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The Patient Protection and Affordable Care Act, which was enacted by the US Congress in 2010, marks the greatest
change in US health policy since the 1960s. The law is intended to address fundamental problems within the US
health system, including the high and rising cost of care, inadequate access to health insurance and health services
for many Americans, and low health-care efficiency and quality. By 2019, the law will bring health coverage—and the
health benefits of insurance—to an estimated 25 million more Americans. It has already restrained discriminatory
insurance practices, made coverage more affordable, and realised new provisions to curb costs (including tests of new
health-care delivery models). The new law establishes the first National Prevention Strategy, adds substantial new
funding for prevention and public health programmes, and promotes the use of recommended clinical preventive
services and other measures, and thus represents a major opportunity for prevention and public health. The law also
provides impetus for greater collaboration between the US health-care and public health systems, which have
traditionally operated separately with little interaction. Taken together, the various effects of the Patient Protection
and Affordable Care Act can advance the health of the US population.

Introduction

On March 23, 2010, US President Barack Obama signed
the Patient Protection and Affordable Care Act of 2010
(frequently referred to as the Affordable Care Act).' The
legislation marked the greatest change in health policy in
the USA since the 1960s. As Obama said when he signed
the bill, the law is intended to enshrine “the core principle
that everybody should have some basic security when it
comes to their health care”.” To achieve this aim, the law
addresses fundamental problems within the US health
system, including the high and rising cost of care,
insufficient access to health insurance and health services
for many people, low health-care efficiency and quality,
and an inadequate emphasis on disease prevention.

The story of the Affordable Care Act is just beginning
and its effects will unfold over many years. At the time of
publication, more than 4 years after the law was adopted,
its main provisions have already become firmly established
in US health policy. Even so, the Affordable Care Act
remains the subject of controversy and political debate,
fuelled partly by difficulties in the implementation of
insurance expansion.” In the midst of these challenges,
however, the law’s salutary effects on prevention and
public health are steadily taking hold. Few articles so far
have described the potential effects of the Affordable Care
Act on prevention and public health. In this Series paper,
we briefly outline the main components of the law and
then describe the parts of the law that will affect prevention
and public health on a practical level, including a review of
how the law is promoting collaboration between the
health-care and public health systems in the USA.

Overview of the Affordable Care Act

A constant issue in the US health system has been that a
sizeable proportion of the population has not had health
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insurance. The enactment in 1965 of Medicare and
Medicaid, the USA’s largest public health insurance
programmes (panel 1), began to address this problem on
a national scale. Before Medicare, only about 50% of the
USA’s senior citizens had hospital insurance, but now it
covers nearly all people aged 65 years or older for hospital
and other services.® Similarly, before Medicaid, only a
small proportion of people living in poverty had any form
of health insurance. By 2012, just before the health
insurance expansions of the Affordable Care Act, 68% of
non-elderly people (ie, people younger than 65 years)
living below the poverty line had health insurance
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+ The Patient Protection and Affordable Care Act, enacted by the US Congress and
signed by the US President in 2010, marks the largest change in US health policy since

the adoption of Medicare and Medicaid in 1965.

+ The central purpose of the law is to bring the security of health insurance to uninsured
Americans, but the law also aims to increase the quality of care, restrain the growth of

costs, and advance population health.

+ Bythe end of March 2014, the law had brought more than 8 million more people on
to the insurance rolls and helped 4-8 million more to obtain Medicaid coverage. As a
result of the law, by 2016 the number of people in the USA without health insurance is

expected to fall by 25 million.

+ To help slow the rate of growth in US health spending while also improving quality,
the law promotes innovations to federal health payment systems (eg, greater
coordination of care, bundling of payments) and establishes tighter links between

payments and the quality of care provided.

+ The law places an emphasis on prevention through several measures, including increased
access to recommended clinical preventive services, provision of additional funding for
prevention programmes, and mandating of a new National Prevention Strategy.

+ The law is spurring stronger collaboration between the US public health and health-care
systems to help both systems to improve population and community health.
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Panel 1: Basics of health insurance in the USA

In many other high-income countries, health insurance is
part of a national system operated by the central or provincial
governments. In the USA, however, no single system provides
insurance for everyone. Individuals and families obtain health
insurance from various public and private sources. In 2011,
58% of non-elderly people (ie, people younger than 65 years)
had employment-based insurance. Other non-military
sources of insurance were Medicare, Medicaid, the State
Children’s Health Insurance Program, and individually
purchased insurance.®

Medicare and Medicaid were both enacted in 1965. Medicare
is America’s universal health insurance programme for people
aged 65 years or older or who are permanently disabled. In
2013, about 52 million people (16% of the US population)
were Medicare beneficiaries, 83% of whom were aged

65 years or older and 17% of whom were permanently
disabled.” Medicaid is the nation’s main government health
insurance programme for people on low incomes. In 2013,
about 73 million Americans received coverage through
Medicaid,” including children, pregnant women, working and
jobless parents, and aged and disabled people. The
programme is operated individually by each of the US states
with financial contributions from the federal government.
Eligibility for Medicaid and the benefits provided vary from
state to state, although the federal government sets certain
minimum services and standards.

coverage.’ Despite these gains from Medicare, Medicaid,
and other public and private sources of coverage, since
the 1970s, the proportion of the overall population
without health insurance has remained persistently high,
from about 12% to 18% (figure 1). A major goal of the
Affordable Care Act is to bring the security of health
insurance to many of these uninsured people.

People living without health insurance have difficulty
accessing needed health services,"” and when they receive
care, the providers often are not compensated, which
results in cost shifting to insured and self-pay groups.”
Acquisition of health insurance has been associated with
improvements in health access and some health
outcomes.”™ The US Congressional Budget Office
estimates that the Affordable Care Act will bring
26 million people on to the insurance rolls by 2017* The
law achieves this expansion in several ways. For example,
the earliest expansion took place when, upon the passage
of the law, children were allowed to stay on their parents’
health insurance policies until age 26 years, resulting in
the acquisition of coverage by 3-1 million young adults
by the end of December, 2011."

The law also removes barriers to insurance by making
reforms to the business practices of insurance
companies. Before the introduction of the Affordable
Care Act, individuals with pre-existing disorders often
paid higher premiums or were turned away from

insurance altogether, and others were subject to yearly or
lifetime limits on coverage. The law eliminates these
insurance practices and moves premiums closer to a
system of community rating (ie, pricing of insurance
premiums without regard to claims, health status, or
individual characteristics). The law limits the factors that
insurance companies can use to rate premiums to four
only: individual versus family status, age bands,
geographical area, and tobacco use.”

The Affordable Care Act promotes a balanced insurance
risk pool by requiring that individuals must either have a
prescribed minimum level of health coverage (or qualify
for an exemption) or make an “individual shared
responsibility payment” when their federal income tax
return is due. For the 2014 tax year, this payment will be
waived for some people whose individual policies were
cancelled by their insurance companies and for whom
other plans are unaffordable.” The law also requires that
large employers either offer health coverage to their full-
time employees or make a shared responsibility payment.
This employer requirement was delayed and is now
scheduled to begin in 2015.

The Affordable Care Act makes buying insurance
easier for individuals and small businesses by creating
new health insurance exchanges (called Health Insurance
Marketplaces) in each state. These marketplaces exist in
all states, but by early 2014, 36 states had opted for the
federal government to manage their marketplace.
Consumers can visit Health Insurance Marketplaces
online and see all the qualifying insurance plans available
for purchase in their state, allowing direct comparisons
among different plans by premium, benefits, and
quality.® They can also establish their eligibility for
Medicaid. All insurance plans sold on marketplaces have
to provide a package of essential health benefits, although
the specific benefits required in the package generally are
determined by the states.”” To make individual coverage
easier to afford, the Affordable Care Act creates a
refundable tax credit that can be advanced to consumers
who generally have incomes between 100% and 400% of
the federal poverty level (in 2013, for a family of four,
100% and 400% were $23 550 and $94 200 respectively).**
Of the 7 million people projected to enrol in private
health insurance on the marketplaces in 2014, about
6 million were expected to receive tax credits.”

Enrolment for the first year of the marketplaces began
on Oct 1, 2013, and extended to March 31, 2014, for
coverage beginning as early as Jan 1, 2014. Although the
marketplaces managed by individual states mostly
worked well, the launch of the federally operated
marketplace was described by Obama as “rough”.* Users
could not access the website or experienced long delays in
response, and concerns arose about whether small
enrolment numbers would allow the insurance risk pool
to remain balanced.” However, after pronounced
technological, managerial, and policy fixes, the federal
website was substantially improved. In March, 2014, near
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the end of the enrolment period, the proportion of young
adults who had selected a marketplace plan through the
federal and state marketplaces remained “strong” and
“consistent with expectations”.” By April, more than
8 million people had selected plans in the federal and
state marketplaces. Another 4-8 million people had
qualified for Medicaid, although not all of this enrolment
was related to the Affordable Care Act.” To add to the
difficulties of the rollout, as 2014 approached, millions of
people received cancellation notices for their existing
coverage from their insurance companies that cited
requirements of the Affordable Care Act that would take
effect in 2014. In response, the federal government
amended several regulatory requirements and deadlines.”

Another way the Affordable Care Act makes insurance
more accessible is by providing states with the option to
expand Medicaid. When enacted, the Affordable Care Act
included substantial incentives and penalties to
encourage states to expand Medicaid eligibility to a much
broader population in all US states (ie, to 138% of the
federal poverty level). In response to a legal challenge
brought by a group of states and other plaintiffs, in 2012
the US Supreme Court ruled that the imposition of large
penalties on states if they decided not to expand Medicaid
was unconstitutional.” By early May, 2014, 26 states and
the District of Columbia had confirmed that they would
expand Medicaid. Estimates suggest that non-elderly
Medicaid beneficiaries will rise from 33 million in 2013,
to 48 million by 2018." Because the pre-expansion
Medicaid programme covered mainly children and
pregnant women, most of the new enrollees will be
adults—particularly childless men."*

Even after full implementation of the Affordable Care
Act, an estimated 30 million non-elderly adults
(corresponding to roughly 10% of the non-elderly
population) will remain uninsured,” including
unauthorised immigrants, people who are eligible for,
but not enrolled in, Medicaid, people who choose to
remain without insurance, and people in states that are
not expanding Medicaid who cannot afford to buy
insurance because they do not qualify for premium
subsidies.” Some people will have insurance but will
remain underinsured, meaning that they will be obliged
to spend more than 10% of their income on out-of-pocket
health expenses.*

To help to address the needs of the newly insured, the
Affordable Care Act has several provisions to increase
the number of primary care providers and develop the
US health workforce. The act includes an appropriation
of US$11 billion for the operation, expansion, and
construction of health centres throughout the country;
major expansions in the National Health Service Corps
(a group of primary care providers assigned to areas
with shortages in medical personnel); additional
support for health training; and temporarily enhanced
payments for Medicaid services provided by primary
care physicians.**
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Figure 1: Insurance trends for people younger than 65 years, 1968-2012

Adapted from data from the National Health Interview Survey (http://www.cdc.gov/nchs/health_policy/trends_
hc_1968_2011.htm). Coverage is at the time of interview, except for 1990-96, when it is within the month before
interview. The category private coverage excludes plans that paid for only one type of service, such as accidents or
dental care. The Medicaid category includes Medicaid and the State Children’s Health Insurance Program (SCHIP).
A person was defined as uninsured if he or she did not have any private health insurance, Medicare (1976 or later),
Medicaid, SCHIP (1999 or later), state-sponsored (1982-89, 1992 or later), or other government-sponsored health
plan (1997 or later) or military plan. A person was also defined as uninsured if he or she had only Indian Health
Service coverage or had only a private plan that paid for one type of service, such as accidents or dental care. The
percentage of persons younger than 65 years that had Medicare or other public insurance was under 2-5% and
4-0% throughout the time period, respectively.

By 2012, US health-care spending had reached
$2-8 trillion, or $8915 per person—about double the
2011 mean spend per person of other countries in
the Organisation for Economic Co-operation and
Development (OECD). As a proportion of gross domestic
product, expenditures have risen from 5-1% in 1960, to
17-2% in 2012, representing a growth rate that is fiscally
unsustainable.”** The Affordable Care Act includes
provisions to reduce health-care spending in the USA,
including, for example, reduced Medicare payment
updates for some providers and programmes linked to
value (eg, the Hospital Readmissions Reduction Program),
the Medicare drug coverage discount programme, and the
limits on medical loss ratios established by the act (ie, the
minimum proportion of premium revenue that insurance
companies have to spend on care and quality
improvements). Although these provisions have begun to
reduce costs in certain spending categories, such as
Medicare, their effect on overall long-term national health
spending is unclear.**

Other provisions of the act make structural changes to
federal health payment systems that are expected to
generate large savings in time. For example, the act creates
a new Center for Medicare & Medicaid Innovation—the
Innovation Center—within the US Centers for Medicare
& Medicaid Services that is charged with overseeing,
creating, and testing new clinical care models and
payment approaches to reduce the costs of Medicare and
Medicaid while maintaining or improving quality.

One such model comprises accountable care
organisations (ACOs), which are defined as groups of
physicians, hospitals, and other health-care providers that

For more on states expanding
Medicaid see https://stateforum.
org

For more on the Innovation
Center see http://innovation.
cms.gov/initiatives/index.html

For more on accountable care
organisations see
https://innovation.cms.gov/
initiatives/ACO
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For more information on the
Million Hearts initiative see
http://millionhearts.hhs.gov

come together to give highly coordinated care. Through
better coordination of care and elimination of duplication
of services, ACOs could improve the quality of care and
achieve savings, which would then be shared between the
ACO and the payer, such as Medicare. Initial results from
one model of a Medicare ACO, the Pioneer Model, suggest
that, during 2012, costs for its nearly 700000 beneficiaries
rose at a rate less than half that of other Medicare
beneficiaries, and it did well on quality measures.” ACOs
are part of a shift away from government health spending
that rewards the volume of care provided towards
spending that rewards value provided. The Affordable
Care Act also could generate savings over the long term by
increasing preventive services, funding research into
health-care effectiveness, encouraging the use of improved
health information technology, curbing waste and abuse,
and other measures.*”

To address deficiencies in the quality and efficiency of
health care in the USA, the Affordable Care Act
necessitates the establishment by the federal government
of a National Strategy for Quality Improvement in Health
Care.** It sets a three-part aim: to improve overall quality
through patient-centred, reliable, accessible, and safe
health care; to improve the health of the US population
through proven interventions to address behavioural,
social and, environmental determinants of health; and to
reduce the cost of quality health care for individuals,
families, employers, and government. The strategy
identifies many individual programmes, such as the

Panel 2: The US National Prevention Strategy strategic
directions and priorities

Strategic directions

Healthy and safe community environments

«  Communities, including homes, schools, public spaces,
and worksites, can be transformed to support wellbeing
and make healthy choices easy and affordable

Clinical and community preventive services

+ Ensure that prevention-focused health care and
community prevention efforts are available, integrated,
and mutually reinforcing

Empowered people
+  Support people in making healthy choices

Elimination of health disparities
« Eliminate disparities, improving the quality of life for all
Americans

Priorities

«+ Tobacco-free living

« Prevention of drug misuse and excessive alcohol use
+ Healthy eating

« Active living

« Injury-free and violence-free living

+  Reproductive and sexual health

+ Mental and emotional wellbeing

Patient-Centered Medical Home model, and priorities
that include, for example, the creation of national tracking
measures and aspirational targets for health quality.*

Provisions of the law also strengthen the link between
the cost of care and the quality of care provided. For
example, the Hospital Readmission Reduction
programme penalises hospitals that have excess risk-
adjusted readmission rates. The Centers for Medicare &
Medicaid Services, through their Quality Improvement
Organisations” and Community-Based Care Transitions
Program,® have invested hundreds of millions of dollars
to decrease readmissions to hospital. Another initiative,
the Healthcare-Acquired Condition programme, reduces
some payments for hospitals in the lowest quartile of
performance for the incidence of hospital-acquired
illnesses.” These programmes have proven successful
and may generate $12 billion or more in savings in
10 years.' Another strategy is the Medicare Hospital
Value-based Purchasing Program, which redistributes
roughly $1 billion on the basis of hospital performance
on quality and cost metrics; high-performing hospitals
reap financial benefits.*

Prevention and public health

Observers have described the US health-care system as a
“sick care system”—an allusion to its emphasis on
treatment rather than prevention. The low proportion of
state and federal government health spending that is
devoted to public health activities—only 2-7% in 2012—
shows how low a priority it is.”® The Affordable Care Act
aims to better emphasise prevention and public health in
the US health system through establishment of national
prevention priorities, catalysis of prevention initiatives,
reduction of barriers to preventive services, provision of
substantial new funding for public health interventions
and infrastructure, and fostering of collaboration
between public health and health care.*

To establish priorities and involve all sectors in health
improvement, the Affordable Care Act establishes the
National Prevention, Health Promotion and Public
Health Council, whose primary task is to create and
implement the National Prevention Strategy (NPS). The
council comprises leaders from 20 federal departments,
agencies, and offices, in recognition of the effect that all
sectors have on public health, and is chaired by the US
Surgeon General. The NPS identified four strategic
directions and seven priorities that will have the greatest
effect on US health (panel 2).” The act also emphasises
prevention through specific programmes, such as the
Partnership for Patients, a public—private partnership
established with the goals of reducing preventable
hospital-acquired disorders and preventing hospital
readmissions, and the Million Hearts initiative, which
was created to prevent 1 million heart attacks and strokes
by 2017°° Million Hearts works through clinical delivery
and public health systems to increase evidence-based
aspirin therapy, control of blood pressure and cholesterol,

www.thelancet.com Vol 384 July 5,2014



Series

and smoking cessation. It also works through
community-based prevention efforts to decrease intake
of salt and trans fats and decrease tobacco use.

Effective clinical preventive services can reduce
premature disease and deaths, but tens of millions of
people in the USA are not using these services. For
example, less than 50% of patients with diagnosed
ischaemic vascular disease were prescribed aspirin or
other antiplatelet agents according to a 2012 analysis.”
Increased uptake of these services could save thousands
of lives every year.”® The Affordable Care Act mandates
that new private insurance plans and states with
expanded Medicaid programmes provide, without cost-
sharing, a set of clinical preventive services that have
been recommended by the US Preventive Services Task
Force (an independent panel of non-federal experts in
prevention and evidence-based medicine) and the
Advisory Committee on Immunization Practices (a
federal advisory group that issues immunisation
recommendations), a group of recommended services
for children under Bright Futures (launched by the US
federal Government and the American Academy of
Pediatrics), and a set of preventive services for women
adopted by the federal government and recommended by
the Institute of Medicine.”

The US federal Government estimated in early 2013
that this new mandated coverage for private plans
provided 71 million additional people with access to
preventive services without cost sharing® Other
provisions of the law promote clinical preventive services
in people who receive benefits from traditional Medicaid
and Medicare.” Contraception is one of the preventive
services for women that has to be provided without cost
sharing, but two lawsuits challenging that requirement
on the grounds of religious freedom reached the Supreme
Court in 2013, and are scheduled for decision in 2014.5¢

The Affordable Care Act establishes a Prevention and
Public Health Fund—the Prevention Fund—to “provide
for expanded and sustained national investment in
prevention and public health programmes to improve
health and help restrain the rate of growth in private and
public health sector health care costs”.®® The Prevention
Fund supports a broad range of activities, including, for
example, programmes to improve the capacity of state
and local public health departments to detect and control
disease outbreaks by enhancing epidemiological and
laboratory capacity, training the workforce, and
supporting quality improvement and performance
management. The largest portion of the Prevention Fund
supports programmes to reduce the leading causes of
death, such as grants to local communities to implement
proven practices to improve nutrition and physical
activity, reduce tobacco use, and control blood pressure
and cholesterol.®® The Prevention Fund also supported
TIPS from Former Smokers, the first national anti-
tobacco campaign, which caused an estimated
1-64 million additional smokers to make a quit attempt
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and 220000 to remain abstinent at follow-up, among
other effects.”

Public health-health-care collaboration

Some of the Affordable Care Act’s effects will result from
increasing the impetus for collaboration between the US
public health and health-care systems, which for nearly a
century have operated with little interaction.”® The health-
care system mostly provides individual care. The public
health system focuses on the detection of, and response to,
disease threats through epidemiology, disease surveillance,
community-wide preventive interventions, and clinical
services that are necessary for population health.”” Public
health departments also provide direct safety-net individual
care services (eg, primary care services) in some places
where capacity otherwise does not exist.”

The Affordable Care Act fosters collaboration between
public health and health care directly through, for
example, novel health-care delivery models (eg, ACOs
and patient-centred medical homes), which prompt
health-care entities to broaden their focus from individual
patients to their entire panels of patients or to the whole
population. It encourages health-care and public health
entities to pursue better ways of organising care, use data
to understand the health of patients and communities,
and link clinical care to non-traditional resources.
Ultimately, this new collaboration could bring more
focus to the prevention of disease.

Collaboration between the public health and health-
care systems can take various forms—specifically,
alignment (the systems focus on the same disease or risk
factor—eg, the Million Hearts initiative), coordination
(the systems work together, such as when clinical
providers refer patients to a community programme),
and integration (when structural links exist that implicate
financial accountability or organisational arrangements).
Collaborations can involve data and measures (data
collaboration), delivery of services (delivery collaboration),
or drivers of change. Data collaboration includes clinical
systems’ use of public health data and measures.
Standardisation of care and accountability on even one
population health measure has the potential to drive
pronounced improvement. For example, hospitals and
public health departments are working together to use a
public health surveillance system, the National
Healthcare Safety Network, to track the occurrence of
healthcare-associated infections and provide feedback to
drive quality improvement. Conversely, public health can
use clinical data for surveillance, detection, and response.
New York City’s Primary Care Information Project can
now capture 3 million patient records daily, which can be
used to improve the surveillance and management of
infectious and chronic diseases.”

Delivery collaboration includes activities that link
clinical and community services and improve clinical
services or maintain and improve highly effective public
health services. Until now, the two systems have often

For more on the

US Preventive Services Task
Force see https://www.
uspreventiveservicestaskforce.org

For more on the Advisory
Committee on Immunization
Practices see http://www.cdc.
gov/vaccines/acip/about.html

For more on Bright Futures see
http://brightfutures.aap.org

For more on the National
Healthcare Safety Network see
http://www.cdc.gov/nhsn
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For more on the National
Diabetes Prevention Program
see http://www.cdc.gov/
diabetes/prevention/index.htm
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delivered services in an uncoordinated fashion, even
when aimed at the same issues and the same patients.
Collaboration on service delivery can improve quality and
reduce cost. The National Diabetes Prevention Program,
for example, uses community health workers to deliver
an intervention that improves nutrition and physical
activity in people with pre-diabetes, and reduces
progression to type 2 diabetes by 58% in these high-risk
patients. Another example of delivery integration comes
about when public health entities begin to bill insurers
for their services. In the face of changes to delivery
systems and financial pressures, more public health
departments are billing for immunisation and other
services covered by insurance—a radical change for a
public health system that has traditionally used public
dollars to provide services to anyone in need.”

Collaboration on drivers of change includes the
development and implementation of guidelines,
regulations, and incentive systems that allow increased
focus on prevention and population health. For example,
to sustain non-profit status and exemption from excise
taxes, hospitals are required by the Affordable Care Act to
do a community health needs assessment and develop an
implementation plan to address identified needs.” In
creating its plan, the hospital has to include “input from
people who represent the broad interests of the
community served by the hospital facility, including those
with special knowledge of, or expertise in, public health”.
As a result, more hospital systems are working with
public health and other community-based organisations
to identify their community’s health needs and address
these needs with community-based interventions.
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