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HEALTH CARE LIFELINE: THE AFFORDABLE 
CARE ACT AND THE COVID-19 PANDEMIC 

WEDNESDAY, SEPTEMBER 23, 2020 

HOUSE OF REPRESENTATIVES, 
SUBCOMMITTEE ON HEALTH, 

COMMITTEE ON ENERGY AND COMMERCE, 
Washington, DC. 

The subcommittee met, pursuant to call, at 10:00 a.m., via Cisco 
Webex online video conferencing, Hon. Anna G. Eshoo (chairwoman 
of the subcommittee) presiding. 

Members present: Representatives Eshoo, Engel, Butterfield, 
Matsui, Castor, Sarbanes, Luján, Schrader, Kennedy, Cárdenas, 
Welch, Ruiz, Dingell, Kuster, Kelly, Barragán, Blunt Rochester, 
Pallone (ex officio), Burgess (subcommittee ranking member), 
Upton, Shimkus, Guthrie, Griffith, Bilirakis, Long, Bucshon, 
Brooks, Mullin, Hudson, Carter, Gianforte, and Walden (ex officio). 

Also present: Representatives Schakowsky, O’Halleran, and Rod-
gers. 

Staff present: Jeffrey C. Carroll, Staff Director; Waverly Gordon, 
Deputy Chief Counsel; Perry Hamilton, Deputy Chief Clerk; Saha 
Khaterzai, Professional Staff Member; Una Lee, Chief Health 
Counsel; Aisling McDonough, Policy Coordinator; Meghan Mullon, 
Policy Analyst; Joe Orlando, Policy Analyst; Kaitlyn Peel, Digital 
Director; Tim Robinson, Chief Counsel; Chloe Rodriguez, Deputy 
Chief Clerk; Rick Van Buren, Health Counsel; Nolan Ahern, Minor-
ity Professional Staff, Health; Mike Bloomquist, Minority Staff Di-
rector; William Clutterbuck, Minority Staff Assistant; Peter Kielty, 
Minority General Counsel; Ryan Long, Minority Deputy Staff Di-
rector; Clare Paoletta, Minority Policy Analyst, Health; and 
Brannon Rains, Minority Policy Analyst. 

Ms. ESHOO. The Subcommittee on Health will now come to order. 
And due to COVID-19, today’s hearing is being held, obviously, 

remotely. All Members and witnesses will be participating via 
video conferencing. 

As part of our hearing, the microphones will be set on mute to 
eliminate background noise. So members and witnesses, please 
unmute your microphone each time you wish to speak so that we 
don’t have to go through, can you hear me, am I—I see lips moving 
but no sound. 

Documents for the record, will be sent to—or should be sent to 
Meghan Mullon at the email address we have provided to the staff, 
and all documents will be entered into the record at the conclusion 
of the hearing. 
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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 

We begin our hearing today on a really very somber note. This 
week, our country passed the tragic milestone of losing 200,000 of 
our fellow Americans to COVID. And last Friday, America lost its 
most consequential jurist of our time, Justice Ruth Bader Gins-
burg, to pancreatic cancer. These painful losses are why we are 
having this hearing today. 

Millions of Americans are struggling. They are sick, many are 
hungry, so many are jobless. Yet on November 10, the Trump ad-
ministration, along with Republican attorneys general, will argue 
before the Supreme Court that it should strike down the entirety 
of the Affordable Care Act. If successful—and they may be—21 mil-
lion Americans will lose healthcare immediately. 

Protections for the 133 million Americans with preexisting condi-
tions, such as asthma, diabetes, and the lasting health conditions 
caused by COVID, which has infected 7 million Americans to date, 
will be gone. Young adults will lose their ability to stay on their 
parents’ health insurance until the age of 26. Approximately 109 
Americans will face lifetime limits on their coverage, keeping them 
from being able to afford care for expensive illnesses like cancer, 
hemophilia, and mental health conditions. 

The title of today’s hearing calls the Affordable Care Act a life-
line. This is the first recession where Americans who lose their job- 
based health coverage have the lifeline of affordable coverage be-
cause of the ACA. A recent study by the Kaiser Family Foundation 
found that for workers who filed unemployment claims during the 
pandemic, more than 20 million may be eligible for the ACA’s Med-
icaid or marketplace coverage. 

Some States, including my home State of California, have em-
braced the Affordable Care Act’s lifeline and offered special enroll-
ment periods. As we will hear from Peter Lee, the CEO of Covered 
California, the State offered a special enrollment period during the 
pandemic. Between March 20 and August 31, nearly 290,000 Cali-
fornians signed up for coverage through the enrollment period. 

I would like to enter into the record the letter I received from 
AFSCME Council 57 that said, quote: California’s decision to have 
a special enrollment period for the ACA has been a game changer 
in the lives of those who have lost their healthcare coverage when 
they lost their jobs during the pandemic or have been impacted by 
the wildfires. Sadly, the Trump administration has not offered a 
special enrollment period, keeping Americans from the ACA’s life-
line. 

The American Medical Association wrote in a friend-of-the-court 
briefing that striking down the Affordable Care Act, quote, at a 
time when the system is struggling to respond to a pandemic, 
would be a self-inflicted wound that could take decades to heal, un-
quote. 

I ask my Republican colleagues to avoid these self-inflicted 
wounds, end your decade-long fight to repeal and weaken the Af-
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fordable Care Act. Join us in passing the HEROES Act to shore up 
Medicaid coverage for nearly 73.5 million Americans across our 
country and help save the jobs and health coverage of firefighters, 
of police officers, teachers, hospital workers, and other essential 
workers across our country. 

I thank everyone, and I look forward to—we all look forward to 
welcoming and hearing from our witnesses. 

[The prepared statement of Mr. Eshoo follows:] 

PREPARED STATEMENT OF HON. ANNA G. ESHOO 

We begin our hearing today on a somber note. Earlier this week our country 
passed the tragic milestone of losing 200,000 of our fellow Americans to COVID-19, 
and last Friday, America lost the greatest jurist of our time, Justice Ruth Bader 
Ginsburg to pancreatic cancer. 

These painful losses are why we’re having this hearing today. Millions of Ameri-
cans are struggling, sick, hungry, and jobless, yet on November 10th the Trump Ad-
ministration along with Republican Attorneys General will argue before the Su-
preme Court that it should strike down the entirety of the Affordable Care Act. 

If successful, and they may be, 21 million Americans will lose health coverage im-
mediately. 

Protections for the 133 million Americans with preexisting health conditions such 
as asthma, diabetes, and the lasting health conditions caused by COVID-19 which 
has infected 7 million Americans to date, will be gone. 

Two million young adults will lose their ability to stay on their parent’s health 
insurance until the age of 26.Approximately 109 million Americans will face lifetime 
limits on their coverage, keeping them from being able to afford care for expensive 
illnesses like cancer, hemophilia, and mental health conditions. 

The title of today’s hearing calls the Affordable Care Act a ‘‘lifeline.’’ This is the 
first recession where Americans who lose their job-based health coverage have the 
lifeline of affordable coverage because of the ACA. A recent study by the Kaiser 
Family Foundation found that for the workers who filed unemployment claims dur-
ing the pandemic, more than 20 million may be eligible for the ACA’s Medicaid or 
Marketplace coverage. 

Some states, including my home state of California, have embraced the Affordable 
Care Act’s lifeline and offered special enrollment periods. As we’ll hear from Peter 
Lee, the CEO of Covered California, the state offered a special enrollment period 
during the pandemic. Between March 20th and August 31st nearly 290,000 Califor-
nians signed up for coverage through the enrollment period. 

I’d like to enter into the record a letter I received from AFSCME Council 57 that 
said, ‘‘California’s decision to have a special enrollment period for the ACA has been 
a game changer in the lives of those who have lost their healthcare coverage when 
they lost their jobs during the pandemic or have been impacted by the wild fires.’’ 

Sadly, the Trump Administration has not offered a special enrollment period, 
keeping Americans from the ACA’s lifeline. 

The American Medical Association wrote in a Friend of the Court Briefing that 
striking down the Affordable Care Act. ‘‘At a time when the system is struggling 
to respond to a pandemic. would be a self-inflicted wound that could take decades 
to heal.’’ 

I ask my Republican colleagues to avoid these self-inflicted wounds. End your dec-
ade-long fight to repeal and weaken the Affordable Care Act. Join us in passing the 
Heroes Act to shore up Medicaid coverage for nearly 73.5 million Americans across 
the country and help save the jobs and health coverage of firefighters, police, teach-
ers, hospital workers, and other essential workers across the county. 

Thank you and I look forward to hearing from our witnesses. 

Ms. ESHOO. The Chair now recognizes Dr. Burgess, the ranking 
member of the Subcommittee on Health, for 5 minutes for his open-
ing statement. And please remember to unmute. 

Is Dr. Burgess with us? 
If not, then I will recognize the ranking member of the full com-

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

Mr. WALDEN. Well, thank you very much, Madam Chair. I as-
sume you can hear me now. I will go ahead and start. I don’t know 
where Dr. Burgess is, but I want to thank you for this hearing. It 
could give us a great opportunity to hear from the experts—and I 
hope wewill—on how COVID-19’s pandemic has affected healthcare 
coverage in this country. 

And so we all need to have this discussion. We know Americans 
were promised, when the Affordable Care Act passed, a $2,500 re-
duction in our insurance premiums, and lo and behold, that obvi-
ously never happened; in fact, just the opposite. 

I remember all the stories when the ACA took over about people 
who were promised they could keep their health plan or their doc-
tor, and neither of those things panned out well either. And mean-
while, we still have their—you know, a lot of folks who have no ac-
cess to care, still in the 10 to 20 percent range in some places. 

But I think even as troubling, if not more so, is the issues that 
have arisen around the edges. Chairman Pallone and I have 
worked a lot on this issue of surprise medical billing, something 
President Trump has been out front and leading on for most of the 
time in office. And we are very close it Should become law, to stop 
this practice of surprise medical billing, where people think that— 
who have played by all the rules, think that they should be cov-
ered. And then as we heard in our hearings, turns out they get 
stuck with a bill for $50,000 because somebody contracted out some 
facility within a hospital that their insurance said was covered, and 
they get stuck. 

I am really troubled that we have not provided for continuous 
and robust funding for our community centers. It is a travesty that 
this Congress has not done that. As you know, Chairman Pallone 
and I, with our bill on surprise medical billing, could have funded 
that. And yet for whatever set of reasons, that hasn’t happened ei-
ther. And so our community health centers are left wondering, in 
the lurch, how long will they have their funding, how can they do 
their hiring, and they are hanging out there. 

And so while we are having this hearing today and certainly will 
be informed thereby, I just sort of suspect that it will go down the 
lines of my friend’s opening statement and perhaps trigger into 
some of the politics of healthcare as we are 45 days out from the 
election or whatever it is. And so it is unfortunate. We have 
worked together on a lot of issues, and there is certainly a lot we 
could do going forward. 

It is unfortunate that we did not find common ground on the 
issues related to high cost of prescription drugs. But trading off in-
novation for—and cures, especially as we are seeing the fight on 
COVID, for the illusion that you are going to get cheaper prices 
just doesn’t make sense. 

And here we are, having worked together on 21st Century Cures 
legislation in the past and investing in our National Institutes of 
Health record amounts, looking forward to the various companies 
that have spent night and day trying to come up with a vaccine as 
they move through their trials. We have never needed innovation 
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more, not only in the vaccine world, but also in the world of thera-
pies. 

And finally I would just say, we need to work together to mod-
ernize the Strategic National Stockpile. There have been a lot of 
lessons learned at every phase as we have dealt with this unprece-
dented pandemic, a pandemic that, by the way, has killed millions 
across the world, hundreds of thousands. And it is not just in the 
U.S. 

And so I think that Operation Warp Speed is something that we 
should be proud of, as the administration has moved at record pace 
to break down bureaucratic barriers while maintaining safety and 
efficacy of whatever pharmaceuticals become available, either 
treatments, which they are working on, therapies, as well as vac-
cines. These are twin needs for the American people and the 
healthcare of American people, and the administration has moved 
at record speed through this process to get these cures out to the 
public. 

So I would close with this: I know the issue of preexisting condi-
tions is something that is being raised, but let’s not forget for those 
Republicans in 1996, as part of ERISA, put preexisting condition 
protection into law. I have multiple times this Congress, from day 
one, literally said, if we are going to have this litigation in the 
courts, shouldn’t we come together as a Congress and reaffirm the 
preexisting conditions for American people, and that effort has 
been shot down every time by my friends on the other side of the 
aisle. 

So there is a lot we can find common ground on, Americans ex-
pect us to do that, and I hope that after this hearing gets behind 
us, we could still work together this fall and get good things done. 

And I yield back. 
[The prepared statement of Mr. Walden follows:] 

PREPARED STATEMENT OF HON. GREG WALDEN 

Thank you, Madame Chairwoman. And welcome to our witnesses, thank you 
forbeing here today to offer your expertise. 

Today’s hearing could offer us a great opportunity to hear from experts about how 
the COVID-19 pandemic has affected healthcare coverage in this country. We could 
also discuss how, despite the Affordable Care Act still being the law of the land, 
the underlying costs ofhealthcare have continued to rise and are now being borne 
by patients who may have lost their employer-based care. Furthermore, we could 
also explore ways for the economy to safely reopen in coordination with public 
health efforts to ensure furloughed workers can come back to their jobs and regain 
the benefits they have bargained for and earned. I hope this hearing is an oppor-
tunity to discuss those worthy issues, which I believe should be of bipartisan inter-
est. 

I can’t help but feel, however, that today’s hearing is somewhat political in na-
ture. That this topic will be used as an excuse to admonish the Trump Administra-
tion and celebrate the Affordable Care Act, to relitigate partisan debates of the past. 

I want to be perfectly clear: Republicans support affordable healthcare for Ameri-
cans. We also fully support protections for patients with pre-existing conditions. In 
fact, measures we’ve put on the House floor to affirm these protections have been 
denied four different times by Democrats. This issue is not up for debate. Holding 
a hearing that drudges up old arguments about the Affordable Care Act in an at-
tempt to label Republicans as anti-patient is not only disingenuous, it is a waste 
of precious time. 

In addition to supporting pre-existing conditions protections, we also want to ad-
dress the cost of healthcare, an underlying problem that I hear from my constitu-
ents about on a regular basis. Americas were promised their premiums would go 
down by $2500 a year if we passed the ACA but they did the opposite. Addressing 
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the cost of care is why I have worked in a bipartisan fashion with Chairman Pallone 
and Senators Alexander and Murray on the Lower Healthcare Costs Act, a bill that 
would bring much-needed transparency into our healthcare system and end the ne-
farious practice of surprise billing. These are the kinds of policies we should be dis-
cussing today, policies that put patients back in control of their healthcare and put 
dollars back in their pockets. 

States, as the laboratories for democracy and public policy, are innovating to keep 
healthcare coverage accessible and affordable. My home state of Oregon, by working 
with both the Obama and Trump Administrations, has successfully applied for mul-
tiple waivers from CMS to invest in care and drive down the cost curve. 

I’m also thrilled to have Director Cameron here from my neighboring state of 
Idaho. Director Cameron: I look forward to hearing about your partnership with pro-
viders to keep costs down for patients, especially during the COVID-19 pandemic. 

As for the federal response to COVID-19, we have worked in a bipartisan fashion 
to provide trillions of dollars in relief to our communities. We have made testing 
and associated visits free to all patients regardless of their insurance status. We 
have poured funds into state Medicaid programs and set aside $175 billion for med-
ical providers to bring accessible testing and treatment to patients across the coun-
try. We have greatly expanded coverage of telehealth services and given patients 
more flexibility in how they spend their hard-earned dollars on healthcare expenses 
during the pandemic. 

We do not believe, however, that the answer to every challenge is billions of dol-
lars in increased federal spending. We have seen how one-size-fits-all approaches 
have affected the underlying cost of care, and we should be wary of the politicization 
of this crisis as a reason to massively expand federal programs. There are many 
types of coverage, including government programs, designed for times like this. 

Dr. Holtz-Eakin: I look forward to your testimony on how we can target our re-
sponse to directly address the challenges created by the economic downturn associ-
ated with this pandemic. 

I want to close by urging my colleagues on both sides of the aisle to resist the 
temptation to engage in partisan politics; to be forward looking in our response to 
the COVID-19 pandemic; and to constructively engage our witnesses to tackle the 
legitimate public policy issues that have arisen during this crisis. If we simply re-
treat into our corners and use this hearing as an excuse to throw rocks at the other 
side, the American people will not benefit. I yield back. 

Ms. ESHOO. Part 3 contained legislation. Cost of therapeutic 
drugs—Stockpile. 

The Chair now recognizes the chairman of the full committee, 
Mr. Pallone. There is some terrible background noise. 

Mr. WALDEN. Ma’am, I am having trouble hearing you. I would 
like to suspend this—— 

Ms. ESHOO. Would everyone mute so that we don’t have that? It 
is really—thank you. Oh, there it goes again. 

Frank, I think you are going to have to speak against this back-
ground noise. 

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

Mr. PALLONE. Well, how is it now? Do you hear me well or not? 
Ms. ESHOO. I can hear you, yes. 
Mr. PALLONE. All right, let me try to—— 
Ms. ESHOO. It is still there. It is still there. 
Mr. PALLONE. Thank you, Chairwoman Eshoo. 
The COVID-19 pandemic has caused an unprecedented health 

and economic crisis. As many as 200,000 Americans have lost their 
lives, more than 6 million have been infected with the disease, of 
course, tens of millions have lost their jobs. And millions of Amer-
ican families are justifiably anxious and concerned about both their 
health and their financial security. 
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So as you know, the HEROES Act, which the House passed more 
than four months ago, would provide a lot of support and assist-
ance to struggling families by expanding the healthcare safety net, 
increasing support to States to fund the Medicaid programs, and 
ensuring access to free treatment for COVID-19. But unfortunately, 
Senator McConnell and the Trump administration either do not un-
derstand the need for the Federal Government to take bold action, 
or worse, they prefer to willfully ignore and downplay the serious-
ness of the challenge before us. 

So let me be clear, further delay in passing the HEROES Act or 
coming up with some kind of a consensus bill will cost us countless 
lives, lasting damage to our economy, and immeasurable financial 
hardship to millions of American families. And unfortunately, the 
Trump administration is not interested in working with Congress 
to address this crisis. 

I know the President says he wants this or that, he wants a big 
bill, but hasn’t really seriously sat down with the House leadership 
to come up with something that we can all agree on. Instead, the 
administration is actually seeking, in my opinion, to do further 
damage to our healthcare system and to the social safety net that 
millions of Americans have turned to during the crisis, and that is 
because the President continues to support this Republican lawsuit 
that is now before the Supreme Court to strike down the entire Af-
fordable Care Act in the middle of this pandemic. 

And now, the President and Senate Republicans are trying to 
jam a Supreme Court nominee through the Senate, just a month 
before the Presidential election, and I believe a big part of that is 
an attempt to seal the fate of the ACA and ensure its demise, be-
cause the hearing before the Supreme Court begins in November. 

And I want to remind folks that what is at stake here, if the 
Trump administration succeeds and they do strike—and the Su-
preme Court does strike down the ACA. We would have 20 million 
Americans who would lose their healthcare coverage, protections 
for more than 133 million people with preexisting conditions would 
be eliminated, and everyone who has been infected with COVID-19 
now has a preexisting condition and, in my opinion, could qualify 
as a preexisting condition. Also, tax credits for affordable health 
coverage would be gone, and young adults would no longer be able 
to stay on their parents’ insurance until they turn 26. And of 
course, there is a lot, much more that would be repealed with the 
ACA, like the Indian Healthcare Improvement Act, and the list 
goes on. 

But it doesn’t have to be this way. Instead of attacking the ACA, 
the Trump administration could use it to help people in time of cri-
sis. According to a Census Bureau survey, over 3 millions Ameri-
cans have lost employer-sponsored coverage between April and July 
of this year. Yet the administration has refused to establish a 
broad special enrollment period to allow uninsured Americans to 
sign up for coverage through the ACA marketplace. And the Trump 
administration also refuses to invest in outreach and enrollment ef-
forts to make Americans aware of their coverage options, and in-
stead has imposed arbitrary barriers seemingly intended to deter 
enrollment. 
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In contrast, State-based marketplaces that have implemented 
broad emergency special enrollment periods have reported signifi-
cant enrollment during the pandemic. People want to sign up. 

Now, the Trump administration also continues to undermine 
Medicaid, even though it has been a lifeline for millions during the 
pandemic. According to one estimate, since February, Medicaid en-
rollment has increased by 6 million people. It is never a good time 
to be without health insurance, and it is especially dangerous dur-
ing a pandemic. 

A study by the University of Michigan found that even before the 
pandemic, Medicaid expansion had saved the lives of over 19,000 
adults between the ages of 55 and 64. Medicaid is helping people 
keep healthcare coverage when they need it most. 

So today’s hearing is an opportunity to better understand the 
ACA’s impact on the status of health coverage amidst the COVID- 
19 and what needs to be done to expand and improve access to 
qualify—to quality affordable healthcare. And it is also an oppor-
tunity to reflect on what is at stake when the Supreme Court hears 
oral arguments in Texas v. California on November 11. 

While the ACA has been a lifeline for millions during the pan-
demic, its future, once again, hangs in the balance of the Supreme 
Court, and I can’t imagine, Madam Chair, that the stakes could be 
higher right now. So I look forward to the discussion. I think this 
hearing is very timely. And thank you again, Ms. Eshoo. 

[The prepared statement of Chairman Pallone follows:] 

PREPARED STATEMENT OF MR. PALLONE 

The COVID-19 pandemic has caused an unprecedented health and economic cri-
sis—200,000 Americans have lost their lives, more than six million have been in-
fected with the disease and tens of millions have lost their jobs. Millions of Amer-
ican families are justifiably anxious and concerned about both their health and their 
financial security. 

The Heroes Act, which the House passed more than four months ago, would pro-
vide more support and assistance to struggling families, by expanding the 
healthcare safety net, increasing support to states to fund their Medicaid programs, 
and ensuring access to free treatment for COVID-19. Unfortunately, Senator 
McConnell and the Trump Administration either do not understand the need for the 
Federal Government to take bold action, or worse, they prefer to willfully ignore and 
downplay the seriousness of the challenge we face. Let me be clear—further delay 
in passing the Heroes Act will cost us countless lives, lasting damage to our econ-
omy, and immeasurable financial hardship to millions of American families. 

Unfortunately, the Trump Administration is not interested in working with Con-
gress to address this crisis. Instead, the Administration is actually seeking to do fur-
ther damage to our healthcare system and to the social safety net that millions of 
Americans have turned to during this crisis. 

President Trump continues to support the Republican lawsuit that is now before 
the Supreme Court to strike down the entire Affordable Care Act (ACA) in the mid-
dle of a pandemic that has claimed the lives of more than 200,000 Americans. And 
now, the President and Senate Republicans are trying to jam a Supreme Court 
nominee through the Senate just a month before the Presidential election, in at-
tempt to seal the fate of the ACA and ensure its demise. 

I want to remind folks what is at stake here if the Trump Administration suc-
ceeds: 

20 million Americans would lose their healthcare coverage; 
1Aprotections for the more than 133 million people with pre-existing conditions 

would be eliminated and everyone who has been infected with COVID-19 now has 
a pre-existing condition; 

1Atax credits for affordable health coverage would be gone; 
1A young adults would no longer be able to stay on their parent’s insurance until 

they turn 26; and much, much more. 
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It doesn’t have to be this way. Instead of attacking the ACA, the Trump Adminis-
tration could use it to help people in time of crisis. According to a Census Bureau 
survey, over three million Americans have lost employer-sponsored coverage be-
tween April and July of this year alone. Yet, the Administration has refused to es-
tablish a broad Special Enrollment Period to allow uninsured Americans to sign up 
for coverage through the ACA marketplaces. 

The Administration also refuses to invest in outreach and enrollment efforts to 
make Americans aware of their coverage options, and instead, has imposed arbi-
trary barriers seemingly intended to deter enrollment. In contrast, state-based mar-
ketplaces that have implemented broad emergency Special Enrollment Periods have 
reported significant enrollment during the pandemic. The Administration also con-
tinues to undermine Medicaid, even though it has been a lifeline for millions during 
the pandemic. According to one estimate, since February, Medicaid enrollment has 
increased by 6 million people nationwide. There’s never a good time to be without 
health insurance, and it’s especially dangerous during a pandemic. A study by the 
University of Michigan found that even before the pandemic, Medicaid expansion 
had saved the lives of over 19,000 adults between the ages of 55 and 64. Medicaid 
is helping people keep healthcare coverage when they need it most. 

Today’s hearing is an opportunity to better understand the ACA’s impact on the 
status of health coverage amidst COVID-19, and what needs to be done to expand 
and improve access to quality, affordable healthcare. It is also an opportunity to re-
flect on what’s at stake when the Supreme Court hears oral arguments in Texas 
v. California on November 11. While the ACA has been a lifeline for millions during 
the pandemic, its future once again hangs in the balance with the Supreme Court. 
The stakes could not be higher. 

I look forward to the discussion today and I yield back. 

Ms. ESHOO. The gentleman yields back. 
To Mr. Walden, do you want to—do you have an opening state-

ment for Dr. Burgess? And if not, then we will proceed with intro-
ducing the witnesses. 

Mr. WALDEN. Unless anybody else on our side wants the time? 
If not, I think we are prepared to go on to the hearing, Madam 
Chair. 

Ms. ESHOO. OK. Thank you, Mr. Walden. 
The gentleman yields back. 
And the Chair will once again remind Members that pursuant to 

committee rules, all members’ written opening statements will be 
made part of the record. 

I now would like to welcome and introduce our witnesses for 
today. 

The first, Dr. Benjamin Sommers, is the Huntley Quelch pro-
fessor of health policy and economics at Harvard, its T.H. Chan 
School of Public Health. Welcome, and thank you, Dr. Sommers. 

Mr. Douglas Holtz-Eakin is the president of the American Action 
Forum. Thank you for once again coming to our committee and 
being a witness. We appreciate it. You are always welcome. 

Dr. Aviva Aron-Dine is the vice president for health policy at the 
Center on Budget and Policy Priorities. Welcome to you, and thank 
you. 

Mr. Dean Cameron is the director of the Idaho Department of In-
surance. Welcome to you, and on behalf of the subcommittee, we 
thank you. 

And last but not least, Mr. Peter Lee, the executive director of 
Covered California. I have said it before, and I would like to say 
it again, that the Lee family in California are legendary. His 
grandfather founded the Palo Alto Medical Clinic. Everyone in that 
generation, from his grandfather and father and uncles and aunt, 
were all MDs. 
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So, Dr. Sommers, you are recognized for 5 minutes. And you can 
unmute so we can hear you. Welcome again, and thank you. 

STATEMENTS OF BENJAMIN D. SOMMERS, M.D., PH.D., HUNT-
LEY QUELCH PROFESSOR OF HEALTH CARE ECONOMICS, 
PROFESSOR OF HEALTH POLICY & ECONOMICS/PROFESSOR 
OF MEDICINE, HARVARD T.H. CHAN SCHOOL OF PUBLIC 
HEALTH/BRIGHAM & WOMEN’S HOSPITAL; DR. DOUGLAS 
HOLTZ-EAKIN, PRESIDENT, AMERICAN ACTION FORUM; 
AVIVA ARON-DINE, PH.D., VICE PRESIDENT FOR HEALTH 
POLICY CENTER ON BUDGET AND POLICY PRIORITIES; 
DEAN CAMERON, DIRECTOR, IDAHO DEPARTMENT OF IN-
SURANCE; AND PETER LEE, EXECUTIVE DIRECTOR, COV-
ERED CALIFORNIA 

STATEMENT OF BENJAMIN D. SOMMERS, M.D., Ph.D. 

Dr. SOMMERS. Chairwoman Eshoo, Ranking Member Burgess, 
and other distinguished members, thank you for having me here 
today to discuss this important topic. I am a professor at the Har-
vard School of Public Health, a health economist, and a physician, 
and I would like to make three main points in my testimony today. 

The Affordable Care Act produced the largest drop in the unin-
sured rate in the U.S. since the creation of Medicare and Medicaid 
more than 50 years ago, with far-ranging benefits to public health. 
Twenty million people gained health insurance, and nearly a dec-
ade of research has shown that the law has produced significant 
benefits to families of improved affordability and financial security, 
improved access to primary care, prescription medications, and care 
for chronic conditions, and downstream improvements in health 
status across a range of conditions, including surgical diseases like 
appendicitis, heart disease, cancer, kidney disease, and overall sur-
vival. The research is now showing that the ACA has literally been 
a life-saver. 

The second point is that even with the Affordable Care Act, there 
are still nearly 30 million people in the United States without 
health insurance before the pandemic. And this number has been 
rising since 2016. This erosion of coverage has happened during a 
period of low unemployment, and though the ACA has narrowed 
disparities, coverage rates are still lowest among low-income fami-
lies and communities of color. 

The recent growth in the uninsured rate has happened due to a 
combination of factors where the administration has taken policy 
steps to actively undercut the law. These policies include short-
ening open enrollment periods, cutting funding for advertising and 
outreach, repeated efforts to repeal the law, which surveys showed 
left up to a quarter of the public confused as to whether the law 
was still in effect, as well as defunding important aspects of the 
law, including cost-sharing reductions for low-income families. 

Finally, the administration has allowed, and in some cases en-
couraged, States to implement policies that make it harder for peo-
ple to enroll and to maintain their health insurance. The reason 
this latter point matters is because the uninsured is not a stable 
population where everyone in it has been uninsured for years and 
years. Many people move in and out of coverage over time. This is 
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often called churning, and this particularly happens when enroll-
ment in public programs and staying in public programs is made 
difficult. 

One prominent recent example encouraged by the administration 
was work requirements in Medicaid. In research that we recently 
published, we found that work requirements in the State of Arkan-
sas, the first State to implement them, led to 18,000 people being 
disenrolled from Medicaid, even though our study found that more 
than 95 percent of the target population should have been eligible 
for coverage but got caught up in red tape and complications with 
the new policy. Rather than helping people get enrolled, these poli-
cies are roadblocks. 

All told, roughly half of the 30 million uninsured Americans, be-
fore the pandemic, were already eligible for either Medicaid or mar-
ketplace subsidies. Doing better outreach, eliminating red tape, 
and helping people keep their coverage over time are key policies 
to reduce this number. 

The third point is that the COVID pandemic threatens to leave 
millions more without health insurance, but the ACA is a critical 
safety net for many who are losing their jobs. Prior to the Afford-
able Care Act, when U.S. workers lost their coverage through work, 
roughly one in four no longer had that insurance by the end of the 
year. 

But when we went back and analyzed this data after the imple-
mentation of the ACA, what we found was that job loss did not 
lead to a significant risk of being becoming uninsured. While people 
did lose their employer coverage, large increases in Medicaid and 
marketplace coverage more than offset that loss. 

And more broadly, our research shows that the Affordable Care 
Act produced its largest coverage gains among blue collar workers, 
those in agriculture, transportation, construction, and service jobs, 
many of whom are essential workers during the pandemic but are 
also at high risk for losing their jobs during the economic down-
turn. 

Finally, on a personal note, I am a primary care doctor, and I 
work in a community health center in Boston. I was there yester-
day afternoon seeing patients. Many of my patients are essential 
workers, stocking grocery store shelves, cleaning subway stations, 
delivering packages, cooking at restaurants, and caring for sick pa-
tients in nursing homes and hospitals. The community I work in 
has been hit very hard by COVID. 

Even in the best of times, the difference between having health 
insurance and not having it can mean financial security or finan-
cial ruin. It can mean life or death. And in a pandemic, health in-
surance means being confident that you can get seen, get tested, 
and get treated if you get sick. 

To conclude, there is a simple question for the members of the 
committee here today to face. Do we make it easy or hard for peo-
ple to get coverage and stay enrolled? During a pandemic, as a pri-
mary care doctor and as a public health professor, the community 
answer is incredibly clear. We have to be doing everything we can 
to get people access to health insurance and healthcare. 

I appreciate the opportunity to be here today and to participate 
in this critical conversation. 
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[The prepared statement of Dr. Sommers follows:] 
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Ms. ESHOO. Thank you very much, Dr. Sommers, for your superb 
testimony. 

It is a pleasure now to recognize Douglas Holtz-Eakin. You are 
recognized for your 5 minutes. And please unmute. 

STATEMENT OF DR. DOUGLAS HOLTZ-EAKIN 

Dr. HOLTZ-EAKIN. Well, thank you, Chairwoman Eshoo, Ranking 
Member Walden, members of the committee. It is a privilege to be 
here today. And I will make three brief points in these remarks, 
and then I look forward to answering your questions. 

The first is the obvious one, which is that the large-scale job 
losses in the second quarter of 2020 really raised the specter of 
sharp increases in the number of uninsured in the United States. 
We saw 22 million people lose their jobs in March and April, 20 
million in April alone, ten times more than the previous 1-month 
job loss in U.S. history. And I was among those who was deeply 
concerned that there would be a sharp decline in employer-spon-
sored insurance, and as a result, the specter of large increases in 
the uninsured during the middle of a pandemic. 

Since then, we have had a number of studies which have tried 
to get a handle on just what the risks are on this front. The Kaiser 
Family Foundation estimated about up to 27 million Americans 
were at risk of losing their insurance, but pointed out that all but 
a few million of them would have some other option, a spouse’s em-
ployer-sponsored insurance, Medicaid, Affordable Care Act, things 
like that. 

There was some work done by the Urban Institute that said 
about 10 million people might lose their insurance, but all but 3 
million of those would find coverage somewhere else. Similarly, we 
have seen estimates of about 5.5 million by Families USA and 
about 6 million from the Economic Policy Institute. So all of these 
suggest that, you know, you could have potentially a 25 percent in-
crease in the uninsured, and that is a serious concern for this com-
mittee. 

The Census Bureau, as I noted in my written testimony, has un-
dertaken a remarkable effort to keep track of the welfare of Amer-
ican families during the pandemic through a weekly Household 
Pulse Survey which they have constructed. This asks a wide range 
of questions about the economic and personal welfare of the fami-
lies and includes questions about health insurance status. 

Remarkably, if you look at those data, which began on April 23 
and have been collected through August 31, they show that over 
that period, there has been a tiny increase in the rate of insurance 
in the United States. I think a correct reading of those data is that 
they bounce up and down on a weekly basis, but we have seen no 
significant change in the number of uninsured, the rate of 
uninsurance, in the United States. 

That is, I think, promising news, that the large-scale losses, 
which we feared early in the downturn, have not yet come to hap-
pen, but I don’t think it is truly a cause for complacency. We need 
to keep an eye on the options that people will have if they do lose 
their employer-sponsored insurance. And certainly among those op-
tions, first and foremost, is the marketplaces of the Affordable Care 
Act, where it seems to me that the major question is the issue of 
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special enrollment periods. If an individual loses their employer- 
sponsored insurance due to job loss, they are automatically eligible 
to enroll in the ACA marketplaces. The question is whether we 
want to have special enrollment periods to actively recruit those 
who were not insured prior to the pandemic and now want to take 
up the opportunity to get into the ACA. 

Similarly, we have options for Medicaid as coverage. In the Great 
Recession and as a precedent, the Congress undertook to subsidize 
COBRA coverage. Giving people help in their COBRA makes some 
good sense from the point of view of keeping them in their current 
insurance product, keeping them in their—as a result, their cur-
rent care networks, not switching their physicians in the midst of 
a pandemic. 

The downside to that is, the takeup wasn’t particularly good in 
our last experience with this, and so whether it would be an effec-
tive outreach or not, I think, is an open question. 

And then as a matter of completeness, the last option on the 
table would be the short-term, limited-duration insurance plans, 
which are a recent innovation. These may not be ideal for long- 
term insurance coverage but seem good as a stop-gap measure in 
the midst of the pandemic. 

So I am thrilled to have the chance to be here today. I am 
pleased that the committee is looking at this issue, and I look for-
ward to answering your questions. 

[The prepared statement of Dr. Holtz-Eakin follows:] 
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Ms. ESHOO. Thank you very much for your testimony and for 
joining us once again. The gentleman yields back. 

Now it is a real pleasure to welcome Dr. Aviva Aron-Dine. You 
are now recognized for 5 minutes. And please unmute. Thank you 
again. 

STATEMENT OF AVIVA ARON-DINE, PH.D. 

Dr. ARON-DINE. Thank you, Madam Chair and members of the 
committee, for inviting me to testify today. I will talk about the 
role that Medicaid and the ACA are playing in the crisis, the need 
for action to further strengthen health coverage programs, and the 
catastrophic harm that would occur if the Supreme Court struck 
down the law. 

Medicaid has long played a key role in protecting coverage dur-
ing recession. During the Great Recession, for example, increased 
Medicaid in CHIP enrollment fully offset the loss of private cov-
erage for children, preventing any increase in the children’s unin-
sured rate. 

But before the ACA, this safety net had a gaping hole. It left out 
many of the adults who were most vulnerable to recessions. With 
Medicaid expansion and the ACA marketplaces now filling that 
gap, we would expect coverage programs to be even more respon-
sive to need than in the past. The data suggests that is exactly 
what is happening. 

Through July, Medicaid enrollment in States with available data 
was up about 8 percent and expansion enrollment was up about 13 
percent. Extrapolated nationwide, that would mean Medicaid is 
covering about 6 million people who might otherwise have become 
uninsured, with about a quarter covered through expansion. Mid- 
year sign-ups for ACA coverage seem to be up too, especially in 
those States that created special enrollment opportunities that are 
easier to access than the standard SEP. 

Medicaid and the ACA are also aiding the response to the crisis 
in other ways. In States that expanded Medicaid, the program cov-
ers almost 40 percent of low-income essential workers, such as 
home health aides, and hospital, transit, and grocery store workers, 
and low-income people in those jobs are about half as likely to be 
uninsured in expansion compared to nonexpansion States. 

States are also using Medicaid authorities to respond to the pan-
demic, for instance, by increasing payments to nursing homes and 
other health providers, expanding access to home- and community- 
based services, and increasing the use of telehealth. 

Congressional action is needed to make sure that the safety net 
doesn’t fray under strain. The growing need for Medicaid coverage 
and other demands on the program coincide with the historic State 
budget crisis. In past budget crises, States restricted Medicaid eli-
gibility, made it harder for eligible people to get in-State covered, 
eliminated or cut important benefits, cut provider payments, and 
cut other non-Medicaid health programs, especially behavioral 
health. Cuts like those would be especially harmful right now. 

Congress, with bipartisan leadership from this committee, took a 
crucial first step back in March, temporarily raising the Medicaid 
match rate and pairing those funds with strong protections for 
beneficiaries coverage. But the growing number of States that are 
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making or considering harmful cuts to Medicaid shows that addi-
tional Federal funding is needed. 

Congress should also strengthen the health safety net for this 
and future recessions by filling remaining gaps. That involves both 
reversing administration policies that have undermined coverage 
and taking affirmative steps to improve the ACA’s premium tax 
credits, to make it easier for eligible people to get and keep their 
coverage, and to add to the incentives for States to expand Med-
icaid. 

Unfortunately, as we have already talked about this morning, 
there is also a very real danger that the ACA could disappear alto-
gether due to the lawsuit. Before the pandemic, Urban Institute re-
searchers estimated that would cause 20 million people to lose cov-
erage, which means that about 1 in every 14 nonelderly people in 
the country would lose their health insurance, and about 1 in 10 
among Black and Hispanic people. And this year or next, those cov-
erage losses would be significantly larger, because more Americans 
are turning to ACA programs due to the crisis, as all of today’s wit-
nesses discussed in our written testimony. 

Striking down the law would also end protections for people with 
preexisting conditions, from heart disease to cancer to diabetes, to 
the millions of Americans who just acquired a new preexisting con-
dition, having had COVID-19. And striking down the ACA would 
weaken health insurance for those still covered, from the tens of 
millions of people with employer plans, whose plans imposed an-
nual or lifetime limits before the ACA, to Medicare beneficiaries for 
whom striking down the law could raise prescription drug costs. 

It is worth noting that the lawsuit would, at the same time, cut 
taxes for the highest income, one in a thousand Americans, by an 
average of $198,000 per year, which would also reduce the revenue 
flowing to the Medicare Trust Fund and speed its insolvency. 

Before I close, I would like to just address the notion that there 
is some viable alternative to the ACA or a forthcoming plan that 
would avoid those harmful consequences. Examining the actual 
ACA replacement proposals put forward since 2010 show that they 
near, rather than avert, the harmful consequences of the lawsuit. 
That includes jeopardizing coverage for people with preexisting 
conditions. 

Thank you, and I look forward to answering your questions. 
[The prepared statement of Dr. Aron-Dine follows:] 
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Ms. ESHOO. Thank you, Doctor. It is really a pleasure to have 
you with us. 

The Chair now recognizes Mr. Dean Cameron. You are recog-
nized for 5 minutes. And please unmute. 

STATEMENT OF DEAN CAMERON 

Mr. CAMERON. Thank you, Madam Chair. It is a pleasure to be 
with you. And thank you for the opportunity to testify regarding 
Idaho’s experience regarding health insurance, the ACA, and the 
COVID-19 pandemic. 

Idaho’s perspective and experience may be unique from what you 
have previously heard. I hope it will be helpful as you consider 
broad public policies and the implications on unique demographics 
of each individual State. 

Idaho prides itself on being creative and collaborative in finding 
solutions. It is that collaboration and our regulatory approach 
which led to the creation of our State-based exchange, the only Re-
publican State to establish a State-based exchange. It is that col-
laboration and regulatory approach—and by the way, that is one 
of the most successful exchanges in the Nation. It is that collabora-
tion that has provided consumers with up to five competing car-
riers participating in the individual insurance market. And it is 
that collaboration which proved critical and improved outcomes 
during this pandemic. 

At the outset, the pandemic in Idaho’s emergency declaration, 
the Department of Insurance began meeting virtually, weekly, with 
our carriers. We began collaborating on finding solutions to the 
barriers and dilemmas caused by the pandemic, which included ev-
erything from testing to treatment, to telemedicine, to provider 
support, to enrollment, to pharmaceutical guidelines. 

The results are rather remarkable. Without mandating, without 
requiring, without threatening, all five carriers waived copayments, 
deductibles, and coinsurance on testing, and physician visits associ-
ated. All five carriers waived copayments and deductibles and coin-
surance on treatment related to COVID-19. All five carriers ex-
panded their telehealth network dramatically, allowing easier ac-
cess for telehealth visits, allowing nearly every provider to see their 
patients remotely, and paying those providers as if the patient 
were being seen in person. 

Our telehealth usage increased by 120-fold from February to 
April and 250-fold from April 2019 to April 2020. We went from 
233 telehealth visits in February to 28,503 telehealth visits in the 
month of April alone. This was especially helpful to our citizens 
who needed their mental health provider, where we went from 97 
visits in February to 11,333. 

We allowed for early refill of prescriptions and the ability to ob-
tain a 90-day supply without signature logs or in-person visits. 

We waived eligibility requirements, allowing employees to main-
tain their coverage while working fewer hours, allowing coverage to 
be more quickly obtained upon return to work, or allowing fur-
loughed employees to even stay on their group plan. We extended 
grace periods and reinstatement periods. All five of our carriers did 
this. 
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All five of our carriers also provided millions of dollars in timely 
assistance to providers and consumers of the COVID-19—as non- 
COVID-19 claims decreased. And I won’t take the time, in the in-
terest of time, to go into all of those. 

Several of our carriers recently provided millions of dollars in re-
funds and credits to consumers, some as much as 50 percent in 1 
month. The carriers also contributed greatly to our community ef-
forts, participating in governor’s task forces and et cetera. 

From my perspective, the carriers have collaborated really well 
and have really stepped up at a time when all of their employees 
were working remotely. 

There was a huge uncertainty, also, of the impacts of COVID-19. 
Since then, carriers have filed their individual market premium 
rate increases, and I am proud to report that the net increases is 
1 percent. Three of our carriers actually requested a rate reduction, 
and two of our least expensive carriers had a slight increase. 

Lastly, just a note on Medicaid. We have seen a dramatic uptick 
in the number of folks applying for Medicaid during the pandemic 
and a number who qualified for Medicaid expansion. That con-
tinues to grow. Even with the expanded FMAP match, those num-
bers are concerning to our State budget at this time where our 
economy is good but precarious. 

Madam Chairman, and these collaboration efforts didn’t happen 
by accident. They required communication, understanding, commit-
ment to our State and our citizens, and I am honored to be part 
of that process. And thank you for allowing me to tell part of the 
story. 

[The prepared statement of Mr. Cameron follows:] 
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Ms. ESHOO. Well, thank you very much for telling your story. It 
is a good story, and we thank you for being with us. 

Last but certainly not least, Peter Lee. It is wonderful to see you 
again. Thank you for always accepting our invitation to testify at 
our subcommittee. You are recognized for 5 minutes. And please 
unmute. We don’t want to miss a word. 

STATEMENT OF PETER LEE 

Mr. LEE. Good morning, Chairwoman Eshoo, and thank you for 
your remarks. I would hope that my uncle, Phil Lee, is watching 
you as we speak today. Also, thank you, Ranking Member Walden, 
distinguished members of the committee. I am Peter Lee. I am the 
executive director of Covered California, which is one of the Na-
tion’s 13 State-based marketplaces. 

My remarks, written testimony, and just-released report from 
Covered California, reflect our experience working for almost ten 
years to effectively implement the Affordable Care Act, and more 
recently, respond to the COVID-19 pandemic. 

The pandemic and the resulting economic recession have dem-
onstrated that, if implemented well, the ACA is working as it was 
intended to do. California, like most States across the Nation, red 
and blue, through the Affordable Care Act, have expanded Med-
icaid, providing coverage to millions. 

Here in California, immediately after Governor Newsom declared 
a state of emergency, Covered California opened a COVID-19 spe-
cial enrollment period and spent millions of dollars to make sure 
Californians who lost their jobs knew they could come to us. Re-
sults? Yes. We enrolled over twice as many people than the same 
period the year prior, with almost 290,000 Californians gaining 
coverage through our COVID-19 special enrollment period. 

In stark contrast, we project that nearly 500,000 more Americans 
could have insurance coverage, had the 38 States served by the fed-
erally facilitated exchange, created a COVID special enrollment pe-
riod and aggressively marketed to Americans to know they had op-
tions. 

These results are not accidental. They could have been predicted. 
Federal inaction left as many as a half million Americans without 
coverage during a pandemic. This failure to act is one of life and 
death. Early diagnosis and treatment are critical to getting good 
care in COVID-19 times. 

But the pandemic has also put a spotlight on the gaps and short-
comings of the ACA. The pandemic exposed the fragility of em-
ployer-sponsored insurance for many Americans and the weak-
nesses of high-deductible, lower-premium plans that many low-in-
come people select in marketplaces. 

Now, we have seen, and we just heard from the gentleman from 
Idaho, that many State, Federal Government, and insurance com-
panies have addressed the realities of COVID-19 by having no cost 
sharing for consumers for testing and treatment. 

It is clear that in a pandemic, the public benefits by having po-
tentially infected individuals get tested and treated. It is less clear 
why the same logic does not apply to those infectious with other 
conditions, such as hepatitis, malaria, HIV/AIDS, or tuberculosis. 
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These are common diseases that are not only extremely deadly 
and costly to our health system, but that disproportionately impact 
lower-income consumers, communities of color, and those who are 
underinsured in their employer-sponsored insurance markets. 

During a pandemic, when coverage is of paramount importance, 
we saw millions suddenly without coverage because they lost their 
job. We saw millions more discover the inadequacy of their cov-
erage, and perhaps most problematic, we saw many people actually 
drop coverage altogether. 

This is precisely the opposite of what should happen during a 
global pandemic and economic recession. It is in the public interest 
to have everyone have coverage so they can get help to stay healthy 
and get needed care, regardless of their health condition. 

There are ways to strengthen and improve the ACA to make 
health coverage more affordable and accessible to all Americans. 
These are gone into in more depth in my written testimony, but I 
would like to highlight five of them. 

First, you can do what States do: Step up, do more outreach. But 
I need to note, States cannot take the role of Federal action. Cali-
fornia has taken bold steps to expand subsidies. They can’t keep 
doing that. It requires Federal action. 

Federally, we should increase subsidies for low- and middle-in-
come consumers, such as using gold plans as a benchmark and lim-
iting premium costs to no more than eight percent of income for all, 
getting rid of the cliff that is hurting middle-income consumers. We 
should provide options for Americans who aren’t happy with and 
have employer coverage that isn’t adequate. We need to address 
underlying healthcare costs, such as high prescription drug costs. 

And finally, we need to, as a Nation, directly address healthcare 
disparities and inequities. The disproportionate impact of COVID- 
19 on Blacks, Latinos, Asian Pacific Islanders, isn’t an exception. 
Sadly, it is the rule that we should be addressing. 

The ACA is the right law to build upon, and we risk catastrophe 
if we turn our backs and abandon millions of people it protects. 

I look forward to responding to the committee’s questions. Thank 
you very much for holding this hearing today, Chairwoman Eshoo. 

[The prepared statement of Mr. Lee follows:] 
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Ms. ESHOO. Thank you very much, Mr. Lee. You are always wel-
come at our committee. 

And to all of the witnesses, thank you for your testimony. 
We will now move to member questions, and the Chair will rec-

ognize herself for 5 minutes of questions. 
I have a few rapid-fire questions to each witness to establish a 

baseline of fact, so please answer yes or no. 
Dr. Sommers said in his written testimony that, quote, ″the ACA 

provides a highly effective safety net for workers who lose their 
jobs,″ unquote. Mr. Holtz-Eakin said in his written testimony that 
the ACA, quote, appears to be meeting the need, unquote, during 
the pandemic and recession. 

Dr. Aron-Dine, Mr. Lee, and Mr. Cameron, yes or no, do you 
agree with your fellow panelists that the Affordable Care Act is a 
critical part of our social safety net? 

Mr. LEE. Absolutely. 
Ms. ESHOO. Dr. Dine? Mr. Lee? 
Dr. ARON-DINE. Yes. 
Ms. ESHOO. Mr. Cameron? 
All yeses. 
President Trump was interviewed on July 19 on FOX News and 

promised, quote, a full and complete healthcare plan within 2 
weeks. 

Yes or no, are any of you aware of the details of any comprehen-
sive care plan, healthcare plan from the Trump administration? Dr. 
Sommers? 

Dr. SOMMERS. No, I am not. 
Ms. ESHOO. Mr. Holtz-Eakin? 
Dr. HOLTZ-EAKIN. No. 
Ms. ESHOO. Dr. Aron-Dine? 
Dr. ARON-DINE. No, except for the repeal policies they put for-

ward in prior budgets and proposals. 
Ms. ESHOO. Yes. Well, that is a wrecking ball. 
Mr. Cameron? 
Mr. CAMERON. I can’t say that I am. 
Ms. ESHOO. Mr. Lee? 
Mr. LEE. No. 
Ms. ESHOO. Last week, President Trump said during an ABC 

News townhall, quote, we are going to be doing a healthcare plan 
very strongly and protect people with preexisting conditions. 

Yes or no, are you aware of the details of any Trump administra-
tion policy that protects people with preexisting conditions? Dr. 
Sommers? 

Dr. SOMMERS. No. 
Ms. ESHOO. Dr. Holtz-Eakin—Mr. Holtz-Eakin? 
Dr. HOLTZ-EAKIN. No. 
Ms. ESHOO. Dr. Aron-Dine? 
Dr. ARON-DINE. No. 
Ms. ESHOO. Mr. Cameron? 
Mr. CAMERON. Many State laws already protect preexisting con-

ditions, including Idaho, who was well in front of the ACA. 
Ms. ESHOO. But are you aware of any details of the Trump ad-

ministration policy to protect people with preexisting conditions, 
yes or no? 
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Mr. CAMERON. Madam Chairman, I have heard the Trump ad-
ministration and others speak of their intent to protect preexisting 
conditions, and we stand with that as well. 

Ms. ESHOO. I don’t know what you are standing with. Are you 
aware of the details? That is what I am asking. Yes or no? 

Mr. CAMERON. Madam Chairman, have I seen an actual bill? No, 
I have not seen a bill. Have I heard them speak of—— 

Ms. ESHOO. OK. Mr. Lee? 
Mr. LEE. No, I am not, but I would also, Madam Chair, welcome 

the chance to expand on that. 
Ms. ESHOO. All right. Well, let’s see how much time I have left. 
Mr. LEE. Absolutely. 
Ms. ESHOO. Yesterday, Politico reported that President Trump is 

planning to sign an executive order on healthcare coverage later 
this week. 

Dr. Aron-Dine, you served as senior counselor at HHS and Acting 
Deputy Director of OMB. In your experience, how long does it take 
for the policy ideas espoused in an executive order to go through 
rulemaking so it can be implemented? 

Dr. ARON-DINE. New rulemaking is typically a lengthy process, 
and that is true even when the objectives and legal authorities are 
clear. 

Ms. ESHOO. And when you say they are extended or it takes a 
long period of time, give us an approximation of that. 

Dr. ARON-DINE. A rapid rulemaking process, really starting from 
scratch, could still be a year-long process. 

Ms. ESHOO. Oh. On April 3, I led a letter with every Democratic 
member of the Energy and Commerce Committee, to CMS Admin-
istrator Seema Verma, asking her to allow Americans to enroll in 
coverage through healthcare.gov during a special enrollment pe-
riod. Six months later, there is still no response. No response. 

Mr. Lee, California provided a special enrollment period. You 
spoke to it in your both oral and written testimony. That enroll-
ment period was March 20, in response to the COVID pandemic. 
What was the outcome of it? 

Mr. LEE. Yes. The results of that special enrollment period were 
a doubling of enrollment compared to the prior year, meaning we 
enrolled during that period almost 300,000 Californians, which 
means about 150,000 more than would have but for that effort. 

And I do want to underscore, it is not just a special period, be-
cause many of those people would be eligible in a normal period. 
It is marketing, it is outreach, it is letting people know that our 
doors were wide open. Those were the factors that helped make 
sure we got so many Californians in the door. 

Ms. ESHOO. Thank you. 
I think that my time has expired. And I see that Dr. Burgess— 

am I right—Dr. Burgess has joined us. So I will call on Mr. Bur-
gess and then—when the time is appropriate so that you can be 
recognized. 

Do I recognize him now? 
I will recognize Dr. Burgess now for his 5 minutes of questions. 
We missed you in the beginning, but we are glad to see that you 

have joined us. You can unmute. 
Where are you? 
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I guess he is still not here. So I will recognize Mr. Walden, the 
ranking member of the full committee, for your 5 minutes of ques-
tions. 

Mr. WALDEN. Thank you, Madam Chair. And thanks to all our 
witnesses for your testimony as we work together on these issues 
to make sure people have adequate access to affordable healthcare. 

And again, I would repeat that I think we still have a lot of work 
to do, especially in the area of surprise billing. And it is unfortu-
nate that this has not gotten across the finish line yet, and hope-
fully we can get there so that people who are covered and play by 
all the rules don’t end up getting a bill that they should never get. 
I mean, there is a big rip-off going on out there, and we need to 
address it thoughtfully, and I think we have bipartisan legislation 
that will do that. 

I would like to go to Mr. Cameron in Idaho. Do you all take ad-
vantage of the Children’s Health Insurance Program? 

Mr. CAMERON. Yes, we do, sir. 
Mr. WALDEN. And what percent of that program is funded by the 

Federal Government in Idaho? I know in Oregon it is about 99 per-
cent. 

Mr. CAMERON. Yes. I believe it is close to 80 percent in Idaho. 
Mr. WALDEN. All right. Do you know off the top of your head how 

many kids and mothers are signed up on CHIP in Idaho? 
Mr. CAMERON. You know, I had that data, and I don’t have it at 

my fingertips, so I can get it for you, Congressman. 
Mr. WALDEN. As your neighbor just to the west, because I rep-

resent all of eastern Oregon, obviously we pay close attention on 
that side of the State to what you all are doing. And it has been 
interesting, States and laboratories. And I would like you to go 
through again, in terms of the—using sort of a free-enterprise 
model, it sounds like, in Idaho, the effects you have gotten by com-
petition in your insurance market. 

Mr. CAMERON. Thank you, Congressman. And I did find that 
number for you on CHIP. We are at 25,846 in 2019. 

Mr. WALDEN. Is that 25,000? 
Mr. CAMERON. 25,000. 
Mr. WALDEN. Yes. I think in Oregon, we are over 122,000 kids. 

And under Republican leadership, we passed a 10-year, fully fund-
ed extension of CHIP when I chaired the committee. That is double 
the length of any extension that the Children’s Health Insurance 
Program. 

And I think on the issue of preexisting conditions, it was Repub-
licans in 1996 who led the effort under ERISA. And it is my under-
standing, as you pointed out, your State has preexisting protections 
in place, irrespective of what the Supreme Court may do. I put for-
ward legislation and multiple initiatives on the floor of the House 
this Congress to double-down on that so that we can protect people 
regardless of what the Supreme Court decision is, people with pre-
existing conditions would be protected. 

But I want to get back to the marketplace in Idaho, what you 
have seen, what is working. 

Mr. CAMERON. So our experience is contrary to what some others 
testified earlier. Our uninsured population actually went up with 
the passage of the ACA. In fact, it dramatically went up and then 
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started to wane, and then as we got into the 2013 and 2014 year, 
we started seeing significant numbers of individuals leave the mar-
ketplace. They were being forced out of coverage. We believe that 
is—— 

Mr. WALDEN. Why? 
Mr. CAMERON [continue]. Because prices were too high, and they 

could not qualify for subsidies. We are a rural State, and many of 
our folks could not qualify for the subsidies. And it is not just be-
cause they were eligible for Medicaid expansion, but it was because 
they are farmers and their incomes are unpredictable, or they are 
spouses to schoolteachers and they couldn’t qualify for subsidy. 

So we have seen a dramatic exodus from our individual market. 
We have attempted to try and bring those individuals back, bring 
back the young and the healthy. Many of the provisions of the 
ACA, in fact, push the young and the healthy away, which drives 
prices up, which causes more people to leave. 

And it is a little ironic, because some of the numbers that are 
counted on the uninsured population also include faith-based pro-
grams, which a large number of our citizenry has gone to, or short- 
term plans. We have created a new plan, call it enhanced short- 
term plan, that is more like an ACA plan and is tied to the same 
risk pool to try and address those issues. 

Mr. WALDEN. And what kind of premiums can you get to charge 
for that enhanced short-term duration plan? 

Mr. CAMERON. So our premiums are about 50 percent lower than 
the ACA plans, but I want to emphasize that we aren’t pulling peo-
ple away from the ACA into those programs. They are part of the 
same risk pool. So when the carrier filed their rate increases with 
us this year, that was a net 1 percent, some of them a decrease, 
that included those numbers from their enhanced short-term plans 
as well. 

We have two carriers offering those plans. There has not been as 
great an uptick as we had hoped because of the pandemic, I be-
lieve, but I think it is a solution that is worth exploring. 

Mr. WALDEN. All right. Well, I thank you for your participation, 
and to all our witnesses today. 

My time is expired, and I yield back, Madam Chair. 
Ms. ESHOO. The gentleman yields back. 
It is a pleasure to recognize the chairman of the full committee, 

Mr. Pallone, for his 5 minutes of questions. 
Mr. PALLONEN. Thank you, Chairwoman Eshoo. 
I wanted to ask Dr. Aron-Dine about the ACA and the Supreme 

Court. You know, I know that the ACA has been a lifeline for mil-
lions during the pandemic, but its future hangs in the balance be-
cause of this Republican effort to repeal it, which is now before the 
Supreme Court hearing oral arguments November 11. And, of 
course, I believe that is the reason why—or a major reason why the 
President and McConnell are trying to push a new nominee, to, you 
know, vote against the—it is a vote in favor of the ACA repeal. 

So, Dr. Aron-Dine, if the Supreme Court agrees with the Repub-
lican position that the ACA should be struck down in its entirety, 
how many individuals would lose coverage? 

Dr. ARON-DINE. Pre-pandemic estimates were that 20 million 
people would lose coverage, and that number would be larger today 
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because millions of people are turning to Medicaid expansion or the 
marketplaces for coverage during the recession. 

Mr. PALLONE. And then, Doctor, based on what you know about 
health insurance prior to the ACA, would people with preexisting 
conditions still be able to get affordable health coverage in the 
event of the Supreme Court repeal? 

Dr. ARON-DINE. Prior to the ACA, the individual market really 
didn’t work for people with preexisting conditions or other serious 
health needs. They could be denied coverage, they could be charged 
higher premiums, plans could have major benefit gaps, or annual 
and lifetime limits. 

And I do just want to address this point that States could some-
how protect their markets against those effects. To the extent 
States try to do that, they face a few big barriers. First, they don’t 
have jurisdiction to reimpose protections in the self-insured, large- 
group market. Also, they generally don’t have the moneys. They 
are not going to be able to replace the tax credits that actually 
make a market that helps people with—that works for people with 
preexisting conditions work for all. A State can’t do that by itself 
without the Federal funding that would be eliminated. 

Mr. PALLONE. Thank you. 
Now, according to the Mayo Clinic, COVID-19 condemn is a long 

brain and hard and possibly have long-term health consequences. 
Given that, again, if the Supreme Court throws out the ACA, is it 
likely that having COVID-19 would be considered a preexisting 
condition? 

Dr. ARON-DINE. My expectation is yes, and I think this goes for 
a larger problem with insurance markets that don’t have any cov-
erage standards, which is that there is a really strong economic 
logic behind a race to the bottom. So if you are an insurer who 
doesn’t treat COVID as excludable preexisting condition, you would 
worry all your competitors are doing that and you are going to 
cover all of those people and have to pay their costs, so you end 
up excluding it, too. And that same logic applies wherever you 
don’t have benefit standards. 

So whether it is excluding maternity or excluding high cost 
drugs, and on and on, you get this race to the bottom that leaves 
people without an option for comprehensive coverage. 

Mr. PALLONE. Well, thank you. 
Once again, you know, I am very concerned that the Supreme 

Court holds the future of healthcare for millions of Americans in 
its hands, and the Republicans’ and President’s efforts to jam 
through a justice, you know, that would vote against the ACA jeop-
ardizes its future even further. 

Let me go to Dr. Sommers. I have a little over a minute. Could 
you just tell me—I know a lot of people have lost their job based 
coverage during the pandemic. You can comment on that or tell us, 
where are people turning for healthcare coverage during this time? 
And if individuals are still uninsured, you know, what is the rea-
son? 

Dr. SOMMERS. Well, one place that people turn is if they are for-
tunate enough to have another family member with employer cov-
erage, and that does explain part of why many people losing cov-
erage haven’t become uninsured. For those without that good for-
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tune, their situation is either that they are going to rely on Med-
icaid, which, of course, depends on the State that you live in and 
the eligibility criteria. And we know that 12 States have not yet 
expanded Medicaid. And then we also have the subsidized coverage 
in the marketplaces where you don’t have to be qualifying based 
on full-time benefit eligible employment. If you have got part-time 
work, if your hours have gotten cut and you have got lower income, 
you might still qualify, and that could be an important source of 
coverage for people during the pandemic. 

Mr. PALLONE. But, you know, my concern is—and I think it is 
indefensible that the Trump administration has refused to estab-
lish a broad open enrollment period or invest in outreach and en-
rollment efforts during this pandemic, or people don’t necessarily 
know where to turn to, and it is sometimes difficult to enroll even 
when you have lost your job. I don’t know if you want to comment 
on that as well. 

Dr. SOMMERS. Yes, that is absolutely critical. We know that just 
making people eligible isn’t enough to get them covered. Surveys 
show that people are often confused about how to navigate the 
process. So aggressive outreach, funding, and support for commu-
nity efforts to assist people in enrolling is critical and is something 
that both States and the Federal Government should be doing dur-
ing the pandemic. 

Mr. PALLONE. Thank you, Dr. Sommers. 
And turn it back to Chairwoman Eshoo. 
Ms. ESHOO. The gentleman yields back. 
Has Dr. Burgess joined us? Are you here? Dr. Burgess I don’t see 

you. 
Not seeing Dr. Burgess or hearing his voice, the gentleman from 

Illinois, Mr. Shimkus, is recognized for his 5 minutes of questions. 
Mr. SHIMKUS. Thank you, Madam Chairman, and it is great to 

be with you, and it is a great hearing. 
I want to first make a statement on just vaccine development. I 

know it is not the focus of this hearing, but I want to stress that 
while we are all focused on the work being done by Operation 
Warp Speed in expediting the development of select vaccine can-
didates, we still need to embrace the all-the-above strategy and 
continue to welcome the contributions of non Operation Warp 
Speed companies and products. 

Operation Warp Speed investment should be purely additive and 
shouldn’t displace other promising solutions that could prove to be 
superior to what we thought was possible just six months ago. 

And I thank you for that. 
To the panelists, a real quick, easy question, should be an easy 

question, and I think it should be an easy yes or no. Is the Con-
stitution of the United States the supreme law of the land? 

Dr. Sommers. 
Dr. SOMMERS. I am not a lawyer, but I believe, yes. 
Mr. SHIMKUS. Dr. Holtz-Eakin? 
Dr. HOLTZ-EAKIN. Yes. 
Mr. SHIMKUS. Dr. Aron-Dine? 
Dr. ARON-DINE. I am also not a lawyer, but yes. 
Mr. SHIMKUS. You don’t have to be. You could have taken civics 

as I used to teach it. 
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Mr. Cameron? 
Mr. CAMERON. Absolutely. 
Mr. SHIMKUS. And, Mr. Lee? 
Mr. LEE. Yep. 
Mr. SHIMKUS. So let’s talk about this court case that is coming 

up. The question to the Court is whether this National Government 
can force an individual to buy a product of service from a private 
company. When this case was litigated before the Supreme Court, 
the only thing that allowed it to stand was the right to tax, which 
was not what was discussed when we had our hearings and we 
even had this debate on the floor. 

In fact, Republicans continuously said, You are standing on the 
principle that the government has the right to tax, but my col-
leagues on the left kept saying, No, no, no, we can force individual 
citizens to buy a product or service. And that is how the debate 
rolled out. 

Well, under H.R.1 that tax was removed. The simple solution for 
Democrats is to reimpose the tax, and then that way reestablish 
the Affordable Care Act. That is the solution, but they are unwill-
ing to do that. 

So I would—I just want to pose that premise that to me the Con-
stitution is the preeminent law of the land, and regardless of the 
good intentions of Federal legislation, that is the primary arbiter. 
And since I support jurists who are strict construction or 
originalists, that they don’t interpret, based upon their experiences, 
how the founders would have written the Constitution, that regard-
less of what should happen, the Supreme Court’s rule is, as they 
say, is this law constitutional or is it not? And that is the debate 
before, not whether we like it or we don’t like it. 

It is did the Federal Government have the right to pass this law 
on the citizens of the United States? I believe it was an unconstitu-
tional law because of forcing people to buy something that they 
should not be forced to buy if they don’t want it, regardless of the 
good intentions. 

Now, in my final time—I can’t see the clock, Madam Chair-
woman, so if I need to gavel down, go ahead and do that. But in 
my district, like in Idaho, I hear the ACA is too expensive and it 
doesn’t cover folks who need it. And we have seen what has hap-
pened. The co-ops proposed—there is only three of the 26 that are 
left. Short-term plans are maligned, and associated health plans 
are sabotaged. 

So if we can go to Dr. Holtz-Eakin and my colleague, my friend 
from Idaho, if they could talk about this premise, I would appre-
ciate it. 

Dr. HOLTZ-EAKIN. Well, I think, from the beginning of the debate 
over the ACA, one of my concerns has been that it was coverage 
heavy and delivery system reform light and, as a result, wasn’t ad-
dressing the underlying costs of healthcare and so insurance costs 
would inevitably go up. It ran into problems on top of that, in 
terms of pricing, poor competition, often very thin at times. Some 
States threatened to have parts where only a single provider was 
there to offer insurance. And so for ten years we have seen this 
continual issue of the cost of health insurance under the ACA. 

Mr. SHIMKUS. Mr. Cameron? 
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Mr. CAMERON. Yes, I would add to it, we continue to see cost in-
creases, although the last couple of years have not been as bad, 
and as those cost increases occur, and many of them occur because 
they are healthy—you know, I have got, like, the couple from Twin 
Falls, Idaho, 62 and 63 years of age, who can’t afford $1,500 a 
month in coverage. They don’t qualify for a subsidy, and so they 
end up opting out. And those are the individuals we need to be 
back in the pool, in the system in order to make the ACA or any 
plan affordable. 

Mr. SHIMKUS. Thank you very much. 
Madam Chairwoman, I yield back my time. 
Ms. ESHOO. The gentleman yields back. 
It is a pleasure to recognize the gentleman from North Carolina, 

Mr. Butterfield. 
Mr. BUTTERFIELD. Thank you very much, Madam Chair, for con-

vening this hearing today, and thank you for keeping our sub-
committee engaged even though we are facing some unprecedented 
challenges, and thank you to all of our witnesses. Your testimony 
today is very valuable. 

Before I get into my questions, I just want to respond briefly to 
my friend from Illinois, Mr. Shimkus. The Supreme Court is indeed 
the law of the land. I served as a judge for 15 years, and certainly 
I recognize that, and even several years on my State Supreme 
Court. But sometimes the Court is wrong. I refer you to the Dred 
Scott case of 1857, not to mention the fact that the public loses con-
fidence in the judiciary when it is politicized. I am just saying. 

But let me just address my question to Ms. Aron-Dine, Dr. Aron- 
Dine. We know from experience that when the economy goes south 
and people lose their jobs, their income goes down. They turn to 
Medicaid for health insurance, and enrollment in Medicaid in-
creases. And so Medicaid, like SNAP and unemployment insurance, 
is a counter cyclical program, meaning that when the economy goes 
down, enrollment in these programs actually go up. This isn’t a bad 
thing. Medicaid is designed to be there for people when they actu-
ally need it. 

So, Doctor, economic downturns can strain State Medicaid budg-
ets in two ways, increase enrollment and decrease State revenues. 
Can you briefly describe for me how that works and what it means 
for State budgets? 

Dr. ARON-DINE. That is exactly right. During a recession, States 
see large drops in their revenues, and then they also experience ad-
ditional, those smaller budget strains from more people signing up 
for Medicaid and other programs. 

In this recession, States are also seeing additional strains from 
specific COVID-19 related costs that they are incurring to try to 
address this pandemic. 

Mr. BUTTERFIELD. Now, in years past during economic 
downturns, Congress has stepped in and provided additional finan-
cial help in the form of increased Federal funds known as FMAP. 
Is that correct? 

Dr. ARON-DINE. Correct. 
Mr. BUTTERFIELD. And let me ask you this, the Families First 

Coronavirus Response Act included in my bill that increased FMAP 
by 6.2 percentage points for the duration of the public health emer-
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gency, how does that compare, if you know, to the FMAP increase 
that Congress included in the Recovery Act during the Great Re-
cession? 

Dr. ARON-DINE. So the Recovery Act increase went up and down 
based on State economic conditions, but at its peak it was about 
twice the size of the assistance that was provided in this recession. 

Mr. BUTTERFIELD. I represent the State of North Carolina, and 
my State, which, unfortunately, has not expanded Medicaid, over 
2 million people, including many children and seniors, receive nec-
essary care from Medicaid. If our States are forced to make budget 
cuts, what coverage, what coverage would be at risk? 

Dr. ARON-DINE. Based on what we have seen in past recessions, 
I would be particularly worried about two things. 

One is States cutting back on optional services which are, in fact, 
quite critical, like home- and community-based services for seniors 
and people with disabilities, as well as dental and vision coverage. 

I would also be very concerned about States seeking to introduce 
procedural hurdles that make it harder to get covered, and so cut-
ting costs by reducing the number of eligible people who are actu-
ally able to get access to the program. As well as others. 

Mr. BUTTERFIELD. Would reimbursement rates be affected, in 
your opinion, to the providers? 

Dr. ARON-DINE. Absolutely. And that is something we are al-
ready seeing, even with the Families First FMAP and the protec-
tions that came with it is that a number of States are cutting pro-
vider rates, including for some providers that are particularly fi-
nancially fragile right now. 

Mr. BUTTERFIELD. Well, we haven’t passed—the Senate hasn’t 
passed the Heroes Act, and you certainly know that the Heroes Act 
contained a 14-point FMAP increase, and I am just so disappointed 
that our Senate Republican colleagues have just been unwilling to 
move that legislation. 

Madam Chairman, I think I am going to stop there and yield 
back. Thank you. 

Ms. ESHOO. The gentleman yields back. 
It is a pleasure to recognize now the gentleman from Ken-

tucky,Mr. Guthrie, for his 5 minutes of questions. And please 
unmute. 

Mr. GUTHRIE. Thank you, Madam Chair, I believe that I have 
unmuted. Thank you very much. 

Dr. Holtz-Eakin, you talked about this, I think, as your second 
point if I remember your three points. And like Idaho, you know, 
I have a district that has lost small businesses, farmers, people 
that are typically in the individual market, quite a bit of people in 
the individual market, and have seen a large increase in pre-
miums. And so that is what we have to balance, how do we get cov-
erage, how do we get items covered, and how do we decrease pre-
miums? 

And one of the ways the architects of the Affordable Care Act— 
one was individual mandate, but the other one was enrollment pe-
riods. And so now we are talking about, I think, talking about a 
special enrollment period has been proposed. And my under-
standing is if you are working—tell me if I am correct, if you have 
a job and employer and you have employer-sponsored health insur-
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ance and you lose your job, therefore, your health insurance, due 
to the crisis, then you can enroll in another program. 

I know we may have to do assistance, I understand that, that is 
expensive, and we have to look at that. But you would already have 
the right to enroll in another program if you lose your employee- 
sponsored health insurance under the current law? Is that correct. 

Dr. HOLTZ-EAKIN. That is correct. 
Mr. GUTHRIE. So we have a special enrollment period. A special 

enrollment period would benefit those who made a choice not to 
purchase health insurance, either through their employer or indi-
vidual market, therefore, made the choice not to pay premiums; but 
now that we have a pandemic and we open up the enrollment pe-
riod, they can go into the marketplace even though they haven’t 
paid premiums. 

So what would that do to the costs of health insurance for every-
body else if people made a choice not to buy health insurance and 
now can buy it because there is a pandemic moving forward and 
they haven’t been paying premiums the whole time. 

Dr. HOLTZ-EAKIN. Certainly you run the risk of getting some 
very expensive people into the pool who are not priced by the insur-
ers at the beginning of the plan year and running into financial dif-
ficulties for those insurers. That is not a hypothetical. 

We saw this repeatedly during the startup of the ACA when 
there were about 13 special provisions in which you could enter the 
marketplaces during the middle of a plan year and the insurers re-
peatedly complained about how it made it impossible for them to 
manage their offerings effectively, how they as a result had to have 
price increases to anticipate people jumping in, and often those in-
dividuals would then jump back out and get a chance to reenroll 
somewhere else in the next year. 

Mr. GUTHRIE. Well, that is not point. It is not what it does to in-
surers, but what insurers do to make up for that. What is the end 
result of that? 

Dr. HOLTZ-EAKIN. It went up. They had to raise premiums to an-
ticipate this phenomenon. 

Mr. GUTHRIE. So those in the marketplace pay more—— 
Dr. HOLTZ-EAKIN. Yes. 
Mr. GUTHRIE [continue]. If you have a special enrollment period? 

That is the concern I wanted to bring up. 
So the second thing on this economic—and as we have seen from 

Idaho and experience that I have is that that causes more people 
to fall out of health insurance. I know the person that—I took my 
car in to get a transmission fixed, and the guys said, Well, I am 
only here certain hours because in the morning and afternoon I 
drive a school bus because I am driving for—he goes, essentially I 
am driving a school bus for $1,600 a month because that is why 
he is an individual small business, sole proprietor, transmission 
business. 

But in this economic downturn, we have had big effects. And so 
I want to talk about health insurance coverage and effects from 
this. How does this downturn differ from other, like the post finan-
cial crisis downturn? Are some of the job numbers that we have 
seen in recent weeks indicative of any of those differences? And as 
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the economy starts to come back, does that affect what policies you 
recommend to address any remaining coverage issues? 

Dr. HOLTZ-EAKIN. This downturn is unlike any previous down-
turn in the United States. It is characterized by a sharp decline in 
household spending, particularly spending by affluent households 
on those services which involve personal contact. And that began 
in mid-March, and it was so severe that in the space of 2 weeks 
it turned the first quarter growth rate into a negative number. 

It continued into the second quarter with these large job losses, 
ten times larger than anything we have seen in a single month in 
U.S. history. 

So the onset is different, it isn’t that people didn’t have income 
and it isn’t that we had a financial disturbance, it was the virus, 
people hiding from the virus and not spending, and especially afflu-
ent individuals. So that is an important piece. 

For this hearing, one of the things that has happened is that the 
health sector has never before been involved in the business cycle, 
and the health sector is the business cycle. Of the 5 percentage 
point decline in the GDP in the first quarter, two full percentage 
points came from the diminished use of health services. People 
stopped going to doctors and hospitals and clinics. 

And what happens to the deliver system going forward I think 
is a very important question. We have seen a lot of consolidation 
in recent years. That is why prices are high. That is why insurance 
becomes expensive. And the ACA actually fostered some of that. 
Now we have got this enormous financial distress in the healthcare 
delivery system that is going to be important for an online. But if 
there is less competition as a result, we are going to have a big 
problem. 

Mr. GUTHRIE. OK. Thank you. And I see my time just expired. 
I appreciate your answers. 

And I yield back. Thank you. 
Ms. ESHOO. The gentleman yields back. 
It is a pleasure to recognize the gentlewoman from California, 

my wonderful friend, Congresswoman Matsui, for your 5 minutes. 
Ms. MATSUI. Well, thank you, Madam Chair, for calling this real-

ly important hearing, and thank you for the witnesses for being 
here today, and I just have to have a special shout out to Peter Lee 
as a wonderful Californian who has done a wonderful job. 

Let me just say this. The arrival of COVID-19, as we know, has 
quickly turned life as we know it upside down, and overnight the 
pandemic created unprecedented challenges that necessitated rapid 
and extraordinary responses. California has been a leader in pre-
serving and expanding access to care, and this pandemic response 
has been no exception. The ACA has been a lifeline for millions in 
California, and in our current crisis, the law has proven vital to en-
suring that we can meet the increased need brought on by the re-
cession. 

Mr. Lee, I want to follow up on the previous question regarding 
the special enrollment period for previously uninsured. How have 
you seen the special enrollment impact the risk pool and what ef-
fect do you expect on premiums? 

Mr. LEE. Great. Thank you very much, Congresswoman Matsui. 
It is great to see you. I wish I could see you in person. 
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Covered California is more sensitive than anyone about the im-
portance of the risk mix. California, by enrolling more Californians 
than virtually any other marketplace, has enrolled healthier Cali-
fornians, which means on average our premiums are 20 percent 
less than they would have been. 

We engaged our health plan before we opened up the doors wide, 
and we saw 80 percent of the people signing up during the special 
enrollment period were previously eligible, but more came in be-
cause we marketed. But 20 percent were not eligible previously, 
but they weren’t people in ICUs because of COVID. They were peo-
ple scared about getting COVID. They were people who were 
healthy who we want to get tested. We saw those people come in, 
and we then assessed the risk mix. 

So I totally agree with the broad theories that Doug Holtz-Eakin 
noted in the early days of the ACA risk mix. We saw a healthier 
risk mix coming in during our special enrollment period. It is a 
win-win. 

You want people to not avoid healthcare during a pandemic, and 
we want to get more people enrolled, a healthier risk mix. It is 
going to lead to lower premiums as in 2021, our plans are priced 
to have a .6 percent premium increase. That is because they looked 
at risk mix; we looked at risk mix. It has been a win-win, Con-
gresswoman. 

Ms. MATSUI. OK. Thank you very much for that. 
House Democrats have passed legislation to protect consumers 

and help make healthcare more affordable. We pushed for provi-
sions in the Heroes Act, as has been mentioned before, to establish 
an emergency special enrollment period and ensure access to free 
COVID-19 treatment. Unfortunately, the Senate Republicans have 
refused to take this up. 

Dr. Aron-Dine, the ACA brought the uninsured rate to historic 
lows. However, under the Trump administration, nearly 3 million 
Americans have lost coverage. Can you discuss why the number of 
uninsured Americans began to climb? And also what policies 
should we be putting forward to make it easier for people to get 
a State covered in this and future crises? 

Dr. ARON-DINE. Thank you. 
A number of policies from the administration I think contributed 

to the rise in the uninsured rates that we saw prior to the pan-
demic during a strong economy, but let me single out two. 

One is the set of administration policies, but particularly the 
public charge rule, which have really created a climate of fear for 
people, for immigrants and their family members, who are eligible 
for public coverage programs but are worried about what might 
happen if they enroll. And what we saw in the latest census data 
is that the groups you would worry would be most affected by that, 
such as Hispanic people, children not born in the United States, 
were particularly likely to lose coverage. 

A second factor I would single out is the set of administration 
policies that have made it harder for people to get and stay en-
rolled in Medicaid. The worker climate policies that Dr. Sommers 
spoke to were fortunately thrown out in court for the most part, 
but other policies have also created procedural barriers. For exam-
ple, the administration actually told Idaho that they had to stop 
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doing something that made it easier for people to renew their Med-
icaid coverage and instead had to require more paperwork. 

And so going forward, I think some of the areas to think about 
to fill in the remaining coverage gaps include continuing to work 
on affordability policies, finding ways to make it easier for people 
to get and keep their coverage instead of harder, and creating more 
incentives for the remaining 12 States to expand Medicaid which 
is just critical to filling that major gap. 

Ms. MATSUI. All right. Thank you very much. 
And I know that my time is gone, so I yield back. Thank you 

very much. 
Ms. ESHOO. I am sorry. The gentlewoman yields back. 
Now it is a pleasure to recognize our colleague from Virginia, Mr. 

Griffith, for his 5 minutes of questions. 
Please unmute. 
Mr. GRIFFITH. Thank you very much, Madam Chair. Can you 

hear me? 
Ms. ESHOO. Yes. 
Mr. GRIFFITH. All right. Thank you. 
Look, you know, we have talked about the Supreme Court, and 

one of the things that I think hasn’t been said is that if the Su-
preme Court were to rule the ACA unconstitutional, that doesn’t 
mean that there is a vacuum that cannot be filled. Congress, as 
civics teacher Shimkus would tell us, Congress has an opportunity 
to step in and fill that and act as it sees appropriate, and if we are 
so concerned about the preexisting condition issue, how come we 
haven’t we brought up a standalone bill like Greg Walden’s H.R. 
692 which would take care of that and make it clear to everybody? 
Republicans and Democrats both believe that preexisting condi-
tions should be covered. 

And to Chairman Pallone’s point, those who have had COVID 
may now have a preexisting condition, well, science is out on that. 
We are trying to figure that one out. And, in fact, I have joined an 
NIH study to see, having had COVID, to see what are the subse-
quent consequence of having had COVID and are their health con-
ditions that may come from that 2 to 3 years down the road. So 
we will find that out, but we can fix that if we wanted to and we 
have failed to act. 

Now, let’s go to the underlying ACA, and, you know, I have said 
this many times, but it is still true. More than a decade ago Presi-
dent Barack Obama visited Bristol, Virginia, in my district, and in 
front of a large crowd, he proclaimed the virtues of his healthcare 
plan, which is now the Obama Care or ACA. 

Under the reform I propose, if you would like, you can—if you 
like your doctor, you can keep your doctor. If you like your 
healthcare plan, you can keep your healthcare plan. He went on to 
say, Under the Obama plan, the government would work with in-
surance companies to lower premiums by an average of $2,500 per 
family annually for those who have insurance. 

Well, here is what actually happened. According to Virginia State 
Corporation Commissioner of Insurance, currently seven percent of 
Virginia’s population is uninsured. Only one insurance company, 
only one, covers the 29 jurisdictions that I am proud to represent, 
only one. And in 2019, the weighted average insurance premiums 
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for individuals in Virginia was $796.29 per month. That is up from 
an average of $322.41 in 2014 and even more over 2010. 

My constituents feel the pain financially as well as physically. 
Congress continues to hear about problems with the ACA and what 
those problems are causing, even as the pandemic has caused more 
to need individual insurance claims. Since June of this year we 
have had—in my office, we have had at least 54 separate com-
plaints. 

Dr. Holtz-Eakin, is Virginia isolated in these experiences? Did 
the ACA fulfill its dream of allowing folks to keep their healthcare 
plans, keep their doctors, and lower their health insurance pre-
miums? 

Dr. HOLTZ-EAKIN. No. Your characterizations are shared by 
many other States. 

Mr. GRIFFITH. I appreciate that. 
And also, Dr. Holtz-Eakin, in your testimony you discuss short- 

term limited duration plans as a potential stopgap measure for 
some people who have lost their employer-sponsored health insur-
ance because of the downturn. You mentioned particular people 
had previously made too much money to qualify on certain ex-
changes when they went to enroll in their special enrollment pe-
riod. 

Can you help me put into understandable terms, who would that 
be? How much money would someone like that had to have made 
and what their choices in how much they pay in the ACA ex-
changes versus a short-term plan? 

Dr. HOLTZ-EAKIN. You get folks making, you know, $150,000 a 
couple and they get hit with the downturn and now what are they 
going to do. So this is a degree of flexibility that was not present 
in prior years, and it gives people an opportunity to, you know, 
have insurance during what they hope is a relatively short reces-
sion and recovery. 

And we have already seen job growth return to the United 
States. We saw that in May, June, July, August, and in the August 
report we saw private payrolls rising at a 20 percent annual rate. 
So there are reasons to be hopeful that this will turn out to be a 
very limited, very sharp downturn, and then a short-term plan is 
the way to ride that out and get back into your regular insurance 
after that. 

Mr. GRIFFITH. Well, and I appreciate that, and the short-term 
plans can be helpful for some people; but let me underscore once 
again that while there has been a lot of discussion about pre-
existing conditions, neither Republicans nor Democrats want to see 
people with preexisting conditions not covered. 

And obviously, you know, I have told you I had COVID. I am one 
of those people that may be affected if Chairman Pallone is correct, 
and if the science bears out that there are some additional reper-
cussions from having had even a mild case of COVID, we will just 
have to see what happens in the science. 

But neither Democrats nor Republicans are planning to get rid 
of the protection that is afforded to people who have preexisting 
conditions. You would agree with that, wouldn’t you, Doctor Holtz- 
Eakin? 
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Dr. HOLTZ-EAKIN. Yes, I would. Both sides have put together pro-
posals to preserve that protection, so there is no evidence that any-
one is against it. 

Mr. GRIFFITH. I appreciate it. 
And I yield back. 
Ms. ESHOO. The gentleman yields back. 
I would just add to this discussion that, on the Republican side 

of the aisle, not one Member in the entire House of Representatives 
has spoken up and said that this case at the Supreme Court is 
going to wipe this out and that they are deeply concerned about it. 

So I just think it is important to place that on the record. 
I now am pleased to recognize the gentlewoman from Florida, 

Ms. Castor, for her 5 minutes of questions. And please unmute. 
Wonderful to see you. 

Ms. CASTOR. Thank you, Chairwoman Eshoo. This is very impor-
tant hearing today on the Affordable Care Act and COVID-19. 
Thank you to our witnesses who are here. 

And, Chairwoman Eshoo, you are right, some of this rhetoric 
does not match the reality. We know, it is crystal clear, that Presi-
dent Trump and Republicans are urging the United States Su-
preme Court to strike down the Affordable Care Act in its entirety. 

That includes protections for 130 million Americans with a pre-
existing health condition and it also means the coverage for 1.9 
million Floridians who purchase their affordable health insurance 
on the healthcare.gov marketplace. You heard that right, 1.9 mil-
lion Floridians. That is more than the population of about a dozen 
States. 

So the stakes are high here, and it is truly unconscionable that 
this would be urged on at any time, but especially in the middle 
of a public health crisis that has tragically claimed the lives of 
200,000 Americans. Trump and the GOP are attempting to rip cov-
erage away in the courts after they failed to do so in Congress, try 
as hard as they might. What they are doing by bringing this case 
to the United States Supreme Court is cruel and it is wrong. 

And, in addition to actively putting the ACA’s preexisting condi-
tion protections at risk, President Trump and his administration 
have also recklessly expanded junk health plans. And the result 
has been that many bad actors have fraudulently sold junk plans 
to consumers. 

These junk plans often do not offer comprehensive coverage, and 
they discriminate against people with preexisting conditions. In 
fact, this committee did an investigation and found that junk plans 
leave families on the hook for hundreds of thousands of dollars in 
medical bills, and they often deny claims for medical care that 
rightfully should be covered. 

In fact, the Federal Trade Commission has gone after some of 
these bad actors for their bait-and-switch tactics. There are a num-
ber of Federal lawsuits filed against them. But the Trump adminis-
tration has allowed them to proliferate needlessly. 

The Affordable Care Act was successful in limiting these junk 
plans and ensuring that families can rely on the meaningful health 
insurance policy when they purchase one. They don’t want to go 
back to the battle days when insurance companies could discrimi-
nate against them if they have asthma or cancer, now COVID-19. 
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So I understand, Mr. Lee, that California has outlawed junk 
plans. Can you briefly explain why? 

Mr. LEE. I can. Thank you very much for the question. 
I think there is a lot of confusion when people talk about short- 

term plans or faith-based plans. They are cheaper, they are great 
option, they are short term. Let’s be clear, it is not just fraud. This 
is what health insurance was ten years ago. 

These are plans that can, number one, exclude people based on 
their health status, so they winnow off people. But then there is 
no guarantee that coverage will be there when you are sick. It is 
Swiss cheese coverage. You don’t know what is covered and what 
is not covered. 

And they will say, sorry, this short-term plan doesn’t cover men-
tal health. This one has a cap on hospital. They are a great deal, 
they are cheap if you predict the future; but if you could predict 
the future, you don’t need insurance. You don’t know if you are 
going to get cancer or end up in the ICU. 

And I would note that in California, we have 800,000 people with 
unsubsidized coverage because we, the State, have kept all of the 
costs down, and that has been a failure of many States that have 
priced middle class Americans out of coverage because they have 
allowed premiums to skyrocket by not marketing, not getting peo-
ple in the door. Going back to short-term plans is a wrong solution. 
We have people come in and out of Covered California every 
month. That is a working solution because, when they are with us, 
if they get sick, they are covered. 

Ms. CASTOR. So, Dr. Aron-Dine, do junk plans pose a risk for 
families who contract COVID-19? What is going on here? What 
would you warn consumers about here? 

Dr. ARON-DINE. Yes, I do think they pose a risk to people who 
contract any serious illness. And I think there is a bit of a sort of 
myth out there that the people purchasing these plans are fully in-
formed consumers making totally rational decisions to assume 
those risks. 

You could question whether anyone is able to make that kind of 
decision about those kinds of risks, but it is also clear that these 
plans are being marketed in misleading ways and that they en-
gage, your committee reports finds, in a lot of what is called ex- 
post underwriting, which is fancy word for finding reasons to deny 
people’s claims once they get sick. 

So that is not coverage that people are making an informed deci-
sion to buy. It is coverage that is really leaving them without pro-
tection. 

Ms. CASTOR. Thank you. 
And I yield back. 
Ms. ESHOO. I am sorry. The gentlewoman yields back. 
It is a pleasure to recognize the gentleman from Florida, Mr. 

Bilirakis, for his 5 minutes of questions. 
Mr. BILIRAKIS. Thank you so much, Madam Chair. I appreciate 

it very much. And thanks for holding this hearing, and I thank the 
witnesses for testifying as well. 

Like my colleagues on and off this committee and this adminis-
tration, I, too, support protections for those with preexisting condi-
tions and funding our community health centers. However, like 
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many Americans, I remain concerned with the continued high cost 
of healthcare despite the ACA’s passage. 

Dr. Holtz-Eakin, one of the major promises of the ACA was af-
fordable insurance for every American. The law even went so far 
as to penalize those who didn’t enroll. However, in the decade since 
its enactment, costs continue to rise. Why is that, in your opinion? 
Why is that? 

Dr. HOLTZ-EAKIN. Well, I think one of the key features across the 
United States has been increased consolidation in providers, hos-
pitals buying up doctor physician groups, and the like, which allow 
them to have more market power and higher prices for delivering 
the underlying services. 

And insurance, in the end, is a product that just shifts the bill 
from one individual to another. If the bill is too large, insurance is 
going to be very, very expensive. And so I think that has been a 
concern among health policy experts of all stripes, that lack of com-
petition and how to address the increase in prices. 

Mr. BILIRAKIS. OK. Thank you. 
Director Cameron, the pandemic has further stressed the mental 

health of our communities. I think we can all agree on that. Recent 
data from my district indicates increased overdose rates, unfortu-
nately, this year, with August being one of the deadliest marks on 
record. 

Congressman Soto and I introduced H.R. 5473, the Enhance Ac-
cess to Support Essential Behavioral Health Services Act, which 
builds on landmark opioid legislation passed by this committee last 
Congress to expand reimbursement for behavioral and mental 
health services delivered through telehealth, regardless of whether 
someone has substance abuse disorder. 

Would you agree that preventive measures like the EASE Behav-
ioral Health Services Act would be helpful in addressing our Na-
tion’s mental health crisis? And I believe that that was placed in 
Ann Wagner’s bill. But we would love to get that through this com-
mittee but also on the floor of the House as soon possible. 

What is your opinion on that, on that particular bill, sir? 
Mr. CAMERON. Thank you, Congressman. I have not seen the lan-

guage, but I certainly believe that providing mental health services 
is paramount. We have been very successful in improving that 
through our telemedicine. In fact, that has been a real hallmark of 
what has happened this last year and, you know, certainly support 
any efforts in that direction. 

Mr. BILIRAKIS. Yes, people have to have access, no question. 
Again, Director Cameron, you mention in your testimony seeing 

an uptick in telehealth visits in Idaho. Pre-pandemic, some stake-
holders cited a lack of clarity around Federal reimbursement for 
telehealth for substance abuse disorders under Medicaid. 

Do you agree with that sentiment? And would additional guid-
ance from the appropriate agencies at HHS be helpful to ultimately 
ensure that those who needed treatment can have access to it? 

Mr. CAMERON. Well, it certainly can’t hurt. I think it is more 
complicated than that. I think people were not using telehealth 
services, A, because they weren’t especially comfortable with it, and 
they got real comfortable real quick in the pandemic. 
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I think providers weren’t offering it because they weren’t nec-
essarily comfortable. They liked the old system of being able to see 
people face-to-face. And in many cases, that is ideal. But one of the 
things the pandemic has done is it has sort of blown the doors open 
and allowed consumers to be able to access and utilize it, and I 
think many are seeing they actually prefer it now. 

Mr. BILIRAKIS. Yes. That is what we are hearing, too, because 
they can actually do it in the privacy of their own home and it is 
so very convenient. 

Mr. CAMERON. Yes. 
Mr. BILIRAKIS. One last question. I don’t want to go over, Madam 

Chair. 
Dr. Holtz-Eakin, CMS released a report in August of 2019 on in-

dividual insurance market enrollment trends. Data shows that be-
tween 2016 and 2018, unsubsidized enrollment declined by approxi-
mately 40 percent. If the ACA has fulfilled its promise to provide 
affordable healthcare to all, why has this decline occurred? Is it an 
affordable issue? 

Again, thank you, Madam Chair, for allowing me to ask that 
question. 

If you could respond briefly, I would appreciate it. This is for Dr. 
Holtz-Eakin. 

Ms. ESHOO. Yes. 
Dr. HOLTZ-EAKIN. I think it is an affordable issue, by and large, 

and I would be happy to elaborate in writing after the hearing. 
Mr. BILIRAKIS. Thank you very much. 
I yield back, Madam Chair. 
Ms. ESHOO. The gentleman yields back. 
And the gentleman from Maryland, Mr. Sarbanes, please unmute 

and you have your 5 minutes for questions. 
Mr. SARBANES. Thank you, Madam Chair. Can you hear me? 
Ms. ESHOO. Very well. 
Mr. SARBANES. Excellent. I appreciate the testimony today. 
Let’s call a spade a spade when it comes to the Republican at-

tacks on the ACA. This has been an obsession with the Republicans 
for more than ten years. The attack that is coming with the Su-
preme Court case in November and its effort to ram through the 
appointment of a new justice before the election is just the latest 
play out of that playbook that we have seen for years, which, in 
my view, is really just an effort to try to attack one of the legacy 
achievements of President Obama. 

But leaving that where it is for the moment, Dr. Lee—or, Mr. 
Lee, if you could describe, we have seen the Trump administration, 
obviously, engage in leadership malpractice when it comes to re-
sponding to the pandemic, and we could speak about the broad 
GOP reluctance to embrace the opportunities of the ACA over the 
last ten years. 

But if you are in the middle of a pandemic, you start to see huge 
job losses disruptive to people’s coverage. It seems to me that if 
there is in your tool kit something that you can do using the ACA 
and using exchanges and you don’t take advantage of that, that is 
leadership malpractice of the highest order. 

Describe the moment when you pulled your team together to 
demonstrate proficiency in leadership in this moment, when you 
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saw what was happening and you saw the amount of people that 
were being thrown into this place of not having coverage, that 
morning, that meeting when you convened people and you said, 
Here are the tools we are going to use that are available to us 
through Covered California, because of the ACA, to make sure that 
we help people get through this crisis. 

What were the first two or three things you knew you had to do 
that unfortunately were not happening at the Federal level? 

Mr. LEE. Thank you very much for that question. 
Now, oddly, I think the first meeting we had was six years ago. 

It is not just about a pandemic. It is for the last five years saying 
we will do everything to make every Californian over there for 
them. And I think there has been a failure of action at the Federal 
level since March but also for about three years, cutting back on 
spending, not supporting navigators, promoting short-term plans 
which weaken the risk mix. 

But what we did this year, March 19 our Governor declared a 
state of emergency. March 20 we declared a special enrollment pe-
riod. And we have spent $9 million in advertising, and every day 
since then, when a Californian got an unemployment check, they 
got a flier from Covered California, and our 500 storefronts across 
California were open virtually taking enrollment by phone, and we 
promoted that. It is a matter of saying again, in America, there is 
half a million more Americans uninsured today because of Federal 
inaction. Those are people—— 

Mr. SARBANES. Can you imagine—thank you for that. 
Can you imagine if the President of the United States in the 

midst of this crisis had led with all of the efforts that you just de-
scribed at the national level, had gotten on the phone with Gov-
ernors across the country and States who had their own health ex-
changes and said this is what we are going to do as a team to re-
spond to this crisis? But he didn’t do it. And now he is trying to 
take down the ACA in the middle of this pandemic once again. 

Let me turn to Dr. Sommers because my head is exploding when 
I keep hearing my colleagues across the aisle talk reverentially 
about their desire to protect people with preexisting conditions, but 
you can’t just pull that out of thin air. I mean, there are actuarial 
dynamics to this, the way insurance pools function, and all the rest 
of it, that can allow you to do that effectively, i.e., through the 
mechanism that we have set up through the ACA or to just try and 
pull it out of thin air, which is what I think their approach is going 
to be. 

Can you just talk to why, if you really want to do that effectively, 
cover people with preexisting conditions, you need to do it inside 
of a structure, an insurance structure and a coverage structure 
that actually makes sense and is sustainable? 

Dr. SOMMERS. Yes. So States before the Affordable Care Act did 
try this, and what they found was that if they made rules that said 
you have to take all comers, but they didn’t have the infrastructure 
of the ACA, they didn’t have the tax credits and the subsidies, basi-
cally what happened was only sick people signed up, premiums 
went through the roof, and the markets collapsed. You need to hold 
infrastructure of the ACA. You can’t just put out that edict that 
says cover everybody. 
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Mr. SARBANES. Thank you. 
I yield back. 
Ms. ESHOO. The gentleman yields back. 
Pleasure to recognize the gentleman from Missouri, Mr. Long, for 

his 5 minutes of questions. And please unmute. 
Mr. LONG. Thank you, Madam Chair, and thank you all for being 

here today. 
Dr. Holtz-Eakin, much has been made of how the affordable 

healthcare is under the—excuse me. I am going to start again. 
Much has been made of how affordable healthcare is under the 

current system, but can you talk about any trends you have seen 
that relate to the actual cost of care, not what the patients pay at 
the counter in the form of co-pay or coinsurance, but the under-
lying costs of care? 

Dr. HOLTZ-EAKIN. I think we saw in the 2 or 3 years in the after-
math of the Affordable Care Act a noticeable diminishment in the 
pace of so-called excess cost growth, the rate at which healthcare 
costs go up faster than incomes in the United States. 

But more recently we have seen that go back to something closer 
to the bad old days, and acceleration in those costs. A lot is made 
of prescription drugs and particularly retail prescription drugs, but 
they are a small fraction of the healthcare bill. The vast majority 
of the costs are hospitals and doctors and other providers, and it 
is there that the attention needs to be focused if we want to slow 
the pace of the healthcare billing in the United States. 

Mr. LONG. OK. Thank you. 
And, Director Cameron, I understand that in Idaho you offer a 

specific type of short-term plan that might be useful during the 
time period when folks may have a few months’ gap between their 
loss of a job-based coverage and the next open enrollment plan. 
Can you talk about these plans and what kind of feedback you 
have gotten on them? 

Mr. CAMERON. Certainly. Thank you, Congressman. 
So these plans should not be confused with traditional short-term 

plans. They are what we call as enhanced short-term plans. They 
are designed to be renewable. They have all of the same essential 
health benefits or requirements or coverages. They are not what 
one Congressman has called as junk insurance. They have the 
same. 

They have the same preexisting predictions or very similar pre-
existing condition protections to an ACA plan, but they are avail-
able and allow enrollment year around or at open enrollment if a 
person chooses to. 

They have provided an answer for us because we keep them in 
the same risk pool. So they are tied—their rates are tied to that 
of the ACA plans, and it helps attract and bring back those young 
and healthy individuals and families that need coverage, like the 
family in Oakley, Idaho, who are—the wife is a breast cancer sur-
vivor who knows the importance of coverage but can’t afford $2,100 
a month. They are cattlemen. Their prices change every day, and 
they don’t qualify for a subsidy. 

So for them they are being forced out of ACA coverage out of no 
desire of their own but simply because of price. This has provided 
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an alternative for them that, in essence, helps all of those that are 
enrolled by keeping it in the same risk pool. 

Mr. LONG. OK. I might add that my sister has been a resident 
of Ketchum, Idaho, for 40-some years now, so I don’t think we are 
getting her back to Missouri. 

And do you regulate these products to ensure that they are mar-
keted fairly and honestly to consumers? 

Mr. CAMERON. Absolutely. We very strongly regulate them. We 
make sure—and, by the way, I need to tell you, when I talked ear-
lier about the traditional plans waiving co-payments and 
deductibles and co-sharing for COVID, so did these enhanced 
plans. They did the same things, and we regulate to make sure 
that their advertisements are not misleading, that they fulfill the 
conditions of their policies, and we go after those that do so inap-
propriately. 

Mr. LONG. So instead of issuing broad mandates and restricting 
plan design, is it safe to say you have opened up the markets, col-
laborated with your health plans, and increased competition to 
make more choices available to your citizens? 

Mr. CAMERON. Absolutely. Our goal is to have more people in-
sured. The original goal of the ACA was to insure more people, and 
then some of the provisions actually started limiting who could ac-
tually obtain coverage. So our goal is to have more people insured. 
We have collaborated with our carriers. We will now have three 
carriers offering these type of plans this coming year. 

Mr. LONG. During the pandemic you had plans set up and volun-
teered to offer credits back to consumers, make advance payments 
to providers to help get them through the downturn? 

Mr. CAMERON. Yes, yes, sir. 
Mr. LONG. And what effect have these policies had on premiums 

for your citizens? 
Mr. CAMERON. Well, in many cases they have actually lowered 

the price from where they were previously. One of our carriers low-
ered the price by 50 percent on dental premiums, others lowered 
it by 15 percent over this next year. 

What has happened is that we don’t have as many people taking 
advantage of, you know, treatment that wasn’t as necessary, and 
so the amount of claims being spent has dramatically decreased, 
and so they have been refunding that money back. 

Mr. LONG. OK. Madam Chair, I don’t have any time to yield 
back, but if I did, I sure would. 

Ms. ESHOO. The gentleman yields back. 
I would just like to say to the witness from Idaho, it would be, 

I think, instructive for you to read the June 25 report that the En-
ergy and Commerce Committee all put together that found short- 
term plans denied and rescinded coverage for millions of people. 
And after reading that, I would look forward to your kind of writ-
ten response to it. But I do think that it would be instructive. It 
was highly instructive to me. 

Now it is a pleasure for me to recognize the gentleman from New 
Mexico, Mr. Luján, for his 5 minutes of questions. 

Mr. LUJÁN. Thank you, Madam Chair. 
Before I begin my remarks, Madam Chair, I do have a unani-

mous consent request. 
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Ms. ESHOO. Would you please state it. 
Mr. LUJÁN. That is to submit a GAO report, the Government Ac-

countability Office, August 24, 2020, ‘‘Private Health Coverage Re-
sults of COVID Testing for Selected Offerings.’’ 

Ms. ESHOO. The unanimous consent request is approved. It is al-
ready a part of the record, and at the end of the hearing, I will 
name everything that has been placed in the record. 

[The information appears at the conclusion of the hearing.] 
Mr. LUJÁN. Thank you, Madam Chair. I am not sure if my clock 

can be reset. But nonetheless, Madam Chair, the reason that that 
report is so very much is when you go into the summary findings 
of that report, what the GAO found is when they were out there 
looking at folks that were selling what my colleagues on the other 
side of the aisle are calling short-term plans, that I have heard ev-
eryone else call a junk plan, they found that there were deceptive 
marketing practices similar to the findings from the Energy and 
Commerce Committee. 

And what is clearly listed here is that those short-term plans, 
the plans that I refer to as junk plans, they do not cover people 
with preexisting conditions. People need to stop lying to innocent 
folks that are out there and convincing them that these plans are 
going to cover their cancer, their diabetes, or if they get in an acci-
dent. 

Many of these plans don’t even cover prescription drug costs. 
They don’t cover ambulatory care. Enough. Let’s just be honest. If 
you want to sell people these short-term plans, let’s be honest with 
the American people as to what they are buying so that way people 
are not left without. That is all we are saying here. 

Truth and transparency. Why is it that the Trump administra-
tion eliminated the requirement on those junk plans to list exactly 
why they were so bad? I have screenshots from superintendent 
sites across America before President Obama’s administration—or 
sorry, before President Trump’s administration changed that rule 
and after, and you see that its name has changed. But that is a 
conversation for another day, Madam Chair. 

At this very moment, the Trump administration and Republican 
Governors and Attorney Generals are leading efforts with the U.S. 
Supreme Court in a case where they are seeking to strike down the 
entire Affordable Care Act. 

They aren’t asking the U.S. Supreme Court to keep the parts 
they claim they like, such as protections for people with preexisting 
conditions. They are asking the Supreme Court to strike down the 
whole law during the public crisis that has taken the lives of more 
than 200,000 Americans. 

If the ACA is struck down, protections for people with pre-
existing conditions would be gone. That now includes the nearly 7 
million Americans who have been infected with COVID-19 who 
could be denied coverage for the rest of their lives. More than 20 
million people would lose their healthcare coverage, including 
226,000 New Mexicans, more than doubling the number of people 
in our State who are uninsured. 

The 9 million people who receive subsidies to make their pre-
miums more affordable would be on their own. In the middle of a 



85 

State budget crisis, States like New Mexico would be left to shoul-
der the full cost of keeping people covered through Medicaid. 

Now, remember that bill that Republicans tried passing in 2017? 
That actually eliminated every dollar with the Federal Govern-
ment’s investments in Medicaid. Private insurance plans wouldn’t 
have to cover preventative care, maternity care, mental and behav-
ioral health, and other essential services. 

Young adults could no longer stay on their plans until the age 
of 26. And insurance companies could go back to charging more 
just because you are a woman, you have a health issue, or because 
of your age. 

My Republican colleagues have no plan to cover the preexisting 
conditions or to protect the American people. Their last proposal 
from a few years ago allowed insurance companies to charge ridicu-
lous prices for people with preexisting conditions. They slapped an 
age tax on older Americans and enforced States to ration care by 
drastically cutting Medicaid. 

President Trump has not put forth a plan at all, although he has 
promised it for four years every two weeks. But what we have seen 
from him already is deeply troubling. 

The Trump administration has promoted those junk plans that 
we were just talking about, which looked cheaper until you get sick 
and realize the plan doesn’t cover basics like emergency room visits 
or prescription drugs. 

Now, Madam Chair, I have a couple of questions. 
Dr. Aron-Dine, or Dr. Sommers, in both of your testimonies you 

talked about how Trump administration policies have chipped 
away at coverage gains achieved during the first few years of ACA 
implementation. 

Would either of you like to comment on short-term limited dura-
tion junk plans or other Trump administration efforts to sabotage 
not just the number of people covered but the quality of coverage? 

Dr. SOMMERS. Sure, I am happy to answer that. 
I think there are a couple of issues that I analyzed. The first is 

that people have to know about the coverage and be able to navi-
gate the system to get there. And if you make the period that they 
can sign up shorter and spend less money on outreach and less 
money on assisting people on those applications, they don’t get 
them covered. These are my patients. They struggle with the com-
plexities of our healthcare system. If you make it harder for them 
to shine up, a lot of them won’t. 

The other thing I will just say is that this is not a story where 
some States really suffered under the ACA. We have heard num-
bers that maybe Idaho, or Virginia, other places have suffered. 
Well, the numbers in Idaho, 100,000 more people were covered in 
2016 compared to 2013; in Virginia, 300,000; in Florida, 1.6 mil-
lion. Every single State in the U.S. experienced substantial in-
creases in coverage under the ACA Act. 

Mr. LUJÁN. And, Dr. Aron-Dine, what would striking down the 
ACA mean for Medicaid and State budgets? 

Dr. ARON-DINE. As a starting point, it would eliminate Medicaid 
expansion, which covers 12 million people not eligible under pre 
ACA law. It is incredibly implausible that States could continue to 
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cover those people who rely on that coverage. It would also under-
mine Medicaid in a host of other ways. 

Mr. LUJÁN. Thank you. 
Madam Chair, I yield back. 
Ms. ESHOO. The gentleman yields back. 
And now I would like to recognize the gentleman from Indiana, 

Dr. Bucshon, for your 5 minutes of questions. And please unmute. 
Mr. BUCSHON. Thank you, Madam Chairwoman, and thanks for 

holding this very important hearing. 
First I would just like to say, you know, Republicans want people 

with preexisting conditions to have health coverage. 
I think really what we are talking about is people that are high- 

cost individuals that otherwise couldn’t afford coverage before the 
mandate was put in place. But one of the biggest flaws of the Af-
fordable Care Act is the way to solve this issue was done in a way 
that has resulted in dramatically increased costs for everyone. 

Republicans have a healthcare plan that will cover people with 
high-cost medical care, preexisting conditions but will allow others 
to get more affordable health coverage by putting those high-cost 
individuals in a separate insurance pool. 

Anyone that understands insurance knows if you put high-cost 
individuals in the same pool as everybody else, everybody’s cost 
goes up. 

As a provider, I had patients with preexisting conditions, high- 
cost health problems, and that couldn’t get insurance, and that is 
just wrong. We want to solve that in a different way. So it is really 
not a good narrative—it is a false narrative that we don’t. 

Dr. Holtz-Eakin, in the GAO report that was just discussed, were 
there any of the short-term limited duration plans found guilty of 
false marketing? 

Dr. HOLTZ-EAKIN. I am not instantly familiar with that, but I 
would be happy to get back to you after reading it. 

Mr. BUCSHON. That would be great. And also, I have seen some 
comments that, in the press, people saying the Republicans are un-
dermining the Affordable Care Act, a lot of it tied to the repeal of 
the individual mandate. But I would like to ask you whether you 
agree with that sentiment or whether you agree with the recent 
story from The New York Times that ran the headline—and this 
is the actual headline—Republicans Killed the ObamaCare Man-
date. New Data Shows It Really—It Didn’t Really Matter. 

Dr. HOLTZ-EAKIN. So this has been a long debate among re-
searchers as to just how much the mandate was effective in getting 
people into the ACA insurance, and I think the Congressional 
Budget Office, in particular, has rethought the effectiveness of the 
mandate. It really wasn’t as effective as people had thought. 

Instead, they pointed at some things that have been mentioned 
in this hearing, which is marketing, navigators, the kind of out-
reach that recruited people and got them into the ACA. That was 
a bigger part of the story than the mandate. 

Mr. BUCSHON. Yes. I mean, I think—thank you for that answer. 
I think the issue was, from my perspective, is that the Federal 
Government was mandating the American people purchase a prod-
uct, which, in this case, was health insurance. And as you pointed 
out, the American people don’t necessarily follow Federal mandates 
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because, you know, we believe in individual freedom and individual 
choice. 

As a followup, I have seen also a lot about how the administra-
tion has depressed enrollment in the ACA exchanges, but what 
about the health reimbursement accounts rule that the administra-
tion finalized last year that would let employees use their 
healthcare benefits to purchase coverage on the exchange. Wouldn’t 
that actually increase the number of people who might join the ex-
changes in the coming open enrollment period. 

Dr. HOLTZ-EAKIN. Certainly when the administration put out 
that rule, they had estimates of large-scale takeup, a very large- 
scale takeup, of those HRA provisions. They haven’t been in place 
long enough for us to see if that comes to fruition, but it is a big 
change in the opportunities that people face. 

Mr. BUCSHON. Thank you for that answer. So I think, you know, 
this has been a good hearing. I have one more question. I think I 
have about a minute left. 

Dr. Cameron, as a provider and member of the House Doctors 
Caucus, I was encouraged to hear about your work with health 
plans in Idaho to extend various forms of financial assistance to 
providers who are suffering during the pandemic. Can you expand 
on the specifics of what plans did and what the effect had on access 
to healthcare in Idaho? 

Mr. CAMERON. Certainly. Can you hear me? Thank you. 
Mr. BUCSHON. I can. 
Mr. CAMERON. So—and I will just target or just list a few of the 

things that they did without naming specific companies. Again, we 
have five carriers, unlike many States who are down to one. We 
had targeted loan programs. Obviously, all of the carriers were 
processing their claims quicker and suspending prior authorization 
restrictions. $1.4 million was given by one company in cash ad-
vances to select provider groups. Three of our carriers banded to-
gether and gave another $5.5 million to providers in a specific hos-
pital system, and another carrier offered $10 million in interest- 
free loans or cash advances to providers in order to assist them in 
getting through this pandemic. 

Mr. BUCSHON. Thank you very much. I would just like to say fi-
nally that, you know, as a provider, I want everyone that has high- 
cost health problems, so-called preexisting conditions, to have af-
fordable health coverage. I just believe that it needs to be done in 
a different way, because the way that it has been done in the ACA 
has increased the costs for everyone in the system. We can do it 
in a better way. 

With that, I yield back. 
Ms. ESHOO. Dr. Bucshon yields back. We thank him. 
And it is a pleasure to recognize the gentleman from Oregon. Mr. 

Schrader, you have 5 minutes for questioning. And please unmute. 
Mr. SCHRADER. Thank you very much. 
Ms. ESHOO. Is Mr. Schrader there? 
Mr. SCHRADER. Yes. Thank you very much, Madam Chair. I ap-

preciate the opportunity here, and I appreciate the panelists. 
I would agree with my good friend and colleague from Indiana 

that, you know, the individual mandate has not been as important 
as we had originally anticipated, but as our good friend and col-
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league from California has pointed out, Mr. Lee, that, you know, 
the outreach is, and, you know, that is important. That has been 
curtailed, unfortunately, under the current administration, and 
caused some problems over the last couple years. 

Hopefully, one of the few good things comes out of this pandemic 
is the fact that people are now realizing that healthcare is an op-
portunity and they have access. It has been pretty amazing to me 
that we have not had a huge uptick in uninsured people as origi-
nally expected. 

Mr. Holtz-Eakin, you testified that there are basically three ele-
ments that have contributed to that, you know, some special enroll-
ment periods, and ability to utilize the ACA, some of these short- 
term plans, and COBRA coverage. Do you have any feel for which 
of those has contributed more or less or what the rough percent-
ages are that each of those options contributed to keeping people 
insured? 

Dr. HOLTZ-EAKIN. Yes, I don’t have any firm data on that. It is 
quite frustrating trying to sort it out. My instincts are that COBRA 
has been the least important and that we have seen people go Med-
icaid, ACA, and then perhaps some short-term plans. 

Mr. SCHRADER. OK. You know, a testament to, I think, American 
healthcare system. It is not a one-size-fits-all. We have many op-
tions for folks that are out there depending on your personal cir-
cumstances and your personal inclinations about how you want to 
get healthcare. 

I have a bill, actually, with a colleague, Rodney Davis from Illi-
nois, that talks about COBRA coverage and making it, hopefully, 
a better option. I would hope the committee and Congress would 
consider this as one of the things in the mix by making sure that, 
you know, it pays at least what, you know, the premium for that 
employee that would have been covered under that employer-spon-
sored healthcare program, to make it—at least during the pan-
demic here, make it so that there would be an option. 

Do you think, Mr. Holtz-Eakin, that that would be an incentive 
for COBRA to be a more effective help to keeping people insured? 

Dr. HOLTZ-EAKIN. Well, as I said in my opening remarks, one of 
the advantages to COBRA is it avoids the churn that was men-
tioned by Dr. Sommers. And churn comes with the downside that 
you are often changing provider networks and your care gets dis-
rupted, and that is the last thing you want in the middle of a pan-
demic. So getting people to stay on their insurance, using COBRA 
augmentation, is a way to avoid that entirely. 

And, you know, one of the difficulties for everyone, the experi-
ence to the American worker and for policymakers, is that we just 
cannot get a good, firm handle on how many of the job losses will 
turn out to be temporary. Of the 20 million we got in April, 18 mil-
lion were reported as temporary layoffs. Some of those are going 
to turn into permanent job losses, and so, you know, which vehicle 
you want to use. If you are permanently going to lose that job, you 
might think very differently than if you are just temporarily laid 
off. It has been a real struggle thus far. 

Mr. SCHRADER. Thank you. Thank you for that. 
Mr. Sommers and Ms. Aron-Dine, a question on what is the—do 

you have any feel for what this issue, economic makeup, is of those 
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people that are using these special enrollment periods to sign up 
for healthcare? Is it reflective of the population writ large or is 
there some difference there? 

Dr. ARON-DINE. Certainly, in general, use of the marketplace is 
as concentrated among moderate-income people. And job losses 
have also been really concentrated among low-wage workers, which 
is a consideration in thinking about COBRA. A big problem is a lot 
of the people losing their jobs may not have a COBRA option, par-
ticularly lower-income workers, particularly workers of color, who 
are especially vulnerable to becoming uninsured. 

Dr. SOMMERS. And I would just add briefly that, in addition, 
when workers might have had a plan that worked well for them 
when they had a higher income, if they become uninsured and lose 
their income, those copays from their employer coverage may no 
longer be adequate for them, and Medicaid may provide much bet-
ter protection for them in terms of being able to get the care they 
need. 

Mr. SCHRADER. So it sounds like we need an all-of-the-above op-
tion like we have got currently in this country with the ACA and 
COBRA coverage and what all, you know, even the short-term 
plans for a very short period of time. But as pointed out by a lot 
of my colleagues, they do not offer a long-term option in terms of 
complete benefit protection, and we got to keep that in mind as we 
go forward. 

And I yield back, Madam Chair. Thank you. 
Ms. ESHOO. The gentleman yields back. 
It is a pleasure to recognize really just a superb member of our 

subcommittee. We are just going to miss her, miss her, miss her, 
the gentlewoman from Indiana, Mrs. Brooks. You have 5 minutes, 
and I hope you are unmuted. 

Mrs. BROOKS. I am, Madam Chairwoman, and thank you so very, 
very much. In fact, I would like to take this opportunity to thank 
you, to thank the ranking member, and my colleagues. First, I 
want to thank the witnesses for being here. And while this is an 
incredibly partisan hearing, so many of, in my six years of being 
on this subcommittee, I just want to remind the committee, we 
have accomplished incredible things. And there is still a lot more 
of incredible work to do on behalf of the American people. 

And the Energy and Commerce Committee, and particularly the 
Health Subcommittee, has an incredible track record. And I know 
we are working on this incredibly difficult issue of the ACA or bet-
ter ways to provide healthcare for all Americans, and affordable 
healthcare, but I just want to thank you because I have been able 
to be a part of—this is my last hearing, in all likelihood—been able 
to be a part of the 21st Century Cures, able to be a part of CARES 
Act, able to be a part of PAHPA. I could go on and on with all the 
acronyms, which most Americans don’t know much about, but you 
all know, as members of the committee, the important work we 
have done on opioids, mental health, healthcare affordability. 
There is so much—and preparing and responding for this pan-
demic. 

But there is a lot more work to do, and I just want to encourage 
all of you. I want to thank the staffs also. We have incredible staff. 
I have worked with really great staff on both sides of the aisle, and 
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just want to thank them for their commitment in helping us find 
even better ways to work together. 

I am on the Select Committee on the Modernization of Congress, 
and we are going to be rolling out our recommendations, as we 
have been, and I just want you all to know that this completely bi-
partisan committee has more recommendations, which I hope that 
the body takes up, because we all have to do better to find the com-
mon ground. And I actually believe we have a lot more common 
ground and we can find more common ground if we just continue 
to really work together, talk together, find—it is difficult, I under-
stand, in COVID and with us working remotely, but, you know, 
whether it is picking up the phone—I love that Kurt just men-
tioned that he is working with Rodney Davis on something, who is 
not even on the committee. 

We have got to find ways to keep working on all of these really 
incredibly important issues that this committee works on. So I 
want to encourage you all. I have great hope, and we have got to 
get through this for our citizens and our constituents. 

When it comes to COVID, obviously, healthcare has never been 
more important, and we are right in the middle of it. But the inno-
vation that has come from our incredible health companies in this 
country, we have got to continue to support. 

I am really proud of the fact that we have been able to do a lot 
without expanding Affordable Care Act. Insurance companies have 
committed to providing COVID tests to patients free of charge. We 
are bringing our supply chains back. That is critically important. 

I am concerned that COVID, all these patients that have had it, 
all these citizens, will have a preexisting condition, and we have 
to, and must, and we are committed on both sides of the aisle, to 
covering preexisting conditions for all Americans. And now we 
have, you know, millions of people who have tested positive for 
COVID, and we have got to make sure we get this right. 

I just, in my brief time I have left, telehealth is one of those 
amazing things that we have talked about but now we are doing. 
Mr. Cameron, can you please share with us the dramatic increase 
in telehealth visits your State has seen? What are areas where it 
has been incredibly successful? Where are areas where maybe we 
shouldn’t be focused on telehealth? I know it is great for mental 
health, but I talked to some dermatologists this week where it is 
really tough, in dermatology, for instance, for telehealth to be in-
credibly helpful. So can you talk to us in my brief time I have left. 

But I do want to thank the committee before Mr. Cameron an-
swers. I have great hopes for you all, and I have loved working 
with all of you. 

Mr. Cameron? 
Mr. CAMERON. Thank you, Congresswoman, and thank you for 

your service, and thank you for your comments. Telehealth has 
been in an infancy here in Idaho and not really a lot of takeup, 
mostly, I think, because a lot of providers and, as I said earlier, 
some consumers did not want to take it. 

I, myself, see a dermatologist, and I am—it is an interesting 
story that you shared. I actually, while in the State capitol build-
ing, did a dermatologist visit with my phone, to go over some of my 
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issues and show some of my concerns. So it can be done, but there 
still has to be some hands-on followup. 

There are some health conditions, without getting into provider 
codes, where it doesn’t fit really well, and so those need to be 
talked about. But we need to provide the services and the tools and 
the technology so that it can happen. I think consumers, as was 
said earlier, now actually prefer telehealth to other forms of cov-
erage. They would rather have a telehealth visit than go to the 
emergency room, unless it is really dramatic, 

Mrs. BROOKS. Well, thank you. 
And to my committee members, we have to continue to support 

and expand telehealth and help—I know everyone wants to help all 
Americans with their healthcare needs, especially right now. 

Thank you, Madam Chairwoman, and I yield back. 
Ms. ESHOO. Thank you for yielding back. And when you speak, 

you make all of us fall in love with you all over again, which then 
leads to how much we are going to miss you. 

And speaking of missing people, it is an honor to recognize the 
gentleman from Massachusetts, a really extraordinary and 
thoughtful member of the subcommittee, such value added, not 
only at our committee, but the entire Congress, the gentleman from 
Massachusetts, Mr. Kennedy. 

Mr. KENNEDY. Madam Chair, thank you. 
Ms. ESHOO. 
Mr. KENNEDY. Thank you. Grateful to you and to all the mem-

bers of the committee, where I will follow Mrs. Brooks’ example 
here briefly. This is, in all likelihood, my last committee hearing 
as well. It has been an extraordinary honor and pleasure and privi-
lege for me to join all of you on the best committee in Congress, 
to work with all of you on both sides of the aisle to try to advance 
the interest of the American public. 

And to the incredible staff and committee staff here, a huge hats 
off to you, again, both sides of the aisle, for your work and collabo-
ration and the effort that we have made together. It has been an 
enormous privilege for me, and I wish you all well going forward. 

And a number of big issues on the agenda to tackle, including 
the one, obviously, before us today, and I want to thank all the 
panelists for being here, for your work, and for appearing once 
again before the committee. 

Beyond the horrific loss of life caused by this pandemic and the 
administration’s failed response, the economic consequence of job 
losses, business closures, imminent evictions, will last for genera-
tions. 

The national unemployment rate has more than doubled since 
February. In States like Massachusetts, it still remains stubbornly 
high. Losing your job can mean much more than the loss of income. 
It can also mean the loss of health insurance. And this is very 
much a life-or-death situation for the millions of people with chron-
ic health conditions, for parents of children with complex medical 
conditions that require constant monitoring and treatment. Fortu-
nately, for millions, Medicaid provides them with continuous qual-
ity health insurance so that they don’t have to worry about getting 
the care that they or their children need. 
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So, Dr. Aron-Dine, I want to start with you. What can you tell 
us about Medicaid enrollment since the beginning of the pandemic? 

Dr. ARON-DINE. It has risen, just as you would expect. What hap-
pens is Medicaid is supposed to be there for people as they lose 
their jobs or see reductions in income. Medicaid enrollment is up 
eight percent, generally, and up more in Medicaid expansion which 
targets some of the most vulnerable people. 

Mr. KENNEDY. In other parlance, it is countercyclical, right? 
When you have an economic downturn, Medicaid enrollment in-
creases, right? 

Dr. ARON-DINE. Exactly. Which helps people and also helps the 
economy. 

Mr. KENNEDY. Right. Thank you. So I understand that many ex-
perts predict that Medicaid enrollment will continue to climb, and 
I would love to get your thoughts as to why that might be. 

Dr. ARON-DINE. I think that is likely. Even in a, quote/unquote, 
normal recession, Medicaid enrollment often lags a little bit be-
cause signing up is not the first thing people do. And in this reces-
sion, as others have talked about, people haven’t been seeking med-
ical care because of the pandemic if they—healthy people haven’t 
been seeking medical care, and that is often a mechanism by which 
people get enrolled and covered, is they go to a CHC and they find 
out that they are not doing that, they may not have gotten signed 
up yet. 

Mr. KENNEDY. And, Doctor, you touched on this already a little 
bit, but just to flesh this out for us a bit more, how does Medicaid 
expansion specifically help States to respond to the current unprec-
edented health and economic crisis? 

Dr. ARON-DINE. Sure. And we have talked about how it is there 
for the people who are newly losing their health insurance, but I 
think it is equally important that millions more people, 12 million 
more people, are covered through Medicaid going into the pandemic 
than would have been without expansion. 

And there is, at this point, just a lot of research showing that it 
is improving their health, improving their financial security, reduc-
ing evictions, and actually saving lives. And, in fact, has been espe-
cially important to people with preexisting conditions for whom it 
has enabled them to get regular treatment for chronic conditions 
for the first time. 

Mr. KENNEDY. We had a Medicaid director, I believe from North 
Carolina, testify before the committee now several months ago, 
back when we could do in-person hearings, and he actually testi-
fied, if I remember correctly, that they had determined that the 
ACA had saved literally hundreds of lives in North Carolina 
through Medicaid expansion. 

And given that, I think a lot of us obviously are incredibly con-
cerned that, once again, the Affordable Care Act is before the Su-
preme Court, and the Trump administration is urging the justices 
to throw out every aspect of the law. So despite what some have 
argued today, that is literally the legal brief that has been filed by 
the Trump administration. 

So, Doctor, I am not asking you to read too far into the tea leaves 
here, but if the Supreme Court agrees that the ACA is unconstitu-
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tional, what happens to the 13 million Americans currently receiv-
ing health insurance through Medicaid expansion? 

Dr. ARON-DINE. Medicaid expansion would be eliminated, and I 
think it is likely that the large majority of those people would be-
come uninsured and lose that access to care and financial security. 

Mr. KENNEDY. And what happens, then, in the midst of—for 
those folks when, if that does take place, in the midst of a flu sea-
son, an unknown yet impact of another COVID-19 winter, and the 
economic prospects of recovery? 

Dr. ARON-DINE. I think the pandemic has reminded all of us that 
it is very important for people to have health insurance, for their 
own sakes, but also as a matter of public health. 

Mr. KENNEDY. Yes. Doctor, thank you. 
COVID-19 has brought about unprecedented challenges to our 

healthcare system and our economy, and it is clear from the wit-
nesses’ responses that Medicaid has played a vital role in respond-
ing to this crisis and ensuring that adults and children continue to 
have access to the care that they need. However, for millions of 
Americans, that safety and security hangs in the balance if the Su-
preme Court sides with Republican attorneys general and takes 
healthcare insurance away from 20 million people in our country. 

Doctor, thank you very much. 
And, Madam Chair, I yield back. 
Ms. ESHOO. The gentleman yields back. 
I now would like to recognize the gentleman from Georgia, Mr. 

Carter, for your 5 minutes of questions. Please unmute. 
Mr. Carter there? Paging Mr. Carter? 
Mr. CARTER. I am here. I didn’t know I was next. I apologize. 
Ms. ESHOO. That is all right. You are recognized for 5 minutes. 
Mr. CARTER. Well, thank you. And thank all of you for joining 

us here today. I appreciate everyone who has been on the panel. 
And I certainly would be remiss if I did not also offer my congratu-
lations to Representative Kennedy and Representative Brooks and 
all the other members of this great subcommittee and this great 
committee who are going to be leaving us. We are going to be los-
ing some valuable members with great institutional knowledge, 
and we certainly will miss all of them. 

Madam Chair, I want to begin by addressing the situation that 
continues to be a problem, and that is, my colleagues across the 
aisle seeming to want to communicate—or seem to want to put a 
message out there that Republicans are not wanting to protect pre-
existing conditions. Nothing could be further from the truth, and 
I think you all realize that. That is something that we have worked 
on and we continue to work on. In fact, if we look at the present 
Congress that we are in, the 116th Congress, one of the first floor 
votes that we tried to have was to try and protect those with pre-
existing conditions. 

So I want to reiterate what has been said by a number of my Re-
publican colleagues on the subcommittee here today, and that is 
that we are in favor of preexisting conditions. We continue to be, 
we have been, and we will always be. We understand, particularly 
in the trying times that we are in now, with the problems that we 
are having with the pandemic, we understand how important cov-
ering preexisting conditions are. 
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Dr. Holtz-Eakin, in your testimony, you mentioned that through 
June, there were 6.2 million workers who lost their employer-spon-
sored insurance due to job loss from the pandemic. And President 
Trump has worked to make short-term, limited-duration plans 
available to beneficiaries for up to 36 months, providing certainty 
and continuity for patients. Previously, the previous administration 
had made them available for only three months. How can short- 
term, limited-duration insurance plans fill the employer-sponsored 
insurance gap, and is there any indication that they have? 

Dr. HOLTZ-EAKIN. So as I mentioned earlier, we don’t have great 
data on what is happening on the ground right now, so I can’t an-
swer with any sort of definitiveness how many people are taking 
up short-term plans versus other options. But it is another option 
on the table. It is an option that was not available previously. It 
might hit a price point that is better than a price point on the ACA 
marketplace, and, you know, that would be a very valuable option 
in this situation. 

Mr. CARTER. And wouldn’t you believe that it would offer pa-
tients more flexibility and affordability in coverage? 

Dr. HOLTZ-EAKIN. Certainly there is a greater variety of plan de-
signs out there. That is one of the advantages. The concern that 
you have heard voiced is that people won’t understand the plan de-
sign they are buying, but certainly there ought to be a way to do 
good consumer education, get them in a plan that is good for them. 

Mr. CARTER. Well, I believe this subcommittee, this committee in 
general, has addressed that before. In fact, I know that I had advo-
cated for us to publicize these plans more so that people would be 
educated as to the availability of these plans and how they could 
help them. But unfortunately, the other side of the aisle, again, are 
opposed to these plans, and did not want to offer education to our 
citizens as to the availability of these plans. 

Let me ask you also, Dr. Eakin, given that premiums have more 
than doubled during the time that the Affordable Care Act was 
signed into law, what are your recommendations for how we can 
reduce the cost of health insurance and allow people to shop for 
coverage that might best fit their needs? 

Dr. HOLTZ-EAKIN. There are really two broad strategies. The first 
strategy is to provide greater competition in the insurance markets, 
lower the barriers to entry, allow more products and variety, and 
allow people to choose among them, and thus get a plan that fits 
their economic situation. 

The second strategy is to deal with the underlying costs and 
value proposition in the delivery system, and certainly there is a 
lot that Congress can do in that area through the big payment silos 
that are in Medicare and Medicaid, which really drive the delivery 
system in the United States. 

And something can be done at the local level. You know, State 
scope of practice, State certificate of need, all sorts of limitations 
on competition need to be addressed. 

I think the telehealth example is the best example of how the 
overregulated U.S. healthcare system couldn’t respond flexibly to 
the pandemic, and it was only the emergency waiver of a lot of reg-
ulations that allowed telehealth to prosper. That should be made 
permanent. I mean, that is going to require legislation. That is a 
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great opportunity going forward, and I would encourage the com-
mittee to look at that. 

Mr. CARTER. So you would agree, just as the free market has 
worked in our society, that the free market can work in healthcare, 
to lower healthcare costs? 

Dr. HOLTZ-EAKIN. Certainly if you have high prices, you have a 
supply problem, and you have got to look at the conditions that are 
limiting supply. 

Mr. CARTER. Well, thank you very much. 
And thank you, Madam Chair, and I yield back. 
Ms. ESHOO. I thank the gentleman from Georgia. He yields back. 
Now it is a pleasure to recognize the gentleman from California, 

Mr. Cárdenas, for your 5 minutes of questions. Please unmute. 
Mr. CÁRDENAS. OK. I should be unmuted. Can you hear me? 
Ms. ESHOO. Yes, very well. Thank you. 
Mr. CÁRDENAS. OK, thank you so much. Thank you, Madam 

Chair, and I appreciate the opportunity for us to have this impor-
tant hearing. I want to thank all of our folks who are here to give 
us their opinion and expertise to be before our committee. 

I also want to say, thanks to the ACA, approximately 20 million 
Americans have gained coverage through the law’s various cov-
erage protections. Nine million low- and moderate-income Ameri-
cans received health insurance subsidies to make their healthcare 
more affordable. 130 million Americans are allowed to receive cov-
erage, without being discriminated against by the insurance com-
panies and made sure that, by law, the Affordable Care Act law, 
they have the right to coverage, even though they have a pre-
existing condition, and they cannot be charged a penny more than 
anybody else who is getting the same coverage. 

In an unprecedented and nakedly political decision, the Trump 
administration declined to defend the Affordable Care Act, other-
wise known as the ACA, in this Republican lawsuit that is seeking 
to declare the entire law invalid. The Trump administration is con-
tinuing with this extraordinary decision in the middle of a pan-
demic that has claimed the lives of now over 200,000 Americans. 
If the lower court’s ruling is upheld, millions of Americans would 
lose their healthcare overnight in the middle of a global pandemic. 

I would like to ask some questions first to Dr. Aron-Dine. Dr. 
Aron-Dine, how many Americans would lose coverage if the deci-
sion were upheld shortly? 

Dr. ARON-DINE. Prior to the crisis, the estimate was 20 million, 
and that number would be larger today with more people turning 
to these programs for coverage. 

Mr. CÁRDENAS. Thank you. Could you discuss the impact of the 
court’s decisions on Medicaid expansion? 

Dr. ARON-DINE. Medicaid expansion would be eliminated, mean-
ing that the 12 million people who are newly eligible because of the 
ACA’s Medicaid expansion could lose their coverage, would likely 
become uninsured. It wouldn’t be there for people newly losing 
their jobs and their coverage in this recession to turn to, and State 
eligibility would presumably revert to the pre-ACA levels where 
few parents and almost no adults without children were able to get 
coverage. 
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Mr. CÁRDENAS. So I think you just described that the Affordable 
Care Act law, once it became implemented, and still to this day, 
millions of Americans are actually being able to see doctors, getting 
healthcare basically, that before were either struggling or not re-
ceiving healthcare? 

Dr. ARON-DINE. That is exactly right, and we have direct evi-
dence of that, including from some of Dr. Sommers’ research, that 
people are getting prescriptions filled, they are getting treatment 
for chronic conditions, and that the ACA’s Medicaid expansion, as 
well as the marketplace coverage, has been literally lifesaving. 

Mr. CÁRDENAS. And this also would be affecting working families 
with moderate and low income? 

Dr. ARON-DINE. Absolutely. Particularly if you look at coverage 
for the people who we now refer to as essential workers, many of 
them get their coverage through Medicaid, especially in expansion 
States, and that would be wiped out. 

Mr. CÁRDENAS. So one thing I would like to clarify, did the Af-
fordable Care Act only increase the availability for healthcare for 
unemployed, people who are not working, or did it, in fact, increase 
by millions, or not, being able to have access to healthcare for 
working families? 

Dr. ARON-DINE. I am not sure I understood your question, 
but—— 

Mr. CÁRDENAS. Let me clarify what I mean, Doctor. A low-income 
family is probably a family that they have low income. They are 
actually working, but they are, say, at minimum wage or what 
have you, so therefore, providing healthcare for them and their 
children, for example, is very difficult because they otherwise can’t 
afford it. And the Affordable Care Act has implemented an oppor-
tunity for them to actually get healthcare, even though they are 
low income, whereas before, they could not go out to the market 
and get it because they just couldn’t afford it. 

Dr. SOMMERS. If I can jump in briefly? 
Mr. CÁRDENAS. Please. 
Dr. SOMMERS. As described in my testimony, we actually have 

looked at this issue of working families, and the ACA’s biggest cov-
erage gains are in blue collar families. These are people in con-
struction and mining and agriculture, concerned with jobs where 
they don’t get coverage through work. So you are exactly right, 
Representative, this is a key feature that the ACA has helped 
working families substantially. 

Mr. CÁRDENAS. Yes. Thank you so much. I am sorry my question 
wasn’t that clear, but I appreciate your clarity in the answer. 

And then also, isn’t it through the ACA now young adults can 
actually stay on their parents’ coverage up through the age of 26, 
whereas before, that was not a typical coverage from the insurance 
industry? 

Dr. ARON-DINE. That is correct. That is a nationwide protection 
put in place by the ACA, and it is one of the reasons that young 
adults would see especially large coverage losses if the law were 
struck down. 

Mr. CÁRDENAS. Yes, thank you. My time is limited, and even 
though the clock stopped, what I am going to do is I am just going 
to close by saying that I would like to thank you, Doctor, and also 
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everybody testifying today, and just remind everybody that the 
truth is that the Republican lawsuit would have disastrous con-
sequences on our Nation’s most vulnerable Americans. 

Yes, Madam Chair? 
Ms. ESHOO. Thank you. The gentleman yields back. 
I understand that Dr. Burgess has joined us. Are you actually 

there? 
Mr. BURGESS. Yes, I am, and unmuted. 
Ms. ESHOO. The Chair recognizes the ranking member of the 

subcommittee, Dr. Burgess, for his 5 minutes of questions. Glad 
you could join us. 

Mr. BURGESS. I thank the Chair. I thank the committee’s under-
standing of the morning where there was a lot of multitasking 
going on, where our time in town may be limited. There is a lot 
going on, as I am sure everyone is experiencing. 

I would ask, Madam Chair, that my entire opening statement be 
made as part of the record. 

Ms. ESHOO. So ordered. 
[The prepared statement of Mr. Burgess follows:] 
[The information appears at the conclusion of the hearing.] 
Mr. BURGESS. And, Dr. Holtz-Eakin, welcome to our sub-

committee. Thank you so much for participating with us today. I 
would just note, you know, on the issue of employer-sponsored in-
surance—I think you talked about this in your testimony—well, 
employer-sponsored insurance, right, pre-pandemic levels, have ac-
tually increased significantly in the year since President Trump 
had taken office. I think it was in excess of three million more peo-
ple had the availability of employer-sponsored insurance. 

So of those employer-sponsored plans, now that we are in a situ-
ation where people are losing employment, what is the options that 
are available for someone who has lost coverage on an employer- 
sponsored insurance? They can sometimes get coverage on another 
family member’s ESI plan. Is that not correct? 

Dr. HOLTZ-EAKIN. That is correct. Their spouse could be covered, 
and they could acquire coverage that way. 

Mr. BURGESS. So I guess, then, the question comes up, how does 
our existing safety net system work as intended to catch people 
that got hurt during the pandemic? 

Dr. HOLTZ-EAKIN. The safety net really consists of the COBRA 
options that people have, the ACA, a place where they can, if they 
have lost employer insurance, they can go and enroll in a plan, and 
the Medicaid program. To date, I think that safety net has held up 
pretty well. As I noted in my written remarks, the Census House-
hold Pulse Survey shows no strong trend in any direction on cov-
erage, and that is not attributable to any single program but to the 
question of all of them. 

Mr. BURGESS. OK. Well, then particularly appropriate to this 
subcommittee and this committee, are there any flexibilities that 
Congress has not provided to States and their insurance plans that 
would improve the uptake of other options? 

Dr. HOLTZ-EAKIN. I think that something that would be really 
valuable for the committee to look at is to look at the waivers that 
have been provided by the administration on regulations that are 
due to the emergency—the declaration of the emergency. They have 



98 

authority to waive an enormous number of things. Like I men-
tioned with the telehealth, you know, you can use a commercial de-
vice, use FaceTime, a waiver of protection against minor HIPAA 
violations for anything disclosed over that, that would allow people 
to actually stay in their homes instead of going someplace to do 
telehealth, which doesn’t really make a lot of sense. 

And all that will go away when we, thankfully, get past the pan-
demic, but there is a lot of it that I think ought to be in law, and 
Congress should look at in providing flexibility. You know, we real-
ly learned that the U.S. healthcare system couldn’t do two things 
at one time. It couldn’t treat COVID-19 and continue to provide or-
dinary care, and that, I think, was quite revealing by the sort of 
overregulated lack of flexibility. 

Mr. BURGESS. Yes. I would certainly echo the overregulated lack 
of flexibility. Much of the curtailment of practice was actually a re-
sult of governmental direction where—tried to preserve capacity in 
an emergency room or ICU setting, hospitals were and medical 
practices and clinics were required to reduce their workload of elec-
tive procedures, which subsequently killed their cash flow and 
made it very difficult for them to recover. 

Dean Cameron, let me just ask you a question about populations 
of people are different and, arguably, Idaho and New York are sig-
nificantly different. So the flexibility for States to develop plans 
that actually fit a State’s population’s needs is important. So could 
you perhaps provide us a little further detail about how Idaho in-
surance companies waived some of their eligibility requirements to 
make it easier for beneficiaries to maintain their access to high- 
quality care? 

Mr. CAMERON. Yes, absolutely, and thank you for the question. 
As I mentioned in my remarks, we started meeting with our car-
riers and trying to talk about how we help citizens, how we keep 
them from being forced out of coverage, how they can access the 
special enrollment periods, how we can make that transition even 
easier. 

And we pointed to and found a number of provisions in State 
law, and even in some rules, that didn’t seem to make sense at the 
time. For example, we had employers say to us, well, I have laid 
off my folks, but now I want to hire them back, but I don’t want 
to go through a new eligibility period. Wouldn’t make sense to do 
that. 

So we essentially issued bulletins, working with our carriers, 
saying, we are not going to do that. We issued bulletins allowing 
carriers to keep people that are furloughed on their plans even 
longer. Now, State law said that you had to be employed at least 
20 hours a week in order to qualify for small-group coverage. We 
waived that. 

There were a number of provisions that way, that in sitting down 
and collaborating with our carriers, decided in this pandemic, that 
wasn’t appropriate. We want people to have coverage, and we did 
everything we could to help them keep coverage. 

Mr. BURGESS. Thank you for that. I see my time is expired. I 
have a couple of additional questions. Madam Chair, I will submit 
those for the record. I yield back. 
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Ms. ESHOO. The gentleman yields back. I am so glad that you 
were able to make it, Dr. Burgess. 

It is a pleasure to recognize the gentlewoman from Michigan, 
Mrs. Dingell, for your 5 minutes of questions. And make sure you 
unmute. 

Mrs. DINGELL. Thank you, Madam Chair, I did. And thank you, 
Ranking Member Burgess, both of you, for convening this hearing, 
because it is really important what is happening with COVID and 
the positive effects ACA has had and what is happening to people. 

And I too want to tell my colleagues how much I am going to 
miss Susan Brooks and Joe Kennedy. They are two people who 
deeply care about healthcare in this country, and we will miss 
them deeply. 

I want to touch upon a topic that we haven’t really talked about 
as much as I think we need to be, which is the impact that COVID- 
19 has had on long-term care in this country and how it has ex-
posed a number of issues in the way that we deliver it. Millions 
of aging and disabled people in this country rely on what is a total 
patchwork system of care to provide them with services and the 
supports that they need in their daily lives, and until you are in 
the system, you do not understand how broken it is. 

During the pandemic, we have all seen the tragic reports of how 
COVID-19 spreads in group settings like nursing homes. 
Compounding the tragedy is the fact that many people in nursing 
homes want to live at home with their friends and their family, but 
they are unable to because of the level of care that they need. And 
they are totally isolated, which is making it even worse as if they 
do become sick or what has happened to them in these last six 
months. 

Medicaid actually pays for things like home health aides, direct 
service providers, to help with activities of daily living, even modi-
fications to make the person’s home more accessible. 

So I would like to ask Dr. Aron-Dine some questions. Dr. Aron- 
Dine, there has been a concerted effort for over a decade, to rebal-
ance long-term services and supports in Medicaid. Can you briefly 
explain what that means and why it matters so much? 

Dr. ARON-DINE. Sure. Rebalancing refers to a rebalancing be-
tween institutional long-term care, for instance, in a nursing home, 
versus home- and community-based services, such as home health 
aides or personal care provided to help a person live at home. Insti-
tutional care has always been part of Medicaid. The availability of 
home- and community-based services has been really expanded 
over time, including through the Affordable Care Act. 

It is very important for the reasons you note, that many people 
would prefer to receive care in their homes. It would be better for 
their health. It is also often more cost effective for a given person 
to receive care at home versus in an institutional setting. 

Mrs. DINGELL. So—thank you for that. I understand that not ev-
eryone who wants to receive home and health community-based 
services, or HCBS as we call it, are able to receive them right 
away. What are some of the barriers currently for people who want 
to receive care in the community? 

Dr. ARON-DINE. One of the biggest barriers to receiving these 
services through Medicaid is State finances. I alluded to so-called 
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optional services in Medicaid which makes them sound like frills, 
but actually optional services are really crucial things like home- 
and community-based services which States are allowed to limit be-
cause they are not mandatory. And there is a really big risk that 
during this recession, as in the past, that States are in a big budg-
et crunch, this is one of the places they might look to cut, which 
can make the problem of HCBS waiting lists worse. 

Mrs. DINGELL. Well, let me ask you two other questions. It is not 
funded enough even before COVID, is it? And is there an institu-
tional bias against home-based care? 

Dr. ARON-DINE. I would agree, certainly even before COVID, you 
had this challenge, and it is a place where the Medicaid program 
has made progress over time through continued expansions, includ-
ing the ACA’s, and more is needed. 

Mrs. DINGELL. So given these barriers and the threat that 
COVID poses to people in group settings, it is now more important 
than ever that we make it easier for people to receive care in the 
community. I was glad to see that the HEROES Act contained a 
policy that I, quite frankly, did work on to increase Federal funding 
for State Medicaid programs to spend on HCBS. And I have been 
working on it with my good friend, Mr. Guthrie, and we are trying 
to get more of this. 

But, Dr. Aron-Dine, the HEROES Act would provide State Med-
icaid programs with a ten percentage point increase for their HCBS 
programs. How would this help States to provide services to the 
people who need this type of care? 

Dr. ARON-DINE. I think both the targeted HCBS increase in HE-
ROES and the general FMAP increase in HEROES, the 14 percent-
age point bump, could be readily critical in helping to fill these 
holes in State budgets, discouraging them from cutting Medicaid, 
and making it possible for them to make some investments, par-
ticularly directly responsive to the pandemic. 

Mrs. DINGELL. Madam Chair, I am out of time, so I may ask 
more questions for the record, and I yield back zero time. 

Ms. ESHOO. The gentlewoman has completed her questions. I 
love the red in the background, Debbie. It really jazzes up our 
hearing. We need that. It is wonderful. And I like ‘‘Women Can Do 
It.’’ We know that we can and we do. 

At this time, I would like to recognize the gentleman from Okla-
homa, Mr. Mullin, for his 5 minutes of questions. 

Are you with us, Mr. Mullin? 
I don’t hear his voice or see his face, so we will move to the gen-

tlewoman from New Hampshire, Ms. Kuster. You have 5 minutes 
for your questions. Great to see you. 

Ms. KUSTER. Great to see you, Madam Chair. And thank you so 
much to you and the ranking member for holding this critical hear-
ing on the Affordable Care Act. I have said it before, I will say it 
again, that across this country, 135 million people under the age 
of 65 have a preexisting condition. So we know the total number 
is much, much higher. 

In New Hampshire, over 500,000 Granite Staters—and that is 
over half the population that are nonelderly—live with preexisting 
conditions every single day, and could be denied access to 
healthcare, either prior to the passage of the ACA or if the ACA 
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is repealed by the Supreme Court, as we now know our Republican 
colleagues are rushing to make happen. 

So even today, during this pandemic, COVID-19 would be a pre-
existing condition for an additional 7 million Americans. That is 
why I introduced the Protecting Americans With Preexisting Con-
ditions Act, which has passed the House twice and still sits on 
Mitch McConnell’s desk. 

And I want to particularly address my colleague, Mr. Carter, who 
said that Democrats are trying to create an illusion that Repub-
licans oppose protections for preexisting conditions. It is no illusion, 
Mr. Carter. You and your colleagues have voted twice against my 
bill, and it is very clear that you do not want to protect Americans 
with their preexisting conditions, even COVID-19. 

Despite what this administration has claimed, this administra-
tion does not support protecting Americans with preexisting condi-
tions. They haven’t supported it when they encouraged repeal and 
replace without a replacement plan, or when they issued destruc-
tive guidance through the 1332 waivers, or when they fight in the 
courts to dismantle the entire law. And we now know that that 
hearing is coming just one week after the election in November. 
This is dangerous and destructive to the lives of the American peo-
ple. 

They certainly have not supported the ACA in the midst of this 
global pandemic, which has needlessly taken the lives of now over 
200,000 Americans. And because the stark reality is that every 
year of the Trump administration, the rate of Americans without 
health insurance has increased, this year has proven no different. 
So today, I will focus my remarks on the ways this administration 
has continued to sabotage the ACA. 

Over 40 million Americans have filed for unemployment benefits 
during COVID-19. Millions of Americans and their families have 
lost job-based healthcare, and yet this administration refuses to es-
tablish a broad special enrollment period which would allow unin-
sured Americans to sign up for coverage in the Federal market-
place. It is especially critical in States like my own that depend on 
the Federal Government as a partner in the ACA marketplace. 

So, Dr. Sommers, most State-based marketplaces established 
broader enrollment periods. Can you briefly discuss how enrollment 
in State-based marketplaces has compared to the Federal market-
places like our own right here in New Hampshire? 

Dr. SOMMERS. Yes. So 12 of the 13 States that fully run their 
own marketplace have created COVID-specific special enrollment, 
and what you can see in the enrollment statistics that are available 
through the middle of the year is that there has been about a 15 
percent increase over the open enrollment totals in those States. 
And that compares to just 11 percent in the States that are on the 
healthcare.gov platform. 

And of note, you know, the ranking member asked about flexi-
bility, more than a dozen States on the healthcare.gov platform re-
quested that flexibility to create a new special enrollment period 
for COVID, and so far, CMS has not granted that. 

Ms. KUSTER. And, Mr. Lee, Covered California established a spe-
cial enrollment period for COVID-19. How many individuals signed 
up for coverage during this period? 



102 

Mr. LEE. Yes. About 300,000. And I want to underscore, it is both 
a special period, because 20 percent would have been ineligible, 
and they were healthy and needed coverage, but the rest were eli-
gible but needed marketing, needed to be told to come in the door. 
And they doubled our enrollment from the prior period. 

Ms. KUSTER. And based on your analysis, how many individuals 
could have gained coverage if the Federal marketplaces experi-
enced the same level of growth as your State did during this spe-
cial enrollment period? 

Mr. LEE. Yes. Our analysis is, if Federal marketplaces had done 
what we had done, half a million Americans would not be unin-
sured today. They would have insurance during a pandemic when 
you want them to have insurance to be able to get tested and get 
the care they need. 

Ms. KUSTER. Madam Chair, I apologize, I have lost the clock on 
my screen. Should I yield back or if I have—— 

Ms. ESHOO. Well, let’s see. My clock has zeros going across. 
Ms. KUSTER. All right. I will yield back and submit my questions. 

Thank you, Madam Chair, for your patience. 
Ms. ESHOO. Thank you. Thank you for your important questions 

and your great work at the committee. 
It is a pleasure to recognize the gentleman from Montana, Mr. 

Gianforte, for your 5 minutes of questions. And please unmute. 
Mr. GIANFORTE. Thank you, Madam Chair. I appreciate the wit-

nesses being here today. 
I first want to say that my State has expanded Medicaid eligi-

bility. I support a social safety net for those who need help, and 
I voted to protect coverage for individuals with preexisting condi-
tions. 

Today we keep talking about coverage. Coverage does not equal 
access to care. Montana faces a provider shortage, and many indi-
viduals travel hours to receive the care they need. Besides pro-
tecting individuals with preexisting conditions, my guiding prin-
cipals for healthcare are improving rural access to care and reduc-
ing cost. 

In the CARES Act, we voted to waive several rules regarding the 
provision of telehealth services. We waived rules regarding the 
origination and requirements for physicians to be reimbursed for 
services provided by audio and video. I think this is a great first 
step, and I hope we can build on ways to improve these waivers. 

Director Cameron, what can you tell us about what you are see-
ing as far as telehealth utilization in Idaho? 

Mr. CAMERON. Thank you, Congressman, and thank you for your 
comments, and thank you for what you did pass in the CARES Act 
to eliminate some of those rules, because that has been very help-
ful, along with, as a State, we also eliminated rules. 

We really believe telehealth will provide that affordable access, 
particularly to rural States like yours and mine. We went from— 
we had a 250-fold increase. We went from—up to 28,000—where is 
my numbers—we went from 28,503 televisits in the month of April, 
from the previous year was 233. Dramatic increases in those that 
are accessing telehealth, and we think that will continue to grow. 
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Mr. GIANFORTE. Great. Do you have any indication that emer-
gency room utilization is down with the increased use of tele-
health? 

Mr. CAMERON. Thank you, Congressman. We do have that indica-
tion. I don’t have those numbers in front of me. We could certainly 
provide that, but we have seen dramatic increases in—or decreases 
in the emergency room utilization, but a lot of that is driven based 
on what was having to happen with the pandemic, who could ac-
cess the emergency room. And so it might be a little difficult to 
pare out whether that is caused because of telemedicine or whether 
it is caused because of the pandemic. And people themselves did 
not want to go to the emergency room where they could potentially 
be exposed. They could sit at their home and they could talk to 
their doctor and get their treatment needed. 

Mr. GIANFORTE. Yes. In my own experience, talking to emergency 
room docs, they tell me that up to 80 percent of emergency room 
visits could have been handled through telehealth, if it were gen-
erally accepted, and that is particularly helpful in States like yours 
and mine where the farm or ranch house might be hours away 
from the emergency room. It is certainly more convenient, higher 
quality of care. Certainly, the emergency room needs to be there for 
folks that need it, but having that telehealth option can provide 
more immediate care and also lower our costs. 

In a followup, what else could we do in Congress to help advance 
telehealth adoption? 

Mr. CAMERON. That is an excellent question. I think, first of all, 
continue to make those rules you have set aside more permanent, 
and continue to encourage and allow for carriers to be able to han-
dle those visits through the marketplace. Additional support to-
wards the technology that is needed in order for those providers to 
be able to offer telehealth services. I think all of those are solu-
tions. And then, really, flexibility in the marketplace, allowing the 
marketplace to work, it will work. It can work. 

Mr. GIANFORTE. OK. So the temporary waivers we put in place 
in the CARES Act, you are saying we should consider making those 
waivers permanent. Is that correct? 

Mr. CAMERON. Absolutely. 
Mr. GIANFORTE. OK. Well, I appreciate your testimony today. 
And with that, Madam Chair, I yield back. 
Ms. ESHOO. The gentleman yields back. And it is a pleasure to 

work with you on telehealth, which is so important and has really 
worked into its full benefits during the pandemic. We need to make 
sure that that continues. 

The Chair is pleased to recognize the gentlewoman from Illinois, 
Ms. Kelly, for your 5 minutes of questions. And please unmute. 

Ms. KELLY. Thank you, Madam Chair. This is a very, very impor-
tant hearing. 

And to Rep. Gianforte, I would love to work with you also. I have 
legislation, I work a lot with Congressman Will Hurd, but he is 
leaving me. So I would love to work with you on the telehealth 
issue. 

I am chair of the Congressional Black Caucus Health Braintrust, 
and Black Americans make up 12.5 to 13 percent of the U.S. popu-
lation, but we have accounted for 22.4 percent of COVID-19 deaths. 
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Dr. Sommers, given the number of minority individuals who 
gained coverage under the ACA and the decreases we have seen in 
the last few years, if the ACA were to be rolled back, how would 
that affect the already severe health disparities we are seeing be-
cause of the emergence of COVID-19? 

Dr. SOMMERS. We know that the Affordable Care Act produced 
particularly large coverage effects in communities of color, and 
helped narrow, though not eliminate, the large disparities in cov-
erage rates in the U.S. So any effort to undermine or repeal the 
ACA would likely worsen those disparities dramatically at a time 
when communities of color have been hit particularly hard by the 
epidemic. 

Ms. KELLY. Thank you. 
And, Dr. Aron-Dine, without opening a new enrollment period for 

individuals and the increase in the FMAP included in the HEROES 
Act, how can we prevent the deaths and health disparities that we 
see from the lack of insurance coverage and healthcare access, 
frankly, that disproportionately affect communities of color? 

Dr. ARON-DINE. Well, I think you would want to start with a do- 
no-harm principle. So the most important thing is to make sure 
that the coverage options people currently have don’t go away. And 
then as you alluded to, it is also important that States not be mak-
ing cutbacks in coverage in this time, and that is going to require 
additional funding to States. 

But more affirmatively, there are lots of things that could be 
done to make progress on coverage, especially for communities of 
color, including improving affordability and making it easier for 
people to access these programs. 

Ms. KELLY. I know we have gone back and forth and everyone 
has their opinion about the ACA, and who knows what is going to 
happen with the Supreme Court. But just to all the witnesses, if 
there was one thing you could suggest to improve the ACA, what 
would that be? I know you are not in a line, so—— 

Dr. SOMMERS. I can start. I would find ways to get the 12 States 
that have not expanded Medicaid to do so. And these States have 
some of the most restrictive Medicaid policies in the country, even 
before the law. These are very low-income populations. They are 
disproportionately communities of color, concentrated in the South. 
There are large health disparities, and Medicaid expansion could 
be a life-saver. 

Ms. KELLY. Next. 
Dr. ARON-DINE. And I think the second place you would go after 

that is to sort of fill the next coverage gap, which is low-income 
people who are eligible for the ACA as marketplace coverage but 
aren’t enrolled, and could start by addressing affordability issues 
as a number of States have done. 

Ms. KELLY. OK. 
Mr. LEE. And if I could, I would build on those two, with a third 

of addressing needs of lower income underinsured people with em-
ployer coverage. Twenty-five percent of people with employer cov-
erage have coverage they can’t afford to get access to. Those people 
need accesses to have a choice to get to a marketplace or get afford-
able coverage that addresses their income, which is done in mar-
ketplaces, but not by most employers. 
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Ms. KELLY. Thank you. 
Mr. CAMERON. Thank you for the question, a very insightful 

question. 
First of all, I would work on affordability, and I would work on 

drawing those young and healthy people back into the risk pool, 
creating one singular risk pool, regardless of the product style, add-
ing flexibility. If you are going to have subsidies—and I think we 
need to have subsidies—Idaho’s market is mostly a subsidy market, 
but we have got to figure out how to fix the cliffs and the mecha-
nisms to keep people from taking advantage of those subsidies or 
keep them from being able to access those subsidies. 

Ms. KELLY. Thank you. 
Dr. HOLTZ-EAKIN. Never go last on a panel like this. I just want 

to echo—— 
Ms. KELLY. You can say ditto or—— 
Dr. HOLTZ-EAKIN. I will echo number one and number two. In 

particular, you know, half of the 30 million people who were unin-
sured prior to the pandemic were eligible for the ACA. That is low- 
hanging fruit, and there is no reason not to pursue that. 

And then just keep an eye on the underlying competition and the 
value proposition in the delivery system. That remains the place 
that the ACA just really was not aggressive enough, and that has 
to be the challenge going forward. 

Ms. KELLY. Thank you all so much. Thanks for your patience. 
And to all my colleagues that are leaving the E & C Sub-

committee, I wish you well, I wish you the best. Thanks for all your 
input and insight. And, of course, a special shout out to Rep. Shim-
kus because he is from my home State of Illinois, so thank you. 

And I yield back. 
Ms. ESHOO. That is really lovely. We really are going to miss the 

colleagues that are leaving the Congress. There is no question 
about it. And as I said earlier, they are really value added, not just 
to our internal work, but once those words become law, they walk 
into people’s lives, and they are a part of that. 

And we are—I think I speak for all of us when I say that I think 
that we have been blessed to have you on the committee. It is 
where we really get to know each other very well when you serve 
on the committee together. 

Now I would like to recognize Mr. Mullin, the gentleman from 
Oklahoma. You have 5 minutes for your questions. And please 
unmute. 

Are you there? 
Mr. MULLIN. Madam Chair, thank you so much. And you are 

right, it is bittersweet to have people leave our side. 
On one hand, I hate to lose them because they are a value and 

an asset to Congress. On the other hand, I get to move up on ask-
ing questions. So there is a side of me that is very selfish about 
that. 

But I do—I will say, Madam Chair, you are right, when we are 
able to meet in person and we are able to have these hearings in 
the hearing room, it is something that adds a lot of value and 
friendship, from my friendship with Lisa to Joe Kennedy, to even 
yourself and Diana DeGette, and just a whole host of people to ev-
erybody on our side, it is something that is tough to replace. 
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And as you know, the stuff that I am going through personally 
with my son, our committee has just been phenomenal to me, so 
I will do the same. I will miss everybody that is here and we look 
forward to meeting everybody in person again. 

To jump into where I am going with these questions, we have 
heard a lot about ACA, and I think we all agree people with pre-
existing conditions need to have the access to market. I think we 
disagree on how to do that, obviously, and a one-size-fit-all ap-
proach doesn’t work, and we have seen that in Idaho, as Mr. Cam-
eron has pointed out in your testimony. You stated that in your col-
laboration and regulatory approach, that it has led Idaho to have 
one of the most successful exchanges in the country, and it is be-
cause you went at it on your own. You designed it specifically for 
the people of Idaho, and that approach has been very successful. 

Could you kind of point out to us, what regulatory actions you 
have taken to improve the outcomes for your patients during the 
pandemic? 

Mr. CAMERON. Certainly. Thank you for the question. 
As I mentioned earlier, we began meeting with the carriers and 

talking about issues that were barriers to our consumers, things 
like prescription drugs, being able to obtain their prescriptions both 
early, both in larger supply, 90-day supply, and both without sign-
ing signature logs. 

We said to the PBMs and to the carriers that were contracting 
with them, You can’t require a signature log and you can’t go back 
and audit them. We also worked with the carriers in expanding 
how people who are on coverage, how they could stay on coverage, 
and if they left coverage, how they could get back on coverage with-
out going through all of the hoops and the previous provisions. 

So employees that were furloughed could stay on coverage. Em-
ployees that lost coverage and went to a special enrollment period, 
we made it easier for them to make that transition, working with 
our State-based exchange because we have that connection that 
was able to make it helpful. 

And then we made sure that people had access to coverage. We 
actually considered an extra special enrollment period, but in con-
versing with a lot of our colleagues found that, for most of our citi-
zens, it really wouldn’t address the numbers like Mr. Lee is talking 
about in California. And I am glad, happy for him, but it wasn’t 
what fit for us. So we believe that we have taken care of our con-
sumers. 

We issued about 12 different bulletins that lightened the load or 
the responsibility on carriers and encouraged them to give money 
back to consumers, helped them so that they could give money to 
providers without it showing up as an adverse asset or giving back 
to consumers without it showing up as a rebate or an illegal in-
ducement. We had them work through all of those things. 

Mr. MULLIN. Well, can you maybe help us on the Federal level, 
we see a lot of States that only have one choice in the markets. 
How could the Federal Government help maybe incentivize com-
petition in the individual markets like you have in Idaho? 

Mr. CAMERON. Yes, I think that is a great question and one that 
warrants a lot more deeper discussion than what I am going to be 
able to give you in less than a minute. 
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First of all, collaboration and working in the regulatory environ-
ment, discussing those rules that are keeping carriers out of the 
business, looking at their profitability and how—you know, in our 
case, we have a co-op that we share with Montana. We have two 
not-for profits. All of those aren’t really interested in making profit, 
but they are not interested in losing hundreds of thousands of dol-
lars either. 

So you have got to provide a balanced approach by which we are 
bringing young and healthy in order to help that risk pool be more 
stable. 

Mr. MULLIN. Well, thank you. And we look forward to working 
with you more going forward. 

Switching gears real quick, just in closing remarks here, I heard 
Gianforte and Lisa both talk about telemedicine. I have got a whole 
new approach to it because the way my son has been having to re-
ceive healthcare lately with specialists all over the country through 
telemedicine, and it is something that is underutilized and some-
thing that we as a Federal Government should be playing a huge 
role in. 

It is something that has become very passionate, and I would 
like to maybe have a deeper discussion. So, Lisa, I look forward to 
working with you moving forward on this thing, too. 

With that, Madam Chair, I yield back. 
Ms. ESHOO. The gentleman yields back. And know, Markwayne, 

that our prayers follow your son every day, every night, all week 
long, all month long. We are with him, and we are with you, and 
I couldn’t mean that more. 

Mr. MULLIN. Well, thank you. I will tell you real quick, my son 
is going to be discharged from up here October 8. 

Ms. ESHOO. Isn’t that wonderful? See? 
Mr. MULLIN. And so we get to come back home, so we are super 

excited. God has just been so good to us. It has been a miracle 
throughout the whole process. 

Ms. ESHOO. And that is wonderful news. And we always have to 
remember to go back and say prayers of thanks. We are good at 
asking. We have to remember to say thank you. 

I just want to add something—and I appreciate Mr. Cameron’s 
work—I also think we need to highlight what California has done. 
Idaho has a population of 1.7 million people. The State of Cali-
fornia is a Nation State, 39.5 million Californians, and we are a 
highly diversified state. I don’t know how diversified Idaho is. But 
the more homogeneous a population is relative to an insurance 
pool, frankly, the easier it is. 

So I tip my hat to Mr. Cameron for his work. But I also want 
to highlight what is taking place and has taken place in the largest 
State in the Union. If the ACA can succeed in California, my con-
tention is it can succeed anywhere. 

With that, it is a pleasure to recognize the gentlewoman from 
Delaware, a wonderful, wonderful member of our subcommittee, 
Lisa Blunt Rochester. 

Ms. BLUNT ROCHESTER. Thank you so much for the recognition, 
Madam Chairwoman, and for your incredible leadership on this 
subcommittee, and thank you to the witnesses that are here today. 
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The passage of the Affordable Care Act ushered in a new era for 
healthcare and expanded coverage to more than 20 million Ameri-
cans. This landmark law resulted in the highest insured rate in our 
Nation’s history. It included a comprehensive set of measures to 
protect Americans with preexisting conditions. Millions of Ameri-
cans have access to affordable quality health insurance because of 
the law. The law’s tax credits make healthcare affordable for mil-
lions of Americans, but millions more are still under or uninsured. 

Unfortunately, Republican Governors continue to refuse to ex-
pand Medicaid in some States, as was mentioned, and the Trump 
administration has deliberately made attempts to undermine this 
law. 

My question is for Mr. Lee, my first question. Mr. Lee, your 
State implemented a new program that provides enhanced sub-
sidies for low and middle class consumers. How many individuals 
have benefitted? And can you briefly discuss the program? 

Mr. LEE. I can. Thank you very much for the question. 
I appreciate Chairman Eshoo’s note about California’s breadth of 

diversity. We are a very diverse State with about 30 percent of our 
role is Latino, about a third Asian Americans, many African-Ameri-
cans, but we know the ACA is not enough. So Governor Newsom 
and the Legislature expanded subsidies that about 600,000 or 1/3 
of our enrolled has benefitted from, 600,000. But it included having 
element of having subsidies for people that are above that 40 per-
cent poverty clip. They now, instead of spending 10, 15, 30 percent 
of their income, are getting financial help, on average $500 a 
month to lower their coverage. That contributed to our last open 
enrollment period a 40 percent bump of new enrollment, healthier 
people, and lower costs for everybody, as well as the unsubsidized. 

And if I may, just very briefly. We have heard all about 
healthcare costs, and we should. The healthcare costs are a prob-
lem. But recognize, in the last six years, while premiums have dou-
bled in much of the Nation, they have risen at half that rate, half 
that rate in California because of what we have done to implement 
the Affordable Care Act. 

So, yes, let’s address pharma cost, let’s address consolidation, but 
recognize getting people insured is a benefit to everyone by a better 
risk mix as well. 

Ms. BLUNT ROCHESTER. Great. 
And I want to shift a little bit to the marketing and outreach 

that was mentioned before. And I know Covered California in-
vested in outreach during the COVID-19 special enrollment period 
and I know—and is increasing their marketing and outreach budg-
et by $30 million for fiscal year 2021. 

What benefits has Covered California seen from their robust in-
vestments in marketing and outreach? 

Mr. LEE. So I want to be really clear. If you are a Nike, if you 
are—I think Timberline is in your State, if you are a Ford Motor, 
you don’t say people knew about us a few years ago, we stopped 
marketing. You always had a market. But beyond that, healthcare 
is different. People don’t want health insurance because they don’t 
think they are going to get sick. They need to be convinced, re-
minded, cajoled, nudged. We spent a lot of money on marketing, 
but for every dollar we spend on marketing $6 or $7 comes back 
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to the State by lower premium costs, by enrolling healthier people. 
It is the right thing to do and creates a virtuous cycle by lowering 
healthcare costs. 

Ms. BLUNT ROCHESTER. And, Dr. Aron-Dine, how could invest-
ments in the ACA’s marketing and outreach and in consumer as-
sistance play a role in helping people recently uninsured because 
of this pandemic? Talk to me a little bit about that in the minute 
that we have. 

Dr. ARON-DINE. I think restoring funding for outreach and mar-
keting could play a very big role, so could opening up a special en-
rollment period, so could improvements in premium tax credits, 
similar to what was done in California. 

And if I could just say one word about unsubsidized marketplace 
premiums, because that has come up a lot, when studies have 
looked at this, unsubsidized marketplace premiums are ballpark in 
line with premiums for comparable employer coverage. But people 
don’t see the sticker price for their employer plan. They don’t see 
the $7,000 because their employer is paying part of it, plus we pro-
vide a tax subsidy for those plans. And so, of course, people are 
surprised by those sticker prices in the marketplace and some find 
them unaffordable. 

You can go two directions with that. You can eliminate protec-
tions for preexisting conditions with the risk pool and make things 
a little cheaper for the healthy at the expense of the sick, or you 
can extend premium tax credits to people at higher income levels 
as the bill passed by the House earlier this year would do. I think 
that is a more logical solution. 

Ms. BLUNT ROCHESTER. Thank you so much for all of your work 
and to the panelists, and now is not a time in a pandemic to get 
rid of the Affordable Care Act, this landmark piece of legislation. 

Thank you, and I yield back. 
Ms. ESHOO. The gentlewoman yields back. We thank her for her 

excellent questions. 
And it is an honor to recognize another outstanding member of 

our subcommittee, the gentlewoman from the State of Washington, 
Mrs. McMorris Rodgers. 

Mrs. RODGERS. Thank you, Madam Chair. It is great to be here 
today, and I appreciate you holding this hearing and to all of the 
witnesses for participating today. 

It has been more than ten years now since the ACA was signed 
into law, and yet today Americans are still left to deal with expen-
sive and burdensome policies. The ACA, Obama Care, was well in-
tentioned, but it has failed in meeting many of its goals and failed 
in meeting many of its promises. Obama Care promised affordable 
health insurance for every American and even penalized those who 
refused to buy it. 

The law has distorted markets and not controlled the underlying 
costs of care. Tens of millions of Americans today cannot afford 
health insurance, and the number of people who delay doctor’s vis-
its because they can’t afford care just keeps going up. 

In 1 of 5 counties, a 40-year-old making $50,000 would have to 
pay more than ten percent of their income for the lowest cost plan 
in the Obama Care marketplace. According to healthcare.gov itself, 
this is considered unaffordable. 



110 

Unfortunately, some of my colleagues refuse to acknowledge 
some of the issues that continue to plague the ACA, such as higher 
premiums, higher taxes, and tax penalties, and even more Federal 
regulation of health insurance. 

I believe that this type of government-knows-best approach is 
what is leading to more support for one-size-fits-all government 
takeovers of healthcare like Medicare for All. 

All Americans deserve a health insurance system that embraces 
transparency and choice, protects Americans with preexisting con-
ditions, like my son, supports medical innovation for better care 
and, most of all, lowers cost across the country. 

To Dr. Holtz-Eakin, what changes in the way that private health 
insurance has covered certain services, such as telehealth visits, 
have you seen in your examination of the market? And what effect 
are those changes having on patients, the delivery of care, and the 
costs of care? 

Dr. HOLTZ-EAKIN. Well, again, telehealth has come up a number 
of times, and it is a really good example of a loosening of the regu-
lations that allows a new service to be offered that is now a com-
petitor service to the existing delivery system. 

It is not going to compete on everything. It is not a great way 
to do an initial intake of a patient, a lot of other examples. But in 
many situations it can provide a lower cost alternative to an in-of-
fice visit, and that is something that we want to always allow to 
flourish wherever possible. 

And we shouldn’t rely on the people at CMS to sit and think 
what could we provide to. We should simply have a regulatory 
structure that is flexible enough that if someone decides they want 
to do telehealth, they can start up and do it. And I am hoping that 
what we will learn from the experience of this pandemic is that a 
lot of the restrictions on the delivery system are really unneces-
sary. The notion that scope of practice laws are as tight as they are 
really restricts competition. 

In the pandemic we saw doctors cross State lines and practice 
with zero problem whatsoever. There is a lot about this that I 
think is a real wake-up call to how we deliver health in the United 
States. 

Mrs. RODGERS. Thank you. 
And as a follow-up to you and to Director Cameron, obviously, 

this pandemic is tragic, and we can’t underscore the personal costs 
and the toll that it has had on our country. From a healthcare pol-
icy perspective, it has forced us to adapt in ways to the environ-
ment and change the way healthcare is delivered in some cases. 

Using telehealth in my rural district in eastern Washington as 
an example, there are many ways that healthcare is covered or 
paid for and, in the long run, would improve the efficiency of this 
system and improve patient access. In other words, there is lessons 
that we can learn and any policies that we have implemented on 
a temporary basis I think we should consider for a permanent 
basis. 

And I would just like to ask both of you to highlight, what are 
those temporary policy changes that we should consider to make 
permanent? 

Dr. HOLTZ-EAKIN. Want to go first, Dean? 
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So I would encourage you to take a look at the list we compiled 
at the American Action Forum. We have a list of all of the emer-
gency waivers that HHS has done using the health emergency dec-
laration and go through that list, and anything on that list is fair 
game to be made permanent. 

I think that that has been—you know, if you needed to do it to 
address the biggest crisis we have seen in America, then it is some-
thing that needs to be gotten rid of permanently. 

Mrs. RODGERS. OK. Well, thank you. Thank you very much. Al-
ways good to hear your insights. 

And with that I will yield back. Thank you, Madam Chair. 
Ms. ESHOO. The gentlewoman yields back. It is great to see you. 
And now it is a real pleasure to recognize just an outstanding 

member of our committee. We are really lucky to have him, always 
thoughtful. 

Mr. Welch, you have 5 minutes, and we want to hear everything 
that you say, so unmute. 

You need to unmute. Can’t hear you. 
Mr. WELCH. Well, I said I was—— 
Ms. ESHOO. There you are. 
Mr. WELCH. I was listening to you, and you embarrassed me with 

that introduction. I am not quite sure you got that right. 
But I am actually delighted to be here, of course, with my col-

leagues on the committee, and I am not going to rehash the ACA 
issues. I want to focus on some of the things we can do to address 
the high cost of medical care. In this country, as we know, we pay 
the most and get the least. And whether we have a taxpayer-fund-
ed system, an employer-based system, or an individual pay system, 
if the cost of healthcare keeps escalating like it is, none of us are 
going to be able to afford it. 

I am going to ask, Dr. Holtz-Eakin, you make some very good 
comments, and I really do always enjoy your testimony. And the 
question I have is this. Some of the information we have now is 
that easing regulations helps. It helps on delivery and it may help 
on the cost. You mentioned telehealth, something that I am a very 
strong supporter of. But here is the question. 

If you ease regulations, do you maintain standards? Because, for 
instance, if you allow for insurance companies to sell policies that 
deny preexisting conditions, then that is an option for somebody. 
But then when they get sick, they may well not have coverage. 

My view—and I want your reaction to this—is that if you are 
going to ease regulations, you have to have standards so that a per-
son, whether he or she is in Texas or in Vermont, has confidence 
that they will get the healthcare they need when they need it. 

Can you comment on that tradeoff between regulations and 
standards? 

Dr. HOLTZ-EAKIN. So I think of this in two different areas. One 
of it is the insurance arena, as you mentioned. There is a difference 
between saying this is insurance that you are allowed to offer, hav-
ing a strict regulatory structure that says what you may or may 
not offer, and a set of standards to say, OK, you can offer insurance 
with a minimum standard, it is not really insurance if it doesn’t 
cover anything, so that is minimum standard to get Federal sub-
sidies and preferred tax treatment. 
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And then you get into transparency and consumer protections 
and adequate financial backing for the insurance company itself. 
You can’t— 

Mr. WELCH. OK. Let me interrupt here because that is a very 
good point. But all of those things that you just mentioned do re-
quire some kind of governmental action, not just free market ac-
tion, correct? 

Dr. HOLTZ-EAKIN. Free markets operate within a legal structure 
and the legal structure is essential. There is no way around that. 

Mr. WELCH. Correct. No, I appreciate that. 
And I want to go to Dr. Lee. I was extremely interested in the 

point that you made that, despite the escalating premiums, your 
increase in premiums has been half of what the national experience 
has been. Is that what you said? 

Mr. LEE. That is absolutely right, Congressman Welch. I think 
it is important to note that underlying costs are still too high in 
California. We have consolidation problems, but premiums would 
have gone up half as much in the rest of the Nation if the rest of 
the Nation had implemented the Affordable Care Act that we did, 
marketing, Medicaid expansion, getting everyone in the door to 
have a healthier risk mix. 

Mr. WELCH. And, Dr. Aron-Dine, could you comment on steps— 
well, first of all, just comment on what is the incredible pressure 
of high costs on any kind of sustainable healthcare system, number 
one, and, number two, what recommendations you would make to 
bring down the costs. 

Dr. ARON-DINE. Sir, I think you really put your finger on it. High 
costs are a systemwide issue, and they need to be addressed in 
large part on the provider side of the system, thinking about prices, 
thinking about utilization, thinking about delivery system reform. 

And so I just want to contrast that with the sort of implication 
that somehow ACA costs are especially high or the marketplace 
costs are out of control. We have a systemwide healthcare cost 
issue and then we have some affordability gaps in the ACA struc-
ture that are pretty easily solvable and could address the concerns 
of unsubsidized marketplace consumers. 

With respect to continuing to work on costs, I think we actually 
have a lot—there are many ideas in common among the panel. I 
was also really struck by—in thinking about regulatory barriers 
and other barriers that have been relaxed during the pandemic. 

Many States have also relaxed access barriers in Medicaid and 
changed and streamlined their eligibility procedures to make sure 
that people could get coverage during this period. And I think simi-
lar to how there are lessons on scope of practice, there is some les-
sons on eligibility there, practices that we could continue to take 
nationwide and get eligible people covered without compromising 
program integrity. 

Mr. WELCH. Thank you. 
My time is up, but I want to acknowledge the testimony of Mr. 

Cameron and the successes that he was able to talk about in Idaho. 
Thank you. 

Ms. ESHOO. The gentleman has completed his questions. 
And it is a pleasure to welcome back to the subcommittee, she 

is an honorary member of our subcommittee, Ms.Schakowsky of Il-
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linois, who waves on, and we are happy to have you, and you are 
recognized for 5 minutes for your questions. Please unmute. 

Jan, we can’t hear you. You need to unmute. 
Ms. SCHAKOWSKY. I should be unmuted now, I hope. 
Ms. ESHOO. You are. 
Ms.Schakowsky. Thank you so much. I really appreciate your in-

dulgence to let me wave on, and it has been an amazing, amazing 
hearing. 

I don’t want to go over old testimony—or I mean old messages, 
but I do want to say that on this day when there are now 201,000 
people who now have died from the COVID crisis, and I just want 
to say they deserve recognition and mourning, the families who 
have lost their loved ones, the essential workers who have died, 
and the nursing home residents that we have been trying to focus 
on who failed to be protected. 

And the one bright light really has been the Affordable Care Act. 
No one disagrees that there aren’t ways that it could be improved; 
but, thank goodness, for the Affordable Care Act and the difference 
that it has made. And really the terrible travesty of the sabotage 
that we have seen—I mean, I listen to all of the complaints about 
the Affordable Care Act, and still there is nothing else right now 
that has been suggested. 

But, Mr. Lee, I have a very specific question that affects my 
State of Illinois. According to your testimony, California has done 
a number of things on its own, spent the past decade protecting, 
building on and going beyond the ACA. But my home State of Illi-
nois still relies on the Federal Government exchange. We don’t 
have our own exchange in Illinois. 

And so what I really wondered was how has your State-based ex-
change allowed you to do better to serve Californians, especially 
during this COVID crisis? And what would you recommend to 
other States in terms of relying just on the Federal exchange and 
instead moving toward having its own exchange and the options 
that become available? 

Mr. LEE. Well, thank you so much for the question, and thank 
you also for your observation about taking a moment to mourn the 
losses we have seen around the entire Nation. 

California is an independent exchange, but from day one we said 
we are committed to building on and making the Affordable Care 
Act work, building on. Covered California has patient centered 
standard benefit signs. There are great economic theories about 
more choices, better, but we want consumers to choose between 
plans with good choices. We have robust competition. 

We bring health plans in, but we also hold the health plans to 
account to make sure they deliver quality care. It is not just about 
people getting an insurance card. So we look at health equity. We 
hold our health plans to account. We have very robust competition. 
80 percent of our enrollees have four or more carriers to choose 
from, 99.8 multiple plans. We have competition. 

But it is also about marketing. It is about marketing and getting 
the word out and promote it. As I note, we spent a lot of money 
on marketing. We spent $150 million in marketing and outreach in 
the coming year, and it lowers costs. It is not extra Federal money. 
It is coming out of the premiums, but the premiums are lower be-
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cause of that spending, but part of it is we have navigators, we 
have 10,000 insurance agents. 

We have storefronts with Covered California’s name on streets 
across California, 500 storefronts. Behind those storefronts are not 
government workers, but some of our 10,000 independent insur-
ance agents. It is navigators we fund. 

And these are the investments that the Federal Government 
should be making to stand up and make sure that all Americans 
get coverage or saving marketplaces many are doing similar things, 
and this is about getting everyone insured something we have 
wanted to do from day one. 

Ms. SCHAKOWSKY. I thank you so much. I really think that—I 
would hope that we could get Illinois to follow your lead and to 
adopt many of the suggestions that you have already implemented. 
So thank you so much. 

And I yield back. 
Ms. ESHOO. The gentlewoman yields back. 
I am sure that Peter Lee would be happy to assist you, Jan, but 

here is a warning. Do not take him away from us. He is far too 
valuable. We need him. 

I don’t think that—oh, I thought that we were finished. It is real-
ly a pleasure to recognize a long-standing member of our com-
mittee, really salute him for the work that he has done over so 
many years, his conscientiousness, his friendship, his effectiveness, 
his caring for his constituents and country. 

I am pleased to recognize the gentleman from New York, Mr. 
Engel. 

Mr. ENGEL. Thank you, Madam Chair, and thank you for those 
kind words, and thank you for being such a good friend of mine all 
of these years. 

You have done a terrific job as Chair of this subcommittee, really 
making the subcommittee rise to an eminent place. 

We all know healthcare is just so important, and we come with 
a whirlwind of knowledge, and you actually feel it when people are 
suffering. I think you have done a fantastic job as Chair of the sub-
committee, and I was proud to be part of it. 

This may be the last time I speak, so I want to say that the fight, 
obviously, that we have all been doing for healthcare and other 
things needs to go on because there are many people that want to 
kill it, and we know that that would be a tragedy. 

The ACA has helped nearly 20 million Americans get covered, in-
cluding nearly a hundred thousand of my constituents. Many of 
these Americans gained coverage through the ACA’s landmark 
Medicaid expansion. 

If the remaining 12 nonexpansion States would join the rest of 
the country, an estimated two million more Americans would gain 
coverage, and during the current COVID-19 pandemic in which 
millions of Americans have lost their health coverage, this would 
provide many low income and working families peace of mind. 

House Democrats passed the Heroes Act, which would provide a 
trillion dollars in State and local relief to help support Medicaid ex-
pansion. 
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Let me ask Mr. Cameron, could you describe why Federal dollars 
to State and local relief are critical to supporting Medicaid expan-
sion? 

Mr. CAMERON. Well, excellent question. Certainly Idaho is one of 
those that did expand Medicaid, although we took our time in 
doing so, and certainly the increased FMAP has certainly been very 
helpful to us, and we have seen dramatic improvement in the num-
ber of folks—or dramatic number increases during the pandemic in 
the number of folks who actually accessed Medicaid. 

We do see some that prefer not to, and the way the laws are— 
the way the ACA is drafted, it doesn’t give them a choice. 

So we do have some consternation over that. We would like to 
give consumers the opportunity to choose whether to be on Med-
icaid or to choose whether to be on a private sector plan and think 
that there is a solution there as well. 

Mr. ENGEL. OK. Thank you. 
Millions of Americans have lost their job-based health insurance 

through the economic crisis caused by the coronavirus pandemic, 
and Congress has taken steps to preserve their health coverage by 
providing more funding to States with Medicaid coverage. 

Like my home State of New York, we have also opened up special 
enrollment periods for the Affordable Care Act’s exchanges to en-
able individuals to purchase high quality of coverage. And so far, 
8,000 New Yorkers have used this opportunity to get coverage. So 
it is really something that is really important. 

Thank you, sir, for your good work. 
And I yield back the balance of my time—oh, I am sorry; one 

more here. 
Dr. Aron-Dine, what steps can States which run their own ex-

changes take to inform their residents about their special enroll-
ment periods? And piggybacking with that, what else should Con-
gress do? 

Dr. ARON-DINE. I think there are a lot of lessons for Congress in 
things States have successfully done to expand coverage, both be-
fore the pandemic and during the pandemic. 

I would put those in a big bucket of improving premium tax cred-
its, improving affordability, both for the lower income people who 
are still most likely to be uninsured and also for people who are 
not currently eligible for subsidies but could be offered subsidies if 
premiums are unaffordable as a share of their income. 

Another big bucket is improving access, making it easier for peo-
ple to access both Medicaid and marketplace coverage. That is 
something that New York has really been a leader on through its 
basic health program where people can enroll all year and can 
more easily move between different types of coverage, and then, of 
course, making sure that the remaining States expand Medicaid. 

I wonder if Peter Lee would like to answer your question about 
the best ways to promote a special enrollment period. 

Mr. LEE. Well, if I may very briefly. It really has to be about 
being all in every channel. Again, we spent $150 million. That is 
a lot of money, but we are a really big State. Any State should be 
spending, to our mind, about one percent of your premium dollars 
on marketing, and that means TV, radio, social media. 
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In California, it means material in Spanish, in Korean, in Viet-
namese. It is in language; but it is also on the ground. It is so im-
portant. We have learned half of our enrollment is through insur-
ance agents and navigators. These are people in communities. 

Now, you cannot be a storefront and have our name emblazed 
unless you agree by our rules. But the fact that we have these 
storefronts, you know, in every community, we have got them on 
Wilshire Boulevard in L.A., Mission Street in San Francisco, but 
we have got them on Roscoe Boulevard in Panorama City, Q Street, 
in every city, which means people know we are there, but it is be-
cause we support agents and navigators. 

So it needs to be everything from social media to on the streets, 
which right now people still use the phone. 

So thank you for that handoff, Aviva. 
Mr. ENGEL. OK. Thank you very much. 
And thank you to all our witnesses again, and thanks to Chair-

woman Eshoo. 
Obviously, we need to protect not dismantle the ACA. And, 

frankly, what the President is doing now is really a disgrace, and 
I just cannot believe that a government which is supposed to pro-
tect the people would do something to take away people’s coverage 
which they rely on. It is absolutely mind-boggling. So we need to 
be vigilant. 

We need to make sure that these things are not taken away and 
that the American people can get equality of coverage. 

And I yield back the balance of my time. 
Ms. ESHOO. The gentleman yields back. 
It is a pleasure to recognize the gentleman from Arizona, Mr. 

O’Halleran. Please unmute. You have 5 minutes for your questions. 
Mr. O’HALLERAN. Thank you very much. Good afternoon. And, 

Ranking Member Burgess, thank you for allowing me to wave on 
today. It is an important hearing, and I appreciate the subcommit-
tee’s attention to the importance of the Affordable Care Act as our 
Nation is grappling with the COVID-19 pandemic. 

The lifeline caps on healthcare cannot be imposed by insurers 
and that young people can remain in their parents’ healthcare until 
they are 26, these are a couple of the issues that are basically dif-
ferent than what we knew before affordable healthcare, along with 
preexisting conditions. And for the healthcare industry, it is costly. 

Something that is seldom discussed is the Affordable Care Act’s 
role in addressing healthcare disparities among racial and ethnic 
groups, as well as by income. 

Dr. Sommers, as you note in your testimony, a staggering 19.6 
percent of Native Americans lacked health insurance, according to 
a 2018 American Community Survey, public data. 

The COVID-19 pandemic has hit Indian country hard, with the 
per capita rates in the Navajo and the White Mountain Apache 
Tribes in my district, both of which had suffered amongst the high-
est in the Nation at their peaks. 

A lack of preventative healthcare, lack of clean drinking water, 
and access to healthy food, and a high number of individuals with-
out high quality health insurance worsened the impacts of COVID- 
19 in these communities. Much work still needs to be done, espe-
cially in light of COVID-19. 
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I sponsored the legislation that would fully fund Indian Health 
Services facilities construction program to contract and improve the 
critical issues, projects across Indian country. The urgent need for 
attention to this matter is why I am proud to serve on the Racial 
Disparities Working Group led by my colleague, Congresswoman 
Clarke, and Congresswoman Kelly, which provides an outlet to dive 
deeper into some of these issues and work to ensure access to qual-
ity healthcare and insurance for all. 

Dr. Aron-Dine, thank you for joining us and for all of your work 
showing how important the Affordable Care Act has been for mil-
lions of Americans. My district is larger than the State of Illinois, 
meaning that we have a lot of particularly rural and underserved 
areas. We have broadband issues that I and this committee have 
been working on since I came to Congress and before. 

Clearly, more needs to be done. I would like to hear more about 
what ACA could do to be improved to ensure that community 
health centers, rural hospitals, and rural providers can continue to 
provide important care that those living in rural areas need des-
perately. 

Dr. ARON-DINE. It is no urging that the ACA has improved cov-
erage and access to care for people in rural areas similarly to peo-
ple in nonrural areas, and that is especially noteworthy given the 
people in rural area disproportionately live in States that haven’t 
expanded Medicaid, and so they have been left out of some of those 
potential coverage bands. 

I think one of the most urgent needs right now, particularly to 
address or at least make sure some of these rural access issues 
don’t get worse, is to address the State fiscal crisis that States are 
facing, which could easily become a healthcare crisis, particularly 
as States look to their Medicaid budgets as a place to cut, look to 
provider rates as a place to cut, and look to nonMedicaid health 
programs as a place to cut. 

Mr. O’HALLERAN. Thank you. 
Dr. Sommers, the pandemic has had economic impacts through-

out our country, but that impact has been particularly felt through-
out poor and underserved areas, including many Native American 
communities. What specific improvements can we see Congress 
take to make the Affordable Care Act work better for these under-
served communities? 

And I wish to point out one other issue, and that is that some 
of my constituents have to drive 10 hours round trip to see a spe-
cialist. Many of them do, in fact. Many of our veterans have to do 
that, too. And this is just unacceptable in the America that we all 
love. And please help us, give us some concepts and ideas. 

Dr. SOMMERS. I think there has been a lot of bipartisan support 
during the discussion today on the bolstered efforts for telehealth, 
which are critical in rural areas and especially in some of the com-
munities that you are talking about, you know, where you have 
things of value, commutes are hours from the nearest provider in 
some of the reservations, in the Navajo Nation, for instance. 

The ACA has produced substantial gains in coverage. A study we 
published looked at coverage for Native Americans and found that 
not only did Medicaid expansion lead to big increases in those with 
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insurance, it was particularly a large increase for those living on 
or near reservations. 

And then the final comment I will make on this topic is the Rep-
resentative from Montana raised a very good question of if you give 
people insurance but they can’t see a provider or there are short-
ages, does it matter? Well, when we looked at impact of giving peo-
ple Medicaid expansion in counties that had specific provider short-
ages, we still found that coverage was better than being uninsured. 
People were better able to get care. 

So shortages matter. We need to address them. But having no 
coverage, you don’t even have an entry into the system, whether 
there are shortages or not. So coverage first, and then we need to 
also bolster the work force. 

Mr. O’HALLERAN. Thank you very much. 
I would just end with saying that we can have all the coverage 

in the world, which is extremely important, especially in Indian 
country because the Affordable Care Act is so important to it. 

But it doesn’t do as much good as it needs to in light of the needs 
of the size of the State of Illinois, you know, 750,000 people, they 
have to travel a long way. There is not enough specialists. People 
are sick in those areas. And we have to find a better way to ad-
dress the needs of all of our citizens, not just some of them. 

I think the Affordable Care Act is the way to do it, but changes 
do have to be made in light of the need for covering all of Ameri-
cans. 

So thank you very much. 
I think you had something to say? 
Dr. SOMMERS. Congressman, I was going to say one other thing 

is the chronic underfunding of the Indian Health Services is some-
thing that we have to talk about in this context, too, and that is 
direct funding to creating the infrastructure that can then provide 
the care that is needed. Health insurance coverage is important, 
but the Indian Health Services plays such a critical role, too. 

Mr. O’HALLERAN. And we are doing that. 
And, Madam Chair, I yield. Thank you. 
Ms. ESHOO. The gentleman yields back. And it is always a pleas-

ure, we want you to know, to have you wave on. 
Mr. O’HALLERAN. Thank you. 
Ms. ESHOO. You are an honorary member of our subcommittee. 

How is that? 
Mr. O’HALLERAN. That is great. 
Ms. ESHOO. Exactly. 
It is wonderful to recognize the colleague from California, Dr. 

Ruiz, for his 5 minutes of questions. Please unmute. 
Mr. RUIZ. Thank you, Chairwoman. 
I want to also echo the sentiments of our colleague, Congressman 

O’Halleran, who has been a champion for Indian country and 
health equity in our Nation. 

You know, it is kind of stunning to me that we still have to hold 
these hearings on the importance of the Affordable Care Act, that 
the Affordable Care Act is still under attack, that it is still under 
the threat of repeal. 

Even now, during this nationwide pandemic, where families all 
across the country have relied on coverage through Medicaid ex-
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pansion and subsidies and exchange plans, many after having lost 
employer insurance, this pandemic has laid bear the importance of 
access to affordable healthcare with comprehensive benefits. 

House Democrats tried to expand that access in the Heroes Act, 
which included my bill, the Care for COVID Act. The Care for 
COVID Act expands access to healthcare by creating a special en-
rollment period for anyone without insurance and requires insur-
ance plans to cover treatment for COVID with no out-of-pocket 
costs for their patients so that co-pays or high deductibles would 
not be a deterrence for seeking care. 

You know, as an emergency medicine physician, I know we need 
more access to care, not less. But you don’t need to be a doctor to 
get that. You don’t need an M.D. To realize that during a pandemic 
we want to get more access to the proper care and precautions, not 
less. 

And yet this administration and some House and Senate Repub-
licans continue to try to chip away at the ACA, while also attempt-
ing to completely overturn the law in court, completely overturn 
the law in court. 

We have been fighting this for years, even as millions more 
Americans have insurance because of the ACA, even as 130 million 
people with preexisting conditions across the country can no longer 
be denied health coverage just because they had been sick before. 

But the Trump administration and if these Republican leaders 
get their way and the ACA gets overturned, there will be no protec-
tions for people with preexisting conditions. Keep in mind that any-
one who has had COVID will have a preexisting condition. 

This means that they may have to pay much higher premiums 
for their coverage, possibly even be denied or that coverage might 
not cover anything related to their COVID illness, which I should 
add we do not know the full scope of the long term affects of 
COVID-19 yet, or they will be subject to annual lifetime caps or 
what insurance will pay. That is if they will be able to get insur-
ance at all, because without the protections of the ACA, all of those 
scenarios are possible, if not likely, as we all remember from pre 
Affordable Care Act days. 

Dr. Aron-Dine, can you just expand on some of the impact on in-
dividuals with preexisting conditions if the ACA were to be struck 
down by the Supreme Court? 

Dr. ARON-DINE. I think you described we would really be revert-
ing to a pre ACA world, where the individual market really didn’t 
work for people with preexisting conditions or others with serious 
health needs because they could be denied coverage, charged high-
er premiums and because plans could have massive benefit gaps or 
caps on coverage. 

And if you don’t mind, if I could say one word about the idea that 
we have been hearing that there are proposals out there that would 
replace the ACA’s preexisting conditions protections. Looking at 
one of those bills introduced by Ranking Member Walden, I have 
some real concerns. 

Not only would it not replace the Medicaid expansion in any way, 
which is, first of all, the loss of people with preexisting conditions, 
and not replace premium tax credits in any way, which is crucial 



120 

to making a market that protects preexisting conditions actually 
work. 

Even if you just look at the impacts on the market, on the insur-
ance market reforms, people with preexisting conditions could still 
be charged more either on the basis of their condition or certainly 
on the basis of gender or age, and plans could leave out high-cost 
drugs, could leave out any other benefits, or just cap coverage with 
low annual and lifetime limits, so back to the economic logic that 
pushes you to a race to the bottom in an insurance market without 
standards and you really haven’t protected people with preexisting 
conditions in any way. 

Mr. RUIZ. You know, this attempt to repeal the ACA through the 
courts is opposite of what health equity means because it is pre-
cisely people with underlying illnesses, precisely with people that 
have chronic illnesses that are most at risk of dying from COVID- 
19. 

Repealing and chipping away from the ACA will add to the num-
bers of those who die and who suffer from this pandemic, which 
would only prolong the pandemic and its economic devastation for 
our Nation. It is the opposite of doing good. It is doing harm. 

Mr. Lee, good to see you again. Can you talk about how individ-
uals who have had COVID will be impacted by not having pre-
existing coverage protections and what this might mean with any 
long-term health effects of COVID-19? Since we know it can cause 
scarring of the lungs, this could lead to longer term health effects. 

Mr. LEE. So, Dr. Ruiz—I am not sure which is a better honorific, 
Congressman or Doctor, but first it could have 7 million people not 
just being precluded from getting coverage, but potentially being 
charged higher premiums, imposing higher out-of-pocket costs and, 
if I may, and Aviva noted this, but remember, under the pre ACA, 
being a woman was treated as a preexisting condition. 

Women were charged more for insurance. And returning to that 
reality, to my mind, would be virtually medieval. 

If I may, saying that you have a policy that could preserve pre-
existing condition protections of the ACA without addressing the 
other elements is like saying, We will keep this plane in the air by 
committing to not chopping off its wings, but not address that you 
have an engine, the need to have flaps and rudders to steer, the 
need to have a landing gear to land. While an airplane needs wings 
to fly, it also needs other parts to keep it in the air to get pas-
sengers on the ground safely. 

You can’t separate out preexisting condition protections from 
subsidies, insurance rules. So to say you can do one thing alone is 
just both an economic and healthcare fallacy. 

Mr. RUIZ. Thank you very much. 
I yield back. 
Ms. ESHOO. Thank you very much for that exchange and, Mr. 

Lee, for, I think, really an outstanding description that really 
speaks to this whole notion of I am for preexisting conditions and 
that somehow that that is something that can just take place like 
this without any other architecture relative to insurance sur-
rounding it. 

I don’t see any other members that are waiting to participate in 
the hearing. So I want to request unanimous consent to enter into 
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the record the following documents: An April 2020 letter to CMS 
Administrator Seema Verma from Members of the Energy and 
Commerce Committee on establishing a special enrollment period; 
a letter from AFSCME Council 57; a statement from Margaret 
Murray, chief executive officer of the Association for Community 
Affiliated Plans; an August 2020 GAO report entitled ‘‘Private 
Health Coverage, Results of COVID Testing for Selected Offerings’’; 
a letter from the National Taxpayers Union; a statement from 
Community Catalyst. And without objection, hearing no objections, 
so ordered. 

[The information appears at the conclusion of the hearing.] 
Ms. ESHOO. Let me just close on this note, and it really is with 

all of my thanks, and that is on behalf of all of the Members of the 
Subcommittee. 

Dr. Sommers, you spoke so clearly and with a knowledge that is 
so broad and deep because you are caring for patients every single 
day, and you know their stories and you related them to us so 
beautifully. Thank you. Thank you for being willing to testify and 
for the quality of your testimony. 

To Mr. Holtz-Eakin, you are always welcome at this sub-
committee. Both sides of the aisle draw a great deal of every testi-
mony that you have offered, so thank you for doing that today. You 
are always thoughtful. And you are direct in your answers. Which 
we all appreciate. 

To Dr. Aviva Aron-Dine, you are outstanding. You are absolutely 
outstanding. You have deepened and broadened our knowledge, 
never being menacing in terms of your responses, but with a 
knowledge that is dazzling, and that for those of us that think that 
we understand these policies really quite well, you did something 
today to really deepen it and broaden it. And you are always wel-
come back at the committee. You added so much to our hearing. 

To Mr. Cameron, thank you for your testimony. To have an indi-
vidual that represents, even though the population of Idaho is rel-
atively a small one in comparison to my home State of California, 
your experience and your work to help insure people was high 
value testimony, and we appreciate it. And I think you have a good 
sense of that because you evoked important questions from both 
sides of the aisle. 

And to Peter Lee, there simply is no one like you. There is sim-
ply no one like you. As when we opened the hearing and I intro-
duced you, I spoke you are one of the most distinguished—you 
come from one of the most distinguished families in California, in 
our country, and at the heart of their service and their care was 
healthcare. You are all physicians. So you are—you stand on the 
broadest shoulders. 

You have not disappointed anyone in generations of your family. 
You carry on that tradition, and Californians are deeply grateful to 
you. Our entire delegation from both sides of the aisle are grateful 
to you and grateful to you not only for your knowledge and your 
know-how, but that all of us can really sense and feel from a deep 
place what kind of commitment you have. It is called the Lee com-
mitment, your fortitude. 
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So bless all of you for working with us to really make our country 
better. We are in troubled times. It is up to us to help bring the 
American people through. 

And at the heart of that, at the heart of that, is the dignity of 
each human being. Each one has a spark of divinity to them, and 
honoring that spark of divinity is that they will have healthcare 
that they and their families can depend on. That is the way that 
we honor them. 

So thank you to all of my colleagues. Thank you to the witnesses. 
And with that, the Health Subcommittee of Energy and Com-

merce is now adjourned. 
[Whereupon, at 1:58 p.m., the subcommittee was adjourned.] 

PREPARED STATEMENT OF MICHAEL C. BURGESS 

Thank you, Madam Chair. I would like to set the stage by walking through the 
robust support that Congress has provided already this year to protect American pa-
tients during this novel coronavirus pandemic. In various supplemental relief pack-
ages, Congress has provided or required coverage for different coronavirus-related 
services. For example, Congress has required that commercial insurance cover 
coronavirus testing.We have also waived all cost sharing requirements for Medicaid 
and the Children’s Health Insurance Program for labs and diagnostic services re-
lated to a coronavirus diagnosis. Uninsured individuals are protected because we al-
lowed states the option to pay for these individuals under Medicaid and established 
a separate funding stream for provider relief to ensure that physicians, hospitals, 
and other providers are reimbursed for the care that they provide to uninsured pa-
tients. We have provided similar protections for Medicare beneficiaries, in addition 
to increasing access and reimbursement for telehealth services. 

We have championed policies that would keep money in American patients’ pock-
ets. We allowed high deductible health plans to cover telehealth under the deduct-
ible for two years, and we allowed patients to use funds in Health Savings Accounts 
and Flexible Spending Accounts for the purchase of over-the-counter medical prod-
ucts, including those needed in quarantine and social distancing, without a prescrip-
tion from a physician. 

You have called this hearing today, in part, to celebrate the Affordable Care Act. 
If it is so comprehensive and working so seamlessly, then why have you called us 
here to discuss how it has struggled to provide adequate protections for individuals 
during this pandemic? From what I have heard, states and insurance plans have 
been able to adapt quickly to ensure flexible yet comprehensive coverage for individ-
uals. 

My constituents continue to tell me how unaffordable the Affordable Care Act is. 
Many of those laid off because of the economic impact of the virus are eligible for 
a special enrollment period to sign up for an ACA plan or have become eligible for 
Medicaid. If they are choosing not to enroll, that is probably because of the astro-
nomical cost of doing so. 

I would like to make it clear that there is vast, bipartisan support for protecting 
coverage for individuals with pre-existing conditions. Many of us on our side of the 
dais have experience with pre-existing conditions in our own families or providing 
insurance for the employeesof their businesses. If there was a real concern about 
addressing this issue, the Majority would have voted with Republicans on numerous 
occasions this Congress to support protections for individuals pre-existing condi-
tions. They also could have called a vote on a severability clause bill to ensure that 
if the Affordable Care Act were struck down, these protections would stand. They 
have not taken any of these actions. 

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. 

This hearing is also in direct contrast with the hearing that Chairman Pallone 
and Chairwoman Eshoo called last December. The hearing notice for the December 
19, 2019 hearing stated, ‘‘universal healthcare coverage has long been the North 
Star of the Democratic Party.’’ Their agenda is to pave that road to the North Star— 
to accomplish one-size-fits-all healthcare coverage. The reality is that one-size-fits 
all is really one-size-fits-no one. 
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It is critical that states maintain the flexibility to address the unique needs of 
their citizens. Forcing every state and every American to fit into the same box will 
not work. Americans need and deserve to have choices that will work for themselves 
and their families. They should not have to worry about spending a substantial por-
tion of their income on health insurance to have an unreasonably high deductible 
such that they fear using the insurance they pay for. 

With that, I yield back. 
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