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Chairman Issa, Ranking Member Cummings and members of the committee, | welcome
the opportunity to speak with you today about the Affordable Care Act. | have spent my
career at Georgetown University and elsewhere examining the challenges facing our
nation’s health care system and exploring ways to improve it. Over that time, | have
watched the number of Americans without health insurance rise to 50 million people,
even as Americans who have health insurance spend more and more to hold onto it. At
long last the Affordable Care Act enables us to assure Americans access to affordable
health care. We have a simple choice: effectively implement the law or resign ourselves

to the unacceptable status quo.

My own research has contributed to a substantial body of literature demonstrating that
Americans without health insurance get less care, get it later in the course of illness, and
are more likely to die than Americans without it." And to the extent they get care, it is
paid for by those of us who have health insurance—in our insurance premiums and

through our local, state and federal taxes.

Who are the uninsured? They are mostly workers, or in families of workers, who are not
offered coverage through their jobs, the way most of us are. Pre-ACA they have few
options to protect themselves. Coverage in the nongroup or individual market simply

does not work to protect people when they get sick.? Individual insurance denies
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coverage or requires exorbitant premiums for people with pre-existing conditions; limits
covered services (often excluding prescription drugs, for example); and limits total
dollars in benefits, leaving people who think they are insured at huge financial risk.
People who want to keep that insurance typically find that insurers make it impossible—
raising premiums or imposing other barriers to limit the risk that the insurer will have to

pay claims.

Although Medicaid provides an invaluable safety net for people who are eligible, many
poor and modest wage workers also lack access to its protections.® Medicaid’s health
insurance focuses overwhelmingly on low income children, pregnant women, and people
with disabilities. Except in a few states with waivers from federal law, Medicaid
excludes coverage of adults who are not parents of dependent children—no matter how
poor they are. The very same low and modest earners who cannot get coverage through

their jobs, then, cannot get public protection.

It is these giant holes in our health financing structure that the ACA aims to fill. To
guarantee available coverage in the individual market, the ACA requires insurers to
accept everyone; it prohibits rate variation based on health status and gender, and it limits
rate variation based on age. To guarantee adequate coverage, the ACA requires coverage
of “minimum essential health benefits” defined to cover the range of services health
professionals typically provide; and prohibits dollar caps on annual and lifetime benefits.

To prevent adverse selection (that is, enabling people to wait until they get sick to enroll),
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the ACA accompanies these requirements on insurers are with requirements on
individuals—to purchase coverage or pay a penalty. And to make that requirement
feasible and coverage affordable, the ACA provides tax credits and other protection to
limit people’s premiums and cost-sharing as a share of income. These policies together
make it possible to transform what is now offered as individual insurance into what

insurance is supposed to be—available, adequate and affordable.

The ACA addresses the holes in Medicaid by expanding its eligibility to people with
incomes below 138 percent of the federal poverty level (about $15,900 for an individual
and $32,500 for a family of four), regardless of their family status. Financing for that
coverage expansion is fully federal until 2017 and gradually declines to 90 percent in
2020 and subsequent years. The Supreme Court ruled that states have the choice of
whether of not to participate in that expansion. But analysis shows that the expansion
will make states financially better off by reducing the burden of uncompensated care,
while contributing to overall health of state economies.* Indeed, because taxpayers in all
states contribute to financing for the ACA, citizens in states that choose not to participate
in Medicaid actually pay for benefits in other states—without reaping any of the benefits

in additional federal funds.®
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Despite claims to the contrary, the law leaves the employer-sponsored insurance that
most of us depend fundamentally as it is today. Indeed, with a limited affordability
exception, workers offered coverage are not eligible for subsidies in the ACA’s new
marketplaces, which are explicitly limited to people not offered coverage through their
jobs. Except for requirements that children’s coverage extend to age 26, preventive
benefits be available without cost-sharing, and some consumer protections, the benefits
and operation of large-employer plans are largely untouched by the law. Analyses by
CBO, Rand, and my colleagues at the Urban Institute show that employer-sponsored

health insurance will remain the core of the American health insurance system. °

Alongside its support for coverage expansion, the ACA has contributed to a remarkable
slowdown in health care cost growth. Health care spending per person from 2010-2013
is growing at the lowest annual rate on record for any three year period,’ in part a
reflection of the ACA’s elimination of Medicare overpayments and promotion of
initiatives supporting more efficient, higher quality and more patient-centered delivery of

health care services.

By filling the gaps in our current financing structure and slowing the growth in our health
care costs, the ACA has enormous potential to address the flaws in our health care system

that all of us decry. The biggest barrier | see to realizing the law’s potential is the
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political resistance to the law’s implementation. Roughly half the states are rejecting the
Medicaid expansion that is so clearly in the health and fiscal interest of their citizens;
more than half are rejecting the opportunity to design their own insurance marketplaces;
and the Congress is not providing the federal government adequate resources to perform
its responsibilities, as well as to substitute, where it can, for states’ unwillingness to act.
States’ resistance to the Medicaid expansion will leave more than five million Americans
uninsured whom the law could insure—not only burdening the affected families but the
providers and the insured population who will continue to face the challenge of
uncompensated care. States’ resistance to creating their own marketplaces along with
inadequate support for federal administration may similarly undermine enrollment in

private insurance.

But through Medicaid and those marketplaces enrollment is now moving forward. Come
January 1, millions of Americans will, for the first time, have access to affordable
insurance they can count on when they are sick. Along with the benefits people are
already reaping from the ACA—Iike expansion of coverage to 26 year olds on their
parents’ policies, preventive care services provided without charge, enhancement of
prescription drug coverage for Medicare beneficiaries—new coverage through Medicaid

and the marketplaces will be delivering on the promise of the Affordable Care Act.

The faster we move to deliver on that promise, the better. The ACA creates an enormous
opportunity to address flaws we all recognize in our health financing system. It does not

fix all the system’s flaws, and its own “fixes” will need improvement as we go along. All



of us should be working together to make the law work. To impede its implementation
and return to a world without the ACA—with 50 million people uninsured, insurance
markets that deny coverage based on pre-existing conditions, and rapidly escalating

costs—is simply unacceptable.
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