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During the 2008 federal campaign, Democratic presidential candidate Barack Obama
placed comprehensive health care reform at the centre of his platform. In the light of
the growing problems facing the US health care system, the time seemed ripe for another
attempt to control health costs while expanding insurance coverage. Elected in the context
of the deepest recession since World War II, President Obama nonetheless decided to
reform the US health care system at the beginning of his presidency. Drawing on the
historical institutionalist perspective, which stresses the effects of existing institutions
and policy legacies on social policy development, this article analyzes health politics
during the first fifteen months of the Obama administration before assessing the impact
of the legislation enacted in March 2010. Although it does not radically break from
the past, this legislation should bring about crucial changes to the US health care
system.
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I n t roduct ion

Across the industrialised world, governments have adopted health care arrangements
that try to reconcile the potentially conflicting goals of providing people with access
to health care and containing overall spending on that care. Different nations have
adopted alternative systems, but the United States has stood as an outlier with a relatively
unique set of arrangements. In that country, health care is provided in the context of
a public−private system where private insurance covers most working-age people and
their families while government provides basic health coverage to vulnerable populations,
such as poor people, as well as people with disabilities and older people, through social
assistance (Medicaid) and social insurance (Medicare), respectively. This complex and
loosely regulated public−private system has created concerns about both cost control
and accessibility (Street, 2008). First, the United States is the OECD country that spends
the most on health care as a proportion of GDP. In 2008, the US spent 16 per cent of
GDP on health care, compared with 8.7 per cent in the UK (OECD, 2010). Second, at any
given time, more than 45 million people live without any health insurance coverage. In
the United States, access to care for the uninsured is limited and, simultaneously, health
bills are ‘the leading cause of personal bankruptcy’ (Hunt and Knickman, 2008: 71). Partly
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because many uninsured use emergency rooms as a ‘last resort’ option, the fate of the
uninsured negatively affects the health care system as a whole (e.g., Abelson, 2008).

Considering these important social and economic problems, it is not surprising that
federal politicians have long attempted to reform the US health care system. Before the
election of Barack Obama to the presidency, the last important attempt to restructure this
complex system took place at the beginning of the Clinton presidency (1993−2001). Like
other Democratic presidents before him, Clinton wanted to bring about universal coverage
in the United States. Facing deeply entrenched vested interests in the private health sector,
the president pushed for a complex regulatory system centred on the idea of ‘managed
competition’ (Hacker, 1997). Yet, in the end, these vested interests mobilised against the
President’s Health Security plan and helped turn public opinion and a growing number of
members of Congress, including Clinton’s Democrat colleagues, against it. The crushing
defeat of President Clinton’s health insurance initiative favoured a backlash against the
federal government leading to a Republican landslide at the 1994 mid-term election
(Skocpol, 1996).

Nearly fifteen years after the spectacular defeat of Clinton’s Health Security initiative,
during the 2008 federal campaign, Democratic presidential candidate Barak Obama
placed comprehensive health care reform at the centre of his platform. Given the growing
problems facing the US health care system, the time seemed ripe for another attempt to
control health costs while expanding insurance coverage. Elected in the context of the
deepest recession since World War II, President Obama nonetheless decided to reform
the US health care system at the beginning of his presidency.

This article analyzes health politics during the first fifteen months of the Obama
administration before assessing the impact of the Patient Protection and Affordable Care
Act (PPACA) enacted in March 2010. To frame the political component of this analysis,
the article draws on historical institutionalism, an analytical framework associated with
the work of political scientists like Paul Pierson (1994). For Pierson (1994), formal
political institutions and the vested interests stemming from existing social programs
create constraints and opportunities for political actors and interest groups involved in
social policy reform. In the United States, the weight of formal political institutions is
especially significant, as power fragmentation at the federal level, related to ‘checks
and balances’, and the lack of formal party discipline in Congress, offer interest groups
direct opportunities to intervene in the law making process to shape the content of
legislation. These institutional features of the US polity even led scholars to claim that,
without constitutional change, the advent of national health insurance was impossible in
the United States (Steinmo and Watts, 1995; for a critique: Hacker, 1997). The weight of
vested interests stemming from existing policy arrangements (Pierson, 1994) is particularly
heavy in the United States as private health policy actors, tied to existing health institutions,
have long influenced the politics of health insurance (Quadagno, 2005). The role of those
interests in the Clinton administration’s humiliating defeat in health insurance reform
illustrates this claim (Skocpol, 1996). But, as the best recent institutional scholarship on
policy change suggests, the existence of apparently stable institutional legacies does not
prevent significant and, under some circumstances, path-departing change from taking
place (Streeck and Thelen, 2005). The following analysis of the 2010 health care reform
takes this remark into account while exploring the structuring role of institutional legacies,
which are especially crucial in the constraining institutional landscape of US federal health
politics.
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The O bama pres idency and the po l i t i cs o f h ea l th insurance re fo rm

During the first months of the Obama presidency, rescuing an economic and financial
system on the brink of disaster became the focal point of both the White House and
the Democratic-controlled Congress. The President also pushed for health care reform,
but Republicans opposed this move, claiming that dealing with the economic crisis
constituted the only legitimate priority at the time. Reacting to this type of discourse,
President Obama stressed the relationship between health care reform and economic
competitiveness as rising health care costs represented a major impediment to the global
competitiveness of the US economy (Morris, 2006). Beyond this macro-economic reality,
the president pointed to the fact that ordinary citizens increasingly felt the burden of
growing health care costs as employers pushed more of the burden of paying for insurance
on to their workers. In addition, government run health care programs threatened the fiscal
stability of the federal government (CBO, 2010a: 21). Thus, from Obama’s perspective,
the fight for health care reform and the quest for economic recovery appeared as
closely related tasks (e.g., Obama, 2009a). Despite this presidential rhetoric, the bleak
economic situation complicated the task of the president, as it increased the size of the
federal deficit and forced the administration to focus more than ever on the cost control
issue.

In terms of process, one of the most striking aspects of the administration’s efforts was
the early and generally successful attempt to reduce potential interest group opposition
to reform. From the administration’s perspective an immediate priority was to prevent a
massive and hostile interest group mobilisation similar to the one that had helped defeat
President Clinton’s Health Security initiative fifteen years earlier. As suggested by historical
institutionalist scholars such as Jacob Hacker (2002), the development of private health
care institutions since World War II has stimulated the multiplication of powerful market-
based actors such as private hospitals, health insurance providers, and pharmaceutical
companies in the US. In this institutional context, the Obama administration chose to
bargain directly with some of these interest groups to persuade them that the reforms
would not have an overly negative impact on their business. For instance, with the support
of allies like Democratic Senator Max Baucus (Montana) from the Finance Committee,
President Obama secured a ‘deal’ with the pharmaceutical industry long before the time
came for that committee to actually produce a bill. This ‘deal’ included a commitment
on the part of the drug companies to reduce costs, which would help Democrats to
produce a less expensive piece of legislation while benefiting from the support of one
of the most powerful lobbies in the United States. Not long after, the White House
struck a similar deal with the powerful hospital industry. These ‘special deals’, negotiated
behind closed doors, were not always well received by the Democratic Party’s base and
even by some Democrats in Congress, especially in the House of Representatives. As
discussed below, these controversial deals did compromise the final legislation, but they
also reduced potential interest group mobilisation against forthcoming reform proposals.
Not all interests were reconciled with the reform plans as, for example, the US Chamber
of Commerce maintained vociferous opposition, but the Clinton experience of concerted
hostility was not repeated (Jacobs and Skocpol, 2010: 66−70). The insurance industry
provides an interesting case of a conflicted interest group. Through its engagement with
other private sector health players, the White House somewhat isolated the insurance
industry. The industry remained unhappy with aspects of the legislation, and channelled
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money to help fund the Chamber of Commerce’s attacks, but did not itself explicitly reject
the idea of reform as it had in 1993 (Hacker, 2010: 865).

Meanwhile, the president tasked Democrats in both chambers of Congress to craft a
legislative compromise, with limited White House interference, especially with regard to
the House of Representatives. Again, this represented a deliberate shift from the strategy
adopted by President Clinton who had imposed a detailed policy blueprint upon Congress
(Connolly, 2010: 11–27). This situation increased the role of Democratic leaders in
Congress, who worked hard to gather support for comprehensive health care legislation.
The situation was particularly delicate in the Senate, where the threat of a Republican
filibuster forced Majority Leader Harry Reid to gather sixty votes to ensure the passage
of any key legislation. This meant gaining the support of more conservative Democrats
in the Senate, whose presence further complicated the legislative task at hand, especially
given the strength of Republican opposition. These remarks illustrate how the fragmented
nature of federal political institutions – and specifically the increased use of the filibuster
as an effective veto point – as well as the absence of formal party discipline in Congress,
complicated the reform efforts of President Obama and his allies.

Interestingly, while interest group resistance to reform was somewhat diminished by
the administration’s strategy of outreach, the efforts in Congress to build a bipartisan
consensus (or perhaps more realistically win over a handful of more moderate
Republicans) had little success. As details about health care reform began to emerge,
Republicans and their conservative allies launched a campaign against health reform that
exploited traditional fears about ‘big government’ that are ever present in the United
States, especially on the right. Claiming that the Obama administration was attempting
a ‘government takeover’ of health care that would lead to a decline in patient freedom
and in the quality of care available to those who were already insured, conservative
voices tied health care to broader fears concerning the future of personal freedom
and the market economy in the United States. A catalyst for the public expression
of these conservative fears, the emerging Tea Party movement, strongly opposed the
administration. The movement’s heated rhetoric helped mobilise the populist right against
President Obama and his ‘socialistic’ health reform. The fact that the White House refused
to unveil a detailed legislative proposal in order to give Democratic leaders in Congress
more political room to manoeuvre, created an opportunity for conservatives like Sarah
Palin, who filled the policy blanks with unsubstantiated allegations about things like the
so-called ‘death panels’ (i.e., the idea the federal government would decide when older
people should die in order to save Medicare money), which diverted public attention
away from other policy matters. In August 2009, there were dramatic scenes as opponents
voiced their rage over the reform plans at various ‘town hall meetings’ hosted by members
of Congress back in their constituencies for the summer recess (see, for example, Jacobs
and Skocpol, 2010: 76–8; Urbina and Seelye, 2009). At first, these events shook the
Obama administration, which had apparently lost the initiative in the health care debate
to conservative Republicans and their allies. Simultaneously, many Democrats frustrated
with the president’s seemingly passive approach asked him to take a strong stance on
health care reform to reverse what seemed like declining public support for reform.
Responding to these pressures from his own party, in early September 2009 President
Obama gave a major health care speech in front of both chambers of Congress (Obama,
2009b). In this key speech, in addition to stressing the need to control public and private
health care costs, the President spoke with passion about the uninsured and of those
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who were afraid they might lose their existing coverage. This speech helped fire up the
Democratic base and increased pressure on Democrats in Congress (especially on the
Senate Finance Committee, which was the last of the relevant congressional committees
to report a bill out) to enact legislation amidst conservative attacks and a divided public.

In the fall, reform finally started to take shape in Congress. One central debate was
over the virtues of the so-called ‘public option’. Supported by the left of the Democratic
Party, the ‘public option’ involved the federal government selling health insurance
coverage directly to individuals in order to increase the level of competition within
the health insurance market and, as a consequence, forcing private insurance companies
to lower their prices, which would result in cost containment from the perspective of
the health system as a whole. The House of Representatives included a ‘public option’
as part of the health care bill, which it passed by a small margin (220 against 215,
with all but one of the Republicans opposing the legislation) on 7 November 2009. This
legislative ‘success’ for Speaker Nancy Pelosi was surprisingly difficult to achieve, in
large part because of the resistance of anti-abortion Democrats such as Representative
Bart Stupak (Michigan) and his allies, who forced the Democratic leadership to strike a
deal on abortion supported by Catholic bishops to the frustration of many pro-choice
Democrats (Connolly, 2010).

In the Senate, the need for every Democratic vote to break a potential Republican
filibuster gave more conservative Democrats and, especially Senator Joseph Lieberman
(Connecticut), critical leverage that, in turn, led to the exclusion of the public option
from the Senate version of the bill. This decision (which was predictable according to two
congressional staffers interviewed for this project in August 2010) exacerbated existing
tensions among Democrats in the House and the Senate, as many House Democrats
strongly supported the idea of a ‘public option’. Discussions over this issue, and over
‘special deals’ for states aimed at convincing reluctant reformers like Democratic Senator
Ben Nelson from Nebraska to support the bill, increasingly monopolised the public debate
over health care while exacerbating public discomfort over the reform process itself. Once
again, from an institutionalist perspective, this process illustrates how the absence of strict
party discipline in Congress complicates attempts at comprehensive reform.

Finally, on 24 December the Senate enacted its version of the health care bill, with no
‘public option’. At this stage, it seemed that Democrats of both chambers of Congress only
needed to agree on a unified legislative text to make reform a reality. By mid-January 2010,
despite discontent on the right (opposition to the reform itself) and the left (lament over the
likely death of the ‘public option’), reform seemed likely. But, on 19 January, the surprising
triumph of Republican Scott Brown in a special Senate election to replace Ted Kennedy in
Massachusetts altered power relations in Washington as it gave the Republicans 41 votes
thus allowing them to sustain a filibuster, an increasingly popular institutional device
widely used to block reform in contemporary federal politics (Hacker and Pierson, 2010).
Barely a week later, in his first State of the Union address, President Obama reiterated
his support for health care while focusing on job creation and economic revival (Obama,
2010), but at that stage the future of health reform seemed highly uncertain.

In the end, however, Obama and his allies decided that it was better for them to
enact their controversial reform ahead of the fall mid-term elections rather than face the
electorate empty handed. In February and March 2010, intense negotiations between
the White House and the Democratic leaders of the House and the Senate took place.
Again illustrating the manner in which the formal institutional rules of Congress shape
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legislation, the decision was made to pass the Senate version of the bill in the House
since it had become impossible to send a new compromise package back to the Senate
as the Republicans now had the numbers to filibuster. With the bill passed in the same
form in both chambers, Obama could sign that bill into law. This meant, for example,
that the public option preferred by the House was dropped. Also problematically, the
Senate bill did not have affirmative language restricting the use of public money for
abortions, as had been in the House bill. President Obama thus issued an executive order
stressing that federal money would not be used for abortions to ensure that Democrats
such as Bart Stupak would vote for the Senate bill. The House enacted that version of the
bill by a small majority, as Republicans united against it. The House then also adopted a
number of ‘fixes’ to the Senate bill, such as removing the special deal for Nebraska, which
were sent to the Senate for approval. Controversially, the administration argued that these
limited measures could be enacted via the reconciliation process that does not allow for
a filibuster. On 30 March, President Obama signed this second piece of legislation, thus
marking the end of a convoluted and highly contentious reform process.

The reform process described above illustrates the critical impact of institutional
frameworks and legacies on health insurance reform during the first fifteen months of the
Obama presidency. On one hand, considering the fragmentation of federal power and the
absence of strict party discipline in Congress, many compromises proved necessary to get
any legislation enacted in the first place, including on issues such as abortion, which are
not inherently central to health insurance reform. On the other hand, vested interests in
the health care sector forced the Obama administration to bargain directly with powerful
private health actors, another institutional factor that helped narrow the scope of health
insurance reform in the United States.

The 2010 leg is la t ion : con ten t and poten t ia l impact

In this context, while the final version of the PPACA was inevitably more compromised
than many reform advocates would have wished, the bill still introduced significant
changes to the organisation of American health care. Most working-aged Americans
employed by mid-size and large employers will continue to receive their insurance as a
benefit of employment, but some potentially important changes have been made to the
nature of the contract between employee and insurer. These include: allowing children
to remain covered by a parent’s insurance until age 26; prohibiting insurers from refusing
to cover people with pre-existing illnesses; and banning insurers from imposing annual
or lifetime caps on their payments for individuals. For employers, the PPACA introduced
extra incentives to cover their workforce. Larger firms will face penalties if they do not
offer insurance, while smaller businesses will be helped to insure workers through the
use of temporary subsidies. This will mean, if not explicitly then at least in effect, that
employers with over fifty workers will face a mandate to cover some of the costs of
insuring their employees (Simon, 2010: 7–8).

The most explicit expansion of public coverage in the PPACA is through the Medicaid
program. That program will be extended to cover all those earning less than 133 per cent
of the federal poverty level. This will be a new national income standard for determining
eligibility and will remove previous discretionary power held by state governments.
Importantly, that eligibility will simply depend on income rather than family circumstance,
meaning that single adults without children, ineligible under the old rules, will be covered.
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It will also greatly increase the numbers of low-income parents who qualify for the
program. In January 2011, while many states provided coverage to pregnant women and
children in households with income above the federal poverty level, eligibility levels for
low-income parents were not as generous. In seventeen states, for example, eligibility for
this latter group was set at below 50 per cent of the poverty level (Kaiser Commission
on Medicaid and the Uninsured, 2011). The PPACA will thus bring significant change
to a program that previously did ‘not even cover a majority of the federally defined
poverty population’ (Olson, 2010: 226). The expansion is due to begin in 2014 with the
Congressional Budget Office (CBO) projecting that the new rules will result in coverage
for 16 million extra Americans by 2019 (CBO, 2010a). Interestingly, for the first three
years the federal government will bear the extra costs involved and, after that, will pay
90 per cent of the costs that are additional to Medicaid costs that would be paid for from the
current Medicaid pool. States will therefore be protected from the full expense of helping
the expanded Medicaid population, but they will incur extra administrative costs and
eventually some of the share of covering more people, which may cause problems for cash
stricken states with a constitutional obligation to balance their budgets (Newhouse, 2010:
1415). The CBO estimates that the extra cost incurred in the expansion of Medicaid will be
$29 billion in 2014, with an aggregate additional cost of $434 billion through 2019 (CBO,
2010b). This is a significant sum of money, comprising 45 per cent of the proposed new
spending in PPACA (Jacobs and Skocpol, 2010: 132), but while this provoked agitated
discussion amongst state officials, it was not a widely discussed part of the bill in the
public arena.

The other way of expanding the insurance umbrella will be through the creation of
so-called health insurance exchanges that will become operational in 2014. These will
cater for people not covered by their employer or a government program. State authorities
will establish the exchanges that will act as regulated insurance markets. People getting
their insurance in this way will be able to choose from a variety of private insurance plans
(but not, as noted above, a public option). The federal government will provide subsidies
to help pay the premiums for these plans. These subsidies will be available, on a sliding
scale, to people with incomes up to 400 per cent of the federal poverty level. Furthermore,
insurers will be restricted in how much they can vary premiums in order that the cost is
not prohibitive for people with pre-existing medical problems. The CBO predicts that, in
2019, 24 million people will get their health insurance through these exchanges (CBO,
2010b). In order to ensure that people, particularly younger and healthier individuals,
take insurance rather than gamble on their medical well-being, the PPACA imposes fines
that will amount to up to 2.5 per cent of taxable income or $695 in 2016. This so-called
‘individual mandate’ quickly became a focal point for opposition to the PPACA, with a
series of legal challenges launched by to the constitutionality of forcing people to buy
insurance. By January 2011, twenty-six states were involved in these challenges (Sack,
2011). The Supreme Court subsequently agreed to make a ruling on these challenges in
2012.

All these changes, however, do not mean that the US will achieve universal insurance.
By 2019, it is expected that there will still be 23 million uninsured people equating to
8 per cent of the population excluding seniors (CBO, 2010b), meaning that the US
will remain the only industrialised country with significant numbers of people lacking
health insurance. Nor will there be any equity of access for the insured population, with
insurance packages varying from those offering extensive and generous benefits to those
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covering only catastrophic costs with high deductibles for the initial stages of treatment.
Many people, even with some health insurance, remain vulnerable to devastating out-
of-pocket costs (Thorne and Warren, 2008). Nevertheless, assuming that the PPACA is
not significantly diluted by reform, its regulations do mean that insurance will become
affordable for many low-income Americans who currently struggle to find the funds for
insurance coverage. Moreover, people with health problems will not live in fear of losing
that insurance. It is more questionable whether the PPACA will deal effectively with the
apparently inexorably rising costs in the US health care system.

Through the legislative process, the CBO’s scoring of the fiscal impact of reform
proposals was critical. In the end, the CBO predicted that the net impact on the federal
budget of all the aspects of the PPACA would be a saving of $143 billion between
2010 and 2019 (CBO, 2010b). That is, the accumulated extra spending involved in
expanding Medicaid ($434 billion), setting up the health exchanges and then subsidising
premiums for those using them ($358 billion), and other commitments would be
more than offset by savings generated in the Medicare and Medicaid programs ($455
billion) and extra revenues such as fees on branded drug manufacturers and insurers
($106 billion) and additional hospital insurance tax ($210 billion) (CBO, 2010c). The
savings are mostly to come from changes to Medicare through cuts to the annual
updates of Medicare’s fee-for-service payments and reductions in monies paid to Medicare
Advantage.1 Furthermore, an Independent Payment Advisory Board is to be established.
This will make recommendations to Congress for limiting Medicare spending. Congress
will consider these recommendations under special rules that mean it cannot simply
ignore the suggested savings.

Throughout the reform debate, Medicare proved to be a source of particular
controversy. The bill did close the so-called ‘doughnut hole’ in the prescription
drug benefit available to seniors through Medicare. When it was legislated in 2003,
the prescription drug benefit incorporated a gap in coverage that left individuals
using significant amounts of expensive drugs facing out-of-pocket expenses potentially
amounting to $3,610 in 2010. The PPACA decreed that those who fell into the doughnut
hole in 2010 were to be eligible for a $250 one-off rebate and beginning in 2011 the gap
would gradually be phased out, finally being ended by 2020 (Connolly, 2010: 114−16).
Interestingly, this was one reform welcomed by both the pharmaceutical industry and
liberal Democrats.

With regard to cost, conservatives have argued that the cost estimates for Medicare
and other items in the PPACA are unreliable. Conservatives protested that the CBO scored
the plan as saving money because of the rules that bind the way the body conducts its
investigations, rather than from any sense of realism (Nix, 2010: 1). Certainly, while
various cost-cutting efforts have slowed the momentum of increased Medicare spending
(Jacobs and Skocpol, 2010: 169–70), from 1999 to 2008 the program still grew at a rate
that was 2.8 per cent per year higher than the annual growth in the rate of GDP. The
question is whether it really is politically feasible to stop that growth rate, potentially
incurring the wrath of seniors, or to find extra revenues to continue funding that growth
(Newhouse, 2010: 1420–1).

In addition to the uncertainty about the long-term impact that the PPACA will have
on the federal budget, it is also important to ask whether there is evidence that the
PPACA will reduce costs for business and individuals. Speaking on ‘Meet the Press’,
HHS Secretary Kathleen Sebelius maintained: ‘Every cost cutting idea that every health
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economist has brought to the table is in this bill’ (Politics Daily, 2010). The governing
assumption behind these ideas is that modernisation of medical care delivery, bringing
in greater efficiency and increasing competition between insurers, will restrain costs. For
example, groups of providers are encouraged to come together to form ‘accountable care
organizations’. These will bring together primary and secondary care doctors as well as
hospitals committed to provide co-ordinated care to a group of at least 5,000 patients in
the traditional Medicare fee-for-service program for a period of at least three years. The
aim is to improve efficiency by sharing information so that patients get a whole package of
care rather than moving from one independent provider to another as their needs change
(Guterman et al., 2011). In their analysis, Cutler et al. of the Center for American Progress,
a think tank close to the Obama administration, argue that the measures included in the
PPACA will reduce the growth of annual insurance premiums (Cutler et al., 2010: 7).

For all these measures aimed at cost control, and reflecting the compromises made
with major interests during the legislative process, the PPACA does not tackle the
fundamental problems inherent in what Moran (2000) has described as the ‘supply state’ –
that is, that the hand dealt to producers and providers is stronger than the hand held
by consumers (patients) and payers (government and insurance companies). During the
1990s, there was a period when insurance companies managed to control costs but this
did not last (White, 2007). And the PPACA leaves the United States vulnerable to further
unmanaged rises in health care costs because, unlike many other countries that spend less
than the US, it does not introduce caps on health care spending even within government
programmes, or impose strenuous regulation of the services that medical experts provide
and the rates that they can charge insurers (Marmor and Oberlander, 2010). While the
law includes new rules designed to restrict aggregate Medicare spending, the overall
enforcement mechanisms to check provider behaviour are limited. This absence of
constraining measures on health care providers reflects the compromises made by the
Obama administration in order to get some legislation passed. In particular, the decision
to attempt to co-opt some of those stakeholders who had opposed previous efforts at
comprehensive reform meant that their interests had to be accommodated (Oberlander,
2010). Once again, these remarks point to the above-discussed institutional constraints
inherent to contemporary federal politics and, more specifically, health care reform in the
United States.

Conc lus ion

The 2010 health insurance legislation is probably the most controversial social policy
initiative in the United States since the enactment of the 1996 welfare reform. Indeed, the
congressional voting patterns over the PPACA were marked by higher levels of partisanship
than was the case with welfare reform, and opposition and legal challenges to the law
continued through 2012. Yet, unlike welfare reform, which abolished a major program
and replaced it with an entirely new scheme, the 2010 health insurance reform is not as
radical and clear-cut in its effects, in part because it does take an incremental approach
to the restructuring of a highly complex and fragmented public–private system. From
this perspective, powerful institutional legacies constrained the reform process, which is
consistent with the historical institutionalist perspective discussed above.

Overall, if the new law is implemented as it currently stands, then it should
ensure better access to care for many of the previously uninsured and it will therefore
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reduce the health care inequities amongst Americans. Furthermore, the expansion
of Medicaid and the subsidies to people buying insurance through the insurance
exchanges means that government will be either directly or indirectly helping to pay
for the care of a greater number of people. This should not be overstated since
access and treatment levels will be far from equal, but the PPACA was the most
significant measure tackling inequality in the US in a generation (Leonhardt, 2010).
On the other hand, the measures to control costs look less certain and clearly
established.

Importantly, as the reform will take place over nearly a decade, implementation
will be crucial, while that time frame perhaps provides an opportunity for opponents
to derail it through administrative and/or legislative decisions (Jacobs and Skocpol,
2010). Immediately after the bill was enacted opponents launched a series of legal
challenges, alleging that aspects, notably the ‘individual mandate’ compelling people
to buy insurance, were unconstitutional. For all the uncertainty, however, it is possible to
state that this reform is a major step forward in terms of reducing the number of uninsured
in American society, which is, in itself, a key policy accomplishment. Yet, partly because
of the failure to enact a ‘public option’, controlling costs is likely to remain an unfinished
business in a health care system that is already the most expensive in the world. Hence,
while assessing social policy change in the United States is a difficult business (Quadagno
and Street, 2006), the 2010 reform is an important yet potentially flawed milestone in
American welfare state development.

Note
1 Medicare Advantage (MA) is a scheme whereby private managed care schemes, offering defined

benefit packages, compete for business against traditional fee-for-service for Medicare. If people opted
for MA, then Medicare pays for that plan. While designed to save money, Medicare ended up paying
‘an average of $1,000 more per beneficiary per year than it costs to treat the same beneficiaries through
traditional Medicare’ (Angeles and Park, 2009: 1).
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