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2. PROMOTE PRICE TRANSPARENCY THAT HELPS CONSUMERS ANTICIPATE 
COSTS 

There is considerable debate among health policy experts and economists on the 

implications of providing price information to consumers and other purchasers. Some 

analysts suggest that making prices available to consumers would allow them to choose 

lower-cost health care providers and thus drive down prices by high-cost providers.122 

Proponents of price transparency cite private insurance plans that make provider-specific 

pricing information available to members through their websites and suggest that all private 

insurers and states should provide price information that reflects negotiated discounts with 

specific providers.123 The California Public Employee Retirement System, one of the nation’s 

largest purchasers of health care, has also called for a policy to achieve pricing transparency 

by 2014.124 This is especially critical to consumers with high-deductible health plans.  

Conversely, other noted health policy experts argue that making price information available 

to consumers is not helpful in the decision-making process and that, without relevant 

quality information that is understandable to consumers, patients are reluctant to choose a 

provider on the basis of cost, fearing that lower prices equate to lower quality of care.125 

Further, antitrust experts are concerned that the potential unintended consequences of price 

transparency could lead to higher prices, arguing that payers are better able to collect and 

organize price information and use that information to contract with high-quality 

providers.126 When concerns are raised about the competitive effects and potential cost 

increases associated with transparency, advocates often suggest that these concerns could 

be addressed through stronger antitrust laws. 

Experts can agree, however, that price information made available to consumers typically 

offers too little or too much detail to be helpful in decision-making.127 More meaningful 

pricing data would clearly illustrate for patients their anticipated financial liability under their 

insurance coverage and could allow consumers to make clear comparisons for different 

treatment options and providers. This would be a dramatic improvement over simply 

offering, for example, a list of average prices for all providers in a particular region.128 

Pricing data should be presented in a way that is useful to patient decision-making. While 

we will continue to work in this area, there are a few angles that we believe present 

opportunities to emphasize greater price transparency. Specifically, we recommend the 

following:  

• Insurers should share pricing data that would help individuals who are enrolled in 

consumer-directed plans to better understand the out-of-pocket costs associated 

with seeing various providers before accessing care. To avoid sharing proprietary 

information, insurers could offer average anticipated costs of various services for 

each provider. 

• Insurers should provide estimates for average costs of out-of-network care 

associated with various types of providers, locations, and services. This could be 

based on information from Fair Health (a university-based service created under a 

settlement between the New York State Attorney General and Ingenix), which has 
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collected information on billed charges and provided it for insurers to develop 
screens for charges for out-of-network care.  

D. Pursue Medical Liability Reform  
Our nation’s current medical liability system has long been criticized as ineffective, serving 
both patients and providers poorly. Patients deserve care that is safe and effective, and 
they should be fairly and promptly compensated if they are harmed by negligent or 
irresponsible care delivery. At the same time, physicians, hospitals, and other health care 
providers should be able to focus on providing high-quality care without having to worry 
about negligence claims. Problems with the current medical liability system are well 
documented: 

• Patients with similar cases receive drastically different awards; 

• Fifty-five cents of every dollar spent on malpractice premiums goes to administrative 
expenses and system overhead costs rather than to malpractice payouts; and  

• Only 2 to 3 percent of injured patients actually file a claim.129 

Consistent with our efforts to move toward high-quality, integrated systems of care, the 
medical liability system should encourage health care providers to improve quality of care 
and to adopt systems that result in fewer adverse events.  

RECOMMENDATIONS: 

1. IOM should convene a panel of providers, consumers, and quality-

measurement groups to determine whether evidence-based quality 

measures could be used as a basis for provider defense in medical liability 

cases, and if so, to provide guidance on a process for the adoption of 

appropriate measures through a quality-certification organization. Adoption 

of measures should be consistent with efforts to create a uniform set of 

quality measures used for provider reimbursement and quality 

improvement. 

2. Provide continued opportunities for states to test alternative models 

designed to reduce insurance and utilization costs associated with medical 

liability litigation by appropriating the $50 million in state demonstration 

grants authorized in the ACA for the development, implementation, and 

evaluation of promising alternatives to current tort litigation. 

Medical liability reform could help to discourage the practice of “defensive medicine,” 
whereby clinicians order unnecessary imaging scans, tests, or invasive procedures for their 
patients out of fear of litigation. Proponents of reform argue that defensive medicine can 
also lead to the avoidance of high-risk patients.130 A majority of physicians—as many as 90 
percent in some studies—report practicing defensive medicine.131-132  
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The latest analysis from CBO acknowledges a link between tort reform and higher utilization 

of health care services; this represents a change from CBO’s previous position.133 Citing a 

number of studies, CBO concludes that tort reform can be empirically associated with a 

reduction in health care spending, lower insurance premiums for self-insured plans, and 

certain changes in provider practice patterns, such as ordering diagnostic services.134-135-136 

As an example of costly utilization of medical services associated with defensive medicine, 

CBO points to the use of a computerized tomography scan rather than a less expensive x-

ray.137  

CBO estimates that enacting a package of common tort reforms would reduce the federal 

deficit by $54 billion over ten years.138 Unlike previous CBO estimates, which were relatively 

small, this projection includes savings from both lower medical liability insurance premiums 

and reduced utilization of health care services. CBO does note, however, that there are 

differing studies as to the effect of limiting damages on health outcomes. Some research 

suggests that a 10-percent reduction in costs related to medical liability would increase the 

nation’s overall mortality rate by 0.2 percent, while other studies find that tort reform 

generates no significant adverse outcomes on patients’ health.139  

The Role of Quality in Liability Reform 

The IOM should convene a panel of physician specialty groups, patient advocates, and 

organizations engaged in the development of quality measures, to determine whether these 

measures are appropriate to use as a rebuttable defense in medical liability cases, 

effectively providing a safe harbor for providers and institutions that adhere to appropriate 

and endorsed guidelines. Although states such as Maine and Oregon have attempted this 

approach in the past, it was not seen as particularly effective due to the lack of quality 

measures appropriate for this purpose.140  

If the IOM panel concludes that this safe-harbor approach could improve quality of care and 

lower the costs of liability insurance and higher utilization that are associated with defensive 

medicine, a quality-accreditation or certification organization should convene health care 

providers, advocates, and other quality organizations to prioritize, identify, and endorse 

appropriate measures. These could include, if applicable, the evidence-based 

recommendations established by specialty societies as part of the Choosing Wisely 

campaign.xxiii The medical liability reform process should be consistent with our 

recommendation to establish a common set of measures to be used for quality improvement 

and reimbursement. 

Under this safe-harbor approach, we seek to align and promote the use of quality metrics. 

Once a reasonable number of endorsed metrics are in place, states could adopt rules to 

establish a rebuttable presumption in medical liability cases. This safe harbor would serve as 

an alternative to the existing standard of professional negligence, which is generally, “the 

xxiii Choosing Wisely is an initiative of the ABIM Foundation. The campaign developed Five Things Physicians and 
Patients Should Question, lists of evidence-based recommendations physicians and patients should discuss to help 
make informed decisions about care. More information is available here: http://www.choosingwisely.org/. 
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failure to do something which a reasonably prudent person would do, under circumstances 

similar to those shown by the evidence.”141 Because there is no uniform, consensus-based 

standard for what constitutes best practice today, clinicians are left to choose among often-

conflicting medical guidelines. Inside the courtroom, juries are asked to rely on dueling 

testimony between experts to determine negligence.  

Although development of the measures will take time, the quality-certification organization 

should consider high-risk specialty groups, such as obstetrics, gynecology, general surgery, 

and emergency medicine, as a starting point for this effort. If successful, the initiative could 

expand to other specialties and sub-specialties, as well as to general internal medicine. 

Many initiatives that are already underway could help inform this work, including the 

Patient-Centered Outcomes Research Institute. We encourage HHS to incorporate these 

guidelines into the state demonstration project grants mentioned above.  

State Models of Liability Reform 

Although policymakers have sought a federal solution to medical liability reform, no single 

approach has garnered sufficient support to enact legislation establishing a national 

standard. Some legislators have advocated for federal caps on damages—such as non-

economic awards for pain and suffering, and punitive damages, designed to punish 

negligent providers—or limits on contingency fees received by plaintiffs’ attorneys. Other 

approaches have included the establishment of specialized courts to consider medical 

liability claims, or to provide safe harbors for physicians that incorporate quality measures 

into their practices or advocate enterprise liability.  

The issue of medical liability is traditionally in the purview of states, and they should 

continue to seek innovative solutions to tort reform. There are a number of innovative 

malpractice reforms underway at the state level, but with the exception of caps on non-

economic damages, there is little definitive evidence regarding the effectiveness of these 

policies.142 However, there is concern that implementing caps on damages alone does not 

promote our goals of improving quality. Furthermore, caps can limit access to remedy for 

those who are in fact victims of negligence.  

Some action at the federal level is needed to provide states with greater resources and 

support. Toward that end, the ACA establishes a grant program to provide funding for states 

to demonstrate and evaluate alternatives to the current tort system.143 We support the 

appropriation of this $50 million in authorized funds in order to facilitate continued state 

testing and analysis of alternative models to reduce insurance and utilization costs that are 

associated with medical liability litigation. 

E. Strengthen and Promote the Health Professional 
Workforce 
A strong health professional workforce is needed to support health system transformation, 

high-quality care, and cost-effective care delivery. Anticipating future demand for health 
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care services, while training and structuring a workforce with the right mix of skills, is a 

complicated task for educators and policymakers. Due to insufficient data-collection and 

analytical tools, the United States lacks a full understanding of our current supply of health 

professionals, and we do not have a comprehensive workforce planning strategy in place to 

help meet future demand.xxiv  

While experts disagree on whether the nation faces a significant overall provider shortage in 

the coming years, there is a general consensus that we face a primary care provider 

shortage.144-145-146-147 A strong primary care workforce—defined by CMS to include 

practitioners in family medicine, geriatrics, internal medicine, obstetrics and gynecology, 

and pediatrics—is critical to our nation’s health.148 Research shows that countries that lead 

in primary care—demonstrating strong coordination, continuity of care, and an ability to 

meet population health needs—achieve better health outcomes at a lower cost.149 

With tens of millions of newly insured patients expected as a result of the ACA, and the 

entrance of millions of baby boomers into Medicare, we must consider strategies to ensure 

that all patients maintain access to primary care, while preserving care quality and 

efficiency. One such strategy is strengthening current graduate medical education policy by 

better aligning payments that support education with actual teaching costs, by rewarding 

high-performing institutions and by ensuring that opportunities for clinician training align 

with anticipated demand (as described above in the “Improve and Enhance Medicare to 

Secure System-Wide Reform” section). Another promising strategy is broader utilization of 

non-physician professionals, such as advanced practice nurses (APNs) and physician 

assistants. Both of these approaches can help shore up the nation’s supply of primary care 

professionals. Though our focus in this report is on primary care physicians and nurse 

practitioners, policymakers should also consider innovative strategies to utilize other health 

care workers and professionals, such as pharmacists, psychologists, social workers, 

registered nurses, medical assistants, and technicians.  

IMPLEMENT SCOPE OF PRACTICE REFORMS 

Health care delivery involves a diverse array of professionals and services. Specialists, 

primary care physicians, APNs, physician assistants, direct care workers, medical assistants, 

and numerous other professionals and workers all complete varying levels and types of 

education and training. For some services, the skills and competencies among various types 

of health care professionals overlap, leading to an ongoing debate over appropriate “scope 

of practice.” Ideally, all professionals should practice at the full extent of their licensure, 

education, and training. However, this is made difficult in practice by factors such as varying 

licensure across states and inconsistent reimbursement policy across public and private 

payers.  

 

xxiv For more information, read the reports produced by BPC and the Deloitte Center for Health Solutions discussing 
health professional workforce supply and demand, The Complexities of National Health Care Workforce Planning 
(February 2013) and Better Health Care Worker Demand Projections: A Twenty-First Century Approach (February 
2013). Available at: http://bipartisanpolicy.org/projects/health-professional-workforce/about.  
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RECOMMENDATION:  

Eliminate outdated statutory or regulatory requirements in Medicare and Medicaid 

that interfere with states’ abilities to regulate and determine scopes of practice. 

For example, Congress should strike language from the Medicare statute that 

requires physician collaboration as a condition of direct nurse practitioner 

reimbursement. 

Structuring an appropriate and efficient division of labor between APNs and physicians is a 

central concern in the national and state debate over scope of practice. Advanced practice 

nursing includes professionals such as nurse midwives, nurse anesthetists, clinical nurse 

specialists, and nurse practitioners (NPs). Though levels of education and training vary, a 

number of APN competencies and skills overlap with those of physicians. NPs are able to 

provide an array of primary care services, such as taking patient history, ordering tests, and 

performing physical examinations.150 Some policy experts believe that NPs and other APNs 

should be given greater authority to practice and bill independently. Physician groups have 

historically opposed the idea that NPs or other professionals can provide an adequate 

substitute for physician care, citing safety and care-quality concerns.151 However, current 

literature does not indicate that care delivered by APNs, for example, is less safe or effective 

than care delivered by a physician.152  

The most cost-effective care delivery would utilize the professional that can deliver safe, 

high-quality care at the lowest cost. Ideally, a specialty physician should not provide a 

service that a primary care physician could supply at lower cost, just as a primary care 

physician should not provide a service that a physician assistant could deliver safely, 

effectively, and at lower cost. Furthermore, giving a physician assistant or NP the authority 

to perform basic but vital primary care services, such as prescribing an antibiotic to a 

patient suffering from a sinus infection or performing a routine physical exam, provides 

more time for primary care physicians to focus on the most complex cases.  

To strengthen our primary care workforce, we encourage investments in both physicians 

and non-physician primary care professionals. Additionally, medical, nursing, and other 

educators should consider strategies to promote interprofessional training and 

competencies, which will help ensure that all professionals are equipped with the core skill 

sets needed for successful collaboration.153  

Scope of practice for health professionals is determined by state law and regulation. These 

standards vary significantly across states: 16 states and D.C. currently allow nurse 

practitioners full independence to practice at the top of their license, including diagnosis, 

treatment, referrals, and prescriptions; eight states allow full independence with the 

exception of prescriptions; 26 states require some level of physician involvement in NP 

practice, and ten of those 26 require a “collaborative” relationship with a physician for 

“consultation, referral, and review of provided care.”154 Greater utilization of NPs could 

promote cost-efficient care delivery and improve access to care in underserved areas.  
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Ultimately, we believe that health professional licensure, and decisions about how best to 

structure collaborative or supervisory requirements for care delivery, should continue to be 

left to the states. As such, changes in federal statute and regulation should support 

maximum flexibility for states, rather than impose a federal mandate or pre-emption on 

health care professional scope of practice laws.  

Eliminate Outdated Statutory Language and Regulation that Interferes with 
States’ Ability to Determine Scope of Practice 

To address scope of practice issues, we endorse a recommendation similar to that 

suggested by the Center for American Progress, in that Medicare and Medicaid payments to 

non-physician providers should allow them to practice to the full extent permitted under 

state law.155 HHS should review and remove regulatory requirements in Medicare and 

Medicaid that interfere with the ability of states to regulate and determine scope of practice.  

To the same end, outdated or overly prescriptive language in the Medicare and Medicaid 

statute should be eliminated. For example, under Medicare, NPs are unable to order home 

health care or durable medical equipment for patients.156 Additionally, Medicare requires 

some form of collaborative relationship between physicians and NPs as a condition of direct 

NP reimbursement. In some states, this undermines laws that allow NPs full authority to 

practice and bill independently, and adds a layer of uncertainty and unnecessary regulatory 

burden. Physician supervisory requirements in the Medicare statute for NPs and other APNs 

should not be less flexible than the supervisory requirements determined by each state. 

Independent reimbursement of NPs provides payments that are 85 percent of the physician 

fee schedule rate. We expect the cost of striking collaborative requirements for NPs from 

the Medicare statute would be minimal and could even generate savings.  

Additionally, as part of the initiative to eliminate burdensome or unnecessary regulations 

(Executive Order 13563, “Improving Regulations and Regulatory Review”), CMS recently 

issued a rule that streamlined requirements for providers and suppliers. This rule was 

narrow in scope, but included changes, such as altering the conditions of participation for 

nuclear medicine services to remove the requirement for “direct” supervision of 

radiopharmaceutical preparation.157 We encourage CMS to continue this work to eliminate 

unnecessary regulatory burdens and inefficiencies.  

IOM Recommendations 

We support an approach to health professional workforce reform that places states in the 

driver’s seat. Greater independence for APNs is a positive and beneficial direction for the 

U.S. health care system, but we believe that the path toward that objective should include 

resources and incentives for states, rather than mandates or top-down requirements. 

Activity at the federal level should focus on the removal of barriers to greater APN flexibility, 

consistent with state scope of practice requirements, and avoid conflicting standards that 

create confusion and administrative complexity for health professionals.  
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We endorse several of the scope of practice recommendations in the IOM “Future of 

Nursing” report (2010) that are consistent with this approach, including:  

• Expand the Medicare program to include coverage of advanced practice registered 

nurse services that are within the scope of practice under applicable state law, just 

as physician services are now covered. 

• Amend the Medicare program to authorize advanced practice registered nurses to 

perform admission assessments, as well as certification of patients for home health 

care services and for admission to hospice and skilled nursing facilities. 

• The FTC and the Antitrust Division of the Department of Justice should review 

existing and proposed state regulations concerning advanced practice registered 

nurses to identify those that have anticompetitive effects without contributing to the 

health and safety of the public.  

IOM also supports passage of the National Council of State Boards of Nursing (NCSBN) 

advanced practice registered nurse model rules and regulations regarding scope of practice 

(Article XVIII).158 We support the NCSBN Model Act, but disagree with the prescriptive 

implementation mechanism in the IOM report. Rather than restricting nursing education 

funds, we suggest an incentive for states that move forward with scope of practice. 

Approximately 17 states have adopted or are considering legislative and regulatory changes 

consistent with the Model Act.159 These states should qualify upfront for a financial 

incentive. Offering a financial incentive rewards states that are already on the path toward 

constructive scope of practice reform, and may help states that have not considered reforms 

break through local inertia.  

NCSBN’s Advanced Practice Registered Nurse Consensus Model Act provides clarity and 

uniformity across a number of areas related to APN licensure, accreditation, certification, 

and education of APNs. For example, the Act defines four categories of APN (nurse 

anesthetist, nurse midwife, clinical nurse specialist, and nurse practitioner) and six areas of 

population foci (such as pediatrics, women’s health, and psychiatric health). The NCSBN 

Model Act is the result of a collaborative effort among an extensive group of nursing 

organizations, state boards of nursing, educators, experts, and other stakeholders.  

INCREASE THE SUPPLY OF HEALTH PROFESSIONALS  

To strengthen the health professional workforce, the ACA calls for various demonstrations, 

pilot projects, and grant, loan, and scholarship programs that emphasize delivery system 

reform and innovative systems of care integration and coordination, increase the supply of 

primary care providers, and address issues of health professional shortages and 

maldistribution. As of December 2012, approximately $798 million in workforce and training 

funding had been distributed to states and private entities, well below the levels called for in 

the ACA.160 A number of the workforce provisions in the law—such as the primary care 

extension programs and funding for training in certain areas including cultural competency, 

reduction of health disparities, and working with individuals with disabilities, among others—

remain unfunded.  



A Bipartisan Rx for Patient-Centered Care and System-Wide Cost Containment  |  114 

The workforce funding in the ACA is largely discretionary, and thus highly vulnerable to 

ongoing budget battles and fiscal uncertainty. While we are not advocating that Congress 

move forward with all the programs authorized by the ACA, the government should be 

strategic about the best way to leverage limited financial resources. Defunding or 

disregarding a large number of these programs could result in missed opportunities to shore 

up the health care workforce, to provide support to vulnerable individuals with unique care 

needs, and to engage in strategic workforce planning at both the state and federal level. For 

example, the state health care workforce development planning and implementation grants 

authorized by Section 5102 of the ACA have thus far received only a tiny fraction of their 

authorized sums, and the National Healthcare Workforce Commission remains unfunded.161  

Additionally, a more pointed health-professional-supply issue exists for the Indian Health 

Service (IHS), a division of the HHS that provides access to health care for nearly two 

million American Indians and Alaska Natives (AIANs). Compared with other racial and ethnic 

minority groups, AIANs face significant health disparities. Life expectancy is lower for AIANs 

and they experience greater mortality rates for chronic disease than the average 

American.162 Moreover, the lack of qualified staff in IHS facilities creates gaps in the 

availability of necessary health care services.163 The ACA permanently reauthorizes the 

Indian Health Care Improvement Act (IHCIA), which provides for many IHS services; sets 

goals for health improvement in the AIAN population; calls for initiatives to reduce the 

incidence of and prevent, treat, and control diabetes; and seeks to increase the IHS health 

professional workforce. Because IHCIA funding is discretionary, this vulnerable population 

stands to miss out on many critical opportunities for care quality and delivery improvement 

if funding is not appropriated.  

F. Provide Incentives for State-Level Reform 
We present the recommendations in this report to state leaders in the same way that we 

present them to federal leaders—as options that we believe would have a beneficial impact 

on health care cost and quality. However, there may be a few areas where federal 

implementation incentives would be helpful to states. In the discussion below, we prioritize 

several recommendations for which state-level implementation is essential to the 

effectiveness of our policy approach.  

RECOMMENDATION:  

The federal government should consider offering a financial incentive to states 

that enact the following reforms: 

• Adoption of evidence-based quality measures that could be used as a provider 

defense in medical liability cases;  

• Pro-competitive insurance contracting rules; and 

• NCSBN Advanced Practice Registered Nurse Consensus Model Act.  

The federal government could use a number of financial incentives or grants to support and 

encourage state action. One potential incentive would be to forgive part of the state 
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“clawback” from the federalization of prescription drug coverage for low-income 

beneficiaries who qualify for both Medicare and Medicaid.  

As part of the Medicare Modernization Act, which added Part D prescription drug coverage to 

Medicare, Congress created a low-income subsidy (LIS) that now assists low-income 

Medicare beneficiaries with their Part D premiums and cost-sharing. This new, federal 

subsidy for prescription drugs replaced assistance that was previously provided to low-

income Medicare beneficiaries through state Medicaid programs. To help finance the LIS, 

states were required to pay a clawback based on their previous spending on prescription 

drugs for dual eligibles. Initially set at 90 percent of historical spending for each state, this 

clawback is scheduled to phase down to 75 percent of historical spending by 2015, at which 

point it will remain at that level indefinitely.164 As an incentive for states to address 

important components of system-wide health cost containment, the HHS Secretary could be 

given authority to further reduce the contribution to this clawback for individual states that 

implement the reforms described above. Such a financial incentive could encourage state 

legislators and governors to prioritize these often-challenging reforms that are particularly 

important to health system improvement.  
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List of Acronyms  
ACO Accountable Care Organization 

ACGME Accreditation Council for Graduate Medical Education 

APN advanced practice nurse 

ACA Affordable Care Act 

ABMS American Board of Medical Specialties 

AIANs American Indians and Alaska Natives 

AIR American Institutes of Research 

BPC Bipartisan Policy Center 

CDC Centers for Disease Control and Prevention 

CMS Centers for Medicare and Medicaid Services 

CMP civil monetary penalty 

CBO Congressional Budget Office 

DPP Diabetes Prevention Program 

DRG diagnosis-related group 

DGME direct graduate medical education 

DME durable medical equipment 

EHR electronic health records 

ESI employer-sponsored health insurance 

FPL federal poverty level 

FTC Federal Trade Commission 

FQHCs Federally Qualified Health Centers 

FDA Food and Drug Administration 

GME graduate medical education 

HHS Health and Human Services 

HRSA Health Resources and Services Administration 

IME indirect medical education 

IHCIA Indian Health Care Improvement Act 

IHS Indian Health Service 

IOM Institute of Medicine 

LTSS long-term services and supports 

LIS Low-Income Subsidy 

MAP Measures Application Partnership 

MLR medical loss ratio 

MACPAC Medicaid and CHIP Payment and Access Commission 

MEI Medicare Economic Index 

MedPAC Medicare Payment Advisory Commission 

MSP Medicare Savings Program 

MSSP Medicare Shared Savings Program 

NCQA National Committee for Quality Assurance 

NCSBN National Council of State Boards of Nursing 

NQF National Quality Forum 

NPs nurse practitioners 

PRA per-resident amount 

PPHF Prevention and Public Health Fund 

REMS Risk Evaluation and Management Strategies 

SGR Sustainable Growth Rate 

UHG UnitedHealthGroup 
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Appendix: Modeling 
Information and 
Additional Policy 
Specifications 
Modeling Information 
BPC commissioned Acumen, LLC to model and produce budget savings estimates for the 
long-term Medicare reforms and certain other Medicare proposals described in this report.  
Acumen is highly qualified for this work due to their substantial experience analyzing 
Medicare and other health data; the organization has served as a contractor for the 
Congressional Budget Office, MedPAC, and the Institute of Medicine.   

Chart 7. Ten Year Impact of Proposals on Medicare Spending 

Note: For this graph, "Medicare" refers to net Medicare spending. Baseline includes the cost of freezing physician 
payments at 2013 levels. 
Source: Acumen, CBO, OMB 
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Additional Policy Specifications  
MEDICARE NETWORKS 

Transition from Historical to Regional Spending Targets  

Spending targets based on historical spending for each Medicare Network have the 

advantage of reflecting the health needs of enrolled beneficiaries, but they also may reflect 

high spending that is the result of inefficiency and poor care.  For this reason, we propose a 

five-year transition to spending targets based on regional per-beneficiary spending.  The 

regional spending target would be risk-adjusted for each Medicare Network to reflect 

differences in the health status of their enrollees.  This would provide strong incentives for 

networks with greater-than-average spending (adjusted for the health status of enrollees) 

to emulate the quality and efficiency of other providers within their region.   

Differential Payment Levels for Providers 

Permanent fix of Sustainable Growth Rate (SGR): 

• For 2014, set physician payments at 2013 levels. 

• For 2015 and 2016, payments to physicians in FFS would continue at 2013 levels; 

physicians participating in Medicare Networks accepting two-sided risk would receive 

a full MEI update; physicians participating in networks accepting only one-sided risk 

(only upside bonuses) would receive an update of one-half MEI.  

• For 2017 and beyond, physicians participating in Medicare Networks (all of which 

must then accept two-sided upside and downside risk) would receive updates based 

on the full MEI, while FFS physician payment rates would not receive updates. The 

HHS Secretary would have authority to make any necessary adjustments to facilitate 

provider participation in Medicare Networks. 

Every other provider type: 

• Use current law for 2013 – 2016. 

• For 2017 through 2023, FFS payment rates would not be updated. Providers 

participating in Medicare Networks would get the full updates scheduled under 

current law. 

Medicare Network Formation and Payment 

• For 2013-2016, new Medicare Networks could still form under the existing shared 

savings and Pioneer programs, except that any multi-year contracts would require 

networks to accept two-sided risk (savings and losses) starting in 2017. 

• For 2017 and beyond, all networks would be required to participate in two-sided 

shared savings.   
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o The shared savings spending target for each network would be calculated 

by establishing a baseline for spending in the previous three years (based 

on per capita Part A and B fee-for-service expenditures for beneficiaries 

who enroll in the network), which would then be trended forward using 

national Medicare growth rates projected by the CMS Office of the 

Actuary. The baseline would be reset at the end of the three-year 

contractual period.  

 The annual growth rate for each performance year would be 

uniform across all networks: a flat dollar per beneficiary increase to 

the spending target determined by the absolute amount of growth 

in national traditional Medicare expenditures. 

 A five-year transition from spending targets based on historical 

experience of the network’s enrollees (see above) to regional 

targets (risk-adjusted) would begin in 2018.  (First year, 80% 

historical, 20% regional; next year 60% historical, 40% regional, 

etc.) Regions would be Metropolitan Statistical Areas or grouping of 

rural counties within a state (Bureau of Economic Analysis 

Economic Areas).  This approach would resemble the transition 

designed for the Inpatient Prospective Payment System, which 

started with DRG rates based on each hospital’s costs to uniform 

national rates (adjusted for a wage index), except that the 

networks would be transitioning to regional rather than national 

rates. 

o Two-sided risk networks would be able to share in 60% of savings once 

they meet the minimum savings rate (achieving spending reduction of at 

least 2% compared to the target). Maximum shared savings would be 

capped at 15% of the target, similar to the rules in the Medicare Shared 

Savings Program.  

o Two-sided networks would pay shared losses if their average per 

beneficiary Medicare spending rises 2% above the target during the 

performance year. Shared losses could not exceed 60% of spending over 

the target and would be capped at 10% of the target by the third year of 

the contract.  

o IME and DSH payments should be excluded from all calculations related to 

the shared savings spending target.  This would align with Medicare 

Advantage (MA plans do not make IME or DSH payments) and ensure that 

Medicare Networks do not have an incentive to avoid hospitals that serve 

a significant population of uninsured patients. 
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• Medicare Networks that are prepared to take insurance risk would have a pathway to 

accept full capitation for their existing enrollment, at which point they would be paid 

in the same manner as MA Plans.   

Differential Premiums/Cost-sharing for Beneficiaries 

Beneficiaries who enroll in a Medicare Network would receive a $5 per month discount on 

the standard premium (25% of program costs for most) for the first three years of 

enrollment.  Persistently high performing networks (e.g., based on a 6 quarter rolling 

average) would generate a rebate for their enrollees from a portion of the government’s 

share of savings, as described below. 

Beneficiaries who enroll in a Medicare Network would pay different cost-sharing for in-

network and out-of-network providers.  This would be determined annually by the CMS 

actuary so that the weighted average cost-sharing remains equivalent to current law.  For 

example, the actuary might establish a $15 copayment for in-network physician office visits 

and a $30 copayment for out-of-network office visits. This would effectively present 

beneficiaries with choices similar to those experienced by enrollees in PPO health plans.  

As part of our supplemental insurance reform proposal, supplemental insurance plans would 

be prohibited from paying a greater portion of Medicare Network cost sharing than plans 

would pay for FFS cost sharing.  The purpose of this prohibition is to prevent supplemental 

insurance from significantly reducing or eliminating the incentives caused by higher cost-

sharing for out-of-network services.  For example, if supplemental insurance would cover 

half of the copayment under FFS (beneficiary pays $10, supplemental plan pays $10), then 

under the $15 in-network/$30 out-of-network example differential, the copayment paid for 

by the beneficiary with supplemental insurance would be reduced to $5 in-network/$20 out-

of-network. 

Finally, if Medicare Networks are successful in generating savings, a portion of the 

government’s share of savings (up to 25% of total savings) would be redirected to 

beneficiaries through lower Part B premiums, most likely through rebates.  In the event 

there are not savings, Part B premiums for network enrollees would not increase; providers 

(along with the government) would be responsible for the normal share of the losses. 

Powers to Control Utilization 

Medicare Networks would be allowed to require beneficiaries to select a primary care 

provider and to require prior authorization for using services, but they would not be 

required to implement these provisions.  Medicare Network enrollees would always have 

open access to any Medicare provider at the out-of-network rate. 

Medicare Networks: Governance, Operations, and New Models of Care 

As Accountable Care Organizations, such as our proposed Medicare Networks, are 

established, we believe that they should have the flexibility to adopt different models of care 

and associated provider payment arrangements in pursuit of improved quality and 



A Bipartisan Rx for Patient-Centered Care and System-Wide Cost Containment  |  122 

efficiency.  We anticipate that providers would have one of two kinds of relationships to a 

Medicare Network.  Some providers would be members who would be involved in the 

governance of the Medicare Network, such as contracting with CMS, determining how to use 

any shared savings, and other business decisions related to the network.  Other providers 

might choose to contract with one or more Medicare Networks to provide services for their 

enrollees, but would not be a member involved in the network governance.  Any Medicare 

covered services delivered in the context of a Medicare Network, whether by a member 

provider or a contracted provider, would be reimbursed by CMS at the higher (non-frozen) 

rate.   

Medicare Networks could also contract with vendors to handle administrative tasks, such as 

finance and information technology.  While Medicare Networks would be organized and led 

by providers (the governing majority of network members must be member providers), 

nothing would prohibit networks from contracting with health plans as vendors (in the case 

of providing administrative support) or payers (in the case of providing services to members 

of health plans, such as Medicare Advantage Plans). 

Additionally, Medicare Networks would have the flexibility to adopt different payment 

approaches.  In the simplest model a network could elect, CMS would continue to make 

payments directly to each individual provider.  Alternatively, Medicare Networks could 

choose to have all payments from CMS assigned centrally to the network, which would then 

pay member providers as agreed to by the members and pay contracted providers 

according to contract terms.  This would enable Medicare Network providers to adopt 

different compensation methods for both member and contracted providers, such as 

salaried arrangements, case rates, or other innovative systems. 

Ensuring that Medicare Networks have the flexibility to contract with providers in different 

ways will sweep away the barriers inherent in fee-for-service payment to the adoption of 

new models of care.  These barriers include no accountability for quality and the inability to 

provide services that are not defined in existing payment codes.  With their added flexibility, 

networks could finance services not currently reimbursed under the Medicare program.  

Many of these services could be oriented toward improving care coordination and a better 

patient experience, such as handling some patient needs over email and telephone, while 

providing more in-person patient time with their doctor for more complex matters.  Just a 

few examples of the approaches Medicare Networks might adopt include: establishing 

patient-centered medical homes that provide enhanced primary care services, contracting 

with pharmacists to provide enrollees with medication therapy management, hiring 

community health workers to make home visits to patients with chronic health conditions, 

or investing in prevention strategies.   

Considerations as Medicare Networks are Formed 

Rural Providers 

We expect that rural providers will be able to form successful Medicare Networks. Networks 

could be a model for connecting dispersed providers with information technology, 
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telemedicine, and the resources of urban medical centers, while maintaining provider 

independence.  However, we realize that forming networks in rural areas could pose unique 

challenges.  Therefore, we recommend that the Secretary of HHS be authorized to provide 

additional technical and financial resources, such as low interest loans, to help networks 

form in rural areas. 

Access to Capital for Medicare Networks 

Access to capital may be a potential challenge for physician-led Medicare Networks, whether 

located in rural or urban areas.  Establishing a new Medicare Network will require 

infrastructure that often does not exist in many communities, such as information 

technology including advanced electronic information sharing capabilities, enhanced primary 

care facilities, financial management systems, and quality monitoring processes.  Building or 

upgrading this infrastructure will require initial investments.  As financial institutions are 

most familiar with lending to hospitals and the ACO/Medicare Network concepts are new, we 

are concerned that access to capital could become a problem in the early part of this 

transition.  Because we want to encourage the formation of a diverse array of Medicare 

Networks, we believe it would be appropriate to establish a federal loan-guarantee program 

for multi-specialty or primary care physician-led organizations seeking to form a Medicare 

Network.   

Implementation Resources for CMS 

Establishing new payment models is also a significant undertaking for the federal 

government.  Contracting with ACOs/Medicare Networks, establishing systems to monitor 

spending and quality, and developing information infrastructure to ensure that today’s ACOs 

and tomorrow’s Medicare Networks have the data they need to coordinate care for 

beneficiaries all require resources.  If leaders want to pursue these kinds of fundamental 

reforms to the Medicare program, it is essential that CMS be provided adequate resources 

for successful implementation. 

Medicare Networks and Part D 

Providers that successfully operate a Medicare Network would be able to progressively 

implement new payment and delivery models.  Networks would be allowed, but not 

required, to partner with a preferred Part D Prescription Drug Plan, which could lead to 

efficiencies and lower costs for plans and beneficiaries.  For instance, a recent MedPAC 

analysis showed that efforts to increase drug adherence for certain conditions can generate 

overall Medicare savings due to reduced acute care utilization.165  However, because better 

drug adherence increases spending in Part D and generates savings in Parts A and B, the 

incentives are not aligned across programs to encourage these initiatives.  Partnerships 

between Medicare Networks and Part D drug plans, which could include shared savings 

arrangements, could facilitate better management of prescription drugs, better patient 
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outcomes, and lower overall costs.xxv-xxvi  Additionally, because responsibility for and 
coordination among hospital and physician services is critical to quality care, we believe that 
enrollment in Part B (as well as Part A) should be a prerequisite for enrollment in a Medicare 
Network.   

Opportunity for Progressively Advanced Payment Models 

Medicare Networks that routinely surpass quality and patient satisfaction targets and share 
in savings would have the option to accept up to a 50/50 mix of fixed, per-beneficiary 
payments, known as partial capitation, and fee-for-service. Payments from Medicare could 
be made to the network rather than to individual providers, and networks could experiment 
with different compensation arrangements for members.  Networks that consistently deliver 
high-quality care and develop the capability to accept insurance risk would also have a 
pathway to full capitation for their existing enrollment.   

MEDICARE ADVANTAGE 

Table 10. Illustrative Example of Benchmark Payments under 
Existing Administrative and Proposed Competitive Pricing 

Systems 

EXAMPLE 1  

(LESS THAN 40% OF THE 

MARKET) 

EXAMPLE 2  

(LESS THAN 40% OF THE 

MARKET) 

EXAMPLE 3  

(MORE THAN 40% OF THE 

MARKET) 

Plan A bids $10,000 Plan A bids $8,000 Plan A bids $8,000 

Plan B bids $9,500 Plan B bids $8,500 Plan B bids $8,500 

Old system benchmark: $9,000 Old system benchmark: $9,000 Old system benchmark: $9,000 

New system benchmark: $9,750 New system benchmark: $8,250 New system benchmark: $8,175 

Use lower, old benchmark Use lower, new benchmark Use lower, new benchmark 

Payment to plans: $9,000 Payment to plans: $8,250 Payment to plans: $8,175 

Beneficiary premiums depend on 
bids entered under old system. 

Beneficiary monthly premium for 
Plan A: $21 discount from Part B 
premium 

Beneficiary monthly premium for 
Plan A: $14.50 discount from Part B 
premium 

 Beneficiary monthly premium for 
Plan B: $21 in addition to Part B 
premium 

Beneficiary monthly premium for 
Plan B: $27 in addition to Part B 
premium 

   

Assumptions: Bids are under the new system. Each plan has 50% market share among MA Plans. 

xxv Because the achievement of savings in Parts A and B may require additional spending in Part D, and because 
drug adherence strategies may require the cooperation of Medicare Networks and Part D plans (to obtain 
prescription fill data, for instance), Medicare Networks may need to share some of their savings from adherence 
with Part D plans. 
xxvi In the Competition and Consolidation section of this report, we address legal barriers to gainsharing 
arrangements of this type. 
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REPLACE THE SGR FORMULA AND BUILD ON ITS LESSONS 

The recent experience with spending limits in Medicare – as exemplified by the failed 

Sustainable Growth Rate (SGR) formula for Part B services – has been poor.  The spending 

limit we propose is different in important ways, and understanding the reasons SGR was 

ineffective is essential to the design of new approaches.  In short, SGR failed because it held 

individual physicians accountable for costs beyond their control, did not provide physicians 

with any tools or incentives to reduce healthcare cost growth, did not incorporate quality 

outcomes in the approach, and demanded unrealistic savings.  Our proposed spending 

target would apply to all providers, so no individual part of the health care system is singled 

out for responsibility for providing high-value care.  In Medicare Networks, each network 

would be held responsible for excess cost growth for their own enrollees, something over 

which providers in the network do have some control, as opposed to SGR, which held 

physicians responsible for cost growth among Medicare beneficiaries nationwide.  

Additionally, Medicare Networks would facilitate the kind of coordination necessary to deliver 

high-value care that would contain the growth in health care costs, and member providers 

would have strong incentives to do so, because they would be able to keep up to 60 percent 

of the savings generated, but only if targets for quality and patient satisfaction are met.  

With SGR, the government kept all of the savings and physicians were not held accountable 

for quality outcomes or patient satisfaction.   

Table 11. Comparing Sustainable Growth Rate (SGR) to Proposed 
Spending Limit 

SGR PROPOSED SPENDING LIMIT 

Physicians held accountable for excess cost growth 

among traditional Medicare beneficiaries nationwide 

Each Medicare Network held accountable for excess 

cost growth for its own enrollees 

Savings accrue to federal government Up to 60% of savings available to network  

No incentive to improve quality or patient 

satisfaction 

Savings accrue to network only if quality and 

satisfaction targets are met 

  

Finally, we believe that GDP per-capita growth + 0.5 percentage points is a realistic goal for 

long term, per-beneficiary healthcare cost growth.  Over the past few decades, health care 

cost growth has routinely exceeded GDP per capita growth by significant margins.  This is 

not sustainable for long periods and, if allowed to continue, will continue to do damage to 

the economic competitiveness of the United States; it is also a major contributor to 

projected long-term federal budget deficits. Lowering the per-beneficiary growth rate so it is 

only slightly higher than GDP per-capita growth is a realistic goal, and a necessary one. 

PAYMENT BUNDLES FOR POST-ACUTE CARE 

Post-acute care is characterized by great variation in spending across the nation for the 

same conditions and a lack of coordination among inpatient and post-acute providers.  The 

goal of this policy is to incent acute and post-acute care providers to work together to 

deliver high quality, high value care for patients.  Because this requires the development of 
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knowledge and infrastructure that does not currently exist, it will take time and resources to 

implement for both providers and CMS. 

• As part of any expansion of payment bundles, government policies should be revised 

to explicitly allow gainsharing among bundle participants.   

• The focus of the bundling proposal would be post-acute care (IRFs, LTACHs, SNFs, 

and Home Health; it would not include hospice) and readmissions. 

• This program would apply to providers serving patients in FFS and within the context 

of a Medicare Network. 

• Expand bundled payments for post-acute care nationwide for selected diagnoses by 

2018.  

o Expand the inpatient DRGs to include a virtual payment bundle for post-

acute services and any readmissions for a certain period 

o The expanded DRGs would apply to all patients who are coded under that 

particular DRG (whether they use post-acute care or not). 

• This program would use a “virtual bundle” as a default (explained in the next item), 

but if a hospital and group of post-acute care providers agree to a formal 

relationship, they may enter into an agreement with the HHS Secretary to accept 

prospective payment for post-acute care.  Under this optional arrangement, post-

acute providers could agree to care for certain patients using different rates or 

payment methods (such as a case-rate). 

• Under the virtual bundle, 5% of the payments to hospitals (under the relevant DRGs) 

and 5% of all payments to post-acute care providers would be withheld.  At the end 

of the year, there would be reconciliation between the amount paid to all post-acute 

providers serving patients discharged from each hospital, plus any readmissions, and 

a spending target.  If payments are below the spending target, providers receive a 

rebate equal to 50% of the savings (and would receive their withheld funds).  If 

payments are above the spending target, providers would share in 50% of the 

losses; withheld funds would be retained to cover those losses. 

• Within Medicare Networks, payment bundles would be used for calculations related 

to the budget target.  Networks could enter into contracts with post-acute care 

providers using different payment methods, just as they could with any other 

provider type. 

• The spending target would be established as follows: 

o In year one for each DRG, each hospital would be paid rates based on 

historical post-acute care costs for their patients.   
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o There would be a ten year transition to a national rate, but that national 

rate would change over the course of the ten years.  Initially, it would be 

assumed that the national rate target would be the 40th percentile of all 

post-acute care spending nationwide per DRG in the base year, trended 

forward ten years.   

o However, CMS would monitor actual spending on post-acute care in each 

successive year.  If average (mean) spending decreases, and mean 

spending trended forward to year ten would be below the initial target 

(the 40th percentile of spending from year one trended forward), then the 

target for year ten would decrease to capture 80% of the reduction in 

spending.   

o Because providers would be partially at-risk, they would have a strong 

incentive to work together to reduce costs and share in savings.  This 

structure would set a clear expectation that providers achieve a minimum 

level of savings (becoming at least as efficient as providers in the 40th 

percentile from the first year), but also provides an opportunity for 

additional savings for the Medicare program.  In this way, the national 

rate by year ten would settle at whatever level of spending hospitals are 

able to achieve—but allow them to keep up to 20 percent of the savings 

they achieve. 

• To help facilitate this bundling policy: 

o Allow and encourage hospitals (or third party vendors) to steer 

beneficiaries to high quality post-acute care providers (and to share 

quality data with patients), but do not allow hospitals (or vendors) to 

require that patients access post-acute care from a certain provider 

(patient choice would be preserved). 

o Provide the Secretary of HHS with authority to exempt small IPPS 

hospitals or facilitate regional bundling payment methodologies that would 

include multiple small IPPS hospitals. 

o Fund surveillance and quality systems to ensure beneficiary access and 

quality. 

o Fund improved data systems to ensure hospitals and post-acute care 

facilities have access to relevant CMS data for patients covered by 

payment bundles in order to facilitate care coordination. 
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TRADITIONAL MEDICARE BENEFIT REDESIGN 

Annual beneficiary cost-sharing limit: This benefit is even more valuable when considered 

over several years. MedPAC analysis shows that 13 percent of beneficiaries experience cost-

sharing liability over $5,000 at least once over a four-year period, compared to only 6 

percent in any given year.166 

Updates: Once the new benefit design is implemented, the Secretary of HHS would be 

asked to monitor the impact of the new benefit design on utilization and quality outcomes 

and make appropriate modifications at least as often as every five years.  Deductibles, 

copayments, and the out-of-pocket maximum would be updated annually to grow with 

program costs in the nearest $5 increments. 

SUPPLEMENTAL COVERAGE REFORM 

All supplemental coverage from medigap plans and employer-sponsored insurance 

(including Tricare-for-Life and FEHBP) must: 

• Include a deductible equal to at least half of the (new) standard deductible. 

• Set out-of-pocket maximum at or above $2,500 (out of the beneficiary’s pocket). 

• Cover no more than half of beneficiary copayments and coinsurance. 

Special rule for Medicare Networks: Supplemental insurance may not reduce the spread 

between in-network and out-of-network cost sharing, nor reduce in-network cost sharing for 

any service below a $5 co-payment or 5% coinsurance. 

This change would be implemented at the same time as the modernized Medicare benefit on 

January 1, 2016.  As in the past, the National Association of Insurance Commissioners 

would be asked to develop standardized designs for medigap plans that would meet the new 

requirements.  Current medigap policyholders would be allowed to switch into any of the 

new plan designs offered by their insurer for 2016.  For policyholders who do not make a 

selection, the Secretary of Health and Human Services would have authority to allow plans 

to automatically enroll existing policyholders in the new plan that is most similar in design 

to the old plan.  Employer-sponsored supplemental coverage plans could adopt any plan 

design that meets the restrictions.  Tricare-for-Life would adopt the most generous 

allowable plan design.   

Supplemental Coverage and Medicare Networks 

Limitations on supplemental coverage are also essential to the success of our proposed 

Medicare Networks. To provide high quality care to their enrollees, Medicare Networks need 

tools to hold participating providers accountable and engage patients in healthcare 

decisions. Completely shielding seniors from the costs of their decisions about provider 

choice eliminates incentives to use more efficient providers, making it nearly impossible to 

hold a network of providers responsible for the care of a group of beneficiaries.  
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EXPANDED ASSISTANCE FOR LOW-INCOME MEDICARE BENEFICIARIES 

New, federally funded cost-sharing assistance for Medicare beneficiaries with incomes 

between 100 percent and 150 percent of the federal poverty level would be administered by 

the Social Security Administration (SSA).  Enrollment would be automatic based on a 

beneficiary’s modified adjusted gross income (MAGI).  For beneficiaries with incomes below 

the tax-filing threshold, the SSA would request additional information to determine eligibility 

for cost-sharing assistance. 

This assistance would be available for beneficiaries in both traditional Medicare and 

Medicare Advantage.  For eligible beneficiaries in traditional Medicare, payments from the 

Medicare program to providers would be adjusted to include the additional cost-sharing 

subsidy.  For Medicare Advantage, payments to plans enrolling eligible beneficiaries would 

be increased to reflect the cost-sharing subsidy as determined by the CMS actuary.  In 

exchange for this payment, MA Plans would be required to reduce eligible beneficiary cost-

sharing by the same percentages as in traditional Medicare. 

HOW STATES WOULD BENEFIT FROM PROPOSED REFORMS 

State and local governments, like the federal government and private-sector organizations, 

are also burdened by the growth in health care costs, as rising premiums for state 

employees, teachers, and municipal workers, along with the state share of the cost of the 

Medicaid program, pose difficult trade-offs.  Longer-term reforms to the health care 

payment and delivery systems, as we propose, will be even more effective if other 

employers and health care purchasers commit to similar strategies.  For instance, Oregon 

and Arkansas have pursued strategies to align various payers, including state government, 

Medicaid, and the private sector, behind reforms such as accountable care organizations and 

payment bundles.167-168  The adoption of reforms by Medicare will help states, as well as 

private sector organizations, move toward similar models that have potential to control 

costs and improve quality outcomes.   

PREVENTION AND WELLNESS 

What is Comprehensive Worksite Health Promotion?  

The term “workplace wellness” is increasingly used in the academic literature and popular 

press to refer to a wide variety of different health promotion efforts with varying intensity 

and approaches, so it is important to clarify what it means in this context. Recognizing there 

is no one-size-fits all approach – a successful program needs to be tailored to employee 

health needs and the organization’s culture and environment – HHS’ Healthy People 2010 

health promotion and disease prevention agenda, states that a comprehensive workplace 

health promotion program includes the following five components:  

1. Health education, focused on skill development and lifestyle behavior change along 

with information dissemination and awareness building;  

2. Supportive social and physical environments, reflecting the organization’s 

expectations regarding healthy behaviors, and implementing policies promoting 

healthy behaviors;  
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3. Integration of the worksite program into the organization’s benefits and human 
resources infrastructure;  

4. Linking related programs like employee assistance programs (EAPs) into worksite 
health promotion; and  

5. Screening programs followed by counseling, linked to medical care to ensure follow-
up.169   

Using the above framework, several studies have concluded that effective programs also 
require strong senior and middle management support, include employee input when 
developing goals and objectives, are grounded in behavior-change theory, are adequately 
resourced, have dedicated staff, include incentives for employees to participate, and are 
regularly evaluated using well-defined metrics of success.170-171-172   

In terms of content (i.e., specific interventions and target behaviors), comprehensive 
workplace wellness programs include policies, programs, benefits, and environmental 
supports that address chronic disease risk factors such as nutrition, physical activity, and 
smoking.173 Programs can incorporate multiple levels of prevention – primary (helping 
employees stay healthy and reduce their risk of disease), secondary (providing services to 
detect early stages of disease), and tertiary (helping individuals manage disease effectively 
and reduce disability caused by existing disease). Some examples of program offerings 
include: subsidized memberships to fitness centers or behavior modification programs such 
as Weight Watchers; healthy food options in cafeterias; incentives to walk or bike to work; 
on-site health services like blood pressure screenings and flu shots; and self-management 
coaching programs for diabetes control. 

Community-Based Prevention  

According to the CDC, to be most effective, prevention must occur in multiple sectors and 
across individuals’ entire life spans.174 While the doctor’s office is an important touch point 
for health care and advice, it must be complemented by other venues. We spend more time 
outside of the physician’s office than inside it so must think about the other settings that 
shape our health attitudes and behaviors on a daily basis—homes, schools, workplaces, and 
the community. Furthermore, community-based prevention interventions can address social 
and environmental factors that are not impacted by clinical services. A recent IOM 
committee defined community-based prevention as: “population-based interventions that 
are aimed at preventing the onset of disease, stopping or slowing the progress of disease, 
reducing or eliminating the negative consequences of disease, increasing healthful behaviors 
that result in improvements in health and well-being, or decreasing disparities that result in 
an inequitable distribution of health.”175 

With this in mind, many stakeholders--from health plans to city governments to community 
groups--are developing and expanding community-based prevention strategies to provide 
health education, social support, and improvements to the physical environment. Often 
these initiatives utilize non-traditional providers, such as community health workers or 
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health educators, which can help decrease the cost of programs (relative to those 

employing clinical providers). Under the Affordable Care Act, the establishment of the 

National Prevention Council, National Prevention Strategy, and Prevention and Public Health 

Fund has created a framework for the government to encourage the evaluation and 

implementation of effective prevention strategies.    

One example of a program receiving government support is the Diabetes Prevention 

Program (DPP), which grew out of a clinical trial and developed into a partnership between 

the CDC, YMCA, and UnitedHealthGroup (UHG). The Y-DPP is a year-long, group lifestyle 

intervention that relies on trained, lay health educators in a peer-supported environment to 

promote weight reduction through healthy eating and increased physical activity. A 16-

session core curriculum is delivered over 20 weeks, followed by 6 monthly maintenance 

sessions for reinforcement to coach participants. The program uses trained health coaches 

in a group setting to teach healthy eating, provide structured physical activity, and train 

participants in behavior modification, including things like stress management and 

motivation. For this program, participants who achieved the program goal of 5 to 7 percent 

body weight loss saw a significant reduction in their risk for developing diabetes.176 The 

original clinical trial demonstrated that weight loss was the single most important factor in 

reducing diabetes incidence—for every kilogram of bodyweight lost, diabetes incidence was 

reduced by 16 percent.177      
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