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I. SUMMARY OF TASK AND CONCLUSIONS

Tasks 6 and 7 asked INFORUM to study the issues relating to modelling the effects of the
Hospital and Supplemental Insurance (Medicare) program on Personal Consumption Expenditures
(PCE) of medical care. Specifically, we were to investigate the feasibility and desirability of
directly linking Medicare transfers to expenditures for medical care. We were to determine
whether the program is more appropriately modelled as an income transfer or as a price subsidy.
We also address the modelling issues associated with directly linking Medicare to medical PCE
and the issues relating to treating the program as either an income or price subsidy.

Section I briefly summarizes all subsequent sections. Section II discusses the three types of
transfers and examines the demand effects of each transfer type. Section III briefly explains the
portions of the LIFT PCE system that are relevant to the current discussion. Section IV puts
forth and evaluates several proposals for modelling the demand effects of Medicare benefits.
Section V discusses areas for further work. Section VI concludes.

There are three types of government transfers: income transfers, in-kind transfers (commodity
transfers) or price subsidies (in-kind subsidies). The literature is in agreement that in-kind
transfers and price subsidies are not equivalent to an income transfer of the same size. An
income transfer is an unrestricted cash payment to an individual -- the recipient of the transfer
has full discretion over how to spend the transfer. Medicare does not transfer unrestricted cash
income to consumers and thus is not an income transfer. An in-kind transfer is a grant of a non-
legally transferable commodity, where the recipient has no obligation to purchase further amounts
of the commodity. Medicare is not an in-kind transfer since recipients do not receive free
quantities of medical care, but instead may purchase medical care at reduced prices. A price
subsidy is a transfer that allows the consumer to choose the quantity he wishes to purchase, but
at a below-market price. Since Medicare recipients determine the amount of care they purchase
and the price of the care is subsidized (Petrie 1993), we conclude that the program is a consumer
price subsidy. Since Medicare is a price subsidy, Medicare program outlays should be linked
directly to the amount of care purchased with the subsidy.

Yet another way to think of Medicare is as a government-run health insurance program. With

1Ralph M. Monaco, Margaret McCarthy, Amy Carr, Dan Waldo and Clopper Almon provided useful comments, advice and
guidance for this paper. This paper was supported by the Health Care Financing Administration. The author takes full credit
for any errors or omissions remaining.
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its structure of deductibles and coinsurance, Medicare looks very much like insurance. Health
insurance payments, unlike other forms of insurance, however, are reimbursements for specific
expenditures. Insurance is typically thought of as a reimbursement to the insured for "bad
events." For example, collision insurance pays the auto owner the amount required to repair his
vehicle, regardless of whether or not he repairs the vehicle. Health insurance policies, however,
only grant benefits when expenditures have occurred. For example, a cancer patient does not
have the option of refusing treatment but receiving instead a cash payment for the cost of the
foregone treatment. Owners of stolen cars, however, do receive such checks and are not required
to purchase a replacement automobile. Thus, any health insurance payments to persons are
linked to expenditures on medical care.

Currently, Medicare is treated as a pure income transfer by INFORUM’s LIFT.2 Treating
Medicare as an income transfer, rather than as a price subsidy, leads to inaccurate estimates of
the effects of a change in the Medicare program because these two types of transfers are not
equivalent. A-priori, we cannot state whether treating Medicare as an income transfer generates
"excess" demand for medical PCE.3 Using LIFT’s current income and price parameters, we find
that we understate the effects of a change in the size of the Medicare program on medical care
spending by consumers.

We believe the program should be modelled as a consumer price subsidy and not as an
income transfer. Since Medicare and other third-party payments account for over 80 percent of
health care spending (Letsch et al. 1992), correctly modelling their effects will greatly improve
forecasts of medical care expenditures and the long term properties of LIFT.

II. TYPES OF TRANSFERS AND THEIR DEMAND EFFECTS

There are three ways that a government can directly influence individuals’ command over
goods and services: pure income transfers (or lump-sum payments); in-kind transfers (or
commodity gifts); and price subsidies. Most government programs, and in particular, all
government transfer programs, belong to one of these three categories, but it is often difficult to
determine which definition is appropriate. For example, a government-run low-income housing
project is often considered an in-kind transfer since the recipient receives a fixed quantity of
housing (one apartment) and the benefit cannot be sold or exchanged. However, since the
program is restricted to low-income persons, the program can also be thought of as reducing the

2The Long-Term Interindustry Forecasting Tool was developed at the University of Maryland under the guidance of Clopper
Almon. McCarthy (1991) gives an excellent overview of the model. Pollock (1986) describes the current treatment of Medicare
in LIFT.

3See appendix.
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price of leisure and thus is a price subsidy. Under strict neoclassical theory, virtually none of
the government transfer programs that we traditionally think of as cash transfers are "income"
transfers since eligibility is often restricted by employment status, income level or illness.4

A pure income or cash transfer, is, by definition, an unconditional (at least as far as economic
status is concerned) lump-sum transfer of a fully fungible commodity, like cash. We define an
income or cash transfer as any transfer where eligibility is not contingent upon the recipient using
the funds for the purchase of specific goods. In other words, the benefit may be spent in a
completely discretionary manner.

An in-kind transfer is one in which the recipient directly receives an amount of a good that
can not be legally resold (or equivalently, a voucher with no legal cash value) and where
eligibility is not restricted to those who purchase a quantity of the good in excess of the transfer.
The Food Stamp program is one such program since it allows the recipient to purchase only one
commodity (food) and eligibility is not contingent on the person purchasing any food in excess
of the benefit.5 In contrast, the Medicare program is not an in-kind transfer since recipients do
not receive free amounts of medical care but instead bear some portion of the cost of all care
they consume.6

A consumer price subsidy is a transfer in which the individual determines the amount of the
good he will purchase, but the price he pays is subsidized by the government. Medicare
recipients determine the amount of care they receive, but are billed at the Medicare coinsurance
rate (Petrie 1993), making the program a price subsidy and not an in-kind transfer.

The National Income and Product Accounts’ Table 3.11, "Government Transfer Payments to
Persons," shows the government transfer programs that the NIPA consider income transfers.
LIFT treats all of these programs as income transfers. Using the definitions given above, it is
clear that not all of these programs are income transfers. However, this uniform income transfer
treatment could still generate the same results as categorizing each transfer appropriately.
Unfortunately, this is not the case because the three transfer types have dissimilar affects on
consumption demand.

A pure income transfer shifts out the budget constraint parallel to the original budget
constraint (see figure 3). An in-kind transfer, such as Food Stamps, shifts the constraint outward,

4We are only concerned with the direct effects transfers have on PCE and not how these programs affect the labor-leisure
decision. For the remainder of this study, we ignore any secondary effects a transfer program might have and only consider the
direct effect on PCE.

5We assume that the Stamps can not be sold. If the stamps had a legal cash value, then the program would be an income
transfer since the benefit would be indistinguishable from a cash grant.

6Depending on the type of care purchased, a deductible must be met before Medicare eligibility is established and coinsurance
is almost always charged (Petrie 1992).
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but kinks the budget constraint at the point where the distance along the horizontal axis equals
the size of the in-kind transfer (see figure 4) -- forcing the consumer to purchase a minimum
amount of the good (the transfer). A price subsidy rotates the budget constraint, leaving the
vertical intercept unchanged, but the horizontal intercept further to the right (see figure 2). This
encourages the consumer to increase consumption of the subsidized good (except in the abnormal
case of a Giffen good).7

The Two Good Case

To illustrate the effects of these various programs we construct a two-good model with a
composite good C, and a second good X. Figure 1 shows the initial budget constraint faced by
a consumer and the indifference curve, U0, which is tangent to the budget constraint. The
consumer purchases the bundle B0 (C=177.8, X=22.2) --- the point of tangency.8

A price subsidy of fifty percent on X, costs the government $67 and increases demand for
X by 111.11 units to a total X consumption of 133.33 units (see figure 2). The cost to the
government equals one-half times X consumption or $67.

A pure income transfer of $67 shifts the budget constraint to the right (see figure 3) -- and
allows the consumer complete control over how the transfer is spent. The transfer costs the
government $67. He purchases bundle B2, X= 29.63 and C = 237.37. Purchases of X increased
by 7.50.

Figure 4 shows the effect of a $67 in-kind transfer of good X by the government. The
government has given the consumer $67 worth of X (or since PX equals 1, 67 units of X). The
consumer is forced to consume B3 where X equals 67. Had the consumer been able to sell
amounts of X, the program would be an income transfer with results equal to figure 3. The
government transfer fully displaced the commercially purchased amount of X. Figure 5 compares
the income transfer to an equal-cost in-kind transfer. As can be seen in the figure, the in-kind
transfer generates more demand for X than does the income transfer.

In this model, a price subsidy will always generate more demand for the subsidized good than
an equally costly income transfer program. Figure 5 shows the demand for X when the price of
X is subsidized 50 percent and when the consumer receives a $67 income transfer. The price
subsidy also costs the government $67. As can be seen in the diagram, demand for X, the
subsidized good, is higher under the subsidy than under the income transfer.

7Zellner and Traub (1987) provide an excellent non-mathematical discussion of the effects of these transfers.

8Initial Prices equal 1.0
Initial Income equals $200
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Note: Subsidized Good -- X on Horizontal Axis
Composite Consumption Good -- C on Vertical Axis

Figure 1 -- Initial Conditions Figure 2 -- 50% Price Subsidy

Figure 3 -- Transfer of $67 (Subsidy Also Shown) Figure 4 -- In-Kind Transfer of 67 Units (Subsidy Also Shown)
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That price subsidies (figure 2) are not Figure 5 -- Comparison of Transfer and Subsidy

equivalent to cash transfers (figure 3) in their
effects on welfare and consumer demand is
well accepted in economic theory. It is also
generally accepted that because some
commercial purchases are displaced, in-kind
transfers are not equivalent to income
transfers (Smeeding 1977; Zellner and Traub
1987; Moffitt 1989). Most of the literature
has concentrated on measuring the welfare
loss associated with in-kind transfers
(Smeeding and Moon 1980; Clemmer 1984;
Schwab 1985; Moffitt 1989; Crews 1993).
Smeeding and Moon (1980) incorrectly treat
the Medicare program as an in-kind transfer
rather than a price subsidy. Zellner and Traub (1987) examine the effect on commercial
purchases of a commodity when the government provides an in-kind transfer of the good. They
found that for certain foods, in-kind transfers can quickly displace all of the commercially
purchased quantities. Little has been done to analyze the welfare effects of a price-subsidy
program like Medicare though the analysis is similar to the effects of a negative tax.

Medicare consists of two programs: Hospital Insurance (HI) and Supplementary Medical
Insurance (SMI). The first, HI, can be thought of as being a true price subsidy over only certain
expenditure ranges because a deductible must be meet before HI coverage activates and after 90
days of hospitalization for a particular "spell of illness", coverage ceases (Petrie 1993).9 Thus,
only charges incurred after the deductible, but before exhaustion of benefits, are subsidized.
SMI, however, subsidizes all costs incurred after the deductible is met (Petrie 1993).10

The program can be considered a government-run insurance program (Pauly 1986; Hurd
1990; Jacobs 1991; Phelps 1992). The consensus is clear that health insurance increases the
demand for medical care (Feldstein 1973; Rosett and Huang 1973; Newhouse and Phelps 1974;
Phelps and Newhouse 1974) because it subsidizes the price of care. The effects on medical
demand caused by this price subsidy will almost certainly differ from the effects caused by an
equal dollar value cash transfer.

The Multi-Good Case

9Medicare recipients may also draw on a "lifetime" reserve fund of 60 hospitalization days which can be used if the recipient
exhausts the 90 days covered in a benefit period.

10For a discussion on why Medicare subsidies increase demand even when the deductible is unmet, see Keeler et al. 1977.
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However, LIFT, like the real world, has more than two goods. In a multi-good world, it is
not clear which will create more demand for the subsidized good: a price subsidy or an income
subsidy that costs the government the same amount as the price subsidy. The size and direction
of this bias depend on the budget share and the income elasticity of the subsidized good. In
general, if the subsidized good has close complements, then there is a greater chance that an
income transfer will generate more demand for the subsidized good than the price subsidy.11

This is potentially important for our work since Medicare does not subsidize the purchase of
Drugs -- a close complement to medical services. However, we find that given our current
budget shares and income elasticities, we underestimate the effect that changes in Medicare will
have on medical services demand.

In addition to the downward bias caused by modelling the program as an income transfer,
there is an additional downward bias in our forecasts of medical PCE because part of the dollar
value of the price subsidy (Medicare) is unspent by LIFT. This is because LIFT constrains total
PCE so that:

Since the spending rate is near .95, a dollar of price subsidy, when treated as an income transfer,
will generate one dollar of additional disposable income but will generate only 95¢ of additional
spending. Thus, the under-forecasting of medical PCE is compounded by allowing only a
fraction of the spending to occur. This means that simulations that attempt to evaluate the effects
of various alternate health care financing proposals will underestimate the effect of Medicare
funding changes on medical services PCE.12

III. FORECASTING PCE IN THE LIFT MODEL

PCE is forecasted in LIFT by a system of expenditure functions. These functions use age,
demographic factors, relative prices and income to help forecast PCE by category (Janoska 1994).
Disposable income as reported on line 25 of NIPA Table 2.1 - "Personal Income and Its
Disposition" is used as the income variable by the PCE equations. LIFT constructs Disposable
income using a Personal income variable constructed as shown below:

NIPA Personal Income = Wages + Salaries + Other Labor Income

11 Part of the "savings" created by the subsidy must be spent on the unsubsidized complementary good. If the government
subsidizes the purchase of Left shoes , but not Right, (shoes being perfect complements), much of the subsidy is wasted since
one shoe is virtually useless. If the government had simply given individuals money, more pairs of shoes would have been
purchased than under a subsidy. This of course means that there is a greater number of Left shoes purchased under the transfer
than under subsidy.

12This leakage is less serious than the problems caused by misallocating Medicare funds to other PCE categories.
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+ Proprietors’ Income + Rental Income + Dividends + Interest
+ Transfer Payments

Disposable Income = NIPA Personal Income - Personal Taxes and Non-taxes

Transfer payments appear in NIPA table 3.12 "Government Transfers To Persons." Medicare is
included in these transfers by NIPA convention. LIFT makes no distinction between a price
subsidy program like Medicare and an income transfer such as Old-Age, Survivors, and Disability
Insurance (Social Security). The dollar value of the transfer is treated as if it were a completely
discretionary form of income. As discussed above, except under the conditions given in the
appendix, the two types of transfers are not equivalent.

We believe that, since the program is a price subsidy, it should be modelled as such.
Currently, LIFT treats all health insurance programs (private and government) as income
transfers.13 These programs are not income transfers but are price subsidies. We have
exempted private health insurance from our discussion, but we believe that PCE forecasts would
be improved greatly by treating these programs as price subsidies. Correctly modelling Medicare
and private health insurance would not only improve the PCE forecasts, but could also improve
the macroeconomic simulation properties of the model because of the link between government
expenditures, the deficit and general macroeconomic conditions (Monaco 1994).

IV. OPTIONS: DESCRIPTION AND COST-BENEFIT ANALYSIS

In this section we present four alternative plans for revising the method LIFT models the
effects of Medicare benefits. For each option, we give a simple description and outline the costs
and benefits.

Maintain Status Quo

As always, one option is to do nothing. Medicare would continue to be modelled as a pure
income subsidy and in the absence of user intervention, we would continue to under-forecast
medical services PCE and over-forecast non-medical services PCE.14 Since this proposal
requires that no changes be made in LIFT, the marginal cost and marginal benefit are both zero.
In our opinion, this is the worst case scenario since it does nothing to correct the problems we
have already discussed. However it does so at zero cost.

13Private health insurance primarily consists of employer contributions for health insurance.

14Since analysis using LIFT is relevant only in terms of difference from base, this bias does not present a problem in
analyzing the effects of policy changes -- unless such policy changes alter the funding pattern of medical care.
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Direct Link Between Medicare and Medical Services PCE

This solution would directly link Medicare to Medical PCE on a dollar per dollar basis.
Disposable income would be redefined as "Discretionary" income or NIPA Disposable Income
less Medicare. A new spending rate would be calculated based on spending from Discretionary
income. Equations would be estimated to forecast private demand for medical services (NIPA
Medical services PCE net Medicare financed services). Total medical services would equal the
sum of these two components, Private and Medicare.

For this approach to solve the problem of either over-stating or under-stating the effects of
Medicare on medical services PCE, it must be true that an in-kind transfer is equivalent to a price
subsidy. This approach also assumes that there is a one-to-one link between increases in demand
and increases in the in-kind transfer. As shown in the appendix, these assumptions may be
logically inconsistent with each other.

We believe this approach is little better than maintaining the status-quo, since we still model
the demand effects of Medicare incorrectly and we do so after incurring some implementation
costs. The proposal is appealing on a certain level since it does link Medicare and medical PCE,
but we believe there are better ways to implement this link.

Ad-hoc or "Back of the Envelope" Linking

This approach is very similar to the Direct Link approach. However, instead of imposing a
one-to-one link, we would develop estimates of the displacement effect. For example, we could
impose a one-to-two link -- $1 of Medicare would generate $2 of medical services PCE. This
approach would approximate modelling the program as a price subsidy since we would be
displacing some of the commercially-purchased good. Implementing this approach in the model
would be no more difficult than the Direct Link proposed above and would move us closer to
modelling Medicare benefits as price subsidies.

The size of the linkage could be based on the estimates or assumptions of LIFT users. This
approach is both a strength and a weakness. The benefit is flexibility, since it allows a much
wider range of simulations. The weakness is that the size of the displacement is arbitrary.
Estimates of the displacement effect could be made, but proper estimates would require adjusting
income and price to treat Medicare as a price subsidy. Since this work would be required if we
modelled the program as a price subsidy, we believe that the extra effort should be invested in
modelling Medicare benefits as a price subsidy.

Price Subsidy Approach

This alternative has INFORUM modelling Medicare as a price subsidy with a link between
Medicare transfers and medical PCE. The size of Medicare could be expressed as either a
percent of producer price or as a dollar amount. If expressed as a percent of price, LIFT would

INFORUM April 19949



determine the consumer price based on the producer price and this "wedge" between producer
and consumer price. LIFT would then forecast medical PCE and determine the total dollar size
of the Medicare program. Alternatively, if expressed as a total program size, LIFT would
calculate the wedge and determine the subsidy as a percent of price.

We would remove the Medicare program from NIPA Personal income, and treat it as a
wedge between producer and consumer price in the medical services PCE categories. This in
turn would create new non-NIPA PCE deflators for the health care PCE categories. We would
use these new deflators when estimating the system of PCE equations and when estimating PCE
by category. Treating Medicare as a price subsidy would also require that we create a new non-
NIPA Personal Income variable -- essentially NIPA Personal income net of Medicare benefits.

The size of Medicare could be set or forecasted in terms of total dollars spent or as a percent
of producer price. LIFT would then calculate and report which ever of these two that was not
specified. NIPA style numbers would be recreated to allow for direct comparisons between LIFT
and other forecasts based on NIPA numbers.

Treating Medicare as a price subsidy would also link Medicare benefits to health services
expenditures. Since the program would reduce the price of medical care faced by consumers,
Medicare transfers could only be spent on medical care. Changes in the Medicare program
would cause medical PCE to change through the price effect. Similarly, increases in demand
would increase the size of the Medicare program.

We outline the estimation procedure below:

• Step 1. Redefinition of income variable used by PCE system as follows:

• Step 2. Redefine price deflators used by PCE system as follows:

where Ci, the coinsurance rate, is given by:

DEFL′ i = LIFT PCE Deflator, category i
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DEFLi = NIPA PCE Deflator, category i
Nominal PCEi= Nominal PCE in Category as Defined by NIPA
Medicarei = Medicare Spending, category i

• Step 3. Estimate parameters for the current system of PCE equations, but use the newly
defined disposable income and deflators as independent variables.

This approach assumes that the average coinsurance rate equals the marginal insurance rate
across all individuals. This assumption leads to a bias (Newhouse et al. 1979) since, coinsurance
rates vary across individuals and average coinsurance rates do not equal marginal rates. Because
we cannot measure the true marginal coinsurance rate, we assume that the average rate equals
the marginal rate.

Our price parameters will be biased for another reason as well -- deductibles. Keeler et al.
(1977) show how deductibles will bias our price parameters in an unknown direction. Keeler et
al. (1977) and Newhouse et al. (1979) show that by either eliminating individuals with
deductibles from the data set or lumping individuals together who have the same deductible, the
bias is eliminated. These solutions cannot be implemented here because our data does not
provide information on who has a deductible in their insurance policy or the size of the
deductible. We acknowledge that our estimated parameters may be biased, but feel that the size
of the bias is small relative to the improvement gained through modelling Medicare benefits as
a price subsidy.

So that these new equations could be used by LIFT, we would need to implement several
changes. First, LIFT would be modified to construct and use the new Disposable income variable
(NIPA disposable income less Medicare benefits) in the PCE equations. Second, LIFT would
be modified to construct and use the new deflator (C * DEFL) in the PCE equations.

For these equations to generate forecasts, forecasts of either the subsidy rate or Medicare
benefits would have to be provided.15 LIFT would be modified so that either the subsidy rate
or the amount of Medicare would be known. Once either value is known, the other can be
determined as follows:

We know that the dollar size of the Medicare program is given by:

where:
thus:

15These values could either be specified exogenously or equations could be developed.
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We would solve the above equation for whichever of the two, subsidy rate (s) or Medicare
Benefitsi, is unknown.

This approach requires a considerable amount of start-up cost in terms of data work,
revamping the estimation routines and modifying LIFT. Most of these costs would be incurred
under the "ad-hoc" approach described above. The only additional cost would be modifying
LIFT so that it could handle wedges between producer and consumer prices (consumer price
subsidies). We believe that the amount of effort required to implement this proposal -- treatment
as a price subsidy -- compared to implementing any of the other alternatives is a cost that is far
below the expected benefit.

V. RELATED AREAS OUTSIDE THE GOALS OF TASKS 6 AND 7

Until this point, we have specifically narrowed our discussion to the Medicare program and
have avoided discussing the modelling of Medicaid and private health insurance. We believe that
the improvements suggested with respect to Medicare should be extended to include private
health insurance payments. The modelling of private health insurance payments should not differ
from the modelling of government-run health insurance payments. The effects of the two
programs on medical care demand should be identical -- only the agency paying for the care
changes.

Medicaid, however, is a price subsidy/in-kind transfer hybrid. First tier services (hospitals,
physicians, diagnostic tests, etc.) have no coinsurance rate but may have a "nominal" fee
associated with the service.16 Second tier services (dental care, drugs, eye glasses, etc.) may
have coinsurance but this varies by state (Phelps, 1992). We are unsure how to model Medicaid
payments but believe that a price subsidy or a one-to-one direct link approach is more correct
than the current pure income transfer treatment.

VI. CONCLUSION

16In practice, the "nominal" fee is extremely small compared to the cost of the service provided -- for example, a $5 charge
for emergency room treatment.
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The effect of an income transfer on consumer demand will generally differ from the effect
of a price subsidy. The treatment of a price-subsidy program as an income transfer will lead to
inaccurate forecasts of the effects of a change in the transfer program. LIFT’s current treatment
of the Medicare program is one example of this. We have described how Medicare could be
treated as either an in-kind transfer or as a price subsidy by LIFT. Modelling Medicare in this
manner has great importance since the size of the Medicare program relative to total medical
PCE means that correctly modelling Medicare will significantly improve our forecasts of medical
PCE.
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APPENDIX

Notation:

Px
0 Initial Price of Good X (the subsidized good)

Px
1 = (1-s)Px

0 Subsidized Price of Good X, where 0<s<1

Pelse Vector of Prices for all Other Goods

M0 Initial Income

M1 =M0+MTran Income After Income Transfer

G(Px,Pelse,M) Marshallian or Normal Demand Functions

X0 = G(Px
0,M0) Initial Demand

X1 = G(Px
1,M0) Demand under Subsidy =∆Px(∂G/∂Px) + X0

X2 = G(Px
0,M1) Demand under Income Transfer =∆M(∂G/∂M) + X0

Em Marshallian Own Price Elasticity, Good X = (Px/X) * (∂G/∂Px)

η Income Elasticity, Good X = (M/X) * (∂G/∂M)

α Budget Share, Good X = Px
0X0/M

When will ∆XTransfer = X2 - X0 > ∆Xsubsidy = X1 - X0 when the cost of subsidy equals cost of transfer ?

∆P = ∆P = Px
1 - Px

0 = (1-s)Px
1 - Px

0 = -sPx
0

∆M = -∆PX1 = sPx
0X1

X1 = ∆P(∂G/∂Px) + X0 = -sPx
0(∂G/∂Px) + X0

X2 = ∆M(∂G/∂M) + X0 = -∆PX1(∂G/∂M) + X0 = sPx
0X1(∂G/∂M) + X0

We exclude the pathological case of a Giffen Good, therefore X1 - X0 > 0
Thus, ∆XTransfer>∆XSubsidy as X2 > X1

sPx
0X1(∂G/∂M) + X0 > -sPx

0(∂G/∂Px) + X0 Simplifying gives us:

X1(∂G/∂M) > -(∂G/∂Px) Substitute for X1:

-sPx
0(∂G/∂Px)(∂G/∂M) + X0(∂G/∂M) > -(∂G/∂Px) Multiply both sides by Px

0/X0 and simplify:

-sPx
0(∂G/∂M)Em +Px

0X0(∂G/∂M)/X0 > -Em Multiply First Term by X0M/X0M = 1 and simplify:

-sηαEm +Px
0X0(∂G/∂M)/X0 > -Em Multiply Second Term by M/M = 1 and simplify:

Em -sηαEm + ηα > 0 (Equation 1)

An Income Transfer will generate more demand than a price subsidy if the above equation holds.

∆Xin-kind = X3 - X0 = ∆Xsubsidy = X1- X0, the cost of subsidy equals cost of transfer and a 1:1 link holds, IFF

Em -sηαEm + ηα = 0 From Equation 1

For the assumption of a one-to-one link to be true, ∂G/∂M = 1.0 Thus, η = M/X0. Substitute:

Em -s(M/X0)(Px
0X0/M)Em + (M/X0)(Px

0X0/M) = 0
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Simplify and solve for Em to give us:

(Equation 2)

Except for a few cases, this equation will not hold. Thus, a one-to-one link will not give us the same results as
modelling the program as a price subsidy. By imposing a one-to-one link, the size and direction we misstate the
effects on PCE of increases in the Medicare program depend on Em, the subsidy rate and the price of medical care.
Since the derivative of equation 2 with respect to both s and Px is less than zero, we know that as price or the
subsidy changed, we would move away from the point where the in-kind transfer was equivalent to a price subsidy.

INFORUM April 199415



References

Clemmer, Richard B., (1984), "Measuring Welfare Effects of In-Kind Transfers," Journal of
Urban Economics, 15 (1), pp.46-65.

Crews, Amy D., (1993), Self-Selection and Administrative Selection in the Estimation of the
Effects on In-Kind Transfers: Federal Housing Programs, Unpublished manuscript, University
of Virginia, Charlottesville.

Feldstein, Martin S. (1973), "The Welfare Loss of Excess Health Insurance," Journal of Political
Economy, 81 (2), pp.251-280

Hurd, Michael D. (1990), "Research on the Elderly: Economic Status, Retirement, and
Consumption and Saving," Journal of Economic Literature, 27 (2), pp.565-637.

Jacobs, Philip (1991), The Economics of Health and Medical Care (3rd. Edition), Gaithersburg,
MD: Aspin Publishers, Inc.

Janoska, Jeffry J. (1994), "The PCE Equations: Revisions and Review," INFORUM Working
Paper, Series 94 (4).

Keeler, E.B., J.P. Newhouse, and C.E. Phelps (1977), "Deductibles and the Demand for Medical
Care The Theory of a Consumer Facing A Variable Price Schedule Under Uncertainty,"
Econometrica, 45(3), pp.641-655.

Letsch, Suzanne W., H.C. Lazenby, K.R. Levit, and C.A. Cowan (1992). "National Health
Expenditures, 1991," Health Care Financing Review, 14 (2), pp.1-30.

McCarthy, Margaret B. (1991), "LIFT: INFORUM’s Model of the U.S. Economy," Economic
Systems Research, 3 (3), pp.15-36.

Moffitt, Robert (1989), "Estimating the Value of an In-Kind Transfer: The Case of Food
Stamps," Econometrica, 57 (2), pp.385-409.

Monaco, Ralph M. (1994), "Interest Rates, Exchange Rates, and the Federal Budget Deficit in
INFORUM’s LIFT Model," INFORUM Working Paper, Series 94 (2).

Newhouse, Joseph P. and C.E. Phelps (1974), "Price and Income Elasticities for Medical Care
Services," in The Economics of Health and Medical Care, ed. by Mark Perlman, New York,
NY:Halstead Press pp.139-161.

INFORUM April 1994



Newhouse, Joseph P.,C.E. Phelps, and M.S. Marquis (1979), On Having Your Cake and Eating
It Too: Econometric Problems in Estimating the Demand for Health Services, Monograph R-
1149-1-NC, Santa Monica, CA: The Rand Corporation.

Pauly, Mark V. (1986). "Taxation, Health Insurance, and Market Failure in the Medical
Economy," Journal of Economic Literature, 24 (2), pp.629-675.

Petrie, John T. (1993). "Chapter 1: Overview of the Medicare Program," Health Care Financing
Review: Medicare and Medicaid Statistical Supplement, 1992 Annual Supplement, pp.1-12.

Phelps, Charles E. and J.P. Newhouse (1974), "Coinsurance, the Price of Time, and the Demand
for Medical Services," The Review of Economics and Statistics, 56 (3) pp.334-342.

Phelps, Charles E. (1992). Health Economics, New York, NY: HarperCollins Publishers.

Pollock, Stephen H. (1986), Income Taxes in a Long-Term Macroeconometric Forecasting Model,
Unpublished Ph.D. Dissertation, University of Maryland, College Park.

Rosett, Richard N. and L. Huang (1973), "The Effect of Health Insurance on the Demand for
Medical Care," The Journal of Political Economy, 81 (2), pp.281-305.

Schwab, Robert M (1985), "The Benefits of In-Kind Government Programs," Journal of Public
Economics, 27 (2), pp.196-210.

Smeeding, Timothy E. (1977), "The Anti-Poverty Effectiveness of In-Kind Transfers," The
Journal of Human Resources, 12 (3), pp.360-378.

and M. Moon (1980), "Valuing Government Expenditures: The Case of Medical Care
Transfers and Poverty," Review of Income and Wealth, 26 (3), pp.305-324.

Zellner, James A. and L.G. Traub (1987), "In-Kind Food Assistance and Consumer Food
Choice," The Journal of Consumer Affairs, 21 (2), pp.221-236.

INFORUM April 1994



INFORUM is a research organization dedicated to improving business forecasting and government policy
analysis. For twenty-five years, its forecasts, models, and consulting services have been used by American
business and government. The name INFORUM stands for INterindustry FORecasting at the University
of Maryland and is the registered trademark of the Interindustry Economic Research Fund (IERF), a non-
profit, tax-exempt, research and educational corporation.

For more information, call or write to INFORUM, Department of Economics, University of Maryland,
College Park, Maryland 20742, telephone (301) 405-4609.

WORKING PAPERS

Number Date Title Author

93-096 June 1993 Update of the 1982 Benchmark Margaret McCarthy
Input-Output Table

93-097 July 1993 MuDan: A Model for MUltisectoral Clopper Almon
Development ANalysis of China

93-099 December 1993 Purchases of Structures in LIFT Lorraine Sullivan Monaco

94-001 January 1994 Physician and Hospital Expansion of LIFT Margaret McCarthy

94-002 January 1994 Interest Rates, Exchange Rates, and the Federal R.M. Monaco
Budget Deficit in INFORUM’S LIFT Model

94-003 January 1994 New Tax Capabilities and Medical R.M. Monaco
Accounting in LIFT

94-004 January 1994 The PCE Equations: Revisions and Review Jeffry J. Janoska
(Revised March 15, 1994)

94-005 February 1994 Value-Added Taxation in LIFT Amy Carr

94-006 February 1994 Employment Equations in LIFT: Lorraine Sullivan Monaco
Focus on Annual Hours

94-007 February 1994 The Impact of the Electric Car on Douglas S. Meade
the U.S. Economy: 1998-2005

94-008 February 1994 A Bilateral Trade Model for the Inforum Qiang Ma
International System: Model Structure and
Data Organization

94-009 March 1994 Requirements for U.S. Exports: 1983-1992 Margaret McCarthy

94-010 April 1994 An Approach to Modelling Medicare Benefits Jeffry J. Janoska



WORKING PAPERS

INFORUM WORKING PAPER 94-010

An Approach to Modelling Medicare Benefits

Jeffry J Janoska

April 1994

INTERINDUSTRY FORECASTING PROJECT
DEPARTMENT OF ECONOMICS
UNIVERSITY OF MARYLAND
COLLEGE PARK, MARYLAND


