



policY brief  FEBRUARY 2011  12  

8 Reinhardt, Uwe, “Employer-Based Health Insurance: A Balance Sheet,” Health Affairs, 1999, 18(6), 124-132. 
 Fortune Magazine “Our Annual Ranking of Americas Largest Corporations,” available at http://money.cnn.com/magazines/fortune/fortune500/2008/  
 industries/21/index.html. 
 Kaiser Family Foundation, “Prescription Drug Trends,” May 2007, http://www.kff.org/rxdrugs/upload/3057_06.pdf.
	 Topol,	Eric	J.	“Nesiritide	--	Not	Verified,”	N Engl J Med 2005 353: 113-116.

9	 Schappert	SM,	Burt	CW,	“Ambulatory	care	visits	to	physician	offices,	hospital	outpatient	departments,	and	emergency	departments:	United	States,	 
 2001–02,” National Center for Health Statistics. Vital Health Stat 13(159). 2006. 
 McCaig LF, Burt CW. “National Hospital Ambulatory Medical Care Survey: 2003 emergency department summary.” Advance data from vital and health  
 statistics; no 358. Hyattsville, Maryland: National Center for Health Statistics. 2005. 
	 NCHS	“Number	and	rate	of	discharges	from	short-stay	hospitals	and	of	days	of	care	and	average	length	of	stay,	by	selected	first-listed	diagnostic	categories:			
 United States, 2001.” http://www.cdc.gov/nchs/data/hdasd/sr13_156t9.pdf. http://www.ahrq.gov/research/ria19/expriach1.htm.

10 Aaron, Henry J, “The Costs of Health Care Administration in the United States and Canada -- Questionable Answers to a Questionable Question.”  
 N Engl J Med 2003 349: 801-803. 
 Woolhandler S, Campbell T, Himmelstein DU, “Costs of health care administration in the United States and Canada.” N Engl J Med 2003;349:768-775. 
 Thorpe, KE, “Inside the black box of administrative costs,” Health Affairs, Summer 1992; 11(2): 41-55. 

11 Fisher, Elliott, et al., “Creating Accountable Care Organizations: The Extended Hospital Medical Staff,” Health Affairs, Web Exclusive, Dec 5, 2006.


