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MISSION STATEMENT
The Hamilton Project seeks to advance America’s promise of
opportunity, prosperity, and growth. The Project’s economic
strategy reflects a judgment that long-term prosperity is best
achieved by fostering economic growth and broad participation
in that growth, by enhancing individual economic security, and by
embracing a role for effective government in making needed public
investments. We believe that today’s increasingly competitive
global economy requires public policy ideas commensurate with
the challenges of the 21st century. Our strategy calls for combining
increased public investments in key growth-enhancing areas, a
secure social safety net, and fiscal discipline. In that framework,
the Project puts forward innovative proposals from leading
economic thinkers — based on credible evidence and experience,
not ideology or doctrine — to introduce new and effective policy
options into the national debate.
The Project is named after Alexander Hamilton, the nation’s
first treasury secretary, who laid the foundation for the modern
American economy. Consistent with the guiding principles of
the Project, Hamilton stood for sound fiscal policy, believed
that broad-based opportunity for advancement would drive
American economic growth, and recognized that “prudent aids
and encouragements on the part of government” are necessary to
enhance and guide market forces.
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Introduction
The health-care sector is in many ways the most consequential
part of the United States economy. It is a fundamental part
of people’s lives, supporting their health and well-being.
Moreover, it matters because of its economic size and budgetary
implications. The health-care sector now employs 11 percent
of American workers (Bureau of Labor Statistics [BLS] 1980–
2019b and authors’ calculations) and accounts for 24 percent
of government spending (Centers for Medicare & Medicaid
Services [CMS] 1987–2018; Bureau of Economic Analysis
1987–2018; authors’ calculations).1 Health insurance is the
largest component (26 percent) of nonwage compensation
(BLS 2019b) and health care is one of the largest categories
of consumer spending (8.1 percent of consumer expenditures;
BLS 2019a).
A well-functioning health-care sector is therefore a
prerequisite for a well-functioning economy. Unfortunately,
the problems with U.S. health care are substantial. The
United States spends more than other countries without
obtaining better health outcomes (Papanicolas, Woskie, and
Jha 2018). Health care is growing as a share of the economy
and government budgets in ways that appear unsustainable
(CMS 1960–2018; Organisation for Economic Co-operation
and Development [OECD] 2015). This growth has slowed at

times; health spending as a share of GDP was roughly flat in
much of the 1990s, and growth has also slowed to some extent
in recent years. But even if expenditures as a share of GDP
plateaued at their current level, they would still represent a
massive expenditure of resources. Sixty years ago, health care
was 5 percent of the U.S. economy, as can be seen in figure A;
at 17.7 percent in 2018, it was more than three times that.
This growth represents a range of factors, from new healthcare treatments and services to better coverage, higher
utilization, and rising prices. Some of these changes are
desirable: As a country gets richer, spending a higher share
of income on health may be optimal (Hall and Jones 2007).2
Countries with a higher level of output per capita tend to
have a higher level of health expenditures per capita (Sawyer
and Cox 2018). In addition, as the population ages, health
deteriorates and health-care spending naturally rises. Finally,
if productivity advancements are more rapid in tradable goods
like agriculture or manufacturing than in services like health
care or education, the latter will tend to rise in relative price
and as a share of GDP.3
But some of the increase in health-care costs is undesirable
(Cutler 2018). Rent-seeking, monopoly power, and other flaws
in health-care markets sometimes result in unnecessary care
The Hamilton Project • Brookings
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or in elevated health-care prices. In several of the facts that
follow, we describe these factors and how they are shaping
health care.
Spending by private and public payers have both increased. The
United States has a health-care system that largely consists of
private providers and private insurance, but as health care has
become a larger part of the economy, a higher share of healthcare funding has been provided by government (figure B). As
of 2018, 34 percent of Americans received their health care via
government insurance or direct public provision (Berchick,
Barnett, and Upton 2019).

As shown in figure C, health care has doubled as a share of total
government expenditures in the last three decades, from 11.9
percent in 1990 to 24.1 percent in 2018. This increase comes
from the rising shares of the population enrolled in Medicare,
Medicaid, state Children’s Health Insurance Programs, and
veterans’ health benefits. Policy changes like the introduction
of the Medicare prescription drug benefit (Part D) in 2006
and a major expansion of Medicaid eligibility in 2014 played
important roles. At the same time, spending on discretionary
programs like education and research and development have
decreased as a share of GDP (Congressional Budget Office
2020). If health expenditures continue to increase as a share of

FIGURE A.

U.S. Health-Care Expenditures as a Share of GDP, 1960–2018
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FIGURE B.

Health-Care Expenditures as a Share of GDP by Source of Funds, 1987–2018
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Source: CMS 1987–2018; authors’ calculations.
Note: Public spending includes federal, state, and local spending. It includes employer contributions to employer-sponsored health insurance premiums (when
government is the employer) as well as state, local, and federal Medicaid payments. Business, household, and other private spending includes employer and employee
contributions to employer-sponsored health insurance, workers’ compensation, temporary disability insurance, and worksite health care; individual directly purchased
health insurance; out-of-pocket spending; and health-related philanthropic support. See CMS (1987–2018) for more details.
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government spending, the increase will eventually necessitate
either tax increases or reduced spending on other important
government functions like public safety, infrastructure,
research and development, and education.
Of course, health costs are also borne by the private sector.
Firms and households in the United States spent 10 percent of
GDP on health care in 2018. Despite widespread coverage—
as of 2018, 91.5 percent of Americans had either private
or government health insurance for all or part of the year
(Berchick, Barnett, and Upton 2019)—many people still face
large and variable out-of-pocket health-care costs. In 2017,
more than 1 in 50 Americans who interact with the healthcare system have out-of-pocket costs in excess of $5,000, and
1 in 200 have costs over $10,000.4 At the other end of the
distribution, roughly one in seven have no out-of-pocket costs
at all in a given year (figure D).5
The upper end of the distribution of out-of-pocket costs dwarfs
the liquid resources of many U.S. households, meaning that
many people faced with a negative health shock may also find
themselves in financial trouble. Negative health shocks tend to
be associated with loss of income, thereby compounding the
problem (Garcia-Gómez et al. 2013). Unexpected health costs
can generate bankruptcies and ongoing financial hardship
(Gross and Notowidigdo 2011).6

In this document, we provide 12 facts about the economics of
U.S. health-care, focusing largely on the private-payer system.
We highlight the surge in health-care expenditures and their
current high level. We note the wide variation of expenditures
across individuals—something that necessitates insurance.
We document that the United States pays higher prices than
most countries and that these prices vary widely across and
within places. We show that a lack of competition and high
administrative costs are especially important contributors to
high expenditures, indicating the need for reforms to reduce
costs in the United States. To keep the focus on these issues,
we do not discuss questions of coverage or of how coverage is
provided (publicly or via the market), but instead address the
questions of why expenditures, costs, and prices are so high.
This analysis aims to promote The Hamilton Project’s mission
to support broadly shared economic growth. Removing
excess costs from the health-care system is both an economic
imperative and a complement to policy efforts to improve
health-care access and outcomes. In the following facts we
provide context for understanding the landscape of policy
options for reducing costs in the health-care system.

FIGURE C.

Public Health-Care Expenditures as a Share of Government Spending, 1987–2018
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Source: CMS 1987–2018, Bureau of Economic Analysis 1987–2018; authors’ calculations.
Note: Public spending is government current expenditures at the federal, state, and local levels. Public health-care expenditures are for federal, state, and
local levels.
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FIGURE D.

Distribution of Out-Of-Pocket Health-Care Expenditures
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Note: Data are for 2017. Sample includes people of all ages. Sample excludes those who had no health-care costs in 2017. Costs are shown on a base 10
log scale.
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1.

U.S. per capita health-care spending nearly
quadrupled from 1980 to 2018.

Spending on U.S. health care has grown steadily, rising from
$2,900 per person in 1980 to $11,200 per person in 2018
(measured in 2018 dollars)—a 290 percent increase (figure
1a). That growth has slowed at times, as in the mid- to late
1990s and early 2010s, but since 1980 it amounts to annualized
growth in real per capita spending of 3.6 percent. From 2005
to 2018, growth has been slower (2.0 percent per year).

from 1980 to 2014 would have led to a 34 percent rise in per
capita spending—far below the 250 percent total increase over
that same period.8 In addition, as average age has increased,
underlying health conditions like obesity have gotten worse
over time, necessitating increased health-care expenditures
(Paez, Zhao, and Hwang 2009; Cawley and Meyerhoefer 2012).

A small part of the reason for this growth is the aging of the
U.S. population. As shown in figure 1b, the United States
spends $18,100 on personal health care for an average person
65 to 84 years old and $35,000 on an average person 85 or
older, while only spending $4,000 on an average person 18
or younger.7 As the share of those 65 and older has risen,
health-care spending per capita has increased accordingly.
But this aging-related increase is only a small portion of the
overall rise in spending: if the pattern of spending by age had
remained constant at 2014 levels, the aging that took place

Some of the increase simply reflects the growing spending that
takes place as per capita income grows, and some comes from
innovations that bring new health-care services and products.
However, the phenomenon called Baumol’s cost disease
describes how sectors with relatively low productivity growth
(like health care) tend to experience rising costs (Baumol and
Bowen 1965; Baumol 2012). But understanding why health
care has had little productivity growth relative to the rest of
the economy is important (Sheiner and Malinovskaya 2016).
As we explore in subsequent facts, problems with health-care
markets have contributed to rapidly rising costs in recent
decades.

FIGURE 1A.

FIGURE 1B.

Real National Health-Care Spending per
Capita, 1980–2018

Personal Health-Care Spending per Capita,
by Age Group
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Source: CMS 1980–2018; BEA 1980–2018; authors’ calculations.
Note: Data are adjusted to 2018 dollars using the GDP chain price index.

Source: CMS 2019; BEA 1980–2014; authors’ calculations.
Note: Data are for 2014, adjusted to 2018 dollars using the
GDP chain price index. Personal health care is a subset of total
national health expenditures. Other components of national
health expenditures include government administration, net cost
of health insurance (the difference between the premiums paid
for private health insurance and the amount paid for benefits),
government public health activities, and investment in research
and structures.
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2.

U.S. health-care spending is almost twice as high as
the OECD average.

The United States spends much more on health care as a
share of the economy (17.1 percent of GDP in 2017, using data
from the World Health Organization [WHO]9) than other
large advanced economies like Germany (11.2 percent) and
the United Kingdom (9.6 percent). Public spending by the
United States (8.3 percent of GDP) is roughly similar to public
spending by other countries; it is only when private spending
is added that the United States far exceeds peer nations (see
figure 2). However, public health insurance in the United
States covers only 34 percent of the population, much less
than the universal coverage in countries like Canada and the
United Kingdom (Berchick, Barnett, and Upton 2019; OECD
2020b), indicating that it costs far more to provide coverage in
the U.S. system than around the world.
Figure 2 distinguishes spending on the basis of the ultimate
payer, such that government payments to private providers
are counted as public spending. Almost all U.S. health care
is privately provided, and 51 percent of spending is paid for

by families, nonprofits, and businesses. This is in contrast to
those countries that also rely largely on private providers but
have the government as the payer (e.g., Canada) and those
countries that rely both on public health-care providers
and public funding (e.g., the United Kingdom). Note that
the countries shown in figure 2 are high-income, advanced
nations with near-universal health coverage, meaning that the
gap in spending is not primarily explained by differences in
coverage rates or income levels, but rather by differences in
health-care institutions and policy.
What do Americans get for their additional health-care
spending? In the United States, life expectancy at birth is
the lowest of the countries in figure 2; maternal and infant
mortality are the highest (Papanicolas, Woskie, and Jha
2018).10 Certainly, other non-health-care factors contribute to
these outcomes, but poor U.S. performance stands in striking
contrast to its high spending on health care (Garber and
Skinner 2008).

FIGURE 2.

Public and Private Health-Care Expenditures as a Share of GDP, by Country
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Note: Data are for 2017. Figure shows selected Organisation for Economic Co-operation and Development (OECD) countries; OECD average includes all OECD
member countries as of February 2020. Public expenditures include: expenditures on government schemes and social health insurance schemes. Private
expenditures include: compulsory private insurance schemes, voluntary health-care payment schemes, household out-of-pocket payments, and rest of the world
financing schemes (non-resident). See WHO (2019b) for details.

8

A Dozen Facts about the Economics of the U.S. Health-Care System

OECD average

3.

Most health-care spending is on hospitals and
professional services.

U.S. health-care spending is high and has increased
dramatically in recent decades. But what does the United
States purchase with all this spending?
Roughly a third of all health-care spending goes to hospital
care (figure 3), making clear that the functioning of the U.S.
hospital system is crucially important when health-care
expenditures are considered. Professional services make
up roughly a quarter of spending. (Professional services are
those provided by physicians and nonphysicians outside of a
hospital setting, including dental services.) The combination
of long-term care, nursing care facilities, and home health
care account for 13 percent of total health expenditures.
Prescription drugs are next at 9 percent, and net health
insurance costs (i.e., premiums earned less benefits paid)
account for 7 percent of total spending.
Insurance covers these different expenditures to varying
degrees. Consequently, out-of-pocket spending looks

somewhat different than overall spending: the largest shares
of out-of-pocket spending go to professional services (38
percent of total out-of-pocket spending) and prescription
drugs (13 percent) (CMS 2018 and authors’ calculations).11
Because prescription drugs are an ongoing expense for many,
and given the immediate and direct health impact that often
results from a lack of access, the costs of prescription drugs
can dominate health-care cost discussions. However, for
individuals (and especially for the system as a whole), the
expense of professional services is much larger.
Much health spending consists of labor costs, rather than
capital investment. One study of physicians’ offices, hospitals,
and outpatient care found that labor compensation accounted
for 49.8 percent of 2012 health-care revenues (Glied, Ma, and
Solis-Roman 2016). Lowering these labor costs requires some
combination of increased labor supply, (e.g., more health-care
professionals), fewer restrictions on what nonphysicians are
permitted to do (Adams and Markowitz 2018), and reductions
in unnecessary services.

FIGURE 3.

National Health-Care Expenditures, by Type of Expenditure
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Source: CMS 2018; authors’ calculations.
Note: Data are for 2018. Long-term, nursing, and home health care includes three categories as defined by the National Health Expenditure Accounts: other health,
residential, and personal care; home health care; and nursing care facilities and continuing care retirement communities. Other health, residential, and personal
care includes expenditures for residential care facilities, ambulance providers, medical care delivered in nontraditional settings (such as community centers, senior
citizens’ centers, schools, and military field stations), and expenditures for Home and Community-Based Waiver programs under Medicaid. Home health and
nursing/retirement care includes freestanding facilities only. Additional services of this type provided in hospital-based facilities are counted as hospital care. Nursing/
retirement care includes care provided in nursing care facilities, continuing care retirement communities, state and local government nursing facilities, and nursing
facilities operated by the Department of Veterans Affairs. Medical equipment and products include durable medical equipment and other nondurable medical
products.
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4.

Five percent of Americans accounted for half of all
U.S. health-care spending in 2017.

Health-care spending in any given year is distributed very
unequally. The half of the population using the least health
care accounts for only 3 percent of total (not just out-ofpocket) expenditures (excluding long-term care and some
other components of spending),12 while the top 1 percent
accounts for 22 percent (figure 4).
One reason for this is that health misfortunes can strike at
random, causing one-year expenditures to spike. In any given
year the distribution can be very unequal, but only some of
those with the highest spending will continue to have high
spending in subsequent years (Cohen and Yu 2012). The
bottom half of health-care users are disproportionately young
and consequently less likely to need expensive health care
(but apt to need it later in life). Many people will incur high
end-of-life expenditures—such costs accounted for 13 percent

of personal health-care costs in 2011 (Aldridge and Kelley
2015)—but in any given year most people do not incur these
costs. Also, at 13 percent, end-of-life care is important but not
a dominant part of U.S. health-care costs.13
When individuals incur high costs, insurance is usually
necessary to prevent extreme financial hardship. The top 1
percent have mean health-care expenditures of over $100,000,
and the next 4 percent have an average of $37,000—expenses
that are well beyond ability to pay for many families. At the
same time, the existence of insurance means that patients
bear less financial responsibility for the cost of their care and
have less incentive to control costs. In other cases—such as
emergencies—patients are often unable to compare costs
or weigh prices. Both of these features mean that normal
downward pressures on prices may not operate in the standard
way in a health-care market.

FIGURE 4.

Distribution of Health Expenditures for the U.S. Population
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5.

Expenditures are high and variable for those with
the poorest health.

Self-reported health is a well-established summary measure
of a person’s health that reliably correlates with objective
health measures like laboratory biomarkers (Schanzenbach et
al. 2016). We use it in figure 5 to explore how the level and
variation in health-care expenditures (total, rather than outof-pocket) differ across people of varying health conditions.

More striking is the dramatically higher range of expenditure
levels for those in poor health. People at the 90th percentile of
expenditures (for those in poor health) have nearly $70,000
spent on their behalf. Conversely, the 10th percentile of those
in poor health have just $700 in expenditures, or 100 times less
than the 90th percentile.

People enjoying good health are, unsurprisingly, not a
major driver of health-care expenditures. Among those who
report excellent health, even those at the 90th percentile of
expenditures incur only $5,780 in annual spending, not far
above the average of $2,350 for that group. On the other end
of the spectrum, people who report being in poor health have
average health-care expenditures of $26,450.

The group of people who report poor health as well as low
health-care expenditures may have health problems that are
not resolvable through expensive medical services, but they
may also be medically underserved, whether because of a lack
of insurance or other reasons (Cunningham 2018). Regardless,
health status alone may not always be a good guide to expected
expenditures in a given year.

FIGURE 5.

Health-Care Expenditures by Self-Reported Health
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6.

Health-care spending per privately insured person
is three times higher in some parts of the country
than in others.

Some places in the United States have considerably higher
health-care spending than others. This is not primarily a
matter of elderly people being disproportionately represented
in certain areas. Figure 6 shows spending per privately insured
beneficiary after adjusting for differences across places in age
and sex (Cooper et al. 2019). The upper Midwest, much of the
east coast, and northern California are all notable as places
with especially high spending.
In a comparison of so-called hospital referral regions (i.e.,
regional health care markets), spending per privately insured
beneficiary is about three times higher in the highest-spending
region ($6,366 in Anchorage, Alaska) than in the lowestspending region ($2,110 in Honolulu, Hawaii). Roughly half
of the overall variation is associated with differences in prices
across regions, with the other half due to differences in the
quantity of health care consumed. Surprisingly, a significant
amount of the national variation in prices occurs within
hospitals (Cooper et al. 2019).
FIGURE 6.

Medicare spending is somewhat different: prices are
set administratively rather than through decentralized
negotiations between payers and providers. Most of the
geographic variation in Medicare spending is accounted
for by differences in health-care utilization across places—
especially in post-acute care—rather than by prices (Cooper
et al. 2019). Further, about half of the variation in utilization
is driven by demand-side factors like health and preferences,
but differences in supply across places are also important
(Finkelstein, Gentzkow, and Williams 2016).
Is this spending variation evidence of a problem that policy
should address? The answer (and the policy response, if one
is called for) depends on whether spending is especially high
in some places because of insufficient competition and related
market failures (Cooper et al. 2019), differences in physician
behavior (Cutler et al. 2019), a larger share of people with
expensive health conditions (Rosenthal 2012), or a higher
cost of living and other factors not directly related to the
functioning of health markets.

Spending per Privately Insured Beneficiary, by Hospital Referral Region

Spending (2011 dollars)
2,110 to 3,648
3,649 to 3,956
3,957 to 4,299
4,300 to 4,739
4,740 to 6,366
Source: Cooper et al. 2019.
Note: Data are for 2011. Bins represent quintiles of spending per beneficiary. Hospital referral regions (HRRs) represent regional health-care markets developed by
the Dartmouth Atlas of Health Care. White areas are areas that are not contained in HRRs. Spending per privately insured beneficiary is risk-adjusted for age and sex.
The average U.S. spending in 2011 was $4,197.
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7.

In many cities, health-care prices vary widely for
the same service.

In a well-functioning competitive market, prices for the same
service will not vary widely within a given place: consumers
will avoid a business that charges much higher prices
than its competitors. However, many health-care markets
dramatically violate this expectation. Figure 7 focuses on
health-care price variation within selected metro areas,
showing that some metropolitan statistical areas feature much
more price variation than others. For example, estimates from
the Health Care Cost Institute show that the price for a blood
test ranges from $22 (10th percentile) to $37 (90th percentile)
in Baltimore, Maryland, but in El Paso, Texas, the same range
is $144 to $952. For a C-section delivery, prices vary widely
both across and within markets: the 10th to 90th percentile
range is 9.3 times larger in the San Francisco, California,
metro area than in the Knoxville, Tennessee, metropolitan
area.

Some variation in prices is due to differences in quality and
amenities: one medical practice might take more time with
patients, have nicer facilities, or employ more experienced
medical teams, allowing it to charge correspondingly higher
prices. But much of the variation is likely related to market
imperfections that limit the ability and incentive for patients
to shop for the lowest price (Chernew, Dafny, and Pany 2020;
Tu and Lauer 2009; Mehrotra et al. 2017).
A Hamilton Project proposal by Michael Chernew, Leemore
Dafny, and Maximilian Pany (2020) would address this type
of health-care price dispersion with regulatory interventions
directed at the most egregious price growth.

FIGURE 7A.

Blood Test Prices within Selected Metropolitan Areas
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FIGURE 7B.

C-Section Prices within Selected Metropolitan Areas
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Source: Kennedy et al. 2019.
Note: Data are for 2016. Figure shows percentiles of claims within a metro area. The blood test is a comprehensive metabolic
panel.
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8.

The United States pays more for health-care
services than other advanced economies.

The United States has dramatically higher health-care prices
than other advanced economies. This is the case for surgical
procedures, diagnostic tests, prescription drugs, and almost
any other type of health-care service. Figure 8 shows seven
other countries’ prices, as a percentage of the U.S. price, for
selected health-care services (Hargraves and Bloschichak
2019). For example, a Humira Pen costs between 16 percent
(South Africa) and 35 percent (Germany) of the U.S. average
price.
Relatively high U.S. prices are not just about higher
prescription drug prices (the bottom panel of figure 8) and
the implicit subsidies that the United States provides to the
rest of the world (much of which imposes price controls on
prescription drugs) by paying the fixed costs of drug research
and development (Wagner and McCarthy 2004). The United
States also has higher prices for outpatient procedures like
colonoscopies, MRIs, and cardiac catheterization, and hospital

procedures like C-sections and bypass surgeries (Hargraves
and Bloschichak 2019). For example, a hip replacement
surgery costs between 21 percent (Holland) and 64 percent
(Australia) of the average price in the United States.14 These
patterns are consistent with research showing that high U.S.
prices are an important part of high U.S. spending on health
care (Papanicolas, Woskie, and Jha 2018).15
High prices indicate underlying concerns that are different
than those indicated by high use of health care. In particular,
prices so far above those in other countries can reflect rents
(i.e., payments to the health-care system beyond what is
necessary for a normal rate of profit). These rents are driven by
market imperfections including provider market power and
the difficulty that health-care patients and other payers have
in assessing prices and quality (Chernew, Dafny, and Pany
2020). In addition, excess administrative costs (see fact 10)
and generally higher wages for highly educated workers in the
United States contribute to relatively high U.S. prices.

FIGURE 8.

Prices of Services and Prescription Drugs, by Country
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Normal delivery
Knee replacement
Inpatient appendectomy
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C-section
Bypass surgery
Angioplasty
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Source: International Federation of Health Plans and the Health Care Cost Institute (Hargraves and Bloschichak 2019).
Note: Data are from International Federation of Health Plans member companies in eight countries. International service price
comparisons are complicated by potentially different service definitions, reimbursement arrangements, and health plan participation
across countries.
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9.

Market concentration is high for specialist
physicians, insurers, and especially hospitals.

One reason for high prices and high health-care costs is that
competition is unusually weak in the health-care system.
Consolidation of medical providers, barriers to market entry,
and the closing of some hospitals have led to high and rising
market concentration, which allows providers to set higher
prices without losing patients.
Figure 9 describes this situation in terms of a commonly used
concentration metric called the Herfindahl-Hirschman Index
(HHI). This index captures the degree to which market share
is concentrated in a few organizations, and it is an important
assessment tool for antitrust policy. Under the Department of
Justice/Federal Trade Commission Merger Guidelines, an HHI
of 1,500 indicates a moderately concerning concentration level,
and an HHI of 2,500 indicates high concentration. As shown
in the figure, insurers, specialist physicians, and hospitals are
all above this latter threshold, with hospital concentration
especially high (with an HHI of 5,790 in 2016). Primary care
physicians are between the moderate and high concentration
levels, but they have experienced a rapid increase in HHI as

private practices have been acquired (Capps, Dranove, and
Ody 2017; Capps, Dranove, and Ody 2018; Fulton 2017).
Figure 9 shows mean HHI across metropolitan areas, rather
than the national level. It therefore does not increase when
a hospital in New York merges with a hospital in California,
for example. While this is appropriate for understanding the
range of choices available to a patient, it does not capture
the deleterious effects of consolidations across geographic
areas (Dafny, Ho, and Lee 2019; Lewis and Pflum 2017). As
explained in Gaynor (2020), hospitals that consolidate across
areas gain leverage in negotiations with insurers, who prefer
to offer large employers a health plan that includes many
provider options throughout the United States.
Reversing consolidation that has already occurred is likely
to be difficult. But policymakers can take steps to prevent
additional consolidation—and promote competition in other
ways—as described in a Hamilton Project proposal by Martin
Gaynor (2020).

FIGURE 9.

Herfindahl-Hirschman Index (mean)

Market Concentration by Health-Care Sector, 2010–16
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Source: Fulton 2017.
Note: The Herfindahl-Hirschman Index (HHI) is a measure of market concentration. After defining the boundaries of a market and calculating each firm’s market
share, HHI is calculated by summing the squared market shares of all firms, then multiplying the sum by 10,000. Moderate concentration indicates an HHI of 1,500
and high concentration indicates an HHI of 2,500. These thresholds are established by the U.S. Department of Justice and Federal Trade Commission’s Horizontal
Merger Guidelines. Each HHI value is the sector-specific mean of metropolitan statistical areas values. Percentages in parentheses show growth in HHI from 2010 to
2016.
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10.

U.S. health-care administrative costs are the
highest of all advanced economies.

Administrative health-care costs are higher as a share of
GDP in the United States than in other countries. These
administrative (i.e., nonclinical) costs take several forms:
claims processing and payment, prior authorization and
eligibility determinations, and quality measurement, among
others. While a certain amount of this administrative expense
is inevitable and necessary for a well-functioning system,
public or private, the excess of U.S. costs over those of other
advanced economies is part of the explanation for high U.S.
health-care costs overall (Cutler and Ly 2011).
Figure 10 shows two different estimates of administrative costs
in the health-care systems of the United States and several other
countries. The OECD estimates include only payers’ costs to
administer health benefits and coverage, while the estimates
by Himmelstein and coauthors include only administrative
costs to hospitals (OECD 2020a; Himmelstein et al. 2014).16
The differences between the United States and other countries
are notable. The United States spent 1.4 percent of GDP on
hospital administrative costs in 2010, compared with 0.8

percent in the Netherlands and just 0.4 percent in Canada. On
the payers’ side the United States is also an outlier, spending
1.2 percent of GDP on payers’ administrative costs, compared
with just 0.2 percent in the United Kingdom.
One reason for administrative costs is to reduce nonadministrative costs related to excess use of health-care
services. For example, prior-authorization requirements can
reduce costs and limit use of the most expensive drug options
(Soumerai 2004). However, these requirements impose costs
on patients and providers that must be taken into account, and
in some cases they may simply reflect a battle over who pays
for necessary procedures.
Administrative costs cannot and should not be completely
eliminated, even in a public system like the United Kingdom’s,
but they can be affected by policies and practices. In a
Hamilton Project proposal, David Cutler (2020) describes
reforms that would reduce administrative costs without
impairing important functions of the health-care system.

FIGURE 10.

Selected Administrative Costs as a Share of GDP, by Country
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Source: Himmelstein et al. 2014; OECD 2020a.
Note: Data for the United Kingdom are for 2013. All other data are for 2010. See Himmelstein et al. 2014 and OECD 2020a for details.
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11.

U.S. physician labor supply is tightly restricted.

Health-care providers have become a larger share of the labor
force, rising from 5.0 percent of employment in 1980 to 8.5
percent in 2019 (BLS 1980–2019b and authors’ calculations).17
However, labor supply has been limited in important ways. In
figure 11a, we show the rate of medical residency positions
per 100,000 U.S. residents that were available over the last
60 years. These positions are a necessary part of physician
training, required just after medical school. Historically
the federal government has heavily subsidized a certain
number of residency positions (Heisler et al. 2018); hospitals
have been reluctant to provide many residencies without
subsidy.

In health-care occupations generally, training requirements
have steadily risen. In 2000, for example, physical therapists
were required to have either a four-year degree or a master’s
degree in every state. By 2015, 43 states required that they
obtain a doctorate degree to be legally permitted to practice
(Cai and Kleiner 2016).19
Limited labor supply contributes to high wages, which in turn
contribute to high health-care prices in the United States.20
As shown in figure 11b, the median annual income of U.S.
physicians is $199,500, well above the 90th percentile of overall
income ($126,900). In 1980 the typical physician earned 3.27
times the median wage for all workers, compared with 3.84
times today. Growth in physicians’ salaries has coincided
with the general rise in inequality at the top of the earnings
distribution. In comparison with other advanced economies,
U.S. physicians earn considerably higher salaries than their
counterparts (Kane et al. 2019; Peterson and Burton 2007).

From 1960 through 2010, per capita medical residency
positions increased only slightly, rising from 6.9 to 7.4 per
100,000 people. A more rapid increase occurred since 2010 as
a number of osteopathic programs entered the data, bringing
the rate to 9.8 in 2019 (about 32,000 total positions), but still
below the application rate.18 The flat rate—contrasted with
rising expenditures and health-care needs for an aging and
richer population—suggests that limited supply has been a
problem.
FIGURE 11A.

FIGURE 11B.

Residency Applications and Positions per
Capita, 1960–2019

Selected Income Percentiles for Physicians
and All Workers, 1980–2019
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Source: Annual Social and Economic Supplement, Current
Population Survey, BLS 1980–2019a; authors’ calculations.
Note: Restricted to full-time (35 or more hours/week) and
full-year (50 or more weeks per year) workers, age 27 and
older. Income is the sum of wage and business income.
Income is adjusted for inflation using the Consumer Price
Index for All Urban Consumers Research Series (CPI-URS). “Physicians” refers to physicians and surgeons. “All
workers” includes physicians and surgeons.
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12.

Surprise billing is associated with high healthcare costs.

In a well-functioning market, consumers are able to observe
price and quality differences between different options. Healthcare markets often fail to meet this standard. One striking way
in which they fail is a practice called “surprise billing,” when
insured patients find out (after receiving health-care services
at an in-network facility) that a provider (e.g., a surgeon in the
emergency department or the anesthesiologist administering
an epidural during childbirth) was outside of their insurance
network and is consequently much more expensive than
they had anticipated. This raises costs to consumers and also
allows providers to charge higher prices than those that were
negotiated by insurers, raising overall costs.
Figure 12 shows that surprise billing is very common when
patients use ambulance services (51–69 percent) or the
emergency department visits (19–22 percent), and somewhat
common even when receiving elective hospital care (9
percent).21 Surprise billing in emergencies presents special

problems: patients and their families have little or no ability
to compare prices and choose the best option even if they are
aware of the prices they face.
Moreover, health insurance cannot function as insurance if
patients often incur extraordinarily large (and unexpected)
bills when the need for expensive medical procedures
arises, nor can insurers bargain down prices on behalf of
their beneficiaries. Surprise billing is indeed associated
with substantially higher medical bills. According to USCBrookings Schaeffer Initiative for Health Policy calculations,
the medical providers who often have the ability to engage in
surprise billing—practitioners in anesthesiology, emergency
medicine, diagnostic radiology, and pathology, for example—
tend to charge large multiples of Medicare allowed amounts.
Mean charges for emergency medicine are 5.4 times higher
than Medicare rates, for example, compared with a 2.2 multiple
for primary care (Adler et al. 2019), which is more likely to be
in-network and have prices negotiated by an insurance plan.

FIGURE 12.

Share of Visits Leading to a Potential Surprise Out-of-Network Bill, by Type of Service
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Source: Government Accountability Office 2019; Garmon and Chartock 2017; Cooper and Scott Morton 2016; as cited in
Young et al. 2019.

18

A Dozen Facts about the Economics of the U.S. Health-Care System

(Garmon and Chartock
2017)

(Garmon and Chartock
2017)

Endnotes

1.

The share of health-care employment refers to the share employed by the
health-care industry.

2.

However, see Acemoglu, Finkelstein, and Notowidigdo (2013) for a
contrasting view. They find that the income elasticity of health care is
likely below one.

3.

This dynamic is referred to as Baumol’s cost disease and reflects the
need for service-sector wages to keep pace with rising wages in the
sectors with high productivity growth.

4.

These calculations use the Medical Expenditure Panel Survey (MEPS),
which excludes long-term care and other components of health-care
spending that are included in the national health care expenditure
accounts (NHEA) data from Centers for Medicare and Medicaid
Services (CMS) used elsewhere in this document. These excluded
expenditures could be distributed unevenly across the population and
can therefore affect the patterns shown in figures based on MEPS data.
For more on a comparison of the types of spending covered in the MEPS
and spending covered in the NHEA, which is used in other figures in
this document, see Bernard et al. (2012).

5.

High-deductible plans have sometimes been suggested as a way to
increase the sensitivity of patients to health-care prices. However, these
plans seem to lead patients to reduce their spending indiscriminately,
cutting valuable and less-valuable care alike (Brot-Goldberg et al. 2017).

6.

However, it is important not to overemphasize the role of health
expenses in generating bankruptcies; recent research suggests that
hospitalizations of uninsured adults generate only about 6 percent of
bankruptcies for that group (Dobkin et al. 2018).

7.

Data are for 2014, the most recent year for which spending data by age
are available from CMS, and are adjusted to 2018 dollars using the GDP
chain price index. These per capita costs are for personal health-care
spending, which is a subset of the total spending presented in figure 1a
and excludes government administration, net cost of health insurance
(the difference between the premiums paid for private health insurance
and the amount paid for benefits), government public health activities,
and investment in research and structures.

8.

This calculation focuses on the 1980 to 2014 period, rather than 1980 to
2018, due to limited data on spending by age.

9.

This estimate for the United States is slightly lower than that shown in
figure A, which is based on data from CMS.

10.

This comparison excludes Italy, which is not included in Papanicolas,
Woskie, and Jha (2018).

11.

In the MEPS, which excludes long-term care and other components
of health-care spending that are included in the national health care
expenditure accounts data from CMS, both out-of-pocket and total
spending on prescriptions are roughly 25 percent of total out-of-pocket
spending and total expenditures, respectively.

12.

The MEPS excludes long-term care and other components of healthcare spending that are included in the national health care expenditure
accounts data from CMS used elsewhere in this document. These
excluded expenditures are likely distributed unevenly across the
population and can therefore affect the patterns shown in figures based
on MEPS data. For more on a comparison of the types of spending
covered in the MEPS and spending covered in the NHEA, which is used
in other figures in this document, see Bernard et al. (2012).

13.

It is not always clear in advance that such care is end-of-life—in other
words, the hope is that patients will recover as a result of the care. As
such, the amount spent knowingly at the end of life is even lower (Einav
et al. 2018).

14.

It is not surprising that the United States has higher prices than poorer
countries. The Balassa-Samuelson effect notes that high-income
countries have higher prices for non-traded goods and services (like
health care) than low-income countries (Balassa 1964; Samuelson
1964). But the Balassa-Samuelson effect does not predict much variation
among high-income countries, and yet the United States is clearly at the
upper end of the price distribution for health care.

15.

Other studies of international price differences have sometimes found
the United States to be less of an outlier, but still high. For example, one
survey found that U.S. hospital service prices are only 30 percent higher
than the OECD average and just slightly above those of countries like
Canada and Austria (Lorenzoni and Koechlin 2017).

16.

Neither of these estimates includes administrative costs to providers.
Thus, these calculations embody a different accounting of administrative
costs than is cited in Cutler (2020), and the estimated fractions of
health-care expenditures are substantially lower.

17.

Health-care providers’ share of the labor force refers to health-care
occupations.

18.

As described by the American Medical Association, “The number
of available first-year (PGY-1) positions rose to 32,194, an increase of
1,962 (6.5 percent) over the prior year. That increase in opportunity
reflects the growth in the number of osteopathic programs joining the
Main Residency Match as a result of the ongoing transition to a single
accreditation system for graduate medical education (GME) programs”
(Murphy 2019).

19.

Calculation courtesy of Morris Kleiner.

20.

However, it is less clear what limited health-care labor supply implies for
service use, which may diminish when labor supply is restricted.

21.

Surprise billing is also more likely when a health plan has no in-network
options at a hospital in a particular provider category. In a study of Texas
hospitals, between 21 percent and 56 percent of in-network hospitals
had no in-network emergency physicians, depending on the health plan
(Hall et al. 2016, citing Center for Public Policy Priorities 2014).

The Hamilton Project • Brookings

19

References

Acemoglu, Daron, Amy Finkelstein, and Matthew J. Notowidigdo.
2013. “Income and Health Spending: Evidence from Oil Price
Shocks.” Review of Economics and Statistics 95 (4): 1079–95.
Adams, E. Kathleen, and Sara Markowitz. 2018. “Improving
Efficiency in the Health-Care System: Removing
Anticompetitive Barriers for Advanced Practice Registered
Nurses and Physician Assistants.” Policy Proposal 2018-08,
The Hamilton Project, Brookings Institution, Washington,
DC.
Adler, Loren, Sobin Lee, Kathleen Hannick, and Erin Duffy. 2019.
Provider Charges Relative to Medicare Rates, 2012–2017.”
USC-Brookings Schaeffer Initiative for Health Policy,
Brookings Institution, Washington, DC.
Aldridge, Melissa D., and Amy S. Kelley. 2015. “The Myth Regarding
the High Cost of End-of-Life Care.” American Journal of
Public Health 105 (12): 2411–15.
Balassa, Bela. 1964. “The Purchasing-Power Parity Doctrine: A
Reappraisal.” Journal of Political Economy 72 (6): 584–96.

Bureau of Labor Statistics (BLS). 1980–2019a. “Annual Social and
Economic Supplement, Current Population Survey.” Bureau
of Labor Statistics, U.S. Department of Labor, Washington,
DC.
———. 1980–2019b. “Current Population Survey.” Bureau of Labor
Statistics, U.S. Department of Labor, Washington, DC.
———. 2019a. “Consumer Expenditures – 2018.” News Release.
Bureau of Labor Statistics, U.S. Department of Labor,
Washington, DC.
———. 2019b, December 18. “Economic News Release: Employer
Costs for Employee Compensation.” Bureau of Labor
Statistics, U.S. Department of Labor, Washington, DC.
Cai, Jing, and Morris M. Kleiner. 2016. “The Labor Market
Consequences of Regulating Similar Occupations: The
Licensing of Occupational and Physical Therapists.” Upjohn
Institute Working Paper 16-259. W.E. Upjohn Institute for
Employment Research, Kalamazoo, MI.

Baumol, William J. 2012. The Cost Disease: Why Computers Get
Cheaper and Health Care Doesn’t. New Haven, CT: Yale
University Press.

Capps, Cory, David Dranove, and Christopher Ody. 2017.
“Physician Practice Consolidation Driven by Small
Acquisitions, So Antitrust Agencies Have Few Tools to
Intervene.” Health Affairs 36 (9): 1556–63.

Baumol, William J., and William G. Bowen. 1965. “On the
Performing Arts: The Anatomy of Their Economic
Problems.” American Economic Review 55 (1–2): 495–502.

———. 2018. “The Effect of Hospital Acquisitions of Physician
Practices on Prices and Spending.” Journal of Health
Economics 59 (May): 139–52.

Bernard, Didem M., Cathy Cowan, Thomas M. Selden, David
Lassman, and Aaron Catlin. 2012. “Reconciling Medical
Expenditure Estimates from the MEPS and NHEA, 2012.”
Accessed February 25, 2020. https://meps.ahrq.gov/data_
files/publications/workingpapers/wp_17003.pdf.

Cawley, John, and Chad Meyerhoefer. 2012. “The Medical Care
Costs of Obesity: An Instrumental Variables Approach.”
Journal of Health Economics 31 (1): 219–30.

Berchick, Edward R., Jessica C. Barnett, and Rachel D. Upton. 2019.
“Health Insurance Coverage in the United States: 2018.”
Current Population Reports, P60-267(RV). U.S. Government
Printing Office, Washington, DC.
Brot-Goldberg, Zarek C., Amitabh Chandra, Benjamin R. Handel,
and Jonathan T. Kolstad. 2017. “What Does a Deductible
Do? The Impact of Cost-Sharing on Health Care Prices,
Quantities, and Spending Dynamics.” Quarterly Journal of
Economics 132 (3): 1261–1318.
Bureau of Economic Analysis (BEA). 1987–2018. “National Accounts
Government Current Expenditures.” Bureau of Economic
Analysis , Suitland, MD. Accessed from Haver Analytics.
———. 1980–2018. “Gross Domestic Product: Chain Price Index
(2012=100).” Bureau of Economic Analysis , Suitland, MD.
Accessed from Haver Analytics.

20

A Dozen Facts about the Economics of the U.S. Health-Care System

Centers for Medicare & Medicaid Services (CMS). 1960–2018.
“National Health Expenditure Accounts.” Centers for
Medicare & Medicaid Services, United States Department of
Health and Human Services, Woodlawn, Baltimore County,
MD. Last modified December 17, 2019.
———. 2019. “Health Expenditures by Age and Gender.”
Centers for Medicare & Medicaid Services, United States
Department of Health and Human Services, Woodlawn,
Baltimore County, MD. Last modified April 26, 2019.
Chernew, Michael, Leemore Dafny, and Maximilian Pany. 2020.
“A Proposal to Cap Provider Prices and Price Growth in
the Commercial Health-Care Market.” Policy Proposal
2020-08, The Hamilton Project, Brookings Institution,
Washington, DC.
Cohen, Steven B., and William Yu. 2012. “The Concentration and
Persistence in the Level of Health Expenditures over Time:
Estimates for the U.S. Population, 2008–2009.” Statistical
Brief #345, Agency for Healthcare Research and Quality,
Rockville, MD.

Congressional Budget Office. 2020. The Budget and Economic
Outlook: 2020 to 2030. Washington, DC: Congressional
Budget Office.
Cooper, Zack, Stuart V. Craig, Martin Gaynor, and John Van
Reenen. 2019. “The Price Ain’t Right? Hospital Prices and
Health Spending on the Privately Insured.” Quarterly
Journal of Economics 134 (1): 51–107.
Cooper, Zack, and Fiona Scott Morton. 2016. “Out-of-Network
Emergency-Physician Bills—An Unwelcome Surprise.” New
England Journal of Medicine 375: 1915–18.
Cunningham, Peter J.. 2018, September 27. “Why Even Healthy
Low-Income People Have Greater Health Risks Than HigherIncome People.” To The Point. The Commonwealth Fund,
New York, NY.
Cutler, David M.. 2018. “What is the US Health Spending Problem.”
Health Affairs 37 (3): 493–7.
———. 2020. “Reducing Administrative Costs in U.S. Health Care.”
Policy Proposal 2020-09, The Hamilton Project, Brookings
Institution, Washington, DC.
Cutler, David M., and Dan P. Ly. 2011. “The (Paper)Work of
Medicine: Understanding International Medical Costs.”
Journal of Economic Perspectives 25 (2): 3–25.
Cutler, David, Jonathan S. Skinner, Ariel Dora Stern, and David
Wennberg. 2019. “Physician Beliefs and Patient Preferences:
A New Look at Regional Variation in Health Care Spending.”
American Economic Journal: Economic Policy 11 (1): 192–221.
Dafny, Leemore, Kate Ho, and Robin S. Lee. 2019. “The Price Effects
of Cross‐Market Mergers: Theory and Evidence from the
Hospital Industry.” RAND Journal of Economics 50 (2):
286–325.
Dobkin, Carlos, Amy Finkelstein, Raymond Kluender, and Matthew
J. Notowidigdo. 2018. “The Economic Consequences of
Hospital Admissions.” American Economic Review 108 (2)
308–52.
Finkelstein, Amy, Matthew Gentzkow, and Heidi Williams. 2016.
“Sources of Geographic Variation in Health Care: Evidence
from Patient Migration.” Quarterly Journal of Economics 131
(4): 1681–1726.
Fulton, Brent D. 2017. “Health Care Market Concentration Trends
in the United States: Evidence and Policy Responses.” Health
Affairs 36 (9): 1530–38.
Einav, Liran, Amy Finkelstein, Sendhil Mullainathan, and Ziad
Obermeyer. 2018. “Predictive Modeling of U.S. Health Care
Spending in Late Life.” Science 360 (6396): 1462–5.
Garber, Alan M., and Jonathan Skinner. 2008. “Is American Health
Care Uniquely Inefficient?” Journal of Economic Perspectives
22 (4): 27–50.

García-Gómez, Pilar, Hans van Kippersluis, Owen O’Donnell, and
Eddy van Doorslaer. 2013. “Long-Term and Spillover Effects
of Health Shocks on Employment and Income.” Journal of
Human Resources 48 (4): 873–909.
Garmon, Christopher, and Benjamin Chartock. 2017. “One in
Five Inpatient Emergency Department Cases May Lead to
Surprise Bills.” Health Affairs 36 (1): 177–81.
Gaynor. 2020. The Hamilton Project, Brookings Institution,
Washington, DC. “What to Do about Health-Care
Markets? Policies to Make Health-Care Markets Work.”
Policy Proposal 2020-10, The Hamilton Project, Brookings
Institution, Washington, DC.
Glied, Sherry, Stephanie Ma, and Claudia Solis-Roman. 2016.
“Where the Money Goes: The Evolving Expenses of the US
Health Care System.” Health Affairs 35 (7): 1197–1203.
Gross, Tal, and Matthew J. Notowidigdo. 2011. “Health Insurance
and the Consumer Bankruptcy Decision: Evidence from
Expansions of Medicaid.” Journal of Public Economics 95
(7–8): 767–78.
Government Accountability Office. 2019. “Air Ambulance:
Available Data Show Privately-Insured Patients Are
at Financial Risk.” GAO-19-292. U.S. Government
Accountability Office, Washington, DC.
Hall, Mark A., Paul B. Ginsburg, Steven M. Lieberman, Loren
Adler, Caitlin Brandt, and Margaret Darling. 2016. “Solving
Surprise Medical Bills.” Brookings Institution and USC
Schaeffer Center.
Hall, Robert E., and Charles I. Jones. 2007. “The Value of Life
and the Rise in Health Spending.” Quarterly Journal of
Economics 122 (1): 39–72.
Hargraves, John, and Aaron Bloschichak. 2019, December 17.
“International Comparisons of Health Care Prices from
the 2017 iFHP Survey.” Blog. Health Care Cost Institute,
Washington, DC.
Heisler, Elayne J., Bryce H. P. Mendez, Alison Mitchell, Sidath
Viranga Panangala, and Marco A. Villangrana. 2018.
“Federal Support for Graduate Medical Education: An
Overview.” Congressional Research Service, Washington,
DC.
Himmelstein, David U., Miraya Jun, Reinhard Busse, Karine
Chevreul, Alexander Geissler, Patrick Jeurissen, Sarah
Thomson, Marie-Amelie Vinet, and Steffie Woolhandler.
2014. “A Comparison of Hospital Administrative Costs in
Eight Nations: US Costs Exceed All Others by Far.” Health
Affairs 33 (9): 1586–94.

The Hamilton Project • Brookings

21

Kane, Leslie, Bernardo Schubsky, Tim Locke, Maria Kouimtzi,
Veronique Duqueroy, Claudia Gottschling, Mariana Lopez,
and Leoleli Schwartz. 2019. “International Physician
Compensation Report 2019: Do US Physicians Have It Best?”
Medscape, New York, NY.
Kennedy, Kevin, William Johnson, Sally Rodriguez, and Niall
Brennan. 2019, April 30. “Past the Price Index: Exploring
Actual Prices Paid for Specific Services by Metro Area.” Blog.
Health Care Cost Institute, Washington, DC.
Lewis, Matthew S., and Kevin E. Pflum. 2017. “Hospital Systems
and Bargaining Power: Evidence from Out‐Of‐Market
Acquisitions.” The Rand Journal of Economics 48 (3):
579–610.
Lorenzoni, Luca, and Francette Koechlin. 2017. “International
Comparisons of Health Prices and Volumes: New Findings.”
OECD.
Medical Expenditure Panel Survey (MEPS). 2017. AHRQ.
Retrieved from Lynn A. Blewett, Julia A. Rivera Drew, Risa
Griffin, and Kari C.W. Williams. IPUMS Health Surveys:
Medical Expenditure Panel Survey, Version 1.1 [dataset].
Minneapolis, MN: IPUMS, 2019. https://doi.org/10.18128/
D071.V1.1.
Mehrotra, Ateev, Katie M. Dean, Anna D. Sinaiko, and Neeraj
Sood. 2017. “Americans Support Price Shopping for Health
Care, But Few Actually Seek Out Price Information.” Health
Affairs 36 (8): 1392–1400.
Murphy, Brendan. 2019, March 19. “Inside the Numbers behind
the Record-Setting 2019 Match.” Blog. American Medical
Association, Chicago, IL.
National Resident Matching Program. 2019, April. “Results and
Data: 2019 Main Residency Match.” National Resident
Matching Program, Washington, DC.
Organisation for Economic Cooperation and Development (OECD).
2015. “Fiscal Sustainability of Health Systems.” Organisation
for Economic Cooperation and Development, Paris, France.
———. 2020a. “Global Health Expenditures Database: Health
Expenditure and Financing.” Organisation for Economic
Cooperation and Development, Paris, France. Accessed
February 20, 2020.
———. 2020b. “Social protection: Total Public and Primary Private
Health Insurance.” OECD.Stat, Organisation for Economic
Cooperation and Development, Paris, France. Accessed
February 27, 2020.
Paez, Kathryn Anne, Lan Zhao, and Wenke Hwang. 2009. “Rising
Out-of-Pocket Spending for Chronic Conditions: A Ten-Year
Trend.” Health Affairs 28 (1): 15–25.

22

A Dozen Facts about the Economics of the U.S. Health-Care System

Papanicolas, Irene, Liana R. Woskie, and Ashish K. Jha. 2018.
“Health Care Spending in the United States and Other HighIncome Countries.” JAMA 319 (10): 1024–39.
Peterson, Chris L., and Rachel Burton. 2007, September 17. “U.S.
Health Care Spending: Comparison with Other OECD
Countries.” Congressional Research Service, Washington,
DC.
Rosenthal, Tom. 2012. “Geographic Variation in Health Care.”
Annual Review of Medicine 63: 493–509.
Samuelson, Paul A. 1964. “Theoretical Notes on Trade Problems.”
Review of Economics and Statistics 46 (2): 145–54.
Sawyer, Bradley, and Cynthia Cox. 2018, December 7. “How Does
Health Spending in the U.S. Compare to Other Countries?”
Peterson-KFF Health System Tracker.
Schanzenbach, Diane Whitmore, Megan Mumford, Ryan Nunn, and
Lauren Bauer. 2016, December. “Money Lightens the Load.”
The Hamilton Project, Brookings Institution, Washington,
DC.
Sheiner, Louise, and Anna Malinovskaya. 2016, May. “Measuring
Productivity in Healthcare: An Analysis of the Literature.”
Hutchins Center on Fiscal and Monetary Policy at
Brookings, Washington, DC.
Soumerai, Stephen B. 2004. “Benefits and Risks of Increasing
Restrictions on Access to Costly Drugs in Medicaid.” Health
Affairs 23 (1): 135–46.
Tu, Ha T., and Johanna R. Lauer. 2009, November. “Impact of
Health Care Price Transparency on Price Variation: The New
Hampshire Experience.” Issue Brief 128, Center for Studying
Health System Change, Washington, DC.
U.S. Census Bureau (Census). 1960–2019. “Annual Estimates of
the Resident Population for the United States.” U.S. Census
Bureau, Suitland, MD.
Wagner, Judith L., and Elizabeth McCarthy. 2004. “International
Differences in Drug Prices.” Annual Review of Public Health
25: 475–95.
World Health Organization (WHO). 2019a. “Global Health
Expenditure Database.” World Health Organization, Geneva,
Switzerland. Accessed February 20, 2020.
———. 2019b. “Methodology for the update of the Global Health
Expenditure Database, 2000-2017, Version December 2019.”
World Health Organization, Geneva, Switzerland. Accessed
February 20, 2020.
Young, Christen Linke, Matthew Fiedler, Loren Adler, and Sobin
Lee. 2019, October 15. “What Is Surprise Billing for
Medical Care?” Policy 2020: Voter Vitals. USC-Brookings
Schaeffer Initiative for Health Policy, Brookings Institution,
Washington, DC.

The Hamilton Project • Brookings

23

Selected Hamilton Project Papers on Health Care
POLICY PROPOSALS

“A Proposal to Cap Provider Prices and Price Growth in
the Commercial Health-Care Market”
Michael E. Chernew, Leemore S. Dafny, and Maximilian
J. Pany
The United States spends a larger share of its GDP on
health care than any other advanced economy. This high
private sector health-care spending in the United States
is driven mostly by higher prices, with little evidence to
suggest that high prices reflect better quality of care. In
this proposal, Michael Chernew, Leemore Dafny, and
Maximilian Pany discuss how price regulations could
be used to constrain commercial provider prices in an
efficient manner.
“Reducing Administrative Costs in U.S. Health Care”
David M. Cutler
U.S. health-care spending on administrative costs far
exceeds the amount necessary to deliver effective health
care. David Cutler proposes several reforms to reduce
administrative health-care costs and improve satisfaction
for both patients and providers
“What to Do about Health-Care Markets? Policies to Make
Health-Care Markets Work”
Martin Gaynor
Martin Gaynor of Carnegie Mellon University describes
the substantial consolidation that has occurred in
health-care markets, showing that it is has generally
resulted in higher prices without gains in quality or other
improvements. Gaynor proposes three types of policy
reforms that would increase competition in health care
and improve market functioning.
“Removing Anticompetitive Barriers for Advanced
Practice Registered Nurses and Physician Assistants”
E. Kathleen Adams and Sara Markowitz
High levels of U.S. health-care spending and inadequate
health outcomes make it vital for policymakers to explore
opportunities for enhancing productivity in the healthcare sector. However, the potential for these gains is
sharply limited by anticompetitive policy barriers in the
form of restrictive scope of practice laws imposed on
physician assistants and advanced practice registered
nurses. Adams and Markowitz examine evidence on
the impacts of these restrictions, concluding that states
should move to fully authorized scope of practice for
these practitioners. The authors explore state and federal
policies that could help facilitate this shift.
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“Correcting Signals for Innovation in Health Care”
Nicholas Bagley, Amitabh Chandra, and Austin Frakt
When Americans select health insurance, they cannot
choose what technologies and treatments to include in
their coverage. The fact that Americans have little choice
but to buy widely-inclusive coverage sends a distorted
signal to medical technology developers-that society is
willing to pay practically any price for treatments that
offer only incremental health benefits over existing
technology. Nicholas Bagley, Amitabh Chandra and
Austin Frakt propose three reforms to make health
insurance, and ultimately medical innovation, reflect
what consumers value.
FRAMING PAPERS AND ECONOMIC FACTS

“Six Economic Facts about Health Care and Health
Insurance Markets after the Affordable Care Act”
David Boddy, Jane Dokko, Greg Nantz, and Diane Whitmore Schanzenbach
It is still too soon to completely know the effects of
the Affordable Care Act on the health-care system.
But looking beyond these considerations, it appears
that many enduring economic challenges persist in
the markets. In particular challenges like accessing
care, delivering high-quality care without waste, and
managing new technology. The Hamilton Project offers
six economic facts that highlight continuing challenges
and complexities in health care and health insurance
markets on which the policy debate should focus.
ECONOMIC ANALYSES

“Money Lightens the Load”
Diane Whitmore Schanzenbach, Megan Mumford, Ryan
Nunn, and Lauren Bauer
In this economic analysis, THP analyzes the relationship
between age, income, and measures of health status, as
well as how these relationships have changed between
the late 1970s and today. While overall there have been
remarkable gains in life expectancy in the United States
over the past half-century, these have not been reflected
in other measures of health which have declined over
time.
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Note: Data are for 2017. Figure shows selected Organisation for Economic Co-operation and Development (OECD) countries; OECD average includes all OECD
member countries as of 2020. Public expenditures include: expenditures on government schemes and social health insurance schemes. Private expenditures
include compulsory private insurance schemes, voluntary health care payment schemes, household out-of-pocket payments, and rest of the world financing
schemes (non-resident). See WHO (2019b) for details.
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U.S. per capita health-care spending nearly
1. quadrupled
from 1980 to 2018.
health-care spending is almsot twice as high as
2. U.S.
the OECD average.
health-care spending is on hospitals and
3. Most
professional services.
percent of Americans accounted for half of all
4. Five
U.S. health-care spending in 2017.
are high and variable for those with
5. Expenditures
the poorest health.
spending per privately insured person
6. Health-care
is three times higher in some parts of the country

cities, health-care prices vary widely for
7. Inthemany
same service.
United States pays more for health-care services
8. The
than other advanced economies.
concentration is high for specialist
9. Market
physicians, insurers, and especially hospitals.
health-care administrative costs are the
10. U.S.
highest of all advanced economies.
11. U.S. physician labor supply is tightly restricted.
billing is associated with high health12. Surprise
care costs.

than in others.
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