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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, Lujan, Schrader, Kennedy, Cardenas,
Welch, Ruiz, Dingell, Kuster, Kelly, Barragan, 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.

o))
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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
acg)ss 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 gle'cord 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
beeln 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. EsHOO0. 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. EsH00. 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.

é 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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Benjamin D. Sommers, M.D., Ph.D. Harvard Medical School
Huntley Quelch Professor of Health Care Economics Brigham and Women’s Hospital

September 23, 2020

My name is Benjamin Sommers, and I am the Huntley Quelch Professor of Health Care
Economics at the Harvard T.H. Chan School of Public Health, and a Professor of Medicine at
Harvard Medical School. Tam a health economist and primary care physician, and my areas of
focus are health insurance, affordability of care, Medicaid, and health care disparities. I would
like to thank Chairwoman Eshoo, Ranking Member Burgess, and the distinguished members of
the committee for inviting me here today to discuss the role of the Affordable Care Actin
responding to the COVID-19 pandemic to protect health insurance coverage in the U.S. My
testimony draws largely on a series of academic studies conducted by my colleagues and me
since the passage of the Affordable Care Actin 2010.

In order to examine the challenges currently facing the nation in terms of health insurance, it is
important to understand the composition of the uninsured population in the U.S. prior to this
year’s public health and economic crisis; the changes in coverage brought about by the
Affordable Care Act over the past decade; and what we know so far about how health insurance
coverage has been affected since the pandemic hit the U.S. in March 2020.

The Uninsured Population in the U.S.

Last week, the Census Bureau released its estimates on the uninsured population in the U.S. from
2019, prior to the pandemic. Based on data from the American Community Survey, the number
of U.S. residents without health insurance was 29.6 million, representing 9.2% of the
population.” These numbers were fairly similar to the prior year (Figure 1), though they indicate
a modest increase in the uninsured rate since 2016, when it was 8.6% (27.3 million people),
which was the lowest level in U.S. history. Nonetheless, current rates reflect a dramatic
reduction in the uninsured population since 2010, before the implementation of the Affordable
Care Act, when there were nearly 50 million people without health insurance in the country.

Department of Health Policy and Management, Harvard T.H. Chan School of Public Health
E-mail: bsommers@hsph.harvard.edu 1
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Figure 1: Percentage and Number of Uninsured People in the U.S., 2010-2019
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ages). Figure created by Peggah Khorrami and Aditi Bhanja.

The risk of being without health insurance varies widely across groups. The highest risk age
group for lacking coverage is non-elderly adults (19-64), with roughly 11% lacking insurance in
2019. In contrast, due to more generous Medicaid eligibility and the Children’s Health Insurance
Program, only 5% of children are uninsured, and only 1% of adults over age 65 are uninsured
given near-universal coverage from Medicare. Other than age, one of the strongest predictors of
lacking coverage is income, with 16% of those with incomes below the federal poverty level
uninsured, 11% uninsured among those between 100% and 400% of poverty, and just 3%
uninsured among those above 400% of poverty. The U.S. also has large disparities in coverage
by race and ethnicity, with significantly higher uninsured rates among Blacks (9.6%), Latinos
(16.7%), and Native Americans (19.6%)” than whites (5.2%) or Asian Americans (6.2%)."

One important feature of the uninsured population is that it is not a static group of people who
are all uninsured for long periods of time. Research over the past three decades has shown that
people frequently move in and out of different types of coverage, and many experience multiple
episodes over time without insurance.™* In addition, programs with income-based eligibility

Department of Health Policy and Management, Harvard T.H. Chan School of Public Health
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rules like Medicaid and the ACA’s Marketplace subsidies require re-verification of eligibility at
least once annually, which produces frequent disruptions in coverage — often called
“churning.”** In addition, many pregnant women lose eligibility 3 months after delivery, since
the income criteria for parental coverage are more restrictive than during pregnancy.” Thus,
increases in the uninsured rate can result from several different phenomena — the loss of private
coverage due to job losses; decreased new enrollment in subsidized programs; and disenrollment
from publicly-subsidized insurance due to eligibility changes, red tape, or lack of affordability.®

SCHOOL OF PUBLIC HEALTH

Role of the Affordable Care Act

The Affordable Care Act (ACA) implemented several large policy changes designed to expand
health insurance to the uninsured population. First, in 2010, young adults under age 26 were
allowed to remain on their parents’ plans, which led to two to three million more young adults
gaining insurance.” Then, in 2014, private health insurance become available from the new
health insurance Marketplaces (either federally-facilitated or state-based), with premium
subsidies for those with incomes below 400% of the federal poverty level and major new
consumer protections in the non-group insurance market. Also in 2014, Medicaid eligibility in
participating states was expanded to non-elderly adults with incomes below 138% of the federal
poverty level.

The result was a rapid decrease in the uninsured rate, discussed earlier and depicted in Figure 1.
Roughly 20 million U.S. residents gained insurance between 2010 and 2016 from the provisions
of the ACA."® Research indicates that Medicaid accounted for about 60% of the law’s coverage
gains after 2014, evenly split between newly-eligible individuals and the “welcome mat” effect,
in which previously-eligible but uninsured individuals signed up for Medicaid after the law’s
implementation. Marketplace subsidies accounted for roughly 40% of the law’s coverage gains,
and states running their own Marketplaces were nearly twice as effective at expanding coverage
as states using the federal Marketplace. Evidence suggests that the individual mandate did not
play a major role in boosting overall enrollment under the ACA."

The large gains in coverage under the ACA have been studied in dozens of academic studies

over the past decade to understand their downstream effects. The research literature shows that

the ACA’s coverage expansion led to improved affordability of medical care;'? narrowed racial

and ethnic di slparities;13 better access to preventive care, prescription drugs and chronic disease
14 - 15 ;

management;  enhanced well-being and self-reported health;~ and improved health outcomes

including surgical conditions,'® heart disease,'” cancer,'® and overall survival.'*%

Of the remaining 30 million uninsured individuals prior to the COVID pandemic in 2019, more
than half were likely eligible for public or private coverage (Figure 2). An estimated 7.5 million
were eligible for Medicaid but not enrolled. This was due to a variety of factors, including

Department of Health Policy and Management, Harvard T.H. Chan School of Public Health
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difficulty navigating the application process, not being aware of the eligibility criteria, and
difficulty completing the renewal process to maintain coverage. A similar 7.5 million were
eligible for subsidized Marketplace coverage but were not enrolled, which surveys indicate was
primarily due to affordability issues and lack of awareness.”’ More than 2 million were low-
income adults in the so-called Medicaid gap, living in non-expansion states with incomes too
high to qualify for Medicaid but too low to receive Marketplace subsidies. The remainder of the
pre-COVID uninsured were not eligible for subsidized coverage due to incomes above 400% of
the poverty level, immigration status, or having an affordable employer offer of coverage.”

SCHOOL OF PUBLIC HEALTH

Figure 2: The U.S. Uninsured Population By Estimated Program Eligibility, Pre-COVID

\
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Notes: Figure reflects 2018 population estimates, adapted from Sommers 2020 and Blumberg 2018.%
ESI = Employer Sponsored Insurance.

Put simply, a major driver of the uninsured rate in the U.S. in the post-ACA era is how easy or
hard policies make it for eligible people to sign up and keep their coverage. The rise of the
uninsured rate over the past 3 years coincides with policies under the current administration that
shortened the open enrollment period, reduced outreach and advertising that informed consumers
of their coverage options, created major uncertainty for insurers, and permitted states to enact
new restrictions on Medicaid eligibility including work requirements.**¢
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Finally, there are strong linkages between the ACA and health insurance for working families.
The ACA plays a critical role in providing coverage options for those who work in industries
unlikely to offer employer-sponsored insurance (ESI). Research shows that the ACA boosted
coverage rates most dramaticall7y for workers in blue collar fields such as agriculture,
construction, and service jobs.”” Furthermore, the ACA offers important coverage options to
workers who have recently lost their jobs, a critical consideration relevant to the COVID
pandemic. Prior to the ACA’s implementation, when U.S. workers with ESI lost their jobs,
roughly 1 in 4 no longer had that type of insurance by the end of the year. While some enrolled
in Medicaid or a non-group private plan, the overall risk of becoming uninsured went up by
roughly 5 percentage points after job loss (a roughly 14% relative increase). In contrast, in the
post-ACA period of 2014-2016, after losing a job, workers did not experience any overall
increase in the risk of being uninsured. While rates of ESI fell by a similar margin after job loss
as in the pre-ACA years, large increases in Medicaid and Marketplace coverage more than offset
that loss.”® In other words, the ACA provides a highly effective safety net for workers who lose
their jobs.

HARVARD
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Coverage Changes and the COVID Pandemic

The COVID pandemic and associated economic downturn have led to a historically large and
rapid rise in the unemployed rate in 2020, which threatens to leave millions of Americans
without health insurance. Analysts have predicted that between 20 and 30 million people may
lose their ESI during the crisis.” While it is too soon to know the long-term impact, preliminary
data sources indicate a rise in the uninsured rate and a shift from employer coverage to
Marketplace insurance and Medicaid — though smaller than some original estimates. A report
analyzing a new survey launched in April 2020 by the Census Bureau found that 3.3 million
adults lost their ESI between April and July, and 1.9 million became uninsured.*® Notably this
report was unable to compare these trends to the pre-COVID February baseline.

Enrollment statistics from the states and federal government show that the ACA is playing an
important role in covering families who have lost their coverage from work. Data from the
Centers for Medicare and Medicaid Services (CMS) collected from all 50 states show a sharp
increase in Medicaid enrollment beginning in March of 2020 (Figure 3). Overall, enrollment
increased by nearly 2.3 million from February until May, the most recent month with data for all
50 states. When splitting these trends out by state Medicaid expansion status, the totals were a
1.5 million increase in expansion states (from 47.5 million in February to 49.0 million in May, a
3.1% increase) and 700,000 in non-expansion states (from 17.0 million to 17.7 million, a 4.1%
increase). Itis likely that states that have not expanded Medicaid will see increasing numbers of
people in the “Medicaid gap,” who are not eligible for any subsidized coverage.”
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Figure 3: Monthly Medicaid Enrollment Before and After Beginning of the COVID Crisis,
By State Expansion Status
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Meanwhile, private Marketplace coverage has also increased during this time, based on my
team’s unpublished analysis of federal and state enrollment reports for 2020. While Marketplace
coverage is typically only available during designated open enrollment periods, the loss of
another form of insurance allows individuals to sign up for a “special enrollment period” (SEP).
In addition to these standard SEPs, most state-based marketplaces have enacted broader
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enrollment periods to allow for more people to sign up for coverage since the pandemic began.
The federal marketplace — Healthcare.gov — has not broadened its SEP criteria. Based on
publicly-available data through mid-2020, 457,000 individuals have enrolled in fully state-based
Marketplaces under Special Enrollment Periods across 12 states plus Washington DC. This
represents a 15% increase compared to the 3.1 million people originally enrolled in these states’
Marketplace plans in 2020. Meanwhile, the 38 states using Healthcare.gov have enrolled
892,000 people via SEPs, up from 704,000 in 2019; even with this increase compared to last
year, the federal SEP enrollment reflects only 11% of 8.3 million covered lives in the federal
Marketplace, substantially below the state-based Marketplaces’ new enrollment.

SCHOOL OF PUBLIC HEALTH

Conclusion

Nearly a decade of research demonstrates that the Affordable Care Act has expanded insurance
to 20 million people in the U.S., improving their financial security, access to care, and health.
The COVID pandemic threatens to leave millions of Americans without health insurance due to
widespread unemployment and lost income. The ACA can serve as a critical lifeline for those
affected by the pandemic, particularly lower-income families, communities of color, and blue
collar workers. Policymakers should maximize the law’s potential benefits by supporting
aggressive outreach and assistance to help eligible people get enrolled and stay enrolled in
coverage during this crisis and beyond.
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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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Introduction

Chairwoman Eshoo, Ranking Member Burgess, and members of the committee, thank you
for the privilege of appearing today to discuss insurance coverage and the COVID-19
pandemic. In this testimony, | hope to make three main points:

* The enormous scale of job losses in the 27 quarter of 2020 has raised the specter of
widespread loss of employer-sponsored health insurance;

e To date, however, there is no compelling evidence of a dramatic change in the
fraction of the population without health insurance; and

e To the extent that there is diminished employer-sponsored insurance, the
marketplaces of the Affordable Care Act should be positioned to provide alternative
coverage.

Let me discuss these issues in greater detail.

The Pre-Pandemic Insurance Baseline

Released last week, the Census Bureau’s report on health insurance coverage in 2019 isa
timely look at insurance coverage prior to the onset of the COVID-19 pandemic. The report
includes data from two different surveys: the Current Population Survey Annual Social and
Economic Supplement (CPS ASEC) and the American Community Survey (ACS). According
to the CPS ASEC survey, in 2019, 26.1 million (8 percent) of people residing in the United
States were uninsured for the entire year. The ACS survey found similar but slightly higher
uninsured numbers with 29.6 million (9.2 percent) of respondents reporting being
uninsured at the time they were interviewed. Both surveys show that roughly 56 percent of
the population was receiving health insurance coverage through employer-sponsored
insurance {(ESI} in 2019.

The CPS ASEC survey provides characteristics of the uninsured, giving more perspective on
those most likely to be uninsured prior to the pandemic. Unsurprisingly, those age 65 and
older were least likely to be uninsured in 2019, with only 1.1 percent reporting having
been uninsured that year. Adults age 19 to 64 were the most likely demographic to be
uninsured at 11.1 percent, while only 5.2 percent of children were uninsured in 2019.

Race and ethnicity showed some of the largest disparities in rates of insurance coverage.
Only 5.2 percent of White, non-Hispanics, and 6.2 percent of Asians were uninsured in
2019, while 9.6 percent of African Americans reported being uninsured. Most notably, 16.7
percent of Hispanics (inclusive of all races) reported being uninsured for all of 2019.

Poverty and employment also contribute to insurance disparities. Almost 16 percent of
individuals below the federal poverty level (FPL) reported being uninsured in 2019. In
contrast, 11.3 percent of those between 100 percent and 399 percent of FPL reported being
uninsured, and only 3 percent of those at or above 400 percent of FPL. Similarly, 8.9
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percent of full-time, year-round workers reported being uninsured in 2019, while 13.4
percent of those who worked less than full-time or were seasonally employed and 12.2
percent of those who did not work at all reported being uninsured in 2019,

Finally, marital status drove additional disparities, with 7.6 percent of married individuals
and 15 percent of unmarried individuals reporting that they were uninsured in 2019. The
report notes that this is likely indicative of the reality that many adults access health
insurance through a spouse’s employer.

The Pandemic’s Impact on Insurance Coverage

According to the ACS and CPS ASEC surveys, between 178.9 million and 183 million U.S.
residents received health insurance through an employer in 2019. In the second quarter of
2020, the spread of COVID-19 produced a sharp downturn, and furloughs and layoffs began
to roil the American labor market. In total the U.S. economy lost 22.2 million jobs in March
and April of 2020,2 and according to the Bureau of Labor Statistics, as of August there were
13.8 million unemployed, as opposed to 4 million in February.? The substantial job loss,
paired with the large number of Americans who receive ES], has led to appropriate
concerns about how many individuals have lost insurance coverage during the pandemic.
The reality is that we do not yet have a full picture of the pandemic’s impact on insurance
coverage, but new census data along with several recent studies do allow us to sketch out
in broad strokes the range of impact we may be facing.

The Kaiser Family Foundation {KFF) estimated in a May 2020 report that 78 million
individuals lived in a household that experienced job lost between March 1, 2020, and May
2, 2020. The report further estimated that 61 percent of those households were receiving
ESI at the time they became unemployed, and that 9 percent were uninsured. Both figures
are roughly consistent with the findings of the ACS and CPS ASEC surveys. KFF concludes
that “nearly 27 million people could potentially” have lost insurance coverage because of
pandemic-related job loss between March and May. The report indicates that as many as 19
million other individuals may have lost ESI initially but were able to switch to another
family member’s ESI. KFF found that the vast majority of the 27 million people estimated to
have entirely lost ESI had alternative insurance option available to them. Roughly 12.7
million were eligible for Medicaid, and 8.4 million qualified for subsidies through the
Marketplace under the Affordable Care Act (ACA). KFF found that 5.7 million people who
lost ESI coverage between March and May 2020 did not qualify for federal assistance. Of
those, 3.7 million had incomes too high to qualify for ACA subsidies {though they may have
accessed COBRA or non-subsidized individual market coverage}, 150,000 fell into the
coverage gap, and 530,000 individuals were ineligible because of their immigration status,
Finally, 1.3 million had offers of ESI through another family member that precluded
subsidies. By 2021, the report expects that even fewer of the uninsured will remain without
options as more qualify for Medicaid and ACA subsidies the longer their unemployment
continues.*
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A second study, released by the Urban Institute in July, estimated—based on
microsimulation modeling—that 10.1 million individuals will live in households that lose
ESI coverage as a result of unemployment in the last three quarters of 2020. The modeling
predicts, however, that of those 10.1 million, 32 percent will switch to another family
member’s ESI, 28 percent will enroll in Medicaid, and 6 percent will purchase individual
coverage, mostly using subsidies under the ACA. The modeling concludes that 3.5 million
individuals will be left without insurance coverage as a result of pandemic-related job loss
by the end of 2020.5

A third study, by Families USA, concluded that 5.4 million workers who experienced job
loss between February and May 2020 became uninsured, but this study does not
extrapolate those figures to account for additional household member who may have lost
coverage.b

Finally, the Economic Policy Institute found in August that as many as 9 million workers
have lost ESI coverage as a result of the pandemic but that recent job gains have erased
some of this loss, for a net of 6.2 million workers losing ESI through June. This report also
does not account for additional household members, and the authors note that not all those
6.2 million workers have become uninsured because some will have been eligible for
Medicaid and subsidized exchange coverage under the ACA.

More recently, there has been some direct surveying of the health insurance status of
Americans in the Household Pulse Survey (“Pulse”) from the Census Bureau.® The first
Pulse survey was conducted between April 23 and May 5, while the most recent survey
{week 13) took place between August 19 and August 31. Before turning to the evolution of
insurance status, two comments are of note. First, the Pulse reported a total of 23.2 million
uninsured in week 1, substantially lower than the results from 2019 reported above. This is
likely due to the differences in sampling techniques and the fact that Pulse is restricted to
individuals 18 years of age and older. Second, the first week of the Pulse is toward the end
of April; there were quite likely substantial job losses and potentially lost insurance
coverage in late March and early April.

With those caveats in mind, Table 1 shows the change in health insurance status between
week 1 and week 13. The table paints a striking picture quite different from the fears of
large-scale insurance loss. Indeed, taken at face value, the first row shows that overall the
uninsurance rate fell by 0.6 percent, attributable to a rise in both private and public
insurance (respondents were permitted to respond with more than one source).

The remainder of Table 1 shows how insurance status changed for individuals of varying
characteristics. Rather than stressing individual data points, I would argue that the most
important feature of the table is the lack of uniformity; the rate of uninsurance moves up
and down across nearly all the characteristics. Since these are noisy survey data, probably
the best way to interpret the results is that they suggest little dramatic change in insurance
status over the time period covered.
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In summary, microsimulation modeling, the number of job losses, and common sense all
suggest that there may have been a large rise in the fraction of uninsured individuals. In
confrast, direct survey data indicate little dramatic change in insurance relationships. Only
time and more data will resolve this discrepancy.

Table 1
Change in Health Insurance Status, by Select Characteristics
Census Household Pulse Survey — Week 13 versus Week 1
Population Aged 18 and Older
Insured Uninsured
Total Private Public

Total 0.6% 2.3% 0.7% -0.6%
Age

18-24 0.7% 3.2% -3.5% 0.7%

25-34 -0.1% 2.3% -3.8% 0.1%

35-44 0.4% 1.3% -1.0% -0.4%

45 - 64 0.9% 1.7% 1.3% -0.9%

65 and over -0.2% 4.4% 1.5% 0.2%
Sex

Male 0.8% 2.2% 0.9% -0.8%

Female 0.4% 2.5% 0.4% -0.4%
Race

Hispanic/Latino -1.9% -11% 1.4% 1.9%

White 0.8% 2.6% 0.1% -0.8%

Black 1.3% 4.4% 2.3% -1.3%

Asian 2.0% 21% 1.5% -2.0%
Education

Less than HS -4.4% -3.2% 2.3% 4.4%

HS /GED 2.5% 3.9% 1.2% -2.5%

Some coliege 0.0% 2.9% -0.4% 0.0%

BA or higher 0.2% 1.0% 1.4% -0.2%
Marital status

Married 0.5% 1.5% 1.8% -0.5%

Single -9.8% 3.9% -37.2% 9.8%
Children

Children 0.9% 2.1% 0.2% -0.9%

No children 0.4% 2.4% 0.8% -0.4%
Lost employment
income

Yes 0.7% 1.9% 1.2% -0.7%

No 0.2% 2.3% 0.1% -0.2%
Employed

Yes -0.2% 0.0% 1.7% 0.2%

No 0.9% 2.0% 4.2% -0.9%
Income (1000s)

Less than $25 -0.9% 21% -2.0% 0.9%
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25 - $34 -0.9% 0.4% 0.6% 0.9%
35 - $49 2.0% 0.2% 6.8% -2.0%
50 - $74 0.4% -0.4% 4.2% -0.4%
75 - $99 0.3% 16% 2.4% -0.3%
5100 - $149 0.8% 15% 1.5% -0.8%
150 - $199 0.2% 0.8% 2.6% -0.2%
200,000 + 0.7% 0.2% 0.3% 0.7%

Addressing the Problem of Insurance Coverage Loss Due to the Pandemic

Several policies have been put forward since the onset of the pandemic, and corresponding
job loss, aimed at addressing the problem of the newly uninsured. As we have seen,
however, the problem may be less expansive than originally thought, and many of the
proposed policies are not well targeted.

Medicaid and the Affordable Care Act

There was understandable concern about the potentially significant impact of job loss on
insurance coverage during the early days of the pandemic. While a complete picture is not
yet available—as discussed in this testimony—a variety of sources indicate the impact on
insurance coverage may not have been as great as feared. While undoubtably many
individuals have lost ESI coverage, most appear to have had other coverage option
available—in particular Medicaid and subsidized individual market coverage under the
ACA.

Existing federal programs paired with alternative sources of ESI should be filling much of
the gap in coverage. Indeed, in many ways the pandemic and recession are the test of the
ACA. Some have also suggested increasing ACA subsidies or expanding Medicaid eligibility
in response to the pandemic, but the data to this point do not indicate that either course of
action is necessary uniquely because of the pandemic. Social safety net programs exist for
moments like these and appear to be meeting the need without additional expansion or
increased federal spending.

Individual Market Special Enrollment Period

One proposal, included in the Health and Economic Recovery Omnibus Emergency
Solutions (HEROES) Act, is to establish a special enrollment period {SEP) for individuals
seeking coverage through the ACA’s insurance exchanges. SEPs allow individuals to enroll
in subsidized coverage outside of normal open enroliment periods. There are several
existing circumstances that would trigger a SEP for an individual, for example a life event
such as giving birth. The value of a SEP specific to those who have lost work because of
COVID-19, however, is likely negligible given that a loss of ESI already triggers an
automatic SEP for the individual and their dependents. In other words, this remedy is
already in place.

COBRA Subsidies
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Another proposal has been to provide a federal subsidy for COBRA premiums. COBRAis a
transitional insurance program dating back to 1985 that allows employees to continue with
their existing ESI plan for between 18 and 36 months in most cases, provided they pay both
the employee and employer shares of the premium. COBRA provides continuity, butitalso
can be prohibitively expensive for the individual,

Subsidizing COBRA premiums would help recipients, but it's not clear this would be the
best use of federal dollars. As evidenced above, most people who have lost ESI already have
access to either other ESI coverage through a family member, Medicaid, or subsidized
coverage on the exchange. HEROES included a proposed 100 percent federal financing of
COBRA premiums between March 1, 2020, and january 31, 2021.° Such a proposal would
almost certainly be more costly to taxpayers than covering these individuals through
Medicaid or subsidized exchange coverage.

There is some precedent for subsidizing COBRA; the American Reinvestment and Recovery
Act—passed in response to the financial crisis—provided a tax credit covering 65 percent
of the cost and an unemployed worker’s COBRA premiums. The subsidy did not prove
particularly popular, however, with only an estimated 38 percent of eligible enrollees
taking advantage of it.}

At the same time, there may be value in keeping people in the insurance plan and provider
network they are already familiar with for the remainder of the plan year. Amid all the
other disruptions buffeting the country, having millions of newly unemployed Americans
trying to acclimate to a new insurance plan and provider network in the middle of a public
health crisis could be counterproductive. To preserve continuity, the newly unemployed
could be granted a COBRA subsidy equivalent to the ACA premium subsidy they would
receive on the exchange through the end of 2020, at which time they could transition to
exchange or Medicaid coverage for the start of the new plan year.

Short-Term, Limited-Duration Insurance

Short-term, limited-duration health insurance plans (STLDIs) have been around for years.
Traditionally they have functioned as a bridge to longer-term health insurance options. For
example, an individual moving between employers who expects to have a two-month gap
in their health insurance might consider enrolling in one of these plans for the gap period.
The plans became controversial because they exist outside of the ACA’s insurance market
reforms, which gives insurers a lot of flexibility. Insurers can pick and choose what they
cover and who they sell to, and they can set charges based on health status. These plans can
be dramatically cheaper than what's available in the ACA exchanges—in part because they
can offer dramatically less coverage—but this can make them an attractive option for
healthy people with incomes too high to qualify for federal subsidies, The Obama
Administration issued a rule in October 2016 limiting the duration of these plans to less
than three months, significantly shorter than their traditional duration of less than 12
months. The Trump Administration has reversed course on that rulemaking and allowed
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STLDIs to be issued for up to 364 days. Additionally, STLDIs are now renewable—at the
discretion of the issuer—for up to 36 months.1?

The reality is that these plans are not ideal for everyone, or even most people, long-term.
They do, however, already exist, and provide an option for those who are recently
unemployed and seeking low cost, catastrophic coverage for a limited period.

Thank you. [ look forward to answering your questons.
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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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Testimony of Aviva Aron-Dine, Vice President for Health Policy, CBPP
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Chairwoman Eshoo, Ranking Member Burgess, and members of the committee, thank you for
the opportunity to testify before you today. My name is Aviva Aron-Dine. I am the Vice President
for Health Policy at the Center on Budget and Policy Priorities (CBPP), a non-profit, non-partisan
policy institute located in Washington. The Center conducts research and analysis on a range of
federal and state policy issues affecting low- and moderate-income families. Previously, I served in
government in a number of roles, including as the chief economist at the White House Office of
Management and Budget (OMB), as Acting Deputy Director of OMB, and as a Senior Counselor at
the Department of Health and Human Services (HHS), where my portfolio included Affordable
Care Act (ACA) implementation and Medicaid, Medicare, and delivery system reform policy.

The title of today’s hearing is apt: the ACA, along with the broader Medicaid program, is indeed
providing a lifeline for millions during the COVID-19 pandemic and recession. We would be in a
stronger position to address these crises had the law been fully implemented nationwide and if
policies adopted over the past four years hadn’t chipped away at ACA coverage gains and
protections. But we would be in a far weaker position if the law had been repealed in 2017 or if it is
struck down in court, as the Administration and 18 state attorneys general continue to urge. Going
forward, there are many opportunities for Congress to continue to strengthen our health care safety
net for this and future crises.

Coverage Programs Are Growing to Meet Need

As we are all well aware, the COVID-19 pandemic has brought economic devastation in its wake,
with tens of millions of people losing their jobs or experiencing sharp reductions in income.
Alongside increases in other forms of hardship, the deep recession is putting upward pressure on the
uninsured rate, since job losses cause people to lose job-based coverage, and income losses can
make it hard for them to pay premiums (whether for employer or individual market health plans).
While the precise magnitude is uncertain, data confirm that large numbers of people have lost job-
based coverage since the start of the recession.! These losses are likely to grow.

! Kaiser Family Foundation analysis, drawing on data from the National Association of Insurance Commissioners,
shows a 1.3 percent drop in fully insured group market coverage from March through June. If extrapolated to the full
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Medicaid has long played a critical role in protecting coverage during recessions, especially for
children. During the Great Recession period, much of the loss in private coverage was offset by an
increase in public coverage, resulting in a net coverage loss of about 5 million people, much smaller
than the drop in private coverage. The children’s uninsured rate remained stable (and then fell
following the enactment of children’s coverage improvements at the start of 2009).”

But prior to the ACA, many of the people most vulnerable to losing their jobs during recessions
were excluded from Medicaid. In the typical state, parents were ineligible for Medicaid if their
income was above about two-thirds of the poverty line, while adults without children were not
eligible for Medicaid at all. For adults with incomes too high to qualify for Medicaid and without
coverage through their jobs, individual market plans were generally unsubsidized, expensive, full of
benefit gaps, and often unavailable altogether to people with pre-existing health conditions.

With Medicaid expansion and the ACA marketplaces now offering coverage to this group, we’d
expect health coverage programs to be even more responsive to need during this recession than in
the past. Data on Medicaid enrollment suggest this is indeed the case. Overall Medicaid enrollment
has risen by 8.3 percent through July in 30 states for which the Center has been able to obtain data,
and by 9.4 percent through August (with data available for 13 states). Meanwhile, expansion
enrollment has risen by 13.2 percent through July across 18 states and by 14.8 percent through
August (with data available for ten states). (See Figure 1.)° If one were to extrapolate the July figures
nationwide, they would imply that total enrollment has risen by about 6 million people, with about a
quarter enrolling through expansion.

Evidence suggests mid-year sign-ups for ACA marketplace coverage have risen as well,
particularly in state-based marketplaces that created special enrollment opportunities and conducted

market, that would imply a roughly 2 million drop in employer coverage, though coverage losses among workers at self-
insured firms may have been smaller. Urban Institute analysis of Census Household Pulse survey data shows a 3.3
million drop in job-based coverage from late April/early May through July, although the underlying data are quite noisy.
The drop in job-based coverage is likely to grow over time, because people who lose their jobs do not always
immediately lose their coverage and because a larger share of early job losses during the pandemic were temporary
layoffs, while a larger share of subsequent job losses were permanent. Even so, coverage losses may be smaller than
some initially expected, because job losses in the recession to date have been unusually concentrated among low-wage
workers who did not have coverage to start with. See Cynthia Cox and Daniel McDermott, “What Have Pandemic-
Related Job Losses Meant for Health Coverage>” Kmser Family Foundanon September 11, 2020,

h kff.or i 1

Gangopadhyaya Michael I&arpma.n a.nd Joshua Aarons, “As the COVID 19 Recession Extended into the Summer of
2020, More Than 3 Million Adults Lost Employer-Sponsored Health Insurance Coverage and 2 l\/hlhon Beca.me
Uninsured,” Urban Institute, September 2020, https: 2

covid-19-recession-extended-into-the-summer-o0f-2020-more-than-3-million-adults-lost-emplover-sponsored-health-

insurance-coverage-and-2-million-became-uninsured.pdf.
2 These calculations are based on the National Health Interview Survey.

3 These figures update those published in Matt Broaddus, “Medicaid Enrollment Continues to RlSE > Center on Budget
and Policy Priorities, September 9, 2020, https://w

Methodology and sources can be found in Aviva Aron- Dme Kyle Hayes a.ncl Matt Broaddus, “With Need Rlsmg,
Medlcaxd Is At Risk for Cuts,” Center on Budget and Pohcy Pnonnes July 22, 2020,
: h
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other outreach during the pandemic." It’s worth noting that, during a recession, we would expect
more people to enter the marketplaces after losing employer coverage but would also expect fewer
people to enter from Medicaid and more people to shift from marketplace to Medicaid coverage.
Thus, fotal marketplace enrollment might not rise (or rise only a little), even though the marketplace
is playing a critical role for people losing employer coverage.

The hope is that, as solid data on 2020 uninsured rates become available, they will confirm that
the ACA’s improvements to the health safety net are largely working as intended, and coverage
losses will be smaller than during the Great Recession period.”

FIGURE 1

Medicaid Enroliment Rising Steadily in COVID-19 Recession, With
Especially Rapid Growth in Expansion Enroliment
Percent growth since February

Total enrollment Expansion enrollment
States with data through June (35) States with data through June (21)
States with data through July (30) States with data through July (18)
== States with data through August (13) == States with data through August (10)
15% 15%
12 12
9 9
6 6
3 3

Feb Mar Apr May Jun Jul Aug 0 Feb Mar Apr May Jun Jul Aug

Source: Enroliment data from state agency websites. Figures in parentheses indicate the number of states with available data.

CENTER ON BUDGET AND POLICY PRIORITIES | CBPP.C

4 Sarah Lueck and Matt Broaddus, “Emergency Special Entollment Period Would Boost Health Coverage Access at a
Cnucal Time,” Center on Budget and Policy Priorities July 30, 2020,
s: . health, lm

5 Of the established federal health insurance surveys, the first data on post-pandemic coverage will come from the
National Health Interview Survey, which generally releases second-quarter estimates in mid-November. While the
Census Household Pulse survey (a new survey introduced during the pandemic) provides an initial glimpse at trends
since late April/early May, the health coverage numbers in the new survey have fluctuated significantly from week to
week. However, the Urban Institute analysis of these data referenced above does find that increases in public coverage
have offset well over half the loss in job-based coverage among adults in states that have expanded Medicaid, which is a
larger share than for adults nationwide during the Great Recession.
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Policies Undermining ACA and FIGURE 2
Medicaid Have Weakened Response Medicaid Expansion Boosts
to Crisis Coverage for Low-Income

Fewer people had coverage at the start of the Essential Workers

pandemic, and more will become uninsured

during the downturn, due both to some state == Expansion states Non-expansion states
policymakers’ refusal to take up the ACA’s
expansion of Medicaid and to federal policies that Share enrolled in Medicaid
have undermined Medicaid and the ACA 40%
marketplaces. The consequence is that more
people will go without needed care or will incur 32
unaffordable medical expenses during the crisis.
Higher uninsured rates also weaken the response 24
to the pandemic, since some people
without health insurance may forgo testing or 16
treatment for COVID-19.° 6
Non-Expansion States 0 . .
Less Prepared for Crisis 2013 2018
Prior to the crisis, 3.9 mﬁlllion people were Share uninsured
uninsured due to state decisions not to expand 40%
Medicaid, the Urban Institute estimates.” Black
and Hispanic people are more likely to reside in 3
states that have not expanded Medicaid and are
less likely to have other sources of coverage, so 24
they make up a disproportionate share of this
group: more than half, compared to less than a 16
third of the U.S. population.
8
State decisions not to expand have heavily
impacted low-income workers such as home 0 . .
health aides, hospital workers, grocery store 2013 2018
Workers, public transit and truck drivers, food Note: “‘Low—mcome essential workers." refers to essential or
. . . front-line workers — those likely required to go to work
productlon and pharmaceutlcal mmu{acmnng despite stay-at-home orders — with incomes up to 200
Workers, pharmacy Workers, and warehouse percent of poverty. States can expand Medicaid coverage to
« . ,, . low-income adults under the Affordable Care Act. Expansion
workers — the “essential workers” whose jobs took effect in 2014.
have often put their health at risk during the Source: CBPP analysis of Census Bureau data

pandemic. The uninsured rate for low-income CTER oM BUDCET AN PoLCy PO -
N [e] JDGET AN Ol Y PRIOR CB

6 An April Gallup survey found that 14 percent of Americans would forgo care for COVID-19 symptoms due to cost,
with higher percentages for groups with higher uninsured rates. Dan Witters, “In U S., 14% Wlth LLkely COV ID 19 to
Avoid Care Due to Cost,” Gallup, April 28, 2020, https: X

COost.aspx.

7 Michael Simpson, “The Imphcanons of Medicaid Expansmn in the Remammg States 2020 Update Urban Insumte
June 2020, https: V. fil

the-remaining-states-2020- up_date 0.pdf.
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people with these jobs was about twice as high in non-expansion states than in expansion states,

prior to the pandemic.’ (See Figure 2.)
Non-expansion states’ already higher uninsured ~'GURES

rates are also likely to znerease more during the

downturn, since many people losing coverage will Uninsured Rate for Unemployed
, ’ b= - Adults Fell Sharply in States

fall into the coverage gap, ineligible for Medicaid . . T, .
but with incomes too low to qualify for Adopting Medicaid Expansion

marketplace premium tax credits. Uninsured rates

for unemployed adults fell in both expansion and Non-expansion states
non-expansion states between 2013 and 2018, == Medicaid expansion states
due to the availability of marketplace coverage, 60%
tut they fell but far more dramatically in
expansion states. (See Figure 3.) Prior to the 50
pandemic, more than 40 percent of unemployed 40
adults in non-expansion states were uninsured,
over twice the rate in expansion states.’ 30
Federal Policies 20
Have Eroded ACA Coverage Gains 10
Meanwhile, Census data released last week T SR S S—t

show that the number of Americans nationwide 200910 M "2 13 14 15 16 17 "8
without health insurance rose by 2.3 million Note: Estimates are for adults aged 19 through 64. States

between 2016 and 2019, including an increase of can expand their Medicaid program to low-income adults
> ) under the Affordable Care Act

over 700>000 in the number of uninsured Source: Urban Institute using American Community Survey
children." (See Figure 4.) This erosion happened ~ data

during a period when the unemployment rate fell
substantially and several states were implementing
Medicaid expansion, meaning that we would have expected the uninsured rate to fall, or at least
remain stable.

ENTER ON BUDGET AND POLICY PRIORITIES BPP.ORG

Among the policies likely contributing to the increase were:

o The Administration’s policies toward immigrants, including the so-called “public
charge” rule. These policies have created a climate of fear among families that include
immigrant members, deterring some eligible people from enrolling in Medicaid or marketplace

8 For an explanation of how we define low-income essential workers, see Jesse Cross-Call and Matt Broaddus, “States
That Have Expanded Medicaid Are Better Positioned to Address COVID-19 and Recession,” Center on Budget and
Policy Priorities, July 14, 2020, https: searc] s dic
positioned-to-address-covid-19-and.

2 Anuj Gangopadhyaya and Bowen Garrett, ¢ Unemployment Health Insurance, and the COVID-19 Recession,” Urban
Institute, April 2020, https: 1

and-the-covid-19-recession_1.pdf.

10 For additional discussion, see Matt Broaddus and Aviva Aron-Dine, “Uninsured Rate Rose Again in 2019, Further
Erodmg Earlier Progress Center on Budget and Policy Pnormes September 15, 2020
I .l ch /health, 2 N 0
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coverage." Hispanic adults, Hispanic children, and children not born in the United States—
groups disproportionately affected by this chilling effect — all experienced much larger-than-
average increases in uninsured rates in 2019, with Hispanic people experiencing by far the
largest increase of any racial or ethnic group.

o State policies, some encouraged or required by the Administration, that have made it
harder for people to get and stay covered through Medicaid.” For example, states have
introduced new procedures requiring people to provide additional paperwork or document
eligibility more often.”® Consistent with administrative data, the Census data show a large
decline in Medicaid coverage over the last couple years. They also show an increase in
uninsured rates for low-income people in 2019, refuting the claim that Medicaid enrollment
declines were largely driven by people finding other coverage.

o The ACA’s individual mandate penalty (the requirement that people have health
coverage or pay a fee) was repealed starting in 2019. This likely contributed to the increase
in uninsured rates for middle-income people evident in the Census data.

o Cuts to outreach and enrollment assistance. In 2017, the Administration cut outreach and
enrollment assistance by 80-90 percent. It has maintained those meager funding levels since,
despite new evidence that outreach leads people to enroll in coverage, improving their health
and even saving lives."

The Administration also refused to make use of ACA coverage programs to respond to the crisis.
In particular, despite recommendations and requests from governors of both parties, insurers,
consumer advocates, and others, the Administration chose not to create an emergency special
enrollment period for marketplace coverage. This likely reduced the number of people enrolling in
HealthCare.gov this spring and summer. It barred the door to people who were already uninsured
but experienced income losses that newly qualified them for premium tax credits, while making
enrollment more complicated and confusing for people losing job-based coverage (who qualify for a
special enrollment period, but one with more complex rules than a blanket emergency option).”

11 See for example Hamutal Bernstein, Dulce Gonzalez, Michael Karpman, and Stephen Zuckerman, “Amid Confusion
over the Pubhc Chatge Rule, Immigrant Fa.mﬂles Connnued Av01dmg Public Benefits in 2019 Urban Insutute May 18,
P ~ P b] h v >

connnued avoiding-public-benefits-2019.

12 For further discussion, see Matt Broaddus, “Research Note: Medicaid Enrollment Decline Among Adults and
Chlldren Too Large to Be Explained by Falling Unemployment,” Center on Budget and Policy Priorities, July 17, 2019,
ht www.cbpp.or. research health medlcmd-enrollment-declule-amon -adults-and»children—too»lar »to-be-

Publica, October 31 2019, hti

kids-lost-insurance.

14 Jacob Goldin, Ithai Z. Lurie, and Janet McCubbin, “Health Insurance and Mortality: Experimental Evidence from
Taxpayer Outreach,” National Bureau of Economic Research Working Paper 26533, December 2019,
https://www.nber.org/papers/w26533.

15 See Sarah Lueck and Matt Broaddus, “Emergency Special Enrollment Period Would Boost Health Coverage Access at
a Cntlcal Tunc ” Center on Budget and Policy Pnormcs July 30, 2020,

crmcal
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FIGURE 4

Progress on Health Coverage Has Eroded in Recent Years
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Source: Census Bureau, American Community Survey
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Instead, the Administration relied on resources from the CARES Act Provider Relief Fund to
reimburse providers for certain COVID-19-related expenses for people who are uninsured. Not
only does this approach leave out people with other health care needs, it has also fallen far short of
health insurance coverage even for people with COVID-19. Uninsured patients with COVID-19
report incurring large bills for expenses that don’t qualify for reimbursement (such as treatment for
other conditions while hospitalized due to COVID) or simply because providers failed to make use
of the fund.'® Meanwhile, the fund had paid out less than $800 million for uninsured patients’ care
through mid-September.

ACA Repeal Would Make Things Far Worse

While Administration policies contributed to coverage losses that have eroded about 10 percent of
the ACA’s coverage gains, the uninsured rate remains far below pre-ACA levels. But on November
10, the Administration, along with a group of 18 states, will argue before the Supreme Court that it
should strike down the entire ACA."”

16 Abby Goodnough, “T'rump Progm.m to Cover Uninsured COVID-19 Panents Falls Short of Promise,” New York
Times, August 29, 2020, https: s html.

17 For background on the lawsuit, see Center on Budget and Policy Priorities, “Suit Challenging ACA Legally Suspect
But Threatens Loss of Coverage for Tens of Mll]lOnS updated August 21, 2020,
//www. h -legally-s




A decision striking down the ACA would
end Medicaid expansion, eliminate the
marketplaces and premium tax credits, end
protections for people with pre-existing
health conditions, and eliminate the
requirement that insurers let young adults
remain on their parents plans until age 26.
As a result, prior to the pandemic, Urban
Institute researchers projected that striking
down the law would cause 20 million
people to lose coverage, increasing the
uninsured rate by neatly two-thirds." While
all racial and ethnic groups would
experience large coverage losses, nearly 1 in
10 Black people and 1 in 10 Hispanic
people were projected to lose coverage,
compared to 1 in 16 whites. (See Figure 5.)
Today, striking down the law would cause
even larger coverage losses, since, as
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FIGURE 5

ACA Repeal Would Cause Especially Large Coverage
Losses Among Black and Hispanic People

Uninsured rate among non-elderly people, based on pre-
COVID-19 projections

Under ACA [ After ACA repeal

31%
21%
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14%
1%
&% I 10%

Hispanic Black, White, Other

non-Hispanic non-Hispanic groups

Note: ACA=Affordable Care Act
Source: Urban Institute
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discussed above, the recession is causing many more people to turn to ACA coverage programs for

help.

Sudden coverage losses on this scale would be completely unprecedented. And they would be all
the more devastating this year or next given that the nation will still be still grappling with the
pandemic and many of those losing coverage will also be struggling to afford food, rent, and other

necessities due to the economic downturn.

Striking down the ACA would also weaken coverage for those who have it, further undermining
the response to the pandemic and worsening access to care and financial hardship more broadly.”

For example, it would:

18 Jessica Banthin ez 4/, “Implications of the Fifth Circuit Decision in Texas v. United States,” Urban Institute, December

19 For additional discussion, see Tara Straw and Aviva Aron-Dine, “Commentary: ACA Repeal Even More Dangerous

https://www.cbpp.org ~ACA-1

During Pandemic and Economic Crisis,” Center on Budget and Pol
M € ¢cpeal-even-more-

licy Priorities, June 24, 2020,
da -during-pandemic-and-e
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o Eliminate the ACA’s prohibitions on denying coverage or charging higher premiums to
people with pre-existing conditions, at a time when millions of people will have just acquired a
new pre-existing condition: having had COVID-19.

o Allow insurers to rescind coverage if someone develops health problems that could be linked
to an undisclosed pre-existing condition, including if a person develops a condition that could
be a long-term consequence of having had COVID-19.

o Eind the requirement that all insurance cover preventive services, including vaccines, without
cost sharing, at a time when the nation hopes to be working to vaccinate much or all of the
population.

o Allow insurers to impose annual and lifetime limits on benefits and exclude coverage for
essential health benefits, such as maternity care, prescription drugs, or substance use
treatment.

o Cut funding for Centers for Disease Control and Prevention public health efforts.

Strengthening Health Coverage Programs for This and Future Crises

There are many ways Congress could strengthen health coverage programs for this and future
crises.

Additional Coverage Expansions

While the national uninsured rate was 9.2 percent in 2019, seven states and the District of
Columbia had uninsured rates of about 5 percent or less: Massachusetts, D.C., Rhode Island,
Hawaii, Vermont, Minnesota, Iowa, and New York. All of these states have expanded Medicaid, and
many have additional policies in common:*

* Most provide some form of additional financial assistance to moderate-income people, on top
of the ACA’s premium tax credits.”" (California is now doing this as well.)

» Most have adopted policies to make it easier for people to get or keep Medicaid and/or
marketplace coverage. For example, six have state-based marketplaces, some of which
undertake additional outreach compared to HealthCare.gov. Four make it possible for
moderate-income people to enroll in coverage year-round, versus just during the annual open
enrollment period (or by qualifying for a targeted special enrollment period).” And New York
provides 12 months of continuous eligibility for both adults and children in Medicaid.

20 These policies are, of course, not the only reasons for these states’ low uninsured rates, but examining the policies the
states have in common is still instructive.

21 Massachusetts and Vermont provide additional financial assistance to lower-income marketplace consumers; D.C.
extends Medicaid eligibility above 138 percent of the poverty line; and Minnesota and New York provide more
affordable coverage to lower-income people through Basic Health Programs. Hawaii, meanwhile, has more stringent
requirements for employers to offer coverage than apply nationally under the ACA.

22 For a discussion of Massachusetts” approach and implications for federal policy, see Sarah Lueck, “Proposed Change
to ACA Enrollment Policies Would Boost Insured Rate, Improve Connnulty of Coverage,” Center on Budget and
Policy Priorities, June 5, 2019, https: - .

would-boost-insured-rate-improve.
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o All of these states have opted to waive restrictions on Medicaid coverage for children who
have a lawfully present immigration status, and some have filled in coverage gaps for certain
other groups that do not meet the immigration-related eligibility restrictions. (Nationally,
uninsured rates for immigrants, including naturalized citizens and non-citizens who are
lawfully present, are higher than for other groups.)

* Most prohibit or limit substandard plans that do not meet ACA coverage standards.

These policies are certainly not all that is needed to achieve universal, high-quality health coverage.
But federal policies along these lines could be adopted and implemented quickly. They would
sharply reduce uninsured rates, both during the current crisis and going forward, and would better
prepare us for future economic downturns, by improving coverage options for people without
employer plans and by making it easier for people to transition among different forms of coverage.
And, if premium tax credit improvements were adopted and implemented quickly, that would also
provide timely, targeted support to the economy, by increasing disposable income for moderate-
income people very likely to spend the additional funds.

Many of these policies are included in H.R. 1425, the Patient Protection and Affordable Care
Enhancement Act, passed by the House in June. That bill would also create new financial incentives
for the remaining states to expand Medicaid, and it would make premium tax credits available to
middle-income people for whom marketplace premiums cost more than 8.5 percent of income.

Protecting Medicaid By Addressing the State Budget Crisis

Just as important, Congress also needs to prevent the existing health coverage safety net from
fraying under strain from the recession. As discussed above, Medicaid is playing a critical role in
covering both adults and children impacted by the downturn, through both expansion and the pre-
ACA Medicaid program. States have also used Medicaid authorities to meet other needs resulting
from the pandemic. For example, some states have increased payments to nursing homes or home-
and community-based services (HCBS) providers, broadened access to HCBS, and expanded the use
of telehealth.”

But increased need for Medicaid coverage and new demands related to the pandemic coincide
with a historic state budget crisis. State revenues have already fallen sharply, and states are projecting
large budget shortfalls for this and the next fiscal year.**

2 Jessica Schubel, “States Are Leveraglng Medicaid to Respond to COVID 19,7 Center on Budget and Policy Priorities,
updated September 2, 2020, https: .cb;
covid-19.

24 See, for example, Lucy Dadayan, “State Tax Revenues Surged in July 2020, But Cumulatively Are Down During
COVID-19 Period,” Urban Institute, September 16, 2020
aul 2

r2020.pdf and Center on Budget and Policy

Pnormes “States Grapplmg Wlth Hit to Tax Collecuons > updated August 24, 2020
: .cl tat and-tax/stat
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FIGURE 6

Many States Cut Medicaid During Prior
Economic Downturns

Number of states making Medicaid cuts in each state fiscal year
Eligibility restrictions Benefit restrictions Provider payment cuts
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Following Great Recession
2001 Recession and Aftermath

Note: Graph shows years in which states faced significant budget shortfalls during and
following recessions; data for 2002 are not available.

Source: Kaiser Family Foundation
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The state budget crisis could easily produce a serious health care crisis as well. During past budget
crises, states restricted Medicaid eligibility, including for seniors, people with disabilities, and
pregnant women; made it harder for eligible people to get and stay covered; eliminated or cut key
benefits; and cut payments to physicians, hospitals, nursing homes, and other providers. (See Figure
6.) They also cut non-Medicaid health programs. For example, during the Great Recession period,
state-funded behavioral health programs were often targeted for cuts, with roughly 3 in 4 states
cutting mental health budgets in each of 2009, 2010, and 2011.%

Early in the pandemic, with bipartisan leadership from this committee, Congress did two very
important things. First, it adopted a 6.2 percentage-point increase in the Medicaid match rate
(FMAP) for the duration of the public health emergency, providing about $40 billion per year in aid
to states.

25 Aviva Aron-Dine ef al., “Larger, Longer-Lasting Increases in Federal Funding Needed to Protect Coverage,” Center
on Budget and Policy Priorities, May 5, 2020, https://www.cbpp.org/research/health /larger-longer-lasting-increases-in-

federal-medicaid-funding-needed-to-protect.
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Second, it tied those additional federal funds to protections for Medicaid beneficiaries. States
receiving the additional funds cannot introduce new eligibility restrictions.” They also cannot take
away people’s coverage during the public health emergency. That continuous coverage requirement
is a version of the continuous eligibility policies many states already apply to children, which
research has shown improve coverage and access to care by preventing children from losing
Medicaid and becoming uninsured due to paperwork barriers and short-term income fluctuations.”

But as the state budget crisis continues and more states exhaust options to delay budget cuts, the
6.2 percentage point FMAP increase — about half the maximum increase Congress provided during
the Great Recession — is now insufficient. A number of states have already made or are considering
Medicaid cuts, including reductions in provider payments, reversals of planned and needed coverage
improvements (such as extensions of post-partum Medicaid coverage), and furloughs and hiring
freezes impacting eligibility workers, which will likely delay access to coverage for some applicants.
States are also cutting behavioral health programs and, even in the midst of the pandemic, are
cutting their public health budgets.”®

Congress should heed recommendations from the National Governors Association, the National
Association of State Medicaid Directors, health plans, providers, consumer advocates, and many
others and provide additional federal Medicaid funding to help states weather the crisis. The best
way to structure this additional assistance would be to tie the amount and duration of the increased
federal funding to state unemployment rates and to make these unemployment rate triggers
permanent. That way, federal Medicaid match rates would rise automatically in future recessions, then
fall back to normal once state economies and budgets have recovered. Legislation introduced in the
House (H.R. 6539 and H.R. 6379) and in the Senate (S. 4108) provides a model for how to do this.

In providing additional assistance, Congtess should also maintain strong protections for
beneficiaries. These “maintenance of effort” protections are critical to ensuring that the additional
funding achieves the goal of protecting health coverage during the ongoing public health and
economic crises, even as it helps states avoid cuts to Medicaid provider payments, non-Medicaid
health programs, education, and other critical services.

26 A similar rule in place during the Great Recession explains why far fewer states restricted eligibility during the Great
Recession than during the shallower recession of the early 2000s, as shown in Figure 6. Aviva Aron-Dine, “Medicaid
‘Maintenance of Effort’ Protections Crucial to Preserving Coverage,” Center on Budget and Pollcy Priorities, May 13,
2020, https://www.cbpp.org/blog/medicaid-maintenance-of-effort-protections-crucial-to-preserving-coverage.

27 Judith Solomon, “Continuous Coverage Protections in Families First Act Prevent Coverage Gaps by Reducing
‘Churn,”” Center on Budget and Policy Priorities, July 16 2020, h W .org/research /health/contin
s-fii

28 Aviva Aron-Dine, Kyle Hayes, and Matt Broaddus, “\Vlth Need Rising, Medicaid Is at Risk for Cuts Center on
Budget and Policy Priorities, July 22, 2020, https://www.
for-cuts.
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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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Testimony Before US House Commerce Committee
Wednesday September 23, 2020

Madam Chairman,

Thank you for the opportunity to testify, | will testify regarding idaho’s experience with Health
Insurance, the ACA and the COVID-19 pandemic.

Idaho's perspective and experience may be unigue from what you have previously heard, and | hope it
will be helpful as you consider broad public policy and its implications on the 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 — one of the most successful
exchanges in the country. It is that collaboration which has provided consumers with 5 competing
carriers participating in the individual health insurance market. And it is that collaboration which proved
1o be critical for improved outcomes during this pandemic.

At the onset of the pandemic and Idaho’s emergency declaration, the Department of Insurance began
meeting weekly, virtually with our carriers. We began collaborating to find solutions to the barriers and
dilemmas caused by the pandemic, which included everything from testing, treatment, telemedicine,
provider support, enroliment, and pharmaceutical guidelines. The results were rather remarkable.

Without mandating, requiring or threatening, all 5 carriers:

« Waived Co-payments, deductibles and co-insurance on testing AND the physician visit
associated with testing
*  Waived Co-payments, deductibles and co-insurance on treatment related to COVID-19
« Expanded their telehealth network dramatically to allow for easier access to telehealth visits
o Allowed nearly any provider to see their patients remotely
o Paid providers as if the patient were seen in person
e Qur telehealth usage increased 120-fold from February to April. And over 250-fold from Aprit
2019 to April 2020!
o We went from 233 tele-visits in February {which was high compared to previous months
and the year before) to 28,503 tele-visits in the month of April alone.
o This was especially helpful for our citizens who needed to see their mental health
provider.
= 97 mental health tele-visits in February to 11,333 in April
«  Allowed early refill of prescriptions and the ability to obtain a 90-day supply
o And without signature logs or in-person contact
» Waived coverage eligibility requirements
o Allowing employees to maintain health coverage while working fewer hours
o Allowing coverage more guickly upon return to work
o Allowing furloughed employees to stay covered on the group plan
» Extended premium grace periods and reinstatement periods
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All our 5 carriers also provided millions of dollars in timely assistance to providers and consumers as
non-COVID-19 claims decreased.

{Targeted provider loan programs, processing claims quicker, suspending prior authorization
restrictions while extending prior authorizations previously given. $1.4 million in total cash advances
from one carrier to select provider groups; 3 of our carriers advanced $5.5 million to providers of
one hospital system {not a loan or need to be repaid); another offered $10 million in interest-free
cash advances.)

Several of the 5 carriers recently provided millions of dollars in refunds/credits to their consumers.

{One recently issued an ongoing 15% statement credit. A second provided a 50% credit for June’s
dental premium. Another offered 9% credit to small employers, 10% to mid-size employers, 4% to
large-size employers, and a 23% dental credit to large and midsize employers, totaling $11 million
dollars.)

The carriers in Idaho contributed greatly to the community efforts.

{With their Medical Directors serving on the Governors testing task force. CEQ’s serving on the
Governor’s economic recovery advisory committee. Donating thousands of dollars to the ldaho
Foodbank, the COVID-19 relief fund, and the coalition on aging. Donating thousands of dollars to
{daho Primary Care Association to support the public and to distribute PPE. Committing to donate
every penny {not otherwise obligated) of the risk corridor recovery funds to mental health in rural
communities. Donating $500,000 to United Way. One carrier offered $2 miilion in grants to
Community Health Excellence program. Designating $4.25 million to support testing and contact
tracing.}

from my perspective our carriers really stepped up at a time when all their employees were newly
working remotely and there was huge uncertainty regarding the impacts of COVID-19.

Since then, carriers have filed their individual market 2021 premium rates, and although not final, three
of our carriers requested a rate reduction with two of the least expensive requesting a small increase.
Overall, the net increase is 1%. (Small Group is similar with a 6% net increase)

Lastly, just a quick note on Medicaid. During the pandemic, the number of Idahoans who have APTC
continues to drop while Medicaid and Medicaid expansion enrcliment continues to outstrip projections.
Even with the expanded FMAP match those numbers are concerning to our state budget at a time when
the economy is precarious. The unknown is whether Idahoans will shift back to private coverage as the
economy improves.

Madam Chairman, all these collaboration efforts did not happen by accident. They required
communication, understanding and commitment to our state and its citizens. | am honored to be part of
that process.

Thanks for allowing me to tell idaho’s story.
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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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Good morning Chairwoman Eshoo, Ranking Member Burgess, and distinguished members
of the committee. My name is Peter V. Lee and | serve as the Executive Director of Covered
California — California’s state-based health insurance marketplace for the individual and
small group markets. | am honored to participate in today’s hearing. The information and
perspectives | will provide are based on seven years of experience operating a robust and
successful state-based marketplace as well as over 20 years working to make sure health
care better meets the needs of America’s consumers.

The COVID-19 pandemic and economic crisis highlight the critical importance of the
protections of the Affordable Care Act, how implementing the law makes a significant
difference in who gets and keeps their coverage and provides vital lessons on how we need
to improve the law. Throughout my testimony, | hope to provide the Committee with key
perspectives on the following issues:

« How the Affordable Care Act is providing critical protections and access to coverage
by millions of Americans, and California’s approach to protect and build on the law;

e How the COVID-19 pandemic and recession are changing why consumers are
seeking coverage or leaving the individual market;

e How the recent economic recession underscores the health coverage affordability
challenges faced by many consumers, as well as the fragility — and often inadequacy
— of employer-sponsored insurance provided to many Americans; and,

e Federal action to apply these lessons can lead to building on and improving the

Affordable Care Act to deliver on its promise to ensure Americans throughout the
country can access coverage.
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California has Protected, Built-on, and Gone Beyond the Affordable Care Act

Today, more than 10 years after its passage, many of the transformative policies of the
Affordable Care Act are generally taken for granted and the implications of turning back the
clock to the days before these vital protections were commonplace would be catastrophic
for

tens of millions of Americans. Among its fundamental tenets are groundbreaking,
consumer-protective policies that have now become almost universally accepted by
Americans across the political spectrum, including:

+ Protecting Americans with pre-existing conditions from being discriminated against
by insurers;

« Requiring coverage by insurers to meet minimum coverage standards with
requirements that premium dollars are spent on health care;

s Changing the nature of the health insurance markets to reward health plans that
provide better access to affordable care, rather than rewarding them for avoiding
sicker consumers;

« Expanded benefits for Medicare beneficiaries, including more prescription drug
benefits; and,

+ Making coverage more affordable by expanding Medicaid and providing financial
help through marketplaces to Americans without employer-sponsored insurance or
other forms of coverage.

The Medicaid expansion and the marketplaces created under the Affordable Care Act —
such as Covered California — were always intended to provide a coverage backstop for
individuals who are not eligible for other coverage through their jobs, Medicare, or other
sources. Today, the Affordable Care Act is facing the first “pressure test’ of responding to
Americans’ needs in the face of the biggest public health crisis and economic downturn in
many years. Covered California has sought to rise to the challenge as millions of
Californians have lost jobs or income due to the COVID-19 pandemic and recession, and
our state has invested in the Affordable Care Act through bold policies that positioned us to
be able to better respond.

Before we move ahead, it is important to look back at the steps California has taken that
have led us to this moment. A year ago, | sat before this very same committee to discuss
how Covered California has used all the tools of the Affordable Care Act to build a strong
and sustainable individual market that helps keep health care premiums as low as possible.
Covered California’s 11 contracted qualified health plans vie for consumers based on price
and quality. Our significant investments in marketing and outreach have led to strong,
steady enroliment and a consumer pool that is consistently among the healthiest in the
nation. As a state, California expanded its Medicaid program (known as Medi-Cal) providing
coverage to millions of newly eligible Californians and outlawed short-term plans that do not
cover pre-existing conditions or provide essential health benefits.
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Leading up to the 2020 coverage year, California made coverage more affordable by
offering state subsidies to eligible consumers, including becoming the first state to provide
financial help to middie-income consumers earning up to 600 percent of the federal poverty
level. In addition, California implemented a state individual mandate penalty in response to
federal action that zeroed out the federal individual mandate penalty. Further, Covered
California continued its practice of making large marketing and outreach investments —
$121 million for the 2020 open-enroliment year. These actions fostered confidence from the
health insurance carriers that robust outreach would promote greater and healthier
enroliment. All these actions led health insurance carriers to reduce rates by between two
and five percentage points and resulted in a 41 percent increase in new enroliment during
the most recent open-enroliment period.

The individual market in California has seen premium increases over the past six years that
have been about half those in the federally-facilitated marketplace states. More recently,
California’s individual market has enjoyed two consecutive years of record-low rate changes
of 0.8 percent for the 2020 coverage year and, based on preliminary rates, an increase of
only 0.6 percent for 2021. Major beneficiaries of these low premium increases are the over
800,000 Californians who are “off-exchange” and receive no state or federal subsidies

A key driver of these low premium increases is larger, healthy enroliment and steady
retention — by both subsidized and unsubsidized consumers. When compared to the rest of
the nation, individual market health care premiums in California are estimated to be about
20 percent lower than what they would have been if the health of our enrollees was at the
national average. Between 2014 and 2018, Covered California’s risk scores were
approximately 20 percent below the national average for the individual market, resulting in
likely savings of approximately $2.5 billion per year for enrollees and the U.S. Treasury.
This translates to approximately $12.5 billion in savings over this five-year period, and those
savings are likely to have continued, if not become larger, in 2019 and now in 2020.

While we ended the 2020 open-enrollment period with strong enroliment, Covered
California has continued to use all the tools of the Affordable Care Act to provide quality
coverage at the best value as it has responded to the pandemic and recession. Covered
California invested in outreach during the recent COVID-19 special-enroliment period and
increased our marketing and outreach budget for the 2020-21 fiscal year by $30 million to a
total of $157 million.” We have also allocated $13 million for additional customer service
upgrades to meet the needs of consumers who may have lost their job-based coverage.

Consumers will continue to benefit from competition and choice, with 11 carriers serving the
state and two of them expanding their coverage areas. In 2021, virtually all (99.8 percent)
Californians will have two or more health carriers to choose from, and about four out of five
(77 percent) will have four or more plan choices.

While uninsured rates have been rising across the nation since 2016, California’s uninsured
rate has been reduced from 17.2 percent in 2013 to 7.7 percent in 20192, When you count
only those currently eligible for coverage through Medicaid or our marketplace — not

1 Covered California, July 16, 2020 — “Covered California Increases Investments in Marketing and Outreach to
Reach Uninsured Californians During the COVID-19 Pandemic,” https://www.coveredca.com/newsroom/news-
releases/2020/07/16/covered-california-increases-investments-in-marketing-and-outreach-to-reach-uninsured-
californians-during-the-covid-19-pandemic/

2U.S. Census Bureau, Sept. 15, 2020 — “Health Insurance Coverage in the United States: 2019,”
https://www.census.gov/content/dam/Census/library/publications/2020/demo/p60-271.pdf
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including individuals who are ineligible for coverage due to their immigration status —
California’s “eligible uninsured rate” is about 3 percent. We in California still have work to
do, but by fully implementing the Affordable Care Act and using the tools available today we
are approaching universal coverage for those eligible.

Covered California’s Lessons from the COVID-19 Pandemic

As described in the just released report, Coverage When You Need It: Lessons from
Insurance Covered Transitions in California’s Individual Marketplace Pre and Post
the COVID-19 Pandemic, Covered California’s overall enrollment reached an all-time high
of 1.53 million actively enrolled consumers as of June 2020 (See Exhibit 1). This represents
an 8 percent increase over Covered California’s previous high of 1.4 million in March of
2018. The record enroliment in Covered California is what would likely be expected for
marketplaces that were established to be part of the safety net for consumers with gaps in
coverage, but it did not “just happen.” Rather, the enroliment has been driven by significant
investments in marketing and outreach throughout Covered California’s history, along with
patient-first policies during the current pandemic and recession.

California is the nation’s most populous state, and when the COVID-19 pandemic began to
rage across the country, it became the first state to issue stay-at-hnome orders to nearly 40
million people on March 19. One day later, Covered California announced a special-
enrollment period to provide a path to coverage for those who were uninsured amid the
pandemic.® The move opened the marketplace to anyone who met Covered California’s
eligibility requirements, similar to the requirements in place during the annual open-
enroliment period.

In the weeks and months after the launch of the COVID-19 special-enroliment period,
millions of Californians lost their jobs, including many who also lost their job-based health
insurance coverage. California’s unemployment rate skyrocketed to a record 16.4 percent
in May, and while there has been marked improvement since then, millions of people
remain out of work.

Covered California also responded by launching new television ads, to encourage the
uninsured to sign up for coverage, as part of a $9 million campaign.# The marketplace also
worked with California’s Employment Development Department so that every
unemployment check incudes a flyer describing Covered California and Medi-Cal (the
state’s Medicaid program) -- delivering 3.5 million inserts with unemployment benefits.>

Covered California’s history of being recognized by many Californians as the place to turn if
they lose coverage and the promotion during the pandemic resulted in a significant increase
in consumers signing up for coverage during our COVID-19 special-enrollment period.

3 Covered California, March 20, 2020 — “California Responds to COVID-19 Emergency by Providing Path to Coverage
for Millions of Californians,” https://www.coveredca.com/newsroom/news-releases/2020/03/20/california-
responds-to-covid-19-emergency-by-providing-path-to-coverage-for-millions-of-californians/

4 Covered California, May 4, 2020 — “Covered California Launches New Ad Campaign That Focuses on the COVID-19
Pandemic and Encourages the Uninsured to Sign Up for Coverage,” https://www.coveredca.com/newsroom/news-
releases/2020/05/04/covered-california-launches-new-ad-campaign-that-focuses-on-the-covid-19-pandemic-and-
encourages-the-uninsured-to-sign-up-for-coverage/

5 Covered California, April 14, 2020 — “Covered California Enrolls Tens of Thousands as Impacts of COVID-19
Pandemic Hits California Households,” https://www.coveredca.com/newsroom/news-
releases/2020/04/14/covered-california-enrolls-tens-of-thousands-as-impacts-of-covid-19-pandemic-hits-

california-households/
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Between March 20, 2020 and August 31, 2020, more than 289,000 people signed up for
coverage, which is more than two times the rate seen during the same time period a year
ago (See Exhibit 2.).

These new enrollees also appear to be contributing to the individual market in California’s
positive healthy risk mix (See Exhibit 3.). To inform its negotiations with its contracted health
plans, Covered California conducted an analysis of both the 2020 open-enroliment risk
profile and the risk profile of those enrolling during the special-enroliment period, both
before and after the announcement of the COVID-19 special-enroliment period. While this
analysis only looks at prior health experience among the enrolling individuals, it appears
that the risk profile of the new enrollees during the 2020 open-enroliment period were much
healthier than the renewing members — being six percent “healthier.” The COVID-19
special-enroliment period enrollee cohort is most similar to the risk mix of the 2020 open-
enroliment cohort.

The positive risk profile information was information used by health plans in California that
set premiums increases for 2021 resulting in an average weighted increase of only 0.6
percent (after an increase of only 0.8 percent in 2020). By opening its doors and making
more consumers eligible for coverage during the pandemic, Covered California increased
its ranks of healthy consumers and drove premiums down for all consumers in the individual
market.

The fact that Covered California was able to enroll hundreds of thousands of people during
such a dramatic upheaval and loss of employer coverage is evidence that the Affordable
Care Act can work to keep people covered when the worst happens. Individual
marketplaces should see significant gains in enroliment during an economic downturn
because they are part of the safety net that is most needed during a health crisis and
recession. However, in order for that safety net to work right, consumers will be better
served if it is reinforced by state actions such as we those undertaken in California: robust
marketing and outreach; a history of getting the word out about the role of the marketplace;
Medicaid expansion; and protection from junk short-term plans that do not ensure pre-
existing coverage, and from policies that undermine comprehensive coverage.

The federally-facilitated marketplace — which provides coverage for Americans in 38 states
— has significantly reduced its efforts in marketing and outreach in recent years, promoted
short-term plans that put consumers and major financial risk, and did not launch a COVID-
19 special-enrollment period. In contrast to the enroliment seen in California, the federal
marketplace saw only a 27 percent increase in enroliment through the end of May at a time
when millions of Americans were losing their job-based health insurance® (See Exhibit 4.).

Our analysis finds that if the federally-facilitated marketplace had experienced the same
level of growth as California did during special enroliment, then more than 500,000
Americans would have gained health care coverage instead of going uninsured during the
pandemic. What this data makes clear is that not only does the Affordable Care Act provide
the tools to protect consumers, but the decision to not use those tools results in many more
Americans facing the pandemic without health insurance coverage.

& CMS, June 2020, “Special Trends Report: Enrollment Data and Coverage Options for Consumers During the
COVID-19 Public Health Emergency,” https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-
Resources/Downloads/SEP-Report-June-2020.pdf
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You cannot look at the pandemic, and how marketplaces have responded, without looking
more broadly at how a marketplace has served its people over time. Policies matter and the
goal of any marketplace should be to promote enrolilment and ensure that people have the
coverage they need to protect themselves and their families during their time of need,
particularly if they are one of the 130 million Americans with a pre-existing condition.

Covered California’s Analysis of the COVID-19 Special Enroliment

The individual market has always served as an option for those without other coverage
options and for those who experience changes in life circumstances. Transitions between
coverage sources are natural aspects of the America’s health care landscape, as
individuals experience changes in eligibility for employer coverage, Medicaid, or Medicare
(due to shifts in factors such as employment, income, and age). Each year, about one-third
of Covered California’s membership consists of new enrollees, and one-third of its annual
membership leaves the marketplace within the plan year (See Exhibit 5.). Those “normal’
ebbs and flows of coverage look very different in the months since the COVID-19 pandemic
and recession hit.

Covered California conducted an extensive survey and analysis of the consumers who
joined the marketplace during the special-enroliment period (See Exhibit 6.). During this
COVID-19 special-enroliment period, Covered California saw nearly 300,000 consumers
sign up, over twice the number who signed up during the same period in 2019. Of those
enrolling, the vast majority (79 percent) would have been eligible to enroll for coverage in a
normal special-enroliment period. They enrolled because they lost job-based coverage, or
experienced other qualifying life events, and knew where to go to get help because of
Covered California’s efforts both during this period and over the past five years.

Based on our survey data, of those who enrolled during the COVID-19 special-enroliment
period, about 21 percent were uninsured at the time of their plan selection, meaning they
were most likely ineligible to sign up for coverage under normal special enroliment rules.”
The percentage who were uninsured is very similar to what Covered California sees during
its open-enrollment period. Based on the overall volume of new sign-ups with Covered
California the decision to declare a special-enroliment period for the uninsured allowed an
estimated 60,000 more Californians to sign up for coverage than would have otherwise.

Despite Covered California’s record enrollment, a critical concern moving forward is to
ensure that these coverage gains do not further exacerbate disparities in health outcomes,
especially as research shows that people of color are disproportionately affected by COVID-
19.8 While enrollment in Covered California during this special-enroliment period shows the
distribution among race and ethnicity to be relatively similar to prior open- and special-
enrollment periods (See Exhibit 7.), more research is recommended, as people of color are
believed to be overrepresented in industries most impacted by the recession.

Looking ahead, Covered California has established new paths to coverage for consumers
who lose their job or suffer a reduction in income — regardless of whether that job provides

7 Covered California, Sept. 22, 2020 — “Coverage When You Need It: Lessons from Consumers’ Moving In and Out
of the Individual Marketplace in California Before and After the COVID-19 Pandemic,”
https://hbex.coveredca.com/data-research/library/CoveredCA Coverage-When-You-Need-It 09-22-20.pdf

8 Kaiser Family Foundation, Sept. 16, 2020 — “COVID-19 Racial Disparities in Testing, Infection, Hospitalization, and
Death: Analysis of Epic Patient Data,” https://www.kff.org/report-section/covid-19-racial-disparities-in-testing-

infection-hospitalization-and-death-analysis-of-epic-patient-data-issue-brief;
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them with health insurance coverage — and those impacted by the wildfires raging
throughout the state.®

Covered California’s analysis also revealed additional trends: (1) the pandemic highlights
the fragility and often inadequacy of coverage for those with Employer-Sponsored
Insurance; and (2) affordability of coverage for those who might be in individual
marketplaces continues to be a challenge (See Exhibit 9.). These trends are further
discussed below.

The COVID-19 Pandemic Highlights the Fragility and Inadequacy of Employer-
Sponsored Insurance for Many Consumers

Covered California’s analysis found the pandemic exposed the fragility of the employer-
sponsored insurance market, where not only is the overall quality of plans deteriorating for
many, but tens of millions of people across the nation have suddenly been left without
coverage due to the pandemic.

Covered California’s survey of consumers enrolling during the COVID-19 special-enrollment
period found that 57 percent, or approximately 165,000 plan selections, were made by
consumers who were previously enrolled in employer-sponsored insurance (See Exhibit 6.).
This represents a nearly 20-point increase from the 39 percent of new enrollers who came
to Covered California from job-based coverage during the 2019 open-enroliment period.

In addition, when you look at the consumers leaving Covered California — as people come
in and out of marketplaces every month as life circumstances change — far fewer people are
leaving for employer-sponsored insurance (See Exhibit 8.). The survey found that only 14
percent left the marketplace for job-based coverage during the COVID-19 special-
enrollment period, compared to 54 percent during the 2019 open-enrollment member
survey, which highlights the fact there are fewer employment opportunities available during
the current recession.

National survey data from The Commonwealth Fund indicates that more Americans will
continue to lose their employer coverage in the months to come, as results show that more
than half of adults who had employer-sponsored insurance — but were furloughed due to the
recession — are still covered through their job.™ It remains unclear how long employers will
continue to offer coverage to their furloughed employees, but even as the unemployment
rates stabilize, these results indicate that shifts in coverage transitions may be delayed for
many. Future analysis of the overall rate of the uninsured will be essential to evaluate how
well consumers were able to access coverage during this pandemic.

Beyond the fact that consumers are losing employer-sponsored insurance and facing

greater difficulties finding jobs with insurance coverage, a challenge facing many Americans
is the fact that many of those with employer-sponsored coverage are underinsured and face
barriers to getting needed care. In a recent report by The Commonwealth Fund, about one-

° Covered California, Aug. 24, 2020 — “Covered California Opens New Paths to Coverage for Wildfire Victims and
Those Who Lose Their Job or Income During the Pandemic and Recession,”
https://www.coveredca.com/newsroom/news-releases/2020/08/24/covered-california-opens-new-paths-to-
coverage-for-wildfire-victims-and-those-who-lose-their-job-or-income-during-the-pandemic-and-recession/

10 The Commonwealth Fund, June 2020 — “An Early Look at the Potential Implications of the COVID-19 Pandemic
for Health Insurance Coverage,” https://www.commonwealthfund.org/publications/issue-
briefs/2020/jun/implications-covid-19-pandemic-health-insurance-survey
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quarter of adults with employer plans are “underinsured.” 1! The fact that high deductibles
and cost-sharing can lead to consumers missing needed care is well documented — the
same report noted the high proportions of those with insurance coverage but “underinsured”
were likely to either skip recommended tests or not visit a doctor or clinic when they had a
medical problem.

For those with private insurance, including both those with employer coverage and
coverage through the individual market, as of 2020 almost half (46 percent) have
deductibles of more than $1,000.12 While there are similarities between the affordability
challenges faced by many in the individual market and those with employer-sponsored
insurance, one major difference is that few with employer-sponsored insurance have
support for their premium or cost-sharing that is adjusted for their income. 13

State and federal actions addressed these realities by establishing policies that, irrespective
of health plans benefit designs, there would be no cost-sharing for consumers receiving
COVID-19 tests or for care and treatment of those diagnosed with COVID-19. Itis clearin a
pandemic, the public benefits by having potentially infectious individuals get tested and
treated. It is less clear why the same logic does not apply to other infectious conditions —
such as hepatitis, malaria, HIV/AIDS or tuberculosis. Why do we as a nation outlaw cost-
sharing to ensure people with COVID-19 are effectively treated, yet we do not seem to be
concerned that high cost-sharing means millions living with diabetes, cancer, heart disease
or other conditions forgo needed care due to financial barriers. These are common diseases
that are not only extremely deadly and costly to our health care system, but that
disproportionately impact lower-income consumers, communities of color and those who
are underinsured in the employer-sponsored insurance market and in marketplaces.

While California’s policies to eliminate cost-sharing — as well as similar ones instituted
nationwide — helped people get care during the pandemic, they were necessary because
research shows that those who are underinsured in the employer-sponsored market'4, and
those who have Bronze marketplace coverage, tend to avoid getting needed care because
of affordability issues (See Exhibit 9.).

Pandemic Highlights Affordability Concerns

While the recession is impacting how consumers come to the marketplace and where they
go after they leave the marketplace, it is also affecting whether or not consumers can
maintain coverage and get access to needed care. Covered California’s survey found that
the share of consumers who left the marketplace to become uninsured is increasing, with
nearly one in four (24 percent) reporting they left Covered California to be uninsured — over
two times the number who reported that in 2018 (10 percent). This data appears to reinforce

1 Commonwealth Fund, August 2020, “U.S. Health Insurance Covered in 2020: A Looming Crisis in Affordability,”
https://www.commonwealthfund.org/publications/issue-briefs/2020/aug/looming-crisis-health-coverage-2020-
biennial

12 Commonwealth Fund, August 2020, “U.S. Health Insurance Covered in 2020: A Looming Crisis in Affordability,”
https://www.commonwealthfund.org/publications/issue-briefs/2020/aug/looming-crisis-health-coverage-2020-
biennial

13 Covered California 2018 & 2019 California Health Coverage Survey

14 Kaiser Family Foundation, Oct. 2018 — “2018 Employer Health Benefits Survey,” https://www.kff.org/report-
section/2018-employer-health-benefits-survey-section-section-14-employer-practices-and-health-plan-
networks/#figure1415
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prior research that affordability of individual market coverage remains a challenge, a
concern especially in the context of a global health pandemic.'>

In addition, the response to the pandemic also put a spotlight on concerns that affordability
of care can be a barrier to many with individual market and employer-sponsored coverage
seeking treatment. In Covered California — with 90 percent of enrollees receiving subsidies
tied to their income that lower their health care premium and lower cost sharing — about 69
percent of consumers have plans that are “silver” or above — meaning their actuarial value
is more than 70 percent. About 31 percent of enrollees, however, are still choosing the
lowest cost plans — bronze with an actuarial value of 60 percent. With the consumer-
centered benefit design, all of the bronze products provide multiple physician visits that are
not subject to any deductible, but beyond those exceptions these are high-deductible
products (with the individual deductible of $6,300). Based on Covered California member
surveys, about one-third of consumers with bronze plans report delaying or skipping needed
care based on costs, which is two or three times the rate of those with richer benefits (see
Slide 9 in attached slides).

Looking Ahead to Building on the Affordable Care Act

While the Affordable Care Act has provided a strong framework that has helped millions of
Americans gain access to quality health coverage and care, there is more work to be done
both in California and across the nation.

We have highlighted five areas of importance:

o State Efforts Are Not a Substitute for National Solutions — While several states
have instituted their own policies to either build on the Affordable Care Act or restore
measures that have been removed by federal action, they are not sustainable over
the long-term. Policies such as reinsurance, individual mandate penalties and
enhanced subsidies are best instituted on a national basis instead of a patchwork of
state efforts. In some cases, such as reinsurance, a federal plan is the only plan
some states will be able to achieve because of the significant cost involved.

¢ Increased Subsidies for Low- and Middle-iIncome Consumers — California
addressed the infamous “subsidy cliff” for middle-income consumers by creating a
new state subsidy program and extending those benefits to eligible people who earn
up to 600 percent of the federal poverty level. The program has helped hundreds of
thousands, including more than 30,000 middle-income Californians pay for their
health insurance coverage. However, California’s state subsidies are time-limited,
and as we are getting to ready to enter year two of the 3-year program, the policy is
not perfect as consumers could still spend nearly 20 percent of their income on
health insurance. The federal government would have a much greater impact by
permanently expanding subsidies nationwide and eliminating the “subsidy cliff,”
which can shut consumers out of receiving financial help once they reach the current
income eligibility threshold and require them to spend a significant portion of their
income on health insurance premiums. Increasing financial help and removing the
cliff entirely will increase the number of Americans who have health insurance and
move our nation closer to universal coverage.

15 The Commonwealth Fund, Aug. 2019 — “Who Are the Remaining Uninsured, and Why Do They Lack Coverage?
The Commonwealth Fund,” https://www.commonwealthfund.org/publications/issue-briefs/2019/aug/who-are-
remaining-uninsured-and-why-do-they-lack-coverage
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« Give Americans with Inadequate Employer Coverage a Path to Meaningful
Coverage — For many, employer-sponsored coverage works and works well,
especially for those with coverage negotiated on their behalf by unions. However,
many Americans, most of them low-income earners, have employer sponsored
coverage that is inadequate. While the Affordable Care Act ties co-pays and
deductibles to your income — you earn less, you pay less for a doctor’s visit — the
same is not true for most people with job-based coverage. Consumers whose
employer-sponsored insurance does not meet certain standards or value should be
allowed to look to the marketplaces for more affordable and better coverage or the
nation needs to address other routes so those with thin employer-sponsored
coverage do not have coverage in name only.

« Lower Underlying Health Care Costs — The United States continues to lead the
way, by a significant margin, when it comes to high health care costs. The most
recent data shows that the United States spent 16.9 percent of its Gross Domestic
Product on health care, which is nearly twice the average of 10 other high-income
nations.'® However, we continue to see the lowest life expectancy and highest
chronic disease burden among the 11 nations. Covered California is working to
improve health system performance by holding carriers accountable for assuring
quality care and promoting delivery system reform.'” More effort must be made
address the underlying costs of health care in our country, whether it is through
making publicly negotiated pricing available to all consumers or through reforms to
high prescription drug costs, the current situation is not sustainable over the long-
term.

« Addressing Equity and Disparities — The pandemic highlighted the fact that a
global health crisis impacts communities differently. As noted earlier, we know that
African American and Latino communities are bearing a higher cost in the battle
against COVID-19 as they have suffered higher infection and death rates.
Addressing this inequity, as well as dealing with the long-standing disparities facing
communities of color will take a concerted and unified effort.

Conclusion

As a nation, we are at a pivotal time for the Affordable Care Act and for health care more
broadly. In much of the country, the challenges we face have been exacerbated by recent
federal policy actions — including the federal elimination of the individual mandate penalty,
promotion of short-term, limited duration insurance, and the reduction in marketing and
outreach by the federally-facilitated marketplace. As a result, these actions have chipped
away at the integrity of the Affordable Care Act, forced millions to lose their coverage and
steadily raised the national uninsured rate from 8.6 percent in 2016 to 9.2 percent in 2019.

16 Commonwealth Fund, Jan. 30, 2020, “U.S. Health Care from a Global Perspective, 2019: Higher Spending, Worse
Outcomes,” https://www.commonwealthfund.org/publications/issue-briefs/2020/jan/us-health-care-global-
perspective-2019

17 Covered California, Dec. 2019, “Covered California Holding Health Plans Accountable for Quality and Delivery
System Reform,” https://hbex.coveredca.com/data-

research/library/CoveredCA Holding Plans Accountable Dec2019.pdf
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The Affordable Care Act remains the most significant piece of health legislation passed
since the establishment of Medicare and Medicaid in 1965. While it is not perfect, it has
protected Americans with pre-existing conditions and provided quality care to those who
have no other coverage options. Looking forward, | hope Congress can get beyond the
labels to focusing on building on the progress made in the past ten years and acting to
make improvements to better meet the needs of millions of Americans.

| would like to thank the committee for inviting me to testify. | am honored to represent
Covered California, and as always, | hope my testimony helps inform the health policy

dialogue at both state and federal levels. Again, please do not hesitate to reach out to us if

we can provide you with any additional information that can assist you as you consider
health care proposals that come before you in Congress.

Attachments:

e Exhibits Supporting the Testimony of Peter V. Lee, Covered California

e Coverage When You Need It: Lessons from Insurance Covered Transitions in
California’s Individual Marketplace Pre and Post the COVID-19 Pandemic
Covered California, September 22, 2020.

e Coverage Transitions in California’s Individual Marketplace Pre and Post
COVID-19 Pandemic: Chart Pack
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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
prorilised, 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. EsHO0. 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 1s 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. EsHO00. Dr. Holtz-Eakin—Mr. Holtz-Eakin?

Dr. HoL1Z-EAKIN. No.

Ms. EsHO0O. 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. EsH0o0. 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. EsHO0. 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,
alnd 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. EsHO00. 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. EsH00. 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 25,0007

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 iﬁcluded 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 T 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?
Anc}) 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. 1
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-



71

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. HovL1z-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. MaTsul. 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. MATsul. 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. MaTsul. 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. GrRIFFITH. 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. HovLTz-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. GrIFrFITH. 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. HoL1Zz-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
S0 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. HovL1Z-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. Lujan, for his 5 minutes of questions.

Mr. LUJAN. 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. LuJAN. 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. LUJAN. 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
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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. LUJAN. 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. LuJAN. 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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b}elcause, 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. HovL1z-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 (Ii)rotection 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. EsHooO.

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.



94

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. HoLTZz-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. HovLTZ-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. HoL1Z-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. EsHo0o. I thank the gentleman from Georgia. He yields back.

Now it is a pleasure to recognize the gentleman from California,
Mr. Cardenas, for your 5 minutes of questions. Please unmute.

Mr. CARDENAS. OK. I should be unmuted. Can you hear me?

Ms. EsHOO. Yes, very well. Thank you.

Mr. CARDENAS. 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. CARDENAS. 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. CARDENAS. 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. CARDENAS. 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. CARDENAS. 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?

b Dr. ARON-DINE. I am not sure I understood your question,
ut

Mr. CARDENAS. 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. CARDENAS. 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. CARDENAS. 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. CARDENAS. 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. EsHO0. Thank you. The gentleman yields back.
hI u;lderstand 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
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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.
Tlhis 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?
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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. EsHO0. 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. EsHO0O. 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. KeELLY. 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. KeELLY. 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}.lHOLTZ-EAKIN. Never go last on a panel like this. I just want
to echo——

Ms. KELLY. You can say ditto or——

Dr. HovL1z-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 T 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



109

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.
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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. HoLT1Zz-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
% temporary basis I think we should consider for a permanent

asis.

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 1s 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. HovL1z-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. LEgE. 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.



116

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



118

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. EsH0O. 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
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to nﬁaking 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
be(len 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-
cauksle 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.



123

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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Congress of the United States
MWashington, DE 20515

April 3, 2020

Seema Verma, Administrator

Centers for Medicare and Medicaid Services
U.S. Department of Health and Human Services
7500 Security Boulevard

Baltimore, Maryland 21244

Dear Administrator Verma,

Due to the widespread disruption in the lives and livelihoods of Americans during the
COVID-19 outbreak, we request that the Centers for Medicare and Medicaid Services
(CMS) allow Americans to enroll in Medicare coverage or coverage through
HealthCare.gov during a special enrollment period (SEP).

Most people who are eligible for Medicare coverage are at high risk of serious illness and
death from the virus because of their age or underlying health conditions, but the ability
to enroll in Medicare has been severely impeded because of the outbreak. Additionally, a
record number of Americans are currently seeking unemployment insurance after losing
their jobs and their employer-sponsor health insurance. During this public health
emergency, your agency must make enrolling in health coverage as fast and easy as
possible so that all Americans can access COVID-19 testing and treatment.

For eligible Medicare enrollees, on March 17, 2020, the Social Security Administration
closed Social Security offices to the public, and Social Security staff are only processing
“dire need” requests, which does not include Medicare applications, despite the General
Enrollment Period (GEP) ending on March 31%. The public is instead being told to
contact Social Security’s 1-800 number for other issues, adding a barrier to enrollment by
the deadline.

Eleven states and the District of Columbia have already announced special enrollment
periods for their health insurance Marketplaces due to the COVID-19 outbreak.? Today,
38 states rely on the federal government and need CMS to declare a special enrollment
period so individuals can enroll in coverage through HealthCare.gov. As more Americans
lose their employer-sponsored health insurance and face serious economic insecurity,
they would benefit immensely from enrolling in low-cost, high quality Marketplace
coverage. While the Administration has indicated that it will not reopen the site for a
special enrollment period,’ that decision contradicts CMS’s previous efforts to offer
special enrollment periods during natural disasters. It is imperative that CMS allow

! hitps://www.ssa.gov/news/press/releases/2020/#3-2020-2

2 California, Colorado, Connecticut, District of Columbia, Maryland, Massachusetts, Minnesota, Nevada,
New York, Rhode Island, Vermont, and Washington have announced special enrollment periods for
COVID-19.

3 hitps://www.politico.com/news/2020/04/01/trump-obamacare-coronavirus-160732

1
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American families the fast and easy opportunity to enroll in affordable coverage during a
special enrollment period.

To ensure that all Americans have the time and opportunity to enroll in health insurance,
Turge you to do the following:

1. Extend the Medicare General Enrollment Period. The Medicare GEP ended on
March 31*. Because of the circumstances of the outbreak, many individuals who
need to enroll in Medicare were not able to do so by the March 31% enrollment
deadline. CMS should extend the GEP until after the end of a federal or state
emergency declaration with respect to COVID-19.

2. Offer a special enrollment period on HealthCare.gov. Uninsured Americans
need to have the streamlined option of a special enrollment period to access the
plans offered on HealthCare.gov during this public health emergency. CMS
should immediately offer a special enrollment period to allow Americans to enroll
in high quality, low cost insurance coverage.

We urgently request that you do everything within your authority to extend enrollment
periods for Medicare and HealthCare.gov so every American, regardless of age and
employment status, can have access to health insurance during this public health
emergency.

Most gratefully,
arn-m Fiask D).
ém{a G. Eshoo Frank Pallone, Jr. |
“Chairwoman Chairman
Subcommittee on Health Committee on Energy and Commerce

Hownecty Deiay Bossingsr- 76 e M. ,ﬁq&\)

Nanette Diaz Barragan Ben Ray Lujan
Member of Congress Member of Congress
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Council 57 Oakland

80 Swan Way Suite 110
® Oakland CA 94621-1438
i i Toll Free 800-244-8122
We Make California Happen Toll Free 800-244-61
Fax 510-383-9613

www.afscme57.org

The Honorable Anna G. Eshoo
Chairwoman, Health Subcommittee
Energy and Commerce Committee
U.S. House of Representatives
Washington, D.C. 20515

Dear Chairwoman Eshoo:

On behalf of the 35,000 members of American Federation of State, County and
Municipal Employees (AFSCME) Council 57, I applaud you for holding a hearing on “Health
Care Lifeline: The Affordable Care Act and the COVID-19 Pandemic.” I request that this letter
be including in the hearing record.

AFSCME Council 57 Local 101 members who work at the Santa Clara Valley Water
District, Scotts Valley Water District and Lorenzo Valley Water District provide safe, clean
water for Silicon Valley, Santa Cruz, and surrounding areas. Our Local 829 members make
Menlo Park happen. The nearly 5,000 health and social service professionals’ members of Local
2620 across the state, are on the front lines helping families and communities build resilience
during this unprecedented time of crisis. As many shelter-in-place, Council 57 members are at
work on the front lines. They are bus drivers taking essential worker to their jobs, clinic nurses
serving the uninsured, food service workers making sure students don’t go hungry, pulmonary
rehabilitation therapists at Sequoia Hospital and social workers putting their lives at risk to
support our communities and protect those in need during this economic, environmental and
health crisis.

For Council 57 members, their work is not just a job, it is a calling. For example,
Francesca Salazar, a Licensed Clinical Social Worker, who works at a Parole Outpatient Clinic.
She and her co-workers help paroles with serious mental health and medical conditions. Because
of the budget shortfalls in California, her job, and the very existence of Parole Outpatient Clinics
across the state were on the chopping block. For now, the vital mental health services she and
others provide the state’s parolee population will continue. But the future is not certain given the
increasing drop in state and local revenues.

Not all Council 57 members and the work they do have been spared. A few hundred of
our members have been laid off. They work at cities, healthcare facilities, and school districts.
No job is untouchable. But there are no guarantees because the steep drop in city, county and
state revenues are widening holes in budgets. Furthermore, many of the anticipated layoffs have

1|Page
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not occurred but only due to large vacancy rates at many of these places, furloughs that have
been enacted, hiring freezes that have been implemented, and negotiated early retirements.

Workers who have seen their family income drop because of lay-offs and reduced hours
can find some peace of mind in knowing that their family will still be able to see a doctor, get a
COVID-19 test and if needed hospital care thanks to the Affordable Care Act (ACA) and
California’s expansion of Medi-Cal through the ACA. 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
health care coverage when they lost their jobs during the pandemic or have been impacted by the
wild fires. The ACA and Medi-Cal are truly a lifeline during these difficult and uncertain times.

Chairwoman Eshoo we thank you for leading role in developing and championing the
Heroes Act (H.R. 6800) and its nearly $1 Trillion in much needed flexible funds for states,
counties, and cities. The Heroes Act would also provide our state and counties with new federal
funds by increasing the federal share for Medi-Cal by a total of 14 percentage points starting July
1, 2020 through June 30, 2021. Counties in California are required to fund part of the non-federal
share of Medicaid so when the federal government pays more of Medicaid costs it reduces
Medicaid costs for our county. These additional federal dollars can help keep Council 57
members on the job providing the services our communities’ needs. These additional federal
dollars make sure those who enroll in Medicaid do not see a cut back in their care or needed
services. During this time of high unemployment, adding new federal Medicaid money to our
county will also lift our local economy.

This relief is desperately needed if we are to get through COVID-19, wildfires, and the
economic fallout from theses emergencies. We urge you to keep fighting to help fund the
workers on the frontlines of COVID-19 and providing the public services our community needs.
Our members are ready to do what needs to be done to help our communities stay healthy, safe
and to rebuild our economy. The challenges of COVID-19, wildfires, and threat of pink slips is
not stopping Council 57 members from rolling up their sleeves and doing what needs to be done
without hesitation. But they need Congress to give them the resources they need to do their jobs.

Sincerely,

e

Charles E. Allen
Executive Director
AFSCME Council 57
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Statement for the Record

Margaret A. Murray, Chief Executive Officer
Association for Community Affiliated Plans

for the

House Energy and Commerce Health Subcommittee Hearing
entitled

“Health Care Lifeline: The Affordable Care Act and the COVID-19 Pandemic”

September 23, 2020
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Association for Community Affiliated Plans

1155 15th Street, N.W., Suite 600 « Washington, DC 20005

Strengthening 202.204.7508 - www.communityplans.net
the Safety Net
since 2000 Christopher D. Palmieri, Chair + Margaret A. Murray, Chief Executive Officer

The Association for Community Affiliated Plans® (ACAP) would like to thank Chairwoman
Eshoo, Ranking Member Burgess and the members of the Energy and Commerce Health
Subcommittee for the opportunity to submit this statement for the record for the Subcommittee
hearing entitled, “Health Care Lifeline: The Affordable Care Act and the COVID-19 Pandemic.”

The COVID-19 pandemic is an unprecedented event in the history of our nation’s health care
and public health systems, and as such it has and will continue to result in an unprecedented and
unpredictable strain on the resources for all stakeholders of the United States health care system.
To date, more than 6.7 million Americans have contracted the virus and nearly 200,000 Americans
have died from it. Unfortunately, the virus has had a disproportionate impact on low-income
populations, communities of color, and those Americans with multiple comorbidities — the exact
people that Safety Net Health Plans are dedicated to serving.

At the same time, the Affordable Care Act (ACA) has provided tens of millions of Americans
with access to health coverage through the health insurance marketplaces, the Medicaid expansion,
and other coverage options. ACAP was proud to support the ACA and continues to work to ensure

that the legislation works for all Americans.

1 The Association for Community Affiliated Plans (ACAP) is a national trade association representing 77 not-for-
profit Safety Net Health Plans (SNHP). Collectively, ACAP plans serve more than 20 million people through
Medicaid, Medicare, the individual Marketplaces, and other publicly-supported coverage programs, including
one-third of all individuals covered in Medicaid managed care. Our mission is to support our member plans’
efforts to improve the health and well-being of people with low incomes and with significant health care
needs.
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Medicaid has Protected Millions of Americans During the Pandemic

The pandemic has shown exactly why the ACA is so vitally necessary and why Congress, the
states, and the Administration need to protect it at all costs. According to a study published in
Health Affairs? based on research from the University of Minnesota, more than 2.3 million adult
Americans in 26 states turned to the Medicaid program for coverage between March and May of
this year. This growth in coverage comes from people losing jobs as well as a general uptake in
coverage. It should be noted that this is not a “blue state” phenomenon — among “Medicaid
expansion states,” Kentucky and Indiana showed the biggest per capita increases in Medicaid
enrollment. Among non-Medicaid expansion states, Florida had the largest per capita increase in
new Medicaid enrollees. In short, Medicaid coverage protects Americans in all states.

And there is little doubt that enrollment has increased significantly in the four additional
months since May. Many of these newly covered Americans would have no coverage options at all
were it not for the ACA’s Medicaid expansion. Likewise, the refusal of some states to take up the
Medicaid expansion has now left millions of unemployed residents of those states uninsured and
unable to access coverage and, in many cases care, in the midst of a health care emergency. This is
an unnecessary tragedy that risks exacerbating and prolonging the pandemic, including threatening

the fragile health care infrastructure (including safety net and rural hospitals) in these states.

2 Frenier, Nikpay, and Golberstein, “COVID-19 Has Increased Medicaid Enroliment, But Short-Term Enrollment
Changes Are Unrelated To Job Losses,” Health Affairs. October 2020.
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FFCRA’s Mail e of Effort Requirement Eliminated Medicaid “Churn” That Would Have Cost
Americans Coverage during the Pandemic

ACAP was strongly supportive of Congress providing continuous Medicaid eligibility as part
of the Families First Coronavirus Response Act (FFCRA) passed in March of this year. As a condition
for receiving an enhanced federal matching rate (FMAP) bump, states had to commit to maintaining
coverage for people on Medicaid through the duration of the public health emergency. This is
exactly the right thing to do. In fact, this protection should be extended permanently to all Medicaid
and CHIP enrollees in the program on a year-to-year basis. By providing 12-month continuous
eligibility, Congress can reduce Medicaid and CHIP eligibility “churn” —the loss of coverage due to
slight changes in income (for example, from working overtime) or bureaucratic paperwork often
intended to disenroll eligible enrollees for state budgetary purposes. Eligibility churn is a consistent
barrier to stable coverage and care in Medicaid and CHIP. This year several state Medicaid directors
have said that the FFCRA continuous eligibility provision has prevented them from reducing
Medicaid rolls — meaning that the FFCRA protected low-income people’s coverage when they
needed it most. ACAP urges Congress to oppose any efforts to undermine that maintenance of

effort requirement as long as Americans are suffering under this pandemic.

More Can be Done to Stabilize Medicaid Coverage
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While the Affordable Care Act was an excellent start in providing needed health care
protections for Americans, ACAP believes its well past time to build on that excellent foundation.
That is why ACAP applauds the House of Representatives for passing the Patient Protection and
Affordable Care Enhancement Act (ACEA) earlier this year. Among other things, this legislation
would provide 12-month continuous eligibility for all Americans in Medicaid and CHIP thanks to the
leadership and support of two members of this Subcommittee — Representatives Joe Kennedy and
Debbie Dingell -who sponsored H.R. 1879, the Stabilize Medicaid and CHIP Coverage Act. We thank
them for their efforts on behalf of this important policy.

Importantly, 12-month continuous eligibility aligns Medicaid and CHIP with private and
Medicare coverage that provides continuous coverage without constantly screening for coverage
eligibility. Such efforts, commonplace in the Medicaid program, create unnecessary hurdles for low-
income Americans struggling with limitations of time, limited access to transportation, health
literacy, and other challenges. It also is important to recognize that 12-month continuous eligibility
would protect children in Medicaid and CHIP. A recent working paper by the George Washington
University® found that Medicaid continuous eligibility would reduce unmet need for specialty care
and increase the use of vital preventive care among children, a critical protection to protect them

and reduce health care costs in the future.

3 “Continuous Medicaid Eligibility for Children,” Ku, Leighton PhD, MPH and Erin Brantley, PhD, MPH. Working
Paper, Milken Institute for Public Health, The George Washington University, May 2020.
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Exchange Coverage is a Lifeline during a Public Health Crisis

The ACA also created a new set of market rules for “Exchange” coverage, which have been a
lifeline for millions of consumers with preexisting conditions. Such coverage is of paramount
importance in the midst of a public health crisis—ensuring consumers with incomes above Medicaid
eligibility, or in states that have not expanded Medicaid, are able to purchase coverage that will
protect them should they contract COVID-19. ACAP believes so strongly in the crucial role of health
coverage in protecting Americans from the ill effects of COVID-19 that we embarked on a six-figure
campaign directing people to find health coverage at healthcare.gov; we sent more than 100,000
people to the site as a result.

The House, and this Committee in particular, has considered various policies that would help
mitigate the Administration’s efforts to undermine the ACA, and we applaud you for bringing
continued light to such issues in today’s hearing. Specifically, we have long supported the need for a
Special Enrollment Period (SEP) for uninsured and underinsured consumers—something which many
State Based Exchanges moved forward with to great success and which the Administration has
historically implemented for individual states during emergencies, yet chose not to do during a
declared National Public Health Emergency. We still believe an SEP is appropriate and furthermore
we believe a longer Open Enrollment for the 2021 period is appropriate. This will give plans
adequate time and resources to enroll the millions of newly uninsured consumers as well as to

ensure that any consumers who are struggling financially and terminated for nonpayment of
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premiums during the last month of the year are able to purchase new insurance for 2021. While
this Administration did provide flexibility for issuers to allow consumers longer than the usual 90 day
grace period during the emergency, as a result many consumers may lose their coverage after the
auto-reenrollment process for 2021 — ultimately ending their coverage after open enrollment —thus
leaving them uninsured for 2021. We believe an extended open enrollment period, or SEP for
consumers in this situation, is warranted to address the unintended consequences of the grace
period delays.

Additionally, we applaud this Committee’s continued focus on the harms posed to
consumers by short-term, limited-duration insurance (STLDI). The Committee’s Oversight and
Investigations report* and a recent GAO investigation® detailed the harms posed by such plans and
unscrupulous brokers that promote them, oftentimes deceiving consumers into purchasing
coverage that will not protect their pre-existing condition needs. As lead plaintiff challenging the
Administration’s 2018 rule expanding STLDI coverage to compete with individual market Qualified
Health Plans, we support the House’s efforts to ensure such plans are used only for their intended
purpose—filing short gaps in coverage. We have already seen examples of STLDI plans trying to get

out of paying for potential COVID-related services, and COVID simply presents yet another pre-

4 “Shortchanged: How the Trump Administration’s Expansion of Junk Short-Term Health Insurance Plans is
Putting Americans at Risk,” US House of Representatives House Committee on Energy and Commerce
Subcommittee on Health and Subcommittee on Oversight and Investigations Democratic Staff Report, June
2020.

5 “Private Health Coverage: Results of Covert Testing for Selected Offerings,” US Government Accountability
Office, August 24, 2020.
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existing condition for which such plans can deny future coverage to the millions of people with long-
term COVID-related illness or complications. We thank this Committee and the House of
Representatives for their continued efforts to limit the duration of STLDI offerings and ensure
consumers with STLDI coverage are not left holding the bag when it comes to COVID-related testing

and treatment.

Conclusion

As this pandemic is showing, strong and stable coverage is essential to combat the
coronavirus and provide Americans with the coverage they need to stay healthy and be productive
members of society. ACAP applauds House passage of both the Health and Economic Recovery
Omnibus Emergency Solutions Act (HEROES Act) and the ACEA, which address so many of the
important issues raised above that would protect millions of Americans during the COVID-19 crisis.

In short, the ACA in general, and the Medicaid expansion for low-income adults in particular,
has been a lifeline to people with low incomes, communities of color, and the suddenly-unemployed
and uninsured during this pandemic. Now is not the time to pull back on the commitments of the
ACA, including the Administration’s unconscionable support of the Texas v. California lawsuit that
could repeal the ACA in its entirety. We appreciate the efforts the House has made to protect the

vital strides that the ACA has made. Now it is time for Congress to take the next steps toward
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protecting that coverage and making it stable for those who need it the most—both during the
COVID-19 pandemic and beyond.
Again, thank you for the opportunity to submit this statement for the record. We are happy

to respond to any questions the Subcommittee may have.
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m U.S. GOVERNMENT ACCOUNTABILITY OFFICE

441 G St. N.W.
Washington, DC 20548

August 24, 2020

The Honorable Robert P. Casey, Jr.
Ranking Member

Special Committee on Aging

United States Senate

The Honorable Debbie Stabenow
United States Senate

Private Health Coverage: Results of Covert Testing for Selected Offerings

Millions of Americans obtain health insurance coverage in the individual market, which consists
mainly of private plans sold directly to consumers without access to group coverage. While
generally regulated by states, starting in 2014, the Patient Protection and Affordable Care Act
(PPACA) established a number of new federal requirements for individual health insurance
coverage. For example, PPACA prohibited insurers from excluding coverage or charging higher
premiums for pre-existing conditions and required that individual market plans cover a set of
essential health benefits, including coverage for mental health and substance abuse disorder
services, prescription drugs, and maternity and newborn care.’

Certain types of health coverage arrangements that can be sold directly to consumers do not
have to comply with some or all of PPACA’s individual market requirements and, as a result,
may be less expensive, but also offer more limited benefits compared to PPACA-compliant
plans. For example, short-term, limited-duration insurance (STLDI), which was primarily
designed to fill gaps in coverage, is excluded from the definition of individual health insurance
under federal law and is therefore generally not subject to PPACA’s requirements for the
individual market.

1Pub. L. No. 111-148, §§ 1201, 1302, 124 Stat. 119, 154, 163 (2010).

Page 1 GAO-20-634R
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Recent changes to federal law and regulations could result in the increased use of PPACA-
exempt health coverage arrangements as alternatives to PPACA-compliant plans in the
individual market.2 For example, in 2018, federal regulations expanded the availability of STLDI
plans, a type of PPACA-exempt arrangement. In addition, as of January 1, 2019, individuals
who fail to maintain “minimum essential coverage,” as required by PPACA, no longer face a tax
penalty.3 Further, the devastating economic effects of the Coronavirus Disease 2019 (COVID-
19) pandemic could create additional demand for affordable health coverage, including PPACA-
exempt plans.

With these changes, and because of their lower relative costs, PPACA-exempt health coverage
arrangements may be attractive to consumers, particularly those who find it difficult to afford
PPACA-compliant plans. However, such arrangements generally do not need to follow PPACA’s
requirement that plans in the individual market be presented to consumers in defined categories
outlining the extent to which they are expected to cover medical care. As a result, depending on
how they are marketed and sold, PPACA-exempt arrangements could present risks for
consumers, if, for example, they buy them mistakenly believing that coverage is as
comprehensive as for PPACA-compliant plans. Several states have raised concerns that
insurance agents and brokers (hereafter referred to as sales representatives) may try to sell
PPACA-exempt arrangements to consumers regardless of their suitability for the individual—for
example, to those with pre-existing conditions that would not be covered—or mischaracterize
the health coverage offered because of financial incentives.4

You requested that we obtain insights on the marketing and sales practices of insurance sales
representatives who sell PPACA-exempt plans. In this report, we describe the results of covert
tests we conducted involving selected sales representatives (as described below), when
contacted by individuals stating that they had pre-existing conditions.

In this regard, we performed a number of covert tests (i.e., undercover phone calls) from
November 2019 through January 2020, posing as individuals needing to purchase health
insurance to cover pre-existing conditions. Specifically, we performed 31 covert tests to selected
sales representatives and stated that we had pre-existing conditions, such as diabetes or heart
disease, and we requested coverage for these conditions to see if the sales representative
directed us to a comprehensive PPACA-compliant plan, or a PPACA-exempt plan that does not
cover what we requested. The results of our covert testing are illustrative only of the sales and
related behaviors we experienced during the calls and are not generalizable to any specific
insurance brokerage or agency, state, or the PPACA-exempt health insurance industry at large.

2For the purposes of this report, we are defining PPACA-exempt as including health coverage arrangements that do
not comply with PPACA’s individual health care market requirements, such as STLDI and limited benefit plans,
depending on how they are sold. We are also including arrangements whose health coverage provisions are not
explicitly addressed in federal law, such as health care sharing ministries.

3PPACA required that most individuals maintain “minimum essential coverage” or pay a tax penalty. Health insurance
that meets the definition of “minimum essential coverage” includes certain types of government-sponsored coverage
(such as Medicare Part A or most Medicaid coverage) as well as most types of private insurance plans that provide
benefits consistent with the law, but does not include coverage that provides limited benefits. Legislation enacted in
2017 reduced this tax penalty to $0, effective January 1, 2019. Pub. L. No. 115-97, § 11081, 131 Stat. 2054, 2092
(2017).

4Agents and brokers are generally paid by insurers and may sell products for one issuer from which they receive a
salary, or from a variety of insurers and be paid a commission for each plan they sell. We use the term “sales
representatives” in this correspondence to capture a variety of job titles that we encountered during our covert tests,
including brokers, agents, call screeners, and compliance personnel.
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As part of these tests, we gauged whether sales representatives engaged in potentially
deceptive practices, such as making false or misleading statements about coverage or omitting
material information about coverage. To do this, we used the Federal Trade Commission’s
(FTC) definition of deceptive practices to evaluate the marketing practices used during our
covert tests.5 Deceptive practices are defined in the FTC’s Policy Statement on Deception as
involving a material representation, omission or practice that is likely to mislead a consumer
acting reasonably in the circumstances.® For example, given the scenarios we tested, a
misleading statement could include instances in which a sales representative said that a plan
covered a pre-existing condition when it did not. An example of an omission could include
instances in which a sales representative did not disclose that the plan offered would not cover
our pre-existing condition after we expressed that we wanted this coverage, among other things.
When sales representatives indicated to us that the PPACA-exempt coverage they were selling
us would cover our pre-existing condition, we purchased the product to compare its benefits as
described in a plan document we obtained with the benefits advertised and described during the
covert phone calls.

We made the covert phone calls to representatives in a non-generalizable selection of five
states (Alabama, Florida, Kansas, Pennsylvania, and Wyoming) selected for geographic and
population-size variation. Given that STLDI plans—a type of PPACA-exempt arrangement—are
not available for purchase in some states due to state laws prohibiting them or simply because
they are not commercially available, we selected among states that offered STLDI plans.

To select sales representatives within a selected state, we performed web searches using
search terms such as “affordable health insurance,” and “cheap health insurance,” similar to
how typical consumers likely seek out and purchase insurance, in order to create a list of
entities from each state. After we created a list of potential entities, we randomly sorted the list
for each state and selected different entities for 20 of 31 tests while ensuring variability across
the states. For the remaining 11 of 31 tests, we attempted to contact a health insurance provider
directly, as opposed to going through a third-party sales representative identified via a web
search.” To do this, we identified insurance companies to select for testing using a health
insurance consumer-information website that provides a listing of companies that offer STLDI
plans among our selected states.s

SFTC enforces provisions of the FTC Act, including 15 U.S.C. § 45(a), which prohibits unfair or deceptive acts or
practices affecting commerce.

8Federal Trade Commission, FTC Policy Statement on Deception, October 1983. https://www.ftc.gov/public-
statements/1983/10/ftc-policy-statement-deception, accessed June 10, 2020.

7Although we attempted to select separate entities and to contact and test each of these selected entities only once, it
is possible that we contacted and tested the same entity on more than one undercover call. This is because our
undercover phone calls were sometimes transferred to multiple parties in the course of a single call, and we could not
always identify the entity we ultimately spoke with.

8This website is not associated with www.healthcare.gov or the Centers for Medicare & Medicaid Services (CMS),
and we did not assess the comprehensiveness of the website, but instead used it to make non-generalizable
selections of insurers. As mentioned, this selection of insurers is not intended to be a representative sample of
insurers.
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The 2020 Open Enroliment Period (OEP) for individual health insurance coverage sold through
the federally facilitated exchange® ran from November 1, 2019, to December 15, 2019. We
performed 16 of the 31 tests during the 2020 OEP as most individuals apply for and enroll in
health insurance plans offered on the exchanges required by PPACA during this time.
Performing tests during this time helped to ensure our testing closely resembled the experience
most individuals have when purchasing insurance. The remaining tests (15 of 31) were
conducted outside of the OEP to assess examples of marketing practices used in both time
periods. For tests conducted outside of the OEP, we explained during those phone calls that we
had recently moved to a new state so that we would trigger a PPACA Special Enrollment
Period, and therefore, would be eligible to purchase a PPACA-compliant plan.10

Finally, to discuss the marketing and oversight of PPACA-exempt arrangements, we met with
senior officials from federal agencies, including the FTC, and Centers for Medicare & Medicaid
Services (CMS) 1" within the Department of Health and Human Services, as well as the National
Association of Insurance Commissioners (NAIC). 12

We conducted this performance audit from October 2019 to August 2020 in accordance with
generally accepted government auditing standards. Those standards require that we plan and
perform the audit to obtain sufficient, appropriate evidence to provide a reasonable basis for our
findings and conclusions based on our audit objectives. We believe that the evidence obtained
provides a reasonable basis for our findings and conclusions based on our audit objectives. We
conducted our related investigative work in accordance with investigative standards prescribed
by the Council of the Inspectors General on Integrity and Efficiency.

Summary

In summary, the results of the covert tests ranged from sales representatives appropriately
explaining to us that a PPACA-exempt plan would not cover the pre-existing condition we stated
that we had, to engaging in potentially deceptive marketing practices that misrepresented or
omitted information about the products they were selling. Specifically, in 21 of 31 covert tests,
the sales representative appropriately referred us to a PPACA-compliant plan. In two of 31
covert tests, the sales representatives did not appear to engage in deceptive marketing

9PPACA introduced significant changes to the individual market including how consumers shop for insurance
coverage. PPACA directed each state to establish an exchange—referred to as a state-based exchange—or elect to
use the federally facilitated exchange established by the Department of Health and Human Services (HHS). The
exchanges are marketplaces where individuals can compare and select among plans that meet certain standards
offered by participating private issuers licensed to engage in the business of insurance in a state.

10A Special Enroliment Period is a time outside the yearly OEP when individuals can sign up for health insurance.
Individuals qualify for a Special Enrollment Period if they have had certain triggering events, including losing minimum
essential health coverage, permanently moving into a new state and therefore gaining access to new Qualified Health
Plans, or gaining a dependent though marriage, birth, or adoption. Depending on the Special Enroliment Period type,
individuals may have 60 days before or 60 days following the event to enroll in a plan.

11While the business of insurance is primarily regulated by states, we met with CMS due to certain relevant federal
requirements. For example, under 45 C.F.R. § 155.220, an agent or broker that assists or facilitates enrollment of
individuals in PPACA-compliant plans through a federally-facilitated exchange must be registered with the federally
facilitated exchange and comply with certain standards of conduct. Sales representatives who sell PPACA-exempt
plans, but do not also facilitate enroliment into PPACA-compliant plans, are not subject to this requirement.

12NAIC is the standard setting and regulatory support organization created and governed by the chief insurance
regulators from the 50 states, the District of Columbia and five U.S. territories. Through the NAIC, state insurance
regulators establish standards and best practices, conduct peer review, and coordinate their regulatory oversight.
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practices but were not always consistent or clear in their explanation of the type of coverage
and plans they were selling. In the remaining eight of 31 covert tests, the sales representatives
engaged in potentially deceptive marketing practices, such as claiming our pre-existing
condition was covered when the health plan documents we received after purchase said
otherwise. We plan to refer these eight cases of potential deceptive marketing practices to the
FTC and corresponding state insurance commissioners’ offices for follow-up as appropriate.

Background
PPACA-Exempt Health Arrangements

There are several health coverage arrangements that can be sold directly to consumers and do
not need to comply with at least some of PPACA’s individual market requirements. These
include:

e STLDI: Health insurance that is primarily designed to fill temporary gaps that may occur
when an individual is transitioning from one plan or coverage to another plan or coverage. In
August 2018, the Departments of Health and Human Services, Labor, and the Treasury
issued a final rule changing the definition of STLDI from coverage that has an expiration
date of less than 3 months from its effective date to coverage that has an expiration date of
less than 12 months, and that is renewable for no more than 36 months.13 STLDI is
excluded from the definition of individual health insurance coverage under federal law, and
therefore generally does not need to comply with PPACA’s individual market requirements.

o Limited benefit plans: Different types of health insurance options that offer limited benefits,
also known as “excepted benefits”. For example, these include indemnity plans that cover a
set dollar amount for limited prescription benefits, hospital stays or physician visits, or plans
that offer accident-only coverage, limited scope dental or vision coverage, or coverage for a
specified disease. These plans may be combined to mirror more comprehensive coverage,
but generally do not need to comply with PPACA individual market requirements, depending
on how they are offered.

e Health care sharing ministries: Entities whose members share a common set of religious or
ethical beliefs and contribute funds to pay for medical expenses of other members; however,
payment for member claims is not guaranteed. Health care sharing ministries in some ways
may resemble insurance, but the requirements for what is covered are not explicitly
addressed in federal law and typically do not comply with PPACA. 14 In addition, according to
NAIC officials, the majority of states have exempted health care sharing ministries from state
insurance laws provided they meet certain requirements, and in states where they are not
explicitly exempted, states may not regulate them.

e Association health plans (AHP): Health insurance coverage sponsored by a group or
association of employers, which may include trade associations who make plans available

1383 Fed. Reg. 38,212 (Aug. 3, 2018).The definition of STDLI as coverage that has an expiration date of less than 3
months from its effective date was promulgated in 2016. 81 Fed. Reg. 75,316 (Oct. 31, 2016). Prior to the 2016
rulemaking, STLDI had been defined as coverage that has an expiration date within 12 months from its effective date,
but was not renewable past this time. See 62 Fed. Reg. 16,894 (April 8, 1997).

14While not as common, there are other arrangements that similarly resemble insurance, but are also not explicitly
addressed in federal law, such as farm bureau coverage currently offered in three states—lowa, Kansas, and
Tennessee. Farm bureau membership is open to anyone who pays a membership fee.
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to their members.15 While these plans are generally considered group health insurance
coverage, historically, AHPs sold directly to consumers under certain circumstances were
considered individual health insurance and subject to relevant PPACA requirements. 16
However, in June 2018, the Department of Labor issued a final rule that expanded
provisions for determining when employers may join together to offer AHPs, which included
self-employed individuals without employees. This would have broadened the types of AHPs
that were considered large group insurance and could be sold to the self-employed,
meaning such plans would no longer be subject to certain small group and individual market
requirements, such as the requirement to cover essential health benefits. 17 However, in
March 2019, a federal court vacated this provision of the final rule; however, the Department
of Labor has appealed the decision.'® According to NAIC officials, some states have
authorized the sale of certain AHPs that meet the rule’s broader definition.

Data on the extent to which consumers purchase PPACA-exempt health coverage
arrangements are limited, but generally suggest that use of such arrangements is growing. For
example, the most recently available estimate of the STLDI market was about 87,000 covered
people in 2018, but these data are based on policies issued before the 2018 final rule that
extended the allowed duration for STLDI plans. In October 2019, NAIC issued a data call to
better understand the extent of the STLDI market in each state.'® In another example, while the
estimated number of individuals enrolled in health care sharing ministries in 2010 prior to
PPACA was less than 200,000, as of 2018 the enrollment is estimated to be about 1 million
people.20

Oversight of the Marketing and Sale of PPACA-Exempt Arrangements

Under the McCarran-Ferguson Act, the business of insurance is primarily regulated by states.2!
Therefore, states are the primary regulators of private health insurance, including the marketing
and sale of PPACA-exempt health coverage arrangements. As such, each state sets its own
standards for most PPACA-exempt arrangements and licenses and oversees insurers, and
third-party sales representatives that sell such arrangements in their state. According to NAIC
officials, state insurance commissioners may take enforcement actions against insurers and

15Association health plans are formed under the authority of the Employee Retirement Income Security Act of 1974.
This Act authorizes some employer associations to qualify as “employers” for the purpose of sponsoring an employee
benefit plan, such as a plan that offers medical, surgical, or hospital care or benefits, so long as the group or
association of employers acts “in the interest of an employer.” 29 U.S.C. § 1002.

16Centers for Medicare & Medicaid Services, Application of Individual and Group Market Requirements under Title
XXVII of the Public Health Service Act when Insurance Coverage Is Sold to, or through, Associations, (Baltimore,
MD.: September 2011).

1783 Fed. Reg. 28,912 (June 21, 2018).

18New York v. Dep't of Labor, 363 F. Supp. 3d. 109 (D.D.C. 2019), appeal docketed, No. 19-5125 (D.C. Cir. Apr. 30,
2019).

19For the 2018 estimate see National Association of Insurance Commissioners, 2018 Accident and Health Policy
Experience Report (NAIC, 2019).

208ee K. Lucia, J. Giovannelli, S. Corlette et al., “State Regulation of Coverage Options Qutside of the Affordable
Care Act: Limiting the Risk to the Individual Market.” The Commonwealth Fund, March 2018

21Pub. L. No. 79-15, 59 Stat. 33 (1945), codified as amended at 15 U.S.C. §§ 1011 - 1015.
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sales representatives that engage in deceptive marketing practices, such as by suspending or
revoking their license to sell insurance.22

FTC and CMS also have a more limited role in overseeing the marketing and sale of PPACA-
exempt arrangements. Specifically, FTC enforces provisions of the FTC Act, including 15 U.S.C.
§ 45(a), which prohibits unfair or deceptive acts or practices affecting commerce.23 Under the
law, FTC’s jurisdiction in this area includes instances where entities sell health care
arrangements, but are not themselves engaged in the business of insurance—such as business
associations that may offer health insurance plans to their members, but are not themselves
engaged in the business of insurance.24 Similarly, federal regulations require sales
representatives that assist or facilitate enrollment in PPACA-compliant plans sold through the
www.healthcare.gov website to provide consumers with correct information,25 without omission
of material fact, and refrain from marketing or conduct that is misleading.2é However, sales
representatives who sell PPACA-exempt plans, but do not also facilitate enroliment into the
PPACA-compliant plans sold through www.healthcare.gov, are not subject to this requirement.
Although CMS does not provide oversight of PPACA-exempt plans, officials told us that the
agency works with state insurance commissioners to confirm that insurance sales
representatives listed on www.healthcare.gov —which can include those that sell both PPACA-
compliant and PPACA exempt plans—have an active state license to sell insurance.

Covert Tests Identified Potentially Deceptive Marketing Practices by Some Insurance
Sales Representatives

The results of our 31 covert tests—all of which included individuals requesting coverage for pre-
existing conditions—ranged from insurance sales representatives appropriately explaining that a
PPACA-exempt plan would not cover the pre-existing condition, to engaging in potentially

22According to NAIC officials, states may exempt policies issued by out-of-state associations from some or all of their
market standards. Specifically, in out-of-state associations—which are separate from AHPs—insurers file plans for
approval in one state and sell the same plans in other states, which may lack authority to regulate such associations.
Where associations are exempt from standards, they are regulated by the state of approval, rather than the state in
which consumers’ purchase coverage.

23An “unfair” act or practice is one that is likely to cause substantial injury to consumers which is not reasonably
avoidable by consumers themselves and not outweighed by countervailing benefits to consumers or to competition,
whereas a “deceptive” act or practice is one involving a material representation, omission or practice that is likely to
mislead a consumer acting reasonably in the circumstances. For purposes of this report, we focus on deceptive acts
or practices because of the results of our covert tests.

248pecifically, those activities that constitute the “business of insurance” are exempted from the FTCs jurisdiction, but
only to the extent that such activities are regulated by state law. 15 U.S.C. § 1012(b).

258ometimes called the “health care exchange,” www.healthcare.gov is a federal government website managed by
CMS. The website allows users to enroll in PPACA-compliant plans and apply for various marketplace insurance
options.

2645 C.F.R. § 155.220(j)(2). An agent or broker that assists or facilitates enrollment of individuals in PPACA-compliant
“qualified health plans” through a federally facilitated exchange or state-based exchange on the federal platform must
be registered with the federally facilitated exchange and comply with certain standards of conduct. These standards
include the requirement that the individual or entity "must provide consumers with correct information, without
omission of material fact, regarding the federally facilitated Exchanges, [PPACA-compliant plans] offered through the
federally facilitated exchanges, and insurance affordability programs, and refrain from marketing or conduct that is
misleading (including by having a direct enroliment Web site that the Department of Health and Human Services
determines could mislead a consumer into believing they are visiting HealthCare.gov)."
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deceptive marketing practices that omitted or misrepresented information about the products
they were selling. Specifically,

e In 21 of 31 covert tests, the sales representatives appropriately referred us to PPACA-
compliant plans. In these instances, the representatives typically referred us to the
federal government’s PPACA health care exchange.

For example, one sales representative stated that a PPACA plan would be a
better option for us and recommended that we contact the federal PPACA
exchange for coverage required for our pre-existing condition. The representative
told us that plans sold by him lacked coverage for our condition, which in this
case was diabetes. The representative further told us that our condition would
disqualify us from a short-term health plan and also informed us that our
condition would not be covered in the event that anyone else tried to sell us such
a plan.

e Intwo of 31 covert tests, the sales representatives did not appear to engage in deceptive
marketing practices, but the representatives were not always consistent or clear in their
explanation of the type of coverage and plans they were selling.

For example, one sales representative recommended a PPACA plan due to the
pre-existing condition that we stated we had and told us that the plan also
included an accidental and critical iliness benefit to cover the financial gap that
could be created by the plan’s deductible and high out-of-pocket maximum, as
well as a basic dental plan. Information we later obtained from the representative
showed that the PPACA plan was free of cost due to our stated income, and that
100 percent of the price the representative quoted during the call was for the
additional gap coverage and dental plans. The sales representative had not
clearly disclosed that we could obtain comprehensive PPACA coverage at no
cost, nor did he clarify that the additional coverage he sold us was optional and
would cost additional money until we specifically requested this information and
spoke to the representative in a follow-up phone call made after reviewing the
documents we obtained. The representative explained that this optional coverage
provided value at a cost that was significantly less money than our stated
monthly budget.

¢ |In the remaining eight of 31 covert tests, the sales representatives engaged in potentially
deceptive marketing practices while we were posing as customers with pre-existing
conditions, by omitting or misrepresenting information about the products they were
selling.2” While conducting the covert tests, we were provided with applications
containing terms and disclosures about the purchase that we were required to sign
electronically. However, the oral descriptions provided by the sales representatives did
not always align with these terms and disclosures. We plan to refer these eight cases of
potential deceptive marketing practices to the FTC and corresponding state insurance
commissioners’ offices as appropriate.

27n performing our 31 covert tests, we purchased a total of eight limited benefit health insurance plans and one
health care sharing ministry membership across nine tests. For further details on the covert tests and the products we
purchased, see Enclosure.

Page 8

GAO-20-634R



147

o For example, one sales representative told us that we were purchasing a
comprehensive health insurance plan, but instead sold us two limited benefit
insurance plans. During the call, we repeatedly informed the sales representative
that we had diabetes and had recently been seeking treatment for the condition.
However, the application filled out by the sales representative on our behalf, which we
later obtained, stated that we had not been treated for or diagnosed with diabetes for
the past 5 years. This indicates that the broker may have intentionally falsified
information on the application, which allowed the application to be submitted and
the insurance policy to be purchased, but would not allow health care services
related to our pre-existing condition to actually be covered under the terms of the
policy. Figure 1 illustrates where the sales representative falsified information on
our application. Further, during this call, the sales representative told us that the
plan’s pre-existing condition limitations only applied to people who were pregnant or
had cancer, but plan documents we later obtained as part of our purchase showed
that pre-existing condition limitations would also apply to treatment for diabetes.

Figure 1: lllustration of Falsified Information on Application for Insurance

Sales representative may have intentionally falsified information on the application

GAO Sales representative

During the call, we However, the application filled out by the sales representative on our behalf, which we later obtained, stated
repeatedly informed the that we had not been treated for or diagnosed with diabetes for the past 5 years. This misrepresentation
sales representative that allowed the application to be submitted and insurance policy to be purchased, but would not allow health
we had diabetes and had care services related to our pre-existing condition to actually be covered under the terms of the policy.
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Source: GAO analysis of covert phone call and application materials. | GAO-20634R

¢ Inanother example, a sales representative for another company told us multiple
times that the plan would cover our diabetes and necessary medication, including
insulin. However, plan documents we obtained after purchase stated that pre-
existing conditions and prescription drug costs were not covered by the plan.
While the sales representative acknowledged the plan was not comprehensive,
the representative described it as a typical health insurance plan similar to
coverage offered by employers. However, the representative sold us a limited
benefit health insurance supplement and a vision and dental discount program,
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which we had not sought. Additionally, when we asked the name of the insurance
carrier, the representative instead told us the name of the plan itself instead of
the insurance company.

While the results of our covert tests cannot be generalized to all sales representatives, any particular
state, or the PPACA-exempt health care industry at large, they illustrate how sales representatives in
some cases engaged in potentially deceptive marketing practices that could lead a consumer to make
poor decisions with the potential to incur significant and unexpected costs if plans purchased do not
meet their health coverage needs. The enclosure provides additional details on each of the 31
covert tests we performed. To view selected video clips of these covert tests, go to
https://www.gao.gov/products/GAO-20-634R.

Agency Comments

We provided a draft of this product to FTC, HHS, and NAIC for comment. FTC, HHS, and NAIC
provided technical comments that we incorporated as appropriate. HHS also provided written
comments, which are attached as enclosure Il

In its comments, HHS stated that it plans to conduct a review of sales representatives who we
identified as engaging in potentially deceptive marketing practices to determine whether they
are registered with the PPACA federal exchange and take action as appropriate. HHS also
described steps it takes to validate the state licenses of sales representatives who are
registered to work with the exchange and noted that these sales representatives sign
agreements that prohibit them from providing misleading or false information to consumers or to
the exchange. HHS also stated that STLDI plans offer another option for consumers facing
rising costs of PPACA-compliant plans and noted our finding that sales representatives we
identified as engaging in potentially deceptive marketing practices did not offer or sell STLDI
plans. With the scope of our review, we did not evaluate HHS'’s efforts to validate the selected
sales representatives’ licenses or assess health insurance costs and other factors that may lead
individuals to select STLDI or other PPACA-exempt plans.

As agreed with your offices, unless you publicly announce the contents of this report earlier, we
plan no further distribution until 30 days from the report date. At that time, we will send copies of
this report to appropriate congressional committees, the Chairman of the Federal Trade
Commission, the Administrator of CMS, the Chief Executive Officer of the National Association
of Insurance Commissioners, and other interested parties. In addition, the report will be
available at no charge on the GAO website at http://iwww.gao.gov.
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If you or your staff have any questions concerning this report, please contact Seto J. Bagdoyan
at (202) 512-6722 or bagdoyans@gao.gov, or Howard Arp at arpj@gao.gov. Contact points for
our Offices of Congressional Relations and Public Affairs may be found on the last page of this
report. GAO staff who made key contributions to this report were Robert Graves (Assistant
Director), Jonathon Oldmixon (Assistant Director), Scott Clayton (Analyst-in-Charge), Barbara
Lewis, Maria McMullen, James Murphy, George Ogilvie, Ramon Rodriguez, Daniel Silva,
Rachel Svoboda, and Elizabeth Wood.

Sete J. 16—

Seto J. Bagdoyan
Director of Audits; Forensic Audits and Investigative Service

/]
/ V. i \<'/ 2
\ Fp. i Vi ) ol 5%
LA \(L k‘(: \ ,/ /
Howard Arp

Director of Investigations; Forensic Audits and Investigative Service

g
<

Enclosures — 2

Page 11 GAO-20-634R



150

HY€9-0¢-0OVO 21 abed

aseasIp
Jeay Jo uolpuod
“MaIAB) 0} SHJeUSq Buisixe-aid oy yum

10 Aewiwns e sn pajiews pue ‘suondo |BJaASS JO S}S09 pue syeuaq ay} paiedwoo pouad juswijoius
‘suolpuod Bunsixa-aid passnod sueld YOVdd Sh plo} dAleluasaldal sojes uado 0zoz abueyoxe

ay] "ueld jueldwoo-yOVvdd e 0} sh pausjas Ajgjeridoidde aanejuasaldal sejes ayl aouelnsul Yyeay

paseyoind |eJopay ayy Bunp
@ abetanoo oN pawuopad }so | 4
‘Jusw|oIud
uado Jo apisino ueyd Jueldwod-yOVdd B Ang 0} JopIo Ul poLad Jusw|oJuT eOSEasIp
|e1oads e Joy Ajijenb 0} Alessaoau Jooud oy} UIglqo o} aye) pinoys am sdals Heay jJo uonipuod

Bunsixe-aid sy} yum
pouad juswijjoiua
uado 0zoz abueyoxs

2y} paurejdxa Jayuny aAneasaldal ay] "uonipuod Bunsixe-aid Jno 0} anp sn 1oy
abe1aA00 apinoid Jou pinom uejd 8oueINSUI WISJ-HOYS B Jey} pajels aAnejuasaldal
soles ay} ‘|[ed ayy Buunp ‘Ajjeoyioads "ueld ueldwoo-(YOovdd) 10V aled a|qepioygy

pue uonosjold Juslied e 0} sh pasajal Ajgieudoldde aalejuasaldal sajes sy ddueInsul yyeay
paseyoind |eJapa} 8y} apisino
@ obesanod oN pawuopad 1so | l
awo2InQ 1s9L paseyaind oueUdIS JaquinN
oVvo abeianon Hanod 1s9]
Jo adAL

suoiipuo) Bunsixa-aid aneH o3 Buiwie|d sjenpiaipu] Aq pajoejuocd UsYp) saAIjejuasalday Sajeg SoUBINSU| O} S}SS] duoYd MIA0D JO S)Nsay °| d|qel

‘ab.e| Je Aiysnpul @oueinsul yyesy jdwaxs

-VOVdd 8y} Jo ‘ayels ‘Aousbe Jo abeiayolq aoueinsul oyioads Aue o} ajgezijesausab jou pue Ajuo aAleJISN||I 818 pUB SWOINO }S3}

Ag mojaq pajuasald ale Buiiss} POA0D UNo Jo s}nsal ay | abesanod Jnoge uoneuwlojul [eusiew Bupiiwo Jo abelanod JNode sjuswalels
Buipes|siw Jo as|ej Bunjew se yons ‘saoioeid anndassp Ajjenuajod ul pabebus saniejuasaldal sajes Jayeym pariasqo am

‘s)sa} 9say} Jo Hed sy ‘pajsanbal am Jeym Janod Jou saop ey} ueld Jdwaxa-yDvdd e 0} Jo ‘ueld jueldwod-yOvdd aAIsuayaidwod
B 0} SN J08.Ip p|nom aAeluasaldal sajes sy} I 99s 0} ‘aseasip Jeay Jo sajadelp Se Yons ‘suoijipuod Bupisixe-aid pey am Jey) pajels
aM ‘sJsa} Hanod asay) buung ‘ue|d Jueldwod-yDvdd e aseyosind o} a|qibije aq pjnom ‘21o0je1ay} pue ‘poLiad Juswijoiul [e1oads
(YOVdd) 10V aleD s|qeployy pue uonosjold Jusied e Jabbuy pjnom am jeyy os ajels Mau e 0} panow Ajjuadal pey am ey} paure|dxa
am ‘610Z ‘Sl Jaqueoad — 610z ‘| Joquanop jo pouad Juswijoius uado 0Zoz abueyoxa adueInsul Yiesy |eapa) sy} apIsino
pawuopad s)s8} JoH "suonipuod Buisixe-aid J8A0D 0} oueINSUl Yeay aseyoind o) Buipasu sjienpiaipul se Buisod ‘0zoz Atenuer
ybnoJiy} 610z JoqIanoN Wolj pawlopad am (s|[ed suoyd JaAodIapun a°1) s}Sa} HOA0D |g JO S}NSaJ dy} SaquIsap Mojaq d|qe} ay |

| @Insojoug



151

¥¥€9-0¢-OVO

€| obed

“MaIASI 0] UOIBWLIOLUI oseasip
Ua)UM Sh pajiewa pue ‘suondo |BJoASS JO S1S09 puUe SHjeuaq ay) patedwod os|e Heay jJo uohipuod
annejuasaidal sy "uompuod Bunsixe-aid Ino jo asnesasq sn Ajienbsip jou pjnod mc.:m_xw.ma oyl upm
sueld YOVdd ‘sueld wis}-Hoys axijun ‘Jeyy pajels pue swooul Moj Pajess Jno o} poliad Juswijoius
anp salpIsAns YOVdd [eJapa} Joj pauifenb am Jey) Sh pawiojul sAnejuasaidal sajes uado 0z0z 9bueyoxs
ay] "ueld jueldwod-yovdd e 0} sn pausjal Ajereudosdde aanejuasaidal ssjes syl SdueJnsul yyesy
paseyoind |esapay ayy Buunp

@ abesanoo oN pawuopad 1s9 | 9

"uolIpuod Bunsixa-aid Ino JoA02 Jou pinom sueld YOVdd

-UoU Jey} Sn pawIojul OS|e [0 dy} Buunp yum a3ods am aanejuasaidal Jusioyip SS}3QEIp JO UoHIpuod
/ "8W 02Ul MO| PaJe}s Jno 0} anp winjwiaid AJYJUOW JNO JO JSOO SU} JOMO| PINOM Bunsixs-a.d au} Lum
1By} SaIPISQNS [BJopa) 9AI80a1 0} 9|qIBI|@ 819M oM Jey} SN PaWIojul PUB UOHIPUOD pouiad juswijoius
Bunsixa-aid N0 JoA00 pinoMm Jey} ueld YOV dd & PapUSWILIOda) dAlejussaldal sajes uado 0z0z 9bueyoxs
ayL "ueld jueldwoo-yOvdd & 0} sn pausjes Ajsjendosdde sanejuasaidal sajes ayL soue.InSul yreay
paseyoind |esapay ay} buunp

@ obeJonoo oN pawopad )so | [
S9}9gEIP JO UOHIPUOD
"SUJUOW Z | JSYE [1un UOIIpUOod Bunsixa-aid ay} yum
Bunsixe-a1d InNo 19A0S JoU PINOM P|os 8y sueld ay} SN p|o} PUE UOHIPUOD Bunisixe pouad juawijosus
-01d N0 JaA02 0} 181 Ueld YOV dd B JOPISUOD OM PapUBLLLLODSI SAljejussaldal sajes uado 0z0z 9bueyoxs
ayL "ueld weldwoo-yOvdd e 0} sh palsjal Ajejerdoidde annejussaidal sejes ay L doue.nsul yyesy
paseyaind |eIopa) 8y} apIsino

@ abesanoo oN pawuopad 1s9 | 12

-abueyoxa

|BI9P3) YOV dd SU} JO} UOHEWIOJUI JOBIUOD UYM Sh papirosd pue ‘pouad Juswijosus aseasip
uado ay) apISIN0 96BIaA0D YOV dd UIBIqO 0} Sh Alljenb pinom a1els Juaiauip e Heay jo uohipuod
0} 8AOW JU82aJ INO 1By} pPajou ‘uoipuod Buisixe-aid uno 1oy aBeIBA0O apirosd pinom Bunsixa-aid aui ynm
ueld YOVdd e sh p|o} aAlejuasaldal a8y “uompuos Buisixa-aid Ino 0 asnessq pouad juawijoius
ouRINSUI Y} By Wis}-1oys 10j Ayienb jou pjnom am Jeyl sn pjo} eAnejuasaidal uado 0z0z abueyoxa
ay] ueld wedwos-yOvdd e 0} sn pawajal Ajgjeudoidde annejuasaldal sajes ayl aoueunsul yjesy
paseyaund |eIopa) 8y} apIsino

@ abesanoo oN pawuopad 1s9 | <

awooNnQ 1sal paseyaind oueuadg Jaquiny

oVo abesanon HaA0D 1s9L

Jo adAL




152

¥¥€9-0¢-OVO

1 abed

asessip
Heay 4O UoHpUod
"a)Is qom abueyoxe |eJapa) YOVdd g.:w_xw.mE ay uypm
3y} USIA 0] SN PjO} PUB JUSW|0Jud uado Jo apisino uejd Jueldwod-yOvdd € ul joJusd pouad juawyjoius
0} Sh pauiienb aAow Jusdal no jey) paule|dxa yim 9xods am aAlejuasaldal sajes uado 0z0z abueyoxs
ay] -ueld wedwos-yOvdd e 0} sn pasajal Ajgjeudoidde annejuasaldal sajes ay ouelnsul Yyeay
paseyoind |e1apa} 8y} apISINo

@ abesanoo oN pawuopad 1so| oL
sejeqelp
)l J9A0D PINOM ey Ueld & JOJ UONEWLIOJUI J0BIU0D Jo uomipuoo Bunsixe
abueyoxa [e1apa) YOV dd UM sn papiaoid pue uonipuod Bunsixa-aid Jno o} anp -a4d ay} yim ‘pouiad
pasayo sueld ay} Joj Ajienb Jou pjnom am pies yym axods am aaejussaidal sojes Juawjjoius uado 0zog
ay] "ueld jueldwod-yOvdd e 0} sn pausjas Ajgjeudoidde eanejuasaidal sajes ayL abueyoxs soueinsul
paseyoind yyeay [eiopa} oy}

® abesanoo oN | Buunp paswuopad 1so | 6
aseasip ueay
‘)l 19A0D pINOM ey} ued aouBINSUI Y)eay 10 uonipuoo Bupsixa
e 10} 9BUBYIXD [BIOPS) YOVdd Sl JIOBJUOD 9M PapUSWILWOda) PUB UOMPU09 Bunsixa -aud sy} yym pouiad
-a1d UN0 J9A09 1,UPINOM SDURINSUI WISY-LIOYS 1By} paule|dxa aAleIussaldal sojes juawijolus uado 0Z0Z
3yl "ueld Jueldwioo-yOVdd & 0 s pauajal Ajajendoidde aanejussaidal sajes ayL abueyoxe soue.nsul
paseyoind yeay [eiapsy oy}

@ abesanod oN | Buunp pawuopad 1s9 | 8
asessip
Heay 4O UoHpUod
-oBuBYOXS |BISPA) YOV dd 9Y} 10} UOIBWIOUI JOBIU0D Bunsixa-aid ay}
yum sn papiroid pue uonipuod Bunsixe-aid Jno pasanod jey) ueid B punoy am ainsus ynm poliad juswijous
01 pojluBM oy Ing ‘ueld WISI-UoYS B SN [|9S P|nod oy 1ey) palels oAlejuasaldal sojes uado 0z0z abueyoxa
ay] ueld wedwos-yOvdd e 0} sn pawajal Ajgjeudoidde annejuasaldal sajes ayl ddueJInsUl Yyeay
peseyoind |e1opa} 8y} apISIno

@ abesanoo oN pawuopad 1s9 | /

8WoNQ IsaL paseyaind oueuasg Jaquiny

ovo abesanod Pano) 159

Jo adAL




153

¥¥€9-0¢-OVO

G| obed

*aBuUBYOXS [BISPS) YOV dd 9U} 10BIU0D

M PapUBWILIOIa) puE uolpuod Bunsixe-aid Jno o} anp uondo 1saq Jno aq jou
pINoMm p|oS dYs 8oUBINSUl SU} }ey) SN pawojul Yim 9x30ds am aAlejuasaldal sajes
ay] ‘uejd juedwoo-yOvdd e 01 sn paliajal Ajojerdosdde aaneuasaidal ssjes ayl

s8jaqelp

10 uonpuod Bunsixa
-a1d ay} yum pouad
juawijolua uado 0Zoz
obueyoxa aoueinsul

paseyoind yieayY |eIopa) oy}

® obesanoo oN | Buunp pswiopad }so | yl

‘ue|d B yons SN [|9S 0} Pal} 9S|@ SUOAUE JBY] JUSAS Y] Ul PISA0D

90 10U PINOM UOIIPUOD JNO JBY} SN PIWLIOJUI 0S| Pue uopuod Bunsixa-aid Jno o0} Solegelp Jo uonipuod
onp ued 9ouBINSUI WIS)-LI0YS B 1o} AJiEnb Jou pinom am Jey) sh pjo} aAleuasaidal Bunsixa-aid ay)
ay] -abueyoxa |el1apa) YOVdd 9y} JOBJUOD 0} SN PASIAPE pue awooul MO| pajels Uum pouad juswijosua
1IN0 0} aNp SaIPISqNS [elapa) 10} 3|qibi|e aq ABW am 1By} Sh pjo} dAIBIUaSaIdal Sajes uado 0z0z abueyoxa
ay] ‘uejd juedwod-yovdd e 0} sn paliajal Ajojerdosdde annejuasaidal ssjes ayl aouelInsul Yyeay
peseyoind |eJapa} 8y} SpISINo

@ abesanood oN pawuopad 1so | cl
aseasip
“Juswjolua uado Jo apISino HEeay Jo uohipuod
ueld e aseyoind 0} sn payiienb aaow ueoal Jno Jey) Buluiejdxe ‘sn Joy uondo 1s9q Bunsixa-aid aui ynm
ay1 8q pinom ueld YOVdd B 18yl sn pjo} pue uonipuod buisixa-aid 1no oy anp ueid ‘pouad juswijoius
WI9)-1oYs B puSWILLOal Jou pIP ays 1ey) pies yim axods am aAnejuasaidal sajes uado 0z0z abueyoxa
ay] "ue|d jueldwod-yOvdd e 0} Sn paliajal Ajojelndoidde anneuasaidal ssjes ayl ddueJINsUl Yyyeay
peseyoind |e18pa} 8y} SpISINO

® abesanod oN pawuopad s8] Zl
aseasip ueay
*oBuBYOXa 9Y) JOBJUOD 0} MOY UO UOIBLLIOJUI Sh 40 uonipuoo Bupsixa
papiroid pue abueyoxe [eiopa) oyl ybnouyy ued YOvdd B Joy pajjoius am i Apisgns -oud ay} ypm ‘polied
|e1apay & Joy Ayjenb Aew am jeyy sh pawiojul yum axyods am aAlejuasaldal sojes Juswijosus uado 0Z0Z
oy -ueyd juendwod-yOVvdd e 01 sh pauiajal Ajejeudoidde eanejuesaidas sejes ayl abueyoxa soueInsUl
peseyoind uyeayY [eI8pa) 8y}

@ abesanoo oN | Buunp pawuopad 1sa | 1

awo2NQ 159 paseyaind oueuadg JaquinN

ovVo abeianon Panod 1891

Jo adAL




154

¥¥€9-0¢-OVO

91 obed

‘uolpuod Bunsixa-aid Jno 0} anp ueld WILS}-HOYS B PUSWIWODD)

JoU pIp 9AlBUSSaIdal 8y "Way} Jnoge uolewlojul sn pajlew-a pue sueld

YOVdd J0} uolewuopul Jauaq pue 1s0d papiaocsd yum axods am aAnejussaldal sajes
ay] "uejd juedwod-yOvdd e 0} sn paliajal Ajojedosdde anneuasaidal ssjes ayl

sajaqelp

J0 uonpuod Bunsixa
-a1d ay} yum pouad
juswijolua uado 0Zoz
abueyoxa aoueInsu|

paseyoind yeay [eiopsy oy}

@ abesanoo oN | Buunp pswuopad 1se | gl
sejeqelp
10 uonipuod Bunsixe
“aAljejuasaldas aBuByoXa [elopa) YOV dd B 0} Sh paliajsuel) pue ‘suolipuod -aud ayy yym posad
Bunsixe-aid JoA0d pinom § Buness ‘ueld YOV dd B papusWILIODal dAleussaIdal sajes Juawjjoius uado 0zog
ay "ueld Jueydwos-yOvdd & 0} sh pawsjal Aprendoidde sanejuasaldal sajes ayL abueyoxs soueinsul
paseyoind yyeay [eiopa} oy}

® abesanoo oN | Buunp paswuopad 1so | Il
aseasip ueay
‘ueld ayj Joy Aed djay 0} salpisqns |BIoapal dAI90a. 0] Allenb Ajlenusiod 10 uonipuoo Bupsixa
PINOM aM Jayiaym BuluILLISIop YIM SN PajsSISSE PuB ‘uoilpuod Bunsixe-aid e pey -o1d ay yum popad
am Ji uejd YOV dd E UIBIGO 9M JeU} PAPUSLULIDa Yim 3ods am aAlejussaidal sojes Juawjjoius uado 0zoz
ay] "ueyd Jueldwod-yOvdd e 0} sn pauajal Ajejendoidde aAnejuasaldal sajes ayL abueyoxe soue.nsul
paseyoind yeay [eiapsy oy}

@ abesanoo oN | Buunp pswuopad 1se | 9l
asessip
“uolipuoo Bursixa-aid no 0} anp sn Joj poob aq jou pinom suejd wis}-Hoys Heay Jo uoRipuoo
1eyl Sh pawlojul dABIUaSaIdal Sa|es SUQ "9AOW JUS2aJ JNO JO 9SNBIaq JUSWI0IUS Bunsixa-aid ay}
uado jo apisino jjolua o} Ayilenb pinom Ajayi| am jeys paulejdxe pue abueyoxe ynm poliad juswijous
|eJopal YOV dd ol 19B1U0D 9M ey} PaPUSWILOIS YlIM a)0ds om seAneluasaldal uado 0z0z abueyoxa
ay] ueld wedwos-yOvdd e 0} sn pawajal Ajgjeudoidde annejuasaldal sajes ayl aoueunsul yjesy
peseyoind |e1opa} 8y} apISIno

@ abesanoo oN pawuopad 1s9 | Sl

8WoNQ IsaL paseyaind oueuasg Jaquiny

ovo abesanod Pano) 159

Jo adAL




155

¥¥€9-0¢-OVO

11 abed

aseasip Ueay
“aBuBYIXD |BISPA) YOV dd QU] 10BIUOD 9M JBY] POPUSLUILLIOIS) pue 40 uonipuoo Bunsixe
“queldwoo-yYOVdd 10U a1am pue suolpuod Bunsixe-aid 10 sbnip uonduosaid Janoo -a.1d ay) yum pouad
10U PIp PI0S 8ys sueld WB)-LOYS au) Sh pjo) Yym axods am aAlejuasaidal sajes juswijoius uado 0z0z
ayL “ue|d Juendwod-yOvdd e 0} sn pausjel Ajajeudoidde aanejuasaldal sajes oy L aBueyoxe oueInsul
paseyoind yieay [eiopay oy}

@ abesanoo oN | Buunp pswiopad }so | 12
asessip
‘uolpuoo Buisixa-aid 1no JaA00 AjajeIpswwi Jou pinom ueld wisy Heay 4O UoHpU0D
-poys e ‘sueld wiue)-1oys pjos ay 9|Iym Jey) SN p|o} pue ‘uolIpuod Bunsixa-aid Jno o0} Buisixe-aud sy}
anp isieloads ueld YOVdd € 0} Sh paJlajal ‘Juawijolud uado Jo apisino ueld YOvdd Uym pouad jusuwijjosus
e Jo} AJiienb Aja)I| PINOM M 9AOW JUS3J INO JO 9SNEJA] PaleIS dAlejuasaldal sajes uado 0zoz abueyoxs
ay] -ueld wedwoo-yOvdd e 0} sn pasajal Ajgjeudoidde annejuasaldal sajes ay aouelnsul yyeay
paseyoind |esapa) 8y} apIsINo

® abesanoo oN pawuopad 1so| 0z

*aBUBYOX3 [B13P3} YOV dd 2U} J0} uolewopul

19BJUOD YIM SN papiaoid pue ‘Juswjolua uado Jo apISINo [|0Jud 0} Sh pauiienb arow S9}9gEIp JO UOIPUOD
U898 INO ey} sh pjo} ‘abuBYIXd YOVdd [elapa) sy} uo sueld ajdiinw jo sjyauag Bunsixe-aid auy
puE S}S00 PaXosyd SAlejussaidal 8yL Jou pinom suejd Wis}-Hoys Jey pue uoipuod Uum pouad juswijolus
Bunsixe-aid Ino 1an00 pinom ueld YOVdd € Jeu} sh pjo} aAljejuasaldal sajes uado 020z dbueyoxe
8yl "ueid endwod-yOvdd e 0} sn pauajal Ajojeudoidde sanjejussaidal ssjes ayL aoueJnsul yyesy
peseyoind |e1opa} 8y} apISIno

@ abesanoo oN pawuopad 1s9 | 6l

8WoNQ IsaL paseyaind oueuasg Jaquiny

ovo abesanod Pano) 159

Jo adAL




156

¥¥€9-0¢-OVO

g| abed

*SJUN02SIp 1onpoud pue d2IAISS YIM S|enplAIpul sapiAold

jey} diysiaquiaw B papnjoul }S09 [B}0} JNO 9SO|OSIP JoU PIp OS|e dAleuasaldal

oyl "Ajayiun sem Ji 1eys sn pjo} ||eo auoyd Jusnbasgns e ul ng 10j00p B Jou Sem

9y 9sneoaq aJnjny 8y} Ul SUOHESIpaW puelq sweu paquosald aq Ajferuajod pjnom

aMm Jaylaym o3 yeads jou pinood ay jey; palels Ajleniul aajeluasaldal ay] “suonesipaw
puelg-sWweu JaAo9 jou Ajjesauab pjnom pabpajmouoe Ajsnoinaid aanejuasaldal

9y} yolym ‘swetboud Junoosip uonduosaid aoueINSUI-UOU OM] UL P9||0JUD

9JOM 9M By} 91eDIpUl PauleIqo Jaje| M SjusWnoop ‘4anamoH “ueld Jno o} ,obel1ano0d
uonduosaid, ppe p|nom ay sh p|o} 8y ‘SUONEDIPAW PuBIg-dWeU J0} pasau [enusjod

8y} Inoge palinbul 9m USUAA "SUONEOIPaW puelq sweu JaAod Ajlesauab jou pip ul

sh Buijjoius sem ay weiboud Junoosip uonduosald sy} jeys pajels aAnejuasaldal ay |
‘palliq Buteq o} Joud

uoneolidde ay} bulubis Jaye skep / Joj sjuswnoop ueld mainal 0} Ayunuoddo sy} yum
sn papinold os|e aAneuasaldal ay] abelanoo Buinieoal Ajglelpawiwl wols sh Juaaald
pinom Jey} suoneywi| uonpuod bunsixa-aid paquosap pue ueld aoueinsul Ajuwapul
VOVdd-uou e se Aojjod papuswiwiodal siy paquosap A|ajesnooe aAlejuasaldal

9L "sh 0} papiAoid uolBWwIOoUl UIBLISD JO UoleuR|dXa ay} ul JBaJO Jou SEM Inq
‘saonoeld Buneyiew aandaoap ul abebus o0y seadde jou pip aAlejuasaldal sajes ay |

9seasip peay

30 uonpuod Bunsixe
-ald ay} yum pouad
juswijolus uado 0Z0Z
abueyoxs aouelnsul

ueld ujiesy |esspsj aui
Jeuaq papwi | Buunp pawlopad }s8 ] 22
awWo2NQ IsaL paseyaind oLeUdIg Jaquiny
ovo abeianon HaA0D 1591

Jo adAL




157

¥¥€9-0¢-OVO

61 9bed

*SJUNo9sIp Jonpoud pue SaIAISS

aoueINSUI-uUoU YpIm sjenpiaipul sapirosd yey diysiaquiaw e pue ‘ueld aoueinsul
Ayuwapur wauag pajwi e ‘wesboud unoosip uonduosald soueinsul-uou B papnjoul
sjonpoud 8say] ‘edukeINSUl [EOIPAW Jofew dI9M YdIYm JO duou — sjonpoud Juasayip
J0 KjaLIeA B sn pjos pey aAlleuasaldal ay) eyl punoj am ‘sjuawinoop ueld Buimainal
pue ueid ay) Buiseyoind Jayy aseyoind oy Joud syauaq ueld sy} Buiquossp
uonejuswnoop apinoid 0} sisanbal aidiyinw Jno paiuap uabe ay} ‘||eo ay} Buling
q'9oUBINSUI JUBIdWOo-YOVdd 10U SeM Jl JBajO JI 9ewW Jou pIp Ing ,8ouelnsul Jo

adA} e, sem Jeyl,.Odd |euoneu e, se Buijjas sem ay ueld ay) paquosap aAleluasaldal
9y "SHSIA SJ0J00P PaJoA0D UO Wil B 8g PINOM 813y} Jeu} JO SUyuow g}

10} PAIaA02 g Jou pjnom suolipuod Bunsixe-aud woy Bunnsas ssauj|l ey} sn wuojul
J0U pIp INQ ‘uolIpuod Bunsixa-aid Jno JOA0O pinom ueld ay) pajels aAneuasaldal
ay} ‘Ajjeoyioads -uonewuojul buwo pue Bunuasaidaisiw Aq seonoeld

Bunsxew aAidaosp Ajlenusajod ul pabebus yum ayods am aaljejuasaldal ssjes ayl

ueid

sajeqelp

J0 uolpuod Bunsixa
-ald ay} yum pouad
juswijolus uado 0Z0Z
abueyoxs aouelnsul
yleay |eJops) ayy

o Jouaq paywi | Buunp pawlopad 3so | 74
196pnq Ajyjuow pajels Jno ueyy Asuow ssa| Apueoyiubls sem jeyl 1soo e
e anjeA papinold abelanoo [euondo siy) jey) paure|dxe aAnejuasaldal sy ‘pauleqo
M sjuaWwnoop 8y} Buimainal Joye apeuw || suoyd dn-moj|o} e ul aAleluasaldal ay)
0} 8ods pue uonewJoul siy} paysanbal Ajleoyioads am [un Asuow |euolppe }soo
pinom pue |euondo sem snh pjos sy aBe1aA00 [BUOIPPE U} Jey} AJlIe[o Jou pIp Os[e
8H "1S00 OU je 86BJaN0D YOV dd dAISUayaIdwod uielqo pjnood am Jeyy 8sojosip Auesjo
J0U pIp aAeUasaldal ay} ‘JeanamoH sueld |ejuap pue abelanoo deb jeuonippe
2y} Joj sem ||e9 9y} Ul pajonb aoud ay} Jo Jusolad Q| 1By} pue awooul pajess Jno
0} anp 1502 Jo 99l sem Ueld YOVdd SU} ey} pamoys paulelqo Jaje| 9m Uolew o]
‘ueld [BJUSP DISEQ B SE [|OM SE ‘WINWIXEW }9400d~0-1n0 YBIYy pue sjqnonpap s.ueid osessIp
aU} Aq pajeasd aq p|noo Jey debd [erdueul 8y} JOA0D 0} Jyauaq SSauU 1l Heay Jo uolpuod
|ejuapIook ue papnjoul os|e uejd ay} ey} pajels aAlejuasaidal oyl "UOKPUOD Bunsixe Bunsixe-aid ay}
-a1d uno 031 anp ue|d YOVdd B papuswiwiosal aAleuasaldal 991A19S JaWOISNo yum pouad Juswijosud
ay] "palayo Buiaq alom ey} sueld jo adA} ayy jo uoneue|dxs sy Ul JESIO JOU SEM INg uado 0zoz abueyoxe
‘saonoeud Buneyiew aandaoap ul abebua o0y seadde jou pip aAiejuasaldal sajes ay | aoueunsul yjesy
paseyound |eJopa} 8y} apIsino
abelanod oN pawuopad 1sa o4
3Wo2INQ 1S9 paseyaind oleuadg JaquinN
oVvo abeianod Hanod 3s91

Jo adAL




158

¥¥€9-0¢-OVO

0z 9bed

‘lleo ayy buunp

9SBD 8y} Sem SIY} Jey} Sh wiojul Jou pip aAjeluasaidal auy ybnoy ‘sweiboud Junoosip
uonduosald 9ouUBINSUI-UOU OM) Ul PIJ|0JUS OS|E J9M M 1Y} PAIMOYS paulelqo

J19}E| 9M SJUBWINOOP Ue|d "ue|d aoueInsul Yyyeay Jyouaq pajwi| e ul Buljjoius asem
9M JBU} JO S)JaUQ JBYJ0 PUE SJUNOISIP SISO Jey) UoleIDoSSe e ul diysiaquiaw 4o}
Ayuow pabieyd pue pajjoius Bulaq a1om am ey} pauLIojul Jou a1am am ‘Ajleuoippy
Jeak ueld Jad s)ISIA 90140 921U} O} PajiI| SJ9M dM 3SO[OSIP Jou pIp Ing

SIISIA ,S10J00p papn|oul 86BISA0D IO ples dAllBluUdsaldal ay) ‘a|dwexs 104 "PanIaoal
M SJUBWNOOP By} Ul UOIBLLIOJUI YO}ew Jou pIp Jey} Ssyauag pajonb aanejuasaidal
QYL "PIOS a1am am Jey} ueld Jyauaq pajii| Y} Japun SYUoW g| Joj PaIdanod

9( Jou pinOM pue ‘uoIpuod Bursixe-aid B palapISuUOd 8g PINOM Sajagelp Jno jey}
pajeoIpul pauleIqo Joje| 9M SJUSWINOOP ‘I9ASMOH "UoIpuod Bulsixa-aid e jJou sem
sajaqelp Jno ey} pue ueld ay} Aq pasanod SeEM sa}aqgelp Jeu} palels annejuasaldal
ay} ‘sldwexa Jo4 ‘uonewuojul buiwo pue Bunuasaidalsiw Aq seonoeld

Buneyew aandasep Ajlenuajod ur pabebua yum axyods am anejuasaldal sajes ay|

sajeqelp

30 uonpuod Bunsixe
-ald ay} yum pouad
juswijolus uado 0Z0Z
abueyoxs aouelnsul

ueld ujiesy |esspsj aui
O Jeuaq papwi | Buunp pawlopad }s8 ] [ord
awWo2NQ IsaL paseyaind oLeUdIg Jaquiny
ovo abeianon HaA0D 1591

Jo adAL




159

¥¥€9-0¢-OVO

12 abed

"obe1aA02 Uno 0} pauleuad jey) UOHEBWIO)UI UIBIUO0D Jou pIp } 9snedaq Buljjoius

pue Buiubis 0} Joud uoneoldde Aoijod sy} peas 0} paau jou pip 9m Jey} sh pjo}
oAleuasaldal e ‘eseyaind ay) Bune|dwod a10j0g "UONBIOOSSE 90IAISS pUB ‘UolBONpd
‘foeooApe ssauisng [lews e Bujuiof 1o Ao1j0d jJuswiaquiswisip pue Yyjeap [ejusapiooe ue
ul pajjosua Bulaq a1om am Jeu Sh wojul Jou pIp aAnejuasaldal siy} ‘jes ayy buung
*9a4} 40} uonduosald Jno yum sn apiaoad

jou pjnom ey sweuboud Junoosip uonduosald aoUBINSUI-UOU OM] Ul PIJ|0JUD SI9M
M JNQ ‘UONeOIPaW 119G EIP 931} SAIS03I PINOM 9M Jey] SN P|o} 0S|e aAlejuasaldal

e ‘Jayun4 -1eak abesanoo Jad sysia ueioisAyd aaiyy 03 sh ywil pinom ueld ayj ey

10 ueld 1no Jo ajep dA108YS ay) BUIMO||0) SUUOW Z| 10} uoipuod Bunsixa-aid uno 1oy
obeIaA00 OU 9q pPINOM dJay} JBY} Sh WUOJUI Jou pIp 0S|e dANeuasaldas ay] “sh pajonb
aAljeluasaldal ay) 1eu} SYSIA aleo yyeay Joj Aed 0} pasinbal agq pjnom am junowe

ay) a9juesenb Jou saop 961909 JO 910NN S,ue|d Sy} puB ‘JUBW]EaL} WOOI
Aouabiawa 10} suauaq Aue aaey jou saop ueld ay} eyl pamoys siuawnoop ueld inq
‘S)SIA wood Aouabiawa 1aA09 Aja1e|dwod pinom ueld sy} jey) palels aAlejuasaldal
oy} ‘a|dwexa 404 "PaAIgda) M SJUSWNOOP S} Ul UoIBWIOJUI YdJew jou pIp jey}
s)ijouaq pajonb pue ueld YOVdd B UBY} JO}ag SEM papuswiwodal ay uejd aoueinsul
Jyauaq pajwi| ay} Jey) pajels os|e aAneuasaldal sajes [eniul ay} ‘[jeo siyy buung
*90UE)SISSE [BloUBUY

Aue Buipinoud jou sem ajels auy jeyy pue Buiseyoind asom am jonpoid sy} yum

op 0} Bulyjou pey ajeis ay) 1eys sh p|o} dAleluasaldal 8y} ‘anss! sy} Uo uonesyLeo
10} 9AlleIUaSaldal Jayjoue payse Ajjuanbasgns am UsaYM ‘JOAOMOH "9oUBINS
|eoipaw dAIsuayaudwod paniaoal Aayy Ji suoAue o} s|qe|ieAe Jou sem Apisgns

9)e1s ay} 18y} sh p|o} dAneuasaldal ay} ‘JIOA0SIOJ "SIyU] 9SaU) 1908 0} JapIO

ul aouelnsul [euswsa|ddns aseyound 0} sn pasinbal 91e}s auj ey} pue ‘awodul Moj
Ino 0} anp ajels ayy Aq pazipisgns sem ey ueld yyeay e ojul sn Buljjoius sem ay jeyy
sh p|o} aAlleluasaldal ay] -uonewloyul Bunywo pue Bunuasaldaisiw Ag saonoeld
Buneyew aandasep Ajlenuajod ur pabebua yum axyods am anejuasaldal sajes ay|

$9)9qelp JO UoIpuod
Bunsixa-aid ayy

yum pouad uswijjoius
uado gzoz abueyoxa
aouesnsul yjeay

ueld |eJopa} 8y} SpISINO
(%) Jyousq papwI pauuopad 15 L 9z
awo2NQ 159 paseyaind oueuadg JaquinN
oVvo abeianon Man0D 1s91

Jo adAL




160

¥¥€9-0¢-OVO

2z 9bed

9be1an09 s,Lo110d By} Buiquosap

sjuawnoop BulAladal 0} soud ueld ay} ul [joiud 0} pasinbas 8 p|INOM am jeus sh

plo} OS|e aAljeluasaldal ay | "awn Jey) Je aieis ay} ui jueoldde Jno 0} o|ge|ieAe a1om
jey} sueld YOVdd [B19Aas paynuapl Apuapuadapul om ‘JoASMOH "9|qe|leAR SEM Jeym
sem Buayo sem ay ueld ay} jey} pue ‘ajess Jno ul sueld a|ge|ieAe pue aoueInsu|
pulj 0} YNOLJP SEM }l JBY} PaJeIS dAllBIUasaldal ay} ‘abeIan0d YOVdd Ihoge

PaYSE pUB SAIPISNS SAI903U 0} SN MO||E P|NOM JeY) SWOodUl U PapIAcId dM JaYY
‘uonezieydsoy juaniedul uo pouad Buniem uonpuod Bunsixa-aid yuow

21 e sl asay) ued aleys yyeay siyy sapun ‘ueld yOvdd e ayijun "ueld aseys yyeay
90UBJINSUI-UOU B SEM }l JBY} 9))S JOU PIP PUE JalLIED douelnsul ue Ag pjos Sem jey}
pue sjuawalinbal YOvdd aui }aw jey; ueld souelnsul ue se jonpoud auj 0} pauisjal
Ajas|e} annejuasaldal syl “uonewdosul Bunywo pue Bunpuasaidaisiw Aq seonoeld
Buneyiew aandasep Ajlenuajod ur pabebua ypm axyods am anejuasaldal sajes ay |

(%)

Ansiuiw Buueys

sajaqelp

puod Bunsixa

-a1d ay} yum ‘pouad
juswijolua uado 0Zoz
abueyoxa aoueinsu|
yyesy |esops) ay}

aJe0 yjesH | buunp psuwuopiad 1s8 | I°T4
“Juswijolua Ino 0} Joud spyeuaq s,ueld sy} BuIgLOSaP UOIBIUSWINDOP YIM SN apiroid
10U pinom os|e sAeluasaldal ay] )i pulyaq Auedwod aoueInsul 8y} J0 pealsul
Jlosy ueld sy} J0 sWeU sy} Sh p|o} pes)sul aAlelUasaldal sy} ‘I8LUBD soueInsul 8y}
J0 BWBU 8} Pa)SE aM UBUAA “WelBoid Junoosip [ejusp pue UoISIA & pue juswalddns
9ouBINSUI Y)eay Jyeuaq pajwi| B Sh pjos aAlleluasaldal ay) ‘JonemoH “siokojdwe
Aq paJayo abesanos o} Jejiwis ueld aguelnsul yjeay |eoldA} e se )1 paquosap
aAneuasaldal ay) ‘enisuayaldw oo jou sem ueld ay) jey) Buibpajmouyoe ajIupn
‘ueld ayy Aq pasanoo
10U a19M S}S09 Bnup uonduosaid pue suonpuod Bunsixe-aid jey) pajels aseyoind 'S9J9qEIp JO uohipuod
Jo1B PaAUIBGO oM SjusWNoOop ueld ‘JeAamoH “ulinsul Buipnjoul ‘uoneoipaw Alessaosu Bunsixa-aid ay}
pue sajaqgelp Jno JaA0d pinom ueyd ay} jey; sawiy ajdiynw sn pjo} aAnejuasaidal ynm poliad juswijous
ay} ‘Alleouwoads “uonewloyul Bunuwo pue Bunuasaidaisiw Aq seonoeid uado 0z0z abueyoxa
Buneyew aandasep Ajlenuajod ur pabebua yum axyods am anejuasaldal sajes ay| ddueJInsUl Yyeay
uerd |e1opa} 8y} apISIno
(%) Jyousq papwI pauuopad 15 L 1z
8WoNQ IsaL paseyaind oueuasg Jaquiny
ovo abesanod Pano) 159

Jo adAL




161

¥¥€9-0¢-OVO

¢z obed

'S)UNosIp Jonpolid pue adIA19S UM sjenplAlpul sapinoid jeyy diysiaquiaw e pue
‘ueld uopduosaid uonesipaw duauab e yuswalddns soueInsul Y)eay Jyauaq pajwi| e
‘ueld @oueINSUl SSAUJ|OM puB dARIUSARId JyaUSq PajWI| B Ul Pa|joJud Ajsjewnn a1om AN

‘Juswijolua o} Joud uejd papuawiwodal

JNOQE UOREWIOJU| USPLIM Y)M sh apiaold jou pip aAnejussaldal ay) “Buioud
131399 pey pajess ay ue|d e papusawiwosal pue uejd YOYdd B UM pajeioosse s}sod

o0} anp uondo 19)32q & sem doueinsul djeAud Jey) sn pjo} osje SAleuSsaldal safes ay |
‘Jusawijoiug uado o apisino

JloJua 0} sh payijenb aje}s mau e ojul Buiarow Jeyy sh pawiojul Ao31109 ‘I9Aamoy ‘0}
ayods Jaje| oam aAjejuasaldal sajes ay] ‘pouad Juswijoius uado ay} apisino ueld Yovdd
B Ul [|0Jud 0} 3|q1bIja A[aX1| 21am am jey) Buneosipul ‘ajels mau e ojul panow Apusdal

pey am aAjejuasaldal sy} plo} am ‘||ed siy) Buunp ‘Ajleoyoadg 021100 Jou Sem UoIym

‘0202 J0 se 103)49 Ul JoBuo| oU SEM YO dd 1BUs S |19} PINOM SaABJUSSaIdaI JSUJO 9SNBIS] UMO
1no uo auo puy 0} A1y 0} asodind ou aAI9s pjnom Ji Jey) pue ‘Daisuadxe sem abelanod YOvdd
ey ‘ueld YO dd Ue Ulejqo o} 3|ge 4 Jou PINom m Jeu Sh pawiojul Ajoa11oou) sAjejussaldal
Jua1ayIp e ‘sueld yyeay ay} sh pjos oym dAlejussaldal safes sy yum Buiyeads o} Joud

‘SN 0} S|qE|leAR 3 PINOM Jey SHSIA 31e0 Alewlid Jo Jaquinu papwi

ay) se yons ‘pjos Buiaq sjonpoid sy Jo suogejil| [euoRippe PSRILIO Os|e dARejuasaldal sajes
3y "plos d1om am sued SAJUSARId puE SSSUJIOM S} PUE SSAUJ|I [EORLIO SU) YO 10} SI}geIp INo
1o} uauneay o} Aidde osje pjnom suogepwi| uoRpuod Bupsixa-aid Jeu) pamoys paule}qo Jaje| am
sjuawnoop uejd jnq ‘1eoued pey Jo Jueubaid atem oym ajdoad o) paljdde Auo suoneywi Bugsixa
-a1d s,ue(d sy} yey) sn pjo} dAgejussaldal safes ay) ‘[led siy} Buunp ‘Jsyund ‘sue|d soueinsul
Jy2uaq pajwi| oMy paseyoind am d)edlpul pauleyqo Jdje| am syuawnoop ueld inq ‘ueid
aoueINsSUl Yjeay SAIsuayaidwod auo se aseyoind Ino paquosap sAjejussaldal sajes ay |
“forjod

QU} JO SWLIB} AU} JapUN PaIdaN0d aq Ajlenjoe 0} uonipuod Bupsixa-aid INo 0} paje|al SAOINISS
2180 Y)|Eay Mo||e Jou pjnom Ing ‘paseyoind aq o} Ao1jod aoueInsul pue paplwgns 3 o}
uoneoydde ay} pamojje uonejuasaidalisiw siy] ‘sieak g ised sy} Jo} sa}agelp Yim pasoubelp
10 10} paJeal) U3 JOU Pey aM paje)s AJoa.1100ul ‘|[ed SU) JSYE PauIe}qo SM UdIUM ‘Jeyad Jno

uo anjejuasaldal ayy Aq ino pajjy uopesijdde au ‘1OASMOH "UORIPUOD SU Joj Juduneal) Buiyaas
uaaq Apus0al pey pue sajaqelp pey am Jey) Yim axyods am saajejuasaldal sy} pawlojul
Ajpajeadal am ‘|led ay} Buung -uopew.oyul Bumiwo pue Buguasaidaisiw Aq saonoeid
Bunaysew anndaosap Ajjenusiod ul pabebua ypum axods am aaiejuasaldal sajes ay |

$9)aqelp JO Uolpuod
Bunsixa-aid sy} ypm
‘pouad uswijjoiud
uado gzoz abueyoxa
aoueINsul Yjeay

ueld |e1apa} 8y} apisino
O Jyauaq paju pawJopad 1sa | 62
8woINQ IsdL paseyaind oueuasg Jaquiny
ovo abesanod Hano) 159

Jo adAL




162

d¥€9-0¢-OvVO

z 9bed

*aoud

pajonb ay} pasjuesend aq 0} pajuem am Ji ||eo Ino jo Aep ayj uo ueld ay} aseyoind
0} peY oM Jey) pajels pue ‘Juawijolus o} Joud ueld ay} BuiquUosap uoleUSWNOOP
yum sn apiaoad Jou pjnom aAlejuasaldas sy “uejd aouesnsul Ajuwapul

Wauag pajwi e BulSY0 UOHEBIDOSSE Jauad B Ul Sh pajjoJud aAljejuasasdal syl
-9bBJaA0D WOoJ) papnjoxa

S| uoneolpaw uonduosaid jeyy aieys sjuawnoop ueld ing ‘Aoljod sy} Aq paIsnoo

9 p|nom Sa}agelp JNo Jo} UlNSul Jey} Sn pjo} 0s|e dAlejuasaldal 8yl "syuow

21 K1aAS SHSIA 931U} 0} PaYILLI| 9J9M SYSIA UONS Jey) pajels sjuawnoop ueld ing ‘sawiy
0 Jaquinu pajwijun ue Japiroid B JISIA p|N0D M Jey} pajels oS[e aAleuasaldal

ay] 'skep 0 snoiraid ay) Buunp J 10} JUSWIES) [EDIPSLL PSAISOS) SM 9SNEDS]
‘Ajdde pjnom suoneywi ueld pue ‘ueld ay} Japun uopuod Bunsixa-aid B palapISUOD
90 p|NoMm Sa}agEeIp JNO Jey) 91EDIPUI JUSWI|0IUS JS)e Paule}qo am sjuswnoop ueld
‘JaA9MOH “s|enpiAlpul Ayjeay o} pasayo sem ueld siy} Jeyl pajels pue Ayjeay alom
oM 9sheoaq sajaqelp Jno o} Aidde jou pip suonepwi| uopuod Bunsixas-aud s,ueid
SIY JeY} Sh p|o} dAleluasaldal ay) ‘osuodsal Ul “s21agelp WO PAI9YNS PUE Yoam
Joud ayj [eydsoy sy} 0} papipe Ussq pey am ey} aAlleuasaldal ay) pawlojul om
‘[1eo ay} Buunp ‘sjdwexs 104 ‘uonjew.ojul bunywo pue bunuasaidalsiw Aq saonoesd
Bunexsew aandaosp Ajjennualod ul pabebus yum axods am sAlejuasaldal sajes syl

sajagelp o UolIpuod
Bunsixe-aid ayy

yum pouad Juswijoius
uado gzoz ebueyoxs
aoueINsul yyeay

uerd |e1apay 8y} apisino
€|  weusq poywn paw.opad 581 0¢
awoNQ 1S9l paseyaind oueUdIS JaquinN
oVvo abeianod Han0) 1s9]

Jo adAL




163

¥y€9-0¢-OVO G abed

‘s1apinoid pausajaid Jo syiompau sueld ay) woly a1eo uiejqo Aayj Ji ssa| sasjjoiua abieyo ng ‘Japiroid Aue Wwoly a1ed UleIqo 0} S33J|01ud Moj|e A|jeisusab sOdd 'siapiroid
Bunedionued Jo 3iomjau e 8jea10 0 ‘sI0jo0p pue siejdsoy se yons ‘siapiroid [edlpaw Yyim joeuoo jey) sueld yyesy jo sadA aie (Odd) suoneziuefio Jepinoid paiiajaid,

'SUB|d U)|BSH Pali|end mau 0} ssaooe Bujulef a10ja18y) pue eale mau e ojul Buirow Apusuewlad 1o uondope o ‘yyiq ‘abeuiew ybnolyy juspuadsp
e Buiuieb Buipnjoul ‘sjuans BuusbbLy ulepso o) snp polad Jusw|joiul |eads e oy Bulkyienb Aq pouad Juswjjoius uado sy} sye ueld YO Vdd 0ZOZ B Ul ||0Jus UBD S[enplAIpU|
‘020z ‘| Aenuer uo Buipels abeian0d soueInsul 10} ‘60T ‘S| J8qwiadaq 0} ‘610Z ‘| JoquiaAoN woy ues pouad Juswijolus uado 0zoz sBueyoxs souelinsul yyesy [eiaps) aYle

APE-02-OVO | "Siduosues pajeroosse pue sBuIpIooa! (120 suoyd 1A Jo Siskjeue O 9010

uswAed papiwigns pey am Jaye sjielap Aoljod 819|dw oo aAI90al AJUO pjnom am Jey)
Buneis ‘ssaoo.d Juswijolua ay} o} Jold sjuswnoop abesanoo Aoljod yym sn apinoad
Jou pIp aAneuasaldal ay] “sweiboid JUNOISIP S0UBINSUI-UOU OM} JO PAISISUOD
obe19n00 uonduosald Jey) pue UoIBIO0SSEe JUN02SIp Jonpoid pue 8oIAIes B Ul
Jaquisw e Se pajjoJud Buiag a1am am Jey} Sn wiojul Jou pIp os|e dAlejuasaldal ay L

"uolpuod Busixa-aid JNo JOA0D pinom )i 8snessq

sn Joy uondo poob e aq Aew sbueyoxa [eJaps) YOVdd U} eyl Pajou Ing ‘Uompuoo
Bunsixe-aid B peYy am asneoaq Jay Aq p|os soueInsul [e: |

10U P|N0D 8M Jey) Palels PUB SHIOM SOUBINSUI MOY MOUY Jou pip sjuabe sbueyoxa
[B19p3) YOVdd 8U} 1ey} pajels os|e sanejuasaidal ay) ‘|lea ay) Buung ‘sejaqerp Jno
woyy BunnNsal SSaU||l U WOJ) SP2USY SAI808I 0} SYUOW Z| Jem 0} palinbal ag pjnom
am ‘sjuswnoop ueld ay} 0} Buipioooy “sn pjos ays ueyd aoueinsul Ayuwapul auasq
pajwi| 8y} Ag paIaA0d g pinoMm SHSIA [EDIPSW UOIHPUOD Bunsixae-a.d Jo }s09 8y} ey

1ey; uonesyiienb Jnoyum Bunels Jere| Ing ‘Aeme JybLI PaJan0d 8q 10U PINOM UOIIPUOD 9seasIp Ueay
Bunsixa-aid N0 10} SIOUSQ PAJOA0D S)IUM A|o1RIPSWILLI 19810 Ul 9J9M JBey} SJUN0SIp 40 uopuoo Bunsixa
papnjoul ueid ayj yeys buness 1siy ‘ueld ayy Jo uoneue|dxa Jay UO JualsisuodUl -o1d ay} yum porad
sem aAlejuasaldal ay ) “uonewloul Buniwo pue Bunussaidaisiw Aq saonoeid Juswijous uado 0z0Z
Bunexyiew aAndsoap Ajjenualod ui pabebus yum axods am aanjejuasaidal sajes syl abueyoxa soueinsul
ueld yijeay |eispsj ayy

O wauaq paywi | Buunp pswiopad s8] 1

aWo2INQ JsaL paseyaind ouLeUIIS Jaquiny

ovo abeianod Hano) 1s9]

jJo adAL




164

Enclosure 2: Written Comments from the Department of Health and Human Services

{g DEPARTMENT OF HEALTH & HUMAN SERVICES OFFICE OF THE SECRETARY

Assistant Secretary for Legislation
Washington, DC 20201

August 6, 2020

Mr. Seto Bagdoyan

Director of Audits

Forensic Audits and Investigative Service
U.S. Government Accountability Office
441 G Street NW

Washington, DC 20548

Dear Mr. Bagdoyan:

Attached are comments on the U.S. Government Accountability Office’s (GAO) report entitled,
“PRIVATE HEALTH COVERAGE: Results of Covert Testing for Selected Offerings” (Job Code
103845/GA0O-20-634R).

The Department appreciates the opportunity to review this report prior to publication.

Sincerely,
Digitally signed by
Sa ra h C Sarah C. Arbes-S
Date: 2020.08.06
Arbes -S 755 oro0
Sarah C. Arbes

Assistant Secretary for Legislation

Attachment

Page 26 GAO-20-634R
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GENERAL COMMENTS FROM THE DEPARTMENT OF HEALTH & HUMAN
SERVICES ON THE GOVERNMENT ACCOUNTABILITY OFFICE’S DRAFT
REPORT ENTITLED — PRIVATE HEALTH COVERAGE: RESULTS OF COVERT
TESTING FOR SELECTED OFFERINGS (GAO-20-634

The U.S. Department of Health & Human Services (HHS) appreciates the opportunity from the
Government Accountability Office (GAO) to review and comment on this draft report.

HHS is committed to improving access to affordable health coverage. HHS’ efforts to expand
access to affordable coverage, such as short-term, limited-duration insurance, offer much-needed
options, particularly for many middle-class Americans without employer-sponsored coverage
who are not eligible for subsidies under the Patient Protection and Affordable Care Act
(PPACA). Average benchmark Exchange premiums in states that used HealthCare.gov increased
by 62 percent from 2016 to 2020 and, in response, millions of unsubsidized Americans have fled
the PPACA-compliant individual market;! over one million unsubsidized people left the market
in 2018 alone.? For Americans without access to subsidized PPACA-compliant plans, short-term,
limited duration insurance can offer an affordable coverage option. It is important to note that in
none of the covert calls in which GAO identified that potentially deceptive marketing practices
took place did the sales representative actually offer or sell a short-term, limited duration
insurance plan to the consumer.

States are responsible for overseeing the marketing and sale of PPACA-exempt health
arrangements. As GAO noted, HHS does not have the authority to conduct oversight of PPACA-
exempt plans. However, HHS staff work with state insurance commissioners to confirm that
insurance sales representatives registered to work with the Exchange, which include those who
sell both PPACA-compliant and PPACA-exempt plans, have an active state license to sell
insurance. In addition, insurance sales representatives, often referred to as agents and brokers,
are licensed and regulated by states rather than the federal government. Licensed agents and
brokers working with the Federal Exchange must complete registration and training each year
with HHS prior to enrolling consumers in Exchange plans. As part of the registration process,
HHS verifies their identity and regularly validates their state health license to assist consumers.
While the Exchange has no explicit agent and broker restrictions on enrolling consumers in
short-term, limited-duration insurance plans or other types of coverage, when a consumer
requests assistance via Help On Demand, HHS requires them to assist the consumer with either
an Exchange plan or Medicaid/CHIP. The agreements signed by agents and brokers registered to
work with the Exchange also include additional requirements, such as prohibiting the provision
of misleading or false information to consumers or to the Exchange.

HHS takes consumer protection and program integrity very seriously. While GAQ’s report does
not indicate whether any of the sales representatives contacted by covert callers were registered
with HHS to work with the Federal Exchange, HHS plans to review any sales representatives
who GAO identified as engaging in potentially deceptive marketing practices to determine if’
they are registered with the Exchange. If they are registered, HHS will take appropriate action
within the scope of our authority.

T CMS, “Plan Year 2020 Qualified Health Plan Choice and Premiums in HealthCare.gov States.” October 22, 2019.
https://www.cms. gov/CCITO/Resources/Data-Resources/Downloads/2020QHPPremiumsChoiceReport. pdf
2 CMS, “Trends in Subsidized and Unsubsidized Enrollment,” August 12, 2019.

hitps://www.cms. gov/CCII0/Resources/Forms-Reports-and-Other-Resources/Downloads/Trends-Subsidized-
Unsubsidized-Enroll; BY17-18 pdf
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NTW

NATIONAL TAXPAYERS UNION

September 22, 2020

The Honorable Anna Eshoo The Honorable Michael Burgess

Chairwoman, House Energy and Commerce Health Ranking Member, House Energy and Commerce
Subcommittee Health Subcommittee

202 Cannon House Office Building 2161 Rayburn House Office Building
Washington, D.C. 20515 Washington, D.C. 20515

Dear Chairwoman Eshoo, Ranking Member Burgess, and Members of the Subcommittee:

On behalf of National Taxpayers Union (NTU), the nation’s oldest taxpayer advocacy organization, I thank you
for this opportunity to submit a letter on the Subcommittee’s September 23 hearing, “Health Care Lifeline: The
Affordable Care Act and the COVID-19 Pandemic.”

As the voice of America’s taxpayers, NTU takes an active role in shaping health policy on Capitol Hill, at
federal agencies, and in the states. Sensible health policy that balances a number of competing interests can not
only deliver savings for the taxpayers who fund federal and state health programs (like Medicare, Medicaid, and
the Affordable Care Act exchanges), but can also encourage innovation and growth in America’s private health
care sector that benefits both patients and providers. Regulatory flexibility, for example, has not only been
critical for the hospitals and medical professionals on the front lines of the fight against COVID-19; it has also
contributed to extraordinary growth in the use of telehealth services that promise potential cost savings for
patients and taxpayers in the long run.

It is with these goals in mind - delivering savings for taxpayers while encouraging innovation and growth in
America’s private health sector that benefits patients and providers - that NTU asks the Committee to consider a
novel path forward for helping individuals and families who have lost health coverage due to the COVID-19
economic shock. We believe our Pandemic Health Accounts (PHAs) strike the appropriate balance between
providing relief for families affected by a loss of employer-sponsored insurance (ESI) and properly tailoring a
policy solution to the distinct problems at hand.

There should be no doubt that people who lost ESI this year were quickly steered into other options, such as
Medicaid and the Affordable Care Act (ACA) exchanges, due to provisions included in the ACA. NTU’s
purpose with this appeal is not to litigate or relitigate the effects of a decade-old health law. In the same vein,
though, Subcommittee members who support the ACA should not use this hearing to gloss over glaring issues
with the Medicaid and ACA programs that have been made worse by the pandemic. NTU has studied these
issues at length, and it led us to the proposal we share with you today.
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COVID-19 Coverage Losses: A Snapshot of the Present Situation

The early months of the COVID-19 pandemic and economic shock were filled with confusion as to just how
many Americans lost employer-sponsored insurance (ESI). On April 3, 2020, Health Management Associates
estimated that between 11.7 million and 35.0 million Americans would lose access to ESI and that, although a
majority of these Americans would join Medicaid rolls after losing ESI, between 1.1 and 12.0 million people
would either be uninsured or would need to turn to the ACA marketplace.! Then, in May, Kaiser Family
Foundation (KFF) estimated that, between March 1 and May 2, 26.8 million lost ESL.2 KFF also found that
around half of these individuals (12.7 million) would be eligible for Medicaid, around a third (8.4 million)
would be eligible for ACA premium tax credits (PTCs), and the remainder would be uninsured without access
to PTCs?

The picture on COVID-19 health coverage losses has become somewhat clearer in recent months. Avalere
projected in September 2020 that roughly 12 million people will lose ESI in 2020.* The Economic Policy
Institute (EPI) also estimated in late August 2020 that close to “12 million people have been cut off from ESI
coverage due to job losses in recent months.”® Though policymakers cannot be absolutely sure just how many
people at present have lost ESI due to COVID-19, several independent estimates are converging around a
number of 12 million.

This is, of course, a challenge of unprecedented scale in the history of private health coverage: around 3.6
percent of Americans may have lost ESI in the last six months. Such a challenge requires bold solutions. While
Medicaid and the ACA exchanges have presented options to some individuals losing access to ESI this spring
and summer, there is little evidence to suggest that permanently expanding these programs is either the best or
the most targeted solution for the millions of Americans experiencing a disruption in coverage.

Medicaid and the ACA Exchanges Are Inadequate Tools to Address Pandemic-Related Health Coverage Losses

Evidence suggests that state Medicaid programs around the country are absorbing the brunt of the health
coverage shock Americans went through when government shutdowns started in March. As EPI put it:

A new government survey measuring the economic consequences of the COVID-19 shock in real time
indicates that for every 100 workers who were covered by ESI before losing their job, about 85 retained
access to some form of health insurance in the week after they lost their job.

! Health Management Associates. (April 3, 2020). “COVID-19 Impact on Medicaid, Marketplace, and the Uninsured, by State.”
Retrieved from:

https://www healthmanagement.com/wp-content/uploads/HMA-Estimates-of-COVID-Impact-on-Coverage-public-version-for-April-3
-830-CT.pdf (Accessed September 18, 2020.)

? Garfield, Rachel; Claxton, Gary; Damico, Anthony; Levitt, Larry. “Eligibility for ACA Health Coverage Following Job Loss.”
Kalser Family Foundallon Mav 13, 2020 Reme\,ed from

/ (Accessed September 18,

* Sloan, Chris; Duddy-Tenbrunsel, Robin; Ferguson, Samantha; Valladares, Angel; Kornfield, Thomas. “COVID-19 Projected to
Worsen Racial Disparities in Health Cmemge Avalere, September 16, 2020. Retrieved from:

X i arities-in-health-coverage (Accessed September 18, 2020.)
5Bm:ns Josh; Zipperer, Ben. “Health insurance and the COVID 19 shock.” Economic Policy Institute, August 26, 2020. Retrieved
from: https://www epi.org/publication/health-insurance-and-the-covid-19-shock/ (Accessed September 18, 2020.)
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.. It is likely the case that Medicaid is the dominant alternative source of coverage when people have lost
ESI in the COVID-19 shock, as Medicaid rolls have likely expanded by more than 4 million since the
COVID-19 shock began.®

This kind of resilience in the health care system - that 85 percent of workers losing ESI can retain access to
coverage after a job loss - is good news. That resilience, though, comes at a high cost.

Even after Congress passed a generous 6.2-percent FMAP increase for Medicaid in the Families First
Coronavirus Response Act’ - and this FMAP increase will last through the end of the emergency period - and
even though the federal government covers 90 percent of Medicaid expansion population costs,® state budgets
are buckling under the pressure of surging Medicaid rolls. According to The Washington Post:

That 13.5 percent increase [in Medicaid enrollment, from February through August] places Nevada
among at least three states, along with Kentucky and Minnesota, where the cadre of people on Medicaid
has spiked that much, including families, like the Chapins, who have never before asked for government
help. But increases are widespread: Caseloads had risen on average 8.4 percent through July in 30 states
for which researchers have enrollment information. And in 14 states with enrollment data through
August, the average is 10 percent.’

The challenges are so great that even state leaders who strongly support Medicaid, such as Gov. Steve Sisolak
(D-NV), have urged “steps to slow the program’s spending”:

With Nevada confronting a $1.2 billion deficit and a requirement to balance its budget, the legislature
has taken steps to slow the program’s spending — notably, curbing payments to doctors, hospitals and
others who care for Medicaid patients to save $53 million through next summer. That 6 percent rate cut
is the largest so far in the nation.

...“But with the Nevada Department of Health and Human Services accounting for one-third of the
state’s budget through next summer, and Medicaid the department’s biggest expense, the program was a
target. To help carve $233 million from the department, Sisolak urged lawmakers to eliminate a raft of
services that Nevada has offered Medicaid patients, beyond what the federal government requires.'

© Ibid.

7 Families First Coronavirus Response Act, Sec. 6008. P.L. 116-127. (March 18, 2020).

® Mitchell, Alison. “Medicaid’s Federal Medical Assistance Percentage (FMAP).” Congressional Research Service, Updated July 29,
2020. Retrieved from: https://fas.org/sgp/crs/misc/R43847 pdf (Accessed September 18, 2020.)

? Goldstein, Amy. “Medicaid rolls swell amid the pandemic’s historic job losses, straining state budgets.” The Washington Post,
September 14, 2020. Retrieved from:
https://www.washingtonpost.com/health/covid-medicaid-enrollment-increases/2020/09/14/84b6249a-¢6f1-11ea-97¢0-94d2¢46e759b_

story.html (Accessed September 18, 2020.)
1 Ibid.
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This is the state of Medicaid with FMAP increases that will cost federal taxpayers $165 billion - the plurality of
federal aid provided to state and local governments since the COVID-19 crisis began."! What relative proportion
states have to cover in normal times, from 23 percent of costs to 50 percent for traditional populations and just
10 percent for expansion populations,'? still makes for one of the largest program area components of state
budgets year to year - around 20.2 percent in fiscal year (FY) 2018.1

As states struggle with even a modest share of Medicaid costs, patients “face less generous benefit design,
greater cost sharing, and more limited formularies” in Medicaid plans than on the individual market, according
to Avalere’s Tom Kornfield."* And, according to Avalere, “only 71% of physicians accept Medicaid payments
for new patients, presenting further access barriers to patients shifting into Medicaid enrollment.”"*

None of this is to say that Medicaid does not have a role to play in the American health care system, especially
as a backstop for the nation’s most vulnerable families. Clearly, though, any federal proposals to expand
Medicaid would have to rely almost exclusively on federal tax dollars for such expansion. Maybe that is the
point for some proponents of Medicaid expansion today. Indeed, that was the point of the ACA’s Medicaid
expansion in 2010. As explained by ACA architect Jonathan Gruber:

In recent research, we analyzed budget data from all 50 states from 2010 through 2018 to assess the
impact of the ACA Medicaid expansion. As expected, we found that expansion states experienced a
substantial increase in Medicaid spending since implementation of the expansion, with 24% higher
growth than nonexpansion states between 2013 and 2018. Critically, when analyzing the source of
funds, we found that this increase in Medicaid spending was subsidized entirely by increased federal
funding to expansion states, with no significant changes in spending from state revenues associated with
Medicaid expansion...'

States can barely afford Medicaid now, even with generous FMAP rates for the traditional and expansion
populations. Some would argue that this is a reason to further expand the federal government’s role in
Medicaid, but such an expansion would have to rely on ever-limited federal tax dollars. With the nation staring
down a record $26 trillion debt and an astonishing $3 trillion deficit this fiscal year, targeted solutions are vital.

!" Committee for a Responsible Federal Budget. (September 16, 2020). “COVID Relief Includes $360 Billion of State and Local Aid.”
Retrieved from: http://www.crfb.org/blogs/covid-relief-includes-360-billion-state-and-local-aid (Accessed September 18, 2020.)

12 Kaiser Family Foundation. “Federal Medical Assistance Percentage (FMAP) for Medicaid and Multiplier.” Retrieved from:
https://www kff org/medicaid/state-indicator/federal-matching-rate-and-multiplier/?current Timeframe=0&sortModel=%7B%22colld
%22:%221 ocation%?22.%22s011%22:%22as¢%22%7D (Accessed September 18, 2020.)

'3 Schneider, Andy. “Medicaid and State Budgets: Checking the Facts (Yet Again).” Georgetown University Health Policy Institute
Cemer for Cluldren and Families. February 28 201‘) Retrieved from:

.edu/2019/02/28/m
20know d1l‘/021)sldtc%Zl)ycncml%Zl)fund%ZOdollars (Accessed September 18, 2020)
1 Owens Calllm “Racial dlspanues during pandemic extend to health cov emge losses.” Axios, September 17, 2020. Retrieved from:
-8ab8-4784b 1b3 3. html (Accessed September

18, 2020.)

'3 Sloan, Chris; Duddy-Tenbrunsel, Robin; Ferguson, Samantha; Valladares, Angel; Kornfield, Thomas. “COVID-19 Projected to
Worsen Racial Disparities in Health Coverage.” Avalere, September 16, 2020. Retrieved from:
https://avalere.com/press-releases/covid-19-projected-to-worsen-racial-disparities-in-health-coverage (Accessed September 18, 2020.)

1° Gruber, Jonathan, and Sommers, Benjamin D. “Paying for Medicaid — State Budgets and the Case for Expansion in the Time of
Coronavirus.” New England Journal of Medicine, June 11, 2020. Retrieved from:
https://www.nejm.org/doi/full/10.1056/NEJMp2007124 (Accessed September 18, 2020.)



172

More importantly, perhaps, the majority of Americans do not want an aggressive expansion of
government-provided coverage. In a national survey of 4,000 voters, 65 percent of Americans said it is more
important to “[build] on our current health insurance system” than to “[create] a public option,” with majority
support from Republicans, Democrats, and “swing” voters.!” Nearly two-thirds of Americans (66 percent) said

they would rather keep their current coverage than pay the same amount for equivalent public option coverage.
18

Efforts to permanently expand the ACA are distinct from Medicaid expansion efforts, especially since the ACA
marketplaces host privately sponsored plans. However, bills like H.R. 1425, recently passed by House
Democrats, are also poorly targeted at the current crises. As we wrote in June:

Title I of the bill features two permanent, major expansions of the Affordable Care Act’s (ACA) PTCs.
First, the legislation would make the values of PTCs more generous by lowering the share of income
that households contribute to their ACA premiums. Second, the bill would make PTCs eligible for
households beyond 400 percent of the federal poverty line (FPL), which in 2020 is $104,800 in annual
income for a family of four. There are three major issues accompanying the expansion of PTCs: 1)
expansion is expensive (with a $212 billion deficit impact), 2) targeting generous PTCs to households
making six figures or more is a poor use of limited taxpayer dollars, and 3) PTCs are not designed to
bend the cost curve for private health coverage, and will only increase in cost as premium hikes outpace
wage increases."”

A different kind of solution is needed, one that: 1) responsibly reduces the budget burdens Medicaid places on
state and federal taxpayers, 2) offers displaced workers and their families the maximum amount of plan choice
and flexibility, including access to plans on the ACA marketplace, and 3) is targeted and temporary, so that the
federal government can maximize limited tax dollars and put them to use solving a number of problems facing
Americans during the COVID-19 pandemic and economic shock. We believe our PHA proposal, outlined
below, meets the challenge.

Pandemic Health Accounts (PHAs) Strike the Proper Balance Between Coverage and Choice

NTU introduced our concept for Pandemic Health Accounts (PHAs) in April, when Congress had passed the
CARES Act and the COVID-19 public health and economic crises were just beginning. The concept is simple:

We propose creating for every household that loses access to ESI - and does not have access an adequate
insurance option - a Pandemic Health Account (PHA).

These accounts, which share many similarities with Health Savings Accounts (HSAs), would serve as a
bridge between a household’s loss of ESI and the start of their next job with ESI benefits. For that
reason, we propose a federal credit designed to help a displaced worker (and, if applicable, their family)
afford and choose the health insurance option that best suits their own needs. This credit could be

'7 Locust Street Group. (September 2020). “Voter Vitals: A Health Care Tracking Poll Edition IV.” Retrieved from:
https://americashealthcarefuture.org/wp-content/uploads/2020/09/PAHCF-Voter-Vitals-IV-Survey-Analysis.pdf (Accessed September

18.2020.)

'8 Ibid.

' Lautz, Andrew. “NTU Urges Representatives to Oppose Expensive, Partisan Health Care Bill.” National Taxpayers Union, June 23,
2020. Retrieved from: https://www.ntu.org/publications/detail/ntu-urges-representatives-to-oppose-expensive-partisan-health-care-bill

(Accessed September 18, 2020.)
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applied to COBRA premiums, an ACA marketplace plan, or a short-term limited duration (STLDI) plan
for around four months. Congress may elect to extend that benefit, depending on the duration of the
€Cconomic crisis.

...we propose a PHA benefit amount of roughly $2,000 for individuals and $6,000 for joint or family
accounts. (This comes out to $500 per month for individuals and $1,500 per month for families.)*

Though PHAs would operate /ike HSAs, they would be unshackled from some of the requirements that we
believe do not make sense for either PHAs or HSAs, such as the high-deductible health plan (HDHP)
requirement and the limitation on using HSA dollars for insurance premiums.

The fundamental benefit of PHAs over either Medicaid, COBRA coverage, or even the ACA marketplaces is
choice and flexibility for the account holder. We envision, for example, that someone receiving a PHA could use
the funds to subsidize their COBRA coverage for several months. Unlike a COBRA subsidy, though, the PHA
holder could also decline their COBRA coverage and turn to the ACA marketplace ? If the PHA holder is
unsatisfied with ACA marketplace options, they could turn to off-marketplace options for coverage that costs
less such as a short-term limited duration insurance (STLDI) plan. While such plans are not for everyone, they
were designed for precisely the types of brief coverage gaps we expect many Americans will have this year due
to COVID-19.

PHAs are better for the taxpayer, too - using KFF’s earlier estimates of coverage loss (nearly 27 million), we
estimated PHAs could cost between $56 billion and $67 billion - significantly less than the $98 billion cost for
nine months of a 100-percent COBRA subsidy.?? Though policymakers could benefit from an updated estimate
on the cost of a COBRA subsidy, since the last Joint Committee on Taxation (JCT) estimate was in May, we
believe that if 12 million individuals were to benefit from a PHA (instead of 27 million) then the cost would
range from between $24 billion and $36 billion. This figure would likely still be less expensive than a
100-percent COBRA subsidy, and is also significantly less costly than the cost of permanent ACA expansion
($212 billion over 10 years).? It’s also important to note that if policymakers were to allow people who have
joined Medicaid since losing ESI to opf in to taking a PHA instead, then Congress could reduce state fiscal
burdens at a perilous time for many states and their Medicaid programs.

2 Lautz, Andrew. “Pandemic Health Accounts (PHAs): How Congress Can Best Help Millions of Americans Who May Soon Be
Uninsured.” National Taxpayers Union, April 8, 2020. Retrieved from:
https://www.ntu.org/publications/detail/pandemic-health-accounts-phas-how-congress-can-best-help-millions-of-americans-who-may-

soon-be-uninsured (Accessed September 21, 2020.)

2! We do not envision allowing a PHA holder to access premium tax credits (PTCs) in the marketplace as long as they have federal
funds remaining in their PHA; however, we believe that the PHA subsidy combined with unemployment insurance (UI) support for a
displaced worker would be enough to help most Americans through the designated four-month period. Should an account holder run
low or out of PHA funds while on an ACA exchange plan and still require the ACA plan as a bridge to ESI, we believe lawmakers
could explore allowing an account holder to then receive PTCs.

22 The Joint Committee on Taxation. (May 28, 2020). “Estimated Budget Effects Of The Revenue Provisions Contained In H.R. 6800,
The "Health And Economic Recovery Omnibus Emergency Solutions (HEROES') Act," As Passed By The House Of Representatives
On May 15, 2020.” Retrieved from: https://www.jct. gov/publications.html?func=startdown&id=5261 (Accessed September 21, 2020.)
3 Congressional Budget Office. (June 26, 2020). “Estimated Effect on the Deficit of Rules Committee Print 116-56, the Patient
Protection and Affordable Care Enhancement Act, as Amended by Amendment Number 6 (Pallone, Neal, Scott) on June 25, 2020.”
Retrieved from: https:/www.cbo.gov/system/files/2020-06/Combined%20Tables.pdf (Accessed September 21, 2020.)




We left several design and implementation questions open to lawmakers, believing that their expertise is best
suited to settling these questions. However, NTU stands ready to work with any and all lawmakers interested in
this novel option to support Americans that have lost ESI this year. We believe that this plan offers the financial
support for ESI that many congressional Democrats have asked Congress to consider during the crisis, while
offering the plan choice, flexibility, and fiscal restraint stressed by many Congressional Republicans. I stand
ready to answer any of your questions, and thank you for your consideration ahead of the Committee’s hearing.
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Sincerely,

Andrew Lautz
Policy and Government Affairs Manager

CC:

The Honorable Frank Pallone, Chairman, House Energy and Commerce Committee
The Honorable Greg Walden, Ranking Member, House Energy and Commerce Committee
The Honorable Eliot Engel

The Honorable G. K. Butterfield

The Honorable Doris Matsui

The Honorable Kathy Castor

The Honorable John Sarbanes

The Honorable Ben Ray Lujan

The Honorable Kurt Schrader

The Honorable Joseph P. Kennedy
The Honorable Tony Cardenas

The Honorable Peter Welch

The Honorable Raul Ruiz

The Honorable Debbie Dingell

The Honorable Ann M. Kuster

The Honorable Robin L. Kelly

The Honorable Nanette Diaz Barragan
The Honorable Lisa Blunt Rochester
The Honorable Bobby L. Rush

The Honorable Fred Upton

The Honorable John Shimkus

The Honorable Brett Guthrie

The Honorable H. Morgan Griffith
The Honorable Gus M. Bilirakis

The Honorable Billy Long

The Honorable Larry Bucshon

The Honorable Susan W. Brooks

The Honorable Markwayne Mullin
The Honorable Richard Hudson

The Honorable Earl L. “Buddy” Carter
The Honorable Greg Gianforte
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\ ! CoMMUNITY CATALYST

Statement of Community Catalyst on Hearing on “Health Care Lifeline: The Affordable
Care Act and The COVID-19 Pandemic”

Submitted to House Committee on Energy and Commerce for hearing of September 23, 2020

Community Catalyst respectfully submits the following statement on the House Energy and
Commerce Committee’s hearing on “Health Care Lifeline: The Affordable Care Act and The
COVID-19 Pandemic.”

Community Catalyst is a national non-profit advocacy organization dedicated to quality
affordable health care for all. Since 1997, Community Catalyst has been working to build the
consumer and community leadership required to transform the American health care system.
With the belief that this transformation will happen when consumers are fully engaged and have
an organized voice, Community Catalyst works in partnership with national, state and local
consumer organizations, policymakers and foundations, providing leadership and support to
change the health care system so it serves everyone—especially vulnerable members of society.

The Affordable Care Act (ACA) is a fundamental part of the fabric of the American health care
system. It is inextricably intertwined with Medicare and Medicaid and works with and through
those programs to provide care to millions of people across the country when they need it most.
It has also resulted in the largest reduction in health inequities for communities of color since the
creation of Medicaid in 1965. Thanks to the ACA, millions of people have gained access to the
health care they need to lead productive and healthy lives.

Protecting and building on the ACA has been a primary goal for health advocates since its
inception. The COVID-19 crisis has added even more urgency to the work of safeguarding the
ACA, including its Medicaid expansion provisions, which have played a vital role in protecting
family ecomomic security and ensuring health care access as the pandemic and economic crisis
have worsened. COVID-19 has caused broad shutdowns of economic activity, resulting in
shrinking state revenues that are destabilizing state budgets. Further, close to 30 million people
have lost their jobs and private health insurance, many of whom are people of color. The ACA,
along with the broader Medicaid program, is a lifeline for these individuals, their families, and
our economies.

However, despite the clear benefits of the ACA to our overall health and financial stability, the
Trump administration has spent the last four years actively working to weaken the health care
infrastructure by chipping away at coverage gains and consumer protections afforded by the
ACA. Even during a pandemic, when so many lives are at risk, the Trump administration has
continued its attacks on the ACA, specifically and health coverage in general, by refusing to

1
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open enrollment for people newly unemployed and uninsured due to the economic crisis, rolling
back anti-discrimination protections, and by joining in the California v. Texas lawsuit—now
before the Supreme Court—aimed at invalidating the entire ACA.

The ACA provides a safety net for millions of people before and during the COVID-19
pandemic

Thanks to the ACA, roughly 20 million people have gained coverage. The uninsured rate fell
by almost half, from 20.4 percent to 12.4 percent, between 2013 and 2018, as the result of ACA
marketplaces and Medicaid expansion. Thanks to these coverage gains, most notably in states
that expanded Medicaid, inequities in health care access for Black and brown communities has
increased significantly.

Research shows that the ACA has led to historic reductions in racial disparities in access to
health care. Between 2013 and 2018, the uninsured rate dropped 4.1 percentage points between
Blacks and whites and 9.4 percentage points between Latinos and whites. These coverage gains
under the ACA have made it easier for people to access the health care services they need.
Though more is needed to improve affordability, most low-income individuals and families have
benefited from the law’s insurance subsidies, out-of-pocket cost protections and Medicaid
expansion. For instance, Medicaid expansion has improved health outcomes for many Black
adults. For example, in addition to having better access to care better access to care—such as
having a consistent primary care doctor or having a central localized location for medical check-
ups—Black adults with cancer living in states that expanded Medicaid are more likely to be
diagnosed at early stages and receive timely treatment, and thus, have better chances of surviving
cancer than those living in non-expansion states.

Unfortunately, this progress has stalled, and in some cases eroded, since 2017 as the Trump
administration has taken numerous steps to undermine the ACA. For instance, funding for
the Navigator program has been cut by about 84 percent, resulting in fewer trusted community
connections to turn to for help enrolling in coverage. The administration has also pushed
policies, such as the Department of Homeland Security’s Public Charge regulation, that
discourage immigrant families from obtaining coverage and seeking necessary care. The public
charge rule could lead to between 2 and 4.7 million people disenrolling from CHIP and
Medicaid.

In terms of the ongoing COVID-19 crisis, more than 6.8 million people across the country have
tested positive for the virus and there have been over 205,000 deaths to date. The pandemic has
caused broad shutdowns of economic activity, resulting in nearly 30 million people losing their
jobs and employer-sponsored health insurance coverage. Data shows workers of color are most
vulnerable for potential layoffs during a downturn, as they are overrepresented in low-wage,
service industry jobs. The Center on Budget and Policy Priorities projected that nearly 1in 10
Blacks and 1 in 10 Latinos are projected to lose coverage, compared to 1 in 6 whites, as a result
of economic decline. The ACA is and will continue to be a lifeline for those who lose their
employer-sponsored health insurance. According to the Kaiser Family Foundation, half of those
who become uninsured after job loss are eligible for Medicaid, and an additional 8.4 million
people are eligible for marketplace subsidies.
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As the country confronts both the short-term and long-term threats posed by the COVID-19
pandemic, it is more important than ever to retain and expand pathways to coverage. The ACA
ensures that millions of people can get the testing, treatment and care they need to keep
communities safe and promote financial security.

Without the ACA, our fight against the COVID-19 pandemic will be harder

While the COVID-19 crisis has brought to light many faults in national, state and local
infrastructures, the ever-present truth threaded throughout the unfolding narrative is that
pervasive health and economic inequities are resulting in dramatically disproportionate impacts.
The virus does not discriminate, but some populations are being hit especially hard—especially
people of color. According to the AMP Research Lab, Blacks and Tribal members experience
highest death tolls from COVID-19.

Black & Indigenous Americans experience highest death tolls from
COoVID-19
Cumulative actual COVID-19 mortality rates per 100,000, by race and ethnicity, April 13-Sept. 15, 2020
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It is impossible to deny the devastating effect the pandemic is having on Black people. A
national study conducted in May found that disproportionately Black counties account for over
half of coronavirus cases in the U.S. and nearly 6 percent of deaths. There are several factors
contributing to the disproportionate impact on Black communities. First, Black people in the
U.S. are more likely to be exposed to the virus through their work in occupations that are
considered essential and/or in which they cannot physically distance themselves from others or
work from home. Second, power structures built on structural racism continue to segregate
neighborhoods and inhibit equitable access to preventive health care, forcing many Black people
to live in places that negatively affect their health. Thus, Black people have higher rates of
underlying health conditions such as asthma, diabetes, heart disease and obesity, as compared to
white people. Research also shows stress from constantly enduring racism and its consequences
can exacerbate these health conditions. This puts Black people at a greater risk of becoming
severely ill if infected by COVID-19.
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One of the cornerstones of the ACA is the protections it provides for people with pre-existing
health conditions. Since the ACA’s implementation, at least 133 million people with pre-existing
conditions have been protected from being charged more or locked out of coverage by private
insurers. COVID-19 has created a number of cascading health care and health care coverage
crises that need to be accounted for in our efforts to keep the ACA intact including impacting
people with pre-existing conditions more frequently and with greater consequence. The virus
itself will also be defined by insurers as a new pre-existing condition for those who have been
infected and could produce long-term, cascading health impacts on the respiratory, renal, and
other vital systems of those who have “recovered.”

In addition to pre-existing condition protections, the ACA also builds on existing federal civil
rights protections to ban health care and health insurance discrimination based on race, color,
national origin, sex, age and disability. Without the ACA, 25 million individuals with limited
English proficiency (LEP)—most of whom are Latinos and Asians—would not be able to have
meaningful access to language assistance (i.e. translation and interpretation services) for health
related services. The Trump administration’s sabatoge efforts have particularly focused on
limiting the ACA’s protections in this realm and these efforts have already had alarming
consequences. Growing evidence shows many LEP people have been misinformed about the
COVID-19 pandemic’s spread and treatment. For example, people with limited English
proficiency in Greenville, South Carolina, voiced concerns of not being well informed COVID-
19. The same is true in Boise, Idaho, where there are few news sources in languages other than
English from which community members could access information about the virus. Instead,
these communities rely on health care providers for their information about how to prevent
infection and where and when to seek treatment. Without language assistance, LEP people would
be more at risk of contracting the virus than their English-speaking neighbors.

Conclusion

After more than10 years since the passage of the ACA, nearly 20 million people gained
coverage. The law has provided protections for more than 133 million people with pre-existing
conditions. During the COVID-19 pandemic, the ACA serves as a lifeline for 30 million people
without insurance coverage as a result of widespread job losses. Protecting the ACA and
building on its successes must be the top priorities for Congress. The Patient Protection and
Affordable Care Iinhancement Act (H.R. 1425), passed by the House in June, and the Health and
LEconomic Recovery Omnibus Eimergency Solutions Act or the HEROES Act (H.R.6800), passed
by the House in May, are steps in the right direction to strengthen coverage and improve
affordabiliy for millions of low-income people, people of color, immigrants, older adults, people
with disabilities, women, LGBTQ+ people and people in rural communities who have long been
left out of traditional coverage mechanisms or specifically discriminated against in accessing
care and sevices. It also provides immediate relief to families that have been hit hardest by the
pandemic and must be a priority for Congress and the administration if we are ever to find a way
out of this crisis.
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Appendix A

Additional information on impacts of ACA repeal on specific populations

The Affordable Care Act’s Impact on Communities of Color: What’s at Stake for Black
People if it Goes Away? https://www.communitycatalyst.org/resources/2020-covid/ACA-
COVID-BlackPOC.pdf

The Affordable Care Act’s Impact on Communities of Color: What’s at Stake for Asian
Americans, Native Hawaiians and Pacific Islanders if it Goes Away?
https://www.communitycatalyst.org/resources/2020-covid/ACA-COVID-AAPI pdf

The Affordable Care Act’s Impact on Communities of Color: What’s at Stake for American
Indians and Alaska Natives? https://www.communitycatalyst.org/resources/2020-
covid/ACA-COVID-ATAN .pdf

Affordable Care Act Threatened: What’s at Stake for Latinos
http://publications.unidosus.org/handle/123456789/2061

For Community Catalyst’s recommendations on how Congress can take steps to address
racial and ethnic health disparities during the COVID-19 pandemic

Statement of Community Catalyst on Hearing on the Disproportionate Impact of COVID-19
on Communities of Color https://www.communitycatalyst.org/resources/2020-covid/CC-
Statement-Ways-and-Means 05_27 2020.pdf




180

Attachment—Additional Questions for the Record

Subcommittee on Health
Hearing on
“Health Care Lifeline: The Affordable Care Act and the COVID-19 Pandemic”
September 23, 2020

Douglas Holtz-Eakin, Ph.D.
President
American Action Forum

The Honorable Greg Walden (R-OR):

1. The U.S. Government Accountability Office (GAO) recently released a study examining
the marketing practices of certain Affordable Care Act-exempt plans. Of the violations
discovered by GAO, how many were committed by plans that were affected by the
Trump Administration’s rule on short-term limited-duration (STLD) plans?
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