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Introduction

There is a common and perhaps understandable perception

that the US is an international laggard when it comes to

health policy. The US famously spends far more per capita

than other countries, despite middling performance on key

population health metrics. The country’s political system

and cultural traditions make it challenging at the national

level to advance sweeping social policy of any kind,

including health policy. The US was the last industrialized

nation to enact a comprehensive health insurance plan for

its citizens, for example, and implementation of that law,

the 2010 Affordable Care Act (ACA), continues to be

deeply controversial. The American health care system has

historically been decentralized and fragmented and heavily

influenced by interest groups.

Yet it would be a misconception to infer that the US is

lagging in health policy innovation. Indeed, a quiet trans-

formation is occurring in the country in terms of new

organizational arrangements, incentive-based programs,

and an orientation in research towards ‘‘patient-centered-

ness.’’ As in foreign policy, where the US has been char-

acterized as ‘‘leading from behind’’ on flashpoints from

Libya to Syria, one might conceive of US health policy in

somewhat similar fashion.

The US as a laggard in health policy

Much has been written about ‘‘American exceptional-

ism,’’ the idea that the country, because of its unique

history, retains its commitment to personal liberties and

free markets, as well as a streak of anti-authoritarianism

[1]. As the scholar James Q. Wilson has written, the

nation was founded by a people who had no experience

with a hereditary aristocracy or king, and the European

settlers who reached America came to occupy a vast and

isolated continent [2]. This has translated through the

ages to more culturally conservative voters, domestic

policies ranging from maintenance of capital punishment

to the right to bear arms, and a foreign policy com-

mitted to spreading American-style democracy across

the globe.

The absence of national health insurance has long been

discussed as part of the peculiar arc of American social

policy. The cultural heritage as well as the US system of

government, with its checks and balances system ensuring

that no branch can become too powerful, has impeded the

adoption of large-scale health reforms. Moreover, a tradi-

tion of federalism has meant a distribution of power

between central authorities and states and locally elected

officials.

Americans’ trepidation about relinquishing too much

power to central health authorities can be seen in various

policies. National efforts to establish health technology

assessment bodies have faltered [3]. The Medicare pro-

gram, which provides health insurance to some 40 million,

mostly older Americans, does not consider costs and cost-

effectiveness when deciding whether to cover a new

technology. The ACA created an Independent Payment

Advisory Board to recommend spending reductions for

Medicare but is prohibited from ‘‘rationing care.’’ The law
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also created a Patient-Centered Outcomes Research Insti-

tute (PCORI) to conduct comparative effectiveness

research, but forbids it from using cost per quality-adjusted

life year thresholds [4].

The US as ‘‘leading from behind’’

The US health system attempts to cobble together, through

a series of public programs, employment-based insurance,

taxes, mandates, and subsidies, a piecemeal arrangement

that by default and design encourages states and the private

sector to fill in the gaps. The innovation in health policy

underway is sparked in part by the ACA, but it is also the

consequence of states and private businesses taking matters

into their own hands.

Payment and delivery reforms

Gradually but unmistakably, the country is adopting new

approaches to paying for and delivering health care. While

details differ across payers and delivery networks, the new

systems attempt to pay for value rather than volume by

putting hospitals and physicians at some financial risk for

the patient care delivered, while simultaneously monitoring

the quality of care provided.

Hospitals and integrated delivery systems in the private

sector are, for example, creating accountable care organi-

zations (ACOs) to achieve these goals. The number of

private ACOs increased from 164 in September 2011 [5] to

235 in July 2013 [6], with more to follow [7–9]. Addi-

tionally, the ACA established different public ACO models

under the Medicare program (e.g., under a ‘‘high-risk’’

model, providers can earn higher rewards for delivering

care under prescribed budgets but incur penalties for

exceeding thresholds) [10]. ACOs are innovating in various

ways, such as using improved analytics to identify patients

at high risk of hospitalization [11]; shifting resources

towards prevention, mental health, chronic disease man-

agement, and telehealth technologies; and adding incen-

tives to steer patients to more efficient providers and

services [12–15]. A recent study found that in the state of

Massachusetts, a sample of ACOs achieved average sav-

ings of 2.8 % over the first 2 years of the program, along

with improvements in the quality of care provided [16].

Private employers are themselves experimenting with

various initiatives. As of 2012, 94 % of large employers

(those with over 200 employees) offered wellness pro-

grams, for example, tying employee premiums or other

rewards or penalties to behaviors such as participation in

smoking cessation programs or outcomes such as weight

loss [17]. At least some studies suggest a positive return on

investment and reductions in terms of sick leave and

workers’ compensation, though more research is needed

[18]. Employers are also exploring initiatives such as

offering no-cost hip and knee replacement surgeries, along

with travel expenses to the appropriate health care centers,

to employees who utilize high-value providers.

Individual states serve as laboratories for reforms. The

state of Vermont, for example, is creating its own single

payer system [19]. In Oregon, the governor likes to tell the

story of a hypothetical elderly woman with congestive heart

failure in an apartment without air conditioning. The gov-

ernor is restructuring Medicaid, the state’s public insurance

program for low-income residents, so that it would be able to

pay for a $200 air conditioner, a cost not traditionally cov-

ered, in order to prevent the woman from suffering a heart

attack and avoid the subsequent $50,000 bill for medical care

[20]. Oregon has also created coordinated care organiza-

tions, accountable for not only the health of their members

(as with an ACO), but also for the health of the community

(e.g., they can allocate resources for preventive care or public

services). Elsewhere, the state of Washington has created its

own health technology assessment program (and considers

cost-effectiveness among other factors) [21]. Massachusetts,

which implemented health reforms that served as a model for

the ACA, enacted a law that established annual health cost

growth targets for the state (albeit with limited enforcement

mechanisms) as well as an agency to oversee the system [22].

Value-based cost sharing

Research suggests that patient cost-sharing in health care (via

co-payments, deductibles, and co-insurance) is more wide-

spread in the US than in Europe [23–25]. While the practice

has traditionally been applied rather crudely, i.e., without

linking cost sharing to evidence of value, the US is pioneering

new incentive structures for patients and providers, relying in

part on principles of behavioral economics [26].

For example, plans are using tiered provider networks to

encourage patients to shift to high quality, cost-effective

hospitals [27]. More are adopting value-based insurance

design, which incorporates incentives for patients to use

pharmaceuticals and other services in accordance with evi-

dence of value [28, 29]. Studies report increases in adherence

rates from 3 to 6 % from such adjustments [30–35]. Simi-

larly, some plans are requiring higher copayments for the use

of low-value diagnostic imaging services to discourage over-

diagnosis [36]. Some wellness programs offer incentives to

employees to change health behaviors in order to decrease

absenteeism and employer costs, targeting smoking and

obesity as key conditions. The ACA requires that health

insurers provide full coverage of high value preventive

care—those services rated ‘‘A’’ or ‘‘B’’ by the United States

Preventive Services Task Force—and permits greater use of

incentives in workplace wellness programs.
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Patient-centered research

Adding the words ‘‘patient-centeredness’’ to the name of a

new institute intended to conduct comparative effective-

ness research was an eleventh-hour compromise during the

ACA debate in order to mollify political opposition that

feared the new institute would simply serve interest groups

rather than improve patient care. It remains to be seen

whether and how the fledgling Patient-Centered Outcomes

Research Institute (PCORI) will actually change the

research landscape. Moreover, the trend toward empha-

sizing patients is not limited to the US; for example, the

European Patients’ Academy on Therapeutic Innovation,

founded in 2012, seeks to empower patients to engage with

research and development of medicines [37].

Still, in a discussion of innovation in US health policy,

the PCORI bears notice. The idea of patient sovereignty

and patient-centered outcomes resonates with policy mak-

ers and even harkens back to American traditions of indi-

vidual liberties. With a mandate to increase the

involvement of patients at all phases of clinical research,

including topic selection, methodology, investigation, and

communication of findings, the PCORI seeks to focus on

outcomes important to patients that have not traditionally

been emphasized, such as quality of life.

Conclusion

Drawing conclusions about the trajectory of the US health

care system is a fraught exercise, given the system’s

complexity and the stormy political climate. The system is

far from perfect, with inefficiencies enduring at all levels.

Still, behind the scenes, organizations are innovating and

the landscape is changing. The causes of the recent slow-

down in US health care growth have been much debated,

but the trend seems in part driven by the kinds of structural

changes such as payment reforms and cost sharing noted

above [38]. The idea of America ‘‘leading from behind’’ in

health policy seems apt. Of course, Europe has experienced

its own moderation in health costs and has seen its

own structural changes. However, US experiences are

worth noting and might even serve as models for European

experimentation, particularly in delivery reforms, the use

of incentives to encourage cost-effective care and the move

to patient-centeredness [39].
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