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The Bleeding Edge of Rationing: Obama’s
Health Plan and the New Power of the
United States Preventive Services Task Force
By Scott Gottlieb, MD

Under the Patient Protection and Affordable Care Act (PPACA), a previously obscure government advi-
sory body has acquired vast authority to decide which health care services Americans will have access to. The
United States Preventive Services Task Force (USPSTF) was created in 1984 as a government advisor with
the mission of assessing the clinical utility of preventive health measures such as screening tests and issuing
nonbinding recommendations about which measures doctors should incorporate into routine medical care.
PPACA gives the USPSTF’s recommendations the force of law, making them de facto mandates on which
preventive services private health plans and public programs such as Medicare must pay for. Services that do
not make the USPSTF grade are unlikely to be covered at all. The USPSTF was not designed to wield this
kind of sweeping and binding authority. It does not maintain the transparency, deliberative process, appeal
process, or requirements for public notice and comment that are hallmarks of sound regulatory policymaking.
Moreover, because the USPSTF has few guidelines governing its function, it has great flexibility to adapt its
criteria and grow its mandate in ways that may conflict with political goals and public sentiment and lead to
unintended consequences. 

In November 2009, the United States Preventive
Services Task Force (USPSTF) said women age

forty to forty-nine should not get routine mammo-
grams. Almost instantly, a little known and
largely marginalized government health agency
was thrust onto the front pages of America’s
newspapers. What proved the most controversial
aspects of the mammography proposal were some
of the criteria the task force had considered in
reaching its decision. Among other things, the
USPSTF was weighing the benefit of breast cancer
screening against the burden of letting some addi-
tional cancers go undetected.

To health professionals who had championed
earlier, more widespread screening and to women
who had heeded that advice, the new analysis
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Key points in this Outlook:

• Under President Obama’s health care plan,
the United States Preventive Services Task
Force now wields great power to decide
which health services (like mammograms)
doctors should provide, yet it has few checks
on its sweeping authority. 

• Its mandates are likely to raise health insur-
ance costs and premiums, while reducing
the number of covered preventive services.

• To improve accountability for an agency
that is both out of date with the medical
community and out of touch with the pub-
lic, Congress should closely monitor the
impact new mandates have on patient care.



seemed callous and poorly conceived. Embedded in its
analysis, the USPSTF also considered the cost of some
of the newer screening modalities, such as digital
mammography.1 Critics of President Obama’s new
health care law quickly cited this verdict as emblematic
of the rationing that the legislation would soon usher.

Of all the criticisms of PPACA, this critique was
most firmly grounded in the plain language of the new
statute. That is because, under PPACA, the USPSTF
has acquired an expansive new mandate. Going forward,
how the USPSTF grades preventive medical technolo-
gies will shape which preventive health services are cov-
ered by private health plans and public programs like
Medicare.2 In short, the USPSTF’s decisions will bind
much of the American health care market.

The USPSTF decision around breast cancer screen-
ing was widely rejected because it was so out of sync
with other federal policy priorities. But this is not
unusual, as the USPSTF has issued plenty of recommen-
dations that have diverged with conventional clinical
dogma. Many have even conflicted with advice offered
by other federal agencies like the Centers for Disease
Control (CDC). Previously, many of these USPSTF
recommendations were simply ignored by practicing
doctors. But with the passage of PPACA, the group’s
rulings cannot be disregarded any longer.

Now, the USPSTF is back in the news again, having
recently issued another set of controversial decisions. In
the first, it recommended against routine screening for
prostate cancer with a simple, cheap, and widely used
blood test for PSA (an enzyme released by the prostate
when the gland’s tissue becomes disrupted).3 In a sepa-
rate decision, the task force recommended against screen-
ing for cervical cancer with a simple test for a virus that
predisposes women to the cancer.4 In a recently released
report to Congress, the USPSTF identified some of its
additional “policy areas that deserve further examination.”
These include screening for colon cancer and heart dis-
ease and counseling for obesity. “Evidence gaps” that it
says warrant further research include “screening and
treatment for depression in children, screening and
counseling for alcohol misuse in adolescents, [and]
aspirin use to prevent heart attacks and stroke in adults
ages 80 years and older.”5

With all of these decisions, the task force is quickly
becoming a household name. The Obama administra-
tion is touting the availability of free preventive services
under PPACA as one of legislation’s benefits, and the
USPSTF is the body charged with designating which

services will be covered.6 But there are plenty of reasons
to believe that the current construction of the USPSTF
and the way it operates leave it unsuited to discharging
its new authority.

A large problem is the lack of formal regulatory
guardrails governing the USPSTF’s operations. The task
force started life as an advisory body and has now
become a de facto regulatory agency. But there has been
too little reflection along the way on how the body is
organized and discharges its mission. Whether by acci-
dent or by political design, the USPSTF has evolved
into a powerful health regulatory agency, but one with
few of the requirements for transparency and due process
that Americans have come to demand from their regula-
tory bodies. 

Many of these problems were on display in the
USPSTF’s recent recommendations on breast cancer
screening. In reaching its decision, the task force said
“the harms resulting from screening for breast cancer
include psychological harms, unnecessary imaging tests
and biopsies in women without cancer, and inconve-
nience due to false-positive screening results.” When
evaluating breast cancer screening, “one must also con-
sider the harms associated with treatment of cancer that
would not become clinically apparent during a woman’s
lifetime . . . as well as the harms of unnecessary earlier
treatment of breast cancer that would have become clin-
ically apparent but would not have shortened a woman’s
life,” the task force wrote.7

In criticizing the decision, the American Cancer
Society responded that the USPSTF had arbitrarily
decided that screening 1,300 women to save a life was
an acceptable cost but screening 1,900 to save a life
was not.8 The USPSTF has no formal rules or guidance
on how it arrives at this kind of analysis. As a result,
not just clinicians are now questioning how the USPSTF
reaches its decisions and the merit in investing its
assessments with so much political clout.9 Even the
political architects of the USPSTF’s new authorities are
expressing doubts. 
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In October 2010, when the USPSTF canceled a meet-
ing at which it was due to recommend against prostate
cancer screening for men of all ages, many figured that the
Obama administration’s political leadership had inter-
vened to avoid another round of negative headlines about
the USPSTF and its new mandates on access to health
care.10 In the post-PPACA age, the USPSTF is the bleed-
ing edge of the unaccountable and largely unpredictable
Washington institutions that will start intruding them-
selves into public’s available medical choices.

A Brief History of the USPSTF

The USPSTF was created twenty-five years ago as an inde-
pendent advisory panel. It is composed of sixteen individu-
als with expertise in health prevention and primary care,
most of whom are clinicians and academic experts. The
USPSTF members are volunteers who are appointed to
four-year terms by the director of the Agency for Health-
care Research and Quality (AHRQ). The USPSTF
serves as an advice-giving body to that agency.

In recent years, prior to the passage of PPACA, the
task force has had three main objectives. Its first man-
date was to evaluate the benefits and risks of individual
medical screening and diagnostic services based on age,
gender, and risk factors for disease. Second, it was tasked
with issuing recommendations about which preventive
services should be incorporated routinely into primary
medical care and for which populations. Third, it was
supposed to identify a research agenda for clinical pre-
ventive care. 

Initially, the group’s work was mostly advisory. Its
original mission was, simply stated, to “develop recom-
mendations for primary care clinicians on the appropri-
ate content of periodic health examinations.”11 It was
left to doctors and patients to evaluate the recommenda-
tions and decide how to best incorporate them into clin-
ical practice.

In its individual screening recommendations, the
USPSTF gives a letter grade of A (strongly recom-
mends) through D (recommends against). These grades
are based on the task force’s interpretation of the
strength of medical evidence supporting a screening
tool and its benefits versus clinical and (sometimes)
economic costs. When the task force does not believe
there is enough evidence to render a verdict, it will
give a grade of I (insufficient evidence). 

The USPSTF typically favors large prospective, ran-
domized trials to validate a preventive service. But such

research is generally hard to conduct for screening tests. It
would require, for example, patients at risk for a particular
disease to be randomly selected to either receive a screen-
ing test for the ailment or forgo the diagnostic measure.
The patients would then need to be followed, sometimes
for many years, to see if the tool enabled screened patients
to recognize better health outcomes (and lower overall
utilization of medical services) than patients who were
randomly selected to forgo the screening test. 

Because of the high burden of evidence that the
USPSTF requires to complete its evaluation of a pre-
ventive service, it ends up issuing a majority of I recom-
mendations.12 The fact that most preventive services
have ended up with an I has had few direct implica-
tions in the past. But that is about to change as a result
of PPACA and the importance the law ascribes to
USPSTF ratings.

An Expanding Mission

The USPSTF’s new authority began to take shape with
the Medicare Improvements for Patients and Providers
Act (MIPPA), signed into law in July 2008. MIPPA
shifted decisions about Medicare’s coverage of individ-
ual preventive services away from Congress to a “national
coverage determination” process that is run by Medicare
but heavily influenced by the USPSTF.13 Previously,
Medicare did not have the legal authority to routinely
add coverage for medical services aimed at prevention.
So the Centers for Medicare and Medicaid Services
(CMS) often had to get explicit authority from Congress
to pay for new services like screening tests or wellness
physicals. In some cases, it would use creative interpre-
tations of its existing authorities to originate ways to
cover some preventive services. Needless to say, regard-
less of the path the CMS chose, the process was long
and cumbersome.

The idea of MIPPA was to make it easier for the
CMS to add coverage of additional preventive services
without requiring a separate act of legislation in each
instance.14 Under the new process, Medicare was able to
independently assume coverage of new preventive ser-
vices, subject to a USPSTF determination. Starting in
January 2009, the CMS was given authority to add cov-
erage of preventive services on its own. For the CMS to
add coverage, a service had to be deemed “reasonable
and necessary” for the prevention or detection of an ill-
ness or disability and appropriate for Medicare beneficia-
ries.15 The preventive service also had to earn a grade of
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A or B from the USPSTF. The latter requirement gave
the USPSTF a prominent role in determining what pre-
ventive service Medicare could pay for. Like other well-
intentioned legislation, this measure had unintended
consequences.

PPACA has extended this construct and substantially
increased the USPSTF’s role by turning the discretionary
arrangement into a de facto mandate. PPACA requires
that health plans and insurers offering group or individ-
ual health insurance provide coverage for preventive
health services with a grade of A or B and that they not
impose cost-sharing requirements with respect to such
services. The requirement that preventive services with
a letter grade of A or B be fully covered is likely to prove
costly to private insurance plans.16 Insurers previously
were not covering all of these services, and when they
did cover them, they often shared the costs with con-
sumers. Now health plans will be required to cover them
with no co-pays. 

Ample evidence shows that mandates like these end
up raising health insurance costs and premiums. In 2000,
the Congressional Budget Office estimated that the mar-
ginal cost of state benefit mandates was 5–10 percent of
total claims between 1990 and 1998. A 2003 Government
Accountability Office study put the aggregated cost at 3–5
percent of premiums. Other estimates have put the impact
of mandates as high as 20–50 percent of premiums.17

Whatever the merits of mandated benefits and first-
dollar coverage of preventive services, the bottom line
is that mandates will siphon premium revenue away
from competing priorities. Although preventive services
are an important part of comprehensive medical care,
they are also costly. Dozens of separate studies have
shown that prevention usually adds to medical costs
instead of reducing them. Generally, about 80 percent
of preventive services add more to medical costs than
they save.18 Private plans forced to take on the full costs
of these services will compensate by not covering ser-
vices that do not get an A or B grade.19

Though the A- and B-rated services will get full cov-
erage under PPACA, a lot of other services that do not
make those grades but are currently covered (often with
co-pays) may be nixed by health plans entirely. Likewise,
if the USPSTF has not formally reviewed a particular
preventive service, then Medicare will not need to cover
it. The USPSTF chooses to review only a relatively
small fraction of the preventive services available to
patients, putting it fully in control of what preventive
services are likely to get paid for. Far from increasing the

number of preventive tests and treatments that health
plans pay for, the new mandate may have the reverse
effect of reducing the number of covered services.

Widespread Procedural Shortcomings

The significant and unexpected new authority conferred
on the USPSTF is all the more troubling because of
shortcomings in the way it operates and its limited num-
ber of expert staff. These features leave it ill equipped to
discharge an increasingly complex mission. Though the
task force was created as an advisory body, its new man-
dates require it to exercise many of the same procedures
and coverage authorities as an agency like Medicare. Yet
it has put in place few of the procedures routine in similar
regulatory agencies to ensure transparency in its delibera-
tions, due process for stakeholders, and mechanisms to
solicit and consider input from the broader community. 

For one thing, the task force maintains a largely insu-
lar process in comparison to similar regulatory functions
that exist in sister public health agencies. Moreover, the
deliberations and meetings of the USPSTF are not sub-
ject to the provisions of the Federal Advisory Commit-
tee Act (FACA), which means, among other things,
that its proceedings are not required to be made public.
The USPSTF is also not subject to the Administrative
Procedures Act (APA), which governs the way in which
administrative agencies of the federal government may
propose and establish regulations. The act imposes require-
ments for transparency, interagency review, and ample
opportunity for notice and comment. The APA also sets
up a process for federal court review of agency actions.

The USPSTF was long able to operate without meet-
ing these customary expectations because the body was
largely advisory and often ignored. The task force would
often say that it was just an advisory council with non-
binding recommendations. That argument clearly does
not hold true anymore. There is a credible case that the
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USPSTF is now acting as an agency and its recommen-
dations constitute final agency actions. The USPSTF is
convened by AHRQ but functions as an independent,
external advisory body. Until recently, AHRQ did not
even publish the basis for USPSTF findings or its evi-
dence review as a draft for public comment before it
completed its recommendations. While the task force
now voluntarily issues its draft recommendations for a
brief period of public comment, it has no formal require-
ment to do so. The organization has taken admirable
steps to improve its transparency and outreach in recent
years, but these efforts are voluntary and still fall short of
the expectations that bind other regulatory agencies.

Moreover, the task force has little capacity to vet
and incorporate public comments made during this
process, nor are there clear ways for people to appeal
decisions. The only mechanism is for an affected party
to seek a political waiver from the Secretary of Health
and Human Services. The provision for this last-ditch
waiver process was slipped into PPACA as compromise
to address the backlash created by the USPSTF breast
cancer screening decision.

The procedural shortcomings in how the USPSTF
operates are amplified by the fact that it could become
the first federal authority to explicitly make cost effec-
tiveness a part of its criteria for covering health care ser-
vices. Cost-effectiveness analysis is not a central part of
the USPSTF’s mandate. Indeed, the members of the task
force do not have expertise in this discipline, but it has
been gradually worked into some of its analyses. Since
the way the USPSTF goes about its work is not gov-
erned by many explicit regulations or instructions from
Congress, the task force is able to unilaterally adapt its
approach to meet political trends.

In 2001, the USPSTF announced it would start con-
ducting systematic reviews of cost-effectiveness analysis
to inform its recommendations. To this end, the USPSTF
“initiated a process for systematically reviewing cost-
effectiveness analyses as an aid in making recommenda-
tions about clinical preventive services.”20 The USPSTF
stated on its website that one of its goals in using this
analysis in its recommendations is to “provide substrata
for policy discussions and public debate over the role of
cost-effectiveness in allocating health care resources.”21

However, there are some unique problems with using
cost as a basis to vet screening tests. One is that many of
the economic benefits of screening tests cannot be easily
measured by tabulating the direct savings from these
technologies. For example, cost-benefit analyses cannot

easily measure the value afforded by intangible benefits
such as greater assuredness that patients gain from a neg-
ative test result. Embedding cost in the evaluation of
coverage for screening tests can also create long delays in
deploying new tools or adapting medical care to new dis-
coveries. Moreover, uncovering illness early will some-
times prove more costly than letting it fester, even if
early detection makes a particular disease more curable.

All of these shortcomings are complicated still more
by the byzantine manner in which the USPSTF gathers
the evidence to support its coverage decisions. The task
force members review evidence that is independently
collected for them by AHRQ staff. But that evidence
collection process is largely subcontracted by the AHRQ
to outside groups (mostly academic research teams). The
AHRQ takes charge of compiling resulting information
and passing it on the task force, but typically has little
hand in generating the data. (A recent exception was
the breast cancer screening decision, for which AHRQ
went to great lengths to consider emerging data.) This
process means that the USPSTF often has limited prox-
imity to the origin of the data and reduced ability to
actively solicit new information.

The sixteen advisors appointed to serve on the 
USPSTF are mostly primary care physicians, generally
experts in preventive and public health. However, as
clinical generalists, they rarely have deep expertise in
the discrete medical disciplines in which they are asked
to pass judgment, such as oncology or infectious diseases.
While the USPSTF is obligated to solicit input from
other clinical experts when evaluating a particular pre-
ventive service, they have no process to formally engage
these experts. 

The USPSTF also has nothing similar to the advisory
committee process maintained by the Food and Drug
Administration (FDA) or even the less formal practices
used by the CMS. Proponents celebrate this insular
approach, arguing that it leads to more objective deci-
sions free from intrusion. But as we have seen in the last
year with the Obama administration’s efforts to obviate
controversial USPSTF decisions, the political process
easily pushes around the task force. All that the insular
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process guarantees is that USPSTF recommendations
can be out of sync with conventional medical practice
and even sister health agencies.

Another problem is that the USPSTF’s criteria con-
sistently undervalue the benefits of tests and treatments
aimed at prevention, especially services aimed at sec-
ondary prevention. The USPSTF has generally failed to
recognize the benefits of services used to prevent compli-
cations in older patients with established diseases (for
example, coronary artery disease).22 Additionally, it has
an institutional preference for issuing I ratings.

Many of the preventive services subsequently rejected
by the USPSTF are officially recognized as beneficial by
competing public health authorities.23 At times, this
means that the USPSTF finds its negative recommenda-
tions opposed by decisions made by sister public health
agencies both in the United States and abroad. In addi-
tion to the previously mentioned breast cancer screening
decision, some of these conflicts have involved screening
tests for HIV, prostate cancer, and hepatitis C.24

An additional problem is that the task force has been
slow to incorporate new science into its recommenda-
tions. For example, in 2010, the USPSTF finally recom-
mended aspirin for the prevention of stroke and heart
attack for those at risk, decades after this practice was
demonstrated to save lives and had become standard prac-
tice.25 This is going to have broad implications once the
USPSTF is established as the standard for coverage deci-
sions made by the private health plans under PPACA.

Finally, the way that the USPSTF evaluates preven-
tive services does not adequately account for innovations
in technology and medical care delivery. The delay
between the establishment of new science and its incor-
poration into USPSTF guidelines is a function of not
just the agency’s deliberative process, but its institutional
design. It can take a few years for the USPSTF to issue a
recommendation after it commits to a particular review
and even longer for it to reconsider its prior decisions in
the face of new evidence that leaves its recommenda-
tions obsolete. Therefore, the USPSTF’s authority over
setting the standards for coverage of preventive services
is likely to delay the incorporation of new treatment
approaches into reimbursement policies.

This is compounded by the fact that evidence that the
USPSTF considers is collected only periodically. There
is no continual data collection or regular monitoring of
evolving evidence and clinical practice trends. This sort
of monitoring of current clinical standards is required at
agencies like the FDA and CMS. In some cases, the

USPSTF will take as many as five years to reconsider its
prior recommendations. As a result of these shortcom-
ings, the USPSTF’s recommendations can significantly
lag behind the state of practice. This tortuous process dis-
connects the USPSTF’s findings from the current scien-
tific evidence and the state of medical practice.

Righting a Wrong

In an optimal world, the USPSTF would not set deci-
sions that bind much of the public and private market
for health coverage, but PPACA has already set these
steps in motion. Short of opening up that legislation, the
least we can expect is that the USPSTF be required to
operate in a way that is rigorous, transparent, and inclu-
sive. Congress should take the following steps to bring
greater accountability and precision to this process.

First, Congress should closely monitor how the new
mandates that the USPSTF imposes on health plans
begin to impact coverage, access, and medical practice.
There is good reason to believe that once plans are
forced to cover all of the costs of the USPSTF’s A- and
B-rated recommendations, these same health plans will
offset those new costs by curtailing coverage for many
other preventive services, even those that might be more
highly valued by patients and clinicians.

Health plans will not be able to both comply with all
of the USPSTF mandates (which will require first-dollar
coverage for many services that presently require co-pays)
and continue to offer coverage for those services that do
not meet the USPSTF’s grade. Doing both will be too
expensive. So the USPSTF A- and B-graded services will
become both a floor and ceiling on what gets covered.

Congress also should make sure that recommenda-
tions issued by the USPSTF are in sync with sister public
health agencies that have far more expertise in the
domains in which they operate. These include the CDC,
the National Institutes of Health, and the FDA. The
USPSTF lacks the capacity of these other agencies, and
as such, its analysis should not supersede their expert
opinions. Congress invested these bodies with far more
resources and expertise to make these judgments, and
the USPSTF should not be able to displace their work.

Moreover, at the very least, the USPSTF should be
subject to the Administrative Procedures Act. It is no
longer functioning as an academic advisory body but
instead is a full-fledged federal health agency making
cost-based decisions on access to medical care that will
bind the entire private marketplace. Therefore, it should
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be subject to all the rules that are attached to agencies
that exercise these sorts of sweeping authorities.

Finally, Congress should bar the USPSTF from using
cost as one criterion in establishing recommendations
on preventive services. By its own admission, it does not
have the requisite expertise, capacities, or regulatory tra-
ditions to exercise this authority. Its approach to making
coverage decisions is opaque and insular. The decision to
balance considerations of cost against clinical benefit
must be made with great care. The USPSTF should not
be wielding this kind of questionable authority.

Conclusion

The USPSTF has evolved from an expert commission to
an advisory body to an independent body with all of the
authority of a regulatory agency. Along the way, it has
developed few of the characteristics shared by regulatory
bodies. While the USPSTF has taken steps to bring
more structure and transparency to its process in recent
years, it still does not meet the expectations placed on
sister agencies that discharge similar regulatory power.
Historically, the USPSTF saw its purpose as providing
users with information about the extent to which its rec-
ommendations are supported by evidence, allowing them
to make more informed decisions about implementation.
Now its recommendations will have regulatory force that
will effectively bind clinicians by determining what their
patients can be reimbursed for. 

At the very least (given its expansive new authority)
Congress should view the USPSTF as the regulatory
authority that it has become and, in turn, subject the
body to the APA. Or less appropriately, Congress could
view USPSTF as an advisory committee to the govern-
ment and subject the body to FACA. But given its
expanding mandate, how can the USPSTF continue to
be treated as a body that is neither advisory or regula-
tory, and exempted from all of the customary rules that
govern other federal entities?

Under PPACA, a body that was once empowered only
to make preventive health recommendations now has
been delegated authority to create coverage requirements
for private health plans. To those who feared that consid-
erations of cost and the determinations of centralized
processes could drive decision making under PPACA,
the USPSTF may become a visible manifestation of
these concerns. Proponents of this sort of centralized
decision making may have done their policy preroga-
tives significant harm by allowing a group with so little

procedural rigor to represent the leading edge of these
kinds of prescriptions.
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