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 Title I: Quality, Affordable Health Care for All Americans

 Title II: The Role of Public Programs

 Title III: Improving the Quality and Efficiency of Health Care

 Title IV: Prevention of Chronic Disease and Improving Public Health

 Title V: Health Care Workforce

 Title VI: Transparency and Program Integrity

 Title VII: Improving Access to Innovative Medical Therapies

 Title VIII: Community Living Assistance Services and Supports Act (CLASS Act)

 Title IX: Revenue Provisions

 Title X: Reauthorization of the Indian Health Care Improvement Act
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SOURCE: CDC, National Center for Health Statistics, 2016..

2013 to 2016: historic drop in uninsured rate from 14.4% to 8.6%
2010: 48.6 million; 2013: 44.8 million; 2016: 27.3 million

Drop of 17.3 million from 2013->2016 (21.3 million, 2010->2016)
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A Model of the Public Policymaking Process in the United States
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POLICY

POLICY MODIFICATION PHASE
Feedback from individuals, organizations, and interest groups experiencing 
the consequences of policies, combined with assessments of the perform-
ance and impact of policies by those who formulate and implement 
them, influence future policy formulation and implementation.

Preferences of individuals, organizations, and interest groups, along with biological, cultural, 
demographic, ecological, economic, ethical, legal, psychological, social, and technological inputs.

Bridged by
Formal

Enactment
Of

Legislation

Feedback

POLICY FORMULATION PHASE
Agenda Setting
• Problems
• Possible 

Solutions
• Political 

Circumstances
• Scarcity of 

Resources

Development 
of 

Legislation

POLICY IMPLEMENTATION
PHASE

Rulemaking Operation

Source: Adapted from Health Policymaking in the United States, third edition, Beaufort B. Longest, Jr., Health Administration Press Admission of 

the Foundation of the American College of Healthcare Executives, 2002.
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 Health Insurance Exchange: 
 Access to affordable coverage for uninsured and small businesses 

 Exchange offers access to Private insurance plans 

 Modeled on Federal Employee Health Benefits Plan (FEHBP)

 Insurance Reforms: 
 Eliminate pre-existing conditions, exclusions, rescissions, denials of coverage

 Public Program Expansions: 
 Strengthen and Expand Medicaid (up to 133% of poverty line)

 Subsidies: 
 Provide assistance to make insurance affordable (up to 400% of poverty line)

 Mandates: 
 Individual and Employer Responsibility

Key points:  no public option, expansions of coverage through PRIVATE plans
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 KEN KARPOWICZ: Thank you. Affordable Care 
Act, known as Obamacare, it is not affordable. 
Premiums have gone up. Deductibles have 
gone up. Copays have gone up. Prescriptions 
have gone up. And the coverage has gone 
down. What will you do to bring the cost down 
and make coverage better?
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 COOPER: Secretary Clinton, let me follow up with you. Your husband 
called Obamacare “the craziest thing in the world,” saying that small-
business owners are getting killed as premiums double, coverage is cut in 
half. Was he mistaken or was his mistake simply telling the truth?

 COOPER: Mr. Trump, you have said you want to end Obamacare. You 
have also said that you want to make coverage accessible for people with 
pre-existing conditions. How do you force insurance companies to do 
that if you are no longer mandating that everybody has insurance? What 
does that mean?

RUPRI Center for Rural Health Policy Analysis
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 Will we repeal the ACA?

 Are the marketplaces OK? 

 Will they survive? How to fix them?

 What will happen on November 1st, the 4th year of marketplaces?

 Are ACA plans affordable?  Desirable?

 What next for the Medicaid expansion?

 Will more states expand Medicaid? And how, if they do?

 What is the impact of the Medicaid expansion?

 Have we improved health disparities, or exacerbated them?
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 In order to move from research that contributes facts but 
may not have a policy impact, the investigator needs to 
consider at what point in the policy process he or she is 
hoping to interject.

 Policy Formulation phase

▪ Gather evidence to bring about a new policy

 Policy Implementation phase

▪ Figure out policy details, measure success

 Policy Modification phase

▪ Propose policy revisions, i.e. reformulations 

10
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SOURCE: Kaiser Family Foundation, 
http://www.statehealthfacts.org/comparetable.jsp?ind=962&cat=17&sub=205&yr=1&typ=5

State activity on Health 
Insurance Exchanges:

17 State-Based Exchange
7 Partnership Exchange

27 Federal Exchange

http://www.statehealthfacts.org/comparetable.jsp?ind=962&cat=17&sub=205&yr=1&typ=5
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SOURCE: ASPE and CMS reports on Marketplaces.
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 What is the variation in marketplaces across geographic 
areas? 

 What changes have we seen in the marketplaces in 2016 
relative to 2015?

 Note: Marketplaces designed so ONLY variation allowed by 
age, tobacco use, and geographic Rating Area.

 But this assumes market forces are working. Is there enough 
competition?  How does competition vary  across geographic areas?

14
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 RUPRI has compiled a large database on Marketplaces
 Nearly all rating areas in the U.S. (n=500)

 both Federally-facilitated Marketplaces (FFMs) and State-
Based Marketplaces (SBMs)

 Data for all plans, all metal types and for 2014, 2015, 2016 

 Linked to other data at the geographic level

 Data available on ALL types of marketplace plans, and adjusted 
for type of plan and cost of living (COL).

 Received access to a county-level, uncensored 2015 
enrollment data for all FFM and partnership 
marketplaces 

RUPRI Center for Rural Health Policy Analysis
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• Bigger increases in 2016, relative to 2015; FFMs higher than SBMs; Rural higher than 
urban (after COLA)
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• Premium increases have taken off in 2016, relative to 2015.
• A distinct pattern, where highest increases in areas with lowest population 

density.

0.0%

2.0%

4.0%

6.0%

8.0%

10.0%

12.0%

14.0%

16.0%

18.0%

50 or fewer 51-100 101-300 301-500 501-1000 1001 or more

Average Adjusted Premium Increases, by Population Density of 
Rating Area

Average premium increase, 2014-15 Average premium increase, 2015-16

RUPRI Center for Rural Health Policy Analysis

 Will we repeal the ACA?

 Are the marketplaces OK? 

 Will they survive? How to fix them?

 What will happen on November 1st, the 4th year of marketplaces?

 Are ACA plans affordable? Desirable?

 What next for the Medicaid expansion?

 Will more states expand Medicaid? And how, if they do?

 What is the impact of the Medicaid expansion?

 Have we improved health disparities, or exacerbated them?
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Distribution of Counties by Change in Number of Firms, 2014-2016

Change in 

Number of Firms
2014->2015 2015->2016

Net change:

2014 to 2016

-4 or more 0.0% 1.7% 0.4%

-3 0.1% 0.4% 1.2%

-2 0.8% 8.1% 2.0%

-1 8.9% 25.1% 17.4%

+0 32.9% 44.6% 26.7%

+1 33.8% 15.9% 34.4%

+2 13.9% 3.9% 9.1%

+3 6.4% 0.3% 4.2%

+4 or more 3.3% 0.03% 4.7%

TOTAL 100.0% 100.0% 100.0%

 Percent of counties with exits: 2014-15 (9.8%); 2015-16 (35.3%); Net 2014-16 (21%) 
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 There is a clear relationship 
emerging between 
numbers of firms 
participating and premium 
growth, even looking just 
at rural counties

 The underlying reason may still 
relate to population density, 
since firm participation is 
correlated with population 
density

20
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Decile of 
County 
(1=lowest, 
10=highest) based 
upon 2015 COL 
2nd lowest silver 
premium 

2015-16 
average 
2nd-lowest 
silver 
premium 
increase

1 21.23%

2 20.18%

3 15.39%

4 16.90%

5 15.24%

6 14.93%

7 10.42%

8 10.62%

9 8.68%

10 7.85%

21

Counties that had 
the LEAST 
expensive 

premiums in 2015

Counties that had 
the MOST 
expensive 

premiums in 2015

Premiums increased more than 
21% on average in these counties

Premiums increased less than 8% 
on average in these counties

This is relevant for rural because many rural 
counties had fairly low premiums in 2015, with 
only small pockets of concern.  So, some of the 
premium growth we are seeing in 2016 may be 
due to “regression to the mean”. 
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 By Metropolitan and Non-Metropolitan Status
 Federally-Facilitated Marketplaces Only
 As a Percentage of Potential Eligible Uninsured Persons in the area
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 By Metropolitan and Non-Metropolitan Status, and by Region
 Federally-Facilitated Marketplaces Only
 As a Percentage of Potential Eligible Uninsured Persons in the area
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 Fewer than four firms and enrollment seems to fall?

Table 1. Estimated Enrollment Rates by Number of Firms

Number of Firms 
Participating, 2015

Number (%) of FFM 
Rating Areas

Average Enrollment 
Rate

1 15 (4%) 34.4%
2 39 (9%) 43.8%
3 83 (20%) 46.4%
4 90 (22%) 49.8%
5 62 (15%) 49.8%
6 40 (10%) 49.1%
7 31 (8%) 47.1%

8+ 51 (12%) 46.4%
TOTAL 411 (100%) 47.3%

RUPRI Center for Rural Health Policy Analysis

 Will we repeal the ACA?

 Are the marketplaces OK? 

 Will they survive? How to fix them?

 What will happen on November 1st, the 4th year of marketplaces?

 Are ACA plans affordable? Desirable?

 What next for the Medicaid expansion?

 Will more states expand Medicaid? And how, if they do?

 What is the impact of the Medicaid expansion?

 Have we improved health disparities, or exacerbated them?
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2014 2015 2016

By Enrollment
Status

New Enrollees 100% 53% 39%

Re-enrollees -- 47% 61%

By Age of 
Enrollee:

Age<35 34% 36% 36%

Age 35+ 66% 64% 64%

By Subsidy
Status:

With subsidies 85% 86% 83%

Without subsidies 15% 14% 17%

By Household 
Income (as Percent 

of Federal Poverty Line)

<150% FPL na 43% 41%

150-200%FPL na 25% 25%

>200%FPL na 32% 34%

By Plan Metal
Level:

Bronze plans 20% 22% 23%

Silver plans 65% 67% 68%

Gold, Platinum plans 15% 11% 9%

SOURCE: ASPE, “Health Insurance Marketplaces 2016 Open Enrollment Period, Final Report,” March 2016.
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Potential Impact of Repealing the ACA (Trump’s Proposal) on 
Income Distribution of the Uninsured, 2018

Notes: FPL = federal poverty level. Specific numbers are available in Appendix Table A.3. Data: RAND COMPARE microsimulation model. Source: 
E. Saltzman and C. Eibner, Donald Trump’s Health Care Reform Proposals: Anticipated Effects on Insurance Coverage, Out-of-Pocket Costs, and 
the Federal Deficit, The Commonwealth Fund, September 2016.
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Impact of ACA Repeal (Trump’s Proposal) on the Number of 
Uninsured Individuals in Fair or Poor Health, 2018

Data: RAND COMPARE microsimulation model.
Source: E. Saltzman and C. Eibner, Donald Trump’s Health Care Reform Proposals: Anticipated Effects on Insurance 
Coverage, Out-of-Pocket Costs, and the Federal Deficit, The Commonwealth Fund, September 2016.
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SOURCE: Kaiser Family Foundation, http://kaiserfamilyfoundation.files.wordpress.com/2014/01/current-status-of-the-medicaid-expansion-decisions-healthreform.png
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 Will we repeal the ACA?

 Are the marketplaces OK? 

 Will they survive? How to fix them?

 What will happen on November 1st, the 4th year of marketplaces?

 Are ACA plans affordable? Desirable?

 What next for the Medicaid expansion?

 Will more states expand Medicaid? And how, if they do?

 What is the impact of the Medicaid expansion?

 Have we improved health disparities, or exacerbated them?
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By Medicaid Expansion Status
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Source:  Benjamin D. Sommers, Robert J. Blendon and E. John Orav. “Both The 'Private Option' And Traditional Medicaid 

Expansions Improved Access To Care For Low-Income Adults”  Health Affairs 35, no.1 (2016):96-105
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Jacobs et al., “Changes In Health Status And Care Use After ACA Expansions Among The Insured 
And Uninsured,” Health Affairs 2015.
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SOURCE: “Uncompensated Care Decreased At Hospitals In Medicaid Expansion States But Not At Hospitals In Nonexpansion States”

•David Dranove, Craig Garthwaite, and Christopher Ody

Health Aff August 2016 35:81471-1479; doi:10.1377/hlthaff.2015.1344
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 The ACA: bit of wild ride

 First few years a path to ‘equilibrium”

 First year: turmoil; Years 2-3, adjustment; Year 4: ??? 

 Are we there yet?

 Moving forward

 Concerns: affordability, Co-Ops, exit of some plans, narrow networks

 We need a legislative fix for the ACA!
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