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Cost Containment and the Patient Protection and
Affordable Care Act

David Orentlicher’

The legislation “puts into place virtually every cost-control
reform proposed by physicians, economists, and health policy
experts.”

- Peter Orszag and Ezekiel Emanuel'

"The job of figuring how to cover uninsured people used up all
the political oxygen that was available. They didn't have the
energy for costs."

- Alan Sager®

For decades, the U.S. health care system has grappled with two
key problems — inadequate access to coverage and increasingly unaf-
fordable health care costs. Paradoxically, the U.S. spends far more of
its gross domestic product (GDP) on health care than do other eco-
nomically-advanced democracies, yet provides health care insurance
to fewer of its citizens.”

During the debate that led to the enactment of the Patient Pro-
tection and Affordable Care Act, public officials recognized the need
to address the problems of both access and cost, but in the end, the
Act does far more about increasing access than it does about cutting

+ Samuei R. Rosen Professor of Law and Co-Director of the Hall Center for Law and
Health, Indiana University Schoo! of Law-Indianapolis; MD, Harvard Medical School; JD,
Harvard Law School. The author wrote this paper while serving as a visiting professor of law at
University of lowa College of Law.

1 Peter R. Orszag & Ezekiel J. Emanuel, Health Care Reform and Cost Control, 363 NEW
ENG. J. MED. 601, 603 (2010).

2 John Dorschner, Cost Issues Remain Despite Healthcare Reforms, MIAMI HERALD,
Mar. 31, 2010 (quoting Alan Sager).

3 TOTAL EXPENDITURE ON HEALTH PER CAPITA, OECDILIBRARY, http://www.oecd-
ilibrary.org/social-issues-migration-health/total-expenditure-on-health-per-capita_20758480-ta-
ble2 (last updated Mar. 11, 2011).
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costs. And this result is not surprising. As a matter of politics, it is
much easier to sell the public on more benefits than greater sacrifice,
so cost control was largely left to another day. To be sure, taking a
wider-coverage-first, cost-containment-second approach is not unique
to the Affordable Care Act. Health care reforms typically expand
access initially and envision cost containment as the next step. That
was the approach of Medicare and Medicaid in 1965;' it also was the
strategy for Massachusetts when it passed its health care reform in
2006 Still, we are left with the question of whether future Con-
gresses will implement the measures necessary to tame health care
cost inflation or whether uncontrolled costs will cause the Affordable
Care Act to unravel.

1. THE COST PROBLEM

For many years, the United States has spent more than other
countries on health care, and the gap is only widening. In 2008, for
example, the U.S. spent more than $7,500 per capita on health care,
which was more than double what Germany spent and nearly three
times what New Zealand spent.’ To some extent, it makes sense for
the U.S. to spend more on health care — as a country’s wealth increas-
es, so does its ability to fund services like health care that can prolong
life and improve health. But even as a percentage of GDP, the U.S.
spends far more than other countries on health care. In 2008, for ex-
ample, Germany spent at 66 percent of the U.S. level, and New Zeal-
and spent at 61 percent of the U.S. level.

It is not only the case that the U.S. spends much more than any-
one else; there also is the problem that the U.S. realizes a smaller re-
turn on its health care dollar. In one study, researchers compared the
actual improvement in health in different countries with the potential
improvement that could have been achieved with the dollars that the
countries spent.” By that measure, the U.S. health care system was
less efficient than the systems in Western European countries like the
UK, Spain, France, Germany, Austria and Italy; Northern European
countries like Denmark, Norway and Sweden; Far Eastern countries

4 David Blumenthal & James Morone, The Lessons of Success—Revisiting the Medicare
Story, 359 NEW ENG. J. MED. 2384, 2384, 2388 (2008).

5 Jon Kingsdale, Implementing Health Care Reform in Massachusetts: Strategic Lessons
Learned, 28 HEALTH AFF. w588, w588, w589 (2009).

6  OECDILIBRARY, supra note 3, at 1.

7 ToOTAL EXPENDITURE ON HEALTH, OECDILIBRARY, http://www.oecd-ilibrary.org/
social-issues-migration-health/total-expenditure-on-health_20758480-tablel (last updated Mar.
11, 2011).

8  David B. Evans et al., Comparative Efficiency of National Health Systems: Cross Nation-
al Econometric Analysis, 323 BMJ 307 (2001).



2010] Case Containment and the PPACA 69

like Japan, China and Australia; and Western Hemisphere countries
like Canada, Mexico, Colombia and Venezuela.’

The inefficiency of the health care system is reflected in key sta-
tistics on the quality of health. Thus, life expectancy in the U.S. trails
that of Japan, Switzerland, Canada, France, Italy, Spain, Israel, Ger-
many, Greece and the U K., while the infant mortality rate is higher in
the U.S."”

To some extent, U.S. citizens benefit from the higher levels of
spending. For example, survival rates for patients with breast or colon
cancer tend to be higher in the U.S." However, in many other ways,
the greater spending does not translate into better health. People
with asthma or diabetes are much more likely to need treatment in a
hospital at some point during the year in the U.S. than in other coun-
tries. Americans are more than six times as likely as Canadians to be
hospitalized for asthma and more than five times as likely as Italians
to be hospitalized for diabetes.”

One might suppose that the U.S. gets less bang for its health care
buck because Americans are not as healthy as citizens of other coun-
tries. That does not seem to be the explanation either. Americans are
more obese than others, often much more so,” but they also are less
likely to smoke tobacco or consume alcohol.” Americans also are
younger,” which should mean lower health care costs. According to
one study, Americans are overall less healthy than in other economi-
cally-advanced countries, but the additional cost from the greater

9 Id. at 309 fig.1.

10 LIFE EXPECTANCY AT BIRTH, TOTAL POPULATION, OECDILIBRARY, http://www.
oecd-ilibrary.org/social-issues-migration-health/life-expectancy-at-birth-total-population_20758
480-table8 (last updated Mar. 11, 2011); INFANT MORTALITY, OECDILIBRARY, http://www.
oecd-ilibrary.org/social-issues-migration-health/infant-mortality_20758480-table9 (last updated
Mar. 11, 2011).

' Disparities in Health Expenditure Across OECD Countries: Hearing Before the Sub-
comm. on Aging, 111th Cong., 5 chts.4 & 5 (2009) (statement of Mark Pearson, Head, Health
Division, OECD), available at http://www.oecd.org/dataoecd/5/34/43800977.pdf.

12 Jd at5chts6 & 7.

13 OVERWEIGHT OR OBESE FEMALES, OECDILIBRARY, http:/www.oecd-ilibrary.
org/social-issues-migration-health/overweight-or-obese-females_20758480-table15 (last updated
June 8, 2010); OVERWEIGHT OR OBESE MALES, OECDILIBRARY, http://www.oecd-ilibrary.org/
social-issues-migration-health/overweight-or-obese-males_20758480-table16 (last updated June
8, 2010).

14 ToBACcO CONSUMPTION, OECDILIBRARY, http://www.oecd-ilibrary.org/social-issues-
migration-health/tobacco-consumption_20758480-table14 (last updated Mar. 11, 2011).

15 Median Age, CIA, THE WORLD FACTBOOK,
https://www.cia.gov/library/publications/the-world-factbook/fields/2177.html (last visited Apr. 1,
2011).



70 FIU Law Review [6:67

“disease burden” amounted to only $25 billion out of nearly $2 trillion
in health care spending.”

If the high U.S. health care costs cannot be explained by a less
healthy population or greater health benefits from health care spend-
ing, why does the U.S. spend more than other countries? Costs are
higher in the U.S. in large part because prices for health care services
are higher.” Coronary artery bypass surgery and hip replacements,
for example, are twice as expensive in the U.S. as in Canada.” Simi-
larly, physicians are more highly compensated in the U.S.” While the
reasons for the higher costs are not entirely clear, experts cite the
weaker bargaining power of purchasers of health care services in the
U.S. and the greater bargaining power of sellers of services. On the
purchasing side, governments in other countries typically negotiate
standard fee schedules that apply across the board; private insurers in
the U.S. have less leverage than governments in their dealings with
doctors, hospitals and pharmaceutical companies.” On the selling
side, mergers and other consolidations of services have enabled hos-
pitals to implement higher charges.” Physician fees may be driven
higher in part by the high cost of medical education in the U.S.; doc-
tors in other countries graduate with substantially less educational
debt.”

It also appears that U.S. health care costs are high because of
high numbers of surgical procedures, particularly coronary artery by-
pass surgeries and other cardiovascular procedures.” Americans also
are more than twice as likely as citizens of other economically-
advanced countries to have an MRI or CT scan.”

16 CARLOS ANGRISANO ET AL., ACCOUNTING FOR THE COST OF HEALTH CARE IN THE
UNITED STATES 9-11 (Jan. 2007), http://www.mckinsey.com/mgi/reports/pdfs/healthcare/MGI_
US_HC fullreport.pdf. U.S. health care spending reached $2.5 trillion in 2009. National Health
Expenditures 2009 Highlights, CENTERS FOR MEDICARE & MEDICAID SERVICES, https://www.
cms.gov/NationalHealthExpendData/downloads/highlights.pdf (last visited Aug. 20, 2011).

17 Gerard Anderson et al., It’s The Prices, Stupid: Why The United States Is So Different
From Other Countries, 22 HEALTH AFF. 89, 98 (2003).

18 CHRIS L. PETERSON & RACHEL BURTON, U.S. HEALTH CARE SPENDING:
COMPARISON  WITH OTHER OECD  CouNnTRIES 22 (Sept. 17,  2007),
http://digitalcommons.itr.cornell.edu/cgi/viewcontent.cgi?article=1316&context=key_workplace.
Price differentials are even greater for countries like India and Thailand, spurring the growth of
“medical tourism.” 1. Glenn Cohen, Protecting Patients with Passports: Medical Tourism and the
Patient-Protective Argument, 95 IOWA L. REV. 1467, 1471-73 (2010).

19 PETERSON & BURTON, supra note 18, at 17-19.

20 Anderson et al., supra note 17, at 102.

21 PETERSON & BURTON, supra note 18, at 42.

2 d. at59.

B Id. at 3 fig.9; Atul Gawande, The Cost Conundrum, THE NEW YORKER, June 1, 2009, at
36.

24 PETERSON & BURTON, supra note 18, at 12, 15 figs.12 & 13.



2010] Case Containment and the PPACA 7

There are important structural features of the U.S. health care
system that foster the high prices and high volumes that characterize
American health care. For example, because health care insurance
covers most of the costs for most Americans, patients become insensi-
tive to the fees they are charged. When patients pay a co-payment of
$25, they will desire treatment as long as the value of the treatment to
the patient is more than $25. Thus, if a treatment provides a value of
$50, the patient will want it. But a treatment with a value of $50 may
have a total cost of $150 (with the insurer picking up the other $125 of
the cost) and therefore really is not worth providing. In short, from
the perspective of overall social benefits and costs, patients demand
too much health care.”

Just as patients have too great an incentive to seek care, physi-
cians and hospitals have too great an incentive to offer care. Under
the predominant “fee-for-service” method of reimbursement, provid-
ers of health care are paid more for doing more.” Whether needed or
not, a surgical procedure pays very well, and there is good reason to
think that financial incentives in the U.S. lead physicians to perform
many unnecessary operations. As indicated above, U.S. physicians
perform surgeries at much higher rates than their counterparts in oth-
er countries. In addition, when researchers compare the practices of
U.S. physicians in high-procedure communities with the practices of
U.S. physicians in low-procedure communities, they find that proce-
dure rates are similar when there is strong evidence demonstrating the
value of the care. However, when the benefit of the care is less clear,
it is much more likely to be performed in the high-procedure com-
munities.” In other words, it appears that the difference between
high- and low-procedure communities is not that too few procedures
are performed in the low-procedure communities but that too many
procedures are performed in the high-procedure communities. And
the financial rewards from performing extra procedures likely play a
major role in the decisions of physicians and hospitals to provide

3 Of course, the incentive effects of insurance do not distinguish the U.S. health care
system from systems in other countries. There too, insurance encourages patients to demand
too much health care. However, other countries employ strategies that counteract the incentive
effects of insurance. For example, as mentioned above, governments and insurers in other coun-
tries negotiate less generous fee schedules for reimbursement of physicians and hospitals.

26 David Orentlicher, Paying Physicians More to Do Less: Financial Incentives to Limit
Care, 30 U. RICH. L. REV. 155, 158 (1996).

27 Elliott S. Fisher et al., Health Care 2009: Slowing the Growth of Health Care Costs —
Lessons from Regional Variation, 360 NEW ENG. J. MED. 849, 850-51 (2009).
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health care budget. Medicare will spend $8 billion less, but Medicare
beneficiaries will pay $8 billion more for their health care.

C. Reimbursement Based on Quality of Care

Reimbursement based on quality of care rather than quantity of
care has the potential for saving costs by reducing the amount of un-
necessary — or unnecessarily expensive — care provided to patients.
Accordingly, Section 6301 of the Affordable Care Act establishes the
“Patient-Centered Outcomes Research Institute.” The Institute is
designed to promote comparative-effectiveness research (CER), re-
search that evaluates and compares the benefits and risks of two or
more medical treatments or services.” Thus, for example, CER might
demonstrate that for many patients with back pain, spinal surgery
provides no benefit compared to physical therapy. The Institute will
set priorities for funding CER studies, and it will analyze data from
CER studies and report to the public on the significance of the study
results.” While the Institute may not recommend coverage changes
based on its analyses,” Medicare and Medicaid may take the analyses
into account in determining coverage policies.”

Because of concerns that the Institute could use its authority to
ration care, the Institute is prohibited from employing a dollars-per-
quality-adjusted-life-year (QALY) threshold, and the Medicare and
Medicaid programs are prohibited from using such a measure as a
threshold for coverage.” This prohibition is designed to prevent the
Institute from assuming a role in the U.S. like that of the National
Institute for Health and Clinical Excellence (NICE) in the UK. NICE
evaluates drugs and other treatments to determine their cost-
effectiveness, and the British National Health Service will not cover
treatments if their cost per QALY is too high.” Thus, for example,
treatments are generally covered if they cost no more than £20,000

61  Patient Protection and Affordable Care Act of 2010, Pub. L. No. 111-148, § 6301, 124
Stat. 119, 72746 [hereinafter PPACA] (codified in scattered sections of 26 and 42 U.S.C.A
(West 2010)).

62 42 U.S.C. § 1320e(a)(2)(A) (2010).

63 §1320e(d)(1).

64§ 1320e(d)(8)(A)(iv).

65 §1320e-1.

66§ 1320e-1(e). A quality-adjusted-life-year is a measure that takes into account how
much a medical treatment extends life and how much it improves quality of life. A treatment
that provides an additional year of perfect health provides one QALY. If the treatment costs
$10,000, it costs $10,000 per QALY. If another treatment prevents a 50 percent decline in health
for five years, it provides 2.5 QALYs. If the treatment costs $40,000 for the five years, it costs
$16,000 per QALY. Philip G. Peters, Jr., Health Care Rationing and Disability Rights, 70 IND.
L.J. 491, 495 (1995).

67 Robert Steinbrook, Saying No Isn't NICE, 359 NEW ENG. J. MED. 1977, 1977-79 (2008).
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per QALY, and they are rarely covered if they cost more than £30,000
per QALY.® The unpopularity of cost-effectiveness thresholds like
that employed by NICE is illustrated not only by the Affordable Care
Act’s prohibition on their use but also by the decision in the UK in
October 2010 to strip NICE of its power to deny coverage of treat-
ments based on QALY thresholds.”

The Affordable Care Act includes a number of provisions in the
Medicare program to link reimbursement to quality of care:

1.Medicare will make incentive payments to hospitals that meet
specified performance standards. The performance standards
could be created for any number of illnesses, but they must at
least be developed for the treatment of heart attacks, heart fail-
ure and pneumonia, the prevention of complications from sur-
gery, and the prevention of infections transmitted during hospital
care or the provision of other health care services.”

2.Medicare will adjust payments to physicians based on the quali-
ty and cost of care that they provide to their patients.”

3.Medicare will expand its reports to physicians that indicate how
their use of resources in patient care compares to use by other
physicians.” This will help physicians recognize when they are
providing unnecessarily high or dangerously low levels of care.

4.Medicare will reduce its payments to hospitals that have high
numbers of patients who become sicker because of their hospital
care.” Many patients become infected or suffer other harms to
their health from preventable causes during their hospital stays.
The reductions in payment should spur hospitals to implement
better precautions to protect patient welfare.

5.Medicare also will reduce its payments to hospitals that have
excessive numbers of patients readmitted to the hospital after
discharge.” This provision reflects the fact that readmission to
the hospital shortly after a hospitalization often occurs because
of inadequate care during the hospitalization.

68 At an exchange rate of 1.625 dollars to a pound, WALL ST. J., Sept. 1, 2011, at C4,
£20,000 converts to $32,500 and £30,000 converts to nearly $49,000.

%  Sarah Boseley, NICE to Lose Powers to Decide on New Drugs, THE GUARDIAN (Oct.
29, 2010), www.guardian.co.uk/politics/2010/oct/29/nice-to-lose-new-drug-power.

70 PPACA, Pub. L. No. 111-148, § 3001, 124 Stat. 119, 353-63, codified at 42 U.S.C. §
1395ww(0)(2)(B)(i)(1).

71 Id. § 3007, 124 Stat. 119, 373-76, codified at 42 U.S.C. § 1395w—4(p).

72 Id. § 3003, 124 Stat. 119, 366-68, codified at 42 U.S.C. § 1395w—4(n).

3 Id. § 3008, 124 Stat. 119, 376-78, codified at 42 U.S.C. § 1395ww(p).
4 Id. §3025, 124 Stat. 119, 408-13, codified at 42 U.S.C. § 1395ww(q).

~
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Tying reimbursement to quality of care should blunt the incen-
tives for physicians and hospitals to provide unnecessary care. How-
ever, as discussed above,” it is difficult to develop quality-based reim-
bursement policies that are effective, and the track record for quality-
based incentives has been disappointing.

D. Structural Changes

Several provisions in the Affordable Care Act have the potential
for making the kinds of structural changes needed to make a real dif-
ference in health care cost inflation.

Section 3403 of the Act charges an “Independent Medicare Advi-
sory Board” with developing proposals to keep Medicare spending
within statutory targets, and the Board’s proposals will automatlcally
take effect unless Congress adopts substitute provisions.” The Board
may propose changes in reimbursement for physmlans and hospitals,
but its proposals may not ration health care, raise costs to Medlcare
beneficiaries, restrict benefits or modify Medicare eligibility criteria.”
The Board also will provide Congress with recommendations for
slowing the growth of health care spending in the private sector.” The
Board’s authority commences in 2015, with estimated savings of $24
billion by 2019.”

The Advisory Board may achieve substantial savings in the long-
er term, particularly through its authorities to propose changes in
reimbursement under Medicare and to recommend ways to slow the
growth of health care spending in the private sector. However, the
Board’s design and mandate suggest potential concerns. Will the
Board focus on short-term fixes to keep Medicare spending within the
annual statutory targets rather than long-term changes that really can
“bend the cost curve?” Will Congress bypass the Board process and
authorize increases in funding through independent legislation? Are
the limitations on the kinds of proposals that the Board can develop
too restrictive? Since cuts in physician reimbursement may become a
key cost-cutting tool for the Board,” will the Board’s policies reduce
patient access to physicians, as physicians opt for the higher payments
of private-insurance plans?

75 See supra notes 70-74 and accompanying text.
76 See Timothy Jost, The Independent Payment Advisory Board, 363 NEW ENG. J. MED.
103, 103 04 (2010).
Id. at 104; 42 U.S.C. 1395kkk(c)(2)(A)(ii).
8 42 US.C. § 1395kkk(0)(1).
79 Foster, supra note 36, at page 4 of Table 3.
80 Jost, supra note 76, at 104.
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tion

The Affordable Care Act also includes funding for demonstra-
projects to test out a number of promising structural reforms in

health care delivery.

1.Medicaid and Medicare will test “bundled payments” to cover
the cost of a patient’s care during a hospitalization and for the
month following discharge.”" This approach seeks to reduce
health care costs by giving physicians and hospitals incentives to
provide more cost-effective care rather than simply more care.
Because the government will pay a fixed amount to cover all of
the patient’s care during the hospitalization and post-discharge
care, hospitals and doctors will lose money if they order unneces-
sary tests or provide unnecessary treatments. Moreover, they
will lose money if they deliver inadequate care, and as a result,
the patient needs to be re-hospitalized shortly after discharge.

I call this approach “capitation lite” because it draws on the eco-
nomizing incentives of capitation payments, but it does so only
for individual episodes of hospital care. Doctors and hospitals
still can make money by hospitalizing patients who really do not
need to be in a hospital. In other words, doctors and hospitals
will be able to make up in volume what they might lose in lower
payments per patient.

2.While bundled payments for hospital care may constitute capi-
tation lite, the Affordable Care Act also will test full capitation
payments. Under this demonstration project, Medicaid will se-
lect large safety net hospital systems or networks in five states
that will be reimbursed with global capitation fees.” In other
words, the systems will receive a fixed annual fee per individual
to cover all of the individual’s health care needs during the year.
Given the ability of capitated compensation to reduce the incen-
tive for doctors and hospitals to provide too much care, this
demonstration project could be very important.

3.Medicaid and Medicare will offer incentives for doctors, other
professionals and hospitals to form “accountable care organiza-
tions” that will become “accountable for the quality, cost and
overall care” of beneficiaries assigned to them. Accountable
care organizations will receive bonus payments if they meet
standards for quality while delivering care at a lower cost.™

81

PPACA, Pub. L./No. 111-148, § 2704, codified at 42 U.S.C. § 1396a; § 3023, codified at

42 U.S.C. § 1395ccH4.

82
83

§ 2705, codified at 42 U.S.C. 1315a.
§ 2706, codified at 42 U.S.C. 1396a; § 3022, codified at 42 U.S.C. § 1395jjj.
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Many health policy experts have promoted accountable care or-
ganizations for their ability to provide comprehensive, coordi-
nated and cost-effective care for patients.” Because all of a pa-
tient’s caregivers are associated in a single organization, it be-
comes easier for the different caregivers to assume responsibility
for the patients’ overall care rather than for just their particular
part of the care. The Mayo Clinic is an important example of an
accountable care organization.

While accountable care organizations promise higher-quality,
lower-cost care, there are reasons to be concerned as well. Large
health care organizations can achieve a substantial level of mar-
ket power and use that power to maintain high prices for their
services.”

If successful, the demonstration project reforms could have a ma-
jor impact. However, because they are demonstration projects, they
would still have to be expanded to the entire Medicare and Medicaid
systems. Moreover, they also would have to be adopted by private
insurers to have a meaningful effect on overall health care costs.

IV. CONCLUSION

The Affordable Care Act, with its individual mandate to pur-
chase health care, looks very much like health care reform in Massa-
chusetts in its approach to increasing access to health care.” The Act
also looks very much like health care reform in Massachusetts in its
failure to come to grips with the need for health care cost contain-
ment,

The Massachusetts legislature recognized the need to follow up
its expansion of coverage with measures to address costs, and the state
created a Special Commission on the Health Care Payment System in
2008. 1In 2009, the commission recommended the replacement of
fee-for-service reimbursement with capitation payments to physicians
and hospitals that have formed accountable care organizations.” In
light of the similarities between the Massachusetts and federal laws,

8  Eltiott Fisher et al., Fostering Accountable Health Care: Moving Forward in Medicare, 28
HEALTH AFF. w219, w220 (2009).

85 Robert Pear, Health Law Provision Raises Antitrust Concerns, N.Y. TIMES, February 9,
2011, at A19; Barak D. Richman & Kevin A. Schulman, A Cautious Path Forward on Accounta-
ble Care Organizations, 305 J. AM. MED. ASS’N 602, 602-03 (2011).

86  Jonathan Gruber, Massachusetts Points the Way to Successful Health Care Reform, 30(1)
J. POL’Y ANALYSIS & MGMT. 184, 184-85 (2010).

8  Kaiser Family Foundation, Massachusetts Health Care Reform: Three Years Later
(Sept. 2009), www.kff.org/uninsured/upload/7777-02.pdf.

8 Id
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we can expect Congress to follow up in future years with more serious
efforts to contain health care costs, once the Affordable Care Act’s
provisions for expanding access to care have been implemented.

An important question is how future Congresses will respond to
the need for health care cost containment. If cost containment is done
properly, access to health care coverage can be maintained by making
care more cost-effective. However, when states have been faced with
cost pressures in the past, they often have responded by reducing
access rather than streamlining costs. Thus, for example, when the
Oregon Health Plan experienced serious cost problems several years
ago, it balanced its budget by raising eligibility thresholds and ended
up with levels of uninsured persons that were comparable to the levels
seen in Oregon before the Health Plan was implemented.” Hence,
this article ends where it started — will Congress implement effective
cost controls, or will uncontrolled costs cause the Patient Protection
and Affordable Care Act to unravel?

8 Jonathan Oberlander, Health Reform Interrupted: The Unraveling of the Oregon Health
Plan,26 HEALTH AFF. w96, w99 (2007).






