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It is helpful to refl ect on where the health system in the United States is headed. Hav-
ing some sense of how the system is evolving at any point in history is useful for eff orts

to shape the system, no matter what one’s role.
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Having some sense of how the system is evolving at any point in history
is useful for efforts to shape the system, no matter what one’s role.
16

334 Part IV. Futures
To an individual planning to work as a health professional, a sense of the future
off ers insight about what types of employment might be the most meaningful and
the most viable. As a health care manager, making choices about how to ensure
your hospital, medical practice, public health agency, or health care company is
ready for the future requires a base of understanding about the dynamics shaping
change. For a policymaker, it is important to understand clearly how the system
is evolving, what forces are shaping it, and how diff erent changes in policy might
aff ect future trends.
Of course the science of prediction is not a precise one, and forecast methods vary

among experts. Economists and statisticians have developed highly quantitative fore-
casting approaches. Th ey analyze past data to predict future economic events. Th ey

try to establish the relationships between driving forces and outcomes and then pre-
dict the future by assuming that the past relationships will continue going forward.

Th e Delphi method, a more qualitative approach to forecasting, systematically
obtains expert opinions with an end goal of achieving consensus. Facilitators poll
experts about their forecasts in three or four rounds of questionnaires separated by

discussions among participants or the sharing of views in writing. Th e group com-
pletes a Delphi when it reaches a convergence of opinion. Of course, if rounds go on

too long, consensus can evaporate as contrarians move away from consensus.
A third, less scientific approach to forecasting is to rely on nationally recognized
leaders in a fi eld to apply their experience of the past and the dynamics of the present
to make predictions about the future. Th is is often the approach used in the popular
media, where forecasting is common, and it is the one that we use in this chapter.

Th e predictions presented in this chapter are shaped by our vantage points, work-
ing full time at a health care philanthropic foundation and at a major university in the

same large city, and by our past experiences as researchers, consultants, board mem-
bers, and health care managers. We are fortunate to be able to base our forecasts on

the analysis and insights presented by the accomplished and thoughtful authors in the
15 previous chapters of this text.
■ Dynamics Influencing Change

Th e preceding chapters present explanations of the forces shaping the health care sys-
tem and identify the challenges that are most important to address to improve the

value and outcomes of health care. We think there are four key dynamics to keep in
mind when developing forecasts for the future:

1. We are relentlessly moving from a volume-oriented health system to an outcomes-
oriented system (i.e., a system that achieves what we want, such as good health).

We are now able to measure outcomes and compare factors that lead to variation in
outcomes. Also, we are developing better ways to encourage providers to produce
outcomes rather than just services. Health care is becoming more like the market
for other services in America. Most service sectors focus on producing high-quality
services that are valued by consumers and achieve the outcomes consumers want.
If a service provider does not off er services that have value, people shop for new
providers that do meet their needs.
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2. Concern about costs is “top of mind” in so much that is happening in health care

right now. Th e fear is that we have created an approach to services that is unaf-
fordable not just for low-income Americans but also for families earning relatively

comfortable middle incomes. Th e unaff ordability factor is front and center in pub-
lic policy debates. Th e intersection of a very deep economic recession in the years

after 2007 with strong antitaxation sentiments among many Americans has shaped
government choices in many ways.
3. Health care has become quite politicized at the federal level, with diff erences of
opinion about almost every aspect of how the health system should be organized
and fi nanced. Th e paralysis that has followed disagreements and politicization
makes it impossible to make even simple improvements that require public policy
solutions. An end to this dynamic does not seem to be in sight.
4. Perhaps because of different opinions about who should have good access to
health care and how this should be paid for, we are seeing sharp variation in the
functioning of the health system from state to state. Th e fact that as of 2014 at
least 21 states have decided not to expand their Medicaid programs, despite the
off er of the federal government through the Aff ordable Care Act (ACA) to pay
for most of the expansion costs, is a good indication of how voters and leaders
in diff erent states view strategies to fi nance and deliver health care. It is possible
that this dynamic could lead to health care systems that look quite diff erent from
state to state in the future. Of course, it also is possible that state policymakers
who refused to broaden Medicaid eligibility will change their minds if hospitals,
consumer advocates, and low-income residents exert pressure in the political
process.
■ Aspects of the Health System That Are Set to Change by 2020
MEDICINE AND SCIENCE

By far, the key driver of potential change in the health system is emerging technology

and medical know-how. It is possible—although not a sure bet—that we could expe-
rience breakthroughs in medicine more dazzling than the breakthroughs in digital

technology that have been occurring over the past 10 to 20 years.
One source of medical progress relates to the sequencing of the human genome
at the start of the 21st century. It is now possible to map an individual’s personal
genome for less than $1,000; in the future, this information could act as the guide
to which medical interventions (especially pharmaceutical interventions) will work

for a specifi c person and which ones will have terrible side eff ects or be ineff ec-
tive. Th is knowledge will usher in a world of personalized medicine. Each cancer

patient, for example, will have a treatment regimen that is most likely to work for
that person based on his or her genome.
By far, the key driver of potential change in the health system is emerging
technology and medical know-how.
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Current research eff orts could lead to a better understanding of the risks facing
each individual at birth related to contracting chronic diseases or specifi c categories of
medical problems later in life. Potentially, preventive interventions will be able to alter
the risk for specifi c conditions such as heart disease or Alzheimer’s disease.
Other advances also likely will occur, such as a universal vaccine for the fl u or
similar illnesses, which a person would need to take only once in his or her life. We
hope this will also be the case for HIV.
Another major source of possible treatment improvements is stem-cell research.
Stem-cell technologies may make it possible to grow tissue from a specifi c individual
and for a specifi c organ. Th is tissue could be used to guide treatment interventions by
seeing which interventions cause positive responses on the tissue where the disease
is. And, perhaps most dazzling, stem cells could grow new organs that would not be
rejected by an individual when transplanted.
Somewhat related to the emerging knowledge from science and medical research
is the likely emergence of new technologies to change the way medical providers
manage our care. We already are experiencing the rapidly growing role of robotics in
helping surgeons perform surgery with less invasive procedures. Also, it is becoming
clearer and clearer how the digital revolution of the past 20 years will aff ect the ability

of providers and patients to monitor health care problems remotely and have infor-
mation relayed back and forth without the need for patients to visit doctors or go to a

provider for testing and monitoring.
Some of these technologies could save medical care costs and could markedly expand

the lifespan of individuals, but some will be quite expensive, especially when fi rst intro-
duced. What is new is that some interventions associated with applications of genome

and stem-cell research and digital technologies will be prevention oriented. Lowering
your risk of a heart attack or another life-threatening medical problem 20 years from
now by undergoing some preventive intervention may become commonplace—but not
necessarily aff ordable.

Such medical interventions will be a challenge for the U.S. health care fi nanc-
ing system. Will public and private payers be willing to fund these innovations? How

much should we invest as a nation to fund the research to develop this new knowl-
edge? What share of the research should be paid for by Americans and what share

by residents of other countries? Will patients be expected to pay for the prevention-
oriented interventions themselves, rather than through insurance? If so, what will that

mean for disparities in health outcomes? Th e changing world of medicine and science
will raise many questions and challenges about the future—and our nation will need
to address them all.

PAYMENT APPROACHES AND THE ROLE OF HEALTH INSURANCE

Moving from the science and practice of medical care to the actual delivery and pay-
ment of services, it is easy to forecast that large changes are in store relating to how we

pay for care and the role and organization of health insurance. Th e dynamic discussed
earlier concerning demands for good outcomes as opposed to more volume of services
naturally leads to payment reform that changes fi nancial incentives for providers. New
fi nance approaches will focus on paying fi xed amounts of money for taking care of a
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bundle of needs for patients. As reviewed in Chapter 12, this would make health care
reimbursement more like the approach for payment used in other sectors. We do not
pay a price for each component of a complex machine like an automobile; we pay a
fi xed price for the fi nished product that we know will have the expected “outcome,”
that is, getting us from one place to another.
Th is is the best possible strategy to create a “win–win” outcome for both payers
and providers. Payers benefi t because they can better predict costs and are more likely
to keep costs of health care from growing faster than the rest of the economy. Also,
it is easier to assess the value of a bundle of services (just as it is easier to assess the
value of a car compared with the value of a spark plug in a car). Providers benefi t
because they have more fl exibility in how they organize care and how they can change
their delivery systems to live within the capitated or bundled payments that are likely
to dominate the payment system. It is much easier to manage with a fi xed sum of
money than to live by the ever-evolving reimbursement rules that keep ratcheting
down fee-for-service rates.

As described in Chapter 11, we have seen the beginnings of this payment trans-
formation already in states such as Massachusetts and Maryland. We predict that

many more states will move toward new payment approaches based on collaborations
among government, insurers, payers, providers, and consumers.

However, payment reform is not the only possible big change in the fi nancing sys-
tem. Commentators like Ezekiel Emanuel (who worked for the Obama administration

while the ACA was crafted) as well as many conservative scholars make the case that
employer-based insurance could disappear over the next 10 to 20 years and that the
insurance sector as we now know it could itself disappear (Emanuel, 2014).
Employer-based insurance will become more questionable as a large tax is

imposed on plans that are overly generous (called the “Cadillac tax”). Th is tax provi-
sion is one component of the ACA that is designed to push for insurance plans that do

not encourage overuse of health care and to raise money to pay for the public insur-
ance expansion. Th e tax is onerous for employers that off er generous coverage.

If the insurance exchanges set up as part of the ACA and private insurance exchanges
become more prominent, it may well become advantageous for both employers and
employees to set a fi xed payment from the employer to the employee to compensate for
not providing employer-based coverage. Employees then could purchase insurance on
the ACA insurance exchanges (and if their income is low, they could qualify for federal
subsidies). Employers would have to pay a diff erent tax for dropping coverage, but this
tax often could be substantially less than the Cadillac tax on generous insurance plans.
Of course, employers also would benefi t from this strategy because the future payments

they make to employees in place of providing actual health insurance would not neces-
sarily be tied to the infl ation rate for health care services.

Insurance companies as they are structured now could become less relevant in the
near future if large integrated networks of providers form and position themselves
to accept capitated payments for the people they take care of. Th ere is less need for
traditional insurance companies in a world of simplifi ed capitated payments; large
provider systems would be more equipped to manage the fi nancial risks this would
involve. Already, in 2014, we are seeing a number of large health systems creating
internal insurance companies that in essence compete with existing private insurance
companies.

338 Part IV. Futures
THE ORGANIZATION OF HEALTH CARE PROVIDERS
Perhaps the biggest unknown in health care today is whether all of the current eff orts
to form integrated networks (see Chapters 3 and 11) will happen on a large scale and

will improve health outcomes. From the vantage point of early 2015, the best predic-
tion is that the world of health care 10 to 15 years from now will be more consoli-
dated, with larger integrated groups of providers dominating most community health

systems around the country. In many parts of the country, a large amount of energy and
resources is already being devoted to designing and building these integrated networks.

Th ere is not strong evidence, however, that these integrated systems lead to bet-
ter outcomes. Th ere is a logic about integration as a strategy for improving effi ciency

of resource use and outcomes of care, but whether the wide array of provider types

function well in this integrated environment and whether these systems are manage-
able remain open questions. Integrated networks have worked for systems such as

the Kaiser HMO, Intermountain Healthcare in Utah, the Geisinger Health System
in Pennsylvania, Group Health of Puget Sound, and the Mayo Clinic in Minnesota.
However, these systems have consistently been outliers in terms of their management

and fi nancing approaches. Th e challenge is whether the practices of these forward-
thinking outliers can become the norm for the health industry.

Th e other question mark regarding the move toward integration is whether con-
solidation will weaken competition across providers, leading to price increases even if

these networks are more effi cient and eff ective. Economists generally postulate that,
in most markets, market power drives prices more than effi ciency. It will be a diffi cult
balancing act for federal and state regulators to encourage the effi ciency potentially

associated with consolidation and the antitrust, anticompetitive side eff ects of con-
solidation.

Other organizational changes also will aff ect the delivery of health care across the
country. Centers of excellence that develop great reputations for value and outcomes
for specifi c types of surgeries and procedures may begin to draw patients from wider

geographical areas. Insurers could contract with these centers of excellence and con-
vince patients to travel longer distances to use them when they have a major health

problem. Urgent care centers that off er expanded, easy access to basic health care
services also could continue to grow, taking business away from traditional physician
practices.

Telehealth will continue to expand. Th is approach to linking patients and physi-
cians in diff erent physical locations will become more and more the norm for delivering

specialty care to people living in rural areas. New off shoots of the concept of telehealth
will be used to link specialty physicians in large academic health systems to primary care
providers in rural areas so specialists can coach primary care providers in diagnosing
and managing the treatment of a wider array of medical conditions (see Chapter 15).

Additionally, the emergence of digital monitoring capability will connect patients to pro-
viders through the Internet, allowing ongoing monitoring of health conditions.

In a world of capitated payments, we also may see more eff orts to organize and

deliver prevention services in communities. Large integrated health providers respon-
sible for the medical care of a population will have incentives to keep people from

needing the most expensive types of medical care. If better approaches to prevention
emerge, saving more health care dollars than the prevention activity costs, it will be
worth investing in these activities (see Chapters 5, 6, 7, and 8). For example, providing

Chapter 16. The Future of Health Care Delivery and Health Policy 339
lifestyle counseling that helps an overweight person eat better and exercise more is
being shown to slow the onset of diabetes signifi cantly, thereby saving substantial
health care dollars.

It may even happen that population health experts develop evidence that creat-
ing community environments that encourage healthy living by improving access to

healthy foods and creating opportunities for more physical activity saves health care

dollars in the long run. And, perhaps getting schools to pay attention to teaching stu-
dents how our bodies work and how we keep ourselves healthy will have payoff s. If so,

a future challenge will be developing mechanisms for moving money from the medical
care enterprise to an emerging population health enterprise.
■ Future Prospects for Different Stakeholders in the
Health Enterprise

One constant in social interactions is that when a stakeholder is affected
by a changing environment, the stakeholder reacts and tries to improve
its position.

When looking toward the future, it is always useful to consider how diff erent stakehold-
ers could be aff ected. One constant in social interactions is that when a stakeholder

is aff ected by a changing environment, the stakeholder reacts and tries to improve its
position. How will key stakeholders be aff ected by the changes we predict, and how
will they react? We consider the fi ve key stakeholder groups identifi ed in Chapter 1.
PROVIDERS: HOSPITALS, PHYSICIANS, NURSES, AND OTHER CAREGIVERS

Each type of provider is aff ected by the technology of delivering service, the organiza-
tional environment aff ecting everyday work life, and fi nancial arrangements. In many

ways, the core practice of medicine will remain the same while continuing to evolve
with emerging technology and know-how. However, organizational change likely will
alter the day-to-day experience of some health care professionals. Th e new world of
health care fi nance could either decrease incomes (as has happened for many types of
physicians in recent years) or slow income growth.
How will physicians, hospitals, and other providers react? First, they will be
politically active, looking to protect their personal interests that are aff ected by public
policy. Second, they will seek more market power and more organizational power to
control what happens to them. Finally, they will adapt and learn how to thrive in a
changing health care world. Th is is what has happened in the past and what happens
in most industries that undergo substantial change.
EMPLOYERS
To date, employers have played a relatively passive role, accepting increases in
the cost of the insurance they pay and working in small ways to shape insurance
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offerings that offer incentives to stay healthy and not to overuse health care. If
employers continue to offer employees insurance coverage, they will continue
these activities to limit their medical care liabilities, and they will continue to

encourage wellness activities that help to lower health costs and to increase work-
force productivity. They also will continue to add higher deductibles and copays to

pass parts of cost increases along to employees.
However, employers also could begin to exit active roles in health care, as described
earlier. Th ey will seek ways to limit increases in the health-related costs they have to
pay. As the future evolves, this stakeholder will probably do well.
INSURERS
As described earlier, the insurance system could face substantial changes as large
health systems fi nd it attractive to start their own insurance companies. However, the

large insurance companies in the United States are increasingly diversifi ed corpora-
tions that provide a wide range of services and expertise beyond managing risk and

making payments. Most companies have sophisticated analytics capability, the ability
to manage and use the very large data sets that are becoming important for managing
health care systems, and the ability to use information technologies to manage the

fl ow of dollars among players in the health system. Even if health systems start insur-
ance companies, the major insurance corporations likely will provide services related

to these insurance operations at health systems.
PUBLIC POLICYMAKERS
Federal policymakers will be preoccupied with the diffi cult choices that must be made

about the growing costs of the Medicare and Medicaid programs. In the case of Medi-
care, even if the growth of costs per enrollee slows (as occurred in 2013 and 2014),

the aging of our population will increase total expenditures. Th e political dynamics in

Washington also suggest that the grand debate about how much responsibility govern-
ment should have to ensure access to health care for the poor and elderly will endure

for the near future. Th ere are sharp divisions between conservatives, who feel govern-
ment should have as small a role as possible, and liberals, who think government should

ensure access to health care services and is the logical entity to organize and fund insur-
ance coverage for elders and the poor.

At the state level, we can continue to expect great diff erences in approaches to
Medicaid services across states. Some states will try to limit the size of Medicaid
programs as much as possible, whereas others will use Medicaid to expand services
to state residents. Of course, all states will be interested in new organizational and
reimbursement approaches that lower the per benefi ciary costs of Medicaid. Trying to
make this happen will be a major activity at the state government level.
CONSUMERS
Finally, we get to what the possible changes will mean to users of the health system. In

the current system, it is amazing that providers and payers and policymakers some-
times seem to view consumers as bystanders. Placing consumers at the center of every
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health care transaction and decision should be the goal of how the sector operates. It
is possible that consumer advocacy groups could become more prominent in debates
about how medical care is structured. It is also possible that consumer voices will
more actively shape public policy if health issues become central concerns in political
elections. Clearly, how consumers react to experiences with the ACA will have large
ramifi cations for the initiative’s future status.

Consumers will face many important personal decisions related to how they inter-
act with the health system. Th ey will need to decide whether they are willing to pay

more money themselves for access to a wide panel of providers or whether they are
willing to use a narrow network in order to lower their out-of-pocket spending. Th ey
will need to decide how much risk they want to take in the form of large deductibles
and copays that will lower insurance premiums but increase their fi nancial liability
when illnesses occur. In addition, as described earlier, there likely will be many more

medical interventions that become possible that are not covered by insurance. Con-
sumers will need to determine how much of their wealth they will invest in interven-
tions that could increase their chances of leading longer and healthier lives.

■ Conclusion

We began with a list of key stakeholders who shape the U.S. health care system: con-
sumers; providers of care; insurance, pharmaceutical and medical device companies;

payers; and public policymakers. We ended with an assessment of likely eff ects of
changes in our health system on each of these stakeholders.
Th ese stakeholders all play a part in what will happen and in how it will happen.
One of the most important requirements for an improved health system, however, is
a cadre of motivated, well-trained, thoughtful leaders working throughout the health
system. Th e earlier chapter on governance and management (Chapter 14) explains
how good leadership is developed and emphasizes two important traits of eff ective
leaders: (a) they are transparent and (b) they hold themselves accountable. Leaders
with these attributes are needed at the policy level and at the private sector corporate
level. Th ey are needed to organize the voices of consumers. Perhaps most importantly,
leaders are needed throughout our health care service delivery system and our public
health system.

Improvements come from the hard work and coordination of many individu-
als with knowledge and motivation. Th e readers of this book who are preparing for

careers in the world of health care should be prepared for an exciting era of innovation

and change in our health system. You should lead as health professionals, as consum-
ers and patients, as citizens, and as payers of health care. Th e system will not improve

without such leadership and the energy that comes from it.
