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STRENGTHENING OUR HEALTHCARE SYSTEM:
LEGISLATION TO REVERSE ACA SABOTAGE
AND ENSURE PREEXISTING CONDITIONS
PROTECTIONS

WEDNESDAY, FEBRUARY 13, 2019

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON HEALTH,
COMMITTEE ON ENERGY AND COMMERCE,
Washington, DC.

The subcommittee met, pursuant to call, at 10:30 a.m., in the
John D. Dingell Room 2123, Rayburn House Office Building, Hon.
Anna G. Eshoo (chairwoman of the subcommittee) presiding.

Members present: Representatives Eshoo, Butterfield, Matsui,
Castor, Sarbanes, Lujan, Welch, Kennedy, Cardenas, Schrader,
Ruiz, Kuster, Kelly, Barragan, Blunt Rochester, Rush, Pallone (ex
officio), Burgess (subcommittee ranking member), Upton, Shimkus,
Guthrie, Griffith, Bilirakis, Long, Bucshon. Brooks, Mullin, Hud-
son, Carter, Gianforte, and Walden (ex officio).

Also present: Representatives Schakowsky and Soto.

Staff present: Jeffrey C. Carroll, Staff Director; Waverly Gordon,
Deputy Chief Counsel; Tiffany Guarascio, Deputy Staff Director;
Zach Kahan, Outreach and Member Service Coordinator; Saha
Khatezai, Professional Staff Member; Una Lee, Senior Health
Counsel; Jourdan Lewis, Policy Analyst; Alivia Roberts, Press As-
sistant; C. J. Young, Press Secretary; Mike Bloomquist, Minority
Staff Director; Adam Buckalew, Minority Director of Coalitions and
Deputy Chief Counsel, Health; Jordan Davis, Minority Senior Advi-
sor; Caleb Graff, Minority Professional Staff Member, Health; Peter
Kielty, Minority General Counsel; Ryan Long, Minority Deputy
Staff Director; Brannon Rains, Minority Staff Assistant; Danielle
Steele, Minority Counsel, Health.

Ms. EsHOO. The Subcommittee on Health will now come to order.

The Chair now recognizes herself for 5 minutes for an opening
statement.

OPENING STATEMENT OF HON. ANNA G. ESHOO, A REP-
RESENTATIVE IN CONGRESS FROM THE STATE OF CALI-
FORNIA

First of all, welcome to the first legislative hearing of the Health
Subcommittee in the 116th Congress. Last week we heard testi-
mony and examined what the devastating effects would be if the
case Texas v. United States were to stand, most especially on those
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who have preexisting conditions and the medically complex chil-
dren who rely on the Affordable Care Act.

We also discussed how the Trump administration’s sabotage of
the ACA and the expansion of junk insurance plans are driving up
cost by diverting the healthy out of the individual market and
weakening patient protections with preexisting conditions.

Today, the four bills before us address short-term insurance
plans, waivers to weaken insurance regulations on the private mar-
ket, funding for marketing and outreach, and legislation that would
require short-term insurance plans to carry an advisory informing
consumers what the plan does not cover and what ACA require-
ments the plan does not meet.

It is a top priority of the majority to protect patients with pre-
existing conditions. On the campaign trail and in our hearing last
week, our Republican colleagues voiced their support for pre-
existing condition protections. They asked for specific legislation,
and that is what we are here to discuss today.

Our first bill will rescind the short-term limited duration insur-
ance for junk insurance policies, regulation the Trump administra-
tion finalized last August, which expands these junk plans from the
current 3-month limit, making them available for up to 3 years.

We know these plans do not cover preexisting conditions, they do
not have out-of-pocket and lifetime limits, and they do not protect
women from being charged more than men. Representative Castor’s
bill would rescind the rule that expanded these junk insurance
plans.

Representative Kuster’s bill revokes the Section 1332 waiver
guidance issued by the administration last October, which weakens
requirements of private insurance plans to provide compressive
coverage at an affordable price.

Section 1332 of the Affordable Care Act requires States to meet
standards for what qualifies as healthcare coverage. The Trump
administration guidance changes these standards to be less com-
prehensive and less affordable for patients who rely on private in-
surance purchased on the individual market.

It also allows tax credits, Federal dollars, to be spent on these
expanded and extended junk plans. My Republican colleagues have
been highly critical about funding tax subsidies to help Americans
afford comprehensive health insurance but support allowing more
people to access Federal money for these short-term junk insurance
plans that do not even cover basic services.

Representative Kuster’s bill rescinds that guidance so that all
Americans will have health insurance coverage that meets the
same standards.

We are also considering the bill authored by Representative Lisa
Blunt Rochester to restore the marketing and outreach funding the
Trump administration cut by 90 percent in 2017 and banning this
funding from being used to advertise the junk insurance plans.

An article published in Kaiser Health News earlier this month
described how consumers searching online to enroll in comprehen-
sive ACA plans are most often redirected to websites and brokers
selling junk plans without disclosing that the coverage will not be
comprehensive.
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And I ask unanimous consent to enter this article into the
record. Hearing no objections, we will do that.

[The information appears at the conclusion of the hearing.]

Federal dollars should not support advertising coverage that will
not protect patients with preexisting conditions.

The last bill, my legislation, will require junk insurance plans to
display up front what is and what is not covered so that consumers
will know exactly what they are buying. My bill also requires a dis-
closure that these plans do not meet the Affordable Care Act’s re-
quirements for cost sharing and lifetime limits and prohibits these
plans from being sold during the individual market open enroll-
ment.

I want to be clear about the following. I believe the Trump ad-
ministration’s rule that expanded the maximum duration of these
so-called short-term plans up to a year and allows them to be re-
newed for up to 3 years should be rescinded.

[The prepared statement of Ms. Eshoo follows:]

PREPARED STATEMENT OF HON. ANNA G. ESHOO

Welcome to the first legislative hearing of the Health Subcommittee in the 116th
Congress.

Last week we heard testimony and examined what the devastating effects would
be if the case Texas vs. United States were to stand, most especially on those who
have preexisting conditions and the medically complex children who rely on the Af-
fordable Care Act.

We also discussed how the Trump administration’s sabotage of the ACA and the
expansion of junk insurance plans are driving up costs by diverting the healthy out
of the individual market and weakening patient protections for those with pre-
existing conditions.

Today the four bills before us address short-term junk insurance plans, waivers
to weaken insurance regulations in the private market, funding for marketing and
outreach, and legislation that would require short-term insurance plans to carry an
advisory informing consumers what the plan does not cover and what ACA require-
ments the plan does not meet.

It is a top priority of the majority to protect patients with preexisting conditions.
On the campaign trail and in our hearing last week, our Republican colleagues
voiced their support for preexisting condition protections.

They asked for specific legislation, and that’s what we’re here to discuss today.

Our first bill will rescind the short-term limited duration insurance—or junk in-
surance—regulation the Trump administration finalized last August which expands
these junk plans from the current 3-month limit, making them available for up to
3 years.

We know these plans do not cover preexisting conditions, do not have out-of-pock-
et and lifetime limits, and do not protect women from being charged more than men.

Representative Castor’s bill would rescind the rule that expanded these junk in-
surance plans.

Representative Kuster’s bill revokes the Section 1332 waiver guidance issued by
the Trump administration last October which weakens requirements of private in-
surance plans to provide comprehensive coverage at an affordable price.

Section 1332 of the Affordable Care Act requires States to meet standards for
what qualifies as healthcare coverage. The Trump administration guidance changes
these standards to be less comprehensive and less affordable for patients who rely
on private insurance purchased on the individual market.

It also allows tax credits—Federal dollars—to be spent on these expanded and ex-
tended junk plans.

My Republican colleagues have been highly critical about funding tax subsidies
to help Americans afford comprehensive health insurance, but support allowing
more people to access Federal money for these short-term junk insurance plans that
do not even cover basic services.

Rep. Kuster’s bill rescinds that guidance so that all Americans will have health
insurance coverage that meets the same standards.
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We're also considering a bill authored by Representative Lisa Blunt Rochester to
restore the marketing and outreach funding the Trump administration cut by 90
percent in 2017 and banning this funding from being used to advertise junk insur-
ance plans.

An article published in Kaiser Health News earlier this month described how con-
sumers searching online to enroll in comprehensive ACA plans are most often redi-
rected to websites and brokers selling junk plans without disclosing that the cov-
erage will not be comprehensive.

I ask unanimous consent to enter this article into the record.

Federal dollars should not support advertising coverage that will not protect pa-
tients with preexisting conditions.

The last bill, my legislation, will require junk insurance plans to display up front
what is and what is not covered so that consumers will know exactly what they’re
buying.

My bill also requires a disclosure that these plans do not meet the Affordable
Care Act’s requirements for cost-sharing and lifetime limits and prohibits these
plans from being sold during the individual market open enrollment period.

I've learned over the years that people know very well what they pay, but they
don’t always know what they’re buying.

I want to be clear—I believe the Trump administration’s rule that expanded the
maximum duration of these so-called “short-term” plans up to a year and allows
them to be renewed for up to 3 years should be rescinded.

But as long as short-term insurance plans are being sold, the American people
should know what the policy does not cover and that information should be dis-
played prominently.

I'm pleased we’re discussing legislation today that will protect Americans with
preexisting conditions and address the sabotage of the Affordable Care Act. I hope
these bills will be an opportunity to work across the aisle to help the American peo-
ple.

Welcome to our witnesses and we look forward to your testimony.

Ms. EsHOO. I see that I am over my time, and at this point I
would like to recognize Dr. Burgess, the ranking member of the
subcommittee, for 5 minutes for his opening statement.

OPENING STATEMENT OF HON. MICHAEL C. BURGESS, A
REPRESENTATIVE IN CONGRESS FROM THE STATE OF TEXAS

Mr. BURGESS. I thank you for the recognition, and today we have
been convened once again to discuss issues that will not improve
the affordability of health insurance for Americans.

Unsustainably high premiums and issues related to silver load-
ing are increasingly becoming a reality for families that rely upon
healthcare.gov for their insurance.

Yet, the bills before us today will not make a marked increase
in the availability of reasonably priced plans. I am encouraged to
see that we are at least discussing some legislative ideas today, un-
like last week’s hearing, which I think everyone agreed was an ex-
ercise in futility.

Once again, I would like to make it clear that there is bipartisan
support for protecting coverage for individuals with preexisting
conditions. Many on our side have expressed that sentiment.

Certainly, we have people that we know in our families or in
our—amongst our employers when we—employees when we were—
before we came to Congress or in our medical practices that are af-
fected by the status of preexisting conditions.

But the constituents in my district are struggling to afford their
health insurance, and I am sure the district I represent is not
unique in that regard.

What good is health insurance if you are afraid to use it because
you cannot afford your deductible? I have a lot of people that I rep-
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resent who cannot afford a flat tire, let alone a $6,800 deductible
in the bronze plan sold by healthcare.gov.

This is the issue that I would like to see us tackle, and I am dis-
appointed that none of the bills before us today will move that.

What I find most troubling about today’s hearing is that our col-
leagues are questioning the flexibility that they put into their own
law. Section 1332 of the Affordable Care Act provides States the
opportunity to apply for State Innovation Waivers.

These waivers allow States to come up with inventive ways to in-
sure their population while safeguarding their access to quality in-
surance. Section 1332 of the Affordable Care Act explicitly author-
izes the Department of Health and Human Services and the Treas-
ury Department to waive certain ACA coverage requirements it has
written into law.

To be clear, I did not vote for this law, nor did I receive positive
feedback from my constituents about the law’s implementation.

However, States like Alaska have had success with these waiv-
ers, which gives States room to repair their markets that have
been damaged by the Affordable Care Act.

This hearing is another attempt to distract from the Democratic
Party’s agenda to establish Government-run, single-payer
healthcare. Last week it was said that there are other committees
in the House that are holding hearings and drafting legislation to
establish such a plan.

On February 7th, the magazine Modern Healthcare published an
article that says a draft version of the House Democrats’ upcoming
Medicare-for-all bill proposes a national system that would prepay
hospitals with lump sums while keeping fee-for-service models for
individual physicians.

This news outlet obtained a 127-page draft that was dated Janu-
ary 14th, but I have yet to see such a draft. It is concerning that
the media knows more than the members of this subcommittee
about the details of this proposal.

Based on what I have read about the supposed draft, I am con-
cerned. I will tell you, as a physician I know that the critical doc-
tor-patient relationship is threatened, and I do not believe that the
Government should hinder a doctor’s ability to act in the best inter-
est of his or her patient.

According to the Modern Healthcare article, this proposal would
implement a global budget and, once that is set, hospitals and in-
stitutions would need to stick to it for all outpatient and inpatient
treatment.

So that is what is truly concerning about this. What happens if
the budget runs out? Are patients told, well, we are sorry we are
out of money—maybe you could try this again next year.

This is a recipe for waiting lines. This is a recipe for rationing
care, and the sooner people understand that the better. Meanwhile,
there is a greater percentage of Americans in employer health cov-
erage than at any time since the year 2000.

The number of Americans with employer-sponsored health cov-
erage has increased by at least 2.5 million and probably much more
than that since President Trump took office. Where are the CBO
coverage figures on the expansion of employer-sponsored health
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plans because more people are working now than there were before
the President took the oath?

The President’s Council of Economic Advisors projects that the
administration’s recent actions will create $453 billion in net bene-
fits for consumers and taxpayers over the next 10 years.

Again, as a holder of one of the so-called junk policies, I had a
health savings account before the previous administration told me
I didn’t know what I was doing and couldn’t manage it and took
it away from me.

I welcome the fact that the administration has provided this
flexibility, and I will yield back my time.

[The prepared statement of Mr. Burgess follows:]

PREPARED STATEMENT OF HON. MICHAEL C. BURGESS

Thank you, Chairwoman Eshoo. Today, we have been convened once again to dis-
cuss issues that will not improve the affordability of health insurance for Ameri-
cans. Unsustainably high premiums and issues related to silver loading are increas-
ingly becoming the reality for folks that rely upon individual market insurance, yet
the bills before us today will not make a marked increase in the availability of rea-
sonably priced plans. I am encouraged to see that we are at least discussing some
legislative ideas today, unlike last week’s hearing, which nearly all of the witnesses
agreed was an unnecessary exercise.

Once again, I would like to make it clear that there is vast, bipartisan support
for protecting coverage for individuals with preexisting conditions. Many of us on
our side of the dais have experience with preexisting conditions in our own families,
or providing insurance for the employees of their businesses.

The constituents in my district are struggling to afford their health insurance,
and I am sure that my district is not the only one suffering from sky-high premiums
and deductibles. What good is healthcare insurance if you are afraid to use it be-
cause you can’t afford your deductible? This is an issue that I would like to see us
tackle, and I am disappointed that none of the bills before us today will move that
ball down the field.

What I find most troubling about today’s hearing is that our Democratic col-
leagues are questioning the flexibility that they put in their own law. Section 1332
of the Affordable Care Act provided States with the opportunity to apply for State
Innovation Waivers. These waivers allow States to come up with inventive ways to
insure their populations while safeguarding their access to quality insurance.

Section 1332 of the ACA’s text explicitly authorizes the Department of Health and
Human Services and the Treasury Department to waive certain ACA coverage re-
quirements. This is written into law. I did not vote for the law, nor did I receive
positive feedback from my constituents about the law’s implementation; however,
States like Alaska have had success with these waivers, which give States room to
repair their markets that have been damaged by the Affordable Care Act.

This hearing is another attempt to distract from the Democratic Party’s agenda
to establish Government-run, single-payer healthcare. As I said last week, there are
other committees in the House that are holding hearings and drafting legislation
to establish such a plan. On February 7th, Modern Healthcare published an article
that says “A draft version of the House Democrats’ upcoming Medicare for All bill
proposes a national system that would prepay hospitals with lump sums while keep-
ing a fee-for-service model for individual physicians.”

The news outlet obtained a 127-page draft that was dated January 14th, but I
have yet to see such a draft. It is concerning that the media knows more than the
members of this committee about the details of this proposal. Based on what I have
read about this supposed draft, I am concerned. As a physician, I know howcritical
the doctor-patient relationship is, and I do not believe that the Government should
hinder a doctor’s ability to act in the best interest of his or her patient. According
to the Modern Healthcare article, Ms. Jayapal’s proposal would implement a global
budget and once that is set “hospitals and institutions would need to stick to it for
all outpatient and inpatient treatment.” That is what terrifies me. What happens
if the budget runs out? Are patients told, “Sorry, we ran out of money, try again
next year?”

Meanwhile, there is a greater percentage of Americans in employer health cov-
erage than at any time since 2000. The number of Americans with employer health
coverage has increased by more than 2.5 million since President Trump took office.



7

Additionally, the President’s Council of Economic Advisers project that the adminis-
tration’s recent actions will create $453 billion in net benefits for consumers and
taxpayers over 10 years.

Again, while I appreciate the effort to consider legislation today, I believe that the
bills before us do not actually address the root of the problems in our healthcare
system today. I yield back.

Ms. EsHOO0. I thank the ranking member.

Just something for the record to the ranking member: I don’t
agree with your characterization of the last hearing that we had.
Everyone does not agree with your characterization. I think your
side does, but our side doesn’t.

With that, I would now like to recognize the chairman of the full
committee, Mr. Pallone.

OPENING STATEMENT OF HON. FRANK PALLONE, Jr., A REP-
RESENTATIVE IN CONGRESS FROM THE STATE OF NEW JER-
SEY

Mr. PALLONE. Thank you, Madam Chairwoman.

Today, this committee begins to fulfill the promise we made to
reverse the repeated sabotage of our Nation’s healthcare system by
the Trump administration, in addition to make healthcare more af-
fordable and to protect the more than 133 million Americans with
preexisting conditions.

We will be discussing four bills that will make a real difference
in people’s lives. The first bill, introduced by Ms. Castor, would re-
verse the Trump administration’s regulation to expand junk insur-
ance plans known as short-term limited duration health insurance.

The Trump administration expanded these junk plans from the
current 3-month term and made these plans available for up to 3
years. These junk plans are exactly that: junk.

They discriminate against people with preexisting conditions.
They set higher premiums for people based on age, gender, and
health status. They deny access to basic benefits like prescription
drugs, maternity care, and mental health and substance abuse
treatment, and they set arbitrary dollar limits for healthcare serv-
ices, leading to huge surprise bills for consumers.

Expanding these junk plans also makes health insurance more
expensive for people with preexisting conditions by undermining
the market for comprehensive coverage. The business model of the
companies that sell these junk plans is to spend as little as possible
on the health of their enrollees.

They accomplish this by denying coverage of preexisting condi-
tions, kicking people off their health insurance if they get sick or
seek medical treatment, and pocketing their premium dollars as
pure profit.

This profiteering at the expense of people’s health is simply un-
acceptable. It is why we passed the Affordable Care Act in the first
place—to rein in exactly these types of abuses by health insurance
companies.

And yet, the Trump administration would give insurance compa-
nies the green light to once again discriminate against people with
preexisting conditions.

Now, Ms. Castor’s bill is an important step in strengthening the
individual market and reversing the harm caused by the Trump
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administration. Ms. Eshoo’s bill requires these short-term plans to
bear a consumer warning.

As we will hear from our witnesses today, junk plans are often
deceptively marketed as comprehensive coverage, and consumers
are not always aware of the fine print. This is about a consumer’s
right to know.

The bill would require issuers of these plans to display a clear,
prominent warning advising consumers that the plan does not
cover preexisting conditions, is temporary, and may not cover most
healthcare costs, and that coverage can be terminated when some-
one gets sick or seeks medical treatment.

And I believe this bill works in conjunction with Ms. Castor’s bill.
While consumer disclosure is important, we must also prevent all
of the problems associated with expanding these plans to 3 years.

We will also be discussing Ms. Kuster’s bill to rescind the Trump
administration’s 1332 guidance. Section 1332 of the ACA was de-
signed to give States the ability to examine system reforms that
would improve the well-being of their residents.

The key word there is improve. States are also required to main-
tain the affordability and comprehensiveness of coverage and keep
the same number of people insured as under the ACA.

But the Trump administration’s 1332 guidance turns the statute
on its head, giving States the green light to undermine protections
for preexisting conditions. The guidance also gives States the green
light to provide taxpayer subsidies for junk plans and reinvigorates
ideas from the failed Republican repeal bill, such as the flat tax
credits that do not keep up with rising premiums and shift costs
onto working families.

This guidance is bad for consumers, bad for individuals with pre-
existing conditions, and bad for taxpayers. It exceeds the adminis-
tration’s authority and is contrary to congressional intent.

And, finally, we will be discussing Ms. Blunt Rochester’s bill to
restore consumer outreach and enrollment funding that is so im-
portant to making healthcare more accessible and affordable.

The Trump administration gutted funding for consumer outreach
and marketing by 90 percent. The administration’s refusal to invest
in outreach and enrollment is making it harder for Americans to
get healthcare, and this is leading to lower enrollment numbers.

The administration has overseen 3 consecutive years of decline
in enrollment, and new enrollment is down by 50 percent. The ad-
ministration’s sabotage has resulted in the highest uninsured rate
in 4 years.

So Ms. Blunt Rochester’s bill would fund critical outreach and
enrollment at $100 million, which was the level before Trump’s
sabotage. Her bill also prevents the administration from using
these funds to promote junk plans, and her bill is an important
step in lowering healthcare costs and expanding coverage to more
Americans.

Now, all four bills we are considering today are important first
steps in lowering healthcare costs and protecting consumers with
preexisting conditions, and I commend all four Members for their
leadership and look forward to continuing to work with my col-
leagues as we make healthcare more affordable for all Americans.
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And, again, I want to thank the chairwoman. I think this is a
very important hearing and this will lead to legislation being
passed.

Thank you, Madam Chair.

[The prepared statement of Mr. Pallone follows:]

PREPARED STATEMENT OF HON. FRANK PALLONE, JR.

Today this committee begins to fulfill the promise we made to reverse the re-
peated sabotage of our Nation’s healthcare system by the Trump administration, to
make healthcare more affordable, and to protect the more than 133 million Ameri-
cans with preexisting conditions.

We will be discussing four bills that will make a real difference in people’s lives.
The first bill, introduced by Ms. Castor, would reverse the Trump administration’s
regulation to expand junk insurance plans known as short-term limited duration
health insurance. The Trump administration expanded these junk plans from the
current 3-month term and made these plans available for up to 3 years.

These junk plans are exactly that: junk. They discriminate against people with
preexisting conditions. They set higher premiums for people based on age, gender,
and health status. They deny access to basic benefits like prescription drugs, mater-
nity care, and mental health and substance abuse treatment. And they set arbitrary
dollar limits for healthcare services, leading to huge surprise bills for consumers.
Expanding these junk plans also makes health insurance more expensive for people
with preexisting conditions, by undermining the market for comprehensive coverage.

The business model of the companies that sell these junk plans is to spend as lit-
tle as possible on the health of their enrollees. They accomplish this by denying cov-
erage of preexisting conditions, kicking people off their health insurance if they get
sick or seek medical treatment, and pocketing their premium dollars as pure profit.
This profiteering at the expense of peoples’ health is unacceptable. It is why we
passed the Affordable Care Act in the first place, to rein in exactly these types of
abuses by health insurance companies. And yet the Trump administration would
give insurance companies the green light to once again discriminate against people
with preexisting conditions.

Ms. Castor’s bill is an important step in strengthening the individual market and
reversing the harm caused by the Trump administration.

Ms. Eshoo’s bill requires these short-term plans to bear a consumer warning. As
we will hear from our witnesses today, junk plans are often deceptively marketed
as comprehensive coverage, and consumers are not always aware of the fine print.
This is about a consumer’s right to know. The bill would require issuers of these
plans to display a clear, prominent warning, advising consumers that the plan does
not cover preexisting conditions, is temporary and may not cover most healthcare
costs, and that coverage can be terminated when someone gets sick or seeks medical
treatment.

I believe this bill works in conjunction with Ms. Castor’s bill. While consumer dis-
closure is important, we must also prevent all of the problems associated with ex-
panding these plans to 3 years.

We will also be discussing Ms. Kuster’s bill to rescind the Trump administration’s
1332 guidance. Section 1332 of the ACA was designed to give States the ability to
examine system reforms that would improve the well-being of their residents. The
key word there is improve. States are also required to maintain the affordability
and the comprehensiveness of coverage, and keep the same number of people in-
sured as under the ACA. The Trump administration’s 1332 guidance turns the stat-
ute on its head, giving States the green light to undermine protections for pre-
existing conditions. The guidance also gives States the green light to provide tax-
payer subsidies for junk plans, and reinvigorates ideas from the failed Republican
repeal bill, such as flat tax credits that do not keep up with rising premiums and
shift costs onto working families. This guidance is bad for consumers, bad for indi-
viduals with preexisting conditions, and bad for taxpayers. It exceeds the adminis-
tration’s authority and is contrary to congressional intent.

Finally, we will be discussing Ms. Blunt Rochester’s bill to restore consumer out-
reach and enrollment funding that is so important to making healthcare more acces-
sible and affordable. The Trump administration gutted funding for consumer out-
reach and marketing by 90 percent. The administration’s refusal to invest in out-
reach and enrollment is making it harder for Americans to get healthcare. This is
leading to lower enrollment numbers. The administration has overseen 3 consecu-
tive years of decline in enrollment and new enrollment is down by 50 percent. The
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administration’s sabotage efforts have resulted in the highest uninsured rate in 4
years. Ms. Blunt Rochester’s bill would fund critical outreach and enrollment at
$100 million , which was the level before Trump’s sabotage. Her bill also prevents
the administration from using these funds to promote junk plans. Ms. Blunt Roch-
ester’s bill is an important step in lowering healthcare costs and expanding coverage
to more Americans.

All four bills we are considering today are important first steps in lowering
healthcare costs and protecting consumers with preexisting conditions. I commend
all four Members for their leadership, and look forward to continuing to work with
my colleagues as we make healthcare more affordable for all Americans.

I yield back.

Ms. EsHOO. I thank the chairman.

And now I would like to recognize the distinguished ranking
member of the full committee, Mr. Walden, my friend.

Mr. WALDEN. Good morning, Madam Chair.

Ms. EsHOO. Good morning.

OPENING STATEMENT OF HON. GREG WALDEN, A REPRESENT-
ATIVE IN CONGRESS FROM THE STATE OF OREGON

Mr. WALDEN. Thank you for having this hearing, and as I said
in the hearing down below, I know the Dingell family is in all of
our thoughts and prayers this morning as they cope with this ter-
rible loss of our distinguished chairman for whom the big hearing
room is named, and I know that he taught us all how to legislate
and despite, as I said downstairs, our best attempts to emulate his
yes-or-no questioning, nobody else pulls it off like John Dingell
could pull it off. So he is in our thoughts.

So good morning, and given the title of today’s hearing, I too am
concerned for the second time is as many hearings in this sub-
committee that we are really not addressing the real challenges the
consumers are facing, which is the high cost of healthcare.

Madam Chair, I said it last week, I'll say it again. We need to
work together to help States stabilize health markets damaged by
the ACA, cut out-of-pocket costs that consumers are having to pay
with these high deductibles, promote access to preventive services,
encourage participation in private health insurance, and increase
the number of options available through the market.

Unfortunately, today’s hearing and these bills I don’t think are
adequately addressing any of these goals.

Why would our Democratic colleagues be opposed to States inno-
vating on behalf of their citizens? Why would they be opposed to
providing patients flexible and affordable insurance options that
best fit those patients’ needs? I just don’t think it makes sense.

The administration is allowing 10 million Americans more
choices and more affordable health insurance options. The Demo-
crats’ Medicare-for-all proposal would force over 150 million Ameri-
cans to lose their employer- or their union-sponsored health insur-
ance, and I think that is wrong.

You want to talk about sabotage, that is what we should be hav-
ing a hearing on, is Medicare for all and what is coming. I also
want to reiterate my call that the Energy and Commerce Com-
mittee hold hearings on that bill.

So today, instead of having a constructive, bipartisan dialogue
about helping States innovate, about providing options for patients
who are struggling to make ends meet, we are here for the second
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time in as many weeks casting the blame of Obamacare’s failures
on the current President.

The fact is, we all support protecting people with preexisting con-
ditions and we share a desire to stabilize the individual health in-
surance market. Last Congress, I advocated for policies that would
achieve both of these goals, first through the AHCA’s Patient and
State Stability Fund, and I made two more attempts at bipartisan
stabilization reforms last Congress, working with my colleagues in
the Senate.

Unfortunately, House Democrats repeatedly blocked our creative
solutions—solutions like improving 1332 waivers to better meet
States’ unique needs and modernize programs to stabilize pre-
miums.

Now, my home State of Oregon, which celebrates its birthday to-
morrow, we have an active 1332 waiver for a cost-based reinsur-
ance program. I supported my home State’s application and ap-
proval. I was the only Republican in our congressional delegation.

Why? Because it represents the very fabric of federalism. What
\éVﬁrks best for Oregon may not work best for California, Madam

air.

Take Alaska, for example. In studying their individual market,
they found that a conditions-based reinsurance program would bet-
ter serve their residents. Before they received a waiver, 2017 rates
were projected to increase 42 percent.

But after shifting individuals with one of 33 medical conditions
into a separate pool, premiums for the lowest-cost bronze plan fell
by an astounding 39 percent. And in Oregon, the reinsurance pro-
gram kept premiums 6 percent below what they would have been
without it.

These are real savings for patients in my State. Oregon and
Alaska—one pretty traditionally blue, the other pretty traditionally
red—found a way to take advantage of 1332 waivers to best serve
their citizens.

They are not alone. Today, eight States have active waivers:
Alaska, Hawaii, Minnesota, Maryland, Maine, New Jersey, Oregon,
and Wisconsin. Eight diverse and unique States, but they have at
least one thing in common, Madam Chair, and that is each of these
eight active waivers were approved under the Obama administra-
tion’s 1332 guidance.

Yet, today we are here to discuss nullifying the Trump adminis-
tration’s 1332 guidance. Why not first observe how States react and
reform their markets through the new guidance?

We should understand that better. Perhaps a better use of our
time would be spent discussing bipartisan solutions to reform and
improve these waivers. We all want markets that work. We do.

We all want patients to have access to high-quality, affordable-
priced health coverage. Unfortunately, the ironically named Afford-
able Care Act had made insurance for many unaffordable, and I
heard it again yesterday from wheat growers in my district.

Together, and with the States as partners, not subordinates, we
can achieve the shared goals of well-functioning and stable markets
that provide Americans affordable healthcare options.

So one thing is clear: We need to guarantee our healthcare sys-
tem works better for all Americans. That we can agree on, and that
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is why our goal should be to advance solutions to protect patients,
stabilize healthcare markets, encourage greater flexibility for
States, and promote policies to help Americans get and keep cov-
erage.

So, Madam Chair, thank you for having the hearing today. We
look forward to working with you, and I yield back.

[The prepared statement of Mr. Walden follows:]

PREPARED STATEMENT OF HON. GREG WALDEN

Good morning, Madam Chair. Given the title of today’s hearing, I am concerned
that for the second time in as many hearings in this subcommittee, we are not ad-
dressing the real challenges that consumers are facing, which is the high cost of
healthcare.

Madam Chair, I said it last week, and I'll say it again: We need to work together
to help States stabilize health markets damaged by the ACA, cut out-of-pocket costs,
promote access to preventive services, encourage participation in private health in-
surance, and increase the number of options available through the market.

Unfortunately, today’s hearing, and these bills are not adequately addressing
these goals. Why would our Democratic colleagues be opposed to States innovating
on behalf of their citizens? Why would they be opposed to providing patients flexible
and affordable insurance options that best fit their needs? This just doesn’t make
sense.

The administration is allowing 10 million Americans more choices and more af-
fordable health insurance options. The Democrats’ Medicare for All proposal would
force over 150 million Americans to lose their employer or union sponsored health
insurance. You want to talk about sabotage, that is what we should be having a
hearing on. I want to reiterate my call that Energy and Commerce hold hearings
on this issue.

So today, instead of having a constructive, bipartisan dialogue about helping
States innovate and providing options for patients who are struggling to make ends
meet, we're here for the second time in as many weeks casting the blame of
Obamacare’s failures on our President.

The fact is we all support protecting people with preexisting conditions and we
share a desire to stabilize the individual health insurance market.

Last Congress, I advocated for policies that would achieve this goal. First, through
the ACA’s Patient and State Stability Fund. And I made two more attempts at bi-
partisan stabilization reforms last Congress, working with our colleagues in the
Senate. Unfortunately, House Democrats repeatedly blocked our creative solutions.
Solutions like improving 1332 waivers to better meet States’ unique needs and mod-
ernize programs to stabilize premiums.

In Oregon, we have an active 1332 waiver for a cost-based reinsurance program.
I supported my home State’s application and approval as the only Republican in our
congressional delegation. Why? Because it represents the very fabric of federalism.
What works best for Oregon may not work best for California, Madam Chair.

Take Alaska, for example. In studying their individual market, they found that
a conditions-based reinsurance program would better serve their residents. Before
they received a waiver, 2017 rates were projected to increase 42 percent. But after
shifting individuals with one of 33 medical conditions into a separate pool, pre-
miums for the lowest-cost bronze plan fell by an astounding 39 percent. And in Or-
egon, the reinsurance program kept premiums six percent below what they would
have been without it. Those are real savings for patients in my State.

Oregon and Alaska—one State traditionally blue, the other traditionally red—
found a way to take advantage of 1332 waivers to best serve their citizens.

And they’re not alone. To date, 8 States have active waivers: Alaska, Hawaii, Min-
nesota, Maryland, Maine, New dJersey, Oregon, and Wisconsin. Eight diverse and
unique States. But they have at least one thing in common, Madam Chair. Each
of these eight active waivers were approved under the Obama administration’s 1332
guidance. Yet, today, we're here to discuss nullifying the Trump administration’s
1332 guidance. Why not first observe how States react and reform their markets
through the new guidance? Perhaps a better use of our time would be spent dis-
cussing bipartisan solutions to reform and improve these waivers.

We all want a market that works. We all want patients to have access to high-
quality, affordably priced health coverage. Unfortunately, the ironically named Af-
fordable Care Act has made insurance unaffordable for many Americans seeking in-
dividual insurance coverage. Together and with the States as partners, not subordi-



13

nates, we can achieve the shared goals of well-functioning and stable market places
that provide Americans affordable health insurance options.

One thing is clear: We need to guarantee our healthcare system works better for
all Americans. That’s why our goal should be to advance solutions to protect pa-
tients, stabilize healthcare markets, encourage greater flexibility for States, and pro-
mote policies to help Americans get—and keep—coverage.

Ms. EsHOO. And I thank the gentleman.

I now would like to welcome our witnesses for today’s hearing.
First, Ms. Katie Keith, the associate research professor and adjunct
professor of law at Georgetown University. Thank you for joining
us.

Ms. Jessica Altman, commissioner, Pennsylvania Insurance De-
partment. Very important job. Welcome to you.

And to Ms. Grace-Marie Turner, president of the Galen Institute,
we thank you for accepting our invitation to join us today, and we
look forward to your testimony.

And I am going to recognize each witness for 5 minutes to pro-
vide your opening statement, and just a little housekeeping. Our
lighting system—what is in front of you is a series of lights. The
light will initially be green, and then it will turn yellow when you
have 1 minute to go, kind of like the League of Women Voters de-
bates that we have all been in, right, with the lighting system. And
we don’t have a bell—we have a lighting system—and after that
you will have 1 minute remaining, and at that point the light will
turn red when your time expires—not when you expire, but when
your time expires.

So let me begin with Ms. Katie Keith. You are recognized for 5
minutes, and welcome again and thank you to you.

STATEMENTS OF KATIE KEITH, ASSOCIATE RESEARCH PRO-
FESSOR AND ADJUNCT PROFESSOR OF LAW, GEORGETOWN
UNIVERSITY; JESSICA K. ALTMAN, COMMISSIONER, PENN-
SYLVANIA INSURANCE DEPARTMENT; GRACE-MARIE TUR-
NER, PRESIDENT, GALEN INSTITUTE

STATEMENT OF KATIE KEITH

Ms. KEITH. Thank you very much, Chairwoman Eshoo, Ranking
Member Burgess, and members of the committee.

My name is Katie Keith, and I am a faculty member at George-
town University, where I study private health insurance. I am also
the author of the following: The ACA Blog Series for the Health
Policy Journal of Health Affairs, where I am responsible for track-
ing and chronicling implementation of the Affordable Care Act, in-
cluding many of the changes that the Trump administration has
made in recent years.

My testimony today will focus on just three of those changes, al-
though there have been many more than that, as you all know. The
actions I will discuss today undermine the ACA risk pools, leave
consumers who become sick without access to healthcare, and drive
up premiums for people with preexisting conditions.

I will begin with short-term plans. Last August, three depart-
ments issues a new regulation allowing short-term plans to be sold
for up to 12 months and extended for up to 3 years. Short-term
plans do not have to comply with the Affordable Care Act, and they
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are allowed to discriminate against patients with preexisting condi-
tions.

These plans are medically underwritten and do not have to cover
entire categories of benefits. A recent study showed that 43 percent
of these plans do not cover mental health services. Seventy-one per-
cent do not cover prescription drugs.

In the midst of an opioid crisis, 62 percent do not cover substance
use services. And none of these plans covered maternity care.

Some had out-of-pocket maximums as high as $30,000 and life-
time limits on care. These plans, which are highly profitable for the
insurers that sell them, tend to only work for those who are
healthy.

The harm to consumers from this new rule is twofold. First,
these policies pose a significant risk to the individuals who enroll
in them, only to find that the care that they need is not covered
when they become sick.

Many newspapers are filled with stories these days of consumers
who have enrolled in these plans only to wind up facing hundreds
of thousands of dollars in unpaid medical bills.

Second, these policies drive up premiums for those with pre-
existing conditions, particularly for middle-income families who do
not qualify for ACA subsidies.

Moving on to Section 1332, the Trump administration recently
issued guidance that encourages States to offer skimpier coverage,
including short-term plans. The new guidance relaxes the previous
interpretation of what we refer to as the statutory guardrails under
Section 1332.

This could result in State efforts to advance less comprehensive
coverage and drive up premiums for people with preexisting condi-
tions. It is worth noting that there have been questions raised
about the legality of both the short-term plan rule and the Section
1332 guidance.

The short-term plan rule has already been challenged in court
and a lawsuit brought by consumer and patient advocates, includ-
ing the Little Lobbyists, who I believe testified before this sub-
committee last week.

These patient advocates have sued over the rule because of its
impact on people living with HIV, people with mental health
issues, and people with other chronic conditions and disabilities.

The 1332 guidance has not yet been challenged, but approval of
a waiver under that guidance would likely be challenged quickly.

Finally, the Trump administration has made dramatic cuts to
funding for ACA marketing and outreach. This includes immediate
cuts during the final week of the 2017 open enrollment period fol-
lowed by a 90 percent reduction for 2018 from $100 million to $10
million.

Those cuts were maintained by CMS for 2019, and CMS has re-
duced funding for the navigator program by 84 percent. These
funding decisions were made even though outreach and marketing
helps bring in younger, healthier consumers, which in turn helps
keep premiums stable.

At the same time, awareness of the marketplaces and the finan-
cial assistance that many people are eligible for remains low. We
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are finding that enrollment of those key features is still low even
after many years. That is particularly true among the uninsured.

We are also seeing that enrollment of new consumers, who tend
to be younger and healthier, is down. Enrollment of new consumers
has dropped by about 50 percent since 2016 alone.

According to one estimate, there are at least 2.3 million fewer
new enrollees that would otherwise be in the marketplace due sole-
ly to cuts to outreach and advertising.

In closing, most people are healthy most of the time. But every-
one eventually gets sick and needs access to comprehensive health
insurance. The actions discussed today do nothing to advance high-
quality affordable health insurance.

Instead, these actions divide the risk pool between the healthy
and sick and increase premiums for people with preexisting condi-
tions.

Thank you again for inviting me. It is an honor and privilege to
be here, and I look forward to your questions.

[The prepared statement of Ms. Keith follows:]
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Testimony of Katie Keith, ].D., M.P.H.
Associate Research Professor and Adjunct Professor of Law, Georgetown University

Hearing on “Strengthening Our Health Care System: Legislation to Reverse ACA Sabotage and Ensure
Pre-Existing Conditions Protections”
U.S. House of Representatives
Committee on Energy & Commerce Subcommittee on Health

February 13, zo19

Good morning, Chairwoman Eshoo, Ranking Member Burgess, and members of the committee, and thank you
for the opportunity to testify today. I am Katie Keith, an Associate Research Professor and Adjunct Professor of
Law at Georgetown University, where I study and teach courses on private health insurance and the Affordable
Care Act (ACA). I am also the author of the “Following the ACA” blog series for Health Affairs, the leading
journal of health policy thought and research, where I am responsible for tracking and chronicling ongoing
implementation of the ACA at the federal and state levels.

Thank you again for inviting me to testify about three recent actions taken by the Trump administration and
their impact on people with pre-existing conditions and state health insurance markets. The views I express
today are my own and do not reflect those of Georgetown University or Health Affairs.

Threats to Progress Under the Affordable Care Act

The ACA has resulted in historic coverage gains: more than 20 million people have gained coverage since the

law was enacted in 2010 and the uninsured rate has reached a record low of 8.8%." Millions more Americans—
especially those with pre-existing medical conditions—have benefited from ACA protections such as guaranteed
availability of coverage, the coverage of preventive services without cost-sharing, the ability of a young adult to

remain on their parent’s plan, and the ban on lifetime and annual dollar caps on care.

These historic gains and protections are, however, increasingly at risk due to efforts to undermine the ACA’s
protections—in Congress, in court, and by the Trump administration. Even though enrollment through the ACA
marketplaces has remained relatively stable over the past two years, recent studies show that progress in
insuring more Americans has stalled, if not reversed, since 2016.%

The Trump administration has made many policy decisions that threaten the long-term stability of the ACA.
This testimony will focus on three of those recent actions to 1) expand access to short-term, limited duration
insurance, 2) allow states to potentially skirt ACA requirements, and 3) cut funding for ACA outreach and
marketing. Each of these changes has or could leave consumers who become sick without access to the care

they need and increase premiums for people with pre-existing conditions, especially middle-income Americans

* Robin A. Cohen et al., Health Insurance Coverage: Early Release of Estimaies, from the National Health Interview Survey,
January-March 2018, National Center for Health Statistics (Aug, 2018).
2 See Katie Keith, “New Survey Shows Highest Uninsured Rate Since 2014," Health Affairs Blog (Jan. 24, 2019).
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with health needs who do not qualify for premium tax credits. Higher ACA premiums also result in higher

federal outlays to cover the cost of higher premium tax credits for those who qualify for subsidies.
Promoting Expanded Access to Short-Term, Limited Duration Insurance

Short-term, limited duration insurance (STLDI) is a type of limited insurance product marketed to individuals
that was historically used to fill a temporary gap in coverage. Although these policies are meant to be
temporary, some insurers offered STLD that lasted 364 days, just shy of one year. In 2016, the Obama
adrninistration reduced the maximum duration of STLDI to no more than three months, citing concerns that
these policies were being sold as primary coverage and adversely impacting the ACA risk pool.? In August 2018,
the Trump administration reversed—and further expanded—the sale of STLDI by allowing these policies to be
sold for up to 12 months and renewed or extended for up to 36 months.*

Individuals who enroll in STLDI may face significant benefit gaps and high out-of-pocket costs if they become
sick. This is because STLD! does not have to comply with the ACA’s market reforms. As a result, STLDI insurers
in most states can:

= Refuse to offer a policy to an individual with a pre-existing condition;

»  Exclude coverage for pre-existing conditions;

a Charge higher monthly premiums based on health status and other factors such as age or gender;

s Impose annual or lifetime dollar limits on care;

= Opt not to cover entire categories of benefits (such as mental health services, prescription drugs, or
maternity care);

" Retroactively cancel coverage once care is needed; and/or

*  Impose much higher out-of-pocket costs than under the ACA.

These limitations mean, first, that STLDI is typically not an option for people with pre-existing conditions and,
second, that even healthy people who develop a medical issue while enrolled in STLDI may see their claims
denied or their policy cancelled. Such practices have resulted in lawsuits against STLDI insurers and multi-state
enforcement actions by state regulators.’ STLDI is also not subject to the ACA’s single risk pool requirement or
medical loss ratio standards.

A recent Kaiser Family Foundation analysis of STLDI sold in 2018 shows that 43% did not cover mental health
services, 62% did not cover services for substance abuse treatment, and 71% did not cover outpatient

3 Pepartments of the Treasury, Labor, and Health and Human Services, Excepted Benefits: Lifetime and Annual Limits; and
Short-Term, Limited Duration Insurance, 81 Fed. Reg. 75316 {Oct. 31, 2016}.

4 Departments of the Treasury, Labor, and Health and Hurman Services, Short-Term, Limited Duration Insurance, 83 Fed. Reg,
38212 {Aug. 3, 2018).

5 See, e.g., California Department of Insurance, “Investigation into Sale of Short-Term Health Policies Leads to $5 Million
Settlement with HCC Life Insurance Company,” Press Release (Apr. 10, 2018); Declan Harty, *Tokio Marine HCC, Health Insurance

Innovations Facing Class-Action Fraud Lawsuit,” S&P Global Market Intelligence (Jan. 3, 2018).
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prescription drugs.® No plans covered maternity care, and, in seven states, STLDI covered none of these four
benefit categories. These policies had out-of-pocket maximums as high as $30,000 and lifetime limits on care
ranging from $250,000 to $2 million. A separate study from colleagues at Georgetown University found that the
best-selling STLDI policies in five states had out-of-pocket maximums from $7,000 to $20,000 for only three

months (compared to the maximum of $7,150 for 12 months for an ACA-compliant plan that year).”

Given limitations such as these—and the fact that the policies are medically underwritten—STLDI can be offered
at far lower premiums than ACA-compliant coverage. One analysis shows that STLDI policies could have
premiums up to 54% lower than ACA-compliant plans due largely to STLDI insurers’ ability to exclude people
with pre-existing conditions.? With lower premiums and far less generous benefits, enrollment in STLDI skews
younger and healthier.

Even with lower premiums, STLDI policies are highly profitable. Data from the National Association of
Insurance Commissioners (NAIC) shows that STLDI insurers had an average loss ratio of 64.6% in 2017
(compared to 80% for ACA-compliant individual market policies).® The three largest insurers offering STLDI
had even lower loss ratios of 43.7%, 34.0%, and 52.1%. In other words, the majority of STLDI premium

revenue for those insurers went to profit, marketing, and other expenses unrelated to medical care.

New Rule Expands Access to STLDI and Undermines the ACA’s Single Risk Pool. The STLDI rule was issued
in responsc to an Executive Order from President Trump that directed the agencies to expand the availability of
STLDI as “an appealing and affordable alternative to government-run exchanges.” Consistent with the
Executive Order, the rule established a parallel STLDI market that competes with the traditional ACA market
and allows STLDI insurers to segment younger, healthier consumers into a risk pool separate from older, less
healthy consumers who remain in the ACA risk pool.

Stakeholders such as the American Academy of Actuaries, America’s Health Insurance Plans, and the Blue Cross
Blue Shield Association raised concerns about this parallel market and the risk of adverse selection. In fact, the
vast majority of health care stakeholders who commented—more than 95%-criticized or opposed the STLDI
rule.” The legality of the rule has also been challenged in court by a coalition of consumer advocates and a safety
net health plan association. These organizations argue that the Trump administration has converted a narrow
federal exemption for STLDI into a much larger loophole to allow a parallel market of non-ACA-compliant

6 Karen Pollitz et al., rstandin: rt-Term Limited Duratior h Insurance, Kaiser Family Foundation {Apr. 2018).
Even when these benefits are covered by STLDI, they are subject to a number of limitations and exclusions, such as dollar limits on care.

7 Dania Palanker et al,, New Executive Order: Expanding Access to Short-Term Health Plans is Bad for Consumers and the
Individual Market, The Commonwealth Fund {Oct. 2017).

¥ Larry Levitt et al., Why D rt-Term Mealth Insurance Plans Have Lower Premiwans (f lans that Comply with the A
Kaiser Family Foundation (Oct. 2018).

9 National Association of Insurance Commissioners, 2017 Accident and Health Policy Experience Report, at 83 (2018).

™ President Donald J. Trump, Presidertial Executive Order Promoting Healthcare Choice and Competition Across the United
States (Oct. 12, 2017). The same Exccutive Order directed federal agencies to expand the availability of non-ACA-compliant association
health plans and the use of health reimbursement arrangements.

“ Noam N. Levey, “T

nts,” Los Angeles Times {May 30, 2018).

Comme:
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plans. This will result in higher premiums and out-of-pocket costs that harm those the plaintiffs represent such
as individuals with mental health issues, individuals living with HIV, women, and families with children who
have complex medical needs and disabilities.

The Trump administration acknowledged that the new rule would raise premiums for ACA-compliant plans
and could result in adverse selection against the individual market risk pool.” Separately, the independent chief
actuary of the Centers for Medicare and Medicaid Services (CMS) estimated that average marketplace
premiums would be 3% higher (about $17 higher per month) in 2019 and 6% higher beginning in 2022 due to
the rule.”® In a separate analysis, the Kaiser Family Foundation estimates that 2019 premiums are an average of
6% higher because of the combined impact of zeroing out of the individual mandate penalty and expansion of
STLDI and non-ACA-compliant association health plans.*

Increased STLDI Enrollment in 2019. Early data suggest that the rule is achieving its goal of higher
enrollment in STLDI, which will likely impact how insurers set their rates for 2020. A November 2018 report
from eHealth, a prominent web broker, disclosed that 70% of its customers that do not qualify for marketplace

subsidies enrolled in STLD1L'" This was an increase from 56% of consumers during the same period in 2017.

Increased enrollment in STLDI can also be attributed to the zeroing out of the individual mandate penalty. Prior
to 2019, consumers who enrolled only in STLDI may have had to pay the individual mandate penalty because
STLDI does not qualify as minimum essential coverage. The possibility of paying the penalty may have
discouraged some consumers who would have otherwise enrolled in STLDI from doing so. Now that the penalty
has been zeroed out and the new rule offers expanded access'to STLDI, more consumers are expected to
purchase STLDI over ACA-compliant policies, potentially exposing them to high out-of-pocket costs and
resulting in higher premiums in the ACA risk pool.

Aggressive Marketing of STLDI and Consumer Confusion. A recent study further suggests that brokers use
aggressive sales tactics for STLDI and that consumers may not be getting information about ACA-compliant
coverage.’® Aggressive marketing is a particular concern because STLDI has been a source of confusion for
consumers, Because these policies can mimic (or are deceptively marketed as) major medical coverage,
consumers may be unaware that they are enrolling in a policy that will not cover certain medical needs until

*2 83 Fed. Reg. at 38234. In the preamble to the rule, the agencies noted that those who purchase STLDI were “likely to be
relatively young or relatively healthy” and that the rule “may weaken states’ individual market single risk pools.” The preamble went on
to state that individual market insurers “could experience higher than expected costs of care and suffer financial losses, which might
prompt them to leave the individual market,” and that this rule “may further reduce choices for individuals remaining in those
individual market singte risk pools.” Although the agencies estimated that the rule would increase premiums by 196 in 2019 and by 5%
by 2028, other independent analyses suggest that the agenaes underestimated the 1mpact of the rule on AC/\ premxums

'3 Chief Actuary Paul Spitalnic, E: Y , Office of
the Actuary {Apr. 6, 2018). Higher premiums would result in higher premium tax cre(hta and thus higher federai outlays, with federa!
spending expected to increase by about $1.2 billion in 2019 and about $38.7 billion over the next 10 years.

4 Rabah Kamal et al., How Repeal of the Individual Mandate and Expansion of Loosely Regulated Plans are Affecting 2019
Premiums, Kaiser Family Foundation (Oct. 2018).

% eHealth, Half~-Time Report - The ACA Open Enrollment Period for 2019 Coverage (Nov. 2018).

1% Sabrina Corlette et al., The Marke Short-Term Health Plans:,

Regulatory Responses (Jan. 2019).
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after they are sick. This confusion led a number of state insurance departments to issue alerts or warnings to
inform consumers about the limitations of short-term policies and deceptive marketing practices.”

State Regulation of STLDI. States have the authority to regulate STLDI, but fewer than half have adopted
stricter limits than the federal government.’ Some states and the NAIC had asked for a delay in the effective
date of the new rule to 2020 to provide states with time to review their rules and seek changes to protect
consumers and state markets. The Trump administration ignored this request, and the new rule went into
effect on October 2, 2018 (less than one month before the 2019 open enrollment period began). This prevented
many states from being able to consider new regulation of STLDI before the 2019 open enrollment period.
Further, many state insurance departments lack the authority or capacity to prevent deceptive STLDI marketing
before it occurs.” State regulators may be further limited in their ability to regulate STLDI because many of
these products are being marketed through out-of-state associations that are exempt from state regulation.*

New Guidance on Section 1332 Waivers

The Trurnp administration did not stop at the STLDI rule, In new guidance issued in October 2018, the
Departments of Health and Human Services and Treasury signaled a willingness to allow states to potentially
subsidize the purchase of STLDI, and other non-ACA-compliant plans, using federal funds under a Section 1332
waiver.” The new guidance also outlined the Departments’ interpretation of Section 1332's “guardrails.”

Section 1332 of the ACA allows states, with approval from the federal government, to waive certain provisions
of the ACA in the interest of pursuing alternative coverage approaches that are consistent with the goals of the
ACA.* To help fund these efforts, the federal government can “pass through” to a state the funds that it would
have otherwise spent on premium tax credits, cost-sharing reductions, and small employer tax credits for
residents,

77 See Rachel Schwab & Maanasa Kona, Insurance Departm nsumer Aler! ri-Term Plans Come Up Short,
CHIR Blog {Dec. 17, 2018),

*® Justin Giovannelli et al,, What is Your State Doing to Affect Access to Adequate Health Insurance?, The Commonweaith Fund
(Feb. 2019).

@ Corlette et al., supranote 17.

» Emily Curran et al., Short-Term Heal d Through Qut-of-Skate Associations Threaten Consumer Protections, The
Commonwealth ¥und {Jan. z019}.

# Departments of the Treasury and Health and Human Services, Sfate Relief and Empowerment Waivers, 83 Fed. Reg. 53575
{Oct. 24, 2018). Federal officials also hinted at this possibility in the final rule on STLDI, See 83 Fed. Reg, at 38218.

32 Section 1332 does not allow states to waive all or any provisions of the ACA. States are limited to waiving provisions in Parts
Tand II of subtitle D of Title I of the ACA (the rules regarding the regulation of qualified health plans); Section 1402 of the ACA {cost-
sharing reductions}); and Sections 36B, 498¢H, and 50004 of the Internal Revenue Code {premium tax credits and the individual and
employer mandates). Section 1332 does not allow a state to waive key market-wide provisions, such as the ACA’s ban on preexisting,
condition exclusions or underwriting based on health status.
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Even where ACA provisions can be waived, a state must meet certain procedural and substantive “guardrails” to
be granted a waiver.” Federal officials can approve a Section 1332 waiver only if a state’s waiver proposal wilk:

1. Provide coverage that is at least as comprehensive as the coverage offered through the marketplaces;

2. Provide coverage and cost sharing protections against excessive out-of-pocket spending that are at least
as affordable as the ACA would provide;

3. Provide coverage to at least a comparable number of its residents as the ACA would provide; and

4. Not increase the federal deficit.

In the 2018 guidance, the Departments shifted away from the Obama-era approach in which the guardrails
were considered collectively in assessing a waiver proposal (i.e,, coverage under a state waiver must meet all
four guardrails: comprehensiveness, affordability, number of people covered, and deficit neutrality). Instead,
the Departments will essentially consider the guardrails separately. This means the Departments may approve
waivers even if only some coverage under the waiver is as comprehensive, as affordable, and as available as
coverage provided under the ACA. In a further shift, waivers will be evaluated based on whether residents
have access to comprehensive and affordable coverage (even if they do not enroll in this coverage), and the
Departments will assess a waiver’s aggregate effects instead of the effect on vulnerable individuals (such as

those who are elderly, low-income, or with serious health issues).*

The new guidance encourages states to consider waivers for less comprehensive coverage that likely would not
meet the needs of those with pre-existing conditions.” In particular, the 2018 guidance encourages states to

propose waivers that could:

*  Define “coverage” to include plans that do not comply with the ACA, including STLDI and association
health plans, that exclude coverage for pre-existing conditions and other key benefits;

® Increase the number of people witb less comprehensive coverage relative to the ACA;

= Increase the number of consumers exposed to higher out-of-pocket costs relative to the ACA; or

= Impose coverage losses or higher out-of-pocket costs on vulnerable populations, such as older adults or

low-income people.

It will be challenging to reconcile approval of these types of waivers with the text of Section 1332 or the ACA as
a whole, and approval of a waiver that fails to meet the statutory guardrails is likely to face a legal challenge.*®

23 Section 1332 requires states to have a law in place to authorize a waiver application and outlines certain procedurat
requirements that must be followed, such as opportunities for public comment. The 2018 guidance would no longer require states to
adopt new legislation to authorize a Section 1332 waiver application. instead, states may be able to rely on existing legislative and
executive authority to authorize a waiver application. This may make it easier for at least some states to pursue Section 1332 waivers,

# States must still explain how their waiver will impact those with Jow incomes and high health care costs but these
populations are no longer a focal point of the waiver approval analysis.

25 See Jennifer Tolbert & Karen Pollitz, New Rules for Section 1332 Waivers: Changes and Implications, Kaiser Family
Foundation (Dec, 2018).

8 See Joel McElvain, “T mini: ion’s R idance Innovation Waivers under the Affordable Care Act Likely
Viglates the Act’s Statutory Guardrails,” Take Care Blog {Dec. 7, 2018); Christen Linke Young, “The Trump Administration Side-Stepped
Rulemaking Processes on the ACA’s State Innovation Waiverg—. I i Their New Section 1332 Guidance Invalid,” Brookings

{(Nov. 28, 2018); Katie Keith, “Feds Dramatically Relax Section 1332 Waiver Guardrails,” Health Affairs Bleg {Oct. 23, 2018).
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This is in part because the new guidance sets up the potential for an end-run around Section 1332 itself. Section
1332 cannot be used to waive every ACA provision. Yet, the new guidance opens up the possibility for states to
waive non-waivable provisions by allowing (and potentially directing federal pass-through funding for)
coverage options that do not cover pre-existing conditions and allow health status underwriting and gender

rating.

The 2018 guidance went into effect immediately, meaning these criteria will be used by federal officials from
now on in analyzing future waiver applications from states. Since then, the Trump administration has
continued to encourage the use of Section 1332 waivers by releasing four new “waiver concepts” for states to
consider.?” These waiver concepts include components of bills to repeal the ACA that were considered in
Congress in 2017, such as flat tax credits that would result in higher premiums for older and lower-income
Americans. To my knowledge, no state has yet submitted a new waiver application under the 2018 guidance.

Cuts to ACA Marketing and Outreach

Beyond expanding access to STLDI and other non-ACA-comphant plans, the Trump administration has made
dramatic cuts to funding for ACA marketing and outreach since 2017. Almost immediately, the Trump
administration moved to cut outreach and advertising funding for the final week of the 2017 open enrollment
period; this contributed to an estimated 500,000 fewer enrollees that week. 2

In August 2017, CMS reduced its ACA advertising budget by 90% from $100 million for 2017 to about $10
mitlion for 2018.2 This cut in advertising coincided with a reduction in the length of the 2018 open enrollment
period, which was cut from 9o days to 45 days. CMS invested a similar $10 million in advertising for the 2019
open enrollment period and has reduced funding for the navigator program—which provides unbiased, in-

person outreach and enrollment assistance to consumers—by 84% since January 2017.3°

In justifying these cuts, the Trump administration asserted that the Obama administration spent too much on
advertising and that robust outreach efforts are less needed because the pubtic is more aware of options for
private coverage. While this may be true relative to the initial open enroliment period that began in 2013,

awareness of the timing of open enrollment itself remains low, particularly among the uninsured.

In October 2017, about 81% of uninsured adults were unaware of the deadline to enroll.* A separate
survey found that 40% of uninsured adults were still unaware of the marketplaces in 2017.3* A November 2018

27 See Chris Fleming & Katie Keith, “CMS Rel New 1332 Waiver Concepts: A Summary,” Health Affairs Blog (Nov. 29,
2018); Katie Keith & Chris Fleming, “CMS Rel New 1332 Waiver Concepts: Implications,” Health Affairs Blog {Nov. 29, 2018). These
waiver concepts are account-based subsidies, state-specific premium assistance, adjusted plan options, and risk stabilization strategies.

28 Joshua Peck, “Trump Blocked Nearly 500,000 People from Getting Coverage,” Medium (Feb. 2, 2017).

* Timothy Jost, ACA Advertising by go% i I 0 Enrs utreach,” Health Affairs Blog {Aug. 31,
2017).

% Karen Pollitz et al,, ote: F ctions il i atttelt ral Mark , Kaiser Family
Foundation (Sep. 2018).

* Ashley Kirzinger et al., Kai ] 3 fenc Non-Gr ol
Kaiser Family Foundation (QOct. 18, 2017}

Page70f 8



23

ol further confirmed that 6:% of adults who are uninsured or purchase their own coverage were unaware of
the December 15 enroliment deadline; another 8% offered the wrong date.?® Only about 31% reported hearing
or seeing information or ads about how to enroll in health insurance under the ACA.

Marketing and outreach is critical to helping ensure a balanced ACA risk pool and keeping premiums stable.
While enrollment in the 39 states that use HealthCare.gov is down slightly, enrollment of new consumers is
down by about 50% since 2016,% This is a troubling trend because new enrollees tend to be younger and
healthier. Younger and healthier consumers are also more likely to benefit from marketing and outreach with
reminders of the deadline and the availability of subsidies. In recent testimony before the House Appropriations
Subcommittee on Labor, Health and Human Services, Education, and Related Agencies, the former chief
marketing officer for HealthCare.gov estimated that there have been at least 2.3 million fewer new enrollments
due solely to cuts to outreach and advertising.

Conclusion

In conclusion, the ACA’s historic coverage gains and protections, especially for those with pre-existing medical
conditions, are increasingly at risk, The Trump administration’s new rule to expand access to STLDI poses a
significant risk to the individuals who enroll but are left without coverage for services they need when they
become sick. The rule also undermines the ACA’s single risk pool requirement and has had the demonstrated
effect of increasing premiums for ACA plans that miflions of people with pre-existing conditions rely on. In new
guidance on Section 1332, the Trump administration has encouraged states to consider waivers for less
comprehensive coverage that will not meet the needs of those with pre-existing conditions. And cuts to outreach
and marketing are leaving consumers, especially younger and healthier consumers, behind when it comes to

enrolling in ACA coverage,

32 Sara R. Colling et al.,
Commonwealth Fund (Sep. 2017).

3 Ashley Kirzinger et al., KEF Health Tracking Poll—November 2018: Priorities for New Congress and the Future of the ACA
and Medicaid Expansion, Kaiser Family Foundation {Nov. 28, 2018).

¥ Joshua Peck, “Week 7: Demand for Quality, Corprehensive Health Coverage Once Again Qvercomes Trump

Administration,” Medium (Dec. 19, 2018).
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Ms. EsHO0. Thank you, Professor Keith.

I now would like to recognize Ms. Jessica Altman, again, the
commissioner from Pennsylvania Insurance Department. You
have—you are recognized to present your testimony to us.

STATEMENT OF JESSICA K. ALTMAN

Ms. ALT™MAN. Thank you, and good morning, Chairwoman Eshoo,
Ranking Member Burgess, and members of the Health Sub-
committee.

As mentioned, my name is Jessica Altman, and I am privileged
to serve as insurance commissioner for the Commonwealth of Penn-
sylvania.

I want to thank you for convening today’s important discussion
regarding short-term plans and for the opportunity to voice con-
cerns about the potential harms for consumers and for the health
insurance market, more broadly.

As the name says, short-term plans were created to fill brief gaps
in coverage. The plans generally have lower premiums but signifi-
cant coverage limitations, as the protections of the Affordable Care
Act, which I will call ACA, do not apply.

By recently extending the duration and renewability of short-
term plans, the Federal administration is seeking to make short-
term plans look and act like a viable alternative to comprehensive
KSJXT medical insurance without extending the protections of the

Today, I will highlight my four primary concerns illustrated by
actual consumer complaints and conclude by sharing with you a lit-
tle bit about my department’s approach to short-term plans. Please
reference my testimony for a more thorough perspective.

The first primary concern with the plans that I raise today is one
Katie covered well. They have very limited benefits and consumer
protections. Short-term plans do not have to cover essential health
benefits, and in Philadelphia the same study Katie mentioned
found that less than 60 percent covered mental health, only one-
third in the midst of the opioid crisis that is hitting Pennsylvania
very hard covered substance use disorder treatment or prescription
drugs, and none covered maternity care.

Short-term plans can impose lifetime and annual limits on cov-
erage, do not include appeal rights, and are not subject to a med-
ical loss ratio requirement that sets a floor for the percent of pre-
mium spent on actual medical care.

Instead, for the two short-term insurers with 80 percent market
share, less than 50 cents of every dollar collected in premiums was
spent on actual medical care.

Recently, my department worked with a woman who fainted at
work and hit her head—something that could happen to any of
us—and it resulted in emergency transport to the hospital.

The short-term plan paid $200 for the ambulance, leaving the pa-
tient with $1,250. At the ER, the plan provided $250 while the bill
was over $2,400. Then she was admitted to the ICU, where the
benefit was, again, $1,250 for a bill that was $9,300.

Finally, the plan paid another $1,250 for an outpatient test while
the bill was $4,900. After considering cost sharing, the plan covered
just over $1,300, the consumer $16,000.
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My second concern is the lack of consumer disclosure regarding
benefits and benefit exclusions. The plans are sold without a con-
sumer’s access to provider directories, formularies, sample coverage
documents, summaries of benefits and coverage, and a uniform
glossary, all of which are required to be provided with Affordable
Care Act plans.

The lack of consumer disclosure is so troubling in the short-term
market that we are creating our own consumer awareness cam-
paign to try to cut through the noise of robocalls, well-placed online
advertising, misleading website URLs, and a lot of fine print that
are currently bombarding consumers across the country to pur-
chase these plans.

A recent study found that consumers shopping online for health
insurance, including those using search terms like “Obamacare” or
“Enroll ACA,” will most often be directed to websites and brokers
selling short-term plans or other non-ACA-compliant coverage, and
this is, of course, exacerbated by the lack of comprehensive ACA in-
formation, outreach, and enrollment.

The third issue is claims practices. I am most concerned by the
use of a practice called postclaims underwriting, which often re-
sults in recision or denial of coverage.

As short-term plans often exclude coverage for preexisting condi-
tions, policy holders who get sick may be investigated by the in-
surer to determine whether a recently diagnosed condition could be
considered preexisting and therefore excluded.

We are currently working with a consumer who purchased a
short-term plan and was diagnosed with heart failure. After he
filed a claim for services, he was denied coverage based on the pre-
existing condition. But he had never been diagnosed, never sought,
and never received care for his heart.

But instead, the insurer indicated that the claim manifested in
such a way that an ordinary, prudent individual would have sought
medical treatment and advice in the year prior to purchasing the
plan.

Through the course of working to resolve consumer complaints,
the claims practices of short-term plans have repeatedly dem-
onstrated an inclination to deny coverage rather than provide it.

Lastly—and I see my time ticking down so I will be quick—en-
couraging the proliferation of short-term plans has the potential to
destabilize and drive up costs for the ACA market, especially for
those with preexisting conditions, by segmenting healthier people
out of the market.

The Federal Government does also continue to push for the pro-
liferation of short-term plans through regulatory actions such as
the 1332 guidance, and a waiver like that under the new guidance
would not be one that Pennsylvania would pursue.

Thank you. I will shorten my remarks and welcome any of your
questions.

[The prepared statement of Ms. Altman follows:]
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Good morning Chairwoman Eshoo, Ranking Member Burgess, and members of the Health
Subcommittee of the House Energy and Commerce Committee. My name is Jessica Altman and | serve
as the Insurance Commissioner for the Commonwealth of Pennsylvania. Thank you for convening
today’s important discussion regarding short-term limited duration insurance, and for the opportunity
to voice concerns about the potential harms it may cause for consumers and the heaith insurance
market more broadly. Pennsylvania supports ali three pieces of legisiation under discussion today,
largely due to extensive concerns about the proliferation of short-term limited duration insurance
outlined in my testimony.

As the primary regulator of health insurance in Pennsylvania’s market, the Pennsylvania Insurance
Department works to ensure consumers are protected and that insurers can compete in a stable,
predictable market, Short-term limited duration insurance presents a challenge to both of these goals
though, as our authority under state law regarding these plans is fimited.

As its name plainly indicates, short-term limited duration insurance, or STLD!, was created to provide
temporary health coverage to individuals who have an unexpected gap in coverage or need health
insurance coverage for a brief period. The plans generally have lower premiums but significant coverage
limitations, as the protections of the Affordable Care Act, or ACA, do not extend to STLDI.

By recently extending the duration and renewability of STLD}, the federal Administration is seeking to
make short-term plans look and act like a viable alternative to purchasing comprehensive, major medical
insurance without extending the protections of the ACA to STLD!. This is being reinforced by the rhetoric
that these are “true alternatives” to comprehensive health insurance coverage. We reject the notion
that STLD! is an affordable alternative to comprehensive insurance that includes the benefits and
protections of the ACA. Consumers may experience an upfront savings in premiums, but the
affordability of STLD) plans will likely prove to be illusory: those who need health care will run up against
exclusions and limitations on coverage that, while making the purchase price more affordable, will do so
only as a trade-off for benefit coverage and provider access.

Some advance the proposition that pushing STLD! into the individual marketplace will help to address
affordability issues, especially for those individuals who do not receive subsidies to help pay for
coverage. While we agree that we should be pursuing solutions to address affordability, we do not
believe that STLD! is a plausible solution. Rather, STLD!} has the potential to drive up costs, especially for
individuals with pre-existing conditions. Of note, in Pennsylvania, over a quarter of the population is
estimated to have a pre-existing condition. For these individuals, STLDI would not prove to be a
meaningful option for coverage because of pre-existing condition exclusions, while coverage in the ACA
individual market would guarantee that their pre-existing conditions are covered according to the
benefits of their selected plan.

At the same time, the scenario in which healthier individuals pursue STLDI while those with pre-existing
conditions remain on ACA coverage will result in higher premiums for that coverage and resulting
instability in the ACA market. We recommend a different approach: focus on actual solutions to

? Department Comments on Proposed Rule, CMS-9924-P {April 20, 2018), https://www regulations.gov/document?D=CMSs-
2018-0015-8446
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address affordability for consumers -~ not the perpetuation of substandard products that only cost less
because they cover less.

in Pennsylvania, our efforts in these areas are working. Our final 2019 approved rates for the individual
ACA market resulted in an aggregate statewide decrease of 2.3 percent. All insurers offering individual
plans in 2018 continue to do so, and a new insurer entered our state. Governor Wolf's aggressive
support for the ACA and expanded Medicaid has pushed our uninsured rate to an all-time fow of 5.5
percent.

Benefit Limitations

Short-term policies generally cover some major-medical benefits, though limits often apply as the
protections of the ACA do not extend to STLDI. For example, the plans are often medicaily
underwritten: therefore, applicants with health conditions can be turned down or charged higher
premiums, without limit, based on health status, gender, age, and other factors.

STLD! plans do not have to cover essential heaith benefits. Consequently, typicai short-term policies do
not cover maternity care, prescription drugs, mental health care, preventive care, and other important
benefits such as substance use disorder services, which is exactly the opposite of what we shouid do as
we battle the opioid crisis. STLD! plans may limit coverage in other ways. According to an April 2018
study performed by the Kaiser Family Foundation, of the STLDI plans soid in Philadelphia, only 57% of
the plans included mental health benefits, 33% of the plans covered substance use disorder treatment,
33% of the plans covered prescription drugs and none of the plans covered maternity.?

The plans can also impose lifetime and annual limits. For example, many policies cap covered benefits
at $2 million or less. The plans are also not subject to cost sharing limits, and some short-term policies
may require cost sharing in excess of $20,000 per person per plan period, compared to the ACA-required
annual cap on cost sharing of $7,350 in 2018.

Appeal rights established by the ACA do not extend to STLDI, which means that the internaj and external
appeal opportunities presented to consumers enrotled in ACA compliant coverage do not extend to
enrollees of STLDI plans. Consequently, following a denial of benefits, consumers enroiled in STLDI plans
may find themselves without opportunity to challenge their benefit denial,

Finally, STLD! plans are not subject to other ACA market requirements, such as minimum medical loss
ratios. For exampie, while ACA-compliant non-group policies are required to pay out at least 80% of
premium revenue for claims and related expenses, the average loss ratio for individual market short-
term medical policies in 2016 was 67%; while for the top two insurers, who together sold 80% of all
short-term policies in this market, the average loss ratio was 50%.> This means that for enroilees in
those plans, less than .50 of every premium dollar went to pay claims.

Recently, my Department worked with an STLDi plan enrotiee who fainted at work and hit her head,
which resulted in an emergency transport to a local hospital’s intensive care unit. The STLD{ plan paid

? Kaiser Family Foundation analysis of short-term hea!th insurance plans on eHeaIth and Aglle Hea|th !nsurance websites, April
2018, avaitabie at: https://www kff.org/h

msurancet

¥ National Association of insurance Commissioners, Accident and Health Policy Experience Report for 2016, available

at http://www.naic.org/prod_serv/AHP-LR-17 pdf.
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$200 for the ambulance services, leaving the patient responsible for $1250 for the ride. At the
emergency room, the plan provided a maximum payable benefit of $250, while the bill for the
emergency care was over $2,400. Then, she was admitted to the inpatient intensive care unit, where
the STLDI plan’s maximum benefit was $1,250, while the bill was $9,300. Finally, the maximum payable
benefit for the outpatient test was $1,250, while the bill for the outpatient procedure was $4,900. After
considering cost-sharing, to include the payable benefits being applied to the consumer’s deductibie and
coinsurance, the STLD! plan covered just over $1,300 and the consumer was stuck with a bill of over
$16,000.

Consumer Disclosure

Our Department works tirelessly to inform consumers about their insurance coverage options to enable
them to make the best decision for their specific circumstances. We believe that consumers should be
armed with an in-depth understanding of how their insurance coverage will protect them in times of
need prior to purchasing coverage, as the time when using insurance coverage is not the time to learn of
its limitations. While the federal government required STLDi to inciude a brief notice which encourages
consumers to check their policies carefully, the notice requirement has limited effect when not coupled
with access to provider directories, formularies, sample coverage documents, summaries of benefits and
coverage, and a uniform glossary — all of which are required by the ACA for comprehensive insurance,
but none of which are required of STLDI.

Given the lack of access to such fundamental documents that explain the benefits of the underlying
insurance plan, we have found that many consumers purchase STLD! without a full understanding of the
product’s imitations. We have received numerous complaints from consumers whose STLD! plans failed
to provide coverage for services that were excluded based on the fine print of those policies. in fact, in
the past two years, our Department has suspended the licenses of eight producers who misrepresented
the coverage available to consumers who purchased STLDI. But, even in cases where there is no
misrepresentation to consumers, it is difficult to understand the extent of the benefit limitations
included in these plans until a consumer needs health care and tries to use them. We will continue to
respond to consumer complaints about their lack of understanding of benefit limitations and take action
when we learn of misleading information or misrepresentation.

The lack of consumer disclosure is so troubling in the STLDi market that we have undertaken the
creation of a consumer awareness campaign to teach consumers the right questions to ask when
contemplating purchasing STLDI coverage. in addition to easy-to-read brochures, we have more
recently embarked upon the creation of a video campaign that will capture testimonials of individuals
who have purchased STLDI and found the benefits to be illusory. By deploying such a strategy, we hope
to arm consumers with the right questions to ask before purchasing a plan they later regret.

Reaching consumers and ensuring truly accurate representation in the marketplace remains an uphill
battle. Between robo-catlls, well-placed advertising, misleading website URLs, and a lot of fine print,
consumers are being bombarded with solicitations to purchase these plans and are deprived of robust
information to inform their purchasing decisions. A recent Georgetown University study found that
consumers shopping online for health insurance, including those using search terms such as
“Obamacare plans” or “ACA enroll,” will most often be directed to websites and brokers selling STLD! or
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other non-ACA compliant products.* Unfortunately, this distraction campaign comes at a time when the
federal government reduced funding for marketing and advertising in the federally-facilitated
marketplace {FFM) by 90% and reduced funding for the navigator program by 84%. Marketing, outreach
and navigator funding are some of the core functions of operating the FFM, and the federai government
is falling short of meeting those expectations. In Pennsylvania, we have stepped up by funding and
operationalizing our own open enroliment outreach campaign to make sure accurate information is
reaching consumers, but not every federal marketpiace state has the ability to do this and our state
resources are more limited than the federal government’s. The federal government should not only
increase its efforts to inform consumers, it should focus on explaining the benefits of comprehensive
coverage through the ACA, and alert consumers to the shortcomings of substandard coverage.

Monitoring and appropriately addressing all of these activities in the marketplace is and wili continue to
be challenging for even the most vigilant state, but even more so for states reliant on the FFM. | have
committed my Department to doing ail that it can to make sure that STLD! are accurately and
appropriately represented to Pennsylvanians but remain concerned by the volume of untoward
practices in the market.

Post-claims underwriting and claims practices

One of the most concerning aspects of STLDI plans is the use of a practice called post-ciaims
underwriting, which often results in a rescission of coverage. As STLDI plans often exclude coverage for
pre-existing conditions, policyholders who get sick may be investigated by the insurer to determine
whether the recently-diagnosed condition could be considered pre-existing and so excluded from
coverage.

We are currently working with a consumer who purchased an STLDI pian that did not include coverage
for pre-existing conditions. During the term of the consumer’s plan, he was diagnosed with heart
failure. After he filed a claim for medical services, he was denied coverage based on the pre-existing
condition exclusion. Even though the consumer had never sought or received care for his condition
previously, the insurer indicated that the ciaim manifested in such a way that an ordinary prudent
individual would have sought medical advice and treatment in the twelve months prior to purchasing
the STLDI pian for that condition.

Through the course of working to resolve STLDI consumer compiaints, the claims practices of STLD
insurers have repeatedly demonstrated an inclination towards a denial of coverage rather than enabling
policyholders to avail themselves of the benefits they pay for and deserve. In another example, we are
currently working with a consumer who purchased STLD! for five consecutive terms and was
hospitalized for a virus. The STLD insurer demanded three years of medical records to determine if the
hospital admission in any way related to a pre-existing condition, significantly delaying payment of the
consumer’s claims. Claims payments totaling over $42,000 were finally made on the consumer’s behalf
only after the involvement of our Department. The Department is troubled by the substandard benefits
of STLDI plans, which is only exacerbated when we fearn how difficuit the insurers currently in the
market often make it for consumers to access what little benefits are inciuded in these pians.

4 Corlette S, Lucia K, Palanker D, and Hoppe O, The Marketing of Short-Term Health Plans, January 31, 2019, available at:
https://www.rwif.org/en/library/research/2019/01/the-marketing-of-short-term-health-plans.htmi .
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Ramifications for the health insurance market

Encouraging the proliferation of STLDI has the potential to destabilize our individual market in the
immediate and leave individuals without meaningful coverage options in the long term. If the healthiest
individuals are lured into purchasing STLD! because of lower premium costs and the unhealthiest
individuals are exciuded from making that choice due to their pre-existing conditions, the ACA-
compliant coverage risk pool becomes an ad hoc high-risk pool. This means premium costs will rise, with
some projections indicating that rates in Pennsylvania will require a 19 percent increase.® Whife many
people that purchase coverage on their own are eligible for financial assistance through the ACA, about
one in five are not. It is that population, and particularly the segment of that population with pre-
existing conditions, that expanding access to STLDI purports to help, but that in fact may be most
harmed by the resulting market segmentation and higher prices.

Equally concerning is the federal Administration’s pairing of STLD! with financing mechanisms such as
Health Reimbursement Accounts, or HRAs. Recently, the Departments of Health and Human Services,
Labor and Treasury issued a proposed rule which, among other things, would create new “excepted
benefit HRA” options that employees could use to pay premiums for STLDL? if the federal
Administration continues its broader push to portray STLDI insurance as meaningful health insurance
coverage, the potential destabilizing effects ripple beyond the individual market into the group markets
as well.

Further, the federa} government continues their push for the proliferation of STLDI in the section 1332
waiver guidance recently released by the federal government, which effectively recognizes STLD! as
“coverage” for the purpose of evaluating whether a state’s approach meets the guardrails of a waiver.
The ACA created the section 1332 waiver concept to provide states the fiexibility to innovate and to
make changes to their health care system that reflect the unigue needs and policy goals of an individual
state. | am a firm believer that states know our markets best, that states will be and should be the
incubators of new ideas in heaith policy, and that states should be given the opportunity to allocate
resources in the way that best meets the needs of the people we represent. However, the ACA also
contains a set of guardrails that are intended to ensure these innovations and changes reflect the goals
many of us share and do not undermine the core principles of the ACA. These guardrails are to ensure
coverage under the 1332 Waiver when compared to the coverage available through the ACA otherwise
is at least as comprehensive in terms of benefits, covers at least as many people, is at least as
affordable, and does not increase the federal deficit. The recent guidance diverges from these
protections by allowing states to further increase access to STLD! or other non-ACA compliant insurance
products and potentially even offer subsidies for the purchase of those types of products. Given our
substantial concerns with STLD!, i do not believe such a waiver would be of benefit for Pennsylvania nor
do | believe it is aligned with the intentions of the ACA’s 1332 waivers.

5 Linda J. Blumberg, Matthew Buettgens, & Robin Wang. Potential Impact of Policies on Coverage, Premiums, Federal
Spending, The Urban institute (updated, Mar. 2018}

https://www. urban.org/sites/default/files/publication/96781/2001727 updated finalized.pdf }.

§ Health Reimbursement Arrangements and Other Account-Based Group Health Plans,
https://www.govinfo.gov/content/pka/FR-2018-10-29/pd/2018-23183.pdf .
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The Pennsylvania Insurance Department’s approach to STLDI

Pennsylvania state law does not currently contain restrictions on STLD!, so our Department is taking a
two-fold approach to reviewing and monitoring STLD!. First, as the federal rule change required all
STLDI to amend their policy form language, we are reviewing each STLD} plan that has been re-filed or
newly filed with an eye toward clear consumer disclosures and proper explanation of the benefits
covered by the plan, and possibly more importantly, the benefit limitations. We published filing
guidance to explicitly outline for insurers our expectations of documents for review, including the
schedute of benefits, marketing materials, and a summary of benefits and coverage. We recognize that
STLD! is a necessary corollary to the ACA’s open enroliment periods, as consumers who are not eligible
for a special enroliment period but who, for various reasons — extenuating health or family
circumstances or lack of awareness ~ did not enroli in comprehensive health insurance in the open
enroliment season, may need some interim coverage. We view STLD! as a bridge to getting a consumer
to the next ACA open entroliment season or their next source of coverage {such as employer-based
coverage), and at least providing minimal protection when compared to living without health insurance
through that short time period. Therefore, we created an expedited review path for policy filings that
remained three months or less in duration and non-renewable, with the new required disciosure being
the only change to the policy, to at least facilitate the presence of STLDI as an option in our marketplace
until coverage through the ACA could be secured. For STLDI plans availing themselves of the longer
duration permitted by the federal rule change and informed by the tragic complaints we are seeing ali
too often, we are reviewing the plans with an acute awareness of the confusion consumers may face
when purchasing such a plan that is longer term, but yet does not include the comprehensive
protections of the ACA.

Second, our Department is probing how STLDY is currently sofd in our marketplace to make sure
consumers are fully informed prior to their purchase of STLDI, while also monitoring the market for the
sale of unapproved plans, We are monitoring the practices of producers who sell STLDI to ensure clear,
understandable information is presented to consumers prior to commencement of the sale, especially in
light of the fact that producer commissions for STLD are typically higher than commissions for ACA
plans, providing an incentive to those producers to sell STLD! plans. Additionally, we are using the
strategic resources of our market conduct area to monitor the companies selling STLD{ in our
Commonwealth, as we have repeatedly learned of STLDI being sold within Pennsylvania that has not
been approved by our Department. Where warranted, we have immediately acted to halt these sales.

In addition to using our authority to review STLD! before the sale of the products and take enforcement
action when the products are out of compliance, as well as our consumer protection efforts, we also
look forward to working with the Pennsylvania legistature to codify and strengthen protections for
consumers with regard to STLDI. In addition to duration and renewability restrictions to alleviate
confusion with major medical products, we would like to codify additional required consumer
disclosures and a prohibition on post-claims underwriting.

Conclusion

To summarize, instead of providing more options at lower cost, STLDI actually increases premiums for
consumers who have health care needs, while risking the deterioration of meaningful coverage options
for people when they need it potentially leaving them to bear exorbitant medical bills. Consumers are
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being harmed as they face confusing products and less transparency. Unfortunately, we fully expect an
increase in consumer complaints on STLDI as consumers attempt to access benefits under their plan
throughout this year, only to find that they’ve been misled to purchase a plan that has illusory benefits
or that they are denied coverage because of the gimmicky exclusions of the plan. Simultaneously, the
proliferation of STLDI risks generating harmful consequences for the comprehensive individual market,
as insurers will have to account for potential adverse selection when calculating their individual market
rates for truly comprehensive coverage.

To protect against the potential harms of STLDI, we recommend returning to previous guidance that
facilitated a clearer delineation between STLDI and comprehensive major medical insurance.” That
guidance coordinated well with the construct of the ACA. By limiting the duration of STLD! and also
preventing the renewability of these policies, the distinctions between STLD! and comprehensive heaith
insurance will be more evident to the consumer. In addition, the individual market will be more stable,
making more affordable and comprehensive coverage avaitable to consumers. Thank you for the time
to speak with you today and the opportunity to highlight our concerns with STLDI. |look forward to
working with you to protect consumers and welcome any questions you may have.

7 Excepted Benefits; Lifetime and Annual Limits; and Short-Term, Limited-Duration Insurance, 81 Fed, Reg. 75316 (October 31,

2016), https://www govinfo.gov/content/pke/ FR-2016-10-31/pdf/2016-26162.pdf .
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Ms. EsHOO. Thank you very much.

It is my understanding that Ms. Altman was an intern with Mr.
Waxman of the Energy and Commerce Committee. So congratula-
tions on your climb.

Ms. ALTMAN. Thank you.

Ms. EsHOO. And your great foundational learning here at our
committee and, of course, thank you for your testimony.

Now I would like to recognize Ms. Grace-Marie Turner. You are
recognized for 5 minutes, and welcome, and we look forward to
hearing your testimony.

STATEMENT OF GRACE-MARIE TURNER

Ms. TURNER. Thank you, Chairwoman Eshoo. Thank you, Rank-
ing Minority Member Burgess, and members of the committee for
inviting me to testify today.

I am with the Galen Institute, a nonprofit organization focusing
on ways to ensure access to affordable health coverage for all
Americans. Enrollment in the individual health insurance market
is falling. In 2018, 3 million fewer people had individual coverage
than in 2015. The primary concern is the cost of coverage.

The administration’s new 1332 guidance is designed to allow
States to repurpose some ACA money and improve their markets
to help those shut out because of high costs. Eight States have so
far created programs to separately subsidize patients with the
highest healthcare costs, lowering premiums and leading to in-
creased enrollment.

In addition to Alaska and Oregon, Maryland is seeing huge price
drops of 43 percent net this year. Putting the sickest pool of people
in the same pool with others, as the ACA does, means premiums
are higher, often much higher for those without subsidies.

Virginia State Senator Bryce Reeves told us of an email he re-
ceived from a constituent in Fredericksburg who makes a good liv-
ing and tried to provide for his family but said his insurance pre-
miums now cost $4,000 a month. “That is more than my mortgage,”
he told Senator Reeves, asking what he’s supposed to do.

Cost relief is essential. The Trump administration last year did
finalize rules to expand access to temporary bridge policies, short-
term limited duration plans. These policies help people with gaps
in employment, early retirees waiting to qualify for Medicare,
young people and the gig economy, people returning to school, and
entrepreneurs starting new businesses.

These short-term plans typically cost less than half of the cost of
ACA plans. Under the Obama administration’s previous rule, peo-
ple would lose their short-term plans after just 3 months even if
they acquired a medical condition within that period.

By extending the contract period to a year, people can be pro-
tected and have coverage until the next ACA open enrollment pe-
riod. While consumers do need to be informed about these plans,
for many they may mean the difference between having the secu-
rity of coverage for a major medical event and being uninsured.

The Council of Economic Advisors issued a report just last week
estimating that these policies produce an economic benefit of $80
billion over the next 10 years.
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I would like to turn to preexisting conditions. There is a strong
bipartisan support for these protections, as Mr. Walden and Dr.
Burgess both have ensured. The ACA assures that people cannot
be turned down or have their policies canceled because of their
health status, and these protections remain in place.

People with chronic conditions are vulnerable and do need pro-
tection. But a woman with a serious health problem provided us
with a testimonial about why more changes are needed.

Janet reports that in 1999 she was diagnosed with hepatitis C.
She lives in Colorado and applied for coverage in the State’s high-
risk pool and was accepted. Her premiums in 2010 were $275 a
month. Then her liver failed. She needed a transplant. The
$600,000 bill was covered 100 percent with $2,500 out of pocket.

Colorado’s high-risk pool, however, was closed when the ACA
took effect. So she moved into the marketplace. Her premiums rose
to $450, and by 2018 they were $1,100 a month with a deductible
of $6,300.

She said those of us who are self-employed but make more than
the threshold of tax credits wind up footing the whole bill our-
selves.

Finally, regarding navigators—legislation proposed by Represent-
ative Blunt Rochester would provide $100 million a year for the
navigator program. But CMS found that, in 2016, 78 percent of
navigators failed to achieve their enrollment goals, and navigators
enrolled fewer than 1 percent of enrollees while spending $62 mil-
lion that year.

CMS now funds navigators based upon their ability to meet their
enrollment goals during the previous year and relies more on bro-
kers and insurance agents, who enrolled 42 percent of enrollees.

California spent heavily on marketing last fall to increase enroll-
ment in its State exchange, yet it experienced a 24 percent drop
in new enrollees. Marketing doesn’t work when the main reason
that people don’t sign up for coverage is because of cost.

I would welcome the opportunity to work with you in developing
new ways to help lower the cost of health coverage while maintain-
ing quality and consumer protections, including preexisting condi-
tion protections.

Thank you, Madam Chairman.

[The prepared statement of Ms. Turner follows:]
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Strengthening Our Health Care System:
Legislation to Reverse ACA Sabotage and
Ensure Pre-Existing Conditions Protections!

Hearing before the Committee on Energy and Commerce,
Chairwoman Anna G. Eshoo

Testimony by Grace-Marie Turner, President, Galen Institute
February 13, 2019

Chairwoman Eshoo, Ranking Member Burgess, and members of the committee, thank
you for the opportunity to testify today on ways to strengthen our health care system.

My name is Grace-Marie Turner, and I am president of the Galen Institute, a non-profit
research organization focusing on patient-centered health policy reform. We focus on
ways to ensure access to affordable health coverage and care for all Americans,
especially the most vulnerable. [ also have served as an appointee to the Medicaid
Commission, as a member of the Advisory Board of the Agency for Healthcare Research
and Quality, and as a congressional appointec to the Long Term Care Commission.

Today, 1 will discuss
¢ The Trump administration’s Section 1332 guidance
e The Short-Term Limited Duration Plan rule
¢ Commitment to pre-existing condition protections
e Navigator funding outreach and enrollment

New Section 1332 Guidelines: The Centers for Medicare and Medicaid Services in
October issued guidance to give states more innovation authority under the Affordable

' H,R. 986, the “Protecting Americans with Preexisting Conditions Act of 2019”, introduced by Rep.
Ann M. Kuster (D-NH), would require the Trump Administration to rescind the Section 1332 guidance of
the ACA promulgated in Oclober of 2018;

H.R. 987, the “Marketing and Outreach Restoration to Empower Health Education Act of 2019” or
the “MORE Health Education Act”, introduced by Rep. Lisa Blunt Rochester (D-DE), will restore
outreach and enroliment funding to assist consumers in signing up for health care, which has been slashed
by the Trump Administration; and

H.R. 1010, To provide that the rule entitied “Short-Term, Limited Duration Insurance” shall have no
force or effect, introduced by Rep. Kathy Castor (D-FL}), will reversc the Trump Administration’s
expansion of junk insurance plans, also known as short-term, limited-duration insurance plans.

Galen Institute | Page |
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Care Act.? Under the revised guidance, states have new options to repurpose some ACA
funding to improve their individual and small group markets while following guidelines
in the law.

Section 1332 of the ACA gives states new options to lower costs and increase access to
health insurance choices by better tailoring coverage to the needs of their residents.
Several states have received waivers to create risk-mitigation programs. Under these
waivers, the states separately subsidize patients with the highest health costs, thereby
lowering premiums and increasing enroliment. They have seen in many cases dramatic
results with no new federal spending.

Doug Badger, senior fellow at the Galen Institute, and Heritage senior research fellow Ed
Haisimaier explain how early targeted waivers granted to states are helping them to better
manage patients with chronic and pre-existing conditions.® “Several states have
successfully used a waiver to change market conditions sufficiently that premiums fell for
individual heaith insurance while still protecting the ability of people with high health
care costs to access care,” they write.

Alaska was the first states to receive a waiver. It moved customers with one of 33
medical conditions into a separate insurance pool with medical claims funded in part by a
portion of federal premium-subsidy payments diverted to the pool. As a result, premiums
for the lowest-cost Bronze plans fell by 39% in 2018, Badger and Haislmaier report.

In Oregon premiums for the lowest-cost Bronze plans fell by 5% in 2018, and premiums
for the highest-cost Bronze plans plunged by 20%. In Minnesota, the third state with an
approved waiver, premiums also dropped in both 2018 and 2019. Average premiums for
ACA coverage in 2019 will be lower with every Minnesota insurer than they were in
2017. Four other states have had waivers approved for 2019: Maryland, Maine, New
JTersey, and Wisconsin.*

According to the paper, “States repurpose a portion of federal money that would
otherwise have been paid to insurers as premium subsidies, supplement this federal
money with non-federal sources, and then use the resulting pool of money to pay medical
claims for policyholders who incur high medical bills. Since this process would reduce

2 hitpsy//www.cms. gov/newsroom/press-releases/trump-administration-announces-state-relief-and-
empowerment-waivers-give-states-flexibility-lower

* Doug Badger, Ed Haislmaier, “State Innovation: The Key to Affordable Health Care Choices,” The
Heritage Foundation, September 27, 2018. https://www.heritage org/health-care-reform/report/state-
innovation-the-key-affordable-health-care-coverage-choices

4 Grace-Marie Turner, Doug Badger, *Several States Have Found Ways To Mitigate Obamacare's Damage
To Their Health Insurance Markets,” Forbes, October 3, 2018.
hitps://www.forbes.com/sites/gracemarieturner/2018/10/03/several -states-have-found-ways-to-mitigate-
obamacares-damage-to-their-health-insurance-markets/#56d1b71730da

Galen Institute | Page 2
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premiums, it also would reduce federal premium subsidies, making it budget neutral to
the federal government.”

States are employing various risk mitigation strategies to finance coverage for those with
high health costs by repurposing federal money to finance coverage and care for residents
in poor health or who have chronic conditions. By separately subsidizing those with the
highest health costs, they can lower premiums for individual health insurance, and the
lower premiums also mean increased enrollment.

Putting the sickest people in the same pool with others, as the ACA requires, means
premiums are higher for everyone, often much higher, especially for those without
subsidies. Virginia State Sen. Bryce Reeves told us of an email from a constituent in
Fredericksburg: He made a good living and tried to provide for his family but said his
insurance premiums cost $4,000 a month! “That’s more than my mortgage,” he told Sen.
Reeves. “What am [ supposed to do?”

Cost relief is essential. Unfortunately, more and more healthy people are dropping out of
the individual exchange market.

Premiums have risen sharply since exchange coverage began in January of 2014.
Average premiums more than doubled between 2013 and 2017.6 HHS reports that
premiums for the lowest-cost plan available to a 27-year-old in states using the
healthcare.gov platform rose by an additional 17% in 2018.7

Not surprisingly, enroliment in the individual health insurance markets is falling . A net
of three million people dropped coverage in the individual health insurance market
between 2015 and 2018. According to a study published by the Kaiser Family on
“Changes in Enroliment in the Individual Health Insurance Market,” there were [7.4
million policyholders in the individual market in 2015, dropping to 14.4 million by the
first quarter of 2018.%

5 Grace-Marie Turner, “Health Care Choices Proposal: A New Generation of Health Reform,” Forbes, Junc
22,2018, https://www.torbes.com/sites/gracemarieturner/2018/06/22/health-care-choices-proposal-a-new-
gencration-of-health-reform/#1106ce6664f1

¢ Department of Health and Human Services, Office of the Assistant Secretary for Planning and Evaluation,
“Individual Market Premium Changes: 2013-2017,” Data Point, May 23, 2017,

7 Department of Health and Human Services, Office of the Assistant Secretary for Planning and Evaluation,
“Health Plan Choice and Premiums in the 2018 Federal Health Insurance Exchange,”
https://aspe.hhs.gov/system/files/pdf/258456/Landscape _Master2018_1.pdf (accessed September 21,
2018).

® Ashley Semanskee, Larry Levitt, Cynthia Cox, “Changes in Enroliment in the Individual Health Insurance
Market,” July 31, 2018, Kaiser Family Foundation. https://www kff.org/health-reform/issue brief/data-
note-changes-in-enroliment-in-the-individual-health-insurance-market/

Galen Institute | Page 3
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Short-Term Limited Duration Plans: The Trump administration last year finalized a
rule to expand access to short-term, limited-duration plans to give Americans access to
health insurance coverage that better fits their needs. The Obama Administration had
limited the policies to three months of coverage and prohibited their renewal. Under the
new rule, these plans can be offered for up to 364 days and renewed for up to 36 months,
subject to state regulation.

Short-term plans® are helpful to people with gaps in employment, to early retirees who no
longer have employer-sponsored health insurance and need bridge coverage before they
qualify for Medicare, people between jobs, young people who no longer have coverage
from their parents and are working in the gig economy, people who are leaving the
workforce temporarily to attend school or training programs, and entrepreneurs starting
new businesses. Premiums for short-term health plans typically are less than half those
of ACA plans.

The administration’s rule also extended consumer protections. Under the Obama
administration’s previous 2016 rule, people could lose their coverage after three months
if they acquired a medical condition during the three-month period. By extending the
contract period, people can be protected from a period of uninsurance until the next ACA
open c¢nrollment period.

The plans are not required to cover the comprehensive list of benefits required by the
ACA, and consumers education is important in understanding how they differ from
ACA-compliant plans.

An estimated 1.7 million people who would otherwise be uninsured are expected to enroli
in an STLD plans.'® Several states limit their residents’ access to STLD plans, but in so
doing, they deny them what may be their only realistic option for coverage. !

Council of Economic Advisers: A new White House report on “Deregulating Health
Insurance Markets: Value to Market Participants™'? provides important data showing the
positive impact of this consumer-friendly health policy change. They estimate that

? https;//www. federalregister.gov/documents/2018/08/03/2018-16568/short-term-limited-duration-
insurance

!9 Linda J. Blumberg, Matthew Buettgens, Robin Wang, “Updated: The Potential Impact of Short-Term
Limited-Duration Policies on Insurance Coverage, Premiums, and Federal Spending,” Urban Institute,
March 2018. hitps//www.urban.org/sites/default/files/publication/96781/2001727 updated finalized pdf

Y Doug Badger and Whitney Jones, “Five Steps Policymakers Can Take to Permit the Sale and Renewal of
Affordable Alternatives to Obamacare Policies,” The Heritage Foundation, April 26, 2018,
https://www.heritage. org/health-care-reform/report/five-steps-policymakers-can-take-permit-the-sale-and-
renewal-affordable

2 Council of Economic Advisers, “Deregulating Health Insurame Markets: Value tol Market Participants,”
February 2019. https://www.whitehouse.gov/w|
Markets-FINAL .pdf

Galen Institute | Page 4
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STLDs would produce a marginal social benefit of $80 billion over ten years, even taking
into account concerns that they might raisc premiums for some people with ACA-
compliant coverage.

While some say that STLD plans are “junk” insurance that sabotages the ACA, this
report provides solid evidence that consumers will benefit, both in expanded coverage
and lower costs. The Trump administration believes this policy option, together with
other deregulatory reforms, will generate benefits to Americans that are worth an
estimated $450 billion over the next 10 years.

Protection for Pre-Existing Conditions. There is strong bi-partisan support for pre-
existing condition protections.!> A number of provisions were included in the Affordable
Care Act (ACA) to ensure that coverage is available and affordable to those with pre-
existing conditions.'* The law stipulates that people cannot be turned down or have their
policies cancelled because of pre-existing conditions and that they are able to purchase
policies without facing huge spikes in premium costs because of their health status. These
protections are still in place.

Legislation passed by the House of Representatives in 2017 preserved pre-existing
condition protections, and other legislative and policy proposals offered since then to
improve the private health insurance market also provide pre-existing condition
protections. '

Last week, at a hearing before this committee on pre-existing conditions, you heard
Energy and Commerce Committee Republican Leader Greg Walden affirm on behalf of
his colleagues: “We fully support protecting Americans with pre-existing conditions.
We've said this repeatedly, we’ve acted accordingly, and we mean it completely. We
could—and should—inject certainty into the system by passing legislation to protect
those with pre-existing conditions.”!®

At a separate hearing on this issue, also last week, before the House Education and
Labor Committee, Ranking Member Virginia Foxx said in her opening statement,
“Americans with pre-existing conditions need health insurance. This is a fact and a value
that Congress and the President have affirmed countless times.

13 Morning Consult+POLITICO, National Tracking Poll, Sept. 6-9, 2018. https://morningconsult.com/wp-
content/uploads/2018/09/180919_crosstabs POLITICO_v1_DK.pdf

4 Karen Pollitz, Testimony before the House Committee on Ways and Means on pre-existing conditions
and health insurance, January 29, 2019. http:/files.kff.org/attachment/Testimony-of-Karen-Pollitz-
Commitiee-on-Ways%20and-Means-Pre-existing-Conditions-and-Health-Insurance

15 See for example, the Health Policy Consensus Group’s Health Care Choices Plan, June 2018,
www, HealthCareChoices2020.0rg

¢ https://republicans-energycommerce.house.gov/news/press-release/republicans-fully-support-protecting-
americans-with-pre-existing-conditions/

Galen Institute | Page 5
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“It’s also the law,” she affirmed. “Insurance companies are prohibited from denying or
not renewing health coverage due to a pre-existing condition. Insurance companies are
banned from rescinding coverage based on a pre-existing condition. Insurance companies
are banned from excluding benefits based on a pre-existing condition. Insurance
companies are prevented from raising premiums on individuals with pre-existing
conditions who maintain continuous coverage.”

She cited existing protections under the Health Insurance Portability and Accountability
Act (HIPAA)'” and Republican support for further protections in the House-passed
American Health Care Act 0f 2017.1*

As Ranking Member Walden detailed, under the AHCA:

« Insurance companies were prohibited from denying or not renewing coverage due
to a pre-existing condition. Period.

o Insurance companies were banned from rescinding coverage based on a pre-
existing condition. Period.

» Insurance companies were banned from excluding benefits based on a pre-
existing condition. Period.

+ Insurance companies were prevented from raising premiums on individuals with
pre-existing conditions who maintain continuous coverage. Period.

More than 300 million Ametricans are in plans that protect them from pre-existing
condition exclusions:

* About 173 million Americans are covered through employer-sponsored health
insurance plans'® and have further protections if they leave their employer.?

e Nearly 60 million seniors and disabled people are on Medicare, which provides
solid guarantees of continued coverage regardiess of health status.?!

7 https://www.hhs.gov/hipaa/for-professionals/privacy/laws-regulations/index.htmj

% hitpst//www . congress, gov/bill/115th-congress/house-bill/1628

¥ Doug Badger, “Replacing Employer-Sponsored Health Insurance with Government-Financed Coverage:
Considerations for Policymakers,” Galen Institute, December 2018. https://galen.org/assets/Replacing-
Empl-Spons-Insur-112618.pdf

2 If an employee leaves their employer, they can continue their coverage through COBRA, and if they are
continually insured and move to a new group, they cannot be denied coverage for a pre-existing condition.

2 CMS Fast Facts based upon CMS/Office of Enterprise Data & Analytics/Office of the Actuary. July
2018
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o 75 million are on Medicaid. Same protections.
e Nearly 5 million children are on the Children’s Health Insurance Program. Same.

o Still others have coverage under Department of Veterans Affairs, the Indian
Health Service, etc. All provide built-in guarantees of protection for chronic, pre-
existing conditions.

Only 5 percent of Americans got their policies through the individual market in 2018—
about 15 million people—according to the Congressional Budget Office.?? This would
be the only segment of the market subject to a Texas v Azar decision.??

Republicans strongly support maintaining protections for them. Surely Congress can
come to bi-partisan agreement to protect them without disrupting coverage for well over
300 million Americans who already have built-in coverage.

Guaranteed protection programs are key for policymakers to protect those with pre-
existing conditions and also to ensure access to affordable coverage for those who need
insurance to guard against future health risks. A woman with serious health problems
provided a testimonial about why further reforms are needed.?* Janet reported to us:

“In 1999, I was diagnosed with Hepatitis C, which made me ineligible for insurance,
(denied for pre-existing conditions),” she said. “I live in Colorado, and they had a high-
risk pool that covered people like me. I applied for that and was accepted.

“My premiums in 2010 were $275/month with a total out of pocket of $2,500. [While I
was on] this plan, my liver failed, and I needed a liver transplant. It was approved without
a question. My $600,000 transplant was covered 100% with a $2,500 out of pocket
maximum!™

When Obamacare went into effect, Colorado’s high-risk pool was closed. “I was forced
into the regular marketplace that everyone was telling me was a good thing because I
couldn’t get denied. I think my first year on that policy, my premiums were in the $450
range—which I thought wasn’t too terrible, but still more than | had been paying.

“The thing I noticed from the start was that instcad of full coverage, almost everything [

22 CBO 2018b projections

2} One recommendation to assure protection for Americans subject to this decision would be for Congress
to pass a simple bill saying that the individual mandate is severable from the Affordable Care Act and
therefore the rest of the law would stand should higher courts agree with the district court about the
unconstitutionality of the individual mandate absent the tax penalty for non compliance.

24 From HealthCareChoices2020.org testimonials:

https.//www. healthcarereform2018.org/testimonial/janets-story-high-medical-costs-worse-coverage/
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needed was denied, which threw me into the world of having to appeal (sometimes
several times) to get the basic care I needed.

“Since then, my premiums skyrocketed. In 2017, I paid $735 a month with total out-of-
pocket costs of $5,500. In 2018, my premiums went up to $1,100 a month with a
deductible of $6,300. Once I hit that mark, [’'m covered 80%.

“Further, none of my anti-rejection meds arc on the formulary of my insurance. If I could
not afford them, my body would most certainly reject my liver, causing another liver
transplant that would not be covered 100%.

“I don’t get any [tax] credits from the government to reduce my premiums. Those of us
who are self employed but make more than the threshold for tax credits wind up footing
the whole bill ourselves. T have to spend $19,500 before my insurance pays anything,
and it doesn’t cover all my prescription costs, My old plan was almost a third of what 1
have to pay now.

“I have many friends and work associates in the same boat as me. Many of them are
doing without insurance and are betting that they won’t need more than what they can
afford to pay out of pocket. I cannot do that, because if something happened and I
needed another transplant, it would bankrupt my family.”

Janet has coverage for pre-existing conditions, but her access to care is inferior to the
state high-risk pool coverage she had before, and the cost of her coverage is much higher.

The current system is not working for Janet and others like her in receiving the care she
needs.

Navigators

The Centers for Medicare and Medicaid Services says it is focusing on spending taxpayer
dollars effectively. An analysis by the Centers for Medicare and Medicaid Services
(CMS) showed the high cost of the Navigator program relative to signups. During the
2016 open enrollment period, Navigators received more than $62 million in federal
grants while enrolling 81,426 individuals—or fewer than one percent of all enrollees.
Seventeen of these Navigators enrolled fewer than 100 people each at an average cost of
$5,000 per each enrollee.”

The top 10 most-costly Navigators spent a total of $2.77 million to enroll 314 people.
One grantee received $200,000 and enrolled ONE person, enough to have covered more
than 30 people for the whole year.?

3 https://www.cms.gov/newsroom/press-releases/cms-announcement-aca-nayvigator-program-and-
promotion-upcoming-open-enroliment

 ptps://www.enbe.com/2017/1 1/22/obamacare-assistance~-group-got-200000-in-funds-signed-up-one.htmi
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Seventy-eight percent of Navigators failed to achieve their enroliment goals while
spending more than $50 million.

Since then, CMS set up a system in which Navigator grantees receive funding based on
their ability to meet their enroliment goals during the previous year.

Enrollment began to decline before any changes in Navigator grants by the Trump
administration. “The subsidized and unsubsidized enrollment report shows enroliment
began to decline in some states between 2015 and 2016, and in particular among the
unsubsidized portion of the market. Over that period, 23 states experienced a decline in
unsubsidized enrollment, with 10 states experiencing double-digit declines,” according to
a CMS study.”’

CMS believes that independent agents and brokers can be more cost-efficient in assisting
people in obtaining exchange coverage.

“CMS increased efforts to leverage the capabilities of the private sector by expanding the
role of health insurance agents and brokers who supported 3,660,668 health plan
enroliments, 42 percent of plan-year 2018 open enrollments on Federal platform
Exchanges. In contrast, Navigators enrolled less than 1 percent of total enrollees,” the
report found.

Because many people on the exchanges arc automatically reenrolled, there is less need
for assistance than when the program was new. The “effectuated enrollment™ report
shows that enrollment through the Exchanges remained steady for subsidized people who
were automatically re-enrolled in plan year 2018 and paid their first month’s premium. In
February 2018, 10.6 million individuals had effectuated their coverage through the
Exchanges.?*

Finally, California spent heavily on marketing to increase enroliment in its state-based
exchange last fall, yet it experienced a 23.8% drop in new enrollees over 2018.%°
Covered California is encouraging the state to establish an individual mandate. But it is
hard to boost enrollment through added spending on marketing or using the mandate club
when the main reason people are not signing up is the high cost of premiums and sky-
high deductibles.

7 https://www,.cms.gov/newsroom/press-releases/centers-medicare-and-medicaid-services-releases-reports-
performance-exchanges-and-individual-health

® Ibid

2 Covered California had 388,344 new enroliees for the 2018 coverage year but only 295,980 enrollees as
of January 31, 2019, a decline of nearly 24% or more than 92,000 enrollees, according to the California
exchange website. httpsi//www.coveredca.com/newsroom/news-releases/2019/01/30/covered-california-
plan-selections-remain-steady-at-1-5-milljon-but-a-significant-drop-in-new-consumers-signais-need-to-
restore-penalty/
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1 appreciate your invitation to testify today. I would welcome the opportunity to work
with you in developing more ways to help lower the costs of health coverage, providing
employers and employees and those in the individual market with more choices of
affordable health coverage while maintaining quality and consumer protections, including
pre-existing condition protections.

Galen Institute | Page 10
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APPENDIX

The Trump administration is providing two additional options for consumers to obtain
more affordable health coverage options, Association Health Plans and Health
Reimbursement Arrangements.

Association Health Plans: A new White House report on “Deregulating Health
Insurance Markets: Value to Market Participants™® provides important data showing the
positive impact of major consumer-friendly health policy changes made by the Trump
administration. It explains:

On October 12, 2017, President Trump signed Executive Order 13813,
“Promoting Healthcare Choice and Competition Across the United States” (White
House 2017b), which directed the Secretary of Labor to consider proposing
regulations to ease employers’ abilities to form Association Health Plans (AHPs)
that aliow small businesses to group together to self-insure or purchase large
group insurance. AHPs enable employers to band together, which decreases
administrative costs through economies of scale. The Department of Labor
finalized this new rule on June 21, 2018, pursuant to its authority under the
Employee Retirement Income Sceurity Act (known as ERISA).

Small and medium-sized firms have new options through the administration’s new
Association Health Plans rule.®' This rule expands an organization’s ability to offer AHPs
on the basis of common geography or industry and offers other options for enrollees.

The ACA required small businesses 1o cover all of the law’s expensive cssential health
benefits—more benefits than larger employers are required to cover. That, coupled with
higher administrative costs, had put health insurance increasingly out of rcach of many
small businesses. Association Health Plans provide them an option by organizing to
reccive the same cconomies of scale and ability to tailor benefits as larger companies. A
recent study found that AHP insurance is comparable to the comprehensive coverage
provided by these larger companies. ™

The Washington Post reported recently that: “Chambers of commerce and trade
associations have launched more than two dozen of these ‘association health plans’ in 13
states in the seven months since the Labor Department finalized new rules making it

30 Council of Economic Advisers, “Deregulating Health Insurance Markets: Value to Market Participants,”
February 2019. https://www.whitehouse.gov/wp-content/uploads/2019/02/Deregulating-Health-Insurance-
Markets-FINAL.pdf

31 hitps://www .dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/fact-
sheets/association-health-plans.pdf

32 K ey Coleman, “First Phase of New Association Health Plans Reveal Promising Trends,” Association
Health Plan News, January 2019. https://www.associationhealthplans.com/reports/new-ahp-study/
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easier for small businesses to band together to buy health coverage in the same way large
employers do. And there are initial signs the plans are offering generous benefits and
premiums lower than can be found in the Obamacare marketplaces.”*

The February 2019 Council of Economic Advisors report found that 28 AHPs have
formed already, with more under development. Some AHPs show up to 30% savings on
premiums.

The Las Vegas Chamber of Commerce is in the process of signing up 500 employers for
an AHP, with expected savings of $2,000 per year. The Georgia Chamber of Commerce
is in the process of setting up a self-insured AHP that it expects may eventually enroll
800,000 people. Most, if not all, are using established insurance companies to manage
their AHPs.

There have been some criticisms that these plans might not be offering the same
protections as ACA-compliant plans. But a new study shows that they are offering
benefits comparable to most workplace plans, and they haven't tried to discriminate
against paticnts with preexisting conditions, according to an analysis by Kev Coleman, a
former analyst at the insurance information website HealthPocket.** “We’re not seeing
skinny plans,” he said.

According to the CEA report:

Noting the greater flexibility to form larger AHPs, we assume that the AHP rule
will increase the average AHP group size by 100 percent. Based on the
relationship between group size and administrative costs, this implies that the
AHP rule will reduce the share of premiums accounted for by administrative costs
by 27 percent. Assuming that before the rule the average administrative cost share
was 15 percent, this corresponds to a reduction of about 4 percentage points.

Beyond just AHP plans, the report shows that short-term plans, association health plans,
and repeal of the individual mandate penalty together will yield $450 billion in economic
benefits over ten years. This means an average of $3,500 in net benefits per household
over that time period. CBO projected that more than 6 million people will enroll in
AHPs options, including one million who would otherwise be uninsured

They used data from the Congressional Budget Office and other reliable statistical
sources for the analysis and found “the reduction of the individual mandate penalty to

¥ Paige Winfield Cunningham, “The Health 202: Association health plans expanded under Trump look
promising so far,” January 30, 2019, The Washington Post.
https://www.washingtonpost.com/news/powerpost/paloma/the-health-202/2019/01/30/the-health-202-
association-health-plans-expanded-under-trump-look-promising-so-
far/3c50ba751b326b29¢3778d05/noredirect=on&utm_term=.6435676a70d4

3 Kev Coleman, “First Phase of New Association Health Plans Reveal Promising Trends,” Association
Health Plan News, January 2019. https://www.associationhealthplans.com/reports/new-ahp-study/
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zero accounts for $14 billion per year; the AHP rule accounts for $8 billion per ycar; the
STLDI reform accounts for $8 billion per year; and the reduction in the excess burdens of
labor taxation accounts for $15 billion per year.”

Health Reimbursement Arrangements: The administration also is finalizing a rule to
enhance employer and employee options through Health Reimbursement Arrangements
(HRAs), originally created by the Bush administration to give employers more options in
their benefit offerings. Under those rules, HRAs, which are tax-preferred, notional
accounts, can be integrated with group health coverage sponsored by the employer. They
cannot be integrated with individual health insurance coverage. Many workers who are
offered health coverage at work do not participate in their employer plans, often because
of costs, and therefore are more likely to be uninsured.

In a 2017 executive order, President Trump directed administration officials to “increase
the usability of HRAS, to expand employers® ability to offer HRAs to their employees,
and to allow HRAs to be used in conjunction with nongroup coverage.”**

The proposed rule would allow HRAs to be integrated with individual health coverage.
This would allow workers to use their accounts to fund both premiums and out-of-pocket
costs associated with individual health insurance coverage.*

The Galen Institute submitted public comments encouraging the administration to take
the rule one step further by allowing spouses to integrate HRA funds to obtain a family
plan.’” We argue that current law would allow the integration of HRAs with group health
plans sponsored by the employer of a spouse.*®

As an example, consider that one spouse is offered health insurance at work. The
employer may allow the plan to be extended to cover the family but only if the employee
pays the full extra costs, which may be prohibitive for this lower-income worker.

If the other spouse’s employer offers an HRA contribution, that employee could use the
funds to buy into the first spouse’s plan. This working couple could benefit from the
ability to combine the HRA funds and obtain a family health insurance plan.

35 presidential Executive Order Promoting Healthcare Choice and Competition Across the United States,
The White House, October 12, 2017, https.//www.whitehouse.gov/presidential-actions/presidential-
executive-order-promoting-healthcare-choice-competition-across-united-states/

3% https://www.federalregister.gov/documents/2018/10/29/2018-23183/health-reimbursement-
arrangements-and-other-account-based-group-health-plans

37 https:/galen.org/2019/increasing-access-to-health-insurance-for-working-families/

* Doug Badger and Grace-Marie Turner, “Give Working Families A Break,” RealClearflealth, January 7,
2019. hitps://www.realclearhealth.com/articles/2019/01/07/give_working_families a break 110856.htmi
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We believe the administration has the authority to include this change when it publishes
the final rule. This would provide a new funding option and could expand insurance
coverage, especially for those currently shut out of the market.
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Ms. EsHOO. Thank you, Ms. Turner, for your testimony, and we
have now concluded the opening statements. We are going to move
to Members’ questions, and I will start by recognizing myself for
5 minutes.

I have a lot of things in front of me that have been suggested
that I ask. But after listening to your verbal testimony, I want to
mix this up a little bit.

We heard the first two witnesses, Ms. Keith and Ms. Altman,
talk about the shortcoming of these short-term plans and the plan
of the administration to stretch them out over 3 years.

Now, Ms. Turner, you said we have a commitment to preexisting
conditions in the coverage. Why is it not included in these short-
term plans?

I would also like to give 30 seconds to Ms. Keith and Ms. Altman
to ask any questions that they would like of Ms. Turner because
there is a difference between your testimony and Ms. Turner’s.

But first, can you talk about what—I think the word commit-
ment is conflated in its use. There is a difference between a com-
mitment to and actually practicing what you say you have a com-
mitment to.

So I don’t see these very important insurance reforms that we
brought about with the ACA and you say that you have a commit-
ment to preexisting conditions and the other insurance reforms.

So can you just in a minute or less explain why there is a dif-
ference between your commitment and what is in these plans?

Ms. TURNER. Short-term plans are really gap coverage. People
buy them because they can’t afford coverage that has all of the
ACA protections.

Ms. EsHOO. Let me ask you this: Are you opposed to an advisory
in plain English on the cover of these policies to inform the poten-
tial consumer what is not included so that it is very clear about
what they are buying?

Ms. TURNER. Oh, absolutely. Absolutely. I think consumers very,
very much need to be informed about their policy.

Ms. EsH00. OK. Good. Good.

All right. Now, Ms. Keith, do you want to ask a question or have
a comment?

Ms. KeITH. Yes. I don’t have a question. Thank you, Chair-
woman. What I would say is something that did not get brought
up in my oral statement yet, is that the limitations of these plans,
there is no magic about why these short-term plans are cheaper
than ACA plans.

They are, on average, about 54 percent less expensive. There is
no secret to that. The reason is because they can exclude people
with preexisting conditions. That fact alone allows them to be 38
percent cheaper than ACA plans.

When you add in some of the benefit gaps and out-of-pocket
costs, that is what makes them half the cost of ACA plans. And so
the idea of giving people coverage, you know, is the product worth
buying if it doesn’t cover anything when you need to use it, I think
might be the question.

Ms. EsHOO. Ms. Altman?

Ms. ALTMAN. I was going to bring up the same study, and to put
it another way, 70 percent of the price difference between short-
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term plans and traditional ACA plans is due to preexisting condi-
tion exclusions. The story you told——

Ms. EsHO0. Can you say that again?

Ms. ALTMAN. Seventy percent of the difference in price between
short-term plans and Affordable Care Act coverage is due to ex-
cluding preexisting conditions.

You know, the story you told from Colorado was incredibly com-
pelling and, to me, it really reinforces why people need comprehen-
sive coverage so that you can get coverage for that expensive trans-
plant énd you can get coverage for your liver failure and your hep-
atitis C.

You know, my only question is today you talked about how the
purpose of short-term plans is to fill gaps in coverage and that is
the intended purpose, and I suppose my question is, If it is meant
to fill a gap, why would it need to be 3 years?

Ms. EsHOO. Can you answer that, Ms. Turner?

Ms. TURNER. I think that that is really up to consumers. Many
of the people who are uninsured now—many of the 3 million are
uninsured because they simply can’t afford coverage.

State Senator Reeves’ constituent desperately wants to provide
for his family until another option is better. So he can’t know how
long he is going to need to have this protection.

One of the reasons that the new rule extended that coverage is
because 3 months just is too short a time to give anybody the secu-
rity that they need coverage, and in Colorado Janet is actually now
in an ACA plan. Her meds are not covered under the plan that she
is in under the ACA, so she has $19,000 out of pocket now.

Ms. EsH00. Well, I think—if I might say this, I think it is impor-
tant for consumers to have choice. I am not opposed to that.

What I am worried about is, I found this out in healthcare the
two basic things. Everyone knows what they pay in a premium.
Most people don’t know what they are buying—what they are get-
ting—and this can be a really slippery slope for a lot of people
and—or maybe for a few that is going to make them, especially if
they are healthy and they are young, they are betting on their im-
mortality and that nothing is ever going to happen to them. But
it is—there are a lot of questions, so thank you.

My time has certainly expired. I now would like to recognize Mr.
Griffith for his 5 minutes of questioning.

Mr. GRIFFITH. Thank you, ma’am. Right here beside you.

Ms. EsHOO. Yes. Right. Sitting right next to me.

Mr. GRIFFITH. I am glad to hear, Madam Chair, that you are for
consumers having choices. I think that is very important. I also
look forward to working with you on your bill—1147, I believe—
that deals with making sure that consumers have the information
that they need.

I would say, as we work forward on that piece of legislation, it
looks to me right now that it includes such a huge volume that
many consumers probably wouldn’t read it.

So what we have to do is try to figure out where the sweet spot
is, and I look forward to working with you on that because I do
think it is important that consumers know, if they are buying an
alternative product, that, A, it is an alternative product and, B,
that it doesn’t cover everything but here is what it does cover, be-
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cause, as you pointed out, Ms. Turner, many folks are looking for
something because they cannot afford the plans that fall under the
ACA with all the mandates that are there.

Could you repeat the quote from Senator Bryce Reeves? Since I
am from Virginia, he is—while his district is about 4 hours away,
I do think it is instructive to hear from him again. Could you re-
peat that for us?

Ms. TURNER. Yes. Senator Reeves was at an event—speaking at
an event. He had just gotten an email from a constituent saying
that he had just received his healthcare bill to provide for his fam-
ily, and the premium was $4,000 a month, which he said, “That is
more than my mortgage. What am I supposed to do?”

Mr. GRIFFITH. Yes. We hear stories similar to that 4 hours away
on the other side of Virginia. I represent the southwest portion of
the State.

We hear of a lot of people who can’t afford the out-of-pockets and
the deductibles—that that is forcing them to look at bankruptcy op-
tions—the same complaints we heard before that the Affordable
Care Act was supposed to fix. Hasn’t worked for my constituents.

It, clearly, hasn’t worked on the other side of the Commonwealth
of Virginia. I can’t speak to the country as a whole. But from anec-
dotal evidence, it seems that the same is out there.

And as you pointed out in your testimony, this is one of the rea-
sons why people are looking at some of these alternatives. I think
they ought to know what they are getting because some people will
just buy something because it is cheaper. But some people buy
something that doesn’t cover everything because they are des-
perate. Is that true?

Ms. TURNER. That is true and, unfortunately, in many parts of
the country and especially Vlrg‘lnla if you live in one county you
may not have a choice. This constituent had no other choice in
Fredericksburg, and so people are looking exactly for that—to find
other ways they can have health insurance they can afford and pro-
tect their families but not have it—not be able to pay their mort-
gage.

Mr. GRIFFITH. It is interesting that you raise that point about
the choice because, under the ACA—I represent 29 different geo-
political subdivisions, and for those that aren’t from Virginia, we
have separate cities.

So some of those are small cities as well as counties. But I have
29. A fair number of those have but one provider. They just—the
market is just not there to support it.

I am surprised that that is the case in the Fredericksburg area,
because that is a much bigger area populationwise than some of
my jurisdiction. But you are saying they have that problem too—
there was just one provider of insurance?

Ms. TURNER. Yes, and I would hope that Virginia would look at
the Section 1332 waivers to figure out how they can attract more
competitors back into the markets.

Mr. GRIFFITH. And I would hope that that would be the case, too.
Let us talk about the woman you spoke of, Janet with hepatitis C.
Could you go over the numbers again of how much she was paying
under the plan that resembled the—what the House was trying to
do last year, or 2 years ago now, to do our repeal and replace—with
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the high-risk pool? She was only paying $275, I think you said, a
month for her insurance?

Ms. TURNER. When she was first diagnosed with hepatitis C in
1999, her premiums in the State’s high-risk pool were $275 a
month, and then they rose. When she had to first enroll, that high-
risk pool was closed so she had——

Mr. GRIFFITH. So hang on. But before that high-risk pool was
closed, you indicated, she had to have a liver transplant?

Ms. TURNER. She had to have—her liver failed and she had to
have a $600,000 liver transplant.

Mr. GRIFFITH. And that was covered?

Ms. TURNER. Totally covered by the high-risk pool. She had
$2,500 out of pocket. But then when the ACA took effect, her pre-
miums rose to $450, and by 2018 they were $1,100 a month, and
one of the things I didn’t mention in my testimony is that none of
her antirejection drugs are covered under the new plan. So she has
to pay out of pocket $19,000 a year.

Mr. GRIFFITH. Wow. Plus, there was a $6,300 deductible, I think
you mentioned.

Ms. TURNER. Correct.

Mr. GRIFFITH. And so what you are saying is that this high-risk
pool, which was an alternative before the ACA, was an alternative
to the ACA which would work for some people and we should prob-
ably have more choice. Wouldn’t you agree, yes or no?

Ms. TURNER. She said—yes—and she said, “I want the high-risk
pool back.”

Mr. GRIFFITH. All right. I thank you very much, and I yield back.

Ms. TURNER. Thank you, Mr. Griffith.

Ms. EsHOO. I thank the gentleman.

I will now recognize the chairman of the full committee, Mr. Pal-
lone, for 5 minutes.

Mr. PALLONE. Thank you, Madam Chair, and I just, you know,
want to reiterate that, of course, in my opinion the problems that
we face with, you know, more people becoming uninsured and in-
creased costs are directly related to the sabotage that the Trump
administration has implemented, and that is why we are having
this hearing and trying to deal with these—with the sabotage and
coming up with legislation that would turn that around.

But I wanted to talk about the 1332—Section 1332 of the ACA.
Ms. Turner—my questions are of Ms. Keith—but Ms. Turner’s tes-
timony appears to conflate the October 2018 Trump guidance with
the Section 1332 reinsurance waivers that were approved both
under Obama initially and then now under Trump.

So, Ms. Keith, can you walk us through the Section 1332 reinsur-
ance waivers? Those are the ones that, you know, were initially
under Obama, now under Trump. What are they, and how long
have they been in existence, and have those reinsurance been suc-
cessful in reducing premiums in the States that have—where they
have been enacted? Including my own, I guess.

Ms. KEITH. Thank you, Chairman.

Yes. So a number of States—seven of the eight States with an
approved Section 1332 waiver now have done that for a State-based
reinsurance program. I think this is evidence that Section 1332 as
is, is working—you know, Congressman Griffith mentioned this,
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Ms. Turner has mentioned this—using those Section 1332 waivers
that we already have. The Federal Government has passed through
about—almost $1 billion in Federal funds to help States come up
with these solutions that have brought down premiums, ranging
from 7 percent on the low end to more than 30 percent at the high
end, and more States, I would expect, are considering that this
year to bring those programs to their States as well. There has cer-
tainly been bipartisan support, as you can tell, from States ranging
from Wisconsin to Maryland to Oregon to Alaska.

Mr. PALLONE. And I agree with you, and certainly my State is
an example of what you said. But now I want to turn to the Trump
administration’s recent 1332 guidance, which it issued in October
of 2018, and these are entirely unrelated to the reinsurance waiv-
ers you just discussed.

The Trump administration’s recent 1332 guidance creates new
standards that are wholly inconsistent, in my opinion, with con-
gressional intent, and the Trump guidance would allow States to
increase consumer costs, reduce coverage, and undermine protec-
tions for people living with preexisting conditions—in other words,
more Trump sabotage.

So, Ms. Keith, do you believe that the new Trump changes to the
guidance are consistent with the law and the clear statutory direc-
tive that States must provide coverage that is as comprehensive
and affordable as under the ACA?

Ms. KEITH. Thank you for that question.

In my opinion, I think the guidance is quite inconsistent with
Section 1332 itself. Section 1332 absolutely gives States the flexi-
bility to be innovative, but it directs them to do so in a way that
builds upon the ACA and is consistent with the goals of the law,
which is to improve access to affordable quality coverage, not to un-
dermine it. The guidance itself, by allowing or at least encouraging
States to consider options like subsidizing short-term plans, plans
that do not cover preexisting conditions, as we have discussed, to
me flies in the face of Section 1332 and what it was designed to
allow States to do.

Mr. PALLONE. All right, and I just want to have you repeat what
you said with regard to junk plans specifically. I understand that
the Trump guidance would allow States to redefine what counts as
coverage to include junk plans. Is that correct?

Ms. KeITH. It would allow—it encourages States to bring forth
proposals that would allow that, yes.

Mr. PALLONE. And then do you believe—obviously, you have said
you don’t believe that this new definition of coverage is consistent
with the law, correct?

Ms. KEITH. That is right.

Mr. PALLONE. And then I also understand that the guidance al-
lows States to direct the ACA’s affordability subsidies towards junk
plans, so subsidizing junk plans. Do you think that is consistent
with the law?

Ms. KEITH. I do not. Section 1332 cannot be used to waive any
and all provisions of the Affordable Care Act. In particular, it can-
not be used to allow States to waive community rating, guaranteed
issue, protections for preexisting conditions.
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If a State were to try to subsidize plans that did do that, I think
it would be an end run around Section 1332 itself and what the law
requires.

Mr. PALLONE. I thank you, and I agree with you. I think that the
Trump administration’s guidance is blatantly unlawful, contrary to
the plain reading of the statute and wholly inconsistent with con-
gressional intent. It is part of the Trump administration’s ideologi-
cally motivated efforts to sabotage Americans’ healthcare coverage,
and I want to commend Ms. Kuster for her work on this important
legislation to rescind this guidance and hope that our Republican
colleagues will join us in these efforts.

And I just wanted to say, Madam Chair, you know, most—a lot
of the sabotage—most of the sabotage that the Trump administra-
tion is doing, in my opinion, is totally illegal. So you might say,
well, then why are we trying to move and have hearings on legisla-
tion if you don’t think it is legal to begin with?

Well, I guess that is a good question. But the bottom line is that
we are going to do it because we’ve got to make the point that, you
know, that their interpretation—the Trump administration inter-
pretation of the law is to allow all this stuff that sabotage the ACA,
so we are going to come back and say, you know, that is not al-
lowed under the law, but we are still going to clarify it by moving
forward legislation that would make that clear and improve it.

Thank you.

Ms. EsHOO. I thank the chairman of the full committee.

And now I would like to recognize the gentleman from Kentucky,
Mr. Guthrie, for 5 minutes.

Mr. GUTHRIE. Thank you, Madam Chair. I really appreciate it
and appreciate all of you being here, and I want to start by what
I heard from Dr. Burgess and echo some of his opening remarks
on the cost of plans and talk about how it affects people—people
outside of being subsidized that—just looking for alternatives to
have some—have coverage because they can’t afford—you may
have all the mandates and all the guaranteed issues, but if they
can’t afford it, they can’t afford it.

And, particularly, I have a constituent named Dustin Jones—he
is a resident of Glasgow, Kentucky—who has called and said he
had the coverage that he liked before the Affordable Care Act. Now
he is going to have to go uninsured because he says he is just at
the point he can’t afford insurance anymore.

And so I will be honest, I have had people stop me and say, be-
cause of Medicaid expansion in Kentucky, they have had coverage
they haven’t had before. So there are people—everybody can point
to cases such as that.

But I think all of us have people like Mr. Jones that are in that
middle-income area that health insurance has just become
unaffordable because so many of the mandates that are there.

And we want to cover people with preexisting conditions, and we
need to do it in a way that is affordable. I think Ms. Altman said
that plans are 70 percent cheaper because they don’t do preexisting
conditions, so I guess there is that inverse, it would be 70 percent
more expensive because—and that is what we wanted to do in the
Affordable Care Act, replace that we looked at.
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We got highly criticized, but it was examples—I think Wisconsin
had a highly functioning high-risk pool and people said they were
better off before where you socialize the cost of preexisting condi-
tions across the State instead of just people in the individual mar-
ket, because it puts people like Mr. Jones out of being able to af-
ford health insurance.

And so the—and the bottom line was that everybody was covered
with preexisting conditions. It was just a way to do it that didn’t
put the burden on just people in the individual market. It social-
ized those costs across the State.

But, Ms. Turner, in your testimony you mentioned the additional
consumer protection that the Trump administration added for
short-term limited duration plans. Just give you an open to explain
that further, the additional consumer protections that the Trump
administration added.

Ms. TURNER. You mean in terms of allowing people to keep these
policies for a longer period of time—that they previously, under the
Obama administration, were limited to just 3 months.

And for many people who may be retiring at age 63 or 64 and
they need gap coverage until they qualify for Medicare, people who
are starting a new company, people between jobs, that just wasn’t
long enough and being able to give them the opportunity to pur-
chase these short-term bridge policies was very helpful.

And T agree that people need to be informed consumers. But I
think they do understand this is not permanent coverage. This is
to fill a need in a particular time for an estimated 2 million people.

Mr. GUTHRIE. So it is not only the Trump administration giving
the patients more healthcare products to choose from, they are
doing so in a way that has additional consumer protections.

So I just want to—also, Ms. Turner, you mentioned how States
are working within the 1332 waiver to innovate as laboratories of
democracy. We have already seen eight States get approved under
the strict Obama administration guidance.

Do you anticipate even more innovation as States review and re-
form their markets in compliance with the Trump administration
policies?

Ms. TURNER. Yes, absolutely, and the States are doing everything
they can under the ACA to try to provide access for people who are
shut out of the market.

These are people in the individual market who generally don’t
qualify for the subsidies under the ACA trying to afford health in-
surance for their family like Senator Reeves’ constituent in Fred-
ericksburg to try to provide a policy that they can afford.

And there are other provisions that the administration is pro-
viding as well: the association health plans so small companies can
aggregate to get some of the benefits and the lower costs of larger
companies; the new health reimbursement arrangement rule that
would allow companies to provide a stipend to employees that may
have the opportunity to get coverage outside the market, maybe a
spouse’s coverage, and be able to buy into that policy to get a fam-
ily plan.

So they are really looking for ways to give people more options
and to give States more options to use the existing ACA money in
a way that works better for their citizens.
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Mr. GUTHRIE. OK. Thank you very much.

Just one more example—a person who does transmission work
on cars—hopefully, you never have to do that, but if you do that
I—that I use and been to. It is a single-person shop, and he runs
his own shop and he told me—it was about 6 months ago—that he
closes from—he doesn’t open until, like, 9:00 and then he closes
from 3:00 to 5:00 and then comes back and does an evening, and
what he’s doing, he is driving a school bus to pay for his health in-
surance.

And he said by the fact that he went to work for the county sys-
tem driving a school bus, by the time he does all of his premiums
he really doesn’t make any money doing it but he said, “But I am
making $1,600 a month, because that is what I am saving in my
health insurance.”

So there are people really struggling with this, and we need to
be mindful of the Affordable Care Act didn’t solve everybody’s prob-
lem.

So thank you very much, and I yield back my time.

Ms. TURNER. Thank you, Congressman.

Ms. EsHOO0. I thank the gentleman from Kentucky.

Now I am pleased to recognize the gentlewoman from California,
Ms. Matsui.

Ms. MATsUIL. Thank you very much, Madam Chair, and I want
to thank the witnesses for being here today. It has been very en-
lightening and interesting here.

The topic of this hearing is incredibly important to me and my
constituents and actually all Americans whose lives have been
changed by the Affordable Care Act.

Just last week, this committee heard testimony from families
whose lives have been fundamentally changed by the protections of
the ACA, and that brings us to today’s discussion, and, very sadly,
the sabotage of the Trump administration disguised in a disingen-
uous attempt to expand coverage is shameful.

This administration has done nothing to expand coverage. Rath-
er, they have undermined the progress made by the ACA, leading
to further market destabilization and harming patients along the
way.

Now, these junk insurance plans sound good. However, they dis-
criminate against people with preexisting conditions and set higher
premiums based on age, gender, and health status.

Promoting the use of junk insurance plans is particularly frus-
trating when this administration has also slashed outreach funding
for open enrollment into healthcare marketplaces.

Expanding junk insurance will undermine the market, taking
young, healthy individuals out of the risk pool and making health
insurance less affordable for consumers with preexisting conditions.

The Trump administration has even acknowledged that the new
rule would raise premiums for ACA-compliant plans and could re-
sult in adverse selection against individual market risk pool.

Ms. Altman, according to the Kaiser Family Foundation, if an in-
dividual loses coverage under a short-term policy, then they may
not be eligible for a special enrollment period under the ACA.
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In other words, the individual would experience a lapse in cov-
erage. Given this information, I am concerned that these junk in-
surance plans could put many more individuals at risk.

Could you reiterate to the committee how—before the implemen-
tation of the ACA—how a lapse in insurance coverage impacted
your financial situation and physical health?

Ms. ALTMAN. Certainly. I think before the ACA, lack of insurance
coverage or lack of comprehensive insurance coverage impacted
people in the same way that it could today: Their inability to seek
the care that they need, their inability to afford the care that they
need, and potentially financial devastating debt.

I think one of the perhaps less talked about benefits of the Af-
fordable Care Act has been reductions in Americans going into debt
due to medical bills and the reductions in uncompensated care and
the bllllrden that is on the economy and on our healthcare system
as well.

Ms. MATSUI. Right. Could I just say this too? And I hear from
my constituents, both patients and physicians, who are frustrated
they are receiving high unexpected medical bills, and part of this
is because they are enrolled in a junk insurance plan like we are
discussing today that have an incredibly high deductible.

A $10,000 deductible doesn’t count as real insurance if you have
to spend $10,000 out of your pocket before your insurance kicks in.
What does that really buy you, and shouldn’t consumers fully un-
derstand what they are signing up for?

Now, Ms. Altman, your testimony talking about this—what steps
does your department take to alert consumers to the fine print of
these plans?

Ms. ALTMAN. Thank you for that question.

One of the greatest challenges with these plans is trying to
counter all of the noise in the marketplace. A lot of the marketing
is very aggressive. Some of it is outright untrue, and some of it is
in a gray area and misleading, at best.

We have undergone a number of efforts to try and get accurate
education out in the marketplace, accurate information about
short-term plans, about the Affordable Care Act, about the dif-
ference about when to enroll—all of those questions.

But it is definitely an uphill battle as consumers are being
bombarded with the marketing that is out there. We are now work-
ing on our own campaign that will highlight the questions con-
sumers should be asking themselves and try to be proactive in get-
ting that level of information out in the marketplace.

Ms. MATSUI. And shouldn’t CMS be a part of this, in essence, to
educate the public about all the plans, in essence, of junk plans in-
cluded, about what they include or do not include?

And I have just got a short question here. I think it was brought
up—the extension of a plan to 3 years, it was said, actually helps
consumers. How could it help consumers if they can be kicked off
the plan at any time?

Ms. Keith?

Ms. KEITH. Sure. Thank you for that question. I do think that
is the right question—how is being in a plan for a longer period
of time that offers what can sometimes be illusory coverage. So the
idea that these plans are offering coverage but can at any time ex-
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clude coverage because of a preexisting condition or engage in
postclaims underwriting—the idea of extending those plans when
the coverage may not be there when the person really needs it, I
wouldn’t call that a consumer protection.

Ms. MaTsul. OK. Thank you. I have run out of time.

I yield back.

Ms. EsHOO. I thank the gentlewoman.

Now I would like to recognize the gentleman from Illinois, Mr.
Shimkus, for 5 minutes.

Mr. SHIMKUS. Thank you, Madam Chairman.

When my colleague from California was talking about that plan,
I thought she was talking about an Obamacare plan.

In March 26th, 2018, I got this email from Ms. Penny from
Centralia, who said, “We are a small company that employs five
people. We just received our new health insurance premiums for
2018 with a rate increase of $650 per month”’—that was an in-
crease of $650 per month—“and a higher deductible ranging from
$3,200 to $4,000.

“Nothing has been done to resolve the health”—and then she
goes—just complains about being forced to buy an insurance prod-
uct that she can’t use.

And in rural America we heard this quite a bit. Small businesses
forced to buy insurance they can’t use because they can’t use—it
costs so much and then the deductible is so high that they’re not
covered.

So that is why this is a really important discussion. I am also
glad finally my colleagues—I was up at a telecom, or down at a
telecom hearing so I missed some of this debate. But it sounds like
we are talking about, quote, unquote, “junk plans.” So let us—what
are—what are these junk plans?

Well, we will see. The Trump administration has permitted
workers in small businesses to pull together to buy insurance
known as association health plans. I have always been a supporter
of that. Farm bureau, manufacturing association, chamber of com-
merce—bigger pools negotiating.

Obviously, my colleagues call all these junk plans, even though
most of these so-called junk plans comply with ACA mandates.
They aren’t charging people different premiums based upon health
conditions, and they are not banning people with preexisting condi-
tions from enrolling.

So, Ms. Turner, do you think labeling association health plans as
junk is a fair description for coverage that many hardworking
Americans seek out and choose to buy for their family?

Ms. TURNER. I am very supportive of giving small companies in
particular more options for health insurance, which is what asso-
ciation health plans do, and individuals also need other options,
which is what the short-term limited duration plans provide.

There was a study recently—I think just last week—about asso-
ciation health plans, and they were in fact providing coverage as
comprehensive as larger companies, and they were not excluding
people with preexisting conditions.

Mr. SHIMKUS. I think one of the things that fired us up so much
about this debate was the debate who is to determine what policies
we have. When we thought this was going to go to the Supreme
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Court, we thought it would stand on the inability of the National
Government to tell you what you had to buy.

In fact, when this was debated here in the halls of Congress, that
was the arguing point. We said this is not constitutional.

Then the administration fought for constitutionality based upon
not the right of the individual to make a choice what they want to
buy, but on the right to tax.

So that is why it was upheld, not on the individual being forced
to buy something, especially my constituents were being forced to
buy something that they can’t use, as Ms. Penny has highlighted
here, and she is trying to provide for her employees and she can’t
do it.

So the employees across the country are already taking advan-
tage of this option to provide more affordable insurance to their
workers. In fact, 28 AHPs have formed already with some showing
up to 30 percent savings on premiums.

The Las Vegas Chamber of Commerce is in the process of signing
up 500 employees for an AHP, which could save some employees
more than $2,000 per year.

Ms. Turner, do you—again, if these plans are junk, why are they
so attractive to business owners and their employees?

Ms. TURNER. People are just desperate for choices. They feel shut
out of the market not only because of the premiums under the com-
prehensive coverage under the ACA but also because of the
deductibles, which can be $10,000 a year in the ACA plans.

And so people are looking for other options—short-term limited
duration plans or bridge coverage and other ways to get economies
of scale through association health plans and letting States have
more power through their 1332 options.

Mr. SHIMKUS. Yes, and I will end this. I appreciate it.

We Republicans believe in markets and competition, not central-
ized control dictates from the National Government authority, and
that is why we are—I am glad we are having this hearing today,
and I look forward to more discussions.

And with that, Madam Chairman, I yield back my time.

Ms. EsHOO0. I thank the gentleman. Just for the record, this hear-
ing is not about association health plans. We are talking about the
short-term, what they cover, what they don’t. And so I think it
would be wise to stay away from conflating things and putting
words in other people’s mouths that they haven’t uttered.

Mr. SHIMKUS. Will the gentlelady—will the gentlelady yield——

Ms. EsH00. No, I want to move on.

Mr. SHIMKUS [continuing]. For discussion?

Ms. EsH0O. No, because this hearing is on these short-term
plans, not on association health plans. So I think it is important
to

Mr. SHIMKUS. So you appreciate association health plans? Is
that——

Ms. EsHO00. I Do——

Mr. SHIMKUS. OK. Very good.

Ms. ESHOO [continuing]. Except for what the administration is
doing to some of them. We can have a hearing on that. But today’s
hearing is not about association health plans.
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I now would like to recognize the gentlewoman from Florida, a
valuable member of our committee always, Ms. Castor, for 5 min-
utes of questioning.

Ms. CASTOR. Well, thank you, Madam Chair. Thank you for hold-
ing this very important hearing on our legislation to address the
Trump administration’s sabotage on affordable healthcare for our
families back home, including my bill, H.R. 1010, that will stop the
expansion of these junk health insurance plans.

See, working families across America, they remember well the
attempt by the Trump administration and Republicans in Congress
to repeal the ACA in its entirety, including the protection on pre-
existing conditions.

What the Congress—the Republican Congress was not able to ac-
complish, here they are now trying to accomplish through adminis-
trative rule, and that is where they have now adopted an adminis-
trative rule that would expand the use of these junk insurance
plans that do allow discrimination for—if you have a preexisting
condition like a cancer diagnosis or diabetes or asthma or some-
thing like that.

These junk plans also deny basic health benefits. So that is why
I filed H.R. 1010 along with my colleagues, Congresswoman
Barragan and other Members, to address these plans that really
don’t protect our neighbors as they should.

It really is difficult to understand why the administration is pro-
moting plans that do not provide adequate coverage. It really ap-
pears to be a cynical ploy to lure families into these plans that
were too prevalent before the Affordable Care Act, where benefits
were excluded and families faced massive healthcare bills.

I am very concerned that the public is being snookered here, and
Commissioner Altman, I would like to ask you a few questions
about this—about these junk plans. I understand that these plans
often impose lifetime and annual limits on care. Is that right?

Ms. ALTMAN. That is correct.

Ms. CASTOR. So can you describe what these plans typically look
like, how they are marketed, what kind of coverage they provide?

Ms. ALTMAN. Sure. I think to the average consumer the plans
can look like they cover a lot of things. They have coverage for hos-
pitalization, coverage for ambulance transport, coverage for doctor’s
visits—some of those things.

But when you begin to look beneath that, first of all, there are
many exclusions, both in terms of certain benefit categories like
mental health and prescription drugs and maternity, but also for
any care related to a preexisting condition, whether determined be-
fore the plan was issued or after, exclusions for any injury that re-
S}llllts from sports activities or other risky activities—things like
that.

Then you have cost sharing, high deductibles, copayments, coin-
surance. Then you have annual limits on coverage—potentially life-
time limits on coverage—although as a short-term plan, it i1s un-
likely someone would be able to retain this plan for a lifetime.

And then you get into what they actually cover within those cat-
egories of benefits. I think the story I shared in my testimony is
very indicative of the fact that the coverage levels are not reflective
of the cost of services.
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So a consumer may see it covers $100 or $200 for an ambulance
ride, and that may sound reasonable to them and, like, coverage.
But, of course, we know an ambulance ride generally costs well
over $1,000.

Ms. CASTOR. So then they are stuck paying that?

Ms. ALTMAN. Correct.

Ms. CASTOR. Unlike an Affordable Care Act policy. So we have
heard a lot of discussion about choice here today, and choice is im-
portant—that under the Affordable Care Act individual market
policies in your State, I read in the testimony you actually have
more—had another insurer come into the marketplace. Is there
adequate choice among those policies that are being offered in
Pennsylvania right now?

Ms. ALTMAN. That is correct. We have put in a lot of work to get
our individual market in a very good place. I approved statewide
average decreases this year. We have——

Ms. CASTOR. Wait. Wait. You have increased competition and
choice, and Pennsylvania is now lowering costs?

Ms. ALTMAN. Correct. We have a new entrant. Thirty of Penn-
sylvania’s 67 counties had more insurers offering coverage this past
year compared to the year before, and we reduced our single-care
counties from 20 to 10 simply by working to make the market a
place for——

Ms. CASTOR. But if we had more junk health plans, it would
seem that that would be a false choice for folks because they would
be on the hook for substantial costs. Is that right? Do you agree
with that?

Ms. ALTMAN. If they chose that route and, of course, for over one
in four Pennsylvanians who have preexisting conditions, those
plans are no choice at all.

Ms. CASTOR. And I would like to offer the groups that are now
endorsing H.R. 1010. If folks are confused by some of the debate
here today, here are some trusted organizations that now support
the expansion of junk health plans: American Heart Association,
American Lung Association, AARP, Cystic Fibrosis Foundation,
March of Dimes, to name a few.

Thank you, and I yield back.

Ms. EsHOO. I thank the gentlewoman. I thank her for the legisla-
tion that she is offering.

It is now my pleasure to recognize the ranking member of the
full committee, Mr. Walden, of Oregon.

Mr. WALDEN. Good morning again.

Ms. ESHOO. Yes.

Mr. WALDEN. You must be torn as I am with the other hearing
going on downstairs. I know your passion for telecommunications
issues as well.

Ms. EsHOO. In fact, I am going to ask Ms. Castor to come to this
chair, take the gavel, and have you proceed.

Mr. WALDEN. Perfect. Thank you.

Thank you, Madam Chair, and I want to thank our witnesses.
This is a really important issue for all of us to contemplate, and
I know—I met with some wheat growers from my district yester-
day, as fate would have it, and guess what issue came up? It was
high cost of healthcare and health insurance—both the cost of indi-
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vidual items in the healthcare continuum, but also the health in-
surance.

And I am trying to remember—I should have made a note on it—
but I think one of the growers talked to me about how his rates
per month had gone from, like, $300 to $600 to $900. Now, it is,
like, $1,000 a month for him and his wife, and the deductible, I am
going to say, was somewhere between $6,000 and $8,000.

So to my friend’s comment about the consumer picking up the
difference in charge, there are a lot of consumers now as a result
of these enormously high deductibles you have to do to get a pre-
mium you might be able to afford, you are paying it out of pocket
through your deductible.

And so I think what I am trying to get at, and Republicans are,
is how do we have choices out there that fit families that they can
afford that will actually give them first dollar—not first, but an af-
fordable family dollar health insurance and not something that
amounts to something that is catastrophic.

I do hope we do hearings on association health plans. I do think
we have the right to talk about them in the context of this hearing,
by the way, and I do hope we will eventually hear from the major-
ity—Democrats—about a hearing on Medicare for all, because we
know by the estimates that would cost $3.2 trillion and do away
with the health insurance that 150-plus million Americans have
through their unions or their employers. And with the strength of
the economy, more and more people are showing up on those plans
and probably fewer on the others.

And maybe, Ms. Turner, you could address this. My under-
standing is, under the Obama administration, there was a 3-month
period for short-term limited duration plans. The Trump adminis-
tration simply said to States, you can go up to 12. But States have
the right to step in here and regulate as they see fit, right? Is that
correct?

Ms. TURNER. Yes, absolutely.

Mr. WALDEN. And so there are some 33 States that have left the
door open for this innovation to occur, correct?

Ms. TURNER. Yes.

Mr. WALDEN. And so, when you're looking at options people can
afford that work for them, do these plans that are out there, do you
think they give them options that work, or not?

Ms. TURNER. Consumers will determine that, and I absolutely
agree that having State flexibility allows the States to—I mean,
they are much better, frankly, at regulating local health insurance
markets in their State than Washington can be and really figuring
out what other consumers need—more information about these
plans

Mr. WALDEN. Right.

Ms. TURNER [continuing]. To make sure they are buying insur-
ance that works for them and that they are smart, informed buy-
ers.

Mr. WALDEN. Uh-huh.

Ms. Altman, I am intrigued that the rates went down in Pennsyl-
vania, correct? Is that right? So that is this year? Was that for all
the plans?

Ms. ALTMAN. In the individual market.
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. Mr. WALDEN. In the individual market. How much over the last
ive—

Ms. ALTMAN. But that is the statewide average. Not all of the
plans were done on their own, but on average, yes.

Mr. WALDEN. Yes. Understood. Yes.

Over the last, say, 5 years, what has happened in terms of rates
in Pennsylvania in the individual market, on average?

Ms. ALTMAN. Sure. There is no question that rates have gone up
in this market. I think there are——

Mr. WALDEN. How much?

Ms. ALTMAN. I don’t know off the top of my head the increase.

Mr. WALDEN. How much did they go up the year before?

Ms. ALTMAN. So the year before, they went up around 25 to 30
percent.

Mr. WALDEN. And how much did they

Ms. ALTMAN. But that is an important year, because they should
have gone up 6 percent, and in that year the reason they did not
was because of the decision to cease paying cost-sharing reductions
and uncertainty created by the

Mr. WALDEN. How much did they go up the year before that?

Ms. ALTMAN. Around I want to say—you are testing my mem-
ory—about 15 percent and about 8 the year before that.

Mr. WALDEN. So 8, 15, 20, what?

Ms. ALTMAN. And then at 20——

Mr. WALDEN. Twenty.

Ms. ALTMAN [continuing]. And then minus two.

Mr. WALDEN. And minus two. So they went down, but they went
down 2 percent after they had gone up. I am trying to remember
that first year with the cost-sharing deal. Twenty-five percent they
went up?

Ms. ALTMAN. Sure. It should have been 15.

Mr. WALDEN. Fifteen and 8. I am a journalism major, so I will
let somebody else do the math. But the long and the short of it is,
consumers didn’t get a $2,500-per-year reduction in their premiums
along the way, right?

Ms. ALTMAN. Well, of course, 80 percent of consumers in that
nillarket received financial assistance that largely shields them from
those——

Mr. WALDEN. Correct. And so my wheat grower friends that
aren’t eligible for that are small entrepreneurs. They have gotten
socked with rate increases. They don’t get the subsidies. They are
the kind of working middle-class folks that are just off the subsidy
side because they are just at that realm.

I had a town hall 1, 2 years ago in Arlington, Oregon, and actu-
ally we had this debate there, and this farmer got up and talked
about what his family had faced, and this person who was very
much in support of the ACA—Obamacare—went up to him after-
wards and said, “I didn’t know people like you existed.” He was
very serious about it.

So we have this gap out there that some of us are trying to figure
out a way to fill, and that is what Republicans are talking about—
how do we fill that gap for those people that don’t get the subsidies
you get on the exchange if you are the right income but you are
still left out with a high deductible and premiums off the charts?
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My time has expired, Madam Chair? Thank you for your indul-
gence.

Ms. CASTOR [presiding]. Thank you.

Mr. Schrader is recognized for 5 minutes.

Mr. SCHRADER. Thank you, Madam Chair, and I appreciate the
previous gentleman’s discussion—the ranking member of the com-
mittee—and there has been a lot of discussion about the cost of the
premiums, the deductibles, in the individual marketplace.

I think it is important for America and a lot of people here to
understand that that is only one facet of the Affordable Care Act,
and the rest of the Affordable Care Act, ostensibly, is working very
well.

We heard last Congress of the repeal-and-replace debate that,
frankly, a lot of red State people were very pleased that the Med-
icaid situation changed dramatically for them.

Many millions of Americans had healthcare for the first time. So
I guess I would like to look to my colleagues and say, “Hey, let us
work on the individual marketplace.” I am fine with that, and I
think there is an opportunity for us to work together and maybe
adjust the cost-sharing stuff, the reinsurance issues or risk pools
or—and maybe expand the 1332 waivers, but under constraints.

You know, the people forget—I come from Oregon—people forget
that the goal of healthcare is to provide better health. It is not to
get insurance. And, ostensibly, getting better health means you
don’t have to read the fine print all the time.

There is some commonality in these plans that are out there, and
you have the opportunity to buy a product that covers what people
would call essential health benefits—that overall that someone had
a mother, someone has got a daughter out there. I mean, you know,
being a woman and having maternity care should be an option.

I mean, everyone benefits from that over the long haul, and the
goal of insurance—to provide healthcare—is to prevent people from
getting too sick to begin with, and that has gotten lost, I think, in
a lot of the debate.

So I am hoping that we actually get to that.

Ms. Turner, real quickly, with these short-term plans and the ex-
pansion of the short-term plans, how do you actually justify that
when the rules of the road clearly state that the waivers that are
granted under 1332 are only supposed to be for those plans that
provide coverage that is at least as comprehensive as the coverage
under the exchanges and that the coverage and cost-sharing protec-
tions are as affordable?

In other words, they go together—again, getting at the fact the
undermining of these essential benefits I think is disingenuous to
a lot of American consumers. What is the justification for doing
that in these newer short-term plans the administration has put
forward?

Ms. TURNER. The administration has spent I think about a year
with a lot of career Federal officials looking at this and how can
you write the rule in a way that is compliant with the text of the
ACA to make sure they are comprehensive, they don’t increase the
deficit, they are at least as affordable to make sure that that would
be allowed. So the rules would have to allow to make sure if people
did buy short-term plan that it fit these criteria.
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So all the short-term plans are not junk plans. In fact, I think
very few of them are. Buyer beware. People need to be aware, they
need to be informed, and there are protections if they are going to
use a subsidy for these plans to make sure that they are compliant
with the ACA.

Mr. SCHRADER. Well, and I think you write the rules in the way
you would like to write the rules, and I think that is challengeable
and we are going to see, I think, that reverse either in the courts
or in this particular Congress.

Ms. Altman, a lot of discussion about 1332 waivers and the abil-
ity for them to give States the opportunity to innovate. I totally
agree with that. Oregon has been doing that for years.

The Affordable Care Act really, I think, points that out as a great
opportunity for States. I don’t think there is any disagreement with
that, and it is being done and has been done prior to this current
administration very successfully. But it has been with these essen-
tial health benefits in play, and it hasn’t been, I think, a curse or
restrictive.

Please talk a little bit about the role those essential health bene-
fits play in the waiver programs.

Ms. ALTMAN. Sure. So essential health benefits are sort of 10 cat-
egories of core benefits that the Affordable Care Act was supposed
to guarantee access to so that people with healthcare needs could
have the benefits that they need to get the treatment they need re-
gardless of the type of condition that they have.

Those are what ensure that whether you have a mental health
issue, a physical health issue, an emergency or cancer, those bene-
fits will be available, and they were intended through the guard-
rails in the ACA to be extended to any coverage offered through the
1332 waivers.

Mr. SCHRADER. Thank you.

And Ms. Keith, I mean, given the fact that ostensibly the Health
and Human Services Department of the United States of America’s
goal is to help Americans get quality, affordable healthcare, how do
you think the current administration justifies curtailing the enroll-
ment outreach programs? That makes no sense to me.

Ms. KEITH. I won’t try to speak for them or on their behalf. My
understanding is they think this is a more cost-efficient way, and
that they believe that outreach in enrollment funding is not cost
effective.

I would counter there have been other examples from other
States—Covered California is an example—that attributes a de-
cline in 6 to 8 percent of premiums just from the outreach and
marketing work that they did to bring in healthy consumers. So it
does, certainly—has been shown to help stabilize premiums.

Mr. SCHRADER. Thank you very much, and I yield back.

Ms. CASTOR. Thank you.

Mr. Long is recognized for 5 minutes.

Mr. LONG. Thank you, Madam Chairwoman.

Ms. Turner, I would like to talk about the roles that navigators
and independent agents and brokers played. You note in the plan
in your—you note that for the plan year 2017 navigators received
more than $62 million in Federal grants while enrolling less than
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1 percent of all enrollees. Seventeen of these navigators enrolled
fewer than 100 each at an average cost of $5,000 per enrollee.

The top 10 most costly navigators spent over $2.5 million to en-
roll 314 people. One grantee received $200,000 and enrolled one
person, and over three-quarters of navigators failed to achieve their
enrollment goals while spending more than $50 million.

Ms. Turner, under the Trump administration CMS has changed
how navigators receive funding based on performance measures.
Do you think that these changes help ensure accountability within
the navigator program?

Ms. TURNER. CMS has said in its report that it really is trying
to respect that taxpayer dollars be spent wisely and, basically, they
are making the following year’s grant contingent on a navigator
meeting their previous year enrollment goals.

And as you say, even with this generous funding, the navigators
enrolled fewer than 1 percent of all enrollees in healthcare.gov.
And so I think that does need to—we need to look at how can we
get the best benefit, and they looked at private brokers and agents
who live and breathe in this space, and they were much more suc-
cessful, enrolling 42 percent of enrollees.

Mr. LoNG. The subject of this hearing is about reversing ACA’s
Z%)g‘c?age. Do you consider these efforts by CMS as sabotaging the

Ms. TURNER. No, and the navigators were particularly—when the
ACA was new, people didn’t even know what a deductible was. So
people needed to be educated about the fundamental principles of
insurance.

But now that we see in California, for example, there has been
a 24 percent drop in new enrollees, despite their spending $100
million on marketing navigators last fall. But they are finding
many more people are having their coverage renewed and some-
times automatically renewed.

So we are in a different space now with the ACA.

Mr. LONG. According to the Missouri Department of Insurance,
since 2011 the annual cost of coverage per individual has increased
by an estimated 235 percent in the individual market, and now
there is only one option on the marketplace for my entire district—
7th District of Missouri.

Do you see the efforts of the Trump administration to give States
more flexibility to lower premiums and provide more insurance op-
tions for individuals as positive steps that can benefit consumers?

Ms. TURNER. Absolutely, and I think that is what they are trying
to do both with the bridge plans as well as the association health
plans, and as well as the Section 1332 flexibility.

Being able to tailor the insurance funding to the needs of their
citizens is something that States can do much more effectively than
the Federal Government.

Mr. LoNG. So I am assuming you don’t consider these efforts as
sabotaging the ACA?

Ms. TURNER. I think they are really trying to give consumers
new options, particularly those who are shut out of the market be-
cause of costs, and even many of the people with ACA coverage say,
“I might as well not have coverage because I can’t afford the $6,000
to $10,000 deductible.”
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Mr. LoNG. Thank you.

And before I yield back, as a point of personal privilege, I was
born in 1955. John Dingell was sworn into Congress in 1955. I had
the great honor to serve with him for two terms.

Of course, the room downstairs is named after him. Yesterday
morning, after an hour delay because of weather, we loaded up two
planeloads of congressmen, headed to his funeral in Dearborn, and
got up there and circled for an hour waiting for the temperature
to raise 1 degree.

If it would have raised one degree we would have made it, and
we didn’t. We were low on fuel, and so a legend in his own time,
John Lewis—Representative John Lewis—and Speaker Pelosi, who
weren’t on the flight, along with Chairman Upton, Chairman Wal-
den was there, Anna Eshoo.

I am not going to name all the names because I will leave people
out. But we held an impromptu service for John at 30,000 feet, and
I just want to send out my best to Debbie. I know that John fol-
lowed his father in Congress and Debbie has followed him and she
has done an outstanding job on this committee, and I just wanted
to send my best and thoughts and prayers out to Debbie and the
entire Dingell family because we are sure going to miss him.

I yield back.

Ms. CASTOR. Thank you, Mr. Long, for your comments about the
Dean of the House, John Dingell.

Mr. Ruiz is recognized for 5 minutes.

Mr. Ruiz. Thank you, Ms. Chairwoman.

I, and everybody in this room, agrees that we need to do some-
thing about costs. The premiums are skyrocketing in the exchange.
That is not the issue that we are debating here.

When we look back at why the costs have gone up so much, all
we have to do is listen to the insurance companies themselves,
which have said and have warned that if we don’t pay the cost-
sharing reduction subsidies, they are going to increase costs.

The other thing is they talked about the changes that were made
by Senate Republicans to the risk corridors. They increased costs
because of those. The other is because of the expired reinsurance
programs, et cetera, and all of these have been a part of the repeal
efforts of the ACA.

So when we look at the junk plans, this is not a solution to the
problem of high costs. In fact, these junk plans will make costs
higher in the exchange because this will siphon low, healthy, high-
corporate-profit-type patients into this lower-risk pool—junk
plans—leaving behind the higher-risk, more expensive type of pa-
tients for everybody else.

So healthcare costs for everybody else will go up, and if there is
something that I have learned as an emergency physician, is that
not every healthy person stays healthy forever.

So I have seen a 48-year-old man in a motor vehicle collision who
was previously completely healthy who will now have traumatic
brain injury, symptomotologies for the rest of their lives, and be
paralyzed and require very expensive care and lots of medications.

I have seen a 52-year-old man who comes in with yellow eyes
and yellow skin who has been newly diagnosed with severe liver
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problems due to hepatitis, which is going to require expensive
medications.

And I have seen young and healthy 30-year-old women who come
in with anxiety or depression with new diagnoses of clinical depres-
sion and also with a mass in their breast with a working diagnosis
of breast cancer that has metastasized, which would require expen-
sive chemotherapy.

So, even if those younger and healthy individuals buy this junk
plan, healthcare costs will be more expensive for them because
under these junk plans they can choose not to cover their medica-
tion. They can choose not to cover their mental health coverage.
They can start implementing a cap in lifetime coverage for these
individuals that will need more care for longer periods of time.

We are not invincible. The whole purpose of health insurance is,
what if you get sick, what if you get injured during an accident?
And I have seen them and I have counseled family members and
patients about their terrible diagnoses or their terrible prognoses,
and it is not a fun thing to do.

So I have some questions in regards to costs. Ms. Keith, would
junk plans increase costs for everybody else and can you explain
it further, please?

Ms. KeITH. Yes, that is correct. Every analysis, including the
Trump administration’s own analysis, has found that expansion of
these short-term plans through this new rule are increasing pre-
miums in the ACA marketplaces.

A study by the Kaiser Family Foundation that looked at what in-
surance companies actually said about their premiums for 2019
showed that short-term plans, the individual mandate, repeal and
the association health plan have increased premiums on average by
6 percent in 2019.

Mr. Ruiz. And so, you know, in one way I am hearing this oppos-
ing kind of arguments—yes, we are for preexisting, but we need a
reduced cost—but it seems like by this junk plan they are going to
eliminate protections for preexisting illnesses in order to keep costs
down because corporate insurance companies would love not to
cover the sick. They would like to cover the wealthy and healthy.

So can you have it both ways in this junk plan? I mean, do they
discriminate with people with preexisting illnesses?

Ms. KEITH. They absolutely do. I believe that is their business
model, yes.

Mr. Ruiz. So if you support junk plans you are supporting the
idea that—to take us back to a time where health insurances were
allowed to deny or charge higher premiums or charge for higher—
or not cover certain procedures for those conditions. Is that correct?

Ms. KEITH. Yes, it is.

Mr. Ruiz. Can you describe the medical underwriting process
that Americans are subject to under these plans?

Ms. KEITH. Sure. So it varies by insurance company but, essen-
tially, if you are applying to enroll in a short-term plan, you would
fill out a very detailed health questionnaire about your own health,
about the health of your family members and maybe a medical his-
tory.

You would also grant that insurance company access to all of
your medical records. They would look at what prescription drugs
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you have taken. They would look at what medical exams you have
taken.

They would take that information and they would give you a
price, or they would decline to cover you at all, or they would use
that to dictate what benefits they will and will not cover.

Mr. Ruiz. Thank you.

Ms. CASTOR. Thank you.

Dr. Bucshon, you are recognized for 5 minutes.

Mr. BucsHON. Thank you, and just in light of my friend Dr.
Ruiz’s comments, it is about choice. If you have a preexisting condi-
tion, don’t choose a short-term health plan that is cheap. They
don’t discriminate at all, because it is a consumer choice. So to say
that a plan specifically discriminates against people, that is just
factually not true. They don’t discriminate, because it is about con-
sumer choice.

We are here today discussing legislative proposals that really do
nothing, in my opinion, to address the high cost of healthcare and
the lack of affordable insurance options for patients.

One thing—again, Congress is here discussing the cost of health
insurance plans but, again, we are not really addressing the true
problem, in my view, which is the cost of the product is too expen-
sive.

And so if we all continue to chase a product that is too expensive
and try to cover it, we are never going to catch up, in my view.

The other thing is, is insurance is about risk. That is what insur-
ance is about. So your description, Ms. Keith, of all of these
things—about being assessed for what your risk is—that is what
insurance is about. And so we need to figure out a way to cover
people who have a lot of risk, and that is what Republicans did in
our healthcare bill.

We did it with high-risk pools. What is it, 4 percent of the people
or 5 percent of the people in the country are 40 to 50 percent of
the healthcare costs?

So we want to cover people with preexisting conditions, but we
just want to do it in a different way. If you put everybody in the
same pool, there is no way, based on the history of insurance and
how it works, that actuaries will tell you that you can get the costs
down for everybody and keep the costs low. It just doesn’t work.

So we want to cover people with preexisting conditions. I was a
physician before. I had people that I took care of that didn’t have
coverage. That is wrong. We just want to do it in a different way.

So, Ms. Turner, do you think that any of the legislative proposals
today would address the high cost of healthcare plans?

Ms. TURNER. I actually think they would. They would remove op-
tions for many consumers. Three million people had dropped out of
the individual market before the first short-term limited duration
plan under the Trump administration rules was available.

People are dropping out of coverage because they couldn’t afford
it. They want some options, and bridge coverage through the short-
term plans provides many people an option. They should definitely
be informed about these policies.

But if they buy a policy and they—say they buy a year policy and
they are diagnosed with cancer when they have that coverage, they
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are covered, and if they didn’t have that option, they would be com-
pletely exposed to those costs.

Mr. BucsHON. Yes. I think everyone here agrees on both sides
of the aisle we need more probably disclosure to consumers and
make sure consumers—like someone mentioned, have it in big
print right on the front page—you know, what your choice is here—
you know, what the cost is, number one, but number two, what ac-
tually is included in these plans, right.

And it may—you are right, if you have—if you are underwritten
and you are high risk, you are probably not going to be able to get
insurance through one of these plans. That is not the point. That
is not what we were trying to cover.

But under the Affordable Care Act, I hear from constituents all
the time that the plans are just not affordable in the Affordable
Care Act, and so we need to work together to try to find a way to
improve that and, you know, one of the things I think that we can
do is work on the cost to the product, and I keep saying that be-
cause Congress always works on trying to provide coverage but not
trying to get the cost of healthcare down.

So, Ms. Turner, how do you think repealing the Trump adminis-
tration’s guidance on Section 1332 innovation waivers would im-
pact the affordability for patients in States with waivers?

Ms. TURNER. The States that have received waivers so far have
been able to reduce premiums anywhere from 43 percent to 7 per-
cent in the States so far that we have numbers for, and so those
citizens would definitely be adversely impacted by being thrown
back into the same pools that don’t provide States with the same
flexibility and the same options that they would have under this
new guidance to be able to provide more affordable options for their
residents.

And about the essential benefits, the essential benefits in the
ACA may not be everything that somebody needs. Janet, that I
talked about in my example——

Mr. BUCSHON. Right.

Ms. TURNER [continuing]. Needed to have her antirejection medi-
cines covered, and they were not covered under her ACA-compliant
plan. So States need to be able to make sure the plans work for
their citizens.

Mr. BucsHON. I want to briefly talk about cost-sharing reduction
payments, which everyone is saying is sabotage of the ACA. That
was a bailout, in my opinion, put into the law so that if the pools
didn’t work—insurance companies were losing money—they had a
Federal backstop with taxpayers footing the bill.

I yield back.

Ms. CASTOR. Thank you.

Ms. Kuster is recognized for 5 minutes.

Ms. KUSTER. Thank you, and thank you for your testimony. I ap-
preciate it.

I want to join my colleagues in honoring John Dingell and our
mile-high memorial yesterday for him, and we will all be together
with Debbie Dingell, our colleague, and her family tomorrow.

I just want to move on to the Section 1332 and direct my ques-
tions, if I could, to Professor Keith. There is clear statutory direc-
tive in Section 1332 that States must provide comprehensible and
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Z%(Xdable coverage to a comparable number of residents under the

But, unfortunately, last fall the Trump administration issued
new guidance, and I am afraid that that is going to hurt people
with preexisting conditions like my dear friend Bodie, who is a
young man with spinal muscular atrophy in my district, necessi-
tating a wheelchair to get around.

Thanks to the ACA, there is no longer broad-based exclusions to
wheelchairs or to all the other affordable healthcare that helps
Bodie lead a fulfilling life.

But for Americans like Bodie, this concerns me in this Trump
guidance because it runs counter to the statutory directives. So last
week, I introduced H.R. 986, the Protecting Americans with Pre-
existing Conditions Act, to nullify the new guidance.

I have heard from my Republican colleagues this morning that
they want to protect Americans with preexisting conditions, and I
would encourage them to sign on to my bill.

If T could, Professor Keith, I would like to suggest a quick light-
ning round about my concerns of these short-term limited duration
insurance products so that Americans will understand our con-
cerns.

If you could just respond—under these plans are insurers al-
lowed to refuse to offer a policy to an individual with a preexisting
condition?

Ms. KEITH. Yes, they are.

Ms. KUSTER. And are insurers allowed to exclude coverage for
preexisting conditions?

Ms. KEITH. Yes.

Ms. KUSTER. And are insurers allowed to charge higher monthly
gre?miums based on health status and factors such as age and gen-

er’

Ms. KeITH. That is correct.

Ms. KUSTER. And are insurers allowed to impose annual or life-
time dollar limits on care?

Ms. KEITH. Yes.

Ms. KUSTER. And are insurers allowed to opt not to cover entire
categories of benefits? Here, I am thinking of mental health serv-
ices, prescription drugs, or maternity care.

Ms. KeITH. That is correct.

Ms. KUSTER. And are insurers—even in States like Pennsylvania,
New Hampshire, West Virginia, that had been so hard hit by this
opioid epidemic—allowed to offer policies that do not include cov-
erage for substance abuse treatment?

Ms. KeITH. That is correct.

Ms. KUSTER. And are insurers allowed to retroactively cancel cov-
erage once care is needed?

Ms. KeITH. Yes. That has been one of the biggest abuses and
something that the Affordable Care Act prohibited.

Ms. KUSTER. And are insurers allowed to impose much higher
out-of-pocket costs than under the Affordable Care Act?

Ms. Ke1TH. That is correct.

Ms. KUSTER. And so I would simply ask you or Commissioner
Altman, if you could, we have heard from Ms. Turner about her
opinion that these plans protect consumers and bring down costs.
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Are there alternatives—waivers such as reinsurance products that
could bring down costs for consumers?

Ms. ALTMAN. Absolutely. There are other mechanisms out
there—and reinsurance is a great example—that can lower costs
for those to help afford premiums without putting people in the po-
sition of having to choose between no coverage or substandard cov-
erage like the short-term plans provide.

Ms. KUSTER. So it is your professional opinion that rather than
this list that we have gone through this morning of ways that in-
surance companies are choosing to make higher profits—and I be-
lieve you have testified the profits are as high as 50 percent of
every premium dollar?

Ms. ALTMAN. Actually, there are some even higher than that.
The two largest carriers, with 80 percent of the market, do spend
less than 50 cents of every premium dollar on care. The rest is
some administrative cost, and the rest profit.

Ms. KUSTER. Which is shocking to the American people. Rather
than all that premium dollar going into profit while families are
put at risk, you believe there is alternative that this committee
could consider to focus on reinsurance or risk pools?

Ms. ALTMAN. I do, so that no one has to choose between their
health and their financial well-being.

Ms. KUSTER. Thank you. My time is up, but I very much appre-
ciate that.

Ms. ALTMAN. You are welcome.

Ms. KUSTER. I yield back.

Ms. CASTOR. Thank you.

Mr. Gianforte is recognized for 5 minutes.

Mr. GIANFORTE. Thank you, Madam Chair, and I thank the pan-
elists for being here and your testimony.

Hardworking Montanans regularly tell me how their healthcare
costs continue to rise and benefits shrink. I just had a town hall
this week, and individuals in Missoula and Livingstone, Montana,
both raised this very issue. It is a real burden on families in Mon-
tana.

Obamacare has not provided an affordable option for many Mon-
tanans. In the first year of Obamacare, more than 20,000 Mon-
tanans lost their coverage because of the law, and in the first 3
years under Obamacare, Montanans’ premiums have shot up 66
percent, and we had testimony you have had similar experience in
Pennsylvania.

Unfortunately, premiums continue to skyrocket for Montanans
and Americans across the country under the current scheme.
Thankfully, the Trump administration is empowering States to ad-
dress these rising healthcare costs by allowing States greater flexi-
bility with the strict Federal mandates of Obamacare.

The Department of Health and Human Services is effectively al-
lowing more Americans to get coverage that best suits their needs.
The administration has implemented rule changes that expand
State Innovation Waivers to improve access to short-term limited
duration insurance plans, eliminate the costly individual mandate
penalty, expand association healthcare plans. These measures en-
trust consumers to pick the best healthcare for their family.
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Let us be frank. Obamacare has robbed consumers of choice.
Obamacare asserted that a Washington bureaucrat knows an indi-
vidual’s healthcare needs better than she does. The Trump admin-
istration changes are empowering consumers so they can make
healthcare decisions that work best for themselves and their fami-
lies, providing waivers, empower States to promote innovation that
benefits patients and consumers.

The State Innovation Waivers, originally born in the Obama ad-
ministration and expanded under President Trump, allow States to
be creative with healthcare solutions while saving money and low-
ering premiums, which is the issue I hear over and over again as
I travel our State.

Alaska has taken advantage of the waivers. We have talked
about this. They saw premiums drop in some plans by over 40 per-
cent. We heard testimony today—similar experience in Maryland
and other States.

Unfortunately, for a second week in a row, members of the ma-
jority here have put on a political theater. They want the American
people to believe that there are lawmakers who oppose protections
for Americans with preexisting conditions.

I don’t know of any Democrats or Republicans on this committee
that are in favor of this, who want to strip protections for Ameri-
cans with preexisting conditions. We all agree on that. There is
broad bipartisan support here.

I think we should work together to find permanent legislative so-
lutions that protect people with preexisting conditions.

I also think we should work together to continue empowering
States to innovate and address healthcare affordability—I know
that is the issue back in Montana—and we should encourage inno-
vation and affordability, not terminate efforts to improve
healthcare and make it more affordable.

Ms. Turner, these State Innovation Waivers that allow for flexi-
bility and creativity for the States who want to find cost-saving so-
lutions, do you think that we would continue to see this sort of cost
savings and innovation if we move to a single-payer, Government-
run, Medicare-for-all program?

Ms. TURNER. No, and I think what we would find is that the
American people would see—they would not have any choice. It
would be the single-payer Government program, whatever form
that takes.

And what we are seeing is the States are so much better able to
be able to fine tune funding to the needs of their citizens. The
American Health Care Act that this Congress passed in 2017 pro-
vided specific money to the States, $123 billion, to be able to help
with those high-cost patients. So they had better protection than
being thrown into the same pool and often having benefits denied.

Mr. GIANFORTE. Yes. So what would the effect be of stopping the
State Relief and Empowerment Waivers on individuals in the
States where that ability to innovate was taken away?

Ms. TURNER. The States would basically become functionaries for
the Federal Government. It would really undermine our system of
government, I think, in giving the Federal Government so much
control.
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One of the things that we have learned through these waivers
and through the 70-changes-plus that have been made to the ACA
so far is that we need to have more flexibility and more State con-
trol.

Mr. GIANFORTE. OK. Thank you, and I yield back.

Ms. CASTOR. Thank you.

Mr. Sarbanes, you are recognized for 5 minutes.

Mr. SARBANES. Thank you, Madam Chair. I thank the panel for
your testimony.

Ms. Altman and Ms. Keith, maybe you could tell me—the short-
term plans that we have been talking about, the people offering
those plans can and do deny people or reject people based on a pre-
existing condition, do they not, in some instances?

Ms. KEITH. They do. That is correct.

Mr. SARBANES. Yes. So it is incompatible, it seems to me, to
claim, as we are hearing from a lot of the Members on the other
side, that they absolutely want to protect people against discrimi-
nation based on preexisting conditions, on the one hand, but to de-
fend these short-term limited duration plans on the other hand, be-
cause those plans actually put people in that position of being able
to be denied, based on that situation. Would you agree there is
some incompatibility there?

Ms. KeITH. I think that is correct, and these short-term plans ex-
acerbate, I think, many of the out-of-pocket costs that everyone in
this hearing has said they are concerned about. So folks who
maybe are healthy enough to enroll in a short-term plan but then
become sick can face catastrophic costs that should concern all of
us.
Mr. SARBANES. It is this distinction that we were able to focus
on when we put the ACA together originally, where people are se-
duced into thinking that they have got their health situation cov-
ered and are doing that relatively inexpensively, only to then find
if they do get sick that they are out of luck because the deductibles
are incredibly high or the benefits that they thought they would be
entitled to are not available to them. There were the caps that the
insurance industry would place on how much it would cover.

So, in a sense, you are buying the healthcare equivalent of a pig
in a poke when you are buying these short-term limited duration
plans.

Why, by expanding the duration of them up to a year, we
wouldn’t view that as going back to the bad old days, which pro-
duced all these stories of heartache that motivated us to try to
make these changes, I can’t—I can’t understand for a moment why
anyone would support that kind of a policy shift.

But I wanted to ask you a specific question, which is that these
short-term junk plans, as we are calling them over here on this
side, where they can reject a beneficiary based on HIV status,
based on weight, pregnancy, other kinds of things, could somebody
apply for one of those plans, check a box saying they don’t have a
preexisting condition because they are not aware?

And that was the other things we discovered when we were
doing this. How many things qualify as preexisting conditions that
no one would ever imagine would disqualify them from coverage?
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So somebody could get into a plan and then, when they go to get
the benefits of it, they would discover then that they are not quali-
fied for those based on this preexisting condition disqualification.

Could that happen? And so then you are trying to access it and,
boom, you can’t access it and you are—and not only that, you are
thrown off the plan at that point because they say “Oh, you know,
you weren’t qualified in the first place” after you have paid pre-
miums for I don’t know how many months, and I don’t know
whether you would get those back. But is that a fair dilemma that
people can find themselves in?

Ms. KeITH. That is absolutely correct. What you are describing
is something called postclaims underwriting that an insurance com-
pany would use to go back and see if there is something that the
consumer did not disclose or something, in their view, they omitted.

What the insurance company would typically do is retroactively
cancel the policy altogether.

Mr. SARBANES. Yes. So basically these—did you want to com-
ment?

Ms. ALTMAN. I am just going to add I think it is important to
note that we are not talking about cases where patients inten-
tionally did not disclose

Mr. SARBANES. Right. Right.

Ms. ALTMAN [continuing]. Because fraud—true fraud has always
been a reason. Cases where something was noted on a medical
record that they may not have remembered, potentially didn’t even
know about because their doctor——

Mr. SARBANES. Right.

Ms. ALTMAN [continuing]. Wrote it in the notes without explain-
ing to them, or in the case that I listed in my testimony, they were
never diagnosed or sought care but experienced symptoms for
which the insurer deems they should have sought care.

Mr. SARBANES. I mean, this is—I have to yield back my time, but
just to say we are inviting people back into a world with mirrors
and trapdoors that was exactly the place we wanted to get away
from when we passed the ACA. So we got to really push back
against these junk plans.

And with that, I yield back my time.

Ms. EsHOO [presiding]. Thank you, Mr. Sarbanes.

I now would like to recognize the gentleman from Georgia, Mr.
Carter.

Mr. CARTER. Thank you, Madam Chair, and thank all of you for
being here. Certainly an important area that is affordable
healthcare costs.

You know, before I became a Member of Congress I practiced
pharmacy for over 30 years. I started when I was 2. But, neverthe-
less, you know, one of the things that I heard so often was the cost
of healthcare and particularly the cost of insurance, and that is
something that I was committed to work on and I am committed
to work on and continue to work on as a Member of Congress.

Ms. Turner, I read an article in Axios the other day that said
that 42 percent of people participating in the individual market-
place weren’t able to use their insurance because out-of-pocket
costs were so high or their deductible was so high.
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And it is my understanding that that is why we have the 1332
waivers, is so that States can actually address this issue. I believe
in your testimony you gave examples of some States where it has
actually worked—maybe Alaska, Oregon.

Can you repeat that for me, please?

Ms. TURNER. Yes, Congressman.

The 1332 waivers really are designed to give States flexibility to
separately subsidize the people with predictably high healthcare
costs that are driving up the premiums for everyone else.

They are the ones who are causing premiums to go up as the
healthy people drop out. And a number of States have applied for
waivers to in different ways subsidize them.

Alaska said, we will look at these 33 categories and if people
qualify for those, then they will be able to get separate subsidies.
Others have reinsurance, high-risk pools, invisible high-risk pools.

States are working to figure out how to do this, with dramatic
results. We see, for example, in Alaska that premiums went down
by almost 20 percent. Enrollment went up by 7 percent. In Min-
nesota, premiums went down again by almost 20 percent. Enroll-
ment went up by 13, 14 percent, and on and on where you see

Mr. CARTER. And that is the point I am trying to make. I mean,
obviously, this has helped. It has helped tremendously, and ex-
panding it has helped. Yet, the impetus for the hearing today is a
set of bills that are actually going to constrict this, so we are not
going to have the ability to expand on this like—and enjoy the ben-
efits of it working like it has worked.

I am really confused by that because this is our second hearing
in the committee that has the broadest jurisdiction over healthcare
costs of any other committee in Congress, and I am just trying to
figure out where we are going.

The first week we had a hearing on a lawsuit that is still in liti-
gation. It has not been settled yet and may not impact anyone.

Here we are having a hearing this week on what is going on and
how we can actually constrict the affordability and make
healthcare costs even more expensive for people. And yet, when I
go—when I am in my district people are talking about, what about
prescription drug pricing.

We haven’t even discussed prescription drug pricing yet. Yet,
there are other committees in this House—the Ways and Means
Committee yesterday had a hearing on prescription drug pricing,
the Oversight and Government Reform Committee has already had
a hearing on drug pricing—and yet here we are in the most broad-
est jurisdiction of healthcare, and we haven’t had a prescription
drug pricing hearing yet.

Madam Chair, I certainly hope that we will get to that at some
point here, because it is extremely important. The point here is
that people being able to buy health insurance doesn’t help anyone
if they can’t use it.

You know, when I first went into business I read something and
it said, When is a deal not a deal? It is not a deal when you buy
something you don’t need or you can’t use, and that is what people
were being forced to do: buy insurance that they can’t afford to use.
That is not helping them, and that is what we need to be address-
ing here and what I hope that we can address.
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Let me ask you, Ms. Turner—when folks have a gap in coverage
and employment or people who retire and are not yet eligible for
Medicare, what are the options for them?

Ms. TURNER. Previously under the Obama administration they
had the option to buy a short-term plan. These have been around
for decades. But it had to—it could only last for 3 months, and peo-
ple generally, if they are in gaps in coverage, they need coverage
for longer than that. So this is what the Trump administration did.
They said that you can have the policy for up to a year and it can
be renewable for another 2 years.

Mr. CARTER. And in these plans there are options. So they give
these people who are in this gap, if you will, the ability to actually
fill in that gap and the ability to have coverage, which we all want.

Ms. Turner, I really appreciate all of you being here and appre-
ciate this opportunity, and Madam Chair, again, I look forward to
the hearings that we are going to have on prescription drug pric-
ing, and I yield back.

l\l/{s. EsHoo. I thank the gentleman. I look forward to them as
well.

I now would like to recognize the gentlewoman from Illinois, Ms.
Kelly.

Ms. KeELLY. Thank you, Madam Chair, and thank you to all the
witnesses, and I too want to salute Congressman John Dingell for
all of his work, and he will be sorely missed.

The Trump administration has recklessly expanded junk health
plans that do not offer comprehensive coverage. These junk plans
could unwittingly leave, as we have heard, families on the hook for
thousands of dollars of healthcare costs.

According to an article in the New York Times, Kevin Conroy, a
patient from California, had a heart attack and underwent triple
bypass surgery 2 months after enrolling in a short-term junk plan.
His insurance company refused to pay for any of his treatment,
leaving him with a $900,000 bill.

In another case, United Health refused to cover a patient’s breast
cancer treatment, leaving her with a $400,000 bill. The insurance
company claimed that breast cancer was a preexisting condition
even though the patient was not diagnosed with cancer until after
she bought the junk plan.

Ms. Altman, according to your testimony, I understand that in
your State several consumers have been stuck with large unpaid
medical bills because a short-term policy denied coverage even for
medical conditions arising after an individual enrolled in a policy.

These conditions should, theoretically, be covered since they
arose after individuals enrolled in the plan, but often the insurance
company, as we have discussed, that sell these junk plans refuse
to pay out.

You have explained about postclaims underwriting, and also we
talked about how consumers need to be more educated. But I want
to know where does all the money go if these insurance companies
are not using premium dollars to pay for healthcare?

Ms. ALTMAN. Sure. So, as we have talked a little bit about, Af-
fordable Care Act plans are subject to a medical loss ratio that en-
sures that they spend at least 80 cents of every premium dollar on
care with the remainder going to administrative costs and profit,
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and if they don’t meet that standard they are required to refund
dollars to their policy holders.

The short-term market, on the other hand, averages, based on a
study, 64 cents on every dollar, the largest carriers average less
than 50 cents a dollar spent on care, with one of those carrier
spending only 34 cents on the dollar.

So the remaining funds would go some to administrative costs
and the remainder to profit. I think all evidence points to these
b}(:ing very profitable lines of business for the insurers that sell
them.

Ms. KELLY. Thank you.

And also I agree with my colleagues. I would—I want us to work
together too and get something done for the American people. But,
as I recall, in the last years all I have been given the opportunity
t(% do is vote to repeal the Affordable Care Act or tear up some part
of it.

And, Ms. Turner, I know you have been more negative about the
navigators but also besides the marketing the time period was cut
so short so people—it was harder for people to register.

And we talk about the economy is better, so I would like to think
we went down some because people got jobs and so they did have
health insurance. So I just want to know from you, do you think
the ACA has been helpful to anybody?

Ms. TURNER. Oh, absolutely, and actually California extended its
enrollment period to I think the middle of January, and they still
were down 24 percent in new enrollment.

So I think that the real issue is how do we make these plans
more attractive to people so that they can afford both the pre-
miums, especially if they are not in the subsidized market, as well
as the deductibles are low enough that they feel they could actually
access the insurance, and that is what I am hopeful that States
will take advantage of the 1332 flexibility in the law to allow that.

Ms. KELLY. OK. Thank you for your answer.

I just want us to also recognize that there were many, many mil-
lions of people that had no insurance, and just like people can talk
about the stories they are hearing there are many stories that,
even in my own family, how people that weren’t insured have in-
surance and they are very happy.

Ms. TURNER. And they are grateful, yes.

Ms. KELLY. I yield back.

Ms. EsHOO. I thank the gentlewoman from Illinois.

And I now am pleased to recognize the gentleman from North
Carolina, Mr. Hudson.

Mr. HuDSON. Thank you, Chairman Eshoo, and this is my first
chance to publicly congratulate you on taking the gavel. I look for-
ward to finding common ground and working with you throughout
this Congress.

When I noticed today’s hearing title, “Strengthen Our Healthcare
System: Legislation to Reverse ACA Sabotage and Ensure Pre-
existing Conditions Protections,” one word really stood out to me—
the word “sabotage.”

I know my colleagues and I on this panel agree that we should
strengthen our healthcare system. I talk to constituents of mine
every time I am home who need better access to more affordable
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care, and I know my colleagues and I want to ensure protections
for preexisting conditions. That was universally accepted at our
hearing last week.

But the word “sabotage” really stuck out at me. Unfortunately,
this conversation around healthcare has become increasingly par-
tisan. We saw this with the Affordable Care Act, and we saw it
again with the American Health Care Act last Congress.

But this conversation should be bipartisan because healthcare is
an issue that affects every single American. From the time we are
born until the time we die, there will never be a time when the
healthcare industry doesn’t touch our lives.

I was talking to a constituent last week who—he and his wife are
in their 50s—he told me his wife couldn’t afford to buy health in-
surance on the exchanges. But, because of the short-term insurance
plans now being offered, she was finally able to purchase insurance
that they could afford.

He noted that on a previous insurance, if they paid all their pre-
miums and met their deductible, they would have spent $18,000
out of pocket before they accessed the first bit of healthcare.

So that brings me to today and this word “sabotage.” I don’t
think these short-term plans are a long-term solution for people
buying health insurance, and the administration agrees with that,
which is why they are only available for up to 3 years.

But they do help provide option for folks back home who feel like
they have no place else to go. I definitely don’t see them as sabo-
taging the ACA—more so as enhancing the intent, however mis-
guided the execution of the ACA, of providing more people with
health insurance.

Ms. Turner, in your testimony you noted these plans were help-
ful for early retirees like my constituent who needed to bridge the
gap after losing employer-sponsored healthcare. I think that is defi-
nitely true with the folks I have talked to.

But one criticism of the short-term plans I have heard today has
been that consumers may not be sufficiently educated on the re-
strictions and limitations that come with these policies. They may
not understand the tradeoffs for lower premiums.

In my conversation with my constituent, he recognized his wife
did not have coverage for everything but that the plan covered ev-
erything they needed.

Ms. Turner, yes or no: The final rule provides a disclosure notice
that must be prominently featured on the insurance materials. Is
that correct?

Ms. TURNER. Yes, sir.

Mr. HUDSON. It appears from my anecdotal experience that those
disclosure notices are working. Would you agree with that?

Ms. TURNER. Yes, sir.

Mr. HuDsON. I appreciate that. One other issue that has been
raised—and if I could stick with the John Dingell yes-or-no an-
swers—Ms. Keith, I believe New Jersey and California have limited
or banned the sale of short-term limited duration insurance plans.
Is that correct? Yes or no.

Ms. KEITH. That is correct, yes.
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Mr. HUDSON. And Commissioner Altman, do other States have
the authority under the Trump administration’s action to limit or
ban short-term limited duration plans if they choose?

Ms. ALTMAN. Yes.

Mr. HUDSON. So if that is true, then, that if any State doesn’t
like the new arrangements, they are free to pass their own laws
limiting or banning short-term limited duration insurance plans.

I think that is just important to note for the record that, you
know, States have the option here and States are looking for solu-
tions for their constituents, a lot of them in the cases like the one
I described of my constituents who are just trying to bridge a gap,
who are trying to find a way to afford insurance for their families.

So I think it is important to note that we are not forcing anyone
into this. We are giving flexibility to the States, and I would love
to see us do an extended hearing, Madam Chair, where we bring
in some folks from the States to talk about are these plans really
working.

We hear a lot of discussion from the other side about this could
do that, it could be that. But let us look at what the facts are and
what is really happening on the States. I think that would be real-
ly important.

So with that, I will yield back.

Ms. EsHOO. I thank the gentleman.

I now would like to recognize the gentlewoman from Delaware,
Ms. Blunt Rochester, a new member of the committee. We are
thrilled that you are here. You are recognized for 5 big minutes.

Ms. BLUNT ROCHESTER. Thank you, Madam Chairwoman, and
also thank you to the witnesses today. I also would like to send my
condolences to the Dingell family on the passing of such a legend
as John Dingell.

In 2017 in January, the Trump administration halted all ACA
marketplace outreach for the final week of the 2017 open enroll-
ment and then slashed ACA enrollment funding for advertising and
outreach by a staggering 90 percent—90 percent.

Delaware’s marketplace, forced to do more with hundreds of
thousands of dollars less in funding, saw a decrease in enrollment
every year since then, down 20 percent since the State’s peak en-
rollment in 2016.

The administration’s repeal efforts and damage to the Affordable
Care Act have resulted in new enrollments going down and costs
going up for the over 22,000 Delawareans and 8.5 million Ameri-
cans receiving their health insurance through the individual mar-
ketplace.

These Delawareans are now paying more than $100 in premium
costs over what they paid before over the national average, and I
really—I heard my colleague Mr. Hudson’s point about the word
“sabotage,” and as I was sitting here thinking of what I would even
say, you know, the saying “If it walks like a duck and quacks like
a duck, it must be a duck” came into my head.

And it came into my head because, when you shorten the amount
of time that people have to apply and then you couple that with
slashing information and outreach to people, it appears and it feels
like sabotage, and I am really proud to have been able to introduce
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the MORE Health Education Act to restore funding for educational
outreach.

All of the bills that we are discussing here today will help Ameri-
cans enroll in quality comprehensive plans in the marketplace, and
they will ultimately lower costs. But, more importantly, the goal is
to make Americans healthier.

And so my first question is, number one, I just want to clarify,
Ms. Turner, that this particular bill was for marketing and out-
reach and not the navigators. But you will probably see more com-
ing forward.

But I wanted to ask Ms. Keith to clarify something that was stat-
ed, that marketing doesn’t work. Can you just talk about, does
marketing work? People say, “We already know about the ACA,
why do we need to have marketing?”

Can you share a little bit about that?

Ms. KEITH. Thank you for that question. It is very important.

Multiple studies, including studies conducted by CMS itself, have
shown the value of advertising and marketing outreach under the
ACA in particular. One of the changes by making such dramatic
cuts to the advertising budget is that, beginning in 2018, CMS ran
no TV advertisements, even though that was one of the most cost-
efficient ways of reaching people and had a measurable impact on
people enrolling.

I think Ms. Turner has cited California having lower new enroll-
ees this year. I think it is worth noting that California has had the
same enrollment overall, and I think part of that is that new en-
rollees—California had strong enrollment of new enrollees in pre-
vious years, and I think the State would point to things like loss
of the individual mandate as reasons why perhaps new enrollment
is lower. But I did want to clarify that, that enrollment in Cali-
fornia is stable.

Ms. BLUNT ROCHESTER. Got you. Great. And also, I wanted to fol-
low up with that. Why do you think we still need outreach and
marketing?

Ms. KEITH. Awareness remains low. Documented studies have
shown this. Even as of November of last year there were about 69
percent of uninsured consumers and consumers who had purchased
individual coverage who did not know the deadline was December
15th or had the date wrong. Sixty-nine percent of folks who we are
trying to reach for this type of coverage who would be eligible are
not aware of their options, and outreach and marketing plays a key
role in that.

I would just emphasize that we are seeing very aggressive mar-
keting of the short-term plans as well, and so, as we have seen cuts
to ACA outreach and marketing, it is being filled, this void is being
filled by these short-term plans, and it is very confusing for many
consumers.

Ms. BLUNT ROCHESTER. And Commissioner Altman, can you talk
about the State of Pennsylvania and what impact these kinds of
cuts have had?

Ms. ALTMAN. Sure. So Pennsylvania, under a prior administra-
tion, chose to use the Federal exchange. So we rely on CMS and
the Federal Government to operate our exchange, and marketing
and outreach are supposed to be a core element of that.
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And so, in my perspective, when the Federal Government ceased
doing that and ceased trying to reach out to Pennsylvanians, they
weren’t meeting those obligations. But they still needed to be met
because people are not aware—the number of consumers I talk to
who don’t know basic information.

We have tried to fill that gap with our own campaign, but our
resources are certainly limited.

Ms. BLUNT ROCHESTER. Great. Thank you so much for your ques-
tions.

I would yield back my time in a minute just to say that, even
as a Member of Congress, we were limited in what we could say.
So I applaud the work of the committee, and I yield back the bal-
ance of my time.

Ms. EsHooO. I thank the gentlewoman, and we are thrilled that
you are part of the committee.

It is a real pleasure to recognize the gentlewoman from Indiana,
a wonderful colleague and a good friend, value added no matter
where she is in the Congress—Mrs. Brooks.

Mrs. BROOKS. Thank you, Madam Chairwoman, and I just want
to also have the opportunity—this is my first opportunity to pub-
licly congratulate you on leading this important committee, and I
look forward to continuing our work that we have done in the past,
particularly on Pandemic All-Hazard Preparedness Act and many
other areas, and look forward to your work and working with you
on this most important subcommittee.

I want to focus a little bit on the marketing, because my col-
league talked about marketing and, Ms. Turner, marketing and
outreach is an incredibly important aspect of any product. I assume
you would agree with that.

However, the more products and the more choices there are, mar-
keting—there have to have products that people want to consume
and/or want to—and/or understand what it is they are consuming.

And, like so many others, I have many Hoosiers who have shared
with me that the high cost of the premiums and the high
deductibles are what so many—you know, their barriers have been
to purchasing a lot of the products.

So can you help us understand why having more choices—how-
ever, it needs to be informed choices, and I agree that there is a
concern whether it is with different types of products—people have
to understand what they are buying, and that is, I think, what the
biggest problem is with these short-term products, is they don’t
quite understand what is covered and what is not covered.

Can you please talk with us about why having more choices is
better for healthcare overall for consumers regardless of their
health status?

Ms. TURNER. It does give them options. It gives them options of
networks, doctors, the hospitals that are available to them and, un-
fortunately, and I think about half of counties, people in ACA cov-
erage have a choice of one plan. It is take it or leave it, so there
is really no choice there at all.

And people who can’t afford that coverage are now being given
other options through short-term plans and other administrative
ideas.
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Mrs. BROOKS. Can you share with us a little bit about how the
Federal Government might be able to increase enrollment? Are
there other ideas that any of you might have as to how the Federal
Government might be able to increase enrollment in health insur-
ance aside from spending money on marketing and navigators?

Ms. TURNER. If the policies were more affordable, if there were
more competition in the market so that the one provider doesn’t
have the opportunity to buy up all the doctors and hospitals and
charge higher premiums, giving people more competition in these
markets—so looking at the anticompetitive monopolies that some of
these hospitals and systems have is important, but also providing
more options through Section 1332 for States to tailor their risk
models so that the highest-risk people are not in the same pool
with everybody else and driving up premiums, driving the healthy
people out. I think this has got to be a State-based solution and
the 1332 that was a part of the original ACA was envisioned to
give States that flexibility.

Mrs. BROOKS. Talking a bit more about that, how have Section
1332 waivers—have they increased access to care in the States that
have approved waivers, and can you give any examples——

Ms. TURNER. Absolutely.

Mrs. BROOKS [continuing]. Of access to care?

Ms. TURNER. Access to care—and which is, of course, in many
people’s case it is access to coverage to help finance that care. But
in Arkansas, Minnesota, Oregon, Maryland, Maine, New Jersey,
Wisconsin, those are many of the States that already have re-
quested waivers to spend some part of the ACA money themselves
in a way that does a better job of risk mitigation—high-risk pools,
reinsurance, invisible high-risk pools—to give—to separately sub-
sidize the people who have the highest costs so that you can then
lower premiums for others in the individual market and attract
more people, which then further lowers premiums.

Everybody wants more healthy people in these insurance pools.
The ACA is working against that. Section 1332 gives States tools
to be able to get more healthy people into their markets.

Mrs. BROOKS. Thank you. I yield back the balance of my time.

Ms. EsHOO. I thank the gentlewoman.

And it is a pleasure to recognize from California another new
member of our subcommittee, and she is so welcome, the gentle-
woman Ms. Barragan.

Ms. BARRAGAN. Thank you, Madam Chairwoman.

I want to thank you all for joining us here today. We have heard
a lot about these junk plans in my first term as a first—as a new
Member of Congress. It feels like we just had all kinds of conversa-
tions about healthcare and it was centered around repealing the
Affordable Care Act, which would limit access to healthcare to peo-
ple.

So it is nice to be able to have this conversation and actually
have a debate on what some of what has been happening over the
last 2 years is doing to pricing and as a result of some of the poli-
cies that have been implemented for the last 2 years.

I myself am a cosponsor of what we are talking about today—
to eliminate these junk plans—and I want to talk a little bit about
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that. One of my colleagues on the other side said, let us talk about
the facts—let us talk about what is happening.

You know, we received the story of Sam Bloechl from Chicago,
and I want to share his story because I think it is important to
highlight what is happening and what people are going through.

Now, Sam’s story was brought to us by the Leukemia and
Lymphoma Foundation. Sam unknowingly enrolled in a junk plan
after he was deceptively steered into it by a broker.

Now, Sam had been experiencing back pain and he was com-
pletely transparent about this when he talked to the broker about
his condition. Sam writes in a letter to the committee that he
thought it would be smart to talk to a broker about upgrading his
coverage so he could have better healthcare access for any future
medical care.

Now, the broker assured Sam that the junk plan was the right
insurance plan for him, given his back pain. After enrolling in the
junk plan, Sam was diagnosed with an aggressive form of blood
cancer—non-Hodgkin’s lymphoma.

After undergoing 6 months of chemotherapy and radiation, his
insurance company informed him that they were not going to pay
for the treatment, leaving him with $800,000 in medical bills.

The insurance company also refused to pay for a bone marrow
transplant, treatment necessary to allow Sam to achieve lasting re-
mission. Now, Sam writes in his letter that the insurance company
claimed that cancer was a preexisting condition because he had
previously visited a chiropractor for his back pain.

Sam was left with almost a million dollars in medical bills and
no insurance—and no health insurance for the treatment that he
needed in order to stay alive.

Now, while fighting cancer, Sam is also trying to figure out how
to avoid bankruptcy. Sam is only 32 years old and a business
owner. He writes that instead of planning for his future with his
fiance and building his business, he is left up at night wondering
how to stay afloat.

So I want to start by entering Sam’s letter to the committee into
the record now. And I also—Madam Chairwoman, can I enter that
into—thank you very much.

[The information appears at the conclusion of the hearing.]

Ms. Keith, can you discuss how insurance companies are able to
essentially defraud patients like Sam?

Ms. KEeITH. Certainly. So it sounds like Sam was a victim of
something called postclaims underwriting, which is something we
have been discussing where his back pain, which he disclosed, was
used as a reason to deny coverage for his cancer treatment and
care, leaving him on the hook for all these bills.

I think other ways that short-term plans have exposed con-
sumers to high out-of-pocket costs like this is through their refusal
to cover preexisting conditions, the benefit gaps.

But even when you think you fully understand the product and
you disclose your back pain and you think you know what you are
getting, to be surprised that your cancer treatment wouldn’t be cov-
ered I think is something that is very troubling for patients and
consumers—the stories that we are hearing all across the country.

Ms. BARRAGAN. Right.
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Commissioner Altman, could you describe the impact of the
Trump administration’s decision to expand the junk plans on pa-
tients who may be in a similar situation to Sam?

Ms. ALTMAN. Yes, and thank you for sharing that story. I think
that story is so indicative of many of the pieces we have talked
about today, from limited benefits to deceptive marketing practices
which are, for the record, illegal, to postclaims underwriting and,
frankly, also to the fact that something like this can happen to any-
one, and that is why every person needs comprehensive health in-
surance to cover things like unexpected cancer diagnoses, and the
story is also one that demonstrates the short-term plans are not
that.

Ms. BARRAGAN. Well, thank you. I know. Sam writes that some-
body shouldn’t have to worry about filing for bankruptcy or getting
stuck with $800,000 in medical bills. I agree. I think that is why
we are having the hearing today. I also think that is why having
legislation to protect individuals like Sam and reverse the adminis-
tration’s attacks on Americans with preexisting conditions is impor-
tant.

And with that, I yield back.

Ms. EsHOO. I thank the gentlewoman.

I am now pleased to recognize the ranking member of the sub-
committee, Dr. Burgess, for 5 minutes.

Mr. BURGESS. Thank you for the recognition. Thanks to our wit-
nesses for being here. I know it has been a long morning and now
afternoon, but I appreciate your input into this important subject.

Ms. Turner, let me ask you—probably 2 years ago, I guess in
March of 2017, the Health Affairs published the article on the in-
visible high-risk pools that the State of Maine had used to rescue
its insurance industry after their attempt at community rating
guaranteed issue got them into so much difficulty in the individual
market. The invisible risk pool was a way to sort of reconstitute
that market. Would you qualify those as junk plans?

Ms. TURNER. I think that the risk pools actually provide the so-
cial safety net so that, if somebody does wind up in a situation like
Janet that I describe in Colorado who had insurance but when she
was diagnosed with hepatitis C, the high-risk pool in the State was
there to provide her care and, ultimately, pay for her $600,000 liver
transplant. So there are other options available than the ACA, and
we have seen those in the past, and Maine is another example.

Mr. BURGESS. Great. Thank you.

Madam Chairwoman, just before we finish up, I am going to
have another—a couple of unanimous consent requests so that I
don’t get gaveled out. I just would like to make that information
available to you.

Now, Ms. Turner, staying with you, one of the issues I brought
up in my opening statement was the issue of global budgeting. Can
you speak to how a global budget system would impact patients
and the healthcare system at large?

Ms. TURNER. Whoever controls the money is going to control the
choices, and whoever is controlling that global budget, whether it
is a regional health administrator, whether it is a Federal bureauc-
racy, whether it is a hospital system, is going to control the choices
for that patient and they are going to allocate the money in a way
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that I am sure they will believe is going to be the fairest way pos-
sible, but it always winds up they wind up with shortages, they
wind up with waiting lines.

We have seen in California—I am sorry, in Canada—that hos-
pitals have to close in December because they have run out of
money. So I think that it significantly diminishes individual pa-
tient choice, and it often leads to rationing of care.

Mr. BURGESS. While we are on the subject of Canada, it is my
understanding that Canada is opposed to the system in the United
States where, if a bill is submitted by CMS it is paid. In Canada,
there is a fixed budget and, once that budget is exhausted, the bills
are h(}elld until the next year. So a fundamental difference in the ap-
proach.

One of the things that has concerned me for some is that you do
see that there is an effort to create a single-payer, Government-run
system, and you see this not just in the United States.

I mean, this has been something that has been ubiquitous across
the world. Why is that? Why does a country want to control some-
thing that inherently should be an individual issue?

Ms. TURNER. Now, I have thought about this for many years, and
I do believe that there is a sense of fairness—that if everybody is
in the same system that everybody will be treated the same.

But that is not the way that it works in any country that has
some form of a Government-centralized healthcare system. The af-
fluent people always find a way to buy out of it, and people who
have fewer means always wind up with their care rationed and
limited.

Mr. BURGESS. So does it concern you, some of the statements we
have heard about pushing to that type of system, particularly those
that say we are going to void any private insurance? The large
group market would disappear of necessity under a single-payer
system in this country.

Ms. TURNER. With 173 million people in the employer health in-
surance market that value their coverage, I think that would be
very problematic. When you have 60 million people on Medicaid
that value that coverage and that would see it compromised if we
had another 200 and what would be 70 million people on that pro-
gram.

So I think that there—the system as it is has evolved over dec-
ades, and I think it is important to build on that system and figure
out how do we help these 15 million people who are in the indi-
vidual market who are the most exposed to the high premiums and
the high cost, the high deductibles, and the possibility of losing
their coverage.

Mr. BURGESS. I do know when I ran my medical practice, obvi-
ously, I was in the small group market when I bought insurance
for my employees. I would have welcomed the ability to go into an
association health plan.

If county medical societies across the country had put together
a group health insurance model, that would have been welcome
news for me and those patients would have been protected from
preexisting conditions, unlike others in the individual market.

So thank you so much for your time today, and I will yield back.

Ms. EsH00O. Thank you, Dr. Burgess.
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Let us see. It is now my pleasure to recognize the gentleman
from California, Mr. Cardenas.

Mr. CARDENAS. Thank you very much, Madam Chair and Rank-
ing Member, for putting this very important hearing together in
full view of the public, and I want to thank the witnesses for being
here as well—the ones I agree with and the ones I disagree with.
Thank you so much for providing your perspective.

Since the passage of the Affordable Care Act in 2010, more than
20 million Americans have gained meaningful access to insurance
coverage. Before Donald Trump became President, the uninsured
in this country fell from 18 percent to 11 percent, the biggest jump
in any period of time in the country’s history.

Yet, basically, since day one the Trump administration has ac-
tively undermined the law and attacked Americans’ healthcare.
The administration cut the advertising and enrollment budget from
$100 million to $10 million. This has had a very real consequence,
and I have heard stories from my own district where constituents
mistakenly believed that the healthcare exchanges ended with the
Presidency of President Obama.

The administration’s sabotage efforts have resulted in the high-
est uninsured rate in 4 years. According to a Kaiser Family Foun-
dation study, over 80 percent of uninsured adults were not aware
of the deadline to enroll in coverage in 2017. Again, it was this
Trump administration that reduced the enrollment administra-
tion’s advertising budget from $100 million to $10 million.

Another survey by the Commonwealth Fund said that 41 percent
of uninsured adults are still unaware of the ACA marketplaces or
that subsidies are available to help them pay for coverage.

The Trump administration is strangling healthcare for millions
of people and undermining the law of the land.

Ms. Keith, I understand that uninsured Americans are less likely
to be aware of the deadlines or availability of affordable coverage.
Is that a correct statement of today?

Ms. KEITH. That is correct, yes.

Mr. CARDENAS. OK.

Also, Ms. Keith, can you briefly describe how gutting funding for
outreach and enrollment impacts new enrollments?

Ms. KeITH. Certainly. New enrollees tend to be younger and
healthier. As you can imagine, patients who are older and have
health conditions are very motivated to enroll in coverage.

It is really younger and healthier consumers who aren’t aware
and need to better understand the marketplace options available to
them. What we have seen is since 2016 new enrollment through
healthcare.gov is down by about 50 percent.

We need younger and healthier consumers to help keep the risk
pools stable and help keep premiums down. I believe I mentioned
earlier Covered California attributes its marketing in 2015 and
2016 to a reduction in 6 to 8 percent in premiums. So advertising
can pay off in terms of sort of bringing in younger and healthier
people who need coverage for themselves but also help the risk
pool.

Mr. CARDENAS. Now, Ms. Keith, can you describe how what you
just described—younger, healthier patients not enrolling—how that
affects other Americans’ ability to get comprehensive healthcare?
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Ms. KEITH. Sure. By not having younger and healthier folks in
or having fewer and fewer new enrollees, there is a possibility that
premiums will increase.

Mr. CARDENAS. OK.

Ms. Altman, what is the level of awareness among consumers in
Pennsylvania, for example, about the ACA and their healthcare op-
tions in the ACA marketplaces?

Ms. ALTMAN. I would say that my experience in speaking to
Pennsylvanians is very reflective of the study that Ms. Keith men-
tioned. In particular, there seems to be a significant lack of aware-
ness about the financial support available under the Affordable
Care Act.

Many consumers come to enrollment events and think there is no
way they will be able to afford the coverage, only to find out that
it is all more affordable than they ever thought it could be.

Mr. CARDENAS. Thank you. And also, Ms. Turner, you mentioned
something that, as a former business owner, on the face of it I
would probably agree with but I don’t agree with in this case about
how we are trying to provide comprehensive healtcare to as many
Americans as possible, and I quote, “individual patient choice.”

When I was a little boy, my parents had an individual patient
choice, and they chose to go without insurance coverage because it
was too far out of reach for my family’s single-income, first-grade-
education immigrant father who was a gardener.

He couldn’t be a CEO—didn’t aspire to be, or what have you. But
he provided food on the table for 13 people every single day, and
I am so proud of him and my mother for doing what they could
with what little they had.

Also, my parents’ individual choice was to not participate in pre-
ventative medicine practices like going to see a doctor because even
that was too expensive for us to do as a low-income family.

My parents’ individual patient choice was to look at us and pray
for us when we got a bad fever or something and then, now and
again, once in a while, say it is time to go—time to take us to the
emergency room.

Not to our regular care doctor, not to a place where we could ac-
tually be preventative in these measures, but the dangerous choice
of waiting to the last minute to decide, “I think my child is in very
serious danger. Now it is time to go to see a doctor.” That is indi-
vidual choice that the Affordable Care Act, as flawed as it is, has
been trying to overcome, and it was able to overcome that for tens
of millions of people that before were like my family when I was
growing up.

Thank you very much, Madam Chair. I yield back.

Ms. EsHoo. I thank the gentleman. You just saw and heard pas-
sion on display.

Now, we have two Members that have been waiting very, very
patiently. They are members of the full committee. Ms. Scha-
kowsky is also a chair of a subcommittee, and the rules of the com-
mittee allow for Members that are not part of this subcommittee
to come and to participate, but they have to come last.

So thank you to the gentlewoman from Illinois and for her great
service on this subcommittee in previous Congresses. I recognize
her for 5 minutes of questioning.
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Ms. SCHAKOWSKY. I thank you, Chairman Eshoo, for allowing me
to waive onto the subcommittee, a subcommittee I served on for 16
years, and I am happy to be here today.

I just wanted to point out that the State of Illinois passed legisla-
tion preventing these short-term—we call them junk plans, because
there was a robust debate about those.

And while we saw 7 percent lower enrollment, I think it could
have been even higher had—that we could have done better had
the—I call it—I do call it sabotage of limiting the navigators.

Ms. Turner said that only 1 percent of the navigators had any-
thing to do with it. Has the public program that was essentially
defunded been helpful, and would we have had more enrollment
had we had the dollars to advertise the programs?

Both of you, actually.

Ms. KEITH. Absolutely, and I think when we talk about naviga-
tors, who we are really talking about is community-based organiza-
tions, United Ways, legal aid societies, American Cancer Society,
organizations like that who are sort of bedrock institutions in the
community.

Although some of that data I think has been disputed on naviga-
tors, I will say under the statute navigator enrollment is only one
of the five things that navigators are supposed to work on. Their
real goal is to help folks with limited English proficiency, lower-in-
come folks.

They have a lot of other things they are doing that aren’t just
enrollment. So I think having those navigators there is really help-
ing families with complex conditions, families who need a little bit
of extra help to get enrolled.

And then to your question, I tend to agree—if we had outreach
and marketing funding you would—the marketplaces sort of re-
main stable even with these cuts, but at least one study has
showed that we should have 2.3 million more new enrollees at a
minimum. So the marketplace should be much bigger than it is.

Ms. ALTMAN. Just speaking for Pennsylvania, I can say that the
navigator organizations in Pennsylvania are incredibly committed
and incredibly effective in reaching people and helping the most
challenged individuals through their healthcare questions and
issues and enrolling people both in the marketplace and in Med-
icaid as well, particularly with the expansion, and especially in
reaching groups of people who are not going to be reached other-
wise—those who have specific healthcare needs.

One of our navigator organizations focuses on individuals with
mental health conditions, focusing on groups for whom English is
not their primary language. We have other navigator organizations
focused on certain communities in that category. And so they do fill
a very unique void.

Ms. SCHAKOWSKY. Let me interrupt. I have little time left. I
wanted to refer to a bill, HR. 1143, that Representative Eshoo
sponsors. But I wonder if either of you are knowledgeable about the
Georgetown University Health Policy Institute findings about real-
ly what has happened when brokers are telling people about these
plans and how they concluded that insurance brokers selling these
plans engaged in deceptive marketing practices.
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Ms. KEITH. Thank you for that question. This was a study done
by my colleagues on the really aggressive marketing and outreach
we've seen in short-term plans. By and large, there are a lot of ads
funded going towards marketing of these short-term plans.

Brokers—we found instances where brokers were very aggressive
by phone—you have a lot of robocalls—brokers who would refuse—
really wanted someone to purchase while they were on the phone
and refused to provide written information at all. You are seeing
plan—or website, web brokers saying that they sell ACA plans and
short-term plans but then only allowing enrollment in short-term
plans. I worry

Ms. SCHAKOWSKY. And did some of those people think they were
getting a comprehensive ACA plan?

Ms. KEITH. I am sure that is true. It is very confusing.

The other thing I was going to add is that we have seen steering.
So even when patients might be eligible for subsidies or consumers
might be eligible for subsidies through the marketplace, being di-
rected to a short-term plan when they might qualify for a much
cheaper, more comprehensive policy.

Ms. ALTMAN. I will just add very quickly that my department has
had to revoke the insurance licenses of a number of agents and bro-
kers who have done exactly what you said and lied to consumers
and told them these plans are things that they are not, and it is
falling to States to do what we can to be vigilant in a very active
marketplace with a lot of marketing that is very questionable.

Ms. SCHAKOWSKY. Let me just say choice is a good thing. It needs
to be informed choice. People really need to know what is going on,
and these plans—I am happy that they were outlawed in the State
of Illinois.

I yield back. Thank you very much for letting me be here.

Ms. EsHO0. Thank you for your patience and your attendance.

I now would like to recognize another member of the full com-
mittee—not of the subcommittee but always welcome here and a
new member to the full committee, the gentleman from Florida,
Mr. Soto. You are recognized for 5 minutes.

We are going to vote pretty soon, too.

Mr. SoTo. Thank you. Yes, I will be efficient. Thank you, Chair-
woman Eshoo.

So sabotage of the ACA—allow me to count the ways. Let me just
go through the top five as I see it: first, eliminating cost-sharing
subsidies, that raised rates; second, cutting enrollment period in
half; third, cutting marketing dollars in half or more; fourth, elimi-
nating high-risk corridors, hurting competition; and fifth, elimi-
nating individual mandates.

One that we still need to talk about is, there was an attempt to
eliminate preexisting conditions in the Trumpcare bill that did not
pass, thank God, but if we didn’t stop them, we would have seen
even that sabotaged.

I think all parties can agree this was a big issue in the last elec-
tion and that Americans want us to get to work on bipartisan solu-
tions on it. I come from the State of Florida, home to the largest
Federal exchange in the Nation—1.7 million Floridians are on the
ACA exchanges, up 50,000 from last year.
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So, first, I would like to get a potential consensus here from the
witnesses. Yes or no: Did eliminating the cost-sharing by the
Trump administration and the last Congress raise rates altogether?

Yes or no, and we'll start with Ms. Keith.

Ms. KEITH. Yes, it did.

Mr. Soto. Ms. Altman?

Ms. ALTMAN. Absolutely.

Mr. Soto. Ms. Turner?

Ms. TURNER. It was not—funding was not included in the origi-
nal law, and this Congress was trying to provide the funding in
context of larger reforms.

Mr. Soto. So I will take that as a no. OK.

And then, for my second and final question: Why would a State
like Florida still have an increase in ACA enrollment even with
these five clear sabotages of the ACA opinions?

We will start with Ms. Keith.

Ms. KEITH. One response is that there is still continued demand
for the type of coverage that the ACA provides for comprehensive,
affordable, quality coverage. At the same time, you still have sub-
sidies available for most folks who enroll through the marketplace,
and that has been, I think, the enduring stability of these pro-
grams.

Mr. Soto. Ms. Altman?

Ms. ALTMAN. Just reiterating, I think that demonstrates the
value proposition that the comprehensive coverage along with the
financial assistance available on the marketplace provides to mil-
lions of Americans.

Mr. SoTo. And Ms. Turner?

Ms. TURNER. Maybe sort of ending on a bipartisan note, there is
such broad agreement that we need to help people to purchase cov-
erage who are shut out of the market for whatever reason and
make it more affordable. I hope to work with you in doing that.

Mr. Sorto. Just to conclude, you know, Florida is a giant State,
third largest in the union, and a lot of our constituents don’t have
access to the foundational plans of this Nation—employer-based
plans—that so many Americans are on, particularly because they
may work in the service industry or the agriculture industry, which
is why the ACA continues, despite all the sabotages, to be a smash-
ing success in my State, because this is really the only option peo-
ple have.

So from Florida’s perspective, we cannot let this fail, and despite
attempts to make it fail it has still thrived for us to still be the
largest Federal exchange in the Nation.

So I look forward to hearing from all of you on that in the future
and work with the committee, and thank Chair Eshoo for the op-
portunity.

And with that, I yield back.

Ms. EsHOO. You are always welcome here. I would—I think that
this is—we have concluded the questioning of both the guests of
the subcommittee and all the Members.

I want to thank the witnesses again. I think that each one of you
did an outstanding job. I don’t necessarily agree with you, Ms. Tur-
ner, but you worked hard to answer the questions, and I certainly
appreciate that.
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Ms. TURNER. Thank you, Chairman.

Ms. EsHoo. I also want to thank the authors of the legislation.
They are not here now, but I think to say this for the record that
they have worked hard on these bills, and I want to thank Con-
gresswomen Castor, Kuster, and Blunt Rochester.

And T also would like to ask for unanimous consent to place into
the record the following: the letter of endorsement from the AARP
for all of the bills that were discussed today, a letter of endorse-
ment from the American Academy of Physicians, the testimony for
the record from Sam Bloechl, a letter of endorsement from the Fed-
eration of American Hospitals—that is an endorsement of the legis-
lation that was discussed today—the same from the American Med-
ical Association on the four bills, the letter from the American
Lung Association in support of H.R. 987, letter from the American
Lung Association in support of H.R. 1010, statement from the
American Lung Association in support of legislation repealing
1332, statement from the American Heart Association in support of
H.R. 1010, statement from the American Heart Association in sup-
port of H.R. 986, statement for the record from the Association for
Community Affiliated Plans, a statement for the record from Amer-
ica’s Health Insurance Plans, a letter from 23 health partners and
patient advocacy groups to the Trump administration expressing
strong concerns with the Section 1332 waiver guidance, a letter
from 23—I am almost done—23 health partners and patient advo-
cacy groups to the Trump administration expressing strong con-
cerns with the short-term limited duration insurance final rule, a
letter from the American Hospital Association, and a statement of
support from Families USA.

Not hearing any opposition, these items will be placed in the
record.

[The information appears at the conclusion of the hearing.]

And I would like to recognize Dr. Burgess for his request for
items to be placed in the record.

Mr. BURGESS. So, Madam Chair, I have a unanimous consent re-
quest to place into the record a statement for the record submitted
by the Coalition to Protect and Promote Association Health Plans.

I also would like to submit for the record an article from the
Washington Post, “The Health 202: Association health plans ex-
panded under President Trump look promising so far,” and I appre-
ciate your offer to have a hearing on association health plans.

We have heard some discussion about lifetime limits, and I
would point out that even under Medicare there are sometimes
what are called therapy caps. Therapy caps were repealed for phys-
ical therapy and occupational therapy last year in the bipartisan
Budget Act of 2018.

But I would just like to submit for the record the members of the
committee who voted against that and therefore voted against re-
peal of therapy caps in the bipartisan Budget Act, and I thank you
for the consideration.

[The information appears at the conclusion of the hearing.]

I will yield back.

Ms. EsHOO. I thank the gentleman.

We don’t often enough say “thank you” to the staff to the com-
mittee, and so on behalf of all of the members of the subcommittee
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I want to thank both the majority staff and the minority staff for
the work that they do to help prepare us, to bring the witnesses
forward, to draw up some of the talking points and the answers to
questions that may be asked, and it is sincere thanks from all of
the members of the subcommittee.

So with that, I think we will make it over to the floor and maybe
even be there, Dr. Burgess, before the bells ring.

Thank you again to the witnesses, the time that you have given
to us, and, you know, your commitment to these issues by dedi-
cating your lives to them. It is in no small measure, I think, a gift
to the country.

Mr. BURGESS. So do we have five legislative days to submit ques-
tions for the record?

Ms. EsH00. We do, and we have 10 business days to submit addi-
tional questions for the record to be answered by the witnesses who
have appeared and, of course, we trust and I ask that the witnesses
respond promptly to any questions that you may receive, and we
have already placed what we wish to place into the record.

So at this time, the subcommittee is adjourned.

[Whereupon, at 1:28 p.m., the committee was adjourned.]

[Material submitted for inclusion in the record follows:]
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(Orviginal Signature of Member)

116111 CONGRESS

18T SESSION H. Ro _19__1__(_)

To provide that. the rule eutitled “Short-Term, Limited Duration Insurance”
shall have no foree or effect.

IN THE HOUSE OF REPRESENTATIVES

Ms. CasToRr of Florida introduced the following bill; which was referred to the
Committee on

A BILL

To provide that the rale entitled “Short-Term, Limited

Duration Insurance” shall have no foree or effect.

—

Be it enacled by the Senate and House of Representa-
tives gf the United States of America i Congress assembled,
SECTION 1, SHORT-TERM LIMITED DURATION INSURANCE

RULE PROHIBITION.

The Secretary of Health and Human Services, the
Secretary of the Treasury, and the Secretary of Labor
may not take any action to implement, enforce, or other-

wise give effect to the rule entitled “Short-Term, Limited

o ¥ B R

Duration Insurance” (83 Fed. Reg. 38212 (Aungust 3,

g:\WHLC\020619\020613.105.xmi {71703611)
February 6, 2019 (12:43 p.m.}
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1 2018)), and the Secretaries may not pronmlgate any sub-

2 stantially similar rule.

g \WHLC\0206194020619.105.xmi {71703611)
February 6, 2019 (12:43 p.m.}



98

GAPAIONACAN 332-GUIDANCE_01. XML

(Original Signature of Member)

1167 CONGRESS
18T SESSION H R
° °

To provide that certain guidance related to waivers for State innovation
under the Patient Protection and Affordable Care Act shall have no
foree or effeet.

IN THE HOUSE OF REPRESENTATIVES

Ms. Kustrr of New ITampshire introduced the following bill; which was
referred to the Committee on

A BILL

To provide that certain guidance related to waivers for State
innovation under the Patient Protection and Affordable
Care Act shall have no force or effect.

1 Be 1t enacted by the Senate and House of Representa-
2 lives of the Uniled Slates of America tn Congress assembled,
3 SECTION 1. SHORT TITLE.

4 This Act may be cited as the “Protecting Americans

5 with Preexisting Conditions Act of 2019”7

g \WWHLC\020519\020513.160.xm} (712103111)
February 5, 2019 (3:36 p.m.)



99

GAP\IGHACA\332-GUIDANCE_01 XML
9
1 SEC. 2. PROVIDING THAT CERTAIN GUIDANCE RELATED TO
WAIVERS FOR STATE INNOVATION UNDER
THE PATIENT PROTECTION AND AFFORD-
ABLE CARE ACT SHALL HAVE NO FORCE OR
EFFECT.
Beginning April 1, 2019, the Seeretary of Health and
Human Services and the Sceretary of the Treasury may
not take any action to implement, enforce, or otherwise

give effect to the guidance entitled “State Relief and Em-

[=>EEEN=TEN e S B = A Y N

—

powerment Waivers” (83 Fed. Reg. 53575 (October 24,

—
—

2018)), and the Secretaries may not promulgate any sub-

—
[\

stantially similar guidance or rule.

g:\WHLC\020519'020518.160.xmi {712103i11)
February 5, 2019 (3:36 p.m.)



100

GAP\IOHV\ACA\ECD\QUTREACH-ED_01. XML

(Oviginal Signature of Member)
116711 CONGRESS 9 87
187 SESSION
[} [}

To amend the Patient Protection and Affordable Care Act {o provide for
TFederal Exchange outreach and educational activities.

IN THE HOUSE OF REPRESENTATIVES

Ms. BLUNT RocuesTeER (for hersell and [see aATTACHED LIST of cosponsors})
introduced the following bill; whieh was referred to the Committee on

A BILL

To amend the Patient Protection and Affordable Care Act
to provide for Federal Exchange outreach and edu-

cational activities.

1 Be it enacted by the Senale and House of Representa-

3]

tives of the Uniled Stales of America in Congress assembled,
SECTION 1. SHORT TITLE.
This Act may be cited as the “‘Marketing and Out-

reach Restoration to Empower Health Education Aet of

(o S T L 0%

2019 or the “MORE IHealth Education Act”.

g WHLC\020619020619.017.xm! {71608919)
February 6, 2019 {9:39 a.m.}
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SEC.
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—

11

g:\VHLC\020619\020619.017.xmi
February 6, 2019 {9:39 a.m.}

2

P4

2. FEDERAL EXCHANGE OUTREACH AND EDU-

CATIONAL ACTIVITIES.

Section 1321(¢) of the Patient Protection and Afford-
able Care Act (42 U.S.C. 18041(¢)) is amended by adding

at the end the following new paragraph:

“(3) OUTREACII AND EDUCATIONAL  ACTIVI-

TIES.—

“(A) IN GENERAL.—In the case of an Ex-
change established or operated by the Secrctary
within a State pursuant to this subsection, the
Secretary shall carry out outreach and edu-
cational activities for purposes of informing po-
tential enrollees in qualified health plans offered
through the Exchange of the availability of cov-
erage under such plans and financial assistance
for coverage under such plans. Such outreach
and educational activities shall be provided in a
manner that is culturally and linguistically ap-
propriate to the needs of the populations being
served by the Exchange (ineluding hard-to-
reach populations, such as racial and sexual mi-
norities, Hmited English proficient populations,
and young acdults).

“{B) LIMITATION ON USE OF FUNDS.—No

funds appropriated under this paragraph shall

(71608919)
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1 be used for expenditures for promoting non-
2 ACA compliant health insurance coverage.

3 ) NOoN-ACA COMPLIANT HEALTH IN-
4 SURANCE COVERAGE.—IFor purposes of this
5 subparagraph (B):

6 “(1) The term ‘non-ACA compliant
7 health insurance coverage’ means health
8 nsurance coverage, or a group health plan
9 that is not a qualified health plan.

10 “(i1) Such term includes the following:
11 “(I) An association health plan.
12 “(IT) Short-term limited duration
13 nsurance.

14 “(D) FuypING.—Out of any funds in the
15 Treasury not otherwise appropriated, there are
16 hereby appropriated for fiseal year 2020 and
17 each subsequent fiscal year, $100,000,000 to
18 carry out this paragraph. Funds appropriated
19 under this subparagraph shall remain available
20 until expended.”.

21 SEC. 3. DETERMINATION OF BUDGETARY EFFECTS.

22 The budgetary effects of this Act, for the purpose of
23 complying with the Statutory Pay-As-You-Go Act of 2010,
24 shall be determined by reference to the latest statement
25 titled “Budgetary Effeets of PAYGO Legislation” for this

g:\WHLC\0206191020619.017.xmt (716089i9)
February 6, 2019 {9:33 a.m.}
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1 Act, submitted for printing in the Congressional Record

2 by the Chairman of the House Budget Committee, pro-
3 vided that such statement has been submitted prior to the
4 vote on passage.

g:\WHLC\020619\020619.017.xmi {716089(8)
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116111 CONGRESS
18T SESSION H R
[ ] [ ]

To amend title XXVIL of the Public Tealth Serviee Act to require a health

Ms.

To

I
2

insurance issuer offering short-term limited duration insurance to include
a standardized disclosure and certain information with respeet to cov-
erage exclusions and premium variations in marketing, application, and
enrollment materials distributed in connection with such insurance and
prohibiting the sale of such insurance during certain periods.

IN THE HOUSE OF REPRESENTATIVES

Es1100 introduced the following bill; which was referred to the Committee
on

A BILL

amend title XXVII of the Public Health Service Act
to require a health insurance issuer offering short-term
limited duration insurance to include a standardized dis-
closure and certain information with respect to coverage
exclusions and premium variations in marketing, applica-
tion, and enrollment materials distributed in connection
with such insurance and prohibiting the sale of such

insurance during certain periods.
Be il enacted by the Senate and House of Representa-

tives of the United States of [merica in Congress assembled,

g\WHLC\021119\021118.126.xm! (71739219}
February 11, 2019 (4:02 p.m.)
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1 SECTION 1. SHORT TITLE.

2 This Act may be cited as the “Tducating Consumers
3 on the Risks of Short-Term Plans Aet of 20197,

4 SEC. 2. REQUIRING A HEALTH INSURANCE ISSUER OFFER-
5 ING SHORT-TERM LIMITED DURATION INSUR-
6 ANCE TO INCLUDE A STANDARDIZED DISCLO-
7 SURE AND CERTAIN INFORMATION WITH RE-
8 SPECT TO COVERAGE EXCLUSIONS AND PRE-
9 MIUM VARIATIONS IN MARKETING, APPLICA-
10 TION, AND ENROLLMENT MATERIALS DIS-
11 TRIBUTED IN CONNECTION WITH SUCH IN-
12 SURANCE AND PROHIBITING THE SALE OF
13 SUCH INSURANCE DURING CERTAIN PERI-
14 ODS.

15 (a) IN GENERAL—Subpart II of part A of title

16 XXVII of the Public Health Service Aect (42 U.S.C.

17 300ge—11 et seq.) is amended by adding at the end the

18 following new section:

19 “SEC. 2730. INFORMATION REQUIRED TO BE INCLUDED IN

20 MARKETING, APPLICATION, AND ENROLL-
21 MENT MATERIALS DISTRIBUTED IN CONNEC-
22 TION WITH SHORT-TERM LIMITED DURATION
23 INSURANCE; LIMITATION ON ENROLLMENT
24 PERIOD.
25 “(a) PROVISION OF INFORMATION.—

g \WHLCW021118\021119.126.xmi {71739219)

February 11, 20198 (4:02 p.m.}
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1 “(1) IN GENERAL.—A health insurance issuer
2 offering short-term limited duration insurance shall
3 include in any marketing, application, or enroliment
4 materials distributed by such issuer in connection
5 with such insurance, in a prominent location set
6 apart from other information—

7 “(A) the standardized diselosure estab-
8 lished by the Secretary under paragraph (2);
9 and

10 “(B) a list of all medical conditions, in-
11 cluding both physical and mental health condi-
12 tions—-

13 “(1) which may result in an individual
14 being denied the ability to enroll under
15 such imsurance;

16 “(i1) for which such issuer may apply
17 a preexisting condition exclusion (as de-
18 fined in section 2704(b)(1)) with respect to
19 an enrollee under such insurance;
20 “(i11) which may result in an nerease
21 in premium amounts for such an enrollee
22 compared to what such amounts would
23 have otherwise been for such cnrollee ab-
24 sent such condition; or

gAVHLE\0211191021119.126.xm! (71739219)

February 11, 2019 (4:02 p.m.)
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“(iv) for which such issuer may termi-
nate coverage under such insurance with
respect to such an enrollee.

“(2) ESTABLISIIMENT OF DISCLOSURE.—For

purposes of paragraph (1)(A), the Secretary shall es-
tablish a standardized disclosure with respect to
short-term limited duration insurance offered by a
health insurance issuer that ineludes the following

mformation:

“(A) A notification that such insurance
may not eover preexisting conditions of an en-
rollee, including past physical or mental health
conditions, regardless of whether such enrollee
was aware of such conditions or had sought
treatment for such conditions on or before the
date of enrollment in such insurance.

“(B) A notification that such issuer may
rescind coverage under such insurance if an en-
rollee seeks treatment for such a preexisting
condition, regardless of whether such enrollee
was aware of such eondition or had songht
treatment for such condition on or before the
date of enrollment in such insurance.

“(C) A notification that such insurance

provides limited benefits compared to individual

(71739219)
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health insurance coverage and does not include
all benefits required to be covered under the
Patient Protection and Affordable Care Act (in-
cluding the essential health henefits package (as
defined in seetion 1302(a) of such Act)) or
under this title.

“(D) A notification that coverage under
such insurance is temporary and may not cover
the costs of an enrollee for most hospital or
other medical items and services, including both
physical and mental health items and services.

“() A notifieation  that an  individual
should carefully review the benefits provided
under such insurance before enrolling in such
insurance.

SO A notification informing individuals
of the opportunity to purchase comprehensive
individual health insurance coverage through
Exchanges established under the Patient DPro-
tection and Affordable Care Act that provides
coverage for preexisting conditions without pre-
mium increases for sueh conditions and for
which sueh individuals may be eligible for finan-

cial assistance. Such notifieation shall inchade

(71739219)
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1 information on how such individuals may access
2 such Exchanges.

3 “(b) LIMITATION ON ENROLLMENT PERIOD.—A

4 health insarance issuer offering short-term limited dura-

5 tion insurance may not enroll any individual in such insur-

6 ance during any annual open enrollment period applicable

7 to such individual with respect to an Exchange.”.

8 (b)Y CONFORMING AMENDMENTS, —

9 (1} ENFORCEMENT.—Section 2723 of the Pub-
10 lic Health Service Act (42 U.S.C. 300geg-22) is
11 amended—

12 (A) in subsection (a)—

13 (1) in paragraph (1), by inserting *, or
14 short-term limited duration insurance in
15 the State,” after “group market”’; and
16 (il) in paragraph (2), by inserting
17 “(or, in the case of such a failure with re-
18 spect to section 2730, in connection with
19 short-term  limited duration insurance)”
20 after “individual health insurance cov-
21 erage’’; and
22 (3) in subsection (b)(1)(B), by inserting |
23 short-term  limited duration insurance,” after
24 “individual health insurance coverage’.

g \WHLC\021119\021119.126.xmi {717392i9)

February 11, 2018 (4:02 p.m.}
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(2) PREEMPTION.—Seection 2724(a)(1) of such

Act (42 U.S.C. 300ge-23(a)(1)) is amended by in-

serting “‘or short-term limited duration insurance”
after “group health insurance coverage’.

(e) ErrrcTIivE DATE.—The amendments made by

this seetion shall apply with respect to marketing, applica-

tion, and enrollment materials distributed in connection

with short-term limited duration insurance on or after

e Ny B W N

September 1, 2019.

FWHLC021119\021119.126.xmi (71739219}
February 11, 2019 {4:02 p.m.)
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KAISER HEALTH NEWS

Ads For Short-Term Plans Lacking ACA Protections
Swamped Consumers’ Online Searches

By Steven Findiay + JANUARY 31, 2019

{Caitlin Hillyard/KHN illustration; Getty Images)

Consumers shopping for insurance online last fall — using search terms such as
“Obamacare plans,” “ACA enroll” and “cheap health insurance” — were most often
directed to websites that promote individual health plans that didn’'t meet consumer
protections of the Affordable Care Act, according to a new study.

They also failed to get adequate information about those plans’ limitations, according
to the analysis by researchers at Georgetown Universitv's Center on Health Insurance

Reforms. s

The study, provided to Kaise

online marketing practices in .
9p Subscribe now
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Ads For Short-Term Plans Lacking ACA Protactions Swarmped Consumers’ Online Searches | Kaiser Health News

“It was disturbing, but not unexpected, to find such a high proportion of misleading ads
and come-ons,” said Sabrina Corlette, the lead author. “That raises the risk that
consumers could be duped into buying health insurance that they think offers
comprehensive and secure coverage, but does not.”

The study focused primarily on the marketing of short-term plans, which don’t have to
meet most ACA provisions, such as the requirement to cover preexisting conditions.
The researchers found that regardiess of the search term used, companies promoting
or selling only these kinds of plans dominated the results.

insurance regulators from each of the states told Corlette’s team that racking the
marketing and sales of short-term plans is challenging, as is educating consumers
about the risks of imited coverage.

Michael Conway, Colorado's interim insurance commissioner, told Kaiser Health News
in an interview that he has a “high level of concern” that the marketing tactics the study
found could have drawn unsuspecting consumers into selections that do not meet their -
needs. ’

“We are on alert for complaints,” Conway said. “If we have to strengthen our
regulations on marketing, we will.”

Eric Cioppa, Maine’s insurance superintendent, said in an interview that his office has
no evidence that consumers unknowingly purchased short-term plans based on
misleading onfine marketing.

“We'll respond accordingly and aggressively if we find that took place,” Cioppa said.

But Corlette said the findings provide early evidence that after regulatory. changes by

the Trump administration, some insurers are aggressively marketing short-term plans

as a replacement for traditional health insurance, without fully informing consumers of

the limits of the skimpier coverage.

That could warrant stronger { Stay informed.
Sign up for our free daily news email.

Subscribe now
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The study, funded by the Robert Wood Johnson Foundation, looked at online
marketing in Colorado, Florida, idaho, Maine, Minnesota, Missouri, Texas and Virginia.
Those states were selected to reflect diverse geography and regulatory approaches,
according to the researchers. Of the eight, Colorado and Minnesota require short-term
plans to adhere to a shorter contract duration than required by federal law.

Changes In Short-Term Plan Rules

The ACA bars insurers from denying coverage to people who have health problems or
charging them higher premiums. The law also mandates a minimum set of health
benefits and requires plans to cap enrollees’ out-of-pocket expenses.

By comparison, short-term plans can deny coverage to applicants who have a
preexisting condition and often exclude or limit coverage of maternity care, mentai
health treatment and prescription drugs.

As a result, short-term plans cost significantly less — typically about half to a third of
an ACA plan if the deductible is the same. They are sold outside the ACA exchanges.
And people who buy them don't qualify for the government's premium subsidies.

These plans are not new. They predate the ACA and allow people to buy coverage
between jobs, for example.

The Obama administration put a 80-day limit on such coverage in 2017 because of
concerns that the less expensive plans would attract younger and healthier people.
Losing such customers could undermine the stability of the ACA marketplaces
because they would be left with older and sicker enrollees.

Beginning this year, however, the Trump administration lengthened the potential
duration of short-term plans to 364 days and allowed customers to renew the plans.

Seema Verma, the administrator of the Centers for Medicare & Medicaid Services that
oversees the ACA insurance . x
coverage that can be “a lifelii Stay informed.

Sign up for our free daily news email.

Subscribe now
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“These plans are different, and consumers do need to know what they are purchasing,
which is why we now require more robust warnings about the fimits of these plans than
before,” she said. “Fundamentally, we believe in giving consumers more options and
leaving it up to them to decide what is right for them and their famifies.”

The study evaluated online ads in the weeks just before and during the latest open
enroliment for ACA coverage, which in most states began Nov. 1 and ended Dec. 15,
The researchers analyzed 256 search results and 65 websites and interviewed state
regulators in all eight states.

They found that Google searches were mast often topped by paid “lead-generating”
websites. Such sites don't sell insurance but ask shoppers for contact and
demographic information. Insurers and brokers can buy that information and contact
prospective customers. Or, call centers affiliated with the lead-generating sites phone
consumers and direct them to a seller.

The researchers also created-a profile of a 28-yéar-old consumer seeking insurance -
who was in good health and with an income of $20,000 so she was eligible for
premium subsidies for ACA-compliant coverage. They entered this consumer’s
information into several lead-generating websites and fielded six phone pitches from
brokers selling short-term and other non-ACA plans.

Among their findings:

» During ACA open enroliment, only 19 percent of the searches using the comrﬁon
search terms yielded sites offering solely ACA-compliant plans. Before open
enroliment, the return was less than 1 percent.

* Lead-generating sites promoting short-term plans or other non-ACA compliant
insurance products were the most common search result in every state,
representing more than half of ail search results before and during open enroliment.

« The six brokers who encouraged the purchase of coverage over the phone
provided minimal plan informntinn Mact roficad in nrmide written matariale nr
discontinued the call wher  Stay informed. X

= State officials lack full infc  sign up for our free daily news email.
plans to their residents, wi
Subscribe now
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Most said they plan to start monitoring the insurers' practices more closely this
year.

‘Necessafy Niche’

An estimated 800,000 to 750,000 people bought short-term plans in 2017. The Trump
administration projected last year that about 200,000 ACA customers would switch to
this coverage in 2019 due to its rule change. A second government forecast predicted
that the new policy would boost short-term coverage enroliment to about 2 million
people by 2022,

Insurers who specialize in short-term plans vigorously defend them.

“This is a small and necessary niche in the [individual insurance} marketplace,” said
Jeff Smedsrud, CEQ of Pivot Health, based in Scottsdale, Ariz., and one of the firms
whose website the study analyzed. “If people need temporary coverage, we are there
for them. We don’t want people who qualify for a government subsidy to buy our
short-term plans. They should get coverage under the ACA.”

Shaun Greene, head of business operations at AgileHealthinsurance.com, said short-
term plans offer a more affordable option to people who don't qualify for a government
subsidy under the ACA.

But Matthew Fiedler, a health insurance specialist at the Brookings Institution who was
not affiliated with the study, said the longer-duration short-term plans may befuddle
some customers. The study, he said, “strongly suggests that some consumers are
going to-be confused and end up with plans that cover less than they expected.”

Stay informed.

Sign up for our free daily news email.

Subscribe now
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@ 401 E Street, NW | Washington, DC 20049
202-434-2277 | 1-888-OUR-AARP | 1-888-687-2277 | TTY: 1-877-434-7598

N www.aarp.org | twitter: @aarp | facebook.com/aarp. | youtube.com/aarp
Real Possibilities

February 13, 2019

The Honorable Anna Eshoo The Honorable Michael Burgess

Chair . Ranking Member

House Committee on Energy and House Committee on Energy and
Commerce Commerce

House Health Subcommittee House Heaith Subcommittee :

2125 Rayburn House Office Building 2125 Rayburn House Office Building

Washington, DC 20515 Washington, DC 20515
Dear Chairwoman Eshoo and Ranking Member Burgess: ‘

AARP is pleased to endorse H.R. 986, H.R. 987, H.R. 1010, and H.R. 1143. All four of
these bills wouid restore and enforce the core consumer protections of the Affordable
Care Act (ACA) and we applaud the Subcommittee on Health for holding a hearing to
highlight the adverse impacts recent changes implemented by the Administration have
had on heaith insurance for all Americans, especially those age 50-64.

The Affordable Care Act (ACA) addressed key obstacles in availability of heaith
coverage, particularly for Americans age 50-64. Prior to the ACA, health insurance
coverage was out-of-reach for many of these Americans not yet eligible for Medicare.
Many paid more for less coverage than they do today and most states permitted
insurers to charge older Americans five times or more than those who are younger for
the same coverage. In many instances, due to a pre-existing condition, coverage was :
not only unaffordable but also unavailable. The ACA’s elimination of pre-existing
condition exclusions and its limit on age-rating of 3:1 - combined with the law's
coverage subsidies - are critical to ensuring that pre-Medicare eligible Americans can
get and afford quality coverage.

Over the past two years, the Administration has issued rules and guidance that put at
risk the critical consumer protections enshrined in the ACA. The most debilitating of
these actions to these protections are the STLD plan rule and revised Section 1332
waiver guidance. AARP is extremely coricerned that the revised Section 1332 guidance
not only allows for the sale of non-compliant, non-consumer protected health insurance
plans, but it also allows for these plans to be eligible for advancéd premium tax credits
(subsidies to purchase coverage). Additionally, we have repeatedly raised concemn

Alabama | Alaska | Arizona | Arkansas | California ] Colorada | Connecticut | Defaware | District of Columbia | Eloridla | Georgia | Hawail { idatio | llinols | indiara- -
lows | Kansas | Kentucky { Louisiana | Maine | Marytand | | Michigan { | Mi i 1 Missouri | i | Nebriska | Nevada
New Hampshire | New Jersey | New Mexica | New York | North Carolina | North Dakota | Ohia | Oklahoma | Oragon | Perinsylvania | Puierta Rica'
Rhode sland | South Carofina | South Daketa | Tennesses | Toxas { Utak| Varmont | Virgin Islands | Virginia | Washington | West Virginia | Wisconsin | Wyoming
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about the expansion of — and lack of consumer protections for — STLD plans in the
individual health insurance market. While in some cases these ptans may offer lower
premiums, the tack of ACA-compliant consumer protections will undermine the use and
value of these policies when someone faces a health emergency.

The revised 1332 guidance and STLD plan rule is particularly impactful to Americans
age 50-64. For older Americans, a critical aspect of these consumer protections is the
prohibition on denying coverage or charging higher rates for preexisting conditions and
the prohibition on charging older Americans more than 3 times the rate of the youngest
Americans. The 3:1 age rating provision is crucial in protecting older Americans from
paying an “age tax;" essentially having to pay exorbitant rates for health insurance
coverage simply because of their age. Prior to enactment of the ACA, health insurance
carriers were allowed to charge rates that were often five or ten times higher, effectively
rendering heaith insurance unaffordable to older Americans seeking coverage in the
individual market. STLDs are not subject to this prohibition on age rating, allowing for
insurers to go well beyond the 3:1 limit when pricing these plans for older Americans.

STLD plans can also charge higher premiums or flat out deny coverage for an individual
with a preexisting condition. At least 40 percent of Americans between the ages of 50-
64 have what could be characterized by an insurance carrier as a preexisting condition®.
As people age, they tend to develop more health problems, including chronic conditions
like congestive heart failure, rheumatoid arthritis, and kidney disease. Because STLDs
allow for discrimination in coverage or pricing based on a preexisting condition, older
Americans are particularly vuinerable to coverage denial in these plans.

While effectively excluding many older Americans from access to these plans, they also
draw a younger, healthier population from the individual health insurance marketplace.
Not only are these participants at risk for the many conditions and services not covered
by these non-complaint plans — such as prescription drugs and mental health — but the
segmented market means that those remaining in the ACA marketplace will experience
higher premiums.

Beyond the lack of consumer protections for these non-complaint plans, we have also
expressed our concerns about inadequate guidance for marketing these plans,
especialily to older Americans. The rule’s notice language is insufficient and is likely to
lead to more consumer confusion. The language requires an individuai not just to read
through hundreds of pages of insurance documentation, it would require an intimate
knowledge of insurance products themselves to sufficiently understand the exclusions
and potential consequences inherent in purchasing non-compliant plans as coverage.
Regardless of the fate of the recent rules and guidance, ciear disclosures must be
required so that consumers can better identify and understand the implications of their
decision.

The ACA has extended quality, affordable coverage to miilions of older Americans.
Congressional and Administrative efforts should be aimed at strengthening the ACA’s

1 hitps:/iwww.aarp.org/content/dam/aarp/ppi/2017 -0 1/ACA-Protects-Millions-of-Older-Aduits-with-
Preexisting-Health-Conditions-PPI-AARP.pdf
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consumer protections across all health insurance marketplaces, not eroding them.
These four bills and Subcommittee on Health hearing represent an important first step
towards these goals and we look forward to working with Members from both sides of
the aisle to advance this legislation. If you have any further questions, please feel free
to contact me, or have your staff contact Brendan Rose on our Government Affairs staff

at brose@aarp.org or 202-434-3770.

Sincerely,

Jaye Rogers
Serfior Vice President
Government Affairs

cc: The Honorable Ann M. Kuster
The Honorable Lisa Blunt Rochester
The Honorable Kathy Castor
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{AAFP

AMERICAN ACADEMY OF FAMILY PHYSXIANS

February 13, 2019

The Honorable Anna Eshoo The Honorable Michael Burgess, MD
Chairperson : Ranking Member

House Committee on Energy and Commerce - House Committee on Energy and Commerce -
Subcommittee on Heaith . Subcommittee on Heaith

Washington, DC 20515 Washington, DC 20515

Dear Chairperson Eshoo and Ranking Member Burgess:

On behalf of the American Academy of Family Physicians (AAFP), which represents 131,400
family physicians and medical students across the country, t write to share the organization's
support for three important bills under discussion today’s hearing: Strengthening our Heaith
Care System: Legislation to Reserve ACA Sabotage and Ensure Pre-Existing Conditions
Protections.

Based on the organization’s heaith care for all principles,’ the AAFP is pleased to support the
Marketing and Outreach Restoration to Empower Health Education Act of 2019 (HR 987),
legislation to prohibit the expansion of short-term, limited duration insurance plans {HR 1010},
and the Educating Consumers on the Risks of Short-Term Plans Act of 2019 (HR 1143).

The AAFP believes that all people regardless ‘of social, economic or political status, race,
religion, gender or sexual orientation should have access to primary medical care and other
essential health care services. Care shouid be comprehensive, affordable, and include
protections for those with financial hardships. Havinig both health insurance and a usuat source
of care {e.g., through an ongoing relationship with a family physician) contributes to better

health outcomes, reduced disparities along socioeconomic lines, and reduced costs.*

.- We are pleased to comment on these bills:and look forward to working with you to advance

comprehensive heaith care policies: For more information; please contact Sonya Clay,
Government Relations Representative, at 202-232-8033.or sclay@aafp.org.

Sincerely, .

Michael L. Munger, MD, FAAFP
Board Chair

Cc: Representatives Lisa Blunt Rochester and Kathy Castor

STRONG MEDICING FOR AMERICA
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P AAFP, Heatth Care For Al (2014), available at hitp:/fwww aafp ic bealth-care-for-ail.htmi
* See, ¢ g, The Robert Graham Center, The Imporiance of Having Health insurance and a Usual Source of Care. Am. Fam.
Physician {Sept. 15, 2004), avaiable at hitp:/iwww aafp ora/afp/2004/0815/p1035.html
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Testimony for the Record from Sam Bloechi {Chicago, iL)
U.S. House Energy & Commerce Committee
Health Subcommittee
Hearing on Strengthening Our Health Care System
February 13, 2019

Chairwoman Eshoo & Ranking Member Burgess,

My name is Sam Bloechl, and { live in Chicago, {llinois. | own a small landscape design business. In 2017,
at 28 years old, | was diagnosed with Stage 4 non-Hodgkin lymphoma. As you can probably imagine, my
diagnosis came as a shock to me, completely turning my life upside down. The endless tests, scans,
appointments and treatments that followed were overwhelming and scary. But my diagnosis and battle
with cancer is only half of the story. My biggest battle was the one | had with the insurance company
that used loopholes in the rules to refuse to pay for my cancer care because they called it a pre-existing
condition.

In 2016, | began experiencing some lower back pain that wouldn’t go away. | had insurance coverage,
but I thought it would be smart to talk to an insurance broker about upgrading my coverage for the next
year, so that | could better cover any potential medical care | might need. During the conversation with
the insurance broker, | was very upfront about my problem. | told her that | had been experiencing back
pain for several weeks and had been to the chiropractor numerous times. | shared that the chiropractor
had taken x-rays but that he had not made a diagnosis. | told the broker 1 was still experiencing pain and
that | would most likely be going in for an MRI in January. She assured me that as fong as there was no
diagnosis made during my visits to the chiropractor, the plan she recommended was the right plan for
me. in fact, even though | was prepared to pay higher premiums t, she told me that | would be wasting
my money to buy anything more expensive than the plan she recommended.

I wasn’t prepared for what came next. What I thought was only back pain, turned out to be a cancer
diagnosis that required immediate treatment. Non-Hodgkin’s Lymphoma is an aggressive form of blood
cancer, but it is treatable with an equally aggressive regimen. Roughly six months into chemo and
radiation, | achieved remission. My doctors informed me that although my cancer is treatable, its
aggressive nature makes it very likely to return. For my diagnosis, a bone marrow transplant was my
best hope for long-term remission.

As | began preparing for my transplant, my insurance company told me that they would not pay for any
of my treatment. it became clear to me pretty quickly that my cancer would be only half of my battle.
The insurance company was refusing to pay for the rounds of chemo, radiation, imaging tests, and bloo¢
tests since | had been diagnosed in January. But they were also denying any payment for the bone
marrow transplant | needed to achieve lasting remission. | couldn’t believe it. They claimed that the
cancer was a “pre-existing condition” because | had visited the chiropractor in 2016. Not only did this
decision by my insurance company alter my recommended treatment regimen and delay my recovery, it
meant that { had no insurance to cover the life-saving transplant | needed.

{ appealed their decision, hoping that this was some kind of mistake. While { waited for them to review
my case, | was forced to do nine additional rounds of maintenance chemo to maintain my temporary
remission. After months for waiting for a decision and undergoing additional chemo, my appeal was
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denied, leaving me with approximately $800,000 in medical bills and again, no health insurance for the
treatment and transplant | needed to stay alive.

As [ learned later, the type of plan | was sold by the broker is called a “short term plan,” and these plans
doesn’t have to follow the same rules as regular health insurance. Short term plans don’t have to cover
treatments for pre-existing conditions, and they don’t have to cover basic treatments for cancer like
prescription drugs. After spending countless hours on the phone—mostly on hold—working with several
lawyers, relying on family and friends who made too many emotional and financial sacrifices to save my
life, and experiencing an enormous amount of stress brainstorming how to stay alive, | was able to buy a
new health insurance plan that would cover my transplant. Today, my cancer is in remission. My
transplant, when | finally | got it, went well. Ym not completely out of the woods, but | am very lucky to
be as healthy as | am now.

Unfortunately, | can’t say the same about the financial disaster that has somehow, someway, proven to
be as chalienging as the fight against cancer itself. in the time since my diagnosis, time that | should have
spent focusing on my treatment, planning a future with my now-fiancé, and building my business, | have
been kept up at night worrying about staying afloat, how to pay the next bill, and how to avoid
bankruptcy.

Now that | have seen firsthand the danger of “short term plans,” | know just how important it is to put
basic rules in place that protect patients when they need it most. insurance is supposed to be there
when something big happens: a cancer diagnosis, a heart attack, a car accident.

It's unacceptable that people all across the country have to worry that their plan is filled with small print
loopholes that let their insurer deny care when they need it. Someone with insurance shouidn’t have
worry about that. They shouldn’t have to worry about getting a bill for $800,000 in the middle of their
cancer treatment. They shouldn’t have to worry about getting a letter from their insurer refusing to pay
for a life-saving procedure because they say it’s for a pre-existing condition. They shouldn’t have to
spend weeks fighting with their insurer while they are in the middie of a battie with cancer. They
shouldn’t have to worry about bankruptcy while sitting in a chemo chair. They shouldn’t have to worry
that a broker is selling them “junk insurance” because the broker gets a bigger commission for junk
plans than for plans that have basic patient protections.

This all seems like common sense to me, but, unfortunately, | expect to hear many more stories like
mine. That’s because federal rules protecting consumers from the loopholes in short term health plans
have disappeared. The new rules allow these health plans--like the one t was sold-~to continue
discriminating against people with pre-existing conditions and exploiting loophotes to avoid paying for
life-saving care when someone gets sick.

I am urging you today, on behalf of millions of people like me with a pre-existing condition, to prevent
insurance companies from selling short term plans that advantage of the people you represent.

Thank you for the opportunity to tell my story.
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President and CEO

February 12, 2019

The Honorable Anna Eshoo

Chairwoman

Health Subcommittee

House Committee on Energy & Commerce
2125 Rayburn House Office Building
Washington, DC 20515

Dear Chairwoman Eshoo,

Thank you for holding the hearing, “Strengthening our Health Care System:
Legislation to Reverse ACA Sabotage and Ensure Pre-Existing Condition Protections,” and
for your work to advance legislation that will preserve and strengthen the Patient Protection
and Affordable Care Act (ACA). A great number of our patients, throughout the country,
depend on the comprehensive coverage they purchase through the ACA’s Marketplaces and
we look forward to working with you to help sustain and improve that coverage.

We are supportive of the legislation (H.R. 986; H.R. 987; H.R. 1010; H.R. 1143) that
the Subcommittee is considering as part of the hearing. The legislation seeks to address
recently enacted policies that will make it harder for individuals to obtain meaningful health
care coverage.

In public comments’?, the FAH expressed significant concern with these policies.
Specifically, the FAH opposes the revisions to the implementing guidance to Section 1332 of
the ACA as we believe the changes are not consistent with either the spirit or the meaning of
the law and appear to be intended to encourage more enroliment in plans that do not cover a
minimum set of essential benefits. We believe that this guidance, if acted on by states, will do
great harm to the individual market, undermining its overall stability. As with our opposition
to the revisions to the Section 1332 guidance, we have similar concerns with the recently
finalized changes to the definition of short-term limited duration (STLD) plan. The new
definition will put consumers at increased risk of inadequate and insufficient coverage and
will likely harm the individual health insurance markets. These impacts would be particularly
felt in states that do not restore reasonable limits on the duration of such coverage through
state insurance regulation.

! https:/fah.org/fah-ee2-uploads/website/documents/FAH_comment_fetter STLD_proposed_rule.pdf
? https:/fah.org/fah-ee2-uploads/website/documents/FAH. 1332 Guidance.Comment.Letter.12.21.18 pdf

750 9 Street, NW, Suite 600, Washington, DC 20001  202-624-1500 » FAX 202-737-6462 ¢ www.fah.org
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We appreciate your work to highlight and act on these important matters. Millions of
American patients have benefited greatly from the coverage they gained through
implementation of the ACA. We look forward to working with you to support the ACA so
these coverage gains can be sustained, expanded and improved.

Sincerely,

ce: The Honorable Frank Pallone, Chairman, House Committee on Energy & Commerce
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AMA JAMES L. MADARA, MD ama-assn.org

XE O PRESIDENT, CFO
AMERICAN MEDICAL EXE * PRESIDENT, CF
ABSOCIATION

February 12,2019

The Honorable Anna Eshoo The Honorable Michae! C. Burgess, MD
Chairwoman Ranking Member

Subcommittee on Health Subcommittee on Health

House Committee on Energy & Commerce House Committee on Energy & Commerce
U.S. House of Representatives U.S. House of Representatives

2125 Rayburn House Office Building 2322 A Rayburn House Office Building
Washington, DC 20515 Washington, DC 20515

Dear Chairwoman Eshoo and Ranking Member Burgess:

On behalf of the physician and medical student members of the American Medical Association (AMA), |
am writing to express the AMA’s strong support for H.R. 986, H.R. 987, H.R. 1010, and H.R. 1143,
which will be the focus of the Subcommittee on Health’s legistative hearing on February 13th entitled,
“Strengthening Our Health Care System: Legislation to Reverse ACA Sabotage and Ensure Pre-Existing
Conditions Protections.” The AMA believes that these bills would help ensure that the Affordable Care
Act’s (ACA) goals of increasing access to high quality insurance coverage and guaranteeing key
consumer protections are maintained,

H.R. 1010, a bill “to provide that the rule entitled “Short-Term, Limited Duration Insurance” shall have
no force or effect,” would overturn the final short-term limited duration insurance (STLDI) rule. The goal
of the STLDI final rule, issued on August 3, 2018 by U.S. Department of Health and Human Services
(HHS), the U.S. Department of Labor (DOL), and the U.S. Department of Treasury (Treasury), was to
expand the availability of STLDI plans. The final rule extends the maximum duration of STLDI plans
from three months to up to 12 months, and allows insurers to renew STLDI plans further for up to 36
months. The AMA strongly opposed this rule, stating in our letter to the Departments that “The AMA
shares the goals of the Departments to support state and federal efforts to increase health plan choices and
make coverage affordable and comprehensive for individuals seeking health insurance in the individual
and small group markets...Unfortunately, this proposed rule is antithetical to achieving these goals, as it
would undercut crucial state and federal patient protections, disrupt and destabilize the individual health
insurance markets, and result in substandard, inadequate health insurance coverage. Accordingly, we urge
the Departments to withdraw the proposed rule.”

The AMA objected to the rule in part because STLDI plans are exempt from the ACA’s consumer
protection provisions and benefit standards, including the prohibition on pre-existing conditions
exclusions, the guaranteed availability requirement, community rating (including gender and age rating
protections), the prohibition on annual and lifetime coverage limits, and the annual out-of-pocket limits
that protect consumers from large health care costs. Without the consumer protections required by the
ACA, STLDI is considerably less expensive than individual market insurance and hence is very attractive
to healthy individuals who do not want or think they do not nced comprehensive coverage. The final rule
allows these skimpy, non-ACA-compliant plans to compete against ACA-compliant plans in a parallel
market, The AMA is concerned by predictions from health policy experts that the expansion of STLDI

AMA PLAZA | 330 N, WABASH AVE. | SUITE 39300 | CHICAGO, iL 6061 1-5885
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The Honorable Michael C. Burgess, MD
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will undermine the individual insurance market and create an uneven playing field by luring away heaithy
consumers, thereby damaging the risk pool and driving up premiums for consumers left in the ACA-
compliant market. The AMA believes that the expansion of STLDI plans will reverse progress that has
been made in expanding meaningful coverage to millions of previously uninsured Americans.

H.R. 986, the “Protecting Americans with Preexisting Conditions Act of 2019,” would revoke the
guidance on Section 1332 of the ACA entitled State Relief and Empowerment Waivers (2018 guidance)
issued by the Centers for Medicare & Medicaid Services (CMS) and the U.S. Department of Treasury on
October 22, 2018. It also would prevent the CMS Administrator and Treasury Secretary from issuing any
“substantially similar guidance or rule.” Section 1332 of the ACA established a new waiver supporting
state innovation to enable states to experiment with and implement different models to provide health
insurance coverage to their residents. While it allows some of the ACA’s private insurance and coverage
provisions to be waived, states cannot waive key ACA protections, including the ban on preexisting
condition exclusions, underwriting based on health status, and the ban on annual and lifetime limits.
Section 1332 requires states to meet four statutory criteria or “guardrails” and show that a proposed
waiver will provide comprehensive, affordable coverage to a comparable number of state residents as
under the ACA, without increasing the federal deficit.

In the 2018 guidance, CMS and Treasury revised the agencies’ previous interpretation of the statutory
requirements and significantly weakened the requirements that states must meet to receive waiver
approval. Under the new guidance, the Administration indicated it would consider favorably state
proposals promoting non-ACA compliant plans, including STLDI plans and Association Health Plans
(AHPs), neither of which meet the ACA’s comprehensive benefit standards or include the ACA’s pre-
existing condition protections. Moreover, the Administration indicated that states can use the 1332
process to take ACA subsidies that are now helping low- and moderate-income individuals afford ACA-
compliant marketplace plans and use such subsidies to help individuals purchase STLDI plans and AHPs.
The 2018 guidance allows states to simply demonstrate that a comparable number of residents wil} have
access to comprehensive and affordable coverage, regardless of whether they actually enroll in that
coverage. The AMA strenuously objected to these changes and urged the Departments to withdraw the
guidance.

H.R. 987, the “Marketing and Outreach Restoration to Empower Health Education Act of 2019” or the
“MORE Health Education Act,” would restore outreach and enrollment funding to assist consumers in
signing up for health care. The Trump Administration decreased funding for the ACA’s 2018 Open
Enrollment consumer outreach and enroliment educational activities from $100 miltion to $10 million, a
90 percent cut from the previous year, and continued to fund such activities at $10 miliion during the
2019 Open Enroliment period. AMA policy strongly supports providing consumers with assistance in
understanding their insurance options and the costs of coverage and in enrolling in the coverage that best
meets their individual or family needs. We have watched with concern as the number of individuals
enrolling in marketplace coverage has dropped over the past couple of years, and believe that H.R. 987
could help to reverse some of this decline by requiring HHS to conduct consumer outreach and
enrollment educational activities for the ACA marketplaces, and prohibiting HHS from using funding—
authorized at $100 million per year——to promote plans such as STLDI and AHPs that do not provide
comprehensive consumer protections.
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H.R. 1143, the “Educating Consumers on the Risks of Short-Term Plans Act of 2019,” would require
STLDI plans to disclose the risks of STLDI to prospective consumers, including disclosure that STLDI
may not cover preexisting conditions, may not cover the costs of medical services, and that coverage may
be rescinded if the individual seeks treatment for a preexisting condition. While the final rule requires that
issuers of STLDI plans display prominently in consumer materials a notice explaining that the policy that
they are purchasing is not required to comply with the ACA’s federal market requirements, the language
is very general and does not provide sufficient detail for consumers to understand the limitations of such
policies. H.R. 1143 would remedy this defect by requiring in statute specific information regarding
coverage exclusions and premium variations. Such language would allow consumers to understand more
fuily the limitations of STLDI plans that they may be considering.

The AMA applauds your leadership in holding a hearing on H.R. 1010, H.R. 986, H.R. 987, and H.R.
1143, and looks forward to working with you and your colleagues to advance these bills through the

House of Representatives.

Sincerel

James L. Madara, MD
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*AMERICAN LUNG ASSOCIATION.

February 12,2019

The Honorable Lisa Blunt Rochester
U.5. House of Representatives
Washington, DC 20515

Dear Representative Biunt Rochester:

1 am writing to express the American Lung Association's support for your legislation, HR 987, “the
MORE Health Education Act.” Your legislation will restore funding for outreach and enroliment
for annual healthcare open enroliment - ensuring that consumers who need healthcare will hear
about the opportunities for open enroliment.

In 2017, the Commonwealth Fund found that 40 percent of uninsured adults were not aware of
healthcare.gov or the state marketplaces. individuals with low incomes and racial and ethnic
minorities were even more likely to be aware of their options.* These numbers hightight the great
need for the outreach and enroliment funding provided in his legislation.

The Lung Association is deeply concerned about the growth of non-ACA compliant heaith
insurance coverage, such as short-term limited-duration insurance plans. These plans are not
required to cover the physicians, medications, and services that fung disease patients need.
Without robust funding for outreach and educational activities to inform patients about the
comprehensive coverage options available, patients with lung disease could mistakenly enroilin
coverage that does not meet their medical needs and be left responsible for massive medical bills.

We applaud you for your commitment to ensuring that consumers learn about open enroliment
and sign up for quality healthcare through healthcare.gov or a state portal. We look forward to
working with you to ensure that your legislation becomes faw. .

Sincerely,

Deborah P. Brown
Chief Mission Officer

*Sara R, Collins, Munira Z. Gunja, and Michelle M. Doty. Following the ACA Repeal-and-Replace Effort, Where Does
the U.S. Stand on Insurance Coverage? Findings from the Commonwealth Fund Affordable Care Act Tracking
Survey, March-june 2017. The Commonwealth Fund. Accessed at: hitps://www.commenwealthfund.org/
publications/issue-briefs/2017/sep/following-aca-repeal-and-replace-effort-where-does-us-stand.

Advocacy Office:

1331 Pennsylvania Avenue NW, Suite 1425 North
Washington, DC 20004-1710

Ph: 202-785-3355 F:202-452-1805

Corporate Office:
55 West Wacker Drive, Suite 1150 | Chicago, IL 60601

Ph; 312-801-7430 F:202-452-1805 info@Lung.org GQ-;UN{;{,!S&; i LUNG)
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*AMERICAN LUNG ASSOCIATION.

Statement from the American Lung Association in Support of Legislation
Repealing 1332 Guidance

The American Lung Association supports Representative Kuster's legisiation that will
prevent the implementation of the “State Relief and Empowerment Waivers" guidance.
The American Lung Association strongly opposes this guidance, recognizing that it allows
states to undermine guality and affordable healthcare for patients with lung disease.

The guidance allows states to take away critical protections for patients with pre-existing
conditions, instead pushing them towards plans that provide inadequate coverage, such as
short-term limited duration plans, which do not provide the coverage patients with
chronic lung diseases need to manage their disease.

The American Lung Association urges Congress to pass this legistation that will repeal this
misguided and dangerous guidance that serves to further erode protections for lung
disease patients.

American Lung Association Opposes Short-Term Limited Duration Rule

The American Lung Association also opposes the Administration’s short-term limited rule,
released in August 2018. The American Lung Association recognizes that short-term
plans will not offer sufficient healthcare coverage for those living with a lung disease such
as asthma, fung cancer or COPD. Lung disease patients need access to treatment to be
able to breathe. Thisis a reckless course of action that will negatively impact the health of
patients around the country.
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4152019 Bili Would Reverse Administration Rule Allowing Short-Term insurance Plans | American Heart Association

Welcome to the AHA / ASA Newsroom Search Newsroom

AHA/ASA Newsroom

Bill Would Reverse Administration Rule Allowing Short-Term Insurance
Plans
American Heart Association Commends Introduction of H.R, 1010

February 0B, 2019 | Categories: Advacaty News (/news?c=854)

Washington, D.C., February 8, 2019 - The American Heart Association issued the following statement regarding the release of H.R. 1010,
a bitl that would reverse a rule finatized by the White House tast year that aliowed short-term, limited-duration insurance plans to be
sold atongside ACA-compliant health insurance plans: )

“This legislation would reverse the administration’s efforts to expand shart-term, limited-duration insurance plans, which discriminate
against individuals with pre-existing conditions, lack coverage for essential health benefits, increase deductibies and place harsh
timitations on benefits.

“Patients with short-term plans run the risk of accumulating excessive medicat bills or even forgoing criticat care because of cost.

“We gpposed this rute before it was finalized by the White House and are grateful that tawmakers, including Rep. Kathy Castor {FL), are
working hard to protect patients from shart-term plans, We urge lawmakersto support this legistation and put an immediate stop to
the short-term rule”

#HH

The American Heart Association is a teading force for a world of longer, healthier lives. With nearty a century of lifesaving work, the
Dallas-based assaciation is dedicated to ensuring equitable health for alt. We are a trustworthy source empowering people to improve
their heart health, brain health and wetl-being. We collaborate with numerous organizations and millions of volunteers to fund
innovative research, advocate for stronger public health policies, and share lifesaving resources and information. Cannect with uson
heart.org {http://www.heort.org/HEARTOR®G), Facebook (http://focebook.cam/AmericanHeart), Twitter
(http://twitter.com/American_Heart) or by calling 1-800-AHA-USAT.

For media inquiries please contact:

Suniti Sarah Bat - 202-787-9292; suniti.bal@heart.org

For publicinquiries please contact:

B0Q-AHA-USA1 (242-8721)

heart.org (https://www.heart.arg/en} and strokeassociation.org {http://www.strokeassociation.org/STROKEORG/)

s heart.org /bitl-would: ¥nistration-rule-aliowing-short-term-insurance-plans

W
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4152019 Bilt Would Overturn Guidance Permitting States to Undermine ACA Patient Protections | American Heart Association

Welcome to the AHA / ASA Newsroom Search Newsroom

AHA/ASA Newsroom

Bill Would Overturn Guidance Permitting States to Undermine ACA Patient
Protections
Fabruary 06, 2013} Cotegories: Advocacy News {/news?c=854)

Washington, D.C,, February 6, 2019 - A House resolution introduced today would averturn guidance from the Centers for Medicare and
Medicaid Services (CMS) that permits "state innovation waivers” under section 1332 of the Affordable Care Act.

The CMS guidance gives states the option to use taxpayer doilars to promote substandard plans that do not pratect patients and
cansumers,

The American Heart Association released the following statement in response to H.R. 986, the "Protecting Americans with Pre-Existing
Conditions Act”, introduced by Representative Ann Kuster (NH):

"The CMS guidance that this resotution seeks to overturn ollows states to undermine critical protections for millions of Americans tiving
with pre-existing conditions. Under the guidance issued in 2018, ‘state innovation waivers’ could allow for the sale of cheap, inadequate
health insurance plans that can deny coverage for individuals with pre-existing conditions, charge them more for being sick or
retroactively rescind coverage.

“This guidance opens the door for states to deny patients important protections that the Affordoble Care Act provided for people with
pre-existing conditions. We urge lawmakers to support this resotution and patient protections for their constituents”

#HH
The American Heart Association is a leading force for a world of longer, heatthier lives. With nearly a century of ifesaving work, the
Dallas-based association is dedicated to ensuring equitable heaith for all. We are a trustworthy source empowering people to improve
their heart heatth, brain health and well-being, We collaborate with numeraus organizations and millions of votunteers to fund
innovative research, advocate for stronger public health policies, and share lifesaving resources and information. Connect with uson
heart.org (http://www heart.org/HEARTORG]), Facebook {http://facebook com/AmericanHeart), Twitter
{http://twitter com/American_Heart) or by calling 1-800-AHA-USAT.

Far media inquiries pleose contact:
Suniti Sarah Bal - 202-787-9292; suniti.bal@heart.org

For publicinquiries please contact:
800-AHA-USA1 (242-8721)
heart.org {https://www.heart.org/en) and strokeassociation.org {http://www.strokeassociation.org/STROKEORG/)

hitps:/inewsr com. heart.org/news/hifl-would-owerturn-g uidance-permitting -states-to-undermine-aca-patient-protections

11
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' ACAP 1155 15" Street, N.W., Suite 600 | Washington, DC 20005

A Association for Community 202.204.7508 | waww.communityplans.net
i’ Affiliated Plans Ken Janda, Chairman | Margaret A. Murray, Chief Executive Officer

Statement by Margaret A. Murray, CEO, ACAP to the House Committee on Energy and
Commerce

Subcommittee on Health Hearing: Strengthening Our Health Care System: Legislation to
Reverse ACA Sabotage and Ensure Pre-Existing Conditions and Protections
February 13, 2019

Chairman Pallone, Chairwoman Eshoo, Ranking Member Walden, Ranking Member Burgess,
and Members of the Committee:

ACAP is an association of 60 not-for-profit and community-based Safety Net Health Plans
(SNHPs) located in 29 states. Our member plans provide coverage to more than 20 million
individuals enrolled in Medicaid, the Children’s Health Insurance Program (CHIP), the
Marketplaces, and Medicare Special Needs Plans for dually-eligible individuals, including over
765,000 Marketplace enrollees. Sixteen of ACAP’s SNHP members offer qualified health plans
(QHPs) or basic health plans (BHPs) in the Marketplaces, including one that newly entered the
Marketplace for 2019.

Since the passage of the Affordable Care Act (ACA), ACAP plans have advocated to reinforce
each leg of the law’s foundational “three-legged stool™: affordable insurance options, a near-
universal risk pool, and meaningful coverage. ACAP plans and many other issuers have
embraced these ideals and offered coverage that provides high-value, affordable, and
comprehensive care to consumers who had previously been subject to underwriting and other
exclusionary practices. Without any one of these “legs,” the rest is not sustainable. We are
concerned that Short-Term, Limited-Duration Insurance (STLDI) health plans threaten the
balance of that stool. We appreciate the Committee’s attention to the issue in today’s hearing.

STLDI plans have been available for many years; however, their intended function has
fundamentally changed. STLDI plans had historically been used to fill gaps in coverage for a
short period of time. However, they lack comprehensive consumer protections such as pre-
existing coverage requirements—not to mention they are permitted to underwrite coverage and
even engage in post-claims underwriting and rescissions. Before the ACA, in practice there was
effectively no difference between STLDI plans and pre-ACA individual market plans. As ACA
coverage rolled out, however, and market protections such as guaranteed availability came into
practice, brokers and issuers of STLDI plans began marketing them as alternatives to ACA
coverage instead of as true “short-term” coverage. In response to this changing nature, the
Obama Administration issued a regulation in 2016 restricting STLDI plans’ coverage terms to
three months or less with renewals of no more than one year. In August of 2018, the Trump
Administration changed course and issued a final rule that expands the coverage period for
STLDI plans up to 12 months with coverage renewal up to 36 months, Although STLDI plans
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may be an effective method of stop-gap coverage for consumers with coverage gaps due to
changing employment or life situations, these new coverage duration limits permit them to
effectively be sold as an alternative to ACA-compliant plans. Yet it should go without saying
that much of the goal of the ACA was to curb the abuses like those that STLDI plans regularly
engage in—post-claims underwriting, rescissions, and no guaranteed availability to name just a
few.

Despite the similar 12-month duration, there are few similarities between STLDI and ACA-
compliant coverage. While ACA-compliant plans must have a Medical Loss Ratio (MLR) of at
least 80 percent—which requires 80 percent or more of earned premium dollars to be spent on
medical care, as opposed to administrative costs and profits—many STLDI plans have an MLR
of about 50 percent and moreover there are no MLR ratio requirements that STLDI plans must
meet.! While ACA-compliant plans are required to cover Essential Health Benefits (including
maternity care, prescription drugs, and mental health and substance use disorder treatment),
STLDI plans are not mandated to do so. And, while ACA-compliant plans are prohibited from
underwriting, imposing lifetime and annual limits, and excluding coverage for pre-existing
conditions, STLDI plans do not have to follow the same rules.* Ultimately, for any consumer
with significant health coverage needs, whether acute or chronic, STLDI plans do not provide
meaningful coverage; for consumers with pre-existing conditions, it is safe to say that STLDI
plans are wholly inadequate.

The distinctions between ACA-compliant coverage and STLDI plans are clear on paper, yet the
marketing of STLDI plans can prove harmful to well-intentioned consumers. During Open
Enrollment for 2019, the growing market for STLDI plans was on full display: a recent
marketing scan conducted by the Georgetown University Center on Health Insurance Reforms
(CHIR) found that in every state, over half of all results from websites that are designed to
suggest appropriate health insurance products to consumers directed them to STLDI or other
non-ACA compliant insurance products. In fact, during this year’s Open Enrollment, less than 20
percent of CHIRs searches including phrases like “cheap health insurance” or “ACA enroll”
returned sites offering solely ACA-compliant coverage.” Or in many cases the STLDI plans
themselves are guilty of misleading consumers. For example, one issuer recently introduced a
product that does cover some pre-existing conditions—but with a maximum coverage limit for
pre-existing condition claims of $25,000—which is less than the average cost of a three-day

! Huth, Enik and Karcher, Jason. “The short- lu‘rna’llln:lu!-durllnm msurance rule and the pnlu'l!wi lmpml on health insurmee
markets.” Milliman, August 2018, s, SuploadedFiles/i 018 The § Ir; National Association
of Insurance Commissioners. 'ztllﬂ\cuci«.nt:md }Imhh Policy hpcncnca. Report.” 2018, hty f..l’fn.nt orgprod serviAHP-LR-
18.pdf

? Lucia, Kevin et al. “State Regulation of Coverage Options Outside of the Alfordable Care Act: Limiting the Risk to the
Indmduul Marlu.l' ﬂ'w{ ommwmmhhfmvi March 2018,

f___media_files publicati fund_report 2018 _mar_lucia_st

= iy e
. (.‘mlull& S.etal “']‘hc Mm‘kcting Dt‘Si:ar!-'I'cm\ Health Plans: An Assessment of Industry Practices and Regulatory
Responses.” Georgetown University Health Policy Instinue. January 2019, https://www.rwif orefen/ibrary/research/201 9401 fthe-
marketing-of-shori-term-health-plans html.
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hospital stay.* Or, there is the case of Agile Health Insurance’s “Everest Prime STM” produet,
which features a marketing brochure with climbers summiting a mountain, yet the plan
specifically excludes coverage for injuries related to mountain climbing.® Or the regular practice
by STLDI plans of considering pregnancy a pre-existing condition, even if the consumer was not
yet aware of the pregnancy. Likewise, there are policies within the fine print that any conditions
developed during the first 12 months of coverage (the coverage term) will be considered pre-
existing conditions for any subsequent terms within the 3-year renewal period (and thus would
no longer be covered).

These data and examples demonstrate that despite many consumers’ initiatives to purchase more
comprehensive, ACA-compliant coverage, it may be difficult for them to know what they are
purchasing and may effectively be duped into purchasing STLDI coverage when they need
something more comprehensive. Or, a consumer may not fully understand the potential impact of
purchasing an SLTDI product, particularly consumers that don’t realize they have a pre-existing
condition or what an STLDI plan might deem a pre-existing condition.

For example, a woman in lllinois went to the hospital with heavy vaginal bleeding resulting in a
five-day hospital stay and a hysterectomy, only to be denied coverage under her short-term plan
on the ground that her menstrual cycle constituted a pre-existing condition. Additionally, a man
in Washington, D.C. also purchased a short-term plan with a stated maximum payout of
$750,000; when he sought coverage for a $211,000 bill resulting from a hospitalization, he was
paid only $11,780, in part due to a denial of coverage based on his father’s medical history.
While these may be particularly egregious examples, they demonstrate unscrupulous nature of
STLDI plans, which generally engage in whatever practices necessary to avoid paying claims.
One of the easiest ways to do so is to deem the claims as related to a pre-existing condition.

Finally, the proliferation of STLDI plans will have a deleterious impact on the risk pool and the
stability of the health insurance Marketplaces. STLDI plans cost less money because they offer
less coverage. These plans are expected to pull healthier and younger consumers out of the ACA-
compliant individual risk pool, effectively segmenting risk in the individual market. The
marketing research above further demonstrates that STLDI plans will not only be attractive but
also readily available to consumers moving forward. To better understand the effect of STLDI
plans on the individual market, ACAP commissioned the actuarial firm Wakely Consulting
Group to model the impact of the Administration’s proposed rule.” Wakely estimated that in
2019, adverse selection would decrease enrollment in the ACA-compliant individual market by
between 400,000 and 790,000 enrollees. In addition, Wakely estimated that STLDI plans, in
tandem with the repeal of the individual mandate, will contribute to a rise in premiums of up to
12.8 percent and a reduction in enrollment of up to 26.3 percent in the individual market over the

* Palanker, Dania. Declaration of Dania Palanker in Support of Plaintiffs’ Motion for Preliminary Injunction,
Association for Cormnurlll\ Affiliated Plans ¢t al v US Department of Treasury
: ntent/up R0 aration-of-Dania-Pal f

WY ail ne. 1 4
S Modern Health Care, May 7, 2018, p. 36
“Cohen, M. et al. “Effect of Short-Term Limited Duration Plans on the ACA-Compliant Individual Market.” Wakely Consulting
Gronp. 2018, hitp/fwew communityplans netfw ntent/upload=201 804/ Wakely-Short-Term-Limited-Duration-Plans-

Report pdf’
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course of 4 to 5 years. For ACAP plans and others offering comprehensive QHP coverage that
covers pre-existing conditions, they will essentially become high risk pools. This landscape is
unsustainable; if ACA-compliant plans are forced to exit the Marketplaces, fewer affordable,
comprehensive health insurance options will remain.

It is for these reasons that ACAP decided to file suit about this Administration’s shart-term,
limited-duration insurance regulation. As noted above, the regulation effectively permits the
exact type of plan the ACA was intending to outlaw to be sold in direct competition with ACA-
compliant plans. We believe this is an inappropriate interpretation of the law. Regulations are
intended to carry out law, however, in this case, the regulation is undermining the law and the
ability of plans like ACAP’s member plans to offer comprehensive, ACA-compliant coverage.

Conclusion

In conclusion, ACAP thanks you for the opportunity to provide feedback to the Committee and
for your efforts to ensure protections for consumers with pre-existing conditions and other
vulnerable populations. ACAP and its member plans are dedicated to serving Marketplace
enrollees, including those with pre-existing conditions and we appreciate the Committee’s
attention to this important issue. We look forward to providing with additional feedback or
guidance. Please contact Heather Foster, Vice President of Marketplace Policy

hfoster@communityplans net or 202-204-7510) with any questions or for additional
information.
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AHIP

Statement on
“Strengthening Our Health Care System: Legislation to
Reverse ACA Sabotage and Ensure Pre-Existing Conditions Protections

Submitted to the
House Energy and Commerce Committee
Subcommittee on Health

February 13, 2019

America’s Health Insurance Plans (AHIP) is the national association whose members provide
coverage for health care and related services to millions of Americans every day. Through these
offerings, we improve and protect the health and financial security of consumers, families,
businesses, communities, and the nation. We are committed to market-based solutions and
public-private partnerships that improve affordability, value, access, and well-being for

consumers.

Every American deserves affordable, comprehensive coverage—regardless of their income,
health status, or pre-existing conditions. This has been a core principle for health insurance
providers and a constant commitment by our industry. Every day health insurance providers act
on that commitment by working to improve coverage, affordability, and access to high-quality
care. We strongly belicve that by working together, we can ensure that America’s health care
markets deliver strong patient protections, as well as robust competition and choice that lead to
greater affordability.

Our statement for today’s hearing focuses on the following:
¢ Qur commitment to ensuring that every American has access to affordable, comprehensive

health coverage, including recommendations we have offered to improve affordability for

individuals who buy coverage on their own, without support from an employer contribution
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or if their income is too high to qualify for premium tax credit assistance;
e Qur support for protecting Americans with pre-existing conditions; and

¢ QOur comments on developments surrounding short-term plans, section 1332 state innovation
waivers, and funding for outreach and education activities that encourage enrollment in
health insurance coverage.

Ensuring Affordable, Comprehensive Health Coverage for All Americans

Health insurance providers are committed to providing high-quality, affordable coverage that
improves the health and wellness of all Americans. Qur members work every déy to address the
significant cost drivers of chronic disease and poor health, give consumers the power to choose
the care and coverage that works best for them and their families, and improve patient care with
innovative tools, treatments, and technology.

Approximately 180 million Americans rely on the protection and peace of mind provided by
employer-provided coverage. Nearly 15 million Americans purchase their health coverage
through the individual market—but high costs are a significant challenge for many who buy
coverage on their own, without support from an employer contribution or if their income is too
high to qualify for premium tax credit assistance.

To address this concern, AHIP released a report’ in November 2018 outlining 12
recommendations that can be implemented, by federal and state policymakers, to make
premiums more affordable for Americans who buy coverage on their own in the individual
market.

The solutions in our report focus on helping hardworking Americans who fall into a gap—
earning too much to qualify for financial support, but still struggling to pay their monthly
premiums. Qur recommendations are categorized into three areas: (1) addressing rising health
care costs and drug prices; (2) offering premium savings to families making over 400 percent of
the federal poverty level; and (3) increasing the number of consumers who buy coverage, which
will balance the individual market risk pool to bring costs down for everyone.

! https://weww.ahip.org/1 2-solutions-to-lower-premiums-for-hardworking-americans-who-buy-their-own-coverage/
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Qur specific recommendations, as explained in the report, would accomplish the following:

« Reduce surprise doctor bills;

o Increase competition in prescription drugs;

« Expand the use of telehealth;

« Create reinsurance programs;

« Provide savings to consumers who participate in wellness programs;
» Repeal the ACA health insurance tax;

« Provide tax parity for Americans who buy individual market coverage;
e Expand Health Savings Account (HSA) options;

« Curb inappropriate third-party premium payments;

» Increase flexibility for reference pricing;

s Create state premium discount programs; and

+  Support marketing and outreach efforts to increase enrollment and strengthen the risk pool.
Americans With Pre-Existing Conditions Should Be Protected

The position of health insurance providers is clear: Every American deserves affordable,
comprehensive coverage—regardless of their income, health status, or pre-existing conditions.

No one should be denied or priced out of affordable coverage because of their health status.

Moreover, to make coverage more affordable for everyone, it is important to combine pre-
existing condition protections with provisions that incentivize broad-based continuous coverage
and a balanced risk pool. In a statement we submitted for the subcommittee’s February 6
hearing, we highlighted four types of policies that address this goal: (1) continuous coverage
requirements; (2) defined open enrollment and special enroliment periods; (3) premium

assistance; and (4) a platform for consumers to shop for and compare coverage.

We are seriously concerned that current pre-existing condition protections, as well as policies
that promote broad market participation, may be threatened by pending litigation. In February
2018, a lawsuit—Texas v. United States—was filed that challenges the constitutionality of the
ACA. In December 2018, the United States District Court for the Northern District of Texas
issued a broad ruling that would invalidate all of the Affordable Care Act—including provisions
relating to the individual market (e.g., pre-existing condition protections), the employer market,
Medicare Advantage, Medicare Part D, and Medicaid expansion.

3
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AHIP has expressed concern that this ruling is misguided and wrong. This decision, if upheld,
would deny coverage to more than 100 million Americans, including seniors, veterans, children,
people with disabilities, hardworking Americans with low-incomes, young aduits on their
parents’ plans until age 26, and milfions of individuals with pre-existing conditions. Almost
everyone, regardless of where they get their health coverage, would be affected by the chaos and
pain this ruling would inflict on the American people.

Recent Regulatory and Administrative Actions

We understand that committee members have introduced legislation that would reverse
regulations addressing short-term plans and section 1332 state innovation waivers, and restore

funding for outreach activities that encourage enroliment in health insurance coverage.
Short-Term Plans

In August 2018, the Administration issued a final rule that expands short-term, limited duration
insurance (STLDI) policies.

We agree that consumers deserve more choices, particularly those who do not qualify for federal
subsidies and must pay the full premium on their own. However, we are concerned that
consumers who rely on short-term plans for an extended time period will face high medical bills
when they exceed their coverage limits or need care that is not covered. In addition, we believe it
is essential for consumers to clearly understand what their plan does and does not cover. AHIP

submitted detailed comments in April 2018 on the proposed version of this regulation.>

Section 1332 Waivers

In October 2018, the Administration issued updated guidance addressing section 1332 state
innovation waivers, with the goal of giving states more flexibility to offer different coverage

options.

2 hypsifwww.ahip.org/wp-content/uptoads/20 1 8/04/A HIP-Comments-NPRM-on-STLDi-4-20-1 8FINAL pdf
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In December 2018, AHIP submitted comments® in which we generally expressed support for
providing more flexibility for states, while also expressing appreciation for efforts by the Centers
for Medicare & Medicaid Services (CMS) to streamline the approval of waiver applications to
implement reinsurance programs. We support CMS’ emphasis on promoting choice,
competition, and multiple options for consumers. However, we oppose the use of pass-through

funding for short-term, limited duration insurance plans or other alternative coverage options.

Other Stability Measures

We believe that providing federal funding for reinsurance programs would be an effective
approach to stabilizing premiums in the individual health insurance market. Reinsurance is an
effective, proven way to lower premiums. Building on our experience in the states, a federally
funded reinsurance program would offset some of the costs of patients who have the most
complex health conditions and need the most care. In the last three years, several states have
adopted reinsurance arrangements through the use of 1332 waivers. Enacting measures like these
can help significantly lower premiums for millions of individuals who rely on the individual
market to access care, as long as they are adequately funded and designed to ensure that
consumers in all states benefit. This approach also can reduce federal spending on premium tax

credits.

Open Enrollment Qutreach and Educational Activities

AHIP appreciates the committee’s concerns about recent cuts in funding for outreach and

education activities focusing on the annual open enrollment period for the ACA Exchanges.

We believe it is important for the federal government to devote adequate resources to marketing,
outreach, and education before and during open enroliment to help consumers understand their
coverage options and encourage broad participation. Marketing, outreach, and education
activities are critical to ensure that all consumers are aware of the annual open enroliment period
and enroll by the deadline. These activities help reduce the number of uninsured Americans. In
addition, by encouraging continuous coverage and promoting enroliment of a broad mix of both
healthy and less healthy individuals, these activities help to stabilize the risk pool and promote

more affordable premiums.

3 hitps:/fwww.ahip.org/wp-content/uploads/comment_letter on state relief and_ermpowerment guidance pdf
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Conclusion

Affordable, comprehensive coverage for everyone requires effective insurance markets with
broad-based participation, clear and consistent rules and regulations, and fair competition. The
continuing litigation over the individual mandate should not jeopardize important patient
protections. Health insurance providers are committed to ensuring that essential consumer
protections are not at risk. By working together, we can cover pre-cxisting conditions, guarantee
coverage, and lower premiums for everyone.
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December 18, 2018

The Honorable Alex M. Azar It

Secretary

U.S. Department of Health and Human Services
200 Independence Avenue, SE

Washington, DC 20201

The Honorable Steven T. Mnuchin
Secretary

U.S. Department of the Treasury
1500 Pennsylvania Avenue, NW
Washington, DC 20220

3
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Natlonat P4 ) Natonat Patient Komen. .; Coalition for Women

Advocate Foundation with Heart Disease

The Honorable Seema Verma
Administrator

Centers for Medicare & Medicaid Services
P.0. Box 8016

Baltimore, MD 21244-1850

The Honorable David J. Kautter
Assistant Secretary for Tax Policy
U.S. Department of Treasury
1500 Pennsylvania Avenue, NW
Washington, DC 20220

Dear Secretary Azar, Secretary Mnuchin, Assistant Secretary Kautter and Administrator Verma:

The 23 undersigned organizations represent millions of patients and consumers facing serious, acute
and chronic health conditions across the country, including individuals who rely on states’ individual
marketplaces to obtain their heaithcare coverage. Together and separately, our non-profit, non-partisan
organizations are dedicated to working on a bipartisan basis with the Administration, Members of
Congress and state governments to protect the health and wellbeing of the patients and consumers we
represent.

tn March of 2017, our organizations agreed upon three overarching principles' as a guide for any efforts
to help reform and improve the nation’s healthcare system. These principles state that: {1} healthcare
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should be accessible, meaning that coverage should be easy to understand and not pose a barrier to
care; {2) heaithcare should be affordable, enabling patients to access the treatments they need to live
healthy and productive lives; and {3} healthcare must be adequate, meaning healthcare coverage should
cover treatments patients need, including all the services in the essential health benefit package.

Our organizations are deeply concerned about new guidance issued by the Centers for Medicare and
Medicaid Services (CMS), Department of Health and Human Services (HHS) and Department of Treasury
(Treasury) regarding state waivers under Section 1332 of the Affordable Care Act (ACA}. We are similarly
concerned about the related Section 1332 State Relief and Empowerment Waiver Concepts Discussion
Paper. in short, the policies that states could pursue under the new guidance would significantly
undermine quality and affordable healthcare for patients with pre-existing conditions and clearly
conflict with the statutory fanguage that both authorizes these waivers and protects patients with pre-
existing conditions. We filed comments urging CMS, HHS and Treasury to rescind this guidance, and we
urge state leaders to refrain from using 1332 waivers, as envisioned by this new guidance, to undermine
quality and affordable healthcare in their state.

Concerns with New Guidance

Section 1332 of the ACA outlines four clear guardrails that any waiver application must meet to be
approved: coverage must be as affordable as it would be without the waiver; coverage must be as
comprehensive as it would be without the waiver; a comparable number of people must be covered
under the waiver as would be without it; and the waiver must not add to the federal deficit. Under the
new guidance, HHS and Treasury will consider the number of people who have access to affordable,
comprehensive coverage, rather than the number who enrofl in this coverage. These agencies will also
rely on a broad regulatory definition of insurance coverage that is not derived from the ACA.

This gross misinterpretation of the guardrails will have real consequences for patients, steering people
into substandard coverage, such as short-term, limited-duration plans and association health plans,
which often do not cover the fuli range of benefits and services that patients rely upon to manage their
conditions. As a result, people who find themselves with substandard coverage would — in the event of a
serious diagnosis - likely encounter massive medical bills. Further, policies that could be implemented
under this new interpretation could fundamentally alter the risk pool for a state’s individual
marketplace, making comprehensive coverage unaffordable for the patients who rely on it and
jeopardizing the stability of the state’s marketplace. The resulting lack of access to care could have
devastating short- and long-term consequences for the millions of patients we represent.

The ACA defines ten categories of Essential Health Benefits {EHBs), including hospitalization, preventive
care, maternity and newborn care, emergency room services and prescription drugs. Access to the EHBs
is critical for patients with pre-existing conditions. Under the new guidance, states will be able to design
EHB benchmark plans that provide less generous coverage for individuals and yet still satisfy the
coverage guardrail regarding comprehensiveness. Again, patients with serious and chronic conditions
refy on coverage that inciudes EHBs to access the preventive services, medications, visits with primary
care and specialist providers and other benefits and services that they need to manage their conditions.
Allowing states to establish skimpier coverage requirements would seriously harm patients’ care and
health outcomes.

The new guidance removes key language from previous guidance on 1332 waivers that protects
vuinerable populations. The 2015 guidance recognized that the ACA prohibits states from using the
Section 1332 waiver program in a manner that would harm vuinerable residents, inciuding oider
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Americans, individuals with low incomes and those with serious health issues or who have a greater risk
of developing serious heaith issues. it is deeply troubiing that the new guidance purports to do away
with this safeguard. Additionally, the new guidance does not include language from the 2015 guidance
which stated that waiver applications would not be approved if they reduced the number of people with
coverage that both provides an actuarial value equal to or greater than 60 percent and includes a
maximum out-of-pocket limit compliant with the ACA. in effect, this omission invites waiver applications
that would leave patients responsible for excessive cost-sharing and jeopardize their heaith and financial
wellbeing.

Concerns with Waiver Concepts Paper

The Administration’s waiver concepts discussion paper provides additional detail on proposals that,
under the new guidance, could endanger patients with pre-existing conditions. For example, it invites
states to make changes to the ACA’s subsidy structure, which provides financial assistance to individuals
with incomes between 100 and 400 percent of the federal poverty level (FPL). This means a state couid
change the current subsidy structure to, among other approaches, a fixed per-member-per-month
contribution to a healthcare account based on age. if healthcare premiums were to increase, such an
approach wouid provide no financial protection to patients {as the current subsidy structure does} and
could drasticaily change the affordability of coverage for low-income populations, States could also use
new flexibility to customize healthcare.gov to promote non-ACA-compliant plans fike short-term,
limited-duration and association heaith plans side-by-side with ACA-compliant plans, increasing
confusion about the coverage provided and costs associated with different plans. Further, the discussion
paper also invites states to apply for waivers to establish high risk-pools, which have a long history of
failing to provide adequate coverage for patients with serious and chronic conditions. Our organizations
are deeply concerned about these changes and the risks they pose to the individuals we represent.

Additional Considerations for States

States that choose to pursue these policies will, as a direct result, not only jeopardize quality and
affordable healthcare for patients and consumers in their states but also take on significant financial and
administrative burdens. As the waiver concepts discussion paper outlines, making the technical changes
necessary for many policies under this waiver will require significant time and cost.

There are also serious questions about the legality of this guidance. Any policy changes of this
magnitude should go through a full rulemaking process, including a robust comment period.” The
guidance clearly defies many of the Section 1332 guardrails in ways that are inconsistent with the
statute and congressional intent. Aliowing a state to use a law that provides generai authority to enforce
the ACA in combination with a mare specific executive branch action (a regulation or executive order}
authorizing a waiver, rather than enacting a specific law authorizing the waiver, is at odds with the plain
language of the ACA. States that rely on this guidance to pursue Section 1332 waivers are therefore
exposing themselves to material litigation risk.

Our organizations represent millions of patients, individuals, caregivers and families who need access to
quality and affordable healthcare coverage. In short, we are deeply concerned that the new guidance
undermines the Section 1332 statutory language and its protections for patients with serious, acute and
chronic conditions. We urge HHS and Treasury to immediately withdraw this guidance and urge state
leaders to refrain from using these waivers, as envisioned by the new guidance, to undermine quality
and affordable heaithcare in their state. Again, we stand ready to work with you to protect the healith
and wellbeing of the patients and consumers we represent.
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Sincerely,

Adult Congenital Heart Association
American Heart Association

American Liver Foundation

American Lung Association

Arthritis Foundation

Chronic Disease Coalition

Cystic Fibrosis Foundation

Epilepsy Foundation

Global Healthy Living Foundation
Hemophilia Federation of America
immune Deficiency Foundation
Leukemia & Lymphoma Society
Lutheran Services in America

March of Dimes

Mended Littie Hearts

Muscular Dystrophy Association
National Alliance on Mental iliness
National Hemophilia Foundation
National Muitiple Sclerosis Society
National Organization for Rare Disorders
National Patient Advocate Foundation
Susan G. Komen

WomenHeart: The National Coalition for Women with Heart Disease

CC: Governors and Insurance Commissioners

! American Heart Association website, “Healthcare reform principles.” Available at:
http://www.heart.org/idc/groups/heart-public/@wem/@adv/documents/downioadable/ucm 495416.pdf.

il Christen Linke Young, Brookings institution, “The Trump administration side-stepped rulemaking processes on the
ACA‘s State Innovatlon Waivers—and it cou|d make their new section 1332 guidance invalid.” Available at:

new-section-1332-guidance-invalid/.
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f Washington, D.C. Office
m/“ American Hospital 800 10th Street, N.W.
—/ Association™ Two CityCenter, Suite 400
) Washington, DC 20001-4856
Advancing Health in America : {202) 638-1100

February 13, 2019

The Honorable Anna G. Eshoo
Chairwoman

Subcommittee on Health

Committee on Energy and Commerce
United States House of Representatives
Washington, DC 20515

Dear Chairwoman Eshoo:

On behalf of the American Hospital Association’s (AHA) nearly 5,000 member hospitais,
health systems and other heaith care organizations, and our clinical partners - including
more than 270,000 affiliated physicians, 2 million nurses and other caregivers — and the .
43,000 health care leaders who belongto our professional membership groups, we
thank you for holding this hearing on legislation to strengthen our health care system.
We look forward to working with you ‘and the rest of the Committee to address the
important issues in the legislation being considered today (H.R. 986, H.R. 987, H.R.
1010 and H.R. 1143). .

The AHA is committed to expanding affordable, high-quality health coverage. We have
expressed our support for solutions to both lower the cost of coverage and provide
greater choice among plans, including by supporting federal and state reinsurance
programs, increasing outreach and- enroliment assistance, and funding the cost-sharing

~ reduction subsidies. These approaches retain vital consumer protections while
supporting greater enroiiment and reducing costs by better balancing the marketplace
risk pools. in contrast, short-term, limited-duration insurance products could harm
consumers by providing inadequate access to-care and subjecting them to much higher
out-of-pocket spending when iliness or.injury occurs.

* While short-term, limited duration-plans may be attractive to patients:looking for lower
premiums, there are serious drawbacks to using these types of plans as a primary
source of coverage. These plans do not offer the level of protection that patients need
over the fong term because it is not:possible to fully evaluate what one’s health care
needs will be in advance. Even well-informed patients who knowingly enrolt in these
limited plans anticipating very little need for care could find themselves diagnosed with a
serious condition or in an accident, with no coverage to help them with their unexpected
medical costs. H.R. 1010 and H.R. 1143 would take important steps to prevent the
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The Honorable Anna G. Eshoo
February 13, 2019
Page 2 of 2

individual market from being weakened by short-term, limited duration products and
ensure consumers are educated about the risks of such plans.

The AHA is committed to state flexibility, but we have expressed our concerns that the
Administration’s changes to Section 1332 waiver rules would permit waivers that
depreciate the quality or affordability of coverage. We have urged the Administration to
revise the 1332 waiver guidance to disallow the use of federal funds on inadequate
insurance products. While we generally support flexibility, the changes to the “State
Relief and Empowerment Waivers” go too far in allowing states to take actions that
could resuit in weakened consumer protections and the destabilization of the individual
health insurance market, We thank the Committee for considering H.R. 986 to protect
patients from inadequate or unaffordable coverage.

Robust outreach, enroliment, and education to consumers about marketplace coverage
options plays an important role in maintaining a balanced risk pool and keeping
premiums affordable for consumers. The restoration of outreach and enroliment funds
by H.R. 987 would help consumers better evaluate their coverage options and get and
use the right coverage that meets their needs.

Thank you again for holding this hearing on legisiation that would strengthen the
individual market and ensure consumers have the information they need to make
informed decisions about their insurance coverage.

Cc: The Honorable Frank Pallone
The Honorable Greg Walden
The Honorable Michael C. Burgess, M.D.
Members of the Subcommittee on Health of the Committee on Energy & Commerce
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February 13, 2019

Statement on Hearing: Legislation
to Reverse ACA Sabotage and

Ensure Pre-Existing Conditions

Washington, D.C. - Families USA Senior Director of Legislative Affairs
Shawn Gremminger released the following statement regarding the
introduction of four bills to protect and inform health care consumers

“We are thrilled to see members of Congress proposing legislation to benefit
and protect America’s health care consumers. With the introductions of bills
H.R. 986, H.R. 987, H.R. 1010, and H.R. 1143, Rep. Ann M. Kuster (D-NH),
Rep. Blunt Rochester (D-DE), Rep. Kathy Castor (D-FL), and Committee
Chairwoman Eshoo (D-CA), respectively, are taking lead to strengthen the
many gains afforded to America's families by the Affordable Care Act (ACA).

"In sum, the four bills represent a much needed effort to protect people with
pre-existing conditions by reversing harmful Trump Administration policies
which will flood the market with predatory junk insurance plans."

“We thank Representatives Kuster, Blunt Rochester, Castor, and Eshoo for
standing to strengthen and protect the many gains afforded to America’s
families by the ACA, and to ensure consumers are educated about the many
dangers of short-term plans. We also thank Committee Chairman Frank
Pallone, Jr. (D-NJ) for making space for such an essential and timely
conversation. \We expect their collective action will signal to other lawmakers
that Congress has an opportunity — and an obligation — to make health care
better, more accessible, and more affordable for all Americans.”
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STATEMENT FOR THE RECORD

SUBMITTED TO THE

House Committee on Energy & Commerce
Health Subcommittee

Hearing on “Strengthening Our Health Care System:
Legislation to Reverse ACA Sabotage and
Ensure Pre-Existing Conditions Protections”

February 13, 2019

SUBMITTED BY THE

The Coalition to Protect and Promote
Association Health Plans
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I Overview

The Coalition to Protect and Promote Association Health Plans (the “Coalition”™) is an ad hoc
coalition comprised of 23 national and state member-based organizations. These organizations
include: the American Bankcrs Association; American Composites Manufacturers Association;
American Farm Bureau Federation; American Society of Association Executives; Amcrican
Veterinary Mcdical Association; Associated Employers Benefit & Trust; Association of Web-Based
Health Insurance Brokers; Financial Services Institute; Food Marketing Institute; Foundation for
Government Accountability; Global Cold Chain Alliance; Indiana Credit Union League; International
Franchise Association; International Sign Association; Land O’Lakes, Inc.; Manufacturer & Business
Association; Michigan Dental Association; National Apartment Association; National Association of
REALTORS®; NFIB; National Restaurant Association; National Marine Manufacturers Association;
and the Transportation Intermediaries Association.

Several of our Coalition members currently sponsor an “association health plan” (or “AHP™)
through which “group health plan” coverage is actively being provided to employees of their
employer-members of these organizations. All of the Coalition’s member-organizations are
interested in offering “group health plan” eoverage through an AHP in aceordance with the rules and
requirements set forth in the United States Department of Labor’s (“DOLs”) final regulations under
Title | of the Employee Retirement Income Security Act (“ERISA™) (the “final AHP regulations™).
The final AHP regulations establish additional criteria under ERISA section 3(5) for determining
when employers may join together in a “bona fide group or association of employers™ that will be
treated as the “employer” sponsor of a “group heaith plan.”

The Coalition’s member-organizations represent over 1 million small employers and millions
more who are employees of these employer-members or who are self-employed, the majority of
whom would be cligible to obtain health coverage through an AHP sponsored by Coalition member-
organizations in accordance with the final AHP regulations. Thousands of employees are already
covered by AHPs sponsored by a number of our Coalition members in accordance with the DOL’s
existing guidance that treat a “bona fide group or association of employers™ as an “employer” as
defined under ERISA section 3(5).

Without the rules and requirements set forth under the final AHP regulations, many Coalition
members would be unable to provide quality and affordable health coverage to small employers and
self-employed individuals who are currently struggling to afford health insurance offered in the
existing “*small group” and “individual” health insurance markets. More specifically, if all or a
portion of the final AHP regulations are somehow invalidated through a court of law or through an act
of Congress, thousands of employees and self-employed individuals who will be covered by an AHP
established exclusively on account of the final AHP regulations — and who are currently enrolled in
AHP coverage, effective January 1, 2019 — will /ose their health coverage.

11 AHPs Are Not the Same As Short-Term Health Plans; AHPs Provide Comprehensive
Coverage As Required Under the ACA, ERISA, HIPAA, COBRA, and State Law

It is important to emphasize that AHPs are not the same as short-term health plans. We believe
it is paramount to make this distinction because ever since President Trump issued Executive Order
13813, the media and critics of the current Administration have inaccurately explained the rules
applicable to AHPs. In short, the media and these critics have conflated AHPs and short-term health
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plans, and they have described these health plans as being one-in-the-same. AHPs and short-term
health plans are vastly different.

A. Short-Term Health Plans Are Exempt from the ACA; AHPs Are Subject to the ACA’s
Coverage Requirements

Under existing law, short-term health plans are nof considered “health insurance” offered in the
individual insurance market,' and therefore, short-term health plans are not subject to the Affordable
Care Act’s (“ACA’s”) insurance and coverage requirements.? As a result, short-term health plans can
deny a person coverage with a pre-existing condition (because the ACA's pre-existing condition
protections do not apply). Also, a short-term health plan can develop premiums based on a person’s
health condition (because the prohibition against developing premiums based on health status does not
apply). And, a short-term health plan can impose annual and lifetime limits on benefits and medical
services covered under the plan (because the prohibition against imposing annual and lifetime limits
does not apply).

On the other hand, AHPs — as a “group health plan™ ~ are subject to the ACA’s coverage
requirements.* Again, this distinction is important to understand because a number of stakeholders
have publicly stated that — similar to short-term health plans — AHPs (1) can deny a person coverage if
they have a pre-existing condition, (2) can develop premiums based on a participant’s health condition,
and (3) can impose annual and lifetime limits. These statements are incorrect.

According to the ACA, a fully-insured “large group” and self-insured AHP — as a “group health
plan” — must:

o Eliminate all pre-existing condition exclusions for all plan participants.®

Stop imposing annual and lifetime limits on the “essential health benefits” covered under
the plan.®

Provide coverage for certain preventive health services with no cost-sharing.”

Cover “adult children” up to age 26.

Stop rescinding coverage absent fraud or misrepresentation.’

Include new internal and external appeals processes (and provide notice).!°

! Section 2791(b)(5) of the Public Health Service Act section (“PHSA™), providing that the term “individual health
insurance coverage” means health insurance coverage offered to individuals in the individual market, but does not include
short-term limited duration insurance.

2 Section 1551 of the Affordable Care Act (“ACA™) incorporates the definitions under the PHSA ~ including PHSA section
2791(b)}(5) — into the ACA’s insurance and coverage requirements.

3 Section 733(a)(1) of the Employee Income Retirement Seeurity Act (“ERISA™) and PHSA section 2791(a)(1) provide that
a “group health plan” is generally any plan, fund, or program established or maintained by an employer (or employee
organization or both) for the purpose of providing medical care to employees or their dependents...directly, or through-
insurance, reimbursement, or otherwise.

4 ERISA section 715 incorporates by reference the ACA’s coverage requirements applicable to a “group health plan” into
ERISA.

5 See PHSA section 2704,

© See PHSA section 2711.

7 See PHSA section 2713,

8 See PHSA section 2714.

9 See PHSA section 2712,

10 See PHSA section 2719.
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¢ Allow participants a choice of primary care physician/pediatrician/OB/GYN.'!

¢ Provide direct access to emergency services.'

o Refrain from establishing rules for eligibility based on, among other things, health status,
medical condition, claims experience, medical history, or genetic information.'?

e Limit the plan’s cost-sharing to the maximum out-of-pocket limits for a high-deductible
health plan defined under the health savings account (“HSA”) rules for 2014,

» Eliminate waiting periods that exceed 90 days."
¢ Cover the cost of clinical trial participation.'®
¢ Provide participants with a summary of benefits and coverage.'”
o Provide annual reports describing the plan’s quality-of-care provisions.'®
B. Consumer Protections Under ERISA, HIPAA, and COBRA Apply to AHPs

Under ERISA, there are specific notice and disclosure requirements that a fully-insured “large
group” and self-insured AHP must comply with.' In addition, ERISA’s fiduciary responsibilities
apply,? requiring the AHP and its employer members to act in the best interest of the plan participants,
AHP plan participants also have a private right of action to sue the AHP if there is wrong-doing,?' and
there are detailed procedures for filing health status.? .

According to COBRA, a plan participant terminating coverage under an AHP has a right to
continuation of coverage,?* and according to HIPAA, premiums for an AHP participant cannot be
developed based on the participant’s health condition,?*

C. The Proposed AHP Regulations Do Not Change the Requirements Under ERISA,
HIPAA, COBRA, and the ACA )

Importantly, the proposed AHP regulations do nothing to change the requirements under
ERISA, HIPAA, COBRA and the ACA that otherwise apply to a “group heaith plan.” As aresult, it is
important to once again emphasize that AHPs are not short-term health plans free from the above
described Federal law requirements, Rather, AHPs are required to provide a comprehensive level of
coverage with adequate consumer protections that both Democrats and Republicans in Congress have
enacted into law over the past decades, including protections for individuals with a pre-existing
condition.

" id,

12 See PHSA section 2719A.

13 See PHSA section 2705,

14 See PHSA section 2707(b).

!5 See PHSA section 2708,

16 See PHSA section 2709,

7 See PHSA section 2715, .

' See PHSA section 2717. /
"% ERISA, Title 1, Subtitle B Part 1. )
20 ERISA, Title 1, Subtitle B Part 4.

2! ERISA section 502.

22 ERISA section 503.

3 ERISA, Title I, Subtitie B Part 7.

2 ERISA section 702.
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D. State Benefit Mandates Apply to Fully-Insured “Large Group” AHPs

Another important layer of coverage requirements that is often times overlooked by critics of
AHPs is this: A fully-insured *large group” AHP will be subject to State benefit mandates. State
benefit mandates require an insurance contract sold within a particular State to cover specified benefits
and medical services. The State benefit mandates applicable to fully-insured “large group” plans in
most States are as good as the ACA’s Federal “essential health benefits” (“EHB”) requirement. Even
in States where their benefit mandates do not cover all of the ten (10) medical services that make up
the Federal EHB standard,? the drafters of the ACA observed that most if not all fully-insured “large
group” plans comply with the Federal EHBs, which led Congress to exempt fully-insured “large group
plans” from the EHB requirement entirely.

E. State MEWA Statutes Apply to Self-Insured AHPs

In the case of a self-insured AHP, this arrangement is by definition a “multiple employer
welfare arrangement” (“MEWA™).% In the case of a self-insured MEWA, Congress specifically
amended ERISA’s preemption provision to give States the explicit authority to regulate self-insured
MEWAS operating within the State.”” Since that time, many States have enacted their own State
MEWA laws with varying degrees of regulation — ranging from restrictive to permissive. These laws
often times impose specific coverage and/or premium rating requirements on self-insured MEWAs. In
addition, State MEWA laws typically impose the same solvency — or reserve - requirements that apply
to insurance companies operating within the State. Other States outright prohibit self-insured
MEWAGs. States that have yet to enact a State MEWA statute are not prohibited from doing so in the
future. In addition, States with existing State MEWA statutes are free to amend those statutes to
impose specific coverage, rating, and/or solvency requirements on self-insured AHPs,

III.  The AHP Regulations Will Not Return the Health Care Markets to a “Pre-ACA World”

Critics of AHPs have argued that these arrangements will somehow return the country to a
“pre-ACA world,” particularly to a world where people with pre-existing conditions will be
unprotected by Federal law. As discussed above, every AHP is a *“group health plan™ under the law,
and therefore, subject to the consumer protections under ERISA, HIPAA, COBRA, and State law.
More importantly, as a “group health plan,” AHPs are subject to the ACA’s “coverage requirements,”
which, among other things, requires an AHP to offer coverage to a person with a pre-existing condition
(i.e., a person with a pre-existing condition cannot be denied coverage under an AHP).

IV.  AHPs Are the Same as Large Employer Plans; Newly Created AHPs Are Offéring
Comprehensive Coverage

The final AHP regulations give small businesses an opportunity to stand on the same footing as
large employers with respect to the provision of employee health benefits. Large employers

* According to the ACA, individual and smalt group health plans must cover a list of ten (10} medica! services that make
up the “Federal EHB standard:™ ambulatory patient services; emergency services; hospitalization; maternity and newborn
care; mental health and substance use disorder services, including behavioral health treatment; prescription drugs;
rehabititative and habilitative services and devices; laboratory services; preventive and wellness services and chronic
disease management; and pediatric services, including oral and vision care. [ACA section 1302(b)}.

% See ERISA section 3(40).

" ERISA section 514(b)(6)(A)(ii).
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voluntarily offer health benefits to their employees to attract and retain talented workers, and to keep
their employees healthy and productive. Large employers have historically offered comprehensive
benefits because the labor market traditionally demands such quality health coverage.

Small employers — just like large employers — want to attract and retain talented workers and to
keep their employees healthy and productive. As a result, small employers — just like large employers
- want to offer comprehensivc health coverage. However, because they lack the resources and
bargaining power of large employers, the majority of small employers are unable to offer
comprehensive coverage at an affordable price. This is where AHPs can play such an important and
socially-beneficial role. By obtaining health coverage through an AHP — which effectively will be
treated as a health plan sponsored by a large employer ~ small employers will be able to compete with
large employers and offer comprehensive benefits at affordable prices.

The type of “groups or association of employers” interested in sponsoring an AHP are member-
based organizations. These organizations want to offer AHP coverage — which again, is effectively a
large employer plan — to their employer-members, not only to help their employer-members attract and
retain talented workers, but as a member benefit to attract new members and retain their current
members. An offer of less comprehensive, sub-standard health coverage will actually be detrimental to
these organizations (i.e., their current members will leave the organization and they will be unable to
attract any new employer-members).

This is not just theory, but practice. For example, Land O’Lakes, Inc. — a member of our
Coalition and a member-based cooperative-owned company — has successfully enrolled 2,000 self-
employed farmers and employees of employer members of a Land O’Lakes Cooperative in a self-
insured AHP established in accordance with the final AHP regulations. Coverage is effective January
1,2019. It should be noted that Land O’Lakes, Inc. is able to offer self-insured AHP coverage to their
self-employed farmers only because of the existence of the final AHP regulations, And it should be
further noted that if all or a portion of the final AHP regulations are somehow invalidated through a
court of law or through an act of Congress, these self-employed farmers will lose their health coverage.

Importantly, the Land O’Lakes AHP offers its members eight (8) different plan designs. While
the Land O’Lakes AHP is not required to cover the ACA’s “essential health benefits” (“EHBs"), all of
the Land O’Lakes AHP plans voluntarily cover the ten (10) statutory EHB categories, along with all of
the services that fall into the EHB categories that are medically necessary. The health eoverage Land
O’Lakes offers to its farmer and employee-members is therefore “comprehensive,” and also superior in
price (€.g., 15% to 25% more affordable than “individual market” rates in Nebraska, and 10% more
affordable than “individual market” rates in Minnesota). The National Restaurant Association —
another Coalition member and a member-based organization — is likewise offering comprehensive
health coverage through its 120 plan designs, which also voluntarily cover all of the ACA’s EHB
categories.

V. A Regulatory Framework Has Been Put In Place Over Time to Combat Fraud and
Abuse; Our Coalition Pledges to Work With the NAIC and Congress to Fight Against
Fraud and Abuse

It is important to point out that an AHP can take the form of either a fully-insured or a self-
insured arrangement. This is a crucial distinction when it comes to the issuc of fraud and abuse. For
example, fully-insured AHPs are under-written by insurance companies, which are themselves subject
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to significant State regulation, In addition, States impose specific requirements on agents and brokers
who sell insurance, imposing significant penalties on agents/brokers that engage in the fraudulent sale
of insurance products. As result, there have been very few cases of fraud and abuse in fully-insured
AHPs. And based on the current regulatory environment, it is unlikely that any fraud will occur in the
context of fully-insured AHPs in the future.

While self-insured AHPs have in the past been more vulnerable to fraud and abuse, this history
prompted Congress to act. Before 1983, self-insured AHPs resisted efforts at State regulation by
arguing that such State regulation was pre-empted by ERISA. However - as stated above — Congress
amended ERISA to give States the exclusive authority to regulate self-insured AHPs in any manner the
State may choose.

Therefore, since 1983, the States have been free to regulate self-insured AHPs as they see fit,
and they have exercised that authority through the enactment of State muitiple employer weifare
arrangement (“MEWA™) laws. Currently, a number of States - including California, Illinois, and
Wisconsin — flatly prohibit the establishment of any new self-insured AHPs, Other States — such as
Indiana, Michigan, Nebraska, and Ohio ~ have enacted MEW A laws that set forth comprehensive
certification and approval processes that an organization seeking to operate a self-insured AHP in the
respective State must satisfy. Any such certification/approval must come directly from the State’s
Insurance Commissioner, and any such certification/approval will only be provided by the
Commissjoner if all of the State’s MEWA law requirements are satisfied.

More extensive oversight has also come at the Federal level through the enactment of the ACA.
Specifically, Congress expanded and strengthened the DOL’s authority over MEWAs — and thus over
AHPs — through a multi-pronged approach to eliminate MEWA/AHP abuses. These new requirements
include improvements in reporting, together with stronger enforcement tools, and expanded required
registration with the DOL prior to operating in a State. This additional information enhances the State
and Federal governments’ joint mission to prevent harm and take enforcement action. The ACA also
strengthened enforcement by giving the Secretary of Labor the authority to issue a cease and desist
order when a MEWA/AHP engages in fraudulent or other abusive conduct, and to issue a summary.
seizure order when a MEWA/AHP is in a financially hazardous condition.

This detailed State and Federal regulatory framework — which was not in place at all prior to
1983, and which has been built up over the years - provides safeguards that will largely prevent fraud
and abuse, and, where such misconduct does occur, will significantly mitigate its effects. The
Coalition has also pledged to the National Association of Insurance Commissioners (“NAIC”) that we
are ready, willing, and able to work with the State Insurance Commissioners to build on the current
regulatory framework. In addition, the Coalition seeks to work with members of Congress to provide
additional funding for the DOL’s enforcement activities - as established under the ACA — as well as to
fund State enforcement efforts.

VI. AHPs Will Not Segment the Markets

Critics of AHPs argue that these arrangements will somehow destabilize the “individual” and
“small group” markets. Our Coalition believes that these claims are over-stated. For example, critics
have overlooked the fact that AHPs are offering comprehensive coverage at a lower cost relative to the
“individual” and “small group” market plans (as described above). In our experience, employees and
individuals shop for health insurance based on price, as well as the comprehensiveness of the health
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coverage. The health status of a particular employee or individual also drives their behavior. In cases
where an employee or individual is healthy, they will most likely gravitate toward health coverage with
a lower cost. If, however, an employee or individual is less healthy (and thus a “high-medical
utilizer”), they are more likely to seek out comprehensive coverage, aithough price remains an
important factor as well.

Critics, therefore, are wrong when they predlct that AHPs will draw only healthy people out of
the ACA markets. Because AHP coverage 1s provmg to be as comprehensive as — if not more
comprehensive than — existing *“small group™ or “individual” market coverage, while still being offered
at a more affordable price, both heaithy people and less healthy/high-medical utilizers are going to be
attracted to AHP coverage. Thus, due to the fact that less healthy/high-medical utilizers will exit the
“small group” or “individual” markets to enroll in an AHP (because such plans will offer
comprehensive benefits at a lower cost), the expanded availability of AHP coverage will actually
benefit the “small group” and “individual” markets from a health risk perspective, drawing less -
healthy/high-medical utilizers out of the current risk pool. At the very least, this beneficial effect
should offset any “destabilizing” effect that will result when healthy employees and “working owners”
also leave the “small group” and “individual” markets for superior AHP coverage.

In addition, predictions of market destabilization are not just speculative, but also incomplete
because they fail to account for the numbers of small employers — as well as “working owners” in the
“unsubsidized” individual market — who are currently not covered by any form or health insurance. If
the employees of these small employers - along with these “working owners” —~ choose to enroll in an
AHP, the current ACA’s “small group™ or “individual” markets will nor be affected because these
insured “lives” were never in those markets (and in their risk pools) in the first place.

This is not a theoretical consideration. Since the enactment of the ACA in 2010, health
coverage offered by small employers with fewer than 50 employees has declined by over 20%.2* Only
about 50% of small employers with fewer than 50 employees actually offer health coverage, as
compared to 97% of large employers with 50 to 199 employees.?’ Importantly, 47% of small
employers with fewer than 50 employees identify the high cost of health insurance as the primary
reason for not offering coverage.®

A similar phenomenon exists in the “unsubsidized” individual market. Since 2015, about 3
miltion individuals have exited the ACA’s “individual” market.3! This amounts to a loss of about 17%
of the “individual” market from its peak.*? 1t is reasonable to infer that many, if not most, of these _
individuals exited the “individual” market due to significant premium increases following the
enactment of the ACA. It is also reasonable to infer that many of these individuals will be attracted to
an AHP that offers comprehensive coverage, additional flexibility, and lower prices. As a result, it is
reasonable to conclude that these “lives” are currently not a part of the ACA’s “individual” market,
which therefore cannot be affected by their migration from uninsured status to an AHP.33

8 See Employer Health Benefits: 2018 Annual Survey (Kaiser Family Foundation 2018).

29 [d

T

31 See Semanskee, Cox, and Levitt, Data Note: Changes in Enroliment in the Individual Health Insurdnce Market (Ka\ser
Family Foundation, July 2018) at p.1.

2,

3 In 2013, the Obama Administration announced what is referred to as its “transitional policy,” which authonzed States to
allow insurance companies to continue to sell non-ACA-compliant heaith plans to small employers and individuals, This
“transitional policy™ has been extended multiple times, most recently through December 31, 2019. Although this market has
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VII. Conclusion

1t is important to emphasize that one of the main reasons why employers offer health coverage
to their employees — even through an AHP — is to attract and retain talent. A strong argument can be
made that to remain competitive among their peers; small émployers — especially those offering health
‘coverage through an AHP — are going to riake sure that their plan offers a comprehensive level of
health coverage so they can attract and retain'talented workers.

Most of the AHPs that have started offering coverage as of January 1, 2019 voluntarily cover
all of the EHBs. In some cases, all of the plan designs offered by the AHP cover all ten (10) EHBs. In
other cases, an AHP will offer multiple plan designs; some of which do not cover all ten (10) EHBs,
while other plan designs cover all ten (10) EHBs: This.approach provides flexibility for plan
participants, while ensuring that all plan participants have access to EHB-plans.

There hds been very little fraud in the case of fully-insured AHPs in the past,. Why? Because
States heavily regulate insurance carriers under-writing AHP health coverage. In-addition, States
impose specific requirements on agents-and brokers who sell insurance, imposing significant penalties
on agents/brokers that engage in the fraudulent sale'of insurance products. Based on the current
regulatory environment, it is unlikely that any fraud will occur in the context of fully-insured AHPs.
In the case of self-insured AHPs, States and the DOL have the necessary tools to combat fraud, and
existing law now acts as a deterrent against fraudulent behavior in the self-insured AHP context.

} Economics-101 tells us that less healthy groups and less healthy individuals will be attracted to
AHPs to the same extent healthy groups and individuals will be attracted to AHPs.. Why? Because
AHPs will offer comprehensive coverage ata lower cost.. AHPs can offer the same level of coverage
as.a “small group” or “individual” market plan at-a lower cost because of (1) lower administrative
costs in the “large group” and self-insured-markets, (2) no*risk adjustment,” which results in
defensive pricing, and (3) the flexibility to provide benefit offerings like tele-health: or value-based
insuranice designs. If less healthy groups and individuals exit the “small group” and “individual”
markets, this will benefit the existing markets. At a minimum, less heaithy groups and individuals
exiting the markets will offset the effects of healthy people exiting the markets, thus negating the
adverse effects that critics claim.

been shrinking, a good number of small employers — as well as individuals ~ are still enrolled in these non-ACA-compliant
plans. Because these non-ACA-compliant plans are subject to different rules than ACA-compliant “small group” and
“individual” market plans, these “lives” are in a separate risk poot and not a part of the existing “smali group™and “individual”
market risk pools. If the smail employers and individuals that currently get coverage under these non+ACA-compliant
“transitional” plans are attracted to an AHP, their enroliment in the AHP will likewise have zero impact on‘the ACA’s
reformed “small group” and “individual” markets.
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The Health 202: Association health plans expanded under Trump
look promising so far

By Paige Winfield Cunningham
THE PROGNOSIS

A crop of new health insurance plans enabled under regulations from the Trump
administration appears more consumer-friendly and less like “junk” insurance than

Democrats originally charged.

Chambers of commerce and trade associations have launched more than two dozen of these “association health
plans” in 13 states in the seven months since the Labor Department finalized new rules making it easier for
small businesses to band together to buy health coverage in the same way large employers do. And there are
initial signs the plans are offering generous benefits and premiums lower than can be found in

the Obamacare marketplaces.

President Trump billed the new rules as one of several ways to provide consumers with cheaper coverage
options than they could find in the Obamacare marketplaces, prompting complaints by Democrats that he was
undermining consumer protections laid out in the Affordable Care Act. There’s indeed plenty of evidence the
administration is trying to weaken the ACA, including the Justice Department’s refusal to defend it in court.

But when it comes to these new association health plans, they appear — at least so far — to offer
benefits comparable to most workplace plans and haven't tried to discriminate against patients
with preexisting conditions, according to an analysis released today by Kev Coleman, a former analyst at
the insurance information website HealthPocket.

“We're not seeing skinny plans,” said Coleman, who founded a website last year with information on
association health plans. “We're seeing the regular doctor care, we're seeing emergency room care, we're seeing

mental health coverage.”

The farm cooperative Land O’Lakes, which is expanding its association plan to farmers in
Nebraska and Minnesota, has said its premiums will cost 25 percent to 35 percent less

than plans sold on Nebraska’s ACA marketplace. Every category of essential health benefits — which
are required for marketplace plans — is covered, according to an analysis by Modern Healthcare.
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Several business associations in Nevada have started offering association health plans to member companies.
Enrollees in the plan offered by the Reno-Sparks Chamber of Commerce have cited lower deductibles and out-

of-pocket costs,

Two of Michigan’s largest business associations are partnering to offer members association plans managed by
BlueCross BlueShield of Michigan, some of which will cover essential health benefits and offer different

premium and deductible levels.

According to Coleman, who analyzed 28 association health plans operating under the new
rules, a majority of the new association plans are being launched by regional chambers of
commerce, four out of five are being managed by a third-party insurance company, and half the plans offer

tax-free savings account options,

The idea behind expanding association health plans was to make more widely available the type of coverage
often offered to employees of big companies. Small businesses have typically struggled to provide atfordable

coverage for workers, given the small size of their risk pools.

The new regulations allow small businesses, associations and self-employed individuals —
including those operating in different industries — to band together to buy health coverage by
pooling all of their employees together. The health consulting firm Avalere has estimated 3.2

million people could eventually be covered by such plans, which have to comply with the same rules governing

large employer plans.

The association plans don’t have to cover the essential health benefits required of plans purchased by
individuals in the ACA marketplaces — something Democrats have been quick to note. Analysts have also
warned that they'll cause marketplace premiums to increase by as much as 3.5 percent, by drawing healthy
people away from Obamacare plans and into association coverage.

But what’s sometimes been lost in heated, politicized exchanges is that the Labor Department
did ban these plans from discriminating against patients with preexisting

conditons. That perhaps reflects a growing realization among Republicans that opposing these
popular protectiohs is a political loser.

Democrats' claims that association plans constitute “junk” insurance aren't necessarily true. That’s because the
plans are subject to the same requirements currently in place for large employer plans, including requirements
to fully cover preventive care and bans on limiting annual and lifetime benefits.

Republicans strove to highlight association health plans in a contentious Capitol Hill hearing
Tuesday. Ways and Means Democrats spent their time bashing GOP lawmakers for trying so
long and hard to knock down the ACA and its protections for people with preexisting
conditions.
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For their single witness, Republicans brought in Rob Robertson, chief administrator of the Nebraska Farm
Bureau Federation. The organization for farmers and ranchers is offering an association health plan it says will
cost 25 percent less than plans currently offered in the state’s individual market and will cover a broad range of
benefits including prescription drugs, emergency room visits and prenatal and maternity care.

The plan won't discriminate against people with preexisting conditions, Robertson said. That’s now a point
of emphasis for Republicans, who spent last year’s midterm elections on the defensive as
Democrats accused them of abandoning people with serious medical conditions and drawing
attention to a GOP-led state lawsuit against the ACA that could dismantle those protections.

“I say to my colleagues on the other side of the aisle, take ‘yes’ for an answer,” Rep. Tom Reed (R-N.Y.) said.
“We agree with you. This reform is good; this reform will stay as the law of the land.”

But even if association health plans ultimately prove successful — and it’s too early to say for
surc — Republicans face a harsh reality on health-care policy. After years of slamming the ACA but
failing to come up with a viable alternative, they’re now stuck in a defensive posture as energized Democrats
leveraged the issue to their favor in 2018 and seek to do the same in 2020.

“They get that preexisting conditions must be protected,” Rep. Tom Suozzi (D-N.Y.) said sarcastically in
remarks aimed at his colleagues on the other end of the dais. “They hear the message — it only took years; it
only took hundreds of millions of dollars of campaign commercials.”

AHM, OOF and QUCH

AHH: House Budget Committee Chairman John Yarmuth (D-Ky.) said the party will begin
holding hearings in the spring on expanding Medicare -- the latest signal that Democratic
lawmakers want to move forward with discussing a national health-care program.

In an interview with Reuters’s Yasmeen Abutaleb and Susan Cornwell, Yarmuth said a “majority” in the party
wants to “do something, some kind of Medicare expansion. I've had a number of major corporate CEOS say to
me we need to go to Medicare for All.” Yarmuth cited a goal of getting some kind of legislation passed by the
end of next year and told Reuters it may be practical to pass a bill allowing people to join Medicare as early as
age 50 O 55.
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The Health 202 wrote last week about the many varied Medicare-for-All-style plans Democrats have proposed
so far,

OOF: FDA inspectors found a Mylan manufacturing plant in West Virginia may have recorded
that drugs passed tests even when they fell short of U.S. standards, during an inspection in
November 2016, Bloomberg News’s Anna Edney wrote in this first in a series of four
investigative pieces.

“The inspectors also found bins full of shredded documents, including quality-control records, in parts of the
factory where every piece of paper is supposed to be saved,” Anna writes. “A warning letter, the FDA’s strongest
rebuke, was drafted. It would mean the agency could refuse to consider any Mylan application for a new drug
made at that plant until the company fixed things.”

But the FDA never sent Mylan a warning letter. By July 2017, agency leaders had decided to
leave the issue in Mylan’s hands.

“[FDA Commissioner Scott] Gottlieb’s actions on generic approvals have drawn praise from both parties in
Congress,” Anna reports. “But with Democrats having taken control of the House, members who oversee the
FDA say they plan to examine a crucial public-health question posed by his efforts: Is the fast-tracking of
those approvals coming at the expense of oversight that’s supposed to ensure that drugs
already on the market are safe and effective?”

A decline in inspections and a relaxing of penalties have raised quality concerns, Anna reports. While
FDA increased its generic drug approvals 94 percent in fiscal year 2018, surveillance inspections done globally
by the FDA—~meant to ensure existing drug-making plants meet U.S. standards— have fallen, she writes.

OUCH: Planned Parenthood’s new president Leana Wen is ready for a fight against the Trump
administration, which is expected to soon announce a final Title X family-planning funding
plan, our Post.colleague Ariana Eunjung Cha reports.

The proposed plan announced in May would prohibit federal money from going to clinics that provide abortion
services or referrals. The network of women'’s health and abortion clinics serves about 41 percent of Title X
patients, receiving about $60 million from the program, Ariana writes.

In an interview with The Post, Wen said changes in the proposal “would compromise our
ethical obligations,” comparing abortion services to insulin for diabetics. “I want people to think
about what if this were any other aspect of medical care. Imagine if the Trump administration prevented
people with diabetes from talking to their doctors about insulin,” she said, adding: “Whatever decisions are
coming up have nothing to do with medicine and everything to do with politics.”

Wen pledged to try to get the expected new ruled delayed, get lawmakers to reverse the changes or take the
issue to court. She also noted the program serves mostly disadvantaged and minority women. “They are trying
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to prevent people who already have the greatest barrier” from care, Wen said.

HEALTH ON THE HILL

- Members of the Senate Finance Committee debated skyrocketing prescription drug prices in

a hearing yesterday, vowing to summon pharmaceutical executives before them in the future. Committee
Chairman Chuck Grassley (R-Iowa) and ranking Democrat Ron Wyden (Ore.) noted in opening
statements they invited several pharmaceutical executives to testify before the panel, but all but
two declined.

"The companies that declined said they would be very happy to have discussions in private but not in public,”
Grassley said. "That is not what I mean when I talk about transparcncy."

“That ought to tell you something,” Wyden said about the companies' refusal. “Even the Big Tobacco
companies were willing to come to Congress and testify, and they made a product that kills people. They all lied
to me, but at least thcy showed up...The drugmakers are going to have to show up as well.”

— Discussion during the hearing largely revolved around ideas that have been floated before, such as a
potential change to the rebate structure, restructuring the 340B federal drug discount program (which requires
drug companies to give discounts to hospitals serving low-income people) and allowing Medicare Part D to
negotiate directly with drug companies -- one proposal that Grassley has said he doesn’t want to pursue.

Wyden said reforms are needed to Medicare Part D. “Why isn’t Medicare negotiating?" Wyden asked.
“Private Part D plans negotiate with drugmakers ... I don’t see how Part D, as structured today, is going to
protect the senior and the taxpayer.”

-~ When asked by Grassley to name one way to lower drug costs, former CBO Director Doug
Holtz-Eakin suggested changing the 340B drug program, which has grown far beyond its
original scope. “The first thing to do is stop having policies that push up drug prices and one that comes to
mind is the 340 B program,” he said. “It was a well-intentioned program that was intended to provide drugs at
lower costs to needy patients. But it’s not well-targeted on those patients right now, it’s leading to higher drug
costs, and I would encourage the committee to take a close look at reforming the 340B program.”

But Sen. Debbie Stabenow (D-Mich.} challenged Holtz-Eakin's remarks, saying she wanted to “disagree that
3408 is the primary reason for higher prices, There’s a whole lot of other reasons and that is not the primary

reason.”

- There was also discussion around drug rebates, which the Department of Health and Human
Services has targeted as a cause of high drug list prices. Peter Bach, director of the Memorial Sloan
Kettering Center for Health Policy and Outcomes, explained the current rebate structure allows higher list
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prices for drugs and higher rebates that “push more than the fair share to the patients that take expensive
drugs,” adding that those patients pay “more than the negotiated price.”

‘When Sen. John Cornyn (R-Tex.) asked why an anti-kickback rule essentially barring rebates exists under the
Social Security Act but not for prescription drugs, there was laugher in the room when Holtz-Eakin said he
“can’t explain that and won’t pretend to.”

“It’s not a transparent arrangement, and it does produce upward pressure on drug prices and the negotiation

between the [pharmacy benefit managers] and pharma in terms of the net cost,” Cornyn said.

— When Sen. Kamala Harris advocated at a CNN town hall this week for doing away with
private health insuranee to make way for Medicare-for-All, she stepped into an area of specifict
that madc her vulnerable to criticism.

Harris’s suggestion that the United States should “move on” from private health insurance, “drew attention to
the fact that the Medicare-for-all plans backed by 16 senators — including five potential candidates for the
Democratic nomination - would in effect remove private health insurance from the estimated 251 million
Americans who use it, broadly disrupting the industry and the way Americans experience the medical system,”

our Post colleague Annie Linskey reports.

There was a swift response from Republieans as well as from Howard Schuliz, the billionaire
coffee tycoon considering an independent presidential run. “That’s not American,” the former
Starbucks chief executive, said on CBS News. “What’s next? What industry are we going to abolish next? The
coffee industry?”

Annie compares the remarks in part to President Barack Obama, who was criticized for saying about the ACA
before it was implemented: “If you like your health-care plan, you'll be able to keep your health-care plan.”

“On the campaign trail, candidates often hear complaints from voters frustrated by rising drug prices,
staggering and widely inconsistent medical bills, skyrocketing deductibles, unaffordable premiums, and
difficult-to-conquer bureaucracies, creating pressure to offer a sweeping overhaul plan,” Annie writes, “But
the candidates’ slogans inevitably prove difficult to implement. And often it’s not exactly clear
what those slogans meant to begin with.”

She adds experience suggests voters, “despite their complaints about the health system, often react negatively

to proposals for sweeping change, possibly because of uncertainty about what would follow.”

AGENOY ALERT

— On the same day lawmakers were talking drug pricing on Capitol Hill, Health and Human
Services Secretary Alex Azar called for pharmaceutical companies to bring down the cost of
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medications, criticizing the companies that “once again announced large price increases” at the
beginning of the year.

Azar noted that a goal for the Trump administration is to bring down list prices altogether. “Drug companies
defend themselves by pointing out that these annual increases are on the ‘list price’ of drugs,” he writes in a
Stat op-ed. “List prices are typically reduced by additional payments to middlemen such as pharmacy benefit
managers and health insurers ... But Americans know better, because increases in list prices hit their
pocketbooks.”

Azar explicitly writes that “the definition of success for Americans and for President Trump will be lower list
prices — uot flat net prices or smaller and fewer list price increases.” The inclusion suggests the administration
is pushing back on pharmaceutical companies that have so far simply stalled price hikes, wrote Rachel Sachs,
an associate professor of law at Washington University School of Law in St. Louis:
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3/6/2019 Finat Vote Resutts for Roll Call 69
FINAL VOTE RESULTS FOR ROLL CALL 69
(Republicans in roman; Democrats in italic; Independents underlined)
HR 1892 RECORDED VOTE  9-Feb-2018  5:32 AM

QUESTION: On Motion to Concur in the Senate Amdt to the House Amdt to the Senate Amdt
BILL TITLE: The Bipartisan Budget Act of 2018

il AYES | ~NOES PRES | NV

{REPUBLICAN 167 67 4

{DEMOCRATIC 73 119 1

IIINDEPENDENT

{TOTALS 240 186 5
- AYES 240 ---

HAbraham Gibbs \Murphy (FL)

\Aderholt Gonzalez (1X) Nolan

i|Allen Goodlatte Nunes

, Amodet Gottheimer (V'Halleran

SlArrington Gowdy ('Rourke

{|Babin Granger Olson

{iBacon Graves (GA) Palazzo

{[Banks (IN) Graves (MO) Pascrell

§iBarletta Green, Al Paulsen

Barr Green, Gene Pittenger

1Beatry Grothman Poe (TX)

Bera Guthric Poliquin

iiBergman Hanabusa Reichert

Bilirakis Handel Rice (NY)

1|Bishop (GA) Harper Roby

;1Bishop (MI) Hartzler Roe (TN)

§iBishop (UT) Heck Rogers (AL)

1iBlackburn

hitp:/iclerk.house.govievs/2018/roll069.xm!

iggins (LA)

Rogers (KY)

{Blunt Rochester Higgins (NY) Rooney, Francis

iiBost Hill Rooney, Thomas J.

{Brady (TX) Himes Rosen

HBrooks (IN) Huffman Roskam

§iBuchanan Huizenga Ross

1 Bucshon Hultgren Royce (CA)

Burgess Hunter Ruiz
Bustos Hurd \Ruppersberger
Butterfield Issa Russell

{IByrne Tackson Lee Rutherford
Calvert Jenkins (KS) Rvan (OF)
Carbajal Jenkins (WV}) Ryan (W1)
Carter (GA) Johnson (OH) Scalise

fiCarter (TX) Johnson, E. B. \Schneider
Cartwright Johnson, Sam Scott (VA)
Castor (FL) Joyce (OH) Scott, Austin

14
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hitp:ficlerk house.gov/evs/2018/roli069.xmi

362319 Final Vote Results for Roli Cali 69
fiCheney IKaptur \Seotr, David
Coffman IKatko Sessions
i|Cohen iKearing Sewell (AL}
Cole [[Kelly (MS) Shea-Porter
(Collins (GA) ;Kelly (PA) Shimkus
Collins (NY) IKilmer Shuster
Comstock IKing (NY) Simpson
Conaway IKinzinger Sinema
Connolly Knight Slaughter
Cook \Kuster (NH) Smith (NJ)
Costa #Kustoff (TN) Smith (TX)
Costello (PA) {.aHood Soto
Courtney LaMalfa Stefanik
Cramer Lamborn Stewart
Crawford Lance Stivers
Crist Langevin Taylor
Cuellar Larsen (WA) Tenney
HCulberson Larson (CT) Thompson (CA)
Curbelo (FL) Latta Thompson (MS)
‘Davis, Rodney Lawrence ‘Thompson (PA)
DeLauro Lavwson (FL) Thorberry
DelBene [.oBiondo Tipton
Denham Loebsack Tonko
Dent Loudermilk Trott
:[DeSantis Love Tyongas
Deslarlais Lucas (Turner
Luetkemeyer Upton
Lynch Valadao
MacArthur Vela
Marchant Visclosky
Marino Wagner
Marshall Walberg
Mast Walden
McCarthy Walorski
McCaul Walters, Mimi
Farenthold McCollum Weber (TX)
Faso McHenry Welch
Ferguson McKinley Wenstrup
HFitzpatrick McMorris Rodgers Witliams
HFleischmann MceNerney Wilson (SC)
Flores McSally Wittman
[ [Fortenberry Meehan Womack
Frelinghuysen Messer ‘Woodall
(Fudge Mitchell Yarmuth
Gallagher Moolenaar Young (AK)
Garamendi Mullin Young (1A)
- NOES 186 ---
dams Gosar [Panena
Aguilar iGraves (LA) {Payne
|Amash {Griffith {IPcarce
Barragdn f Grijalva % Pelosi

2/4
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Barton
Bass
\Bever
Biggs
B[II”R’H(ZML’I’
Bonamici
Boyle, Brendan F.
Brady (PA)
Brat
Brooks (AL}
Brown (MD)
\Brownley (CA)
% Buck

Budd
Capuano
Cdrdenas
Carson (IN}
Castro (TX)
Chabot
Chu, Judy
Cicilline
Clark (MA)
Clarke (NY)
Clay
Cleaver
Clyburn .
‘Comer
Cooper
Correa
Crowley
Curtis
Davidson
Davis (CA)
Davis, Danny
\DeFazio
DeGette
Delaney
Demings
DeSalnier
\Dingell
Doggett
Duncan (SC)
Duncan (TN)
Ellison
Emmer
Engel
Eshoo
\Espaillat
\Foster
Foxx
Frankel (FL)
Gabhard
Gaetz
Gallego
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Gutiérrez
Harris
Hastings
Hensarling
Herrera Beutler
Hice, Jody B.
Holding
Hollingsworth
Hoyer
Hudson
ayapal
effries
Johnson (GA)
Johnson (LA)
Jordan
Kelly (IL)
Kennedy
Khanna
Kihuen
(Kildee
Kind
King (IA)
Krishnamoorthi
[.abrador
Lee
Levin
Lewis (GA)
Lewis (MN)
\Lieu, Ted
Lipinski
Lofgren
Long
\Lowenthal
Lowey
Lujan Grisham, M.
Lujdn, Bern Ray
\Maloney, Carolyn B.
Maloney, Sean
Massie
Matsui
MecClintock
McEachin
MceGovern
Meadows
Meeks
\Meng
Mooney (WV)
Moore
Moulton
Nadler
Napolitano
Neal
Newhouse
[Noem

\Perlmutter
Perry

Peters
Peterson
\Pingree
\Pocan

Polis

Posey

\Price (NC)
Quigley
Raskin
Ratclifte
Reed

Renacci

Rice (SC)
Richmond
Rohrabacher
Rokita
Ros-Lehtinen
Rothfus
Rouzer
Roybal-Allard
Rush

\Scinchez
Sanford
Sarbanes
Schakowsky
Schiff
Schrader
Schweikert
Sensenbrenner
Serrano
Sherman
\Sires

Smith (MQ)
Smith (NE}
\Smith (WA)
Smucker
\Speier

WSuozzi
Swalwell (CA4)
Takano

Titus

Torres

Vargas

Veasey
Veldzquez
Walker

Walz
Wasserman Schultz
Waters, Maxine
Watson Coleman
Webster (FL)
‘Westerman

314
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Garrett Norcross Wilson (FL)
Gianforte Norman Yoder
Gohmert Pallone Yoho
Gomez Palmer Zeldin

-—--NOT VOTING 5 ---
Black Bridenstine Jones
Blum Cummings

http:/icierk. house.govievs/2018/rall069.xmi
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Ms. Katie Keith

Subcommittee on Health
Hearing on

“Strengthening Qur Health Care System: Legislation to Reverse ACA Sabotage and

Ensure Pre-Existing Conditions Protections”
February 13,2019

Additional Questions for the Record

Ms. Katie Keith, JD, MPH, Associate Research Professor and Adjunct Professor of Law,

Georgetown University

The Honorable Debbie Dingell (D-MI)

1.

You noted that a recent analysis from the Kaiser Family Foundation showed that no
short-term plans covered maternity care in 2018. How will the Trump Administration’s
decision to expand short-term plans affect pregnant women in the individual market?

Answer: First, the Trump administration’s decision to expand short-term plans is

* contributing to higher premiums for consumers, including pregnant women, in the

individual market. The burden of higher premiums falls primarily on middle-income
families and individuals who are not eligible for subsidies under the Affordable Care Act.

Second, while the Trump administration has asserted that short-term plans provide

additional choices in the market, these plans are not an option for pregnant women. These
plans are medically underwritten and would likely treat being pregnant as a pre-existing
medical condition, Because of this, short-term plan insurers can, and likely do, refuse to
offer a policy to a pregnant woman or charge her much higher premiums, making the
policy unaffordable.

Finally, short-term plans present a particular risk for women who enroll in this type of
coverage and then become pregnant. As you note in your question, these plans typically
do not cover maternity care. Thus, enrollees who become pregnant are exposed to
significant health and financial risks by having to pay for maternity care on their own or
forgoing care that they and their family need.

I am especially concerned about what this might mean for young women. Data from
Young Invincibles shows that 83 percent of first-time mothers are between the ages of 18
and 34. Short-term plans are marketed to younger, heaithier people—often through

! Erin Hemlin, What's Happened to Millennials Since the ACA? Unprecedented Coverage and Improved

Access to Benefits, Young Invincibles (Apr. 2017), available at: http://younginvincibles.org/wp-
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aggressive and misleading marketing tactics, as discussed in my written testimony.
Young women may enroll in a short-term policy and become pregnant only to find out
that the policy will not cover maternity care or other critical services that they may need.

. The Trump Administration’s Section 1332 waiver guidance will let states choose to allow

insurance plans that do not follow the ACA’s consumer protections as long as at least one
ACA compliant plan is offered. Some have tried to argue that this guidance would
maintain protections for people with pre-existing conditions because at least one ACA
plan would be available. Can you describe how this decision will actually impact people
with pre-existing conditions in the individual market?

Answer: The impact of the Section 1332 waiver guidance will depend on the proposals
that states develop in response to the Trump administration’s guidance. To date, no state
has yet applied for a waiver under the Trump administration’s relaxed interpretations.

The guidance is, however, concerning because it encourages states to propose waivers
that would undermine access to coverage and care for people with pre-existing medical
conditions in the individual market. The new guidance encourages states to define
“coverage” to include plans that allow for medical underwriting and do not cover pre-
existing conditions. As a result, states could allow increased enroliment in short-term
plans or other non-comprehensive sources of coverage. The guidance suggests that states
could potentially receive federal funding to subsidize these plans, which discriminate
against those with pre-existing conditions. The new guidance would also allow for state
waivers that increase the number of people with less comprehensive coverage or higher
out-of-pocket costs. This would be especially burdensome to those with pre-existing
conditions who need regular care.

Overall, the guidance encourages states to consider waivers for less comprehensive
coverage that would not meet the needs of those with pre-existing conditions. Because
these types of proposals are inconsistent with the text of Section 1332 and the Affordable
Care Act, I expect that approval of a waiver that fails to meet the statutory requirements
of Section 1332 would face a swift legal challenge.

The Honorable Kathy Castor (D-FL)

I

Please identify the insurance companies that are offering short-term, limited duration
plans and in which states they are offering them.

Answer: There is currently no source of comprehensive data on the insurance companies
that are offering short-term, limited duration plans and in which states they are offering
them. Even state insurance departments have little information about the status of their

content/uploads/2017/05/Y1-Health-Care-Brief-2017.pdf.
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current short-term plan markets.? To help address this gap, the National Association of
Insurance Commissioners (NAIC) is pursuing a data call on the sale of short-term,
limited duration insurance coverage. It is not clear when this data call will be finalized or
whether (and the degree to which) the results will be made available to the public.

Although comprehensive data does not exist, I am aware of a number of insurance
companies offering this type of coverage, typically in multiple states. These include
Golden Rule Insurance Company, National General Accident and Health, and Health
Insurance Innovations, Inc. Additional data is available from a study by colleagues at
Georgetown University’s Center on Health Insurance Reforms that identified insurance
companies that are eligible to sell short-term, limited duration plans in 17 states (although
not all may be actively doing so at this time). Finally, an annual report from the NAIC,
releas4ed in 2018, identifies the 30 largest companies that offered short-term coverage in
2017.

2 Emily Curran et al., “Do States Know the Status of Their Short-Term Health Plan Markets?”
Commonwealth Fund Blog (Aug. 2018), available at: hitps://www.commonwealthfund.org/blog/2018/do-states-
know-short-term-health-plan-markets.

3 Emily Curran et al,, “Do States Know the Status of Their Short-Term Health Plan Markets?”
Commonwealth Fund Blog (Aug. 2018), available at: https://www.commonwealthfund.org/blog/2018/do-states-
know-short-term-health-plan-markets.

* National Association of Insurance Commissioners, 2017 Accident and Health Policy Experience Report,
at 83 (2018), available at: https://www.naic.org/prod_serv/AHP-LR-18.pdf.
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April 24, 2019

The Honorable Debbie Dingell
U.S. House of Representatives
116 Cannon House Office Building
Washington, DC 20515

The Honorable Debbie Dingel:

Thank you for your time and attention during my testimony before the House Energy and Commerce’s
Subcommittee on Health’s hearing entitied “Strengthening Our Health Care System: Legislation to
Reverse ACA Sabotage and Ensure Pre-Existing Conditions Protections” concerning short-term limited
duration insurance {5TLD{}.

Following my testimony, you asked:

You noted thot the Administration’s decision to cut outreach and
enroflment efforts by 90 percent has made It difficult to reach and
inform consumers. Can you describe the efforts you would be making if
this funding was restored?

| appreciate you highlighting the importance of adequately funding outreach and enroliment efforts. At
its fundamental essence, outreach and enroliment is critical to the long-term viability of the health
insurance market, because outreach encourages enroliment. As more people are enrolled in health
insurance coverage, the size of the risk poof increases, and therefore the more expensive risks are
spread across a larger population. Additionally, increasing enroliment means that more people have
health insurance coverage and are consequently protected from being subject to overwhelming medical
debt if they need significant medical care. Finally, health insurance coverage allows individuals to more
readily access health care services, which can ailow for a more proactive approach to avoiding
catastrophic and costly medical conditions which consequently lowers the overall costs of the health
care system.

To facilitate increased enroliment in the heaith insurance market, outreach and enrofiment initiatives
use a two-prong approach. First, outreach efforts focus on educating consumers about the importance
of enrolfing in health insurance at the right time, in the health insurance product most suitable for the
consumer’s needs. Outreach campaigns highlight the criticality of open enroliment periods, while also
providing educational opportunities for individuals regarding the nuances of shopping for and selecting
an appropriate heaith insurance plan - for example, adequate provider networks, drug formulary
coverage, and anticipated out-of-pocket costs.

Second, enroliment efforts focus on securing successful enroliment for consumers in the most
appropriate coverage for them. For example, enrollment assistance generally allows a consumer to
explore whether their income allows them to secure health care coverage through a government
program, or whether financial assistance is available within the individual market. Enroliment efforts
also focus on ensuring the consumer’s enrollment is effectuated, rather than having the application
process stalled for various reasons.
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As the federal government currently runs Pennsyivania’s health insurance exchange, we have relied on
the federal government to conduct outreach and enroliment efforts in the Commonweaith. Asthe
federal government ceased conducting such activities, outreach and enroliment efforts have fallen to
the state to coordinate and fund. We have conducted successful outreach and enroliment campaigns
operating on a very limited budget, using funds that have had to unfortunately be reallocated from
other purposes. if outreach and enrollment funding were restored, the funding would be given to the
federal government as the entity responsible for running Pennsylvania’s exchange.

Our expectation is that if this funding were to be restored, the federal government would use those
funds to once again implement a rigorous and multi-faceted approach to outreach and consumer
assistance for the health insurance exchange, including broad marketing and advertising, as well as
targeted and on-the-ground efforts through a robust navigator program and other strategies.

Based on the most recent American Community Survey data, Pennsylvania’s uninsured rate is at an ail-
time low. Overall, our goal is to ensure that we continue to increase coverage and move that number in
the right direction, not the wrong one. We view outreach and enrollment efforts as a critical piece of
ensuring that happens. If these funds were restored and used effectively, they would be used to support
Pennsylvanians through the enroliment process, ensure they are aware of the timelines, options, and
financial assistance, and, ultimately, increase coverage. ‘

Thank you for the opportunity to respond to your question. We look forward to working with you on
the many issues involving health insurance coverage and are pleased that you have an interest in these

matters.

Sincerely,

Jessica K. Altman
Commissioner

cc: Hon. Frank Pailone, Jr., Chairman
Committee on Energy and Commerce

Hon. Greg Walden, Ranking Member
Committee on Energy and Commerce

Hon. Anna G. Eshoo, Chairwoman
Subcommittee on Health

Hon. Michael C. Burgess, Ranking Member
Subcommittee on Health
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April 24, 2019

The Honorabie Kathy Castor

U.S. House of Representatives

2052 Rayburn House Office Building
Washington, D.C. 20515

The Honorable Kathy Castor:

Thank you for your time and attention during my testimony before the House Energy and Commerce’s
Subcommittee on Health's hearing entitled “Strengthening Our Health Care System: Legislation to
Reverse ACA Sabotage and Ensure Pre-Existing Conditions Protections” concerning short-term limited
duration insurance {STLD!}.

Following my testimony, you asked:

Please identify the insurance companies that are offering short-term,
limited duration plans and in which states they ore offering them.

Thank you for your interest in the sales of STLDI. As | mentioned in my testimony, | have committed my
Department to doing all that it can to make sure that STLD! is accurately and appropriately represented
to Pennsylvanians, but remain concerned by the volume of untoward practices in the market. for that
reason, we are working to better understand the proliferation of STLDI in the Commonwealth and are
asking questions of our market similar to the question you raised to me.

As Pennsylvania’s insurance commissioner, | am not in a position to provide national information on
companies offering STLDI, nor in which states those companies are selling. I would be happy to provide
additional information on STLDI in Pennsylvania specifically, if that information is of interest. However,
the National Association of Insurance Commissioners {NAIC}, which is the U.S. standard-setting and
regulatory support organization created and governed by the chief insurance regulators from the 50
states, the District of Columbia and five U.S. territories, is working to coordinate with regulators like
myself from across the country to better understand the overall STLDI market:

Specifically, the NAIC's Market Analysis Working Group will be issuing a survey on STLDI later this year.
The data call will survey short-term plans’ sale, coverage and marketing tactics, and how those things
vary from state to state. The NAIC intends to share the non-proprietary information with Congress and
the Administration. The findings will be helpful to regulators and fegisiators when attempting to glean
how and where STLD! products are sold, and | believe will be the most helpful resource to respond to
your question. With your permission, ! will plan to coordinate with the NAIC to follow up with you
following the compilation of the NAIC's survey to provide a more substantive response to your question

Thank you for the opportunity to respond to your question. | look forward to working with you on the
many issues involving health insurance coverage and are pleased that you have an interest in these

matters.

Sincerely,
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Jessica K. Altman
Commissioner

cc: Hon. Frank Pallone, Jr., Chairman
Committee on Energy and Commerce

Hon. Greg Walden, Ranking Member
Committee on Energy and Commerce

Hon. Anna G. Eshoo, Chairwoman
Subcommittee on Health

Hon. Michael C. Burgess, Ranking Member
Subcommittee on Health
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GALEN

INSTITUTE

A not-for-profit heaith and tax policy research organization

April 25,2019

Hon. Frank Pallone, Jr.

Chairman

Committee on Energy and Commerce
2125 Rayburn House Office Building
Washington, D.C. 20515

Dear Chairman Pallone:

Thank you for inviting me to testify before the Subcommittee on Health on February 13
about “Strengthening Our Health Care System.”

Please see attached for my reply to the written follow-up question from Rep. Kathy
Castor about short-term limited duration plans and which states are offering them.

T hope to continue to work with the committee on legislation to strengthen our health care
system and provide more choices of more affordable health coverage and care.

Sincerely,

Grace-Marie Turner
President

cc:  Hon. Greg Welden, Ranking Member, Committee on Energy and Commerce
Hon. Anna G. Ishoo, Chairwoman, Subcommittee on Health
Hon. Michael C. Burgess, M.D., Ranking Member, Subcommittee on Health

Officers: Grace-Marie Turner, President » Beth Haynes, M.D., Treasurer » John S. Hoff, Esq., Secretary
P.0. Box 130 « Paconian Springs, VA 20129 » Phone 703-687-4665 » www.galen.org » AmericanHealthCareChoices.org
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Q. Please identify the insurance companies that are offering short-term limited duration

plans and in which states they are offering them.

A. The following table lists, by state, the insurers that reported short-term limited-
duration policies in effect as of December 31, 2018.

State  Parent Company . Subsidiary )

AR CATHOLIC HLTH INITIATIVES GRP QCA HLTH PLAN INC

AR ARKANSAS BCBS GRP USABLE MUT INS CO

DE GENEVE HOLDINGS INC GRP INDEPENDENCE AMER INS CO

D BLUE CROSS OF ID GRP BLUE CROSS OF ID HLTH SERV INC

IL CARLE HOLDING CO GRP HEALTH ALLTANCE MEDICAL PLANS
IL WARRIOR INVICTUS HOLDING CO GRP  UNITED SECURITY HLTH & CAS INS CO
N UNITEDHEALTH GRP GOLDEN RULE INS CO

Ml JACKSON NATL GRP' JACKSON NATL LIFE INS CO

MI SPECTRUM HLTH GRP PRIORITY HLTH INS CO

MO BCBS OF KC GRP BCBS OF KC

NC AMTRUST NGH GRP INTEGON NATL INS CO

NY GENEVE HOLDINGS INC GRP STANDARD SECURITY LIFE INS CO OF NY
OH MEDICAL MUT OF OH GRP ' MEDICAL MUT OF OH

OH MUNICH RE GRP AMERICAN MODERN HOME INS CO

OR CAMBIA HEALTH SOLUTIONS INC LIFEMAP ASSUR CO

SC BCBS OF SC GRP COMPANION LIFE INS CO

X NEW ERA LIFE GRP PHILADELPHIA AMER LIFE INS CO

TX AMTRUST NGH GRP NATIONAL HLTH INS CO

UuT THC INC GRP * SELECTHEALTH BENEFIT ASSUR CO INC
uT STANDARD LIFE & CAS INS CO STANDARD LIFE & CAS INS CO

wI SOUTHERN GUAR INS CO SOUTHERN GUAR INS CO

The total number of STLD policies reported by insurers as in-force was 57,595, with an
aggregate enrollment of 86,618 covered lives.

About the data: This information was compiled by Heritage Senior Fellow Ed
Haislmaier using data from the National Association of Insurance Commissioners
(NAIC) “Accident And Health Policy Experience Report” for 2018. Insurers file that
report annually with state regulators. The table uses abbreviations assigned by the NAIC.
Note that it is not possible to identify from this source instances of states 1) where an
insurer has policies in-force but has stopped writing new policies, or; 2) where an insurer
has started offering the coverage but did not yet have policies in-force as of the reporting
date.

The Foundation for Government Accountability also closely follows short-term

limited-duration plans. Senior fellow Josh Archambault reports that the plans are
available in 42 states, based upon the most recent data available from
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healthinsurance.org.
https://www.healthinsurance.org/assets/img/landin

tenn-hea]th-insu:ance.pgf

He provided a list of some companies that sell short-term plans, but it is not exhaustive
and they are not in all states. (For example, one company is in 26 states, and one is in 40
states.)

Companion Life

Everest Reinsurance Company

LifeShield National Insurance Company
National General Accident and Health
Standard Life & Accident Insurance Company
UnitedHealth

IHC Group

Some BlueCross BlueShield state plans are selling in the market as well but don't sell
under the name BCBS or Anthem.

Value of Bridge Plans: During the hearing, many members of the committee called
STLD plans “junk insurance” because these policies are not required to cover all of the
benefits mandated by the Affordable Care Act. But these bridge plans can be a lifeline
for people who are otherwise shut out of the market for insurance or need coverage when
they are between jobs, starting new companies, retiring early, or otherwise can’t afford
traditional coverage.

One example: A single dad with two boys had to drop his ACA exchange policy
because he lost his subsidy eligibility and couldn’t afford to pay the high
premiums. He wanted to protect his family and bought a short-term limited-
duration plan. Tragically, one of his sons was diagnosed with leukemia some
months after he bought the policy. The insurer paid $170,000 for the boy to get
the care he needed. His dad was extremely grateful this option was available to
him. FGA polling shows the strong support for giving people the option of bridge
plans, and a recent does as well.

https://www.youtube.com/watch?v=20B-QUxuR-A

I appreciate your follow-question and am happy to provide additional information.
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