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Concerns Presented by the New Health Legislation
Stuart MacDonald Butler, PhD

Abstract: The 2010 health care reform legislation is a landmark re-
design of the nation’s health system that will have profound implica-
tions and also raises considerable concerns, especially for patients with
chronic or serious diseases and those who treat them.

The legislation uses a centralized Badministrative state[ approach,
rather than approaches built on correcting features of the current system,
spurring federalism, or moving to a single-payer system. This involves
adding a new layer of boards and programs onto the existing system.

Existing arrangements will be disrupted. Millions of Americans will
find their employer-sponsored insurance is replaced by coverage through
new health exchanges or Medicaid. There will be improvements as a re-
sult of this for many, but others will find that their access to physicians
and therapies becomes more limited.

The legislation will encourage or require tighter practice guidelines
intended to improve quality and pay-for-performance. A problem is that
under the administrative state approach, the strategy will involve more
restrictions on physician practice based on centralized interpretations of
quality and effectiveness.

Spending on health care will grow, and anticipated savings are not
likely to be fully realized. This will increase future pressure for cost
control. The likely result will be a form of rationing, which includes
further tightening of practice guidelines and payments increasingly tied
to the federal government’s determination of quality and what constitutes
essential services.
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T he 2010 health care legislation is a landmark redesign of the
U.S. health care system. Whether one agrees or disagrees

with particular provisions, if the legislation goes into place as
scheduled it will have profound implications for all Americans.
And notwithstanding the often beneficial immediate effects of
provisions on those with chronic or serious illnesses, the approach
and structural design of the legislations raise significant long-run
concerns for these Americans.

SCALE AND APPROACH
It is important to appreciate the scale of the undertaking

envisioned by sponsors of the act. This is itself a major cause
for concern. The health care sector in 2009 accounted for 17.3%
of the entire U.S. economy. If the U.S. health sector were to be
thought of as the equivalent of a national economy, it would be
the sixth largest Bnation[ in the world (with the United States

as the largest), comparable to the entire economy of France and
larger than Britain’s. To appreciate the audacity of the reformers’
undertaking, we need only to contemplate the likelihood of suc-
cessfully transforming the economy of France through a statute
constructed using our legislative process.

The larger and more complex the attempted redesign of an
economic or social institution, the more difficult it is to avoid
problematic side effects or to accurately predict its consequences.
As recent analyses of the Massachusetts reform of 2006 indicate,
many outcomes have departed from the predictions at the time
of passage. Just to take one instance, the state estimated that
merging small group and individual nongroup markets would
raise small group rates by only about 1%. But a June 2010 state-
commissioned report shows that adverse selection and other
effects actually raised small group rates 2.6% by 2008.1 This will
alter forecasts significantly and force a rethink of key parts of the
reform. But that is just for one state. A nationwide restructuring,
which multiplies the interactions and thus increases degree of
uncertainty, will have far more unexpected results than even a
comparable state reform such as that in Massachusetts.

The conceptual approach taken by the sponsors of the
legislation has compounded the probability of unexpected re-
sults implicit in the sheer scale of the undertaking. When facing
the challenge of improving coverage and reaching other goals
while slowing costs, there is a choice of potential reform strat-
egies that can be used.

Tackling Gaps
One is Bplug holes[ approach, where a series of relatively

modest measures seeks to make the existing health care structure
work more effectively. Although this rather inelegant strategy
may take care of particular shortcomings, its resulting mosaic
approach rarely appeals to bold reformers. However, by reducing
the number of structural features it alters, it does reduce the
probability of unexpected and deleterious results.

Using Federalism
A second strategy could be called the Bcompeting trial-and-

error[ approach. This involves encouraging jurisdictionsVstates
in the case of health care or welfare, and typically school dis-
tricts or counties in the case of educationVto explore alternative
ways of reaching nationally agreed objectives. Meanwhile, the
jurisdictions continuously share results so that each can use the
outcomes information to refine its reforms. This approach envi-
sions reform through gradual evolution toward nationally agreed
goals. This author and Henry Aaron2,3 of the Brookings Institu-
tion proposed such a strategy before the recent legislation. Those
who criticize this approach tend to claim that it achieves major
transformation too slowlyVif at allVwhile accepting wide var-
iations in types and sometimes levels of coverage.

Single Payer
A third and more radical option is the single-payer ap-

proach, in which the basic structure of the health system is al-
tered, and an entirely new system is managed centrally by
government. Although the elimination of private insurance at-
tracts most attention for the single-payer strategy, the key feature
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for this discussion is that it seeks to reduce unexpected and un-
pleasant results by standardizing and centralizing payment and
allocation decisions.

The Administrative State
But a fourth strategy, and the one actually chosen by the

designers of the legislation, is what one might call an Badmin-
istrative state[ or central planning approach. This involves the
construction of an institutional overlay on top of the current
system that is designed to pursue the goal of standardization and
centralization, but without the wholesale disruption of existing
arrangements that engenders much criticism of the single-payer
strategy.

The difficulty with this approach is that it adds even more
to inherent complexity discussed earlier and requires a wide
array of essentially ad hoc boards, pricing arrangements, and
new institutions that need to be knit together successfully with
the existing health system for the reform to work. That has to
be the case because it lacks the Bclean slate[ feature of single
payerVor, for that matter, radical market-based approaches.
In the current legislation, the result is, by some methods of
counting, the creation of more than 180 new programs, boards,
councils, commissions, panels, and agencies. Just setting up this
overlay poses enormous administrative challenges, let alone in-
tegrating it successfully.4

With its panoply of boards dedicated to widening coverage
while increasing financial efficiency, the concern with this last
approach for Americans facing lengthy or life-threatening illness
is just how it will affect medical decisions. And there are several
good reasons for them to be worried.

Consider the central features of the new system.

DISRUPTION OF EXISTING ARRANGEMENTS
The claim has been that people who are content with their

existing insurance or dependent on particular delivery arrange-
ments will see no significant change. But in reality, there are
likely to be profound changes over time for many people who
would prefer to continue with their current coverage. This is
not to say that in many instances it will turn out that there is an
improvement in the quality and availability of a service they
need. But there will still be unexpected and disruptive changes.
Thus, Americans who feel that the continuation of the coverage
they currently have is vital to their treatment will need to become
very familiar with the fine print of the statute and anticipate
likely changes.

Erosion of Employer-Based Insurance
One of the most significant long-term effects of the legis-

lation is likely to be a sharper decline of employer-based cov-
erage. That form of coverage has been eroding for many years,
particularly in the small business sector. But the legislation is
likely to accelerate the decline. One reason for this is the increase
in requirements on employers to provide more precisely pre-
scribed and often more generous coverage, combined with the
increase in underlying insurance costs due to new provider and
insurance taxes. That will reduce employer flexibility and make
it less attractive, particularly for new firms, to offer coverage.

The other reason is that a large subsidy differential has
been created between families who continue to obtain coverage
through their place of work and those who will obtain coverage
through the newly created health exchanges or through the ex-
panded Medicaid program. Employees and their dependents in
employer-sponsored insurance (ESI) will continue to receive a

subsidy in the form of the exclusion from taxable income (in-
cluding payroll taxes) of the value of the employer contribution
to their health costs. For middle- and upper-income families,
the total tax savings at their higher tax brackets can be several-
thousands dollars annually, whereas for lower-paid employees
on lower tax brackets, the subsidy is far smaller. On the other
hand, if a family were to obtain coverage through the new ex-
changes, even modest-income families could expect direct sub-
sidies toward coverage costs of $10,000 or more. For those
families who become eligible for Medicaid coverage, the equiv-
alent value of the coverage would also significantly exceed most
ESI tax benefits.

Thus, employers will face increased insurance costs, less
flexibility in designing plans, and a large disparity in employee
subsidies between ESI and the new exchange plans. This makes
it more likely that an increasing number of employers will de-
cide against providing coverage. Estimates vary on the degree
of this effect, depending on the assumptions used. For example,
the Congressional Budget Office (CBO) stated that the legis-
lation would lead to between 8 million and 9 million people cur-
rently with ESI no longer being offered employer-sponsored
health insurance. More than 1 million more would find that their
employer had placed them in exchange plans.5 But the Lewin
Group, a leading health econometric firm, put the likely number
of individuals finding their ESI ended at 16 million.6

Health Exchange Plans
Would a switch of coverage be bad for individuals with

chronic, very serious, or hard-to-treat conditions? Not neces-
sarily. Many analysts on the left, right, and center have advocated
a general move away from ESI toward some form of exchange-
based system.7 Precisely because exchange-based insurance cov-
erage is separated from employment, it provides true portability
and avoids individuals with serious conditions becoming trapped
in a job because of available group coverage. It also allows a
wider choice of plans. With a revamped (tax) subsidy for ESI and
equivalent support available for exchange plans, the subsidies
could in principle also be more equitable. So many initials would
be able to find superior coverage. That said, in many instances,
individuals with good coverage and heavy needs today would
nonetheless find themselves losing their generous ESI coverage
and instead having to accept leaner exchange plans through the
legislation’s new health benefit exchanges.

An important reason why plans sold through the legis-
lation’s new exchanges may be less generous for those with
heavy needs is because of limitations associated with the sub-
sidy system. It is true that the plans will typically be eligible
for more generous federal subsidies to reduce the premiums for
enrollees than is true under ESI. However, subsidies are avail-
able only to for a Bqualified health plan,[ defined as one that
provides an Bessential health package[ containing enumerated
categories of benefits. The Department of Health and Human
Services (HHS) will be able to define the package and classes
of benefits for plans that will be eligible for the exchange sub-
sidies. Although that may mean a more consistent floor for in-
surance benefits, the range and generosity of benefits are likely
to be more restrictive than many ESI plansVin part to limit the
cost to the government of the subsidies.

In all probability, the HHS regulations detailing what is
Bessential[ will be influenced by the recommendations of the
quality measures to be developed by Patient-Centered Outcomes
Research Institute (PCORI) (see below). The term essential al-
lows considerable latitude for the HHS to specify in great detail
what services will and will not be covered as a condition for plan
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subsidies. Notes John Hoff,8 former deputy assistant secretary
for planning and evaluation at HHS:

If, for example, diagnostic services are included,
will the definition list MRI scans as a required
diagnostic procedure? Even if it does, the definition
would be meaningless unless it goes on to specify
under which conditions an MRI must be covered.
Which symptoms require an MRI scan rather than
a less-expensive x-ray? IWhen it comes to cancer
patients, are all chemotherapies included as part
of the ‘‘essential health benefits’’? Are only some
included?

For exchange plans to be price competitive and eligible
for subsidies, HHS’s answers to these questions will be very
important to each plan’s design. Thus, for individuals who are
either switched to exchange plans or voluntarily transfer to such
a plan, the availability of services will ultimately depend on HHS
determinations of what constitutes essential coverage.

Medicaid
For other Americans, Medicaid will be the future alterna-

tive to ESI. There will be a considerable expansion of that pro-
gram under the legislation, with as much as a 30% increase in
the number of Americans qualifying for Medicaid by 2014. For
those with serious and chronic conditions, becoming enrolled in
MedicaidVvoluntarily or because of an employer’s decisionV
could have either a large positive or negative consequence.

To be sure, sicker individuals lacking adequate, or any,
coverage today will be able to count on affordable access to a
reasonable level of care. But for those currently with other in-
surance, the consequences may be different, thanks to charac-
teristics of the Medicaid program. For example, Medicaid is
notorious for its low physician reimbursement and limited access
to the level of screening and appropriate care. In 2004 and 2005,
only half of U.S. physicians accepting Medicaid were willing to
accept all new patients, compared with more than 70% of those
taking private insurance or Medicare, so it is not clear how the
many Americans forecast to be enrolling in Medicaid will find a
doctor.9 Furthermore, a recent study of surgical outcomes, ad-
justed for age, income, geography, comorbid conditions, and so
on, found Medicaid status conferred the highest risk for mortal-
ity.10 Moreover, controlled studies of cancer patients who account
for site and stage have found a markedly higher risk of death
from breast, colorectal, or lung cancer among patients inMedicaid
compared with those with private insurance.11 Other studies show
similar outcomes disparities for those with cancer and patients
with cardiac conditions between those covered by Medicaid and
those with private insurance.12

PAYING FOR QUALITY
It is hard to argue with the proposition that we should en-

courage higher-quality treatments and reward good outcomes
and provider performance. However, it is the manner in which
the new law will promote effectiveness research and utilize that
research to shape practice and payments, which is worrying.

The statute creates the PCORI, a publicYprivate body, de-
signed to advance effectiveness research. The statute is vague

about the future role of PCORI in shaping coverage decisions for
Medicare, or for refining required benefits in health exchange
plans. So the question is whether it will in practice evolve into the
role occupied by the National Institute of Health and Clinical
Excellence (NICE) in Britain’s National Health Service (NHS).
The controversial NICE plays a central role in determining what
drugs and procedures will be reimbursed in the NHS, prompting
complaints from patient advocates and patients with cancer, Alz-
heimer disease, multiple sclerosis, and other serious and costly
illnesses.13

Given the administrative state approach to health sector
management and cost control, however, it seems very likely that
the PCORI will to some degree evolve into the role occupied by
NICE. The reason is that when the approach is to regulate cen-
trally the availability of, and payment for, health services based
on comparative effectiveness, there has to be an expert body that
either makes determinations or recommends determinations to
federal agencies. Consistent with this general approach, early
advocates of the health system overhaul, such as former Sen
Tom Daschle, envisioned a powerful BFederal Health Board[ that
would determine coverage decisions and payment rates directly
within federal programs, and given the size and influence of
the federal sector, its determinations would gradually shape de-
cisions in the private sector.14 The new administrator of HHS’s
Centers for Medicare & Medicaid Services, Donald Berwick, has
also pointed to NICE as a valuable tool for increasing the cost-
effectiveness of health delivery.

Cost-effectiveness research should, of course, play an im-
portant role in health care decisions, and in decentralized health
systems and private markets, such research appropriately enters
the picture. But in these cases, there is an important degree of
choice and competition to allow other factors to be more readily
included in plans. The concern in this legislation is that the de-
sire to centralize coverage and payment rules will have a nega-
tive impact for seriously ill people and their physicians.

For instance, the heavily subjective nature of Bvalue[ in
health makes it impossible to establish guidelines for Beffec-
tiveness[ that everyone would agree with and consider fair. The
value of a knee replacement to an 80-year-old whose life revolves
around golf is likely to differ for the 80-year-old couch potato.
True, quality-of-life assessments can be used to modulate cover-
age decisions, but such assessments do not solve the inherent
problem, and the more centralized the ultimate decision, the more
it is likely to depart from an individual’s own sense of value.15

Concerns also arise with physician autonomy and drug
coverage decisions. Certainly, outcomes data are very important
in raising questions about any physician’s clinical practice.
Health systems that have particularly focused on improving cost-
effective outcomes, such as Geisinger or Kaiser Permanente, are
continuing developing information system to identify physicians
who more frequently depart from clinical practice guidelines.
They use data to work with the physician to discover if he/she is
an innovator or a laggard and then refine practice guidelines ac-
cordingly.16 In these cases, however, competing health plans are
making practice decisions, and variety and continuous compari-
son are possible. But when a central body is issuing guidelines
and linking payment on plan subsidies to adherence to those
rulesVas in the case of NICE or potentially if PCORI begins to
occupy a key roleVit may become more difficult for patients
with serious and chronic illnesses to find physicians willing to
depart from these guidelines or, say, prescribe off-label drugs.

COST CONTROL
BBending the cost curve[ was central to the logic of the

health reform strategy. With both the breadth of coverage and
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the generosity of benefits for underserved people increasing
under the legislation, the only way to avoid a potential in total
spending would be to achieve a reduction in the pace of under-
lying costs. That said, for political more than technical reasons
the decision was made in WashingtonVas it was earlier in
BostonVwas to lead with the coverage expansion before im-
plementing politically difficult steps to slow costs.

However, both the design and political logic of this central
element of reform are flawed, and that will have serious reper-
cussions for those most dependent on the health care system. The
fallacy in the design logic is the presumption that successful
improvements in the value from money for specific servicesV
assuming they are actually achievedVnecessarily reduce the tra-
jectory of total medical spending. That does not follow. As we
have seen in many sectors of the economy, from computers to
cell phones, greater efficiency at the unit level does mean total
spending falls.

Indeed, the reverse can be true. As any economist knows,
total spending depends on how people value the product or
service when compared with other uses of their available funds.
In health care, there is the added distortion that individuals are
insulated from the actual cost of health care at the point a Bbuy[
decision is made in a doctor’s office or hospital, because of in-
surance and subsidies. So to the extent that the reform further
obscures the true cost of services, the decisions made by Amer-
icans are more likely to raise the trend line of total spending.
Indeed, the estimate by the CBO, the nonpartisan federal agency
that projects program costs, is that the legislation will increase
total federal health spending compared with previous trends, not
reduce it (letterAQ1 from Douglas Elmendorf to Speaker Nancy
Pelosi, March 20, 2010; Table 2).

True, although the CBO’s forecast shows increased spend-
ing for new coverage, it also forecast that the increased spending
on new coverage would be more than offset completely by new
taxes and savings primarily in Medicare. But this is likely to be
overly optimistic for a number of political reasons the CBO does
not, as a matter of procedure, incorporate into its forecasts. For
instance:
& The CBO inculpates the statutory language specifying that
physicians’ fees in the Medicare program will be cut by ap-
proximately one fifth and then kept on the lower trajectory.
There has already been enormous pressure to eliminate this
policy from physicians and seniors worried about continued
access to their physician. If Congress stands firm against that
pressure, the problem for seriously ill seniors is that there
likely would be an increased exodus of physicians from
Medicare. But if, as is more politically likely, Congress rolls
back the cut every year or permanently through an amend-
ment, the deficit associated with the legislation will increase
sharply.

& Revenue is anticipated from limits on the tax-free status of
ESIVthe BCadillac tax.[ But because of opposition from or-
ganized labor, implementation was delayed until 2018. Many
experts believe it will be further watered down or delayed, ad-
ding to the deficit impact.

& The statute creates a Medicare commission that will sup-
posedly achieve savings in the future by proposing unspec-
ified reduction in the program’s future costs through
additional provider payment reductions that will receive
Bfast-track[ congressional approval. That may, of course,
happen. But if the public opposition to unelected boards
making major decisions remains strong, the commission
more likely will fail to live up to expectations, and so the
savings will fall far short of the anticipated level, further
fueling the deficit.

If the total spending powered by the program diverges
sharply in this way from the savings and revenues actually
achieved, the substantial and negative impact on future federal
deficits will trigger rising demands from foreign and domestic
creditors to rein in health spending. That will force a stepped-up
effort to control total costs.

How our political system chooses to control future spend-
ing, in the context of the legislation, will have major implications
on the availability of health services and howVor ifVpatients
receive them.

SO WILL THERE BE RATIONING?
When patients and doctors alike think of limits on their

ability to receive or provide services, they often lump all such
limits under the pejorative term Brationing.[ In that broad sense,
there is always rationing in health care, or indeed any sector of
the economy. Even a pure market price Brations[ the buyers who
cannot afford the service at that price, and it Brations[ those po-
tential sellers who cannot deliver at the price, given their costs.
But a more meaningful way of thinking about constraints is this:
When a government seeks to limit total taxpayer-financed spend-
ing on a service, it has 2 broad choices. It can directly limit its
financial contribution to the market or other arrangement deliv-
ering the service. Or it can take steps to manage the allocation
and pricing of the service so that access is regulated, andV
indirectlyVtotal government spending is constrained.

The first alternative is sometimes called a Bdefined con-
tribution[ model. The second alternative is more accurately
termed Brationing,[ and it is the tool implicit in the chosen de-
sign of the legislation.

To elaborate on the first alternative, Congress could, in
principle, constrain federal health spending by directly limiting
the federal health budget without directly interposing itself into
medical decisions by, say, altering the deductibles it will pay in
fee-for-service Medicare or the proportion of Medicare Advan-
tage premiums, and the share of total Medicaid costs it will pay
to states or by limiting the tax exclusion for ESI. To be sure,
these approaches would all have the effect of limiting patient
access to care by increasing the financial barriers encountered by
beneficiaries. That does mean the financial risk is shifted closer
to the beneficiary and patient and further from today’s and fu-
ture taxpayers. Yet, the approach ultimately provides flexibility
between provider and patient to determine how best to allocate
services within the budget.

But the administrative state or central planning approach
enshrined in this legislation is quite different in how it constrains
spending. The way the central government will ultimately seek to
address higher-than-expected spending and program fiscal def-
icits will be by using its boards, payment-setting powers, and
volume controls to influence providers and patient interactions
with the aim of regulating such interactions to stay within spend-
ing targets. In other words, rationing. It remains to be seen exactly
how the classic rationing structure will evolve, but the vehicles are
in place under the new law.

The most obvious vehicle is the Independent Payment
Advisory Board (IPAB), created to constrain the budget for
Medicare to free up funds to finance other parts of the health
reform. The IPAB is to recommend payment changes in pay-
ments that will go into place unless Congress comes up with an
alternative set of savings.

A commission that holds spending to a budget is, in prin-
ciple, compatible with a defined contribution model that would
not directly regulate or limit physician practice or the delivery
of specific servicesVthat is, would not be administrative ra-
tioning. It is true that Congress could decide in the future to
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preempt the IPAB Bdefault[ payment decisions by achieving
the savings goals through an adjusted defined contribution to
Medicare Advantage plans, permitting balanced billing, adjust-
ments to Parts B and D premiums, and to deductibles and in-
creased copayments in the fee-for-service program. If that were
to happen, then there would not be explicit rationing. But this
would require Congress to embrace the defined contribution ap-
proach to Medicare, something it has so far strongly resisted.

Under the law, moreover, the IPAB’s cost-control tools are
quite limited. It cannot alter eligibility for Medicare benefits
or increase cost sharing or premiums. So unless there is a major
change in the powers of the IPAB, then the board’s primary tool
in the future will be to ratchet down on physician payments
and, after 2020, payments to hospitals. Although the IPAB could
fine-tune physician payments across specialtiesVunlike the
across-the-board reductions under the sustainable growth rate
formulaVthis form of spending control would raise the same ra-
tioning concerns for patients seeking specific services. The reason
is that the board would have the power through payment levels
to alter the remuneration for physicians and to induce more phy-
sicians in certain specialties to leave Medicare. Hence, unless it
is explicitly blocked by Congress, the IPAB will regulate the
availability of specific types of medical services to Medicare re-
cipients. That would be particularly worrying to those patients
with chronic and serious illnesses who could lose their physician
or find that certain therapies were no longer available.

Moreover, there are gray areas in the powers of the IPAB.
Former General Accountability Office health issues director,
William Scanlon, for instance, raises the question of whether
the IPAB could redefine the services that can be bundled to-
gether for payment (including some hospital services before
2020), further encouraging a move away from fee-for-service
and potentially also encouraging stinting and not just efficiency
improvements.17

Faced with mounting future deficits in the health programs,
Congress could give the IPAB even greater powers to alter or
regulate the features of Medicare to meet the budget target.
Given the experience with sustainable growth rate, it seems un-
likely that future Congresses would give it even stronger powers
to reduce physician payments. However, it might strengthen the
IPAB’s power to include tighter limits on hospitals and bundling
in its default recommendations. That might be more politically
palatable. But the effect of that strategy, as we see in the Canadian
and U.K. systems, would be to introduce longer waits and other
forms of volume rationing for hospital-based treatments.

Congress could also widen the powers of the IPAB so that
it functions more like the NHS’s NICE, with the power to block
access to specific procedures and drugs in federal financed pro-
grams (not just in public programs, but possibly in exchange-based
plans receiving federal subsidies). This step would allow the IPAB
to regulate access to drugs and procedures directly. That might
be politically impossible in the near term, although it would be
the logical next step under the administrative state approach. If
deficits in federal programs do continue to grow, a future Congress
might calculate that empowering the board in this way would be
the least bad political decision.

Pressure to constrain spending in the future is also likely to
impact patients and physicians via federal fiscal and service
controls exercised via the states and health exchanges. The large
increase in the Medicaid population will take an even larger
share of state budgets. And although the states initially are to be
reimbursed until 2016, thereafter states will face an increasing
share of the additional cost as the federal payment for the in-
creased population is pared back. Compounding this impact on
the states and physicians in Medicaid, the legislation also in-

cludes reductions in federal payments to disproportionate-share
hospitals. This will mean strong incentives on states to reduce
payments to physicians and hospitals and to introduce greater
access restrictions.18

Assuming fiscal pressures increase in the future, the federal
government will have a similar strong incentive to rein in the cost
of subsidies to exchange plans, especially if the migration to ex-
change plans is at the higher end of the predictions. As noted
earlier, HHS has considerable powers in the statute to do that
without any change in the explicit subsidy structure, through ad-
ministrative changes in the specification of Bessential health ben-
efits.[ If HHS declines to include a drug or procedure in the
essential category, and so a plan is not eligible for a subsidy for
the item, plans likely will drop them or will have to charge the
full cost to enrollees. This will likely mean restrictions or much
higher enrollee costs for such thins as treatment with off-label
drugs or nonYpractice guideline procedures for patients who are
not responding to conventional treatments.

CONCLUSIONS
The first inclination when any major piece of health legis-

lation is passed is for patients and providers to look for specific
items in the statute that might directly affect them and assess
their impact. But it is also important to recognize that such a far-
reaching reform as this will create its own dynamic that will
have profound repercussions in the future. The administrative
state model on which it is based and the increasingly pressure
to constrain the spending it will unleash mean oncologists and
their patients, together with others treating or enduring serious
illnesses, will encounter large and often unwelcome changes in
the way they practice or receive health care.
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