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Introduction

In 2002, the New England Journal of Medicine reported that a common op-
eration, performed on millions of Americans suffering from osteoarthritis 
of the knee, “worked no better than a sham procedure in which patients 
were sedated” while a surgeon merely “pretended to operate.”1 The patients 
who underwent the real surgery got better. They had less pain and could 
climb stairs more easily. But the patients who received the fake surgery 
experienced just as much pain relief and improvement in joint function as 
those who had undergone the real operation. In sum, the benefits of the 
procedure were a product of the placebo effect. Leading experts stated that 
80–90 percent of these procedures should not be done.2

We were stunned when we learned about the sham surgery study. We 
assumed that hard evidence must have existed for the knee operation’s medi-
cal benefits. To our surprise, it did not. We carefully reviewed the medical 
literature and found that claims for the efficacy of the procedure rested on 
studies with weak research designs and that the theory behind the surgery 
was speculative at best.3 Yet the dearth of evidence and lack of an accepted 
causal mechanism to explain the procedure’s purported effects did not pre-
vent the operation from diffusing widely into practice. “There’s a pretty 
good-sized industry out there that is performing this surgery,” Dr. David T. 
Felson of Boston University said. “It constitutes a good part of the livelihood 
of some orthopedic surgeons. That is a reality.”4

The knee surgery case is not an aberration. Some experts believe that 
less than half the medical care in the United States is based on or supported 
by evidence of its effectiveness.5 As leading health services experts Carol M. 
Ashton and Nelda P. Wray write,
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The goal of every treatment is to make the patient’s outcome better than 
it would have been without any intervention. Because of advances in 
research in the past six or so decades, clinical scientists are able to esti-
mate with considerable precision whether a particular intervention will 
lead to net benefit over harm in groups of individuals possessing certain 
characteristics. That said, much of clinical practice lacks a supporting 
evidence base, and what research evidence exists is predominately of 
poor quality.6

Procedures and tests are regularly prescribed on the basis of limited 
scientific information.7 Once doctors decide that a particular treatment 
“works,” it can become “locked in.” Randomized controlled trials—the “gold 
standard” for determining the effects of a treatment—are almost impossible 
to carry out on a treatment that has already diffused into practice.8 It is com-
mon for patients in one geographic area or region to receive different medi-
cal interventions than patients with the exact same condition in another part 
of the country, without a reliable mechanism to learn which approaches are 
best and translate this discovery to patients and clinicians.9 And when solid 
scientific evidence does emerge about the benefits and risks of a treatment, 
the informational uptake often proceeds slowly. Studies have found that 
more than a decade can pass before the evidence alters clinical practice.10

It is unsettling to find out that widely used treatments and tests rest on 
little or no evidence. Even more troubling is learning that this situation is an 
open secret among health care experts. Recognition of the “medical guess-
work” problem (together with growing awareness of geographic variation 
in utilization and medical spending) has prompted calls for rationalization 
of health care delivery for decades. These issues have been the subject of 
government reports, articles in leading newspapers, and cover stories in 
popular magazines, such as Businessweek.11

To its credit, the Obama administration—along with prominent Repub-
lican health policy experts—recognized the benefits for patients, payers, 
and providers of moving toward a more evidence-based medical system. 
The Affordable Care Act (ACA; “Obamacare”) launched a new, indepen-
dent, nongovernment entity—the Patient-Centered Outcomes Research 
Institute (PCORI)—to fund and disseminate research on the comparative 
effectiveness of different interventions to prevent, diagnose, treat, and moni-
tor health conditions. Comparative effectiveness research (CER) compares 
two or more health care interventions, such as a drug, diagnostic test, or 
surgical procedure, to determine which interventions work best for which 
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patients. CER is distinct from cost-effectiveness analysis, which examines 
medical interventions through an economic lens. Cost-effective analysis asks 
how much an intervention costs, and whether the outcomes it produces are 
worth its cost.12

The overall mission of PCORI is to help people make informed health 
care decisions, and improve outcomes, by “producing and promoting high-
integrity, evidence-based information that comes from research guided by 
patients, caregivers, and the broader healthcare community.”13 Following a 
contentious debate in which critics charged that CER would lead to ration-
ing and “death panels,” Congress established a narrow medical research 
program that left existing patterns of therapeutic authority and health care 
financing largely untouched. In contrast to publicly funded comparative 
effectiveness and health technology assessment entities found in other ad-
vanced democracies, including Australia, Germany, France, and the United 
Kingdom, which have linkages to policy-making bodies, PCORI’s research 
findings may not include “practice guidelines, coverage recommendations, 
payment, or policy recommendations.”14 In addition, PCORI’s research is 
not required to consider whether an intervention is cost effective.15

Despite its narrow research mission, PCORI has been mired in con-
troversy. While PCORI won reauthorization in 2019, its influence may re-
main modest. If PCORI has little impact on clinical practice, it will follow a 
long line of unsuccessful reform initiatives. Past federal efforts to promote 
evidence-based practices through medical research and clinical guideline 
development have crumbled under pressure from doctors, drug companies, 
and the medical device industry.16 Yet even if the regulatory protections and 
insurance subsidies under the Affordable Care Act are eroded over time and 
the United States shifts to greater reliance on an individualized system of 
health savings accounts, there will still be a pressing need for public funding 
of CER. Health markets cannot function efficiently if physicians and patients 
lack reliable information about the comparative effectiveness of treatment 
options, and the market cannot be counted on to generate the optimal level 
of this information without public subsidy. In sum, government has a role 
to play in generating evidence about what works in medicine irrespective of 
the organization and financing of the insurance system. We discuss the fu-
ture prospects of the evidence-based medicine movement in the concluding 
chapter. For now, it is fair to say that PCORI has not had a major impact. The 
agency did not transform the everyday practice of medicine, build a durable 
base of political support, or solve the systemic problems we describe. All 
this is unsurprising given PCORI’s limited power and the restrictions placed 
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on Medicare to not consider cost and cost-effectiveness in its coverage deci-
sions, but it is a failure of governance just the same.

Why Evidence-Based Medicine Is Important

The sluggish incorporation of medical evidence into clinical practice is a con-
cern for three key reasons—safety, quality, and the efficiency of resource 
allocation. First, the delivery of unproven care can expose patients to seri-
ous risks. For example, each year 100,000 Americans undergo a procedure 
called vertebroplasty, in which their collapsed vertebras are filled with bone 
cement, even though according to two New England Journal of Medicine stud-
ies there is no clear answer to the question of whether the procedure works 
better than physical therapy, injections of local anesthetic, or simply just wait-
ing to heal.17 Second, the slow integration of evidence can lead to suboptimal 
outcomes for patients who receive treatments that work less well for their 
conditions than alternatives. Third, the failure to implement evidence-based 
practices encourages wasteful spending, causing the health care system to 
underperform relative to its level of investment. While the drive to root out 
inefficiency is unlikely to stir the passions of ordinary citizens, it is a key to a 
health care system’s long-run performance.

Evidence-based medicine is also related to cost containment, but the 
two are not synonymous. First, better use of evidence can and should some-
times lead to more spending, not less. A 2003 Rand Institute study found 
that Americans receive just half of the recommended care for a range of 
medical conditions.18 Also, the delivery of low-value care, while certainly 
wasteful and expensive, is not the only reason why the United States spends 
far more on health care than do other advanced nations. The United States 
also has much higher service prices and administrative costs than do other 
rich nations.19

Yet the utilization of services—that is, the amount of care delivered to 
patients—is still important to cost containment, especially in the Medicare 
program. There are two basic strategies for taming health care costs—limit 
how much providers can charge (control prices) or reduce the amount of 
low-value care (control utilization). Researchers at Dartmouth College, fol-
lowing the pioneering work by John E. Wennberg and Alan Gittelsohn on 
geographical variations in health care delivery,20 have found more than a 
twofold variation in per capita Medicare spending in different regions of the 
country. The main driver of these regional differences in Medicare spend-
ing is not differences in poverty rates, the relative illness of patients, or 
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differences in how much Medicare pays for services, but rather variation 
in utilization.21 Hospitals that give more tests and treatments to their Medi-
care patients do not achieve consistently better outcomes than those that 
deliver fewer services.22 However, spending more on effective treatments 
does produce better results, and higher quality hospitals do tend to have 
higher market shares and expand more over time.23 Reducing the overuse 
of low-value treatments by patients over 65 could help control Medicare 
spending growth and federal budget deficits.

The situation is different for patients outside Medicare who obtain insur-
ance from their employers. While Medicare uses its authority to regulate 
prices for hospitals, employer-sponsored plans generally pay more variable 
(and higher) prices than the government does. For example, hospital prices 
for lower-limb MRIs vary by a factor of twelve across the nation.24 In under-
65 commercial markets, prices, not utilization, are thus the driver of varia-
tions in spending levels across hospital regions.25

Yet there are still huge variations in utilization in under-65 private in-
surance markets.26 Indeed, the correlation between what doctors do for 
their under-65 patients and their elderly Medicare patients is remarkably 
high. That is, regional utilization patterns in Medicare provide a strong 
predictor of utilization rates in the private insurance population.27 To be 
sure, reducing unwarranted variation in treatment decisions by promoting 
evidence-based practices would not by itself solve the overall cost prob-
lems in American health care. It would, however, significantly improve 
the quality, safety and efficiency of service delivery. This is too huge an 
opportunity to miss.

Our Approach

Our argument blends policy analysis and political science. Our compara-
tive advantage is to use political science methods and concepts to generate 
fresh answers to questions that mostly have occupied economists and health 
services researchers. We seek to identify the forces that sustain a political 
equilibrium characterized by widespread utilization of tests and treatments 
that are unproven and possibly useless, or, at best, produce low value for the 
money spent on them. In sum, we identify, analyze, and document a major 
national problem and ask why the solutions to this problem are not being 
designed, advocated for, and vigorously implemented.

The U.S. health care system is a vast topic. If we attempt to explore 
every facet of institutional performance, and investigate every actor who 
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participates in the production, delivery, financing, and regulation of U.S. 
medical care, we will lose the forest for the trees. To keep our eyes on the fun-
damentals, our analysis focuses on a single performance indicator: whether 
credible scientific information is available on the comparative clinical ef-
fectiveness of alternative interventions, meaning evidence on what tests, 
treatments, and procedures work best for groups of patients with different 
conditions, and whether such information informs the decisions of patients, 
providers, and payers. In sum, our concern is whether the delivery of medi-
cal care in the United States is evidence based.

Evidence-based medicine (EBM) has been defined as “the conscien-
tious, explicit, and judicious use of current best evidence in making decisions 
about the care of individual patients.”28 The aim of the EBM movement is to 
“evaluate the safety, effectiveness, and cost of medical practices using tools 
from science and social science and to base clinical practice on such knowl-
edge.”29 There is sufficient consensus among medical experts to make the 
implementation of EBM a reasonable baseline expectation. As the National 
Academy of Medicine (formerly the Institute of Medicine) summarizes its 
work on developing the infrastructure required for CER, “Evidence is the 
cornerstone of a high-performing healthcare system.”30

To be sure, there are limits to the extent to which evidence can guide the 
activities of actors within the health care system. There are large uncertain-
ties in medicine, and, as we discuss, the quest for applying standardized 
forms of evidence to individual treatment circumstances is viewed with great 
suspicion by both clinicians and the public. They are not always wrong to 
be skeptical. Sometimes industry funding compromises the objectivity of 
medical studies, and research questions can be distorted by unexamined 
cultural biases.31 Even if the scientific quality of research studies were assured 
and the production of medical evidence were much enhanced, there would 
still be important limits to the application of generalized rules to particular 
circumstances. A great deal of medical care consists of patients insisting 
on help when the correct pathways are not obvious.32 In many instances, 
patients have different reactions to drugs or other treatments in the same 
class (for example, psychiatric or hypertensive drugs), and the treatment 
that fares best on average is not necessarily the best for the individual pa-
tient.33 In short, there is tremendous value to having physicians who know 
their patients well, even if (as we argue) physician discretion is commonly 
exercised in ways that lack scientific grounding.34

In sum, we are not simplistically advocating for rule-following behavior. 
As Mark Schlesinger and Bradford H. Gray argue, clinical practice needs to 
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strike a careful balance between generalized expertise (understanding the evi-
dence generated though scientific research) and particularized expertise (ap-
plying that evidence to individual patients).35 Our starting point, however, 
is that by systematically ignoring scientific evidence (or the lack thereof ), 
the United States is substantially out of balance.36 As we discuss in chapter 
1, a significant fraction of the medicine that Americans consume is based on 
minimal scientific evidence about its comparative effectiveness. Many treat-
ments offer only minor benefit over alternatives—and some are useless. As 
physician Atul Gawande wrote in the New Yorker: “Millions of people are re-
ceiving drugs that aren’t helping them, operations that aren’t going to make 
them better, and scans and tests that do nothing beneficial for them, and 
often cause harm.”37 In a national survey of primary care physicians, nearly 
one-half said their patients received too much medical care.38 Overutiliza-
tion does not apply to all Americans, and some patients are clearly harmed 
by receiving too few effective treatments.39 By all accounts, the failure of 
physicians to practice evidence-based medicine is a serious problem in the 
United States, as it is in many other nations.

By having prevalent treatments that are inefficacious or even cause 
harm, patients are diverted away from other treatments that are actually 
effective. The United States can certainly “afford” to spend a fifth or more 
of national income on health care if its citizens wish to do so—but there are 
trade-offs. Spending money on useless (or low-value) treatments reduces 
the money available to spend on effective cures,40 or on valuable social in-
vestments in education, worker training, and infrastructure. If the nation 
does not evaluate the comparative effectiveness of treatment alternatives to 
help reduce waste and improve quality, and if such evidence does not affect 
clinical or policy decisions, it suggests that the defects of our institutions 
are first-order concerns, not minor flaws in an otherwise high-performing 
system.

The failure of the American political system to represent the diffuse 
public interest in the generation and use of medical evidence is a political 
economy puzzle. Given the high level of U.S. health care spending, and the 
desire of patients to receive the best therapies, we must understand how a 
democratic political system can produce inefficient outcomes year in and 
year out without triggering an effective response. While existing research 
provides many insights, new perspectives are needed.

The political scientist James Q. Wilson noted that policies with diffuse 
benefits and concentrated costs are unlikely to be passed without the pres-
ence of a “political entrepreneur” who can mobilize latent public support.41 
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A policy to promote the generation and use of medical evidence to improve 
clinical practice and resource allocation decisions is clearly an instance of 
diffuse benefits and concentrated costs: the public (and taxpayers) would 
gain from the policy, and drug companies and medical device makers who 
profit from expensive but ineffective products would lose. Our work builds 
on Wilson’s framework in two ways. First, using a survey experiment, we 
demonstrate the risks to members of Congress who would consider becom-
ing a political entrepreneur in this area, showing that there are few electoral 
benefits to be gained. Second, we focus attention on the important mediat-
ing role of the medical profession. The professions do not play a prominent 
role in Wilson’s theory of general-interest policy making, but we believe 
they should be on center stage. The Progressive tradition in America has 
long believed in the positive role of the professions to bring scientific knowl-
edge and expertise to bear on societal problems and improve all collective 
endeavors.42 One would hope that the concentrated interest of the medical 
profession in preserving its prestige and autonomy would make it a natural 
supporter of evidence-based medicine both to check the influence of con-
centrated interests such as insurers, hospitals, and drug companies and to 
preserve doctors’ hard-earned reputation as uniquely trusted guardians of 
patient welfare. But as we show in chapter 2, many medical societies support 
evidence-based medicine in the abstract but oppose research that challenges 
treatments in their practice areas.

Every policy system consists of pressures pushing to maintain and chal-
lenge the status quo,43 but there is no guarantee that the two sets of forces 
will be equally matched. In U.S. health policy, the forces supporting over-
utilization, unwarranted variation in utilization, and the suboptimal use 
of medical evidence to improve quality and efficiency appear as strong or 
stronger than the forces pushing for reform. One important force main-
taining the status quo is the political influence of drug and medical device 
companies.

The pharmaceutical and health products industry is consistently near the 
top when it comes to federal campaign contributions. During the 2014 elec-
tion cycle, for example, the Pfizer company contributed over $1.5 million to 
federal candidates, Amgen gave more than $1.3 million, and McKesson more 
than $1.1 million. The industry trade group Pharmaceutical Research and 
Manufacturers of America (PhRMA) spent over $16 million on lobbying in 
2014.44 The industry’s goals include ensuring quicker approval of drugs and 
products entering the market. As we detail in chapter 6, the medical prod-
ucts industry’s influence affected the organizational design of the PCORI. 
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Recently, a top industry priority has been passage of the 21st Century Cures 
Act, which (besides increasing funding for research on cancer and other dis-
eases) permits manufacturers to submit real-world evidence to the FDA for 
approval of new drugs and devices and for new indications for existing prod-
ucts, including observational data arising from routine clinical use, rather 
than data from randomized controlled trials.45 The intention is to expedite 
the product approval process, but some observers point out that chang-
ing the FDA’s traditional standards of evidence may have “an unpredictable 
long-term effect on drug safety and efficacy.”46 Finally, pharmaceutical and 
health technology companies not only seek to influence the regulatory en-
vironment, but they also spend billions of dollars annually on marketing 
to both doctors and consumers. The pharmaceutical industry is a major 
presence at the meetings of many medical associations, and drug company 
representatives often seek to build personal relationships with physicians 
to influence clinical decisions.47

In short, there is tremendous pressure from powerful economic actors 
to maintain the health care status quo. Eliminating a dollar of waste in the 
health care system usually means reducing someone’s income.48 The distinc-
tive values of the United States constitute a second force for conservatism in 
the health care system. As medical ethicist Daniel Callahan writes, “Ameri-
can health care is radically American: individualistic, scientifically ambi-
tious, market intoxicated, suspicious of government, and profit-driven.”49 
These values contribute to a political unease with explicit limits on the con-
sumption or supply of medical technology.

Our focus in this book is not on the deep-seated economic and cultural 
forces sustaining the status quo. Rather, we explore why there is relatively 
little opposing pressure for meaningful reform to promote quality and 
evidence-based medicine, for it is the relative weakness of countervailing 
reform pressures, together with the strength of existing norms and practices, 
that generates the inefficient outcomes that patients, payers, and providers 
actually experience. To be sure, any effort to explain a “dog that doesn’t 
bark” must be somewhat speculative. By drawing on political science mod-
els, surveys, survey experiments, case studies, and analysis of policy history, 
however, we hope to generate insights into why this “unhealthy politics” 
persists.

Rather than provide a full account of the gap between what needs to 
be done and what is actually happening, we investigate the incentives 
and behavior of just three sets of actors: physicians, politicians, and the 
public. Our objective is to explain how these actors interact to produce 
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a stable system that generates large amounts of waste as a by-product, 
and more generally, to advance an understanding of the conditions under 
which a democratic polity can sustain grossly inefficient sectors seemingly 
indefinitely.

Our approach is somewhat selective and incomplete. As important 
as it is, we do not provide a detailed analysis of the antireform (medical 
products industry) side of the equation. Instead, we focus on how political 
incentives conspire to keep proreform forces relatively weak. While the 
importance of physicians, politicians, and the public has been recognized 
in existing scholarship,50 the desire of many scholars to offer comprehen-
sive accounts of health politics and policy has sometimes caused them to 
get lost in the shuffle. Our distinctive contribution is to place the actions 
and interaction of these actors on center stage, and to explain why reform 
pressures can be anemic even when the potential for social progress is 
great.51

A Preview of Our Argument

This book explores the roles of physicians, the public, and politicians in the 
nation’s failure to take the steps necessary to promote a high-performing, 
evidence-based health delivery system. We focus on doctors because their 
beliefs always mediate (and often determine) what treatments patients re-
ceive, because the system cannot be reformed without their leadership, and 
because the scope and implications of the medical profession’s power, de-
spite important research on the topic,52 has not been fully explored in the 
literature. We focus on the public because improving patient welfare is the 
objective of the medical system and because ordinary citizens influence 
Medicare policy making through their roles as taxpayers and voters. Finally, 
we examine the role of elected officials because Medicare and other govern-
ment health programs shape the overall context in which medical services 
are funded and delivered, and government can support EBM through rules 
or incentives.

The delegation of authority to the medical profession rests on an im-
plicit social contract: Doctors as a profession receive the “privilege of self-
regulation” and financial rewards on the expectation that they will serve 
the health needs of individual patients and society.53 If the social contract 
between the medical profession and society is malfunctioning, politicians 
need to repair it. But can they do so? Unhealthy Politics investigates how 
political forces undermine the reform of medical governance.54
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THE MEDICAL PROFESSION: THE REPOSITORY  

OF TRUST AND AUTHORITY

There is no doubt that American physicians today face much stronger ex-
ternal pressures than they did in the past. Their clinical decisions are rou-
tinely reviewed and sometimes questioned by third parties, and they have 
to justify their actions with a lot more paperwork. It is undoubtedly more 
stressful to be the typical doctor today than it was to be a typical physician 
in the 1950s.

Nonetheless, the argument that the political and economic power of 
physicians has eroded is arguably overstated.55 Most U.S. doctors enjoy a 
relatively high degree of professional autonomy in practice as a result of the 
dilution of strong utilization management controls following the backlash to 
managed care.56 Although insurers today may require prior authorization for 
certain therapies, they typically defer to physicians’ judgments about what 
treatments are medically necessary, even if the treatments are not supported 
by rigorous evidence.57 Off-label usage of treatments is commonplace. More-
over, efforts by insurers to deny reimbursement of questionable or unproven 
interventions have sometimes been overturned by courts.58 As we discuss 
later in the book, the views of doctors and medical societies are prominent 
when public controversies arise over the interpretation of research studies 
indicating that tests or treatments are not as effective as believed. And, as 
health policy scholar Miriam Laugesen observes, doctors retain enormous 
influence in technical, low-visibility venues, such as in the panels that make 
reimbursement and coverage decisions under the Medicare program.59

Why does society delegate so much authority to the medical profes-
sion? One answer is that it represents a sensible response to “market failure.” 
Knowledge about treatment effects is esoteric and asymmetrically distrib-
uted between doctors and patients.60 It is often impossible for the patient 
(even in the Internet age) to know what treatments he or she needs. Society 
is better off by hiring well-trained experts to prescribe therapies and shape 
payment rates. The sociologist Talcott Parsons held the professions in high 
regard, characterizing the autonomy and privileges of the professions as 
a “functional exchange in which society receives, in exchange, the tech-
nical competence it needs to achieve critical ends.”61 The “social trustee” 
model of the professions, however, has been strongly challenged.62 In his 
important book Profession of Medicine, Eliot Freidson argues that the social 
authority of organized medicine is in fact a “political commodity.”63 It was 
not earned as a reward for social responsibility, but rather won through 
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political contestation and negotiation.64 How physicians use their autonomy 
and privileges is thus a key issue for democratic accountability.

Some physicians and health care experts argue that the implied social 
contract is that physicians not only will be competent technical experts, but 
will also ensure an appropriate distribution of finite medical resources.65 
As the American Board of Internal Medicine (ABIM) states in its physician 
charter,

Professionalism is the basis of medicine’s contract with society. . . . While 
meeting the needs of individual patients, physicians are required to pro-
vide health care that is based on the wise and cost effective management 
of limited clinical resources. They should be committed to working with 
other physicians, hospitals, and payers to develop guidelines for cost 
effective care. The physician’s professional responsibility for appropriate 
allocation of resources requires scrupulous avoidance of superfluous tests 
and procedures. The provision of unnecessary services not only exposes 
one’s patients to avoidable harm and expense but also diminishes the 
resources available for others.66

However, there is always a risk that professional associations, from lawyers 
to professors, will begin to defend the interests of its members in addition 
to serving the public. The concern is that governing institutions may lack 
the monitoring and enforcement capacity to prevent the medical profession 
from abusing its delegated authority to serve its own interests. If doctors do 
not follow evidence-based guidelines or if medical societies use their power 
to discredit credible studies demonstrating that a particular treatment is 
not as effective as advertised, medical professionalism and self-regulation 
becomes a myth.

The design of the Medicare Act of 1965—the foundational statute of the 
U.S. health care system—crystallizes the dilemma. Medicare was created in 
the teeth of fierce opposition from the AMA and other medical societies.67 As 
political scientist Mark A. Peterson observes, “Even in ‘defeat,’ however, the 
physicians were influential enough to dictate . . . the method of reimburse-
ment and administration under the program, demand enhancing policies 
and subsidies and constraints on potentially competing providers.”68

The nation essentially committed to funding seniors’ care without gov-
ernment scrutiny of the details and appropriateness of medical practices, 
which were left to physicians to determine. Medicare is permitted to exclude 
coverage for care that is “not reasonable and necessary for the diagnosis or 
treatment of illness or injury.” Attempts by Medicare administrators to read 
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this as a requirement for cost-effectiveness have generated intense opposi-
tion from provider groups and ended in stalemate.69 In practice, billions of 
dollars of tax revenue flow into Medicare without the technology supply 
constraints or drug price controls common in European nations. The pro-
gram generated vested interests and dense networks of organizations that 
developed material stakes in the maintenance of existing arrangements.70 As 
University of Michigan law professor Nicholas Bagley writes,

The basic contours of the [Medicare] program—public financing, private 
care—were fixed in 1965. Beneficiaries grew accustomed to subsidized 
coverage without meaningful restrictions, and physicians, hospitals, and 
other providers committed themselves to the new world order in which 
the government would pay the bills but assert no control.71

To be sure, Congress has taken some steps to control Medicare spending 
by reducing payments to providers.72 For example, Congress has adopted 
a prospective payment schedule for hospitals and a fee schedule for physi-
cians.73 Since 1965, however, Congress has avoided efforts to control the 
volume or intensity of services, creating incentives for overutilization.74 
The ACA continues this long-standing pattern. While the ACA contained 
a number of new financial reforms, such as accountable care organizations 
and bundled payments, it steered clear of reconfiguring medical governance. 
Medicare’s failure to incorporate a cost-effectiveness—or even comparative 
clinical effectiveness—requirement has far-reaching implications, as many 
commercial insurers follow Medicare’s coverage policies.75 In sum, policy 
makers have layered moderate cost-control measures atop, but have not 
eliminated, the preexisting Medicare governance framework.76

Doctors remain highly influential actors in the American health system 
despite far-reaching changes in the economic and organizational context in 
which medicine is practiced; their individual and collective authority over 
clinical decisions, as well as resource allocation, by no means goes unchal-
lenged, but it remains quite significant. This is not to deny that there are 
influential reform forces within the medical profession. Like progressive 
reformers at the turn of the twentieth century who sought to expose the 
chaos, inefficiency, and corruption of medical practices and promote im-
provements in medical education and scientific therapeutics,77 some medical 
societies, leading doctors and public intellectuals such as Atul Gawande and 
Jerry Avorn of Harvard Medical School, among many others, are seeking 
to raise awareness of industry influence and the failure of many doctors 
to follow best medical practices. A genuine EBM movement exists today. 
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Nonetheless, progress has been slow, uneven, and reversible. In sum, physi-
cians still hold a position of trust and authority, even as concerns about the 
scientific foundation, quality, and waste of medical services have mounted.

THE PUBLIC: MISPERCEPTIONS AND INDIFFERENCE

The public is the second key actor in our analysis. Although Americans’ 
confidence in the medical profession has fallen over time—in tandem with 
the decline in public confidence in most public institutions since the 1960s—
doctors remain a highly trusted group within the context of American poli-
tics. People regard their doctors as knowledgeable and trustworthy agents 
of their own medical care and welfare, and this trust extends to matters of 
health policy as well.78

The catch, as the distinguished medical sociologist David Mechanic 
writes, is that “patients may trust blindly when some skepticism is war-
ranted.”79 There are two potential sources of public misperceptions that can 
lead to excessive faith in physicians. First, the public may fail to recognize 
that medical societies are, at bottom, trade associations. If viewed as trade 
associations, the primary function of medical societies would be to protect 
the autonomy and advance the interests of their members. One can certainly 
find heartening examples of efforts by medical societies to improve the qual-
ity and cost-effectiveness of care. For example, several national medical so-
cieties have recently launched a campaign called “Choosing Wisely,” which 
highlights diagnostic tests, procedures, and treatments in their respective 
specialty areas that do patients little good.80 However, medical societies 
participating in this effort are mostly choosing low-hanging fruit. For ex-
ample, the American Academy of Orthopaedic Surgeons includes an over-
the-counter supplement but no major procedures on its list.81 The initiative 
also lacks an enforcement mechanism; doctors remain free to ignore the 
recommendations if they wish. A JAMA Internal Medicine study suggests 
that the initiative has had disappointing results thus far.82 In short, the re-
cord of medical societies is so replete with failures of self-governance that 
it is reasonable to raise doubts about the centrality of their commitment to 
eliminating ineffective or low-value care.

Back in the 1990s, for example, the Agency for Health Care Policy and Re-
search (AHCPR) was launched to provide evidence-based clinical guidelines 
that would help physicians determine which treatments are most effective. 
When the agency found that there was little objective evidence to support 
surgery as a first-line treatment for lower back pain, however, back surgeon 
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societies complained vehemently to members of Congress. As Bradford H. 
Gray, Michael K. Gusmano, and Sarah R. Collins observe in an insightful 
study of the politics of health services research, the agency’s budget was 
slashed, and its authority to make policy recommendations was curtailed.83 
The drawing of negative messages from the AHCPR experience helps ex-
plain PCORI’s limited grant of authority. Many similar examples of medical 
societies reacting strongly to negative study results and being unwilling to 
change in the face of evidence could be cited.84 These medical society activi-
ties fall below the radar screen for most citizens. The psychological bonds 
that ordinary citizens develop with their personal doctors inhibit the public 
from recognizing the governance role that the medical profession plays in 
the health system. There is a tendency for people to assume that an organiza-
tion’s collective behavior can be predicted on the basis of the character or 
behavior of the people they know who belong to the organization, and in 
our personal experience many doctors are truly extraordinary individuals.

The second misperception of the medical profession is subtler. The public 
may not perceive the existence of gaps between, on the one hand, the medi-
cal profession’s evolving responsibilities to patients and society, and, on the 
other, its willingness and capacity to fulfill those responsibilities. Such gaps 
may open whenever changes in the profession’s behavior and orientation 
fail to keep pace with changes in the wider context in which medical care is 
delivered. Over the past half century, there has been an explosion of scien-
tific knowledge about health and disease, and health spending has grown 
dramatically as a share of the economy. These twin developments create 
new professional obligations for doctors under the terms of the evolving 
social contract. As David Blumenthal, M.D., stated in his address to the 
2014 Columbia University College of Physicians and Surgeons graduation 
ceremony, these developments challenge doctors to “stay informed and cur-
rent” as well as to “husband health care resources—to become a steward of 
the health care dollar—in ways never before required.”85 But it is not clear 
that the medical profession is developing the capacity to respond effectively 
to these scientific and economic challenges. Most doctors have not received 
extensive training in the modern research methods or the data analysis skills 
needed to keep up with scientific literatures on the relative benefits, costs, 
and risks of treatments. Yet without such training, it is difficult for doctors 
to make recommendations about what is best for patients. And despite con-
cerns about the rising cost of both private insurance and public programs like 
Medicare, a recent physician survey found that only about a third of physi-
cians believe they bear a major responsibility to control health care costs.86 
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(Doctors blamed rising health care costs on lawyers, insurance companies, 
drug and device manufacturers, hospitals, and patients.) This is a denial of 
the profession’s collective responsibility to society, but one the public—
reasoning from their positive encounters with their personal doctors—may 
not perceive.

In sum, previous research has argued that the public shifts its individu-
alized trust in doctors to trust in medical societies, which has allowed the 
medical profession to block the drive for a universal government insurance 
program during the postwar era and obtain favorable financial terms when 
Medicare finally passed in 1965.87 Unhealthy Politics considers the possibil-
ity that the consequences of Americans’ trust in the medical profession are 
broader and even more concerning. Despite their position as a repository 
of public trust in a complicated policy area, doctors and their professional 
societies have not consistently used their authority, standing, and prestige 
to promote the steps necessary to root out waste, bad science, and inef-
ficiencies in the health care system—and too often have used their political 
capital to fight these steps.

POLITICIANS: THE WEAK INCENTIVES FOR POLITICAL 

ENTREPRENEURSHIP AND CONSENSUAL PROBLEM SOLVING

Finally, we explore how politicians themselves have contributed to the per-
sistence of the medical evidence problem. Our analysis has implications not 
only for an understanding of the roots of the resistance to the implementa-
tion of evidence-based medicine, but also for a more general understanding 
of how inefficient practices can persist in the American democratic polity. 
Our argument focuses on political failures at two stages: agenda setting and 
decision making.

The American political system is often claimed to have properties of self-
correction. When governance veers dramatically off course, and the pref-
erences of citizens are not being met, opportunities may arise for creative 
political entrepreneurs to frame problems, develop solutions, and “sell” their 
ideas to the public—to capture a political reward.88 Yet there is no guarantee 
that the need for political entrepreneurship will generate its own supply. 
The medical evidence problem has prompted only limited investments of 
political entrepreneurship from members of Congress, despite the substan-
tial costs the problem imposes on society. If the supply of entrepreneurial 
problem solving is too low even in a sector as important and salient as health 
care, it is likely to be inadequate in other sectors as well.
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We develop a theory of “zero-credit politics” to explain the undersupply 
of political entrepreneurship targeted at promoting diffuse interests.89 The 
incentive for lawmakers to engage in entrepreneurial activities to address 
a national problem may be especially weak when challenges to the policy 
status quo would threaten not just the incomes of business groups (such 
as the medical products industry) but also the autonomy and authority of 
trusted professionals, such as doctors. It may be an uphill battle for the po-
litical entrepreneur to convince the public that its understanding of reality 
is mistaken and that reform is warranted; the entrepreneur could decide to 
take his or her creative energy elsewhere, where there is more likelihood 
that such effort will be rewarded. This is not to say that there will be literally 
zero entrepreneurial investment in solving the problem, but that reelection 
incentives will induce much too little effort relative to the magnitude of the 
problem, because the risk to a reelection-minded politician of being seen 
as challenging doctors is too great.

A second source of failure occurs at the decision-making stage. As the 
political scientist Donald E. Stokes argues, policy issues typically come in 
two generic forms: position issues—on which voters hold conflicting pref-
erences, such as whether taxes on the wealthy are too low—and valence 
issues—on which voters hold common preferences, such as whether the 
government should promote prosperity or fight corruption.90 When valence 
issues are on the decision agenda, the electoral stakes are extremely high. 
No political party can afford to be seen as the “antigrowth” or “procorrup-
tion” party. In an idealized democracy, the positions of the two parties will 
tend to converge on such issues, and the government will make decisions 
that voters support. As Congress expert Frances E. Lee argues, however, 
in an era of partisan polarization and persistently close electoral competi-
tion, there can be strong incentives for the out party to behave strategically 
and block progress on what could be consensual, good government issues.91 
One tactic the minority party can use is to transform a valence issue into a 
position issue, creating a partisan or ideological squabble where none had 
previously existed by reframing efficiency into a debate about the size and 
role of government. While this is not an entirely new dynamic in American 
politics, it has become a more common one in the modern era.

And this is in fact precisely what occurred during the debate over the 
Obama administration’s effort to identify low-value medical treatments 
through an investment in CER. The Obama administration was not the first 
to highlight the medical evidence problem. Medicare administrators in the 
George H. W. Bush and George W. Bush administrations, for example, had 
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also pointed out that a large share of medical spending is wasteful and not 
based on sound science. One might have expected fiscal conservatives to 
complement the Obama administration’s support for CER, since Republican 
health care leaders had endorsed the CER concept in the past as a way to 
curb wasteful spending, not to expand government’s role.

But the fierce ideological competition between the two parties over the 
expansion of health insurance under Obamacare undermined the incentives 
for bipartisan technocratic consensus on “good government” reforms like 
CER.92 (One Republican congressional staff member told us in an interview 
that Republican support for CER was a casualty of the partisan “knife fight” 
over the ACA; in the middle of the knife fight, he said, you don’t pause to 
tell your opponent that you like his shirt.) The Republican Study Committee 
sent out an alert stating that the purpose of the initiative was to let the gov-
ernment ration care. To an anxious public, CER was linked with two other 
contentious proposals then under consideration: voluntary counseling for 
Medicare patients about living wills, advance directives, and other end-of-
life care; and the creation of an independent commission (Independent Pay-
ment Advisory Board, IPAB) with the power to recommend ways to achieve 
Medicare savings without cutting benefits. These three elements swirled 
around and combined in the public mind to give birth to the charge that 
Obama was seeking to create “death panels” for seniors. CER thus morphed 
into a symbol of rationing of medical services and bureaucratic interference 
with the doctor-patient relationship. In sum, conservatives turned a valence 
issue (using science to learn what works in medicine) into a position issue 
(the role of the federal government in health care delivery). As we show, 
the “devalencing” of an issue undermines pragmatic decision making and 
elite-led social learning in a sustained era of competitive balance between 
the parties and polarization.

Stimulating Conversations

In the space of a medium-size book, we cannot hope to answer all the 
questions we raise. We will be content if our analysis stimulates three 
conversations.

First, we hope to give health care experts a better understanding of the 
political forces that permit waste and bad science to persist in the medical 
system. Generating fresh insights by applying some of the ideas, habits of 
thought, and tools of political science to this familiar problem will help 
experts—including economists, health services researchers, and policy 
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makers—craft recommendations that stand a better chance of both win-
ning adoption and sticking after enactment.

Second, we wish to encourage other political scientists to devote more 
attention to the fundamental questions of who governs, and to what ends. 
As Terry Moe argues, political scientists should explore the power of vested 
interests of all kinds, including those that strategically hide their special inter-
ests inside a public interest package.93 With respect to the second question, 
political scientists typically use two criteria to analyze policy outcomes: the 
responsiveness of government to public opinion, and distributional fairness. 
These are very important evaluative dimensions, but they have limitations 
as benchmarks of government performance on complex scientific issues like 
the efficiency of health care. The public’s opinions on such issues may be 
either uninformed,94 or thoughtlessly derivative of the beliefs of policy elites.95 
Similarly, a focus on distribution may be appropriate when the government 
targets benefits or costs at particular groups, but it is less illuminating when 
government seeks to provide public goods to the citizenry as a whole.

Finally, we hope our analysis encourages reflection on the capacities 
and limitations of modern American government as a problem-solving in-
stitution. U.S. politicians continue to promote technocratic problem solv-
ing in many areas. For example, the biomedical research conducted by the 
National Institutes of Health helps to advance understanding of diseases 
and epidemics and has long drawn bipartisan support. Yet what is often 
overlooked is that the roles of science, expertise, and enlightened public 
opinion in governance are mediated by the power of interest groups and 
professional societies, the struggle for partisan control, and the dynamics of 
electoral competition. Our investigation of the uses and misuse of medical 
evidence shows how these factors can produce an “unhealthy politics” in 
which pragmatic problem solving in government is degraded.

In particular, our research encourages reexamination of the assumptions 
of the Progressive reform tradition that has provided an intellectual founda-
tion for problem solving in the U.S.96 At the core of this tradition is a belief 
in the importance of expertise and delegation of many complex tasks to the 
professions, including lawyers and engineers, but most prominently doc-
tors. Relying on the professional ethics of doctors to self-regulate was an 
imperfect if understandable choice that has broader implications for how 
we understand delegation and the role of the professions in a democracy. 
Our analysis suggests that just as Congress checks the president, so elite 
professions—including scientists, physicians, university researchers, and 
policy analysts—need to monitor one another’s performance to ensure the 
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primacy of citizen welfare and a commitment to a rational allocation of 
societal resources. Our central claim is not that science and expertise alone 
can (or should) entirely drive policy making in a pluralistic society.97 There 
will always be distributional battles over “who gets what” from government, 
and ideological debates over the appropriate role of the state. Yet a well-
functioning policy state creates adequate incentives for problem-solving 
activities and ensures that elite groups who enjoy public trust, such as the 
medical profession, are democratically accountable and responsive to public 
needs. The amount of space for technocratic expertise and pragmatism in 
policy making is not simply a by-product of the technical complexity of a 
policy area;98 rather it is shaped by the incentives created by the broader 
political environment. We explain why the politics in the U.S. health care 
sector is so unhealthy, and how shifts in the behavior of the medical profes-
sion and the design of political institutions can promote sustainable reform.

The Plan of the Book

Chapter 1 defines the “medical guesswork” problem and explains how the 
poor integration of evidence into clinical decision making harms the per-
formance of the health care sector. Chapter 2 makes our argument more 
nuanced and concrete by presenting a detailed case study of the remark-
able sham knee surgery case mentioned earlier. In chapter 3, we present 
the results of national public opinion surveys that illuminate how ordinary 
citizens think about the medical evidence problem. Chapter 4 explores the 
institutional roots of medical professionalism in the United States. We ex-
amine why the U.S. health care system delegates therapeutic authority to 
individual doctors and medical societies, with little centralized oversight in 
programs like Medicare. The chapter also presents findings from a national 
survey of physicians to gauge their views on the proper role of medical so-
cieties in medical evidence controversies.

In chapters 5 and 6, our focus turns to politicians. We explore the politics 
of EBM, exploring why the efforts to root out waste, bad science, and extrac-
tive behavior in health care have not engendered reliable support. Chapter 
6 examines the politics of the Obama administration’s effort to promote 
CER as the scientific foundation of health care quality improvements and 
cost control. In the concluding chapter, we take stock of the EBM reform 
project. We draw on lessons from the literature on U.S. state building to 
develop strategies to increase the durability of medical governance reform 
in contemporary American politics.
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