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Turning Collaborative Policy Solutions into Action for 
Better Health Care  
 
The Brookings Institution is committed to producing innovative 
policy solutions to our nation’s most difficult challenges. The 
country may face no more important domestic policy challenge 
than the much-needed reform of our health care system. To help 
turn health care reform ideas into action, the Brookings Institution 
established the Engelberg Center for Health Care Reform.  
 
Much of today’s debate about health care reform focuses primar-
ily on strategies to increase access to coverage for the uninsured.  
However, meaningful improvements in health care will depend on 
dramatically reforming the structure of the delivery system at 
large – a challenge that is made more difficult by current fiscal 
realities. Given budget deficits, long-term fiscal projections for 
Medicare and Medicaid, and the state of the economy itself, it is 
unlikely that new revenues will be available to finance major new 
initiatives. Still, current circumstances should not encourage inac-
tion; they should instead underscore the need for strategies that 
both address gaps in quality and efficiency and further the ad-
vances that have already been made in health status and medical 
innovation.   
 
The Engelberg Center’s mission is to be a catalyst for change by 
developing data-driven, practical policy solutions that will foster 
high-quality, innovative care – care that is both more affordable 
and more effective at actually improving patient health.  
 
But the Center goes beyond merely studying the issues and mak-
ing policy recommendations. It promotes the broad-based ex-
change of ideas to develop consensus around practical steps, 
and then takes it one step further by providing technical support 
for collaborative work among a wide range of health care stake-
holders and actual implementation.  
 
The Center’s focus is on key priority areas that are critical to the 
kind of reform that will improve not just the health care system, 
but the health of individual patients.   



Introduction 

D espite other urgent national priorities, 
health care reform will receive major at-

tention next year. While the economic downturn 
has replaced health care reform as the top domestic 
priority, it has also raised public concerns about the 
affordability and security of health care and health 
care coverage. The president-elect has promised 
major reforms, and health care is also a top issue 
for many congressional leaders, who are already 
hard at work on proposals for 2009. A broad range 
of stakeholder groups, including those representing 
consumers, employers, health plans, and providers, 
are all taking more steps to support reform this time 
around. Consequently, this topic should be one of 
the top issues for transition planning for the presi-
dent-elect.  
 
Although there is a strong foundation for health 
care reform, the challenges and obstacles have 
never been greater. Simply put, there is little addi-
tional federal funding available to expand coverage 
and reduce out-of-pocket costs in our current health 
care delivery system. This is not the result of the 
recent crisis in financial markets and the expanding 
resources required from the federal government to 
address it. The economy will recover. In contrast, 
as a result of existing health care financing com-
mitments, the nation’s fiscal outlook – and conse-
quently its ability to sustain new health care spend-
ing – will continue to deteriorate. 
 
Consequently, health care reform efforts will be 
both technically and politically difficult. Reforms 
may come through some combination of redirect-
ing federal health care funding, now and in the fu-
ture, and promoting changes in the way that health 
care is provided to reduce costs and get more value 
for the dollars spent. These reforms must also gain 
broad support in a political environment where 
most Americans are satisfied with many aspects of 
the care they receive, and are understandably wary 

of big changes that could impact how and where 
they get their care.   
 
Against this backdrop, most experts believe that 
major reform efforts will fail and that Congress 
will enact at most minor reforms next year.  In-
stead, they expect to see the typical “incremental 
reform” approach – expand health care programs a 
little by squeezing health care payments or access 
elsewhere. But this approach is becoming more 
difficult to finance, and it is increasingly clear that 
it does not improve the way that care is delivered. 
On the contrary, it is contributing to a vicious cycle 
of rising avoidable costs, reductions in prices, and 
gaps in quality.  
 
From the standpoint of presidential and congres-
sional leadership heading into 2009, one thing is 
clear: Now is the time for action on a different vi-
sion for health care reform. Instead of promising 
unaffordable steps to expand access to coverage 
that in turn become the subject of a divisive debate 
about the role of government protection versus in-
dividual choice, this vision would highlight how 
providing support for reforming health care deliv-
ery can help make coverage and care more afford-
able for all Americans. This emphasis on truly re-
forming health care was reflected in both presiden-
tial candidates’ health care reform proposals, yet 
did not receive much attention during the cam-
paign. By bringing a focus on changing how health 
care works to next year’s health care reform strat-
egy, the new president and Congress may be able 
to craft a bipartisan path forward that makes real 
progress on the nation’s core health care chal-
lenges. Doing so will require leadership not only in 
developing policy ideas that can save money and 
improve care, but also in redefining the problem 
and in building bipartisan support for taking action 
to address it. Given the urgent need for action and 
the absence of other feasible alternatives, however, 
the timing is right for true health care reform. 
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The Fiscal Context for Reform 

T he current fiscal outlook, and the role of 
existing federal health care programs in it, 

is another major factor that will shape the timing 
and direction of reform. The government already 
plays a huge role in financing health care. Local, 
state, and federal government spending together 
were responsible for nearly half (46 percent) of the 
estimated $2.4 trillion spent on health care in 2008, 
including Medicare ($461 billion) and Medicaid 
($361 billion)1. The income and payroll tax exclu-
sions for employer-provided health insurance, 
which is not counted in health care expenditures, 
account for another $250 billion per year in fore-
gone federal revenues2 and are by far the largest 
and among the fastest-growing tax expenditures.3 
The Office of Management and Budget predicts 
that these tax expenditures will increase by 90 per-
cent between 2007 and 2013.4    

 

 
Because Medicare, Medicaid, and the tax expendi-
ture for employer-provided health insurance grow 
automatically with health care utilization and costs, 
the magnitude of the government’s financial com-
mitment has expanded along with health care 
spending, which has risen about 2.7 percent faster 
than the overall economy for the past half century 
(Figure 1).5  Total health care costs are projected to 
increase from 16 to nearly 20 percent of GDP in 
the next decade.6  Combined spending on Medicare 
and Medicaid alone is projected to account for as 
much as 13 percent of GDP by 2040, if these pro-
grams continue on their current trajectory.7 
 

Source: Congressional Budget Office, “The Long-Term Outlook for Health Care Spending” (November 2007).

Projected Spending on Health Care as a 
Percentage of GDP, 2007-2082

Figure 1
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G iven competing policy priorities, budget 
deficits, long-term fiscal projections for 

Medicare and Medicaid, and the recession – all of 
which will further strain state and federal budget 
revenues – it will be very hard to find significant 
new funding to support comprehensive expansions 
in health insurance. 
 
Moving Beyond Price Reductions 
 
When no other pathway is clear, a common policy 
response to address rising costs is an incremental 
squeeze on Medicare and Medicaid prices paid to 
physicians and other health care providers, or an 
incremental increase in taxes or fees. For example, 
Congress has built an automatic across-the-board 
reduction in physician fees into the Medicare law 
when Medicare spending on physician-related ser-
vices grows significantly faster than inflation. At 
the beginning of 2010, this law is scheduled to re-
duce prices for physician-related services by over 
20 percent.  But, because such large reductions are 
not feasible, what generally happens is that Medi-
care spreads more incremental price reductions 
across a broader range of health care providers. 
 
U.S. prices for the physicians, hospitals, brand-
name drugs, and other products and services that 
account for a large share of overall health care 
spending are indeed higher than those in most other 
countries. However, it is not clear how much fur-
ther prices can be squeezed. Many state Medicaid 
programs already have limited provider participa-
tion because regulated rates are so low, threatening 
access to care. More important, price increases are 
not the main driver of rising health care spending 
around the globe.  Spending is ‘prices times quanti-
ties,’ and quantity is the main reason that health 
care spending is going up – more people are being 
treated more intensively for more health problems. 

 
Thus, even if it is possible to lower prices further, 
this will not address long-term spending trends and 
the fiscal challenges associated with them. In fact, 
squeezing prices may worsen the problem by en-
couraging providers to invest in the capacity to pro-
vide more services that have relatively favorable 
reimbursement because of low “marginal” costs 
(e.g., more lab tests, imaging, and minor proce-
dures). In turn, this may make it more difficult for 
patients to get treatments that keep them well in the 
first place – and exacerbate the problem of rising 
quantities of services. If debates over containing 
health care costs focus on reducing prices or find-
ing additional sources of funding, and if coverage 
reforms are based on providing additional subsidies 
to make health care marginally more affordable, 
health care reform will neither address the underly-
ing problems in the U.S. health care system nor be 
sustainable. 
 
Encouraging Innovation and Value 
 
Focusing primarily on squeezing prices across the 
board could also threaten valuable innovations in 
health care and in how medical treatments are used. 
Health has improved in the United States in con-
junction with substantial increases in spending. For 
example, rates of mortality from cardiovascular 
disease have declined by approximately 43 percent 
between 1950 and 2005.8  Some studies have esti-
mated that the value of the increases in longevity 
enjoyed over the past five decades, in which health 
care has played a major role, not only exceeds si-
multaneous increases in cost but also is worth as 
much as all U.S. economic growth over the same 
period.9 
 
Nonetheless, while spending growth has achieved 
real gains in health, much of it is not clearly linked 
to such improvements. Wide variations exist in 

Pathways to Real Health Care Reform 
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how similar health problems are treated in different 
regions of the country, which in turn leads to varia-
tions in the volume of care used to treat similar pa-
tients. Residents of regions in the highest-spending 
quintile receive about 60 percent more care than 
those of regions in the lowest-spending quintile.10  
Some estimates indicate that as much as 30 percent 
of Medicare spending does not contribute meaning-
fully to patient outcomes.11 
 
In addition to the apparent substantial overuse of 
many treatments, underuse of proven-effective 
treatments is also common, leading to costly, pre-
ventable complications and worse health outcomes.  
For example, problems with patient adherence to 
proven-effective treatments for diabetes, high cho-
lesterol, blood pressure, asthma, and other chronic 
conditions are common, even for insured patients 
with modest out-of-pocket costs.12 And Medicare 
beneficiaries receive evidence-based effective 
treatments for their chronic diseases only about half 
the time, even though these treatments are covered 
by Medicare (Figure 2).13 The health care delivery 
system does not assure that the right care is deliv-
ered to the right patient at the right time. This 
leaves physicians, pharmacists, hospitals, and other 
providers in our fragmented health care system un-
derstandably frustrated that problems with health 
care quality at the person level are not within their 
control. 
 
A very large proportion of our health spending is 
currently going toward chronic diseases whose pro-
gression could be slowed or eliminated with more 
effective care, and with more prevention. Treat-

ment and management of chronic disease account 
for about 75 percent of health care spending in the 
United States.14 A significant part of the growing 
health and economic burden of chronic disease is 
associated with the increasing prevalence of obe-
sity over the last two decades. Some estimates sug-
gest that, due to changes in both the prevalence of 
obesity and relative spending on obese versus non-
obese individuals, per-capita health care costs are 
almost 30 percent higher today overall than they 
would have been if obesity levels had remained 
constant over the past 20 years.15 While many fac-
tors contribute to obesity and other chronic dis-
eases, there are clear, modifiable patient behaviors 
that can influence their prevalence and severity. 
Traditional approaches to health care, which put 
much more emphasis on treating complications 
after they happen, do not do much to support 
needed behavioral changes. 
 
The Need for Better Evidence 
 
The fact that the evidence base for care that is 
known to be effective and safe is quite limited pro-
vides an added challenge.16 This is particularly true 
for the capacity-associated differences in practice 
styles that account for most of the large regional 
variations in cost, as documented by researchers at 
Dartmouth and elsewhere. These differences in-
clude how often patients are seen and referred for 
chronic diseases, which lab and imaging tests are 
performed, how often they receive minor proce-
dures or have admissions to the hospital, and so on. 
 
              Despite improvements in analytical capa-

bilities that can help develop better evi-
dence, there is no systematic or coordi-
nated framework for using newly available 
electronic data and methodological ap-
proaches to assess the effectiveness of dif-
ferent treatment options or delivery mod-
els on a broad scale. Nor does an adequate 
framework exist for linking new evidence 
to benefits and payment policies to support 
effective treatments or delivery models 
that work while holding down costs. For 
all these reasons, real health care reform 
must address the core reason why it is so 
difficult to provide affordable coverage in 
for all Americans: the need for fundamen-
tal improvements in the quality and effi-
ciency of our health care system. The 
available evidence suggests big opportuni-
ties for achieving better results. Source: Elizabeth McGlynn et al., “The Quality of Health Care Delivered to Adults in the United States,” The New England Journal 

of Medicine 348 (2003). 
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A chieving real health care reform will de-
pend on taking steps to reform care deliv-

ery along with coverage – one cannot occur with-
out the other. This new vision for health care re-
form has started to gain traction. During the presi-
dential campaign, both candidates included propos-
als not only to expand coverage, but also to imple-
ment a range of other reforms including prevention, 
disease management, care coordination, and greater 
use of health information technology (IT) to sup-
port all of these steps while preventing errors and 
improving quality. This is not surprising: Without 
taking steps to reduce the cost of health care, nei-
ther candidate could come close to paying for their 
proposals to make health care and coverage more 
affordable. 
 
While there is growing emphasis on the connection 
between expanding access to care and improving 
care delivery, fundamental questions remain about 
how to close the big gaps in the quality, efficiency, 
and value of our health care system. On the one 
hand, the evidence of these gaps is clear; on the 
other, the evidence on how to go about closing 
them reliably is not. 
 
Lessons Learned from the Current  
Environment 
 
Efforts to reform health care delivery have 
achieved at best mixed results to date.  This is 
likely due at least in part to the uncertain benefits 
of various approaches to reform.  For example, de-
spite much enthusiasm about the potential for 
broader adoption of health IT to improve quality 
and lower costs, a recent review by the Congres-
sional Budget Office (CBO) highlighted the com-
plexity of estimating the likely savings to accrue 
from broader health IT adoption.17 CBO also sug-
gested that it will be difficult to maximize the cost 

savings achievable with health IT without comple-
mentary, systematic changes in the incentives pre-
sented by the health care system. 
 
The evidence is similarly mixed on almost every 
type of reform that involves up-front “investments” 
intended to save money and improve care through 
incremental additions or modifications to health 
care delivery. In addition to health IT, these re-
forms include strategies like disease management 
and care coordination, approaches that are typically 
designed to function within the current payment 
and regulatory system. These and other delivery 
reforms have shown some potential, but there is 
limited evidence that they alone can achieve con-
sistent results on a large enough scale to close ma-
jor gaps in quality and cost. In part for this reason, 
independent analyses of the health reform plans 
offered by Senators Obama and McCain during the 
presidential campaign showed high and dramati-
cally varying estimates of the substantial net addi-
tional costs that would be incurred – e.g., of well 
over $1 trillion over 10 years.18,19 
 
Clearly, to achieve savings and improved care, 
much more serious attention needs to be directed 
toward policy options that can reliably promote 
reforms in how health care is delivered. This can be 
done. We have seen plenty of examples of innova-
tive approaches to care delivery, including the 
Geisinger Health System’s use of the “patient-
centered medical home” concept and electronic 
health records, and the Mayo Health System’s ef-
forts with respect to quality improvement and pa-
tient-centered care, among many others.20 Despite 
these particular instances of achieving measurably 
better quality at a lower cost, this does not happen 
reliably. Our overall approach to health care fi-
nancing does little to promote more-efficient care 
delivery and even, at least in some instances,     
penalizes innovation. 

Moving Forward with Coverage and Delivery Reforms  
Together  
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Consider a physician thinking about investing in an 
electronic record system. Such an investment 
would help avoid duplicative lab tests and imaging 
procedures, manage patients with chronic diseases 
over the phone or the Internet, prevent hospitaliza-
tions, exchange information to assure a patient’s 
smooth transition out of the hospital, coordinate 
care, and keep costs down. However, all of these 
effects will reduce the physician’s reimbursement 
from Medicare. In sum, under the current system, 
there are substantial barriers for providers seeking 
to improve care while still making ends meet. Fur-
ther, simply providing a new subsidy for health IT 
would not change the underlying lack of financial 
support for using health IT to achieve improve-
ments in care. 
 
Reforming Provider Payments 
 
One very promising direction for achieving real 
changes in care and savings from avoiding unnec-
essary costs is reform in how providers are reim-
bursed for delivering care. Today, health care pay-
ments are largely tied to the volume and intensity 
of services. At a minimum, these payments should 
not penalize better value; if we really want to drive 
better value, payments should support it, by creat-
ing accountability for quality and efficiency rather 
than volume and intensity. 
 
Previous payment reform efforts have emphasized 
limited approaches – like Medicare paying hospi-
tals for reporting on specific process-related as-
pects of quality and publicizing the results. Not 
surprisingly, however, such limited changes in pay-
ment are able to achieve only incremental impacts 
on outcomes. The impact on costs is also generally 
modest at best, particularly after accounting for the 
additional payments that led to such quality im-
provements in the first place. 
 
To change how care is delivered, a critical element 
of health care reform should be a transition toward 
payment systems that directly support better value 
– that is, reform based on improving overall quality 
and reducing overall costs, rather than only ad-
dressing limited aspects of costs or quality. Al-
though the evidence is currently mixed on a num-
ber of major delivery system reforms, transitioning 
toward payment based on overall quality and value 
will help assure that payments will increase only 
when they actually improve care at the person 
level. There are several examples of promising new 
approaches to provider reimbursement, including 

Medicare’s Physician Group Practice (PGP) dem-
onstration, launched by CMS in 2005. The PGP 
demonstration rewards providers when they can 
document actual improvements in the health of the 
population served as well as lower overall health 
care spending through better prevention, chronic 
disease management, care coordination, health IT, 
and other efforts. The 10 multispecialty groups par-
ticipating in the demonstration have shown signifi-
cant improvements in quality and reductions in cost 
trends that are growing over time. 
 
Reforming Consumer Incentives 
 
Just as important as giving providers better finan-
cial support for improving quality and lowering 
costs is the need for complementary reforms on the 
demand or consumer side of health care delivery. 
These reforms would help people save money 
when they get high-quality care at a lower cost. In 
contrast, traditional insurance typically pays 80 
percent of medical costs after a deductible, and 
usually an even larger share of all costs after out-
of-pocket limits are met. This approach offers little 
or no savings when patients make the effort to seek 
higher-value care – particularly patients with costly 
chronic diseases, who often have a good idea about 
what works best for them. Instead, cost control 
tends to occur by restricting access to services. 
Models like high-deductible plans linked to health 
savings accounts are unlikely to reduce costs for 
the higher-risk patients who account for most costs 
because, even in these plans, most spending actu-
ally occurs beyond the out-of-pocket limit. 
 
Some large-scale reform experiences offer insights 
with respect to reforming consumer incentives. For 
example, Medicare Part D was designed to give 
enrollees flexibility in choosing a benefit design. 
On the one hand, this requires beneficiaries to 
spend more time and effort choosing a plan, which 
has led to some confusion and frustration, espe-
cially when the program first began. However, this 
approach also enabled enrollees to choose coverage 
designs other than the standard benefit included the 
legislation. In particular, beneficiaries have over-
whelmingly chosen “tiered” benefit designs, which 
are required to have the same actuarial value as the 
traditional benefit (which has 25 percent coinsur-
ance and then catastrophic protection), but offer 
much greater out-of-pocket savings when enrollees 
opt for less-costly medications that meet their 
health needs. 
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In these tiered-benefit plans, generic drugs are vir-
tually free (only a few dollars per prescription), and 
“preferred” brand-name drugs cost a relatively 
modest flat amount (e.g., $25 per prescription). For 
beneficiaries who switch to generics, this means a 
potential savings of much more than the traditional 
25 percent. Similarly, data have shown that benefi-
ciaries who switched from non-preferred to pre-
ferred brand-name drugs in categories like non-
sedating antihistamines or oral drugs for diabetes 
also save much more than 25 percent of the cost. 
With these benefit designs, the use of generics and 
preferred brands has increased rapidly in Part D. 
These trends have been accompanied by relatively 
few beneficiary complaints and rising overall satis-
faction levels, and the change in quantities of high- 
and low-cost drugs used (brand to generic and non-
preferred to preferred brand) has been a major con-
tributor to per-beneficiary costs that are much 
lower than originally projected at the program’s 
inception in 2006 (see Figure 3).21 
 
Other “value-based insurance designs” are intended 
to provide the same kind of rewards for consumers 
who choose other types of care that meets their 
needs at a lower cost. For example, some plans are 
reducing or eliminating co-pays for drugs shown to 
be cost-effective in chronic disease management, 
leading to higher compliance.22  Similarly, some 
health care providers, such as the Geisinger Health 
System, are now offering package prices for elec-
tive surgical procedures, accompanied by the publi-
cation of meaningful information on outcomes. As 
these benefit designs expand, providers that 
can reliably show better outcomes and 
lower overall costs could be “tier one” pro-
viders, with consumers paying little or no 
out-of-pocket costs when they choose these 
providers. Such plans could also cover 
other providers of similar services with 
worse outcomes and higher overall costs, 
but then beneficiaries would pay a larger 
share of the difference in costs than under 
traditional insurance design. With measures 
of quality of care that are compelling for 
consumers, the Part D experience suggests 
that such benefit reforms could have a large 
and rapid impact on consumer choices and 
thus quality and cost. 
 
 
 
 
 

Generating Meaningful Measures of  
Performance 
 
To enable these policy reforms, reliable perform-
ance measures that provide relevant, meaningful 
information on the cost, quality and experience of 
care are essential. In recent years, a great deal of 
attention and investment has focused on developing 
consensus support for new measures. While the 
growing use of such measures has resulted in more 
information on the quality and cost of care pro-
vided by hospitals, physicians, and other providers, 
many of the measures have been devel-oped at the 
provider- rather than at the person-level. Unless 
used as a basis for patient-level steps, this can rein-
force fragmentation in the health care system and 
permits only a limited picture of overall health sys-
tem performance for individuals. In addition, meas-
ures are used inconsistently across payers, plans, 
and regions. Reforms to promote the broader and 
more consistent use of well-validated, person-level 
performance measures are needed to achieve more 
significant improvements in overall cost, quality, 
and experience of care. 
 
Even with reliable and meaningful measures of the 
quality and cost of care, our fragmented health care 
system is by and large not ready to take full ac-
countability for outcomes and the overall costs of 
care. But, steps in this direction, accompanied by 
better support for care coordination, are feasible 
now. 
 

Declining CBO Estimates of Part D Net Spending: 
Historical Comparison
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M ost health care reform proposals under 
consideration can become transitional 

steps to reach the goal of accountability and sup-
port for high-value care at the person level. Exam-
ples of current and proposed initiatives that hold 
particular promise include the following: 
 
• Proposed new federal payments for adopting 
health IT could be tied to using health IT to con-
tribute to patient-level quality of care measures, 
and to exchange information needed in the manage-
ment of chronic diseases, such as through clinical 
registries. 
• New support for “medical homes” could be 
tied, over time, to at least partial accountability for 
primary care providers to achieve reductions in 
costs and improvements in outcomes for their pri-
mary care patients. 
• “Episode” payments, accompanied by episode-
based quality of care measures, could encourage 
better coordination of care and cost reductions – for 
example, a single, bundled payment for acute and 
post-acute care for a hospitalization. 
• “Shared savings” initiatives, currently in prom-
ising Medicare demonstration programs, could be 
expanded – along with expanded reporting on qual-
ity and cost impacts to assure that these steps do 
not have anti-competitive effects. 
• “Comparative effectiveness” research initia-
tives should focus not just on head-to-head com-
parisons of treatments, but on comparisons of pay-
ment and benefit reform policies, such as many of 
those discussed above. This would determine 
which ones achieve better outcomes and lower 
costs for the affected populations – and address the 
main causes of cost variation across areas. 
• Medicare could be given greater authority to 
join multi-stakeholder initiatives to promote ac-
countability for quality and costs. Such initiatives – 

including those underway in North Carolina, Indi-
anapolis, Vermont, and other areas of the country – 
are currently comprised of private insurers, Medi-
caid, state employee programs, and other payers. 
They are less likely to succeed when Medicare pay-
ments in the region do not support reforms in care 
that improve outcomes and lower costs. 
 
Many careful actuaries and analysts have thus far 
been reluctant to conclude that these kinds of 
“incremental” steps can lead to significant savings. 
However, with a requirement of accountability for 
improving overall quality and reducing overall 
costs, these payment reforms are less likely to add 
to health care spending. Moreover, as these pro-
grams expand, better evidence would help identify 
the most effective specific policies for supporting 
better quality and lower costs. 
 
In the meantime, some further steps can build in 
savings in the short term. Legislation earlier this 
year to support e-prescribing in Medicare was 
scored by CBO as saving money even with bonus 
payments in the short term, because penalties were 
imposed in later years. Also, a bundled payment for 
a hospitalization that included any readmissions 
could offer a higher base payment, in conjunction 
with reduced payments for readmissions over time 
(that more than offset the higher base payment), 
building in the expectation that higher up-front 
payments and tracking quality of care would lead 
to reductions in readmissions over time. 
 
Clearly, as CBO has suggested, we need more ex-
perience with financing reforms that lead to funda-
mental changes in the environment for medical 
practice. But, the only way to do that is to link cov-
erage reforms with delivery reforms that promote 
better quality at a lower cost, as described here. 
 

Concrete Steps Toward Reform 
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E ffective reform of the health care system is 
unlikely to happen without the engagement 

and support of the public around the need not just 
to expand coverage, but also to reform health care 
policies to improve quality and provide better sup-
port for changes in health care delivery that in-
crease the value of care. There is already substan-
tial consensus among health-policy experts that 
true reform must focus on these types of priorities.  
More than four out of five (85 percent) experts sur-
veyed, for instance, agree that fundamental pro-
vider payment reforms that provide incentives for 
high-quality and efficient care will be the most ef-
fective strategy for improving the health care sys-
tem.23 But policymakers’ belief in the importance 
of these reforms does not assure success, especially 
if immediate public concerns are oriented in a dif-
ferent direction. 
 
Health Care Reform as a Priority   
 
Although lagging significantly behind the economy 
as the highest concern for Americans, health care 
reform was among the top priorities cited in sur-
veys conducted just prior to the election. 
• While the share of those naming the economy 
as their top concern was considerably larger (62 
percent) than those citing health care (12 percent), 
these anxieties are clearly linked as “pocketbook 
issues.”24 
• Among registered voters in October 2008, 62 
percent agree that, given the economic challenges 
facing the country, it is “more important than ever 
to take on health reform.”25 
• As for the degree of reform envisioned by the 
public, 46 percent feel the need for major changes 
in the U.S. health care system, while another 24 
percent believe that a complete overhaul is neces-
sary.26 
 

This overall sense of urgency does not necessarily 
translate into broad support for specific reforms, 
and is accompanied by considerable wariness 
among many Americans about reforms that would 
actually affect them personally. While there is 
overwhelming support for health care reform in 
general, there is considerably less consensus with 
respect to the specific problems driving the need 
for reform and how to address them. Although nu-
merous public-opinion polls about health care have 
been conducted, the challenge of finding common 
ground among competing perspectives and priori-
ties is further complicated by significant gaps in the 
survey literature. These gaps are highlighted by 
what we do know from recent surveys on the major 
dimensions of the health care. 
 
Health Care Costs 
 
Overall, Americans feel that cost is the most impor-
tant health care problem facing the country today, 
with cost defined not as total health care spending, 
but as the out-of-pocket expenses incurred by indi-
viduals and families for their coverage and care. 
• More than half (56 percent) of all Americans 
are worried about being able to afford needed 
health care services (Figure 4).27 
• As of October 2008, fully 50 percent cited 
‘making health care and health insurance more af-
fordable’ as the most important health care issue 
driving their choice for president, marking an in-
crease of 13 percentage points since February 2008 
alone. 
• By contrast, only 6 percent cited ‘reducing the 
total amount the country spends on health care’ as 
their top health care priority.28 
 
Quality   
 
Although strategies for improving the quality and 
efficiency of care are now featured prominently in 

Engaging the Public 
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many reform proposals, quality is not generally 
perceived as a top priority. 
• Only 11 percent of registered voters cited qual-
ity as the most important health care issue driving 
their choice for president,29 and people overwhelm-
ingly describe themselves as either ‘somewhat sat-
isfied’ (34 percent) or ‘very satisfied’ (51 percent) 
with the quality of the care that they receive.30 
• At the same time, significant majorities per-
ceive at least some differences in quality across 
general practitioners (65 percent), hospitals (73 
percent), and health plans (71 percent) in their area. 
A majority (53 percent) of Americans are at least 
somewhat worried about the quality of the care 
they receive getting worse over time.31 
 
Transparency and Consumer  
Empowerment 
 
Despite emphasis in recent years on increasing 
transparency and empowering health care consum-
ers, by and large, Americans do not have a lot of 
personal experience with quality data. 
• As of August 2008, only 30 percent of health 
care consumers report having seen quality informa-
tion on health plans, hospitals, or doctors, and this 
marked a decrease (from 36 percent) since 2006.32 
• The share of those who have actually used 
quality information to make decisions about their 
own health care is even smaller. As of August 
2008, only 9 percent of consumers had used such 
information to make a decision about a health plan, 
7 percent had used it in selecting a hospital, and 
only 6 percent had used it to choose a doctor.33 
 

These perspectives and the public’s docu-
mented interest in access to information on 
quality and cost suggest a continuing un-
met need for clear, consumer-friendly in-
formation that people can confidently use 
to get better care for less money.34,35 
 
Building Support for Reforms That 
Improve Care 
 
Connecting with the public on the need for 
strategies that address quality and effi-
ciency is essential to building confidence 
in and support for reforms that can im-
prove health care delivery while actually 
lowering costs. Are there compelling ways 
to convey that more care is not necessarily 
better? Are there better ways to mobilize 
the concerns with Americans who are fre-

quently not getting high-quality care, or those with 
a frail parent who spend a lot of time and effort 
making sure that appointments, test results, or 
medications don’t fall through the cracks among 
providers, and fighting with payers to get the care 
that they think they need? 
 
One avenue is much more emphasis on specific, 
compelling information that is personally relevant. 
For example, saying that one-third of medical care 
isn’t beneficial to patients is quite different than 
saying that, one out of three patients getting care 
very much like yours is not getting treatments that 
could significantly improve his or her health. 
 
The technical complexity of health care issues, the 
public’s reluctance to endorse policy changes that 
are perceived as risky, and the fact that the most 
effective solutions will have larger impacts over 
longer time periods all complicate the challenge of 
effective health care reform. However, as public 
education activities around other long-term, seem-
ingly hard-to-influence issues like global warming 
have demonstrated in recent years, it is possible to 
achieve both greater support for reforms and wide-
spread changes in personal behavior that make a 
growing difference over time. As with other impor-
tant public issues, using the “bully pulpit” of politi-
cal leaders and especially the president to highlight 
specific, concrete ways in which progress is possi-
ble can both raise awareness of and build new sup-
port for meaningful reform of the health care sys-
tem. 
 

Concerns About the Affordability of Health Care

Not too worried
20%

Somewhat 
worried

28%

Very worried
28%

Not at all worried
24%

Source: Blendon, Robert J., et al., “Voters and Health Reform in the 2008 Presidential Election.” NEJM 359:19, November 6, 2008.

Figure 4

“How worried are you about not being able to afford the health care services you think you need?”



Engelberg Center for Health Care Reform at Brookings   11  

H ealth care reform that improves health care 
is needed more than ever, from the stand-

point of both our health and our fiscal outlook. In 
part because of the huge economic challenges fac-
ing the country, the political opportunity for reform 
– while by no means easy – is also more promising 
than it has been in 15 years. Truly sustainable 
health care reform will require a different focus 
than that of past approaches, which have empha-
sized trying to find additional sources of funding to 
keep up with cost growth. We can no longer afford 
that approach. Instead, we need a health care re-
form strategy that puts improving health care deliv-
ery front and center, and that promotes the 21st-
century promise of innovative, increasingly person-
alized, prevention-oriented health care. 

Achieving Real Health Care Reform 
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