rhe Affordable Care Act:
The Current Driver

of Healthcare Reform

Elyse Berkman, Nancy Aries, and Barbara Caress

Qverview

Despite strong public Supp-JOFt for healthcare reform, the United States remains the only indus-
iized country without u1luversa] access.to health care. The Affordable Care Act (ACA) is
changing that Jandscape. Itis a mear}s to fill the gaps that currently exist through the provision
of low-cost insurance and high-quality care. It aims to control costs through financial incentives
that should improve care coordination and patient outcomes. Although the program met tremen-

dous resistance since it was debated in Congress, it represents an important step to ensure access

and quality care for all.

Objectives

» Understand the ideological debates that define the politics of national health insurance in the
United States.

+ Explain why President Obama made national health insurance a centerpiece of his first-term
legislative program and how he succeeded in seeing the bill signed into law.

+ Describe the features of the ACA, including the role of the individual mandate, adverse selec-
tion, cost control, and quality initiatives.

+ Explicate how the ACA addresses problems of access, cost, and quality.

* Assess the status of implementation.
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that the United States spends almost twice as

much as any other country on health care. In
2011, the World Bank reported that the United
States spent 17.9% of its gross domestic product
(GDP) on health care, while the average health-
care expenditure for the 13 highest-income
countries, which includes the United States,
was only 12% (Organisation for Economic Co-
operation and Development, 2014; World Bank,
2013).
This chapter examines past efforts to create
a program of national health insurance and
the rejection of reform legislation. It then looks
at how the policy lessons from these earlier
eff?rts enabled President Barack Obama to
p i
; :;P:: :iirfjff“ve }.Jrogra m that garnered the
1 0fthe major healthcare lobbies and
t.he majority of members of Copy ress. C
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National health insurance i
has come on and off the Public ,
the turn of the 20th century, The:nd
distinct economic, po]itiCaL il Se alrg a‘_—,‘
that shape the debate in cach r, Ecre!j!;“
also issues that remain constap, ;‘;utt
first concern’ is access to affordam:;h”*'.
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insurance. The second is cost ang k-
rapidly escalating costs of health % tthe,
contained through governmen; i ela |
or the market. Both are tied tq Ame:eniu:
unfailing fear of government intewe::?“"
result, there is constant tensiop, abomfm‘;
government programs can be understﬂ‘:’lhdeh
advancing the cause of national hegjy |
ance or ensuring an adequate safety net“;;“
sons who cannot access the healthcare ma

ng:zlx {‘nsurance and the Amerieg,
More than 100 years ago, Germany's dy
cellor, Otto von Bismarck, led his countryly
adopt a system of social insurance thatinds
compulsory sickness insurance to protect
ers from lost wages due to illness (Steinmo}
Watts, 1995). Similar systems were legislte
Austria, Hungary, Norway, Serbia, Britain !
sia, France, Switzerland, and the Netherland
Social insurance was a political compromis
between the business owners and the work
class. It responded to the growing polilifilIdi
content over industrialization by prnletii“f~"
jobs and income of workers who hccnmf-‘!"
In the early 19th century, a program o
national health insurance seemed polit® !
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anilf:;ifan Association of Labor Legislation
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(A;L]s‘g,'ite high expectations for passage, no
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aken (Fein, 1989). Broad-based

the proposal was missing because
or interest groups were internally
10ng physicians, the proposal was
supported by the Amencar} Medical Ass.ocm-d
ion (AMA), which at the time was fiommate

by academics. They understood national l.1ealth
insurance as a way to advance the centraliza-
tion of medical practice in hospital-based
specialized group practices. The local medi-

al societies, however, whose members feared
that support of specialized group practices
would undermine the role of solo practitioners,
opposed the proposition. Labor also vacillated
inits support of the AALL's proposal. Sickness
funds would help build union membership, but
they would result in higher dues.

Further undermining the cause was the
absence of a clear mandate for federal inter-
vention. The well-being of the population fell
under state jurisdiction (Rich & White, 1996).
This made it extremely difficult for the federal
fz:jzr]nm;:nl to justify a role in protecting the
Thmd\[\}'e fare of the population. Although

“eodore Roosevelt supported the proposal,
his defat by Woodrow Wilsan. wha did nat

lartot
140

action wast
support for.
the two ma)
divided. An

History of National Health Insurance [nitiatives

less political support to advance the program.
When America entered World War I in 1917,
national health insurance was essentially off
the public agenda.

The Great Depression and the
Reconsideration of National Health

Insurance

Franklin Delano Roosevelt was the first
president to support national health insurance
while in office. The Social Security Act of 1935
initially included a program of compulsory
insurance, which was among the most con-
tested parts of the legislative debate. To avoid
jeopardizing passage of a bill that would create
a wide array of programs to protect the eco-
nomic and social well-being of the American
public, national health insurance was elimi-
nated from the Social Security Act before the
legislation was presented to Congress (Falk,
1977).

Both the proposal for national health insur-
ance and its elimination from the legislation
were grounded in the work of the Committee
on the Cost of Medical Care (CCMC) (Fein,
1989). The CCMC was a commission supported
by eight foundations charged with examining
the rising cost of medical care. In forming its
recommendations, the committee was split on
the same issues that divided the medical profes-
sion 20 years earlier. There was no consensus
as to whether medical services should be pro-
vided through organized group practices or
through private doctors. In addition, the com-
mittee did not agree on whether there should
be compulsory health insurance or a system
of voluntary prepayment for medical care. To
present a single report, the CCMC came out in
favor of group practice and voluntary insurance
(Fein 1980) Recanee af the COMO e ennnaet
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(Skocpol, 1995). Opposition was heavily funded

and eftectively reached their target market.
Republicans were further able to play on the

public’s fear of large government and the possi-
ble loss of freedom that might ensue, and Presi-

dent Clinton did not defend accusations made

about the bill. The legislation did not make it to

avote in either house.

Growth in the Number
of Uninsured People

With the failure of the Clinton proposal, the

number of uninsured people in the United States

continued to grow, The U.S,. population grew by
15% in the years between 1994 and 2009, while
the number of uninsured people increased at
more than double that rate. By 2009, the U.S.
Census Bureau’s Current Population Survey
counted 50 million uninsured people—about
one of every five U.S, residents younger than
age 65. Had the mostly federally financed State
Children’s Insurance Program (SCHI P) not

greatly expanded Medicaid’s reach, the number
of uninsured people would likely have hit 65 mj]-
lion by 2009 (Kaiser Family Foundation, 2009).
Atits creation jn 1997, SCHIP was the largest
€xpansion of taxpayer-funded health Insurance
coverage for children i the United States since

Family Foundation, 29 3a):
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'mcludmg cancer, and hy, highern? disey,
Ity rates than those with insurance” (Ogrgt?lq
A]though uninsured People are more]ik:tfuf-l:-
be admitted to a hospita] When syffey; L
an avoidable hea]ih problem they are Jeg

to receive needed services. (Kaiser Family
dation, 2013b). In fact, 4 2009 study condu
by faculty at the Harvard University Schodl¢
Public Health attributed 45,000 deathsotk |
lack of health in surance (Wilper et al,, 2009)

The growing number of uninsured peo

was also causing problems for safety-netins?
tions that served them (often in an emerg
and for other providers who were facing dﬂ-|{-l
Increasi ng burden of uncompensated L'ilf'f:J:é
ahan & Garrett, 2010). Most uninsured P
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Massachusetts Acts Alone

In 2005, about 10% of the Massachusetts pop-
ulation younger than age 65 was uninsured. The
Massachusetts legislature chose to take action.
Their reasons were the same as those that moti-
vated the Clinton health plan and would greatly
influence the development of the ACA: increas-
ingly expensive health care and health insurance
that fostered growth in the number of people
who were uninsured and unable to receive regu-
lar care, The resulting stresses were apparent on

History of Ny

ati ]
ational Health Insurance Initiatives

individua ili
i ]s‘and families a6 well as institutional
Providers (Symonds ‘ N

o 2006),
. e»l;x €en 2004 and 2006, the Affordable
are Today (ACT) coalition of community,

labor, iti
campai tht g S e
; collecting 75,000 sig-
Natures on a petition for state action to expand
;::\Te;'age. By April 2006, the Democrat-led state
gislature and the Republican Governor Mitt
Rom—ney forged a compromise for 4 compre-
hensive one-state universal health insurance
Program. Its design and features presaged
many of the elements incorporated into the
:&CA. Among the key features were the follow-
ing (Kaiser Family Foundation, 2012a):

Dependence on the continuation of employ-
ment-based coverage as the linchpin of cov-
erage while using state programs to make
insurance more affordable and accessible.

* The Commonwealth Health Insurance
Connector, an exchange offering curated
commercial products under the rubric of
either the subsidized Commonwealth Care
program for low- and moderate-income
uninsured residents or nonsubsidized
Commonwealth Choice plans.

» Insurance market reforms that required
insurers to offer coverage to any eligible indi-
vidual regardless of health status and health
history. The state also created affordability
standards in the commercial marketplace.

« Medicaid and SCHIP expansions to low-
income families living below 300% of the
federal poverty standard.

« Employer requirements to help pay the cost

of coverage by any employer of 11 or more

workers.

Individual mandate to have insurance or

pay a substantial penalty.
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Zn age 65 (U.S. Cens:fs Bureau, ,
2011). At the same time, the dip. in the rate ?f ,
economic growth further highhghted the effec
healthcare spending had on the economy. In
2008, it was projected that health care would
consume 15.2% of the GDP. It was difficult to
imagine how the United States could restore a
vibrant economy without finding some way to
contain healthcare costs. Paradoxically, both
Republican and Democratic ca ndidates for
major office argued for investment in national
health insurance as a key mechanism to relieve

2009, emp

insurance
younger th

the economic crunch.

As promised in his campaign, Barack
Obama undertook health reform as the major
initiative of his first term. The Obama admin-
istration’s proposed health reform legislation
was politically and programmatically mod-

eled on the successful Massachusetts program

(Kingsdale, 2009), His plan provided for the

.expansion of private insurance for moderate-

mco'me people who were uninsured and th

Medicaid program for vulnerable i .

Central to the bjf]’s intent y S
Vere numeroyg

theare Reform

srovisions designed to contro :
ing through the eventua Teor e?’lh B

delivery system. The bil] a]¢, i;nlﬁtf:".
regarding regulation of the gy = eg,
market to make commerci| insl:r ing,

affordable, more Comprehensi;-e e,
3 and -
n

equitablc. .
Extrapolating on the 1993 debog
. Cang

replicating some of the MaSSaChuSE .
ence, Obama reached out t . s g

e

$ P
from Congress and healthcare Stakﬂ:el&
Choly,

build broad-based, nonpartisy, o e
proposal. From the start, he faced ;’Pnnf;_:.
from the minority Republican party S,
enough Democratic strength i fheée Uty
prevent a filibuster, the administryg, Mate,
ahead and sought a bipartisan propcs;mr‘
To bolster the administration Cas;;

major lobbyists for hospitals, Physiciap,
insurance companies, and the Pharmaclﬁ-

. . i
cal and medical supply industries, whoy
been skeptical of health reform Effﬂrlsi;[:
past, were brought into the process (Jacak
& Skocpol, 2012). They were promiseg acc;
to 25-30 million newly insured Amerigy
which would increase public healthcare
spending by an estimated $1 trillion over/
next decade. In addition, negotiations ye
held with each set of stakeholders to addr:
their concerns regarding overregulation,
prohibition of price negotiations, and the
reach of a public option.

The bills that would become the ACA
passed the Senate in late December 2009t
no Republican votes. Then in January, the _
election of Scott Brown to fill the vacanq’ki
by the death of Senator Ted Kennedy mide!
absolutely incumbent that the Hous¢ i“"'cﬂ
the Senate bill so that it need not come b
for Senate reconsideration. Despite repell

4

.
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alive: « House of Representatives during
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the c:fr :d cuch key provisions as the creation
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: Iannisan approach to health reform fell apart,
ldthe kgislation passed with the support of
o pemocrat in the Senate and 219 Demo-
members of the House. No Republicans
voted for the bill in either house. On March 23,
o1, resident Obama signed the Patient Pro-
d Affordable Care Act (PPACA), and

30, 2010, he signed the Health Care
and Education Reconciliation Act (HCERA)
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The Affordable Care Act: What Is Included

~
(™

legislation are called the Affordable Care Act

or ACA. The term ()!HH?!:I{‘{UL‘ is often used

to refer to the legislation. It was a dcrng!ﬂnr\'
term coined by House Republicans, but Ob;ma
started using it as a way to destigmatize the
expression.

The Affordable Care Act:
What Is Included

The ACA was intended to move the United
States incrementally closer to universal national
health insurance. In doing so, it contained
requirements regarding access, cost, quality,
and organization and delivery of care that may,
if implemented, transform much of the U.S.
health system. As can be seen in Table 4-1, the
Jegislation included a broad array of provisions
(Kaiser Family Foundation, 2013b).

(Cannan, 1013). Together, these two pieces of

Table 4-1 ACA Provisions by Year
L it T

2010
Review of health plan premium increases

Changes in Medicare provider rates
Comparative effectiveness research
Prevention and Public Health Fund
Medicare beneficiary drug rebate
small business tax credits

Medicaid drug rebate
Medicaid coverage for childless adults

Reinsurance program for retiree coverage
Preexisting condition insurance plan
New prevention council

Adult dependent coverageé to age 26
(continued)
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2011

2012

ACA Provisions by Year (continued)

protectlons inins

55
Insurance plan appeals proce o
centers and the National Health Service Corp

ssion

urance
Cons-.:mer

Health

Health Caré Workforce Commi

Minimum medical loss ratio for insurers
Closing the Medicare drug coverage gap
Medicare payments for primary care

Medicare prevention benefits
Center for Medicare and Medicaid Innovation

Medicare premiums for higher income beneficiaries
Medicare Advantage payment changes

Medicaid Health Homes

Chronic disease prevention in Medicaid

National quality strategy

Funding for health insurance exchanges

Nutritional labeling

Medicaid payments for hospital-acquired infections
Graduate medical education

Medicare independent payment advisory board

Medicaid long-term care services

Accountable care organizations in Medicare
Uniform coverage summaries for consumers
Medicare Advantage plan payments

Medicare provider payment changes

Fraud and abuse prevention

Annual fees on the pharmaceutical industry
Medicaid payment demonstration projects
Data collection to reduce healthcare disparities
Medicare value-based purchasing

R .
educed Medicare payments for hospital readmissions
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The Affordable Care Act: What Is Included

2013

2014

2015

2016

2018

state notification regarding exchanges
Medicare Bundled Payment pilot program
Medicaid coverage of preventive services
Medicaid payments for primary care
Elexible spending account limits
Medicare tax increase

Employer retiree coverage subsidy

Tax on medical devices

Financial disclosure

Co-op health insurance plans

Medicare disproportionate share hospital payments
Medicaid disproportionate share hospital payments

Expanded Medicaid coverage

presumptive eligibility for Medicaid

Individual requirement to have insurance

Health insurance premium and cost-sharing subsidies
Guaranteed availability of insurance

No annual limits on coverage

Essential health benefits

Temporary reinsurance program for health plans
Medicare Advantage plan loss ratios
Wellness programs in insurance

Fees on health insurance sector

Medicare payments for hospital-acquired infections

Employer requirements
Increase federal match for CHIP

Healthcare choice compacts

Tax on high-cost insurance
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The Affordable Care Act:
What Will Be Achieved?

More People Covered:
The Individual Mandate

A central goal of the ACA is to extend
affordable health insurance to uninsured
American citizens and legal immigrants
through a variety of mechanisms: Medicaid
expansion for people with very low incomes
and commercial products that would be
affordable through sliding-scale tax subsi.
dies for everyone else. The law requires near
universality of participation through the

individual mandate that, in 2014, requires all
American citizens

and legal immigrants to
hav

e basic health insurance or Pay a tax pen-
alty. Through these mechanisms, the framersg
of the ACA anticipated expansion of public
and private health insurance to 30 million
currently uninsured people.

Half of that eXpansion is to be through

recalibration and federa[izatic-n of Medicaid

eligibility. The federal government is budgeted

to pay virtually the ful] cost for all individuals
and families wig), incomes under 138% of the

federal poverty level. With the goal of helping
young people with very low incomes tq have

fnhleﬂving nearly 5 milio
for their home state’s Me
too poor tg qualify for fe
Purchase insurance op tl
ily l-'uumlnliun, 2013¢),

dicaid Program and
deral assistance (o

1eir own (Kaiser Fam-
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health ingy, n N
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There are 5 Variety e e, Ry
98¢ employerg 1, o Plovig;
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ject to fines. 1 addition
significant ta Cre
employers of low.
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for their ¢mployee The Iy, :
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minimum Stand e
(Americap Pub]
the ACA succe
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v
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Creases, ¢

€rs will he amnngthep

beneficiarjes of the Jay.
Most people w
based plang can

ing

ewill act as g Surrogate for a Jarg
employer, where insy rance pooling happer:
Naturally,
To address the jssye of affordability, thos
with an income Jegg than 400% of the porers
level can recejye tax credits to reduce their
Premiums whep they buy coverage through
the exchange. To further enhance afford:
ability, those who earn less than 250% ‘“,th.f
Poverty level can participate in L~u.~€|-!‘-h;1rltj;
Programs. With cost sharing, the s
lower deductibles and copayments thatire?
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anticlPh ), This is called guaranteed
(insurd 010, children and adults in some
iosue. 10 2 had previously been turned down
- ¢ because of preexisting condi-
had been uninsured for 6 months
were able to obtain coverage. In
or longer ACA extended gua ranteed issue to
a0t the . all states. Not covering people
all adults 10 ected to use healthcare services
who "r{? eﬁ.ance less costly. For insurance to
makCSIle:ble and at the same time eliminate
* affO;i[iW requirements means that every-
insur ahea Jthy or sick—must be in the pool.
or:F]";ut the individual mandate, some healthy
1::}]]6 would opt out of insurance and pay for
it only when they need it. The result would be
over-escalating premiums because onl}r.the
cickest people would be in the pool (Alliance
for Health Reform, 2012).

The exchanges are intended to simplify
much of the complexity of health insurance by
allowing consumers to comparison shop for the
best affordable option. They have an overview
of premiums versus deductibles, copays versus
network size, and so forth. The theory is that
the information available on the mostly online
exchanges will provide an incentive for higher

quality treatment at a lower cost. In some ways,
the exchange madel i< a retiirn ta Clintan’e

(Kaiser Family Foundation, 2014).

More Benefits and Protections

Public and private insurance companies must
now provide 10 essential health benefits to par-
ticipate in state exchanges: outpatient (ambula-
tory) care; emergency services; hospitalization;
maternity and newborn care; mental health and
addiction services, including behavioral health
treatment; prescription drugs; rehabilitative
and habilitative services and devices; laboratory
services; preventive services, such as vaccines
and chronic disease management; and pediatric
services, including oral and vision. In addi-
tion, many preventive services—such as mam-
mograms and colonoscopies; flu, mumps, and

measles vaccinations; and blood pressure and
cholesterol screenings—are included for free;
neither copays nor deductibles can be charged.
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nsible for all covered expenses = oo
:;‘Stiz out-of-pocket maximum. ‘.-\-'11111an :m
imits, insurance companies are fre
?r::j:t];?;ns with widely dif(crt‘:nt features—
networks, coinsurance, dcducllb]cs,' aln &
copays. They are required on!.y to explain ey
offerings in a common prescribed format tha
was developed to allow consumers to compare
one plan with the next (Levitt, Claxton, & Pol-
litz, 2012).
The ACA does not regulate insurance C

RegardICSS 0

om-

pany premiu ms—that j
agencies—but it does impose some restrictions
on rate setting. First, insurance companies may
not charge higher premiums for individuals due
to preexisting conditions, use of health services,
or gender. Depending on preemptive state law,
insurance companies are permitted to charge a
predetermined additional percentage for individ-

uals who smoke, are older, and reside in high-cost
medical areas (Kaiser Family Foundation, 2012b).

Insurance companies are required to spend at
least 80 or 85% of insurance premiums on medi-
cal services depending on group size, This i
C:li‘lcd the medical loss ratio, In the year after the
ACA was passed, many Americans received pay-
ments from their insurance companies I)ecmll;cy

a meate W 8| P 1
A greater percentage of their premiums was
§ was

gt Driver ¢

ob is left to state insurance

of Healtheare Reform

being spent on administratiy,
allowcd by law,

There are a number of new i
requircmcms, including annug] :ns%‘:
lra‘:k qua“ty iml’m"emcm t’.’ff()rte ?h-:.:
extent, the areas that are bei"gt,:' Tgasi:
with the National Quality Sr, C ‘dejé
include strategies to improve healh;\ b,
patient outcomes, and populalionh e“'t{
include harm reduction, Promotigy thy
centered care, and the proper uSeufuf .
records, among others. A ney not.f,
organization, the Patiem_cemered .
Research Institute, will identify, r
compare clinical effectiveness trgg
ser FEamily Foundation, 2012a),

P

i
Mem,u

Cost Control through Medicor,
Reconfiguration

The implementation of all healty, ingys
ance subsidies built into the ACA waspy
jected to cost $1 trillion between 2013 4
2022. None of the money will be paid fz
the government’s tax-generated generalfy
Instead, all the money is expected throug
reductions in federal spending on Medica
and Medicaid, additional revenue fromta
on insurance companies and other partsq
the healthcare industry, higher premiom;
from higher income Medicare beneficiark
an increase in Medicare tax from people¥
earn $200,000 or more, and a general slow
down in healthcare spending over whil ¥
projected prior to enactment of the ACA!
other words, the ACA is premised on redu
ing the rate of growth of healthcare costs!
¢ will come fe?
changes in the way Medicare pays for aft

Embedded in the ACA are planst0 redv®
by $716M

largest reduction in the rat

Medicare payments Lo providers
lion over a 10-vear period.
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Through the ACA, new funding has been
allocated for community health centers and
school-based health centers. The funds will be
used to create centers in underserved areas and
expand preventive and primary care services at
existing centers.

Improved Public Health

The United States healthcare delivery system
is often referred to as disease care. The ACA
endorses an evolution toward a system that is
grounded in prevention and health promotion.
A number of initiatives have been put forth in
support of this shift in thinking and practice.
The Prevention and Public Health Fund (PPHF)
was created “to provide for expanded and sus-
tained national investment in prevention and
public health programs to improve health and
help restrain the rate of growth in private and
public health care costs” (Patient Protection and
Affordable Care Act, 2010). Over 10 years, $15
billion will be spent on state and local public
health initiatives (American Public Health Asso-
ciation, 2013). This is the first mandatory public
health fund. The PPHF supports the work of the
Centers for Disease Control and Prevention and
the Health Resources and Services Administra-
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menu boards, drive-through

stics of the Transition

pol
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court @
The opposition to the ACA has been strong.
ingle Re ublican member of the House
Nt * e voted for the law in 2009-2010. Since
s Senitousands of business, political, religious,
s tmmunity groups have lobbied and dem-
and €O od against the law. Approximately once
onstr® th, the Repubiican-controlled House
er mo” ’funding bill that has no hope of pas-
emocratic Senate.
significant challenge to the law
came through the courts. Twenty-five Repub-
lican governors, together with the National
Federation of Independent Business and a
qumber of related organizations, challenged
the constitutionality of the individual mandate
and the Medicaid expansion. On the last day
of the 2011-2012 term, the Supreme Court
found the individual mandate to be consti-
tutional but issued a complicated decision on
the Medicaid issue. A majority of the justices
found that states did not have adequate notice
to voluntarily consent, therefore the secretary
of Health and Human Services could not make
payment of all Medicaid funds contingent on
agreeing to expand. The court’s majority did
1ot invalidate the expansion section of the
law, but it eviscerated the federal government’s
ability to enforce it. Medicaid expansion has
(Liptak, 2012).

gageé in the D
The most

now become a state option

The Disaster of Going Live

Political opposition to the ACA gathered
momentum after October 1, 2013, when the

81

:J::;:“;;Lf:mfd exchanges opened for

_ s. Despite many heartwarming sto-
—
isting Conditior;q 'th o dl-m 2l el

: s, the process of purchasing
insurance through the exchanges proved
more difficult than anyone imagined (Cohn,
2013). While some people were easily able to
purchase insurance, others made m{:itiplc
failed attempts. Somewhat fewer problems
were reported by the states that opted to run
their own exchanges. Correcting these prob-
lems has been a top priority for the Obama
administration.

Many people were disappointed by what
they were offered on the exchanges—plans
that were too costly, too few providers,
deductible or copays that were too high. One
person reported looking for a family plan
but could not find one that had a pediatri-
cian within 20 miles of her home. Another
found that her life-sustaining prescription
drugs would not be covered. Even with the
significant technological and information
difficulties, the exchanges reached more than
100% of their target enrollment by March 31,
2014, the official end of the open enroliment
period. As of that date, 8 million people had
enrolled in an exchange plan, and another 4.8
million had been found eligible for Medicaid
and CHIP (Assistant Secretary for Planning

and Evaluation, 2014).
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the American Way, an
Incremental Step

the landscape of the
m in the United States.

gaps that currently

The ACA is changing
healthcare delivery syste
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Discussion Questions

1. How would you explain the political and cylfrralreslstance to Nationa] health ;
. i

in the United States? S : Tien
. ve the United States closer to providing health ;
7. How does the ACA mo insurang, -

age to all America ns? . -
3. How will the ACA help control costs and improve the quality of care?

Given the limits of the ACA and the difficulties encountered in imPlEmEnting "
policy changes would you recommend to provide health insurape,

Mz,

exchanges, what
those who remain uninsured?
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