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IN THE UNITED STATES DISTRICT COURT
FOR THE DISTRICT OF MARYLAND
CITY OF COLUMBUS, et al.,
Plaintiffs,
v.

No. 18-cv-2364-DKC

DONALD J. TRUMP, in his official capacity
as President of the United States of
America, et al.,
Defendants.
REQUEST FOR JUDICIAL NOTICE
In support of their motion for summary judgment, Plaintiffs hereby request that the Court
take notice of certain relevant documents and facts.
Under Rule 201 of the Federal Rules of Evidence, a district court may take judicial notice
of any document or fact “not subject to reasonable dispute because it … can be accurately and
readily determined from sources whose accuracy cannot reasonably be questioned.” Fed. R.
Evid. 201(b). Courts accordingly “may properly take judicial notice of matters of public record.”
Philips v. Pitt Cty. Mem’l Hosp., 572 F.3d 176, 180 (4th Cir. 2009). Matters of public record
subject to judicial notice include information publicly available on government websites and
from other government sources. See, e.g., United States v. Garcia, 855 F.3d 615, 621 (4th Cir.
2017) (noting that “[t]his court and numerous others routinely take judicial notice of information
contained on state and federal government websites”); Hall v. Virginia, 385 F.3d 421, 424 n.3
(4th Cir. 2004) (taking judicial notice of publicly available information on state government’s
website); United States v. Cecil, 836 F.2d 1431, 1452 (4th Cir. 1988) (“[C]ourts may take
judicial notice of official governmental reports and statistics.”).
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Plaintiffs therefore request that the Court take notice of the following documents:
1.

Attached as Exhibit 1 is a true and correct copy of State-Based Exchanges, Ctr.

for Consumer Info. & Ins. Oversight, available at https://www.cms.gov/CCIIO/Resources/FactSheets-and-FAQs/state-marketplaces (last updated November 1, 2019).
2.

Attached as Exhibit 2 is a true and correct copy of When Is Open Enrollment for

2020?, Health Mkts. (Apr. 15, 2020), available at
https://www.healthmarkets.com/resources/health-insurance/open-enrollment/.
3.

Attached as Exhibit 3 is a true and correct copy of Donald J. Trump

(@realDonaldTrump), Twitter (July 28, 2017, 2:25 AM), available at
https://twitter.com/realDonaldTrump/status/890820505330212864.
4.

Attached as Exhibit 4 is a true and correct copy of Remarks by President Trump

at the 2017 Values Voter Summit, White House (Oct. 13, 2017), available at
https://www.whitehouse.gov/briefings-statements/remarks-president-trump-2017-values-votersummit/.
5.

Attached as Exhibit 5 is a true and correct copy of Remarks by President Trump

at S.204, “Right to Try” Bill Signing, White House (May 30, 2018), available at
https://www.whitehouse.gov/briefings-statements/remarks-president-trump-s-204-right-try-billsigning/.
6.

Attached as Exhibit 6 is a true and correct copy of excerpts of Remarks by

President Trump at a Fox News Town Hall, Scranton, PA, White House (Mar. 6, 2020),
available at https://www.whitehouse.gov/briefings-statements/remarks-president-trump-foxnews-town-hall-scranton-pa/.
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7.

Attached as Exhibit 7 is a true and correct copy of excerpts of Remarks by

President Trump on Protecting Seniors with Diabetes, White House (May 26, 2020), available at
https://www.whitehouse.gov/briefings-statements/remarks-president-trump-protecting-seniorsdiabetes/.
8.

Attached as Exhibit 8 is a true and correct copy of Insurance Expansion, Hospital

Uncompensated Care, and the Affordable Care Act, HHS (Mar. 23, 2015), available at
https://aspe.hhs.gov/system/files/pdf/139226/ib_UncompensatedCare.pdf.
9.

Attached as Exhibit 9 is a true and correct copy of Thomas DeLeire et al., Impact

of Insurance Expansion on Hospital Uncompensated Care Costs in 2014, HHS (Sept. 24, 2014),
available at https://aspe.hhs.gov/system/files/pdf/77061/ib_UncompensatedCare.pdf.
10.

Attached as Exhibit 10 is a true and correct copy of The Economic Record of the

Obama Administration: Reforming the Health Care System, Council of Econ. Advisers (Dec.
2016), available at
https://obamawhitehouse.archives.gov/sites/default/files/page/files/20161213_cea_record_healh_
care_reform.pdf.
11.

Attached as Exhibit 11 is a true and correct copy of Kelsey Avery et al.,

Affordable Care Act Has Led to Historic, Widespread Increase in Health Insurance Coverage,
HHS (Sept. 29, 2016), available at
https://aspe.hhs.gov/system/files/pdf/207946/ACAHistoricIncreaseCoverage.pdf.
12.

Attached as Exhibit 12 is a true and correct copy of Health Insurance Coverage

for Americans with Pre-Existing Conditions: The Impact of the Affordable Care Act, HHS (Jan.
5, 2017), available at https://aspe.hhs.gov/system/files/pdf/255396/Pre-ExistingConditions.pdf.
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13.

Attached as Exhibit 13 is a true and correct copy of Namrata Uberoi et al., Health

Insurance Coverage and the Affordable Care Act, 2010-2016, HHS (Mar. 3, 2016), available at
https://aspe.hhs.gov/system/files/pdf/187551/ACA2010-2016.pdf.
14.

Attached as Exhibit 14 is a true and correct copy of State Health Insurance

Marketplace Types 2020, Kaiser Family Found., available at https://www.kff.org/healthreform/state-indicator/state-health-insurance-marketplace-types/ (last visited Aug. 7, 2020).

Dated: August 13, 2020

Respectfully submitted,
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When Is Open Enrollment 2020? Dates & Deadlines for Each State

Iowa
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Document
November 1, 2019 – December
18, 2019108-2 Filed 08/13/20 Page 18 of 287

Kansas

November 1, 2019 – December 18, 2019

Kentucky

November 1, 2019 – December 18, 2019

Louisiana

November 1, 2019 – December 18, 2019

Maine

November 1, 2019 – December 18, 2019

Maryland

See chart below.

Massachusetts

See chart below.

Michigan

November 1, 2019 – December 18, 2019

Minnesota

 Life Insurance
 Medicare
 Wellness

Videos



Countdown to the 2020 Medica…



All About Accident Insurance

See chart below.



HealthMarkets is “Your Insuran…

Mississippi

November 1, 2019 – December 18, 2019



Get Free Help This Medicare E…

Missouri

November 1, 2019 – December 18, 2019

Montana

November 1, 2019 – December 18, 2019

Nebraska

November 1, 2019 – December 18, 2019

Nevada

See chart below.

New Hampshire

November 1, 2019 – December 18, 2019

New Jersey

November 1, 2019 – December 18, 2019

New Mexico

November 1, 2019 – December 18, 2019

New York

See chart below.

North Carolina

November 1, 2019 – December 18, 2019

North Dakota

November 1, 2019 – December 18, 2019

Ohio

November 1, 2019 – December 18, 2019

Oklahoma

November 1, 2019 – December 18, 2019

Oregon

November 1, 2019 – December 18, 2019

Pennsylvania

November 1, 2019 – December 18, 2019

Rhode Island

See chart below.

South Carolina

November 1, 2019 – December 18, 2019

South Dakota

November 1, 2019 – December 18, 2019

Tennessee

November 1, 2019 – December 18, 2019

Texas

November 1, 2019 – December 18, 2019

Utah

November 1, 2019 – December 18, 2019

Vermont

See chart below.

Virginia

November 1, 2019 – December 18, 2019

Washington

See chart below.

https://www healthmarkets com/resources/health-insurance/open-enrollment/[8/13/2020 11:45:35 AM]

Glossary Terms
Open Enrollment Period
Premium
Special Enrollment Period (SEP)

When Is Open Enrollment 2020? Dates & Deadlines for Each State

Washington DC
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See chart below.

West Virginia

November 1, 2019 – December 18, 2019

Wisconsin

November 1, 2019 – December 18, 2019

Wyoming

November 1, 2019 – December 18, 2019

The first day coverage begins is often called the effective date. Most states’ Open Enrollment 2020 deadline
(December 18) matched up with an effective date of January 1, 2020. This means that, as long as you enrolled
by the December 18 deadline, your 2020 coverage began on January 1, 2020, the first day of the year.

I’m Concerned About the Coronavirus. Can I Still Buy
Health Insurance for 2020?
Several state-run exchanges have enacted Special Enrollment Periods (SEPs) in response to the coronavirus
(COVID-19) outbreak. These SEPs allow state residents to purchase individual health insurance plans if they
weren’t previously insured for 2020 or lost coverage.
The dates below are for states with SEPs related to the spread of coronavirus.
State

April 1 Effective
Date Deadline

May 1 Effective
Date Deadline

June 1 Effective
Date Deadline

July 1 Effective
Date Deadline

California

March 31, 2020

April 30, 2020

May 31, 2020

June 30, 2020

Colorado

April 3, 2020

April 30, 2020

–

–

Connecticut

April 2, 2020

April 17, 2020

–

–

Maryland

April 15, 2020

May 15, 2020

June 15, 2020

–

Massachusetts

March 23, 2020

April 23, 2020

May 23, 2020

May 25, 2020

Minnesota

April 21, 2020

–

–

–

Nevada

April 1, 2020

April 30, 2020

May 15, 2020

–

New York

–

April 15, 2020

–

–

Rhode Island

March 31, 2020

April 15, 2020

–

–

Washington

April 8, 2020

May 8, 2020

–

–

Washington DC

March 31, 2020

April 30, 2020

May 31, 2020

June 15, 2020

Vermont*

April 17, 2020

April 17, 2020

–

–

*Vermont residents may choose either April 1, 2020, or May 1, 2020, for their coverage start date.

My State Doesn’t Have an SEP for the Coronavirus. Can I Still
Get Coverage?
Yes. You have options if you missed the 2020 Open Enrollment Period and you do not qualify for a Special
Enrollment Period (SEP). You can enroll in a short-term health insurance plan, which is a good fit for temporary
coverage. Short-term insurance coverage can range from 30 days to three months. Short-term health
insurance plans offer:

https://www healthmarkets com/resources/health-insurance/open-enrollment/[8/13/2020 11:45:35 AM]
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Affordable premiums,
Quick approval, and

1:18-cv-02364-DKC Document 108-2 Filed 08/13/20 Page 20 of 287

Flexible terms.
Short-term health insurance plans might be a good fit for healthy people, as they will not cover preexisting
conditions like Affordable Care Act (ACA) plans.
If you do not qualify for an SEP and decide not to enroll in a short-term health plan, if you missed the 2020
Open Enrollment Period and you do not qualify for a SEP, you will have to wait until Open Enrollment begins
for 2021. You can qualify for an SEP if you have experienced a qualifying life event that prevented you from
meeting the enrollment deadline. Qualifying life events can include:
The loss of health insurance through a job or Medicare eligibility.
Household changes such as marriage, divorce, a death in the family, or having a baby.
A change in your home address.
You can see a full list of qualifying life events here. You have 60 days to enroll in a plan, if you qualify for an
SEP. But, if you miss that 60-day window, you will have to wait until OEP begins for 2021 to get an individual
health insurance policy.
HMIAMKT0027 4-2020

Call us Now at (800) 304-3414
or Get a Quote Online

Related Info
Health Insurance
Marketplace In Utah
Finding health insurance for you and
your family is no small feat; that’s why
HealthMarkets is here to help you
navigate the health insurance...

When Is The Medicare
Open Enrollment Period?
Did you know that there are different
enrollment periods for different Medicare
plans? HealthMarkets has compiled a list
of each Medicare Open...

Health Insurance
Marketplace In
Pennsylvania

How To Buy Medigap
Supplemental Insurance To
Fit Your Needs

Confused about the health insurance
marketplace in Pennsylvania?
HealthMarkets representatives are ready
to help.

Learn the best way to buy Medigap
supplemental insurance if you’re 65 or
older, under 65, Medicare-eligible with
job insurance, or have a...

When Is The Medicare Part
D Open Enrollment Period
For 2019?

How To Get Affordable
Health Insurance

Don’t miss the deadline to get Medicare
Part D coverage that meets your needs.
HealthMarkets outlines when Medicare
Part D Open Enrollment 2019...

    
https://www healthmarkets com/resources/health-insurance/open-enrollment/[8/13/2020 11:45:35 AM]

How to get affordable health insurance HealthMarkets: You're three steps away
from getting affordable health insurance
with HealthMarkets...
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Exhibit 4

Remarks by President Trump at the 2017 Values Voter Summit | The White House
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WhiteHouse.gov.s0{fll:#ff}.s1{fll:#cbcbca}.s2,.s3{fll:#d9dce1}
Open
Menu

REMARKS

Remarks by President Trump at the 2017 Values Voter Summit
Issued on: October 13, 2017

★★★
ALL NEWS

Omni Shoreham Hotel
Washington, D.C.

10:22 A.M. EDT
THE PRESIDENT: Thank you very much, Tony. (Applause.) Thank you. Thank you very much.
(Applause.)
AUDIENCE: USA! USA! USA!
THE PRESIDENT: Thank you very much. You know, I’ve been here before. (Laughter.) You do
know that. Before the big day on November 8th, I was here. I want to thank Mark Meadows
and all of the folks that have really made this possible. And, Tony, tremendous guy.
We have some incredible people that we love and that we’re involved with. So we all know
that. And I’m being followed by Mr. Bennett — you know that, right? And I’ve been watching
him say nice things about me before I knew him. Those are the ones I like — (laughter) —
where they speak well of you before you know them. Right?
But I really want to thank everybody, and, Tony, for your extraordinary leadership of this
organization. And I want to thank, also, Lawana, for your dedication to the faith community
and to our nation. Work so hard.
It’s great to be back here with so many friends at the 2017 Values Voter Summit, and we know
https://www.whitehouse.gov/briefings-statements/remarks-president-trump-2017-values-voter-summit/[8/13/2020 11:56:06 AM]
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what that means. (Applause.) We know what that means. America is a nation of believers, and
together we are srengthened and susained by the power of prayer. (Applause.)
As we gather for this tremendous event, our hearts remain sad and heavy for the victims of the
horrifc mass murder las week in Las Vegas. It was an act of pure evil.
But in the wake of such horror, we also witnessed the true character of our nation. A mother
laid on top of her daughter to shield her from gunfre. A husband died to protect his beloved
wife. Strangers rescued srangers, police ofcers — and you saw that, all of those incredible
police ofcers, how brave they were, how great they were running into fre. (Applause.) And
frs responders, they rushed right into danger.
Americans defed evil and hatred with courage and love.
The men and women who risked their lives to save their fellow citizens gave proof to the words
of this scripture: “The light shines in the darkness, and the darkness has not overcome it.”
(Applause)
All of America is praying for the wounded and the grieving, and we will be with them today and
we will be with them forever. (Applause.) Jus want to fnish by saying that — really, and we
undersand it was so horrifc to watch and so terrible — but to those who los the ones they
love: We know that we cannot erase your pain, but we promise to never, ever leave your side.
We are one nation, and we all hurt together, we hope together, and we heal together.
(Applause.)
We also sand with the millions of people who have sufered from the massive fres, which are
right now raging in California, and the catasrophic hurricanes along the Gulf Coas, in Puerto
Rico, the U.S. Virgin Islands. And I will tell you, I left Texas, and I left Florida, and I left Louisiana,
and I went to Puerto Rico, and I met with the president [governor] of the Virgin Islands.
These are people that are incredible people. They’ve sufered gravely, and we’ll be there.
We’re going to be there. We have, really — it’s not even a quesion of a choice. We don’t
even want a choice. We’re going to be there as Americans, and we love those people and what
they’ve gone through. And they’re all healing, and their sates and territories are healing, and
they’re healing rapidly.

https://www.whitehouse.gov/briefings-statements/remarks-president-trump-2017-values-voter-summit/[8/13/2020 11:56:06 AM]

Remarks by President Trump at the 2017 Values Voter Summit | The White House

Case 1:18-cv-02364-DKC Document 108-2 Filed 08/13/20 Page 27 of 287

In the wake of the terrible tragedies of the pas several weeks, the American people have
responded with goodness and generosity, and bravery. You’ve seen it. The heroism of

everyday citizens reminds us that the true srength of our nation is found in the hearts and souls
of our people.
When America is unifed, no force on Earth can break us apart. (Applause.) We love our
families. We love our neighbors. We love our country. Everyone here today is brought
together by the same shared and timeless values. We cherish the sacred dignity of every
human life. (Applause.)
We believe in srong families and safe communities. We honor the dignity of work. (Applause.)
We defend our Consitution. We protect religious liberty. (Applause.) We treasure our
freedom. We are proud of our hisory. We support the rule of law and the incredible men and
women of law enforcement. (Applause.) We celebrate our heroes, and we salute every
American who wears the uniform. (Applause.)
We respect our great American fag. (Applause.) Thank you. Thank you. Thank you.
And we sand united behind the cusoms, beliefs and traditions that defne who we are as a
nation and as a people.
George Washington said that “religion and morality are indispensable” to America’s happiness,
really, prosperity and totally to its success. It is our faith and our values that inspires us to give
with charity, to act with courage, and to sacrifce for what we know is right.
The American Founders invoked our Creator four times in the Declaration of Independence —
four times. (Applause.) How times have changed. But you know what, now they’re changing
back again. Jus remember that. (Applause.)
Benjamin Franklin reminded his colleagues at the Consitutional Convention to begin by bowing
their heads in prayer.
Religious liberty is enshrined in the very frs amendment of the Bill of Rights. And we all pledge
allegiance to — very, very beautifully — “one nation under God.” (Applause.)

https://www.whitehouse.gov/briefings-statements/remarks-president-trump-2017-values-voter-summit/[8/13/2020 11:56:06 AM]
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This is America’s heritage, a country that never forgets that we are all — all, every one of us —
made by the same God in Heaven. (Applause.)
When I came to speak with you las year, I made you a promise. Well, one of the promises I
made you was that I’d come back. See? (Applause.) And I don’t even need your vote this
year, right? That’s even nicer. (Laughter.)
But I pledged that, in a Trump adminisration, our nation’s religious heritage would be
cherished, protected, and defended like you have never seen before. That’s what’s happening.
That’s what’s happening. You see it every day. You’re reading it.
So this morning I am honored and thrilled to return as the frs sitting President to address this
incredible gathering of friends — so many friends. (Applause.) So many friends. And I’ll ask
Tony and all our people that do such a great job in putting this event together — can I take
next year of or not? (Laughter.) Or do I have to be back? I don’t know.
AUDIENCE: No!
THE PRESIDENT: He’s saying — they’re saying no. Lawana is saying no. That’s means no.
(Laughter.)
So I’m here to thank you for your support and to share with you how we are delivering on that
promise, defending our shared values, and in so doing, how we are renewing the America we
love.
In the las 10 months, we have followed through on one promise after another. (Applause.) I
didn’t have a schedule, but if I did have a schedule, I would say we are subsantially ahead of
schedule. (Applause.)
Some of those promises are to support and defend the Consitution. I appointed and
confrmed a Supreme Court Jusice in the mold of the late, great Jusice Antonin Scalia, the
newes member of the Supreme Court, Jusice Neil Gorsuch. (Applause.)
To protect the unborn, I have reinsated a policy frs put in place by President Ronald Reagan,
the Mexico City Policy. (Applause.) To protect religious liberty, including protecting groups like
https://www.whitehouse.gov/briefings-statements/remarks-president-trump-2017-values-voter-summit/[8/13/2020 11:56:06 AM]
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this one, I signed a new executive action in a beautiful ceremony at the White House on our
National Day of Prayer — (applause) — which day we made ofcial. (Applause.)

Among many hisoric seps, the executive order followed through on one of my mos important
campaign promises to so many of you: to prevent the horrendous Johnson Amendment from
interfering with your Firs Amendment rights. (Applause.) Thank you. We will not allow
government workers to censor sermons or target our pasors or our minisers or rabbis. These
are the people we want to hear from, and they’re not going to be silenced any longer.
(Applause.)
Jus las week, based on this executive action, the Department of Jusice issued a new guidance
to all federal agencies to ensure that no religious group is ever targeted under my
adminisration. It won’t happen. (Applause.)
We have also taken action to protect the conscience rights of groups like the Little Sisers of the
Poor. You know what they went through. (Applause.) What they went through — they were
going through hell. And then all of the sudden they won. They said, how did that happen?
(Laughter.)
We want to really point out that the Little Sisers of the Poor and other people of faith, they live
by a beautiful calling, and we will not let bureaucrats take away that calling or take away their
rights. (Applause.)
We are sopping cold the attacks on Judeo-Chrisian values. (Applause.) Thank you. Thank you
very much. And something I’ve said so much during the las two years, but I’ll say it again as we
approach the end of the year. You know, we’re getting near that beautiful Chrismas season
that people don’t talk about anymore. (Laughter.) They don’t use the word “Chrismas”
because it’s not politically correct. You go to department sores, and they’ll say, “Happy New
Year” and they’ll say other things. And it will be red, they’ll have it painted, but they don’t say
it. Well, guess what? We’re saying “Merry Chrismas” again. (Applause.)
And as a Chrismas gift to all of our hardworking families, we hope Congress will pass massive
tax cuts for the American people. (Applause.) That includes increasing the child tax credit and
expanding it to eliminate the marriage penalty. (Applause.) Because we know that the
American family is the true bedrock of American life. So true. (Applause.) This is such an
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exciting event because we are really working very hard, and hopefully Congress will come
through.
You saw what we did yeserday with respect to healthcare. It’s sep by sep by sep.

(Applause.) And that was a very big sep yeserday. Another big sep was taken the day before
yeserday. And one by one it’s going to come down, and we’re going to have great healthcare
in our country. We’re going to have great healthcare in our country. (Applause.) We’re taking
a little diferent route than we had hoped, because getting Congress — they forgot what their
pledges were. (Laughter.) So we’re going a little diferent route. But you know what? In the
end, it’s going to be jus as efective, and maybe it will even be better. (Applause.)
For too long, politicians have tried to centralize the authority among the hands of a small few in
our nation’s capital. Bureaucrats think they can run your lives, overrule your values, meddle in
your faith, and tell you how to live, what to say, and how to pray. But we know that parents, not
bureaucrats, know bes how to raise their children and create a thriving society. (Applause.)
We know that faith and prayer, not federal regulation — and, by the way, we are cutting
regulations at a clip that nobody has ever seen before. Nobody. (Applause.) In nine months,
we have cut more regulation than any President has cut during their term in ofce. So we are
doing the job. (Applause.) And that is one of the major reasons, in addition to the enthusiasm
for manufacturing and business and jobs — and the jobs are coming back.
That’s one of the major reasons — regulation, what we’ve done — that the sock market has
jus hit an all-time hisoric high. (Applause.) That jus on the public markets we’ve made, since
Election Day, $5.2 trillion in value. Think of that: $5.2 trillion. (Applause.) And as you’ve seen,
the level of enthusiasm is the highes it’s ever been, and we have a 17-year low in
unemployment. So we’re doing, really, some work. (Applause.)
We know that it’s the family and the church, not government ofcials, that know bes how to
create srong and loving communities. (Applause.) And above all else, we know this: In
America, we don’t worship government — we worship God. (Applause.) Inspired by that
conviction, we are returning moral clarity to our view of the world and the many grave
challenges we face.
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This afternoon, in a little while, I’ll be giving a speech on Iran, a terroris nation like few others.
And I think you’re going to fnd it very interesing. (Applause.)
Yeserday, things happened with Pakisan, and I have openly said Pakisan took tremendous
advantage of our country for many years, but we’re sarting to have a real relationship with
Pakisan and they’re sarting to respect us as a nation again, and so are other nations. They’re
sarting to respect the United States of America again, and I appreciate that. (Applause.) And I
want to thank the leaders of Pakisan for what they’ve been doing.
In this adminisration, we will call evil by its name. (Applause.) We sand with our friends and
allies, we forge new partnerships in pursuit of peace, and we take decisive action agains those
who would threaten our people with harm. (Applause.) And we will be decisive — because we
know that the frs duty of government is to serve its citizens. We are defending our borders,
protecting our workers, and enforcing our laws. You see it every single day like you haven’t
seen it in many, many years — if you’ve seen it at all. (Applause.)
In protecting America’s interess abroad, we will always support our cherished friend and
partner, the State of Israel. (Applause.) We will confront the dangers that imperil our nation,
our allies, and the world, including the threat of radical Islamic terrorism. (Applause.)
We have made great srides agains ISIS — tremendous srides. I don’t know if you’ve seen
what’s going on, but tremendous srides agains ISIS. They never got hit like this before.
(Laughter.)
AUDIENCE MEMBER: (Inaudible.)
THE PRESIDENT: Stand up. Stand up. Let me see — he’s a rough guy. I can see it.
But they’ve been jus ruthless and they’ve ruthlessly slaughtered innocent Chrisians, along with
the vicious killing of innocent Muslims and other religious minorities. And we’ve made their
lives very, very difcult — believe me. (Applause.)
We’ve done more agains ISIS in nine months than the previous adminisration has done during
its whole adminisration — by far, by far. (Applause.) And ISIS is now being dealt one defeat
after another. We are confronting rogue regimes from Iran to North Korea, and we are
challenging the communis dictatorship of Cuba and the socialis oppression of Venezuela. And
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we will not lift the sanctions on these repressive regimes until they resore political and religious
freedom for their people. (Applause.)
All of these bad actors share a common enemy, the one force they cannot sop, the force deep
within our souls, and that is the power of hope. That is why, in addition to our great military
might, our enemies truly fear the United States. Because our people never lose faith, never give
in, and always hope for a better tomorrow.
Las week, Melania and I were reminded of this in a powerful way when we traveled to Las
Vegas. We visited a hospital where some of the survivors were recovering from absolutely
horrifc wounds. We met a young man named Brady Cook. He’s 22 and a brand-new police
ofcer. That night was Brady’s second day in feld training — his second day as a policeman,
can you believe that? But when the shooting began, he did not hesitate. He acted with
incredible courage, rushing into the hail of bullets, and he was badly shot in the shoulder.
This is what Brady said: “I didn’t expect it, but it’s what I signed up for. When suf goes down, I
want to be there to face evil and to protect the good, innocent people that need it.” And here’s
a young guy, great guy — and second day. I said, Brady, don’t worry about it, it’s going to be
easier from here. (Laughter and applause.) Brady is a hero, and he can’t wait to get back on
the job.
Several weeks before, when Hurricane Harvey hit Houson, a local furniture soreowner, who’s
known in Texas as “Mattress Mack,” decided he had to help. When the rain began to food the
sreets of the city, he sent out his furniture trucks to rescue the sranded. He brought them back
to his sores, and gave them food and a clean, dry place to say, even if it meant ruining
countless dollars’ worth of furniture.
As “Mattress Mack” put it, “My faith defnes me, it’s who I am.” “We can aford [the cos]…what
we can’t aford” — we can’t — and he said this very srongly, “what we can’t aford is to cause
people to lose hope.”
In Brady and Mack, we see the srength of the American spirit. This spirit of courage and
compassion is all around us, every day. It is the heartbeat of our great nation. And despite
certain coverage, that beat is sronger than it’s ever been before. You see right through it.
(Applause.) That beat is sronger than it’s ever been.
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We see this spirit in the men and women who selfessly enlis in our armed forces and, really,
who go out and risk their lives for God and for country. And we see it in the mothers and the
fathers who get up at the crack of dawn; they work two jobs and sometimes three jobs. They
sacrifce every day for the furniture and — future of their children. They have to go out. They
go out. They work. The future of their children is everything to them. They put it before
everything. And they make sure that the future of their children has God involved in it. So
important to them. (Applause.)
We see it in the church communities that come together to care for one another, to pray for
each other, and to sand srong with each other in times of need.
The people who grace our lives, and fll our homes, and build our communities are the true
srength of our nation, and the greates hope for a better tomorrow.
As long as we have pride in our country, confdence in our future, and faith in our God, then
America will prevail.
We will defeat every evil, overcome every threat, and meet every single challenge. We will
defend our faith and protect our traditions. We will fnd the bes in each other and in
ourselves. We will pass on the blessings of liberty, and the glories of God, to our children. Our
values will endure, our nation will thrive, our citizens will fourish, and our freedom will triumph.
Thank you to the Value Voter Summit. Such an incredible group of people you are. Thank you
to all of the faithful here today. And thank you to the people of faith all across our nation and
all over the world.
May God bless you. May God bless the United States of America. Thank you very much,
everybody. (Applause.)
END
10:51 A.M. EDT
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THE PRESIDENT: Thank you very much, everybody. I really appreciate it. This is — to me, this
is a very important moment, a very important day. Been looking forward to this for a long time,
along with Senator Ron Johnson. And I will tell you, we worked hard on this. I never
undersood why it was hard.
They’ve been trying to have it passed for years. I never undersood why. Because I’d see
people — friends of mine, and other people I’d read about, where they’d travel all over the
world looking for a cure. And we have the bes medical people in the world, but we have trials
and we long time — 12 years, 15 years. Even when things look really promising, so many years.
And I never undersood why they didn’t do this. And we worked very hard.
And I want to thank Vice President Pence for helping us so much. Mike was in there, and I’d
say, “Mike, how we doing? We got to get it approved.” And he was — he was really working
it. And in my State of the Union Address, four months ago, I called on Congress to pass Right
to Try. It’s such a great name. Some bills, they don’t have a good name. (Laughter.) Okay?
They really don’t. But this is such a great name, from the frs day I heard it. It’s so perfect.
Right to Try.
And a lot of that trying is going to be successful. I really believe that. I really believe it.
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So we did it. And we went through the Senate, we went through the House. The House had a
bill. The Senate had a bill. We’d go and mesh them together. We got to go back and take
votes. And I said, do me a favor — tell me, which is the better bill for the people? Not for the
insurance company, not for the pharmaceutical companies. I don’t care about them. I really
don’t. I couldn’t care less. (Applause.)
And that’s the bill I — I won’t tell you which one. But I took the one that was — (laughter) —
they said one in particular was great for the people. Not so good for the others, but great for
the people. We don’t care about the others right now. And it’s giving terminally ill patients the
right to try experimental lifesaving treatments. And some of these treatments are so promising.
And we’re moving that timeline way up anyway, beyond this. We’re moving it way up. But it’s
sill a process that takes years. Now it takes up to 15 years; even 20 years, some of these
treatments are going. But for many years, patients, advocates, and lawmakers have fought for
this fundamental freedom. And as I said, incredibly, they couldn’t get it. And there were
reasons. A lot of it was business. A lot of it was pharmaceuticals. A lot of it was insurance. A
lot of it was liability. I said, so you take care of that suf. And that’s what we did.
Today I’m proud to keep another promise to the American people as I sign the Right to Try
legislation into law. (Applause.)
Right? (Speaks to participant on sage.) You’re so beautiful. So beautiful.
If I looked like that, I would have been President 10 years earlier. (Laughter.) If I had that face, if
I had that head of hair, I would have been President so long ago. (Laughter.) That’s great.
So I want to thank a couple of people. Secretary Azar is here. Where’s the Secretary?
Secretary? Please sand up. You have worked so hard on this. (Applause.) Thank you very
much. You’ve really done a great job. And we’re going to have another exciting news
conference over the next, what, three weeks? Four weeks? Two weeks? What do you think?
On healthcare. We’re going to have great healthcare. We’ll get rid of the individual mandate.
Without that, we couldn’t be doing what we’re doing in a few weeks. We’re going to have
great, inexpensive, but really good healthcare.
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And we have two plans coming out. We also have, through our great Secretary of Labor, we

have a great plan coming out, and that’s through associations. We’re going to have two plans
coming out. For the mos part, we will have gotten rid of a majority of Obamacare. Gotten
tremendous — (applause) — yeah. Could have had it done a little bit easier, but somebody
decided not to vote for it, so it’s one of those things.
I want to thank Secretary Azar, and I want to thank Commissioner Gottlieb. Where’s Scott?
Scott, sand up. (Applause.) Ooh, I like those — I like those socks, Scott. And, Scott, let me ask
you. So it takes years and years to get this approved, right? You’re bringing down — beyond
this, you’re bringing down that period of time. What is the average time now it takes for, you
know, a major medicine or cure? What’s the average time it takes to go through the sysem
and get an approval?
COMMISSIONER GOTTLIEB: Depends on the medicine. Probably three to seven years.
THE PRESIDENT: Three to seven. And some go long over 10, right?
COMMISSIONER GOTTLIEB: Some can go much longer.
THE PRESIDENT: And you’re bringing that down? You’re trying to bring that down? You know,
for safety. Very good. And you, in particular, you’re very happy with this. Aren’t you?
COMMISSIONER GOTTLIEB: We are.
THE PRESIDENT: You have a lot of good things in the wings that, frankly, if you moved them
up, a lot of people would have a great shot. Right?
COMMISSIONER GOTTLIEB: We’re trying to get (inaudible), Mr. President, under your
leadership.
THE PRESIDENT: Right. That’s fantasic. Well, thank you, Scott. We’re very proud of the job
you’re doing.
We’re also working very hard in getting the cos of medicine down. And I think people are
going to see, for the frs time ever in this country, a major drop in the cos of prescription
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drugs. Right? (Applause.) And, Mr. Secretary, that’s already happening. Right? That’s already
happening. You were telling me yeserday that we’re seeing a big — a tremendous
improvement. And you’re going to have some big news. I think we’re going to have some big
— some of the big drug companies in two weeks. And they’re going to announce — because
of what we did, they’re going to announce voluntary massive drops in prices. So that’s great.
That’s going to be a fantasic thing.
You know, we’re working on some really great things. Aren’t we? When you think about it.
Ron, pretty good. Huh? We could do some of those — healthcare, drug prices. But this is the
baby. Right now.
We would not be here today without the tireless eforts of dedicated members of Congress.
That’s so true. I want to especially thank Senator Ron Johnson — sand up please, Ron —
(applause) — for his tremendous leadership. You know, I jus tell you, he doesn’t sop. He
doesn’t give up. You know, it’s good. It’s good for all of us. This guy, Ron, very capable, very
— he jus doesn’t give up. So when we sarted working, I knew this was going to happen.
I also want to thank Senator Donnelly. Senator Donnelly, thank you very much. That’s really
great. Appreciate it. Thank you. Thank you. (Applause.) A fantasic young gentleman, Brian
Fitzpatrick of Pennsylvania. Brian, congratulations. And I know how hard you work, Brian.
(Applause.) And Dr. Michael Burgess. Do you like being called “Doctor” or “Congressman”? I
think “Doctor” is better. I like “Doctor.” (Laughs.) So we’ll call him Doctor. (Applause.) Thank
you, Michael, very much. Great job. You worked — I know how hard everybody worked, and I
really appreciate it. Everybody appreciates it. The country appreciates it. Because nobody
undersood why this wasn’t happening. You know, they’ve been talking about this for how
long, Ron? Twenty-fve years?
SENATOR JOHNSON: A long time.
THE PRESIDENT: A long time. A lot of talk. Politicians. It’s a lot of talk.
I also want to thank Energy and Commerce Committee Chairman Greg Walden, who’s not
here. But he really worked hard with us. He really did. (Applause.) And thanks, as well, to sate
and local ofcials here today who fought for this important cause. They fought so hard, so
many of them. I want to thank you for the incredible work that you’ve done on behalf of these
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and all wonderful Americans. I mean, anybody can be there someday. Anybody can be there.
Could you all sand up — the sate, local people that worked so hard on this? Because you
really have been — thank you. Yep. Thank you, fellas. (Applause.) Couldn’t have done it
without the sate and local, and I appreciate it. Really great job. Thank you.
Mos of all, we’re honored to be joined by several brave Americans for whom this bill is named.
Matthew Bellina, who is battling ALS, and his incredible wife Caitlin. Matthew. Right?
(Applause.) Thank you. Thank you. Laura McLinn and her son, Jordan, who is battling
muscular dysrophy. Some good answers. (Applause.) That’s so great. Thanks. Thanks for
being with us, Jordan. We’re going to have some good answers for you. (Laughter.) Matthew,
you’re going to be happy. You are happy. Frank Mongiello, who’s battling ALS, and who’s
joined by his wife, Marylin, and their six children. Wow. That’s fantasic. That’s fantasic.
(Applause.) Thank you. Six children. And fnally, I want to thank for being here and introduce
Tim Wendler, who tragically los his wife Trickett to ALS, and joined also by their three children.
So, Tim, thank you very much. Thank you, Tim. (Applause.)
I want to thank you all for being here. You have extraordinary courage, determination, and
love. You have love. Real love. And thanks to you, the countless American lives will ultimately
be saved. We will be saving — I don’t even want to say thousands, because I think it’s going to
be much more — thousands and thousands, hundreds of thousands. We’re going to be saving
tremendous numbers of lives. And it’s so great that you’re up here with us and that we’re all on
this front line together.
Each year, thousands of terminally ill patients sufer while waiting for new and experimental
drugs to receive fnal FDA approval. It takes a long time, and the time is coming down. While
we were sreamlining and doing a lot of sreamlining, the current FDA approval process can
take, as Scott jus said, many years — many, many years. And for countless patients, time, it’s
not what they have. They don’t have an abundance of time.
With the Right to Try law I’m signing today, patients with life-threatening illnesses will fnally
have access to experimental treatments that could improve or even cure their conditions.
These are experimental treatments and products that have shown great promise, and we
weren’t able to use them before. Now we can use them. And oftentimes they’re going to be
very successful. It’s an incredible thing.
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The Right to Try also ofers new hope for those who either don’t qualify for clinical trials or who
have exhaused all available treatment options. There were no options, but now you have
hope. You really have hope.
Matthew Bellina, who is here with us, is jus one example of many Americans who today has
new cause for hope. Due to the late progression of Matt’s ALS, he doesn’t qualify for any
clinical trials in the United States. He wouldn’t qualify; couldn’t do it. They tried; he didn’t
qualify.
Despite his limited mobility and budget, he was planning on traveling thousands of miles away,
to Israel, to receive a treatment that is sill awaiting FDA approval in America. No one in Matt’s
position should ever have to travel from our great country to another continent or another
country to receive a treatment.
Now, with the passage of this bill, Americans will be able to seek cures right here at home, close
to their family and their loved ones. We are fnally giving these wonderful Americans the right
to try. So important. (Applause.)
America has always been a nation of fghters who never give up. Right? We never give up,
ever. Right? Never give up. We’re fghters, like the amazing patients and families here today.
Now, as I proudly sign — and this is very personal for me. But as I proudly sign this bill,
thousands of terminally ill Americans will fnally have the help, the hope, and the fghting chance
— and I think it’s going to be better than chance — that they will be cured, that they will be
helped, that they’ll be able to be with their families for a long time or maybe jus for a longer
time. But we’re able to give them the absolute bes, as to what we have at this current moment,
at this current second. And now, we’re going to help a lot of people. We’re going to help a lot
of people.
So it’s an honor to be signing this. And if I might, I think I’ll present — I think I have to do this,
Ron. I have to present this good-looking guy with the frs pen. Is that okay? You don’t mind,
right? Okay, good. I’m going to do that. (Applause.)
(The bill is signed.) (Applause.)
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Q

You’ve got a great crowd here.

THE PRESIDENT: Nice audience. Nice crowd. (Applause.)
Q

Terrifc crowd here tonight. Thank you so much, everybody.

Q

We’d love to get to a lot of quesions tonight, and there are a lot of good quesions

from residents here in Scranton who want to talk about big issues.
Q

So we’re going to jump right in with the frs quesioner from our audience. Thank you

again, Mr. President, for being here tonight.
THE PRESIDENT: Thank you. Thank you very much.
Q

Catherine Pugh (ph) is joining us. She is an undecided voter and she has a quesion for
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President Trump. Catherine?
AUDIENCE MEMBER: Mr. President, at the outset of the coronavirus, your adminisration’s
response seemed to some as being confusing or minimizing. What plans are being
considered on a federal level for the possibility of a long-term disruption from the novel
coronavirus?
THE PRESIDENT: Well, actually, we were giving — I think really given tremendous marks —
if you look at Gallup poll, you look at other polls — for the way we’ve handled it.
And one of the things I did is I closed down the borders to China and to other areas that
are very badly afected and really having a lot of troubles — I mean, countries and areas of
countries that have had a lot of problem. And I closed them down very early, agains the
advice of almos everybody, and we’ve been given rave reviews.
And that’s why we have only, right now, 11 — it’s a lot of people, but it’s sill 11 people —
versus tremendous numbers of thousands of people that have died all over the world. We
have 11. We have 149 cases, as of this moment. This morning, it was 129. And I jus see —
right now it’s about 149 cases. There are 100,000 cases all over the world.
So we were really given tremendous marks for having made the decision. That was a
decision I made to close down the border so that people from China, where we take in
thousands and thousands of people a day, they sopped coming in very early — weeks
ahead of where they normally would have been sopped.
Q

Mr. President, you said you want to take politics out of dealing with this crisis. But in

the White House yeserday, you said that — about the tesing kits and the delay, you
blamed President Obama.
THE PRESIDENT: Well, I don’t blame anybody. I want to get everybody to undersand: They
made some decisions which were not good decisions. We inherited decisions that they
made, and that’s fne. We undid —
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As far as regulations?

THE PRESIDENT: Yes. We undid some of the regulations that were made that made it very
difcult, but I’m not blaming anybody. It jus seems that the Democrats — some of them, I
mus say — and you know it better than anybody, Bret — it’s become much better. But
some of the Democrats have said, no matter what — if we found a cure and everybody is
better tomorrow morning at nine o’clock, they would say, “He’s done a terrible job.” It’s jus
automatic. “How is the President doing?” “Oh, terrible, terrible.” They don’t mean it. And
we’ve done a great job.
Again, we’ve gotten the highes poll numbers of anybody for this kind of a thing. And it’s —
and the other thing: I’m working with phenomenal people, with CDC and all of the people
involved. Mike Pence is doing a fantasic job. I mean, Mike Pence is working 20 hours a day
or more on this and really doing a fantasic job.
Q

I guess the critics say that: Why wait until the tesing issue became a crisis before

dealing with it? If you want to change the regulations, want to change them — either when
you took ofce or when you frs learned of the virus in January. For example, South Korea
really got their act together right away. That’s what they said.
THE PRESIDENT: Well, you know, when you say “take ofce,” we jus learned about this a
very short while ago.
Q

Sure, or when you learned about the virus —

THE PRESIDENT: I know, but we’re not going to be thinking — I’m thinking about a lot of
other things too, like trade and millions of other things. I mean, we are doing some job with
the economy. So I’m not thinking about this.
But as soon as I heard that China had a problem, I said, “What’s going on with China? How
many people are coming in?” Nobody but me asked that quesion. And you know better
than — again, you know — you both know that I closed the borders very early.

https://www.whitehouse.gov/briefings-statements/remarks-president-trump-fox-news-town-hall-scranton-pa/[8/13/2020 11:56:58 AM]

Remarks by President Trump at a Fox News Town Hall | Scranton, PA | The White House

Q

Case 1:18-cv-02364-DKC Document 108-2 Filed 08/13/20 Page 47 of 287
And you were getting applause for that.

THE PRESIDENT: We’ve been given A-pluses for that. You know, it saved a lot of lives.
Q

But I’m jus talking about tesing — the tesing kits.

THE PRESIDENT: Well, the tesing, we did it — as soon as we found out that it was a
problem, we did it. It’s not the kind of thing you say, “Gee, I jus got elected. Let’s do some
tesing on this.” They had some bad decisions. Some bad decisions were made. We
corrected those decisions.
Q

So, obviously, you care a lot about the economy, and we are seeing some impacts. It’s

kind of surprising how many conferences are being shut down and meetings are being
canceled and fights. A lot of fights have been canceled. Even the James Bond movie,
they’re delaying because of coronavirus.
I’m wondering what you think is the long-term — you know, over the course of the year.
Wall Street says that they don’t expect U.S. companies to have any growth in 2020, which is
pretty surprising. What’s the impact on the economy and also, potentially, on your
reelection?
THE PRESIDENT: Well, I think people are viewing us as having done a very good job. What
we have to do is do a very professional job. Nobody is blaming us for the virus. Nobody. I
mean, I haven’t heard that, even from some of the so-called enemies or whatever you want
to call them. They’re not blaming us.
This sarted in China. How it sarted, there’s quesion — but thousands and thousands of
cases in China. And it infltrated to almos 100 countries right now.
Q

But I’m not talking about the handling of it —

THE PRESIDENT: Nobody is blaming me.
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Excuse me. I don’t mean to interrupt, but I’m jus asking about — you know, in terms

of things you can’t control — right? — the impact on the economy and that potentially, you
know, that could — if people feel like the economy is turning around, that that could be an
election issue as you go into it.
THE PRESIDENT: Well, look, we were set to hit 30,000 on the Dow. This is a number that
nobody ever even came close to, and already, we have the number. And even though it’s
down 10 or 11 percent, it’s sill the highes it’s ever been by far. It certainly might have an
impact.
At the same time, I have to say, people are now saying in the United States, spending their
money in the U.S., and I like that. You know, I’ve been after that for a long time. You know
that. I’ve been saying, “Let’s say in the U.S. Spend your money here.” And they’re doing
that. They’ve sort of been forced doing that.
We met with the airline companies yeserday. They’re doing a fantasic job. And they’re jus
not fying to areas that have a big problem.
So, it’s going to all work out. Everybody has to be calm. It’s all going to work out.
Q

But to Catherine’s original quesion, there is a long-term plan, if it lass longer than you

think.
THE PRESIDENT: Sure. We could have a very long-term plan. We hope that doesn’t
happen, but we’re — we have plans for every single possibility, and I think that’s what we
have to do. We hope it doesn’t las too long.
Q

We want to get to audience quesions. Robert is a Trump supporter. He does have a

quesion about rhetoric here in the campaign. Robert?
AUDIENCE MEMBER: Mr. President, thank you so much for returning back to northeasern
Pennsylvania.
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THE PRESIDENT: Good. Thank you.
AUDIENCE MEMBER: I’ve been a big supporter of you for the duration.
THE PRESIDENT: Thank you.
AUDIENCE MEMBER: And thank you for everything that you’ve done for this country and
continue to do for this country.
THE PRESIDENT: Thank you very much.
AUDIENCE MEMBER: Unfortunately, insult politics have become a saple of this political
environment.
THE PRESIDENT: Yeah.
AUDIENCE MEMBER: Joe Biden has suggesed to take you out back behind the gym and
fght you. Maxine Waters has a — has a “low IQ.” Could there be a way that we can deliver
your message without the controversial rhetoric and eforts to reunite this country during
these divisive times?
THE PRESIDENT: Well, I have to tell you, I think — I appreciate the quesion. I think the
country is far more united than people think.
And, ultimately, what’s uniting the country is success. And we’re having more success than
we’ve ever had. We got hit with the virus, really, three weeks ago, if you think about it, I
guess. That’s when we frs sarted, really, to see, you know, some possible efects.
But even despite that, the country — we are having the greates year. We had — las year
was the greates year we’ve ever had, economically. And I think the way we unite is really
through success.
But when they hit us, we have to hit back. I feel that. I mean, there’s two ways of doing it:
turning your cheek — but I wouldn’t be sitting up here if I turned my cheek. If I said, “Okay,
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let them jus keep hitting at me, and I won’t do it. They’re not interviewing me right now;
they’re interviewing somebody else.” Maybe they won’t even be doing that, because if they
don’t get ratings, they don’t interview anybody. That I’ve learned from — (laughter).
But you know what? You can’t turn your cheek. I mean, we get hit — (applause). Thank
you. We get hit so hard, and we have a media that is — you know, I say, to a large extent,
it’s a part of the Democrat Party. It really is. It’s terrible. It’s unfair. I call it “fake news.” I’ve
used that, and people are using that, I guess, all over the world right now. And that’s the
way it is.
We have to fght back. If we don’t fght back, you won’t be a fan of mine very long. But I
appreciate the quesion. Thank you. (Applause.)
Q

Speaking of rhetoric, I want you to — to ask you to lisen to this.

(A video clip is played.)
SENATOR SCHUMER: I want to tell you, Gorsuch. I want to tell you, Kavanaugh. You have
released the whirlwind, and you will pay the price. (Applause.)
(A second video clip is played.)
SENATOR SCHUMER: Now, I should not have used the words I used yeserday. They didn’t
come out the way I intended to.
(Video clip concludes.)
Q

So, going over some of that response to all of that, President Trump, some of your

critics are saying, “Well, you know, President Trump has also gone after liberal judges and
that Chuck Schumer” —
THE PRESIDENT: You mean they’re blaming me for Schumer?
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No. Well, they’re saying that, you know — (laughter) — that he came out —

(applause).
THE PRESIDENT: Why not? Why not?
Q

So, he made sort of an apology there. Do you ever — do you think that you should

make any apology for your — what you’ve said about liberal judges, or not?
THE PRESIDENT: Well, look, I mean, we had a jusice come out and criticize me badly. And
I jus responded to what she said. I had it twice. And when you look at — I had a very
harsh criticism, as you know: Jusice Ginsburg. During the — jus before a debate during
the election, as I was getting elected, she came out — she had to apologize. It was a
terrible thing she said. She should have never been allowed to say it.
But if they say something to me, I’m not allowed to say back. You had another jusice say
something that was somewhat derogatory, and all I did was respond.
But I didn’t respond like Schumer. Schumer — that was a physical thing, in my opinion.
You know, he tried to say, “Oh, well, that has to do with the election.” That had nothing to
do with the election, the way he said we’re going to hit back like you’ve never seen before.
That was a real intimidation.
And the bes you can say is they’re trying to intimidate so that the judges vote — so the
jusices vote their way. That’s no good either. But that was a physical — that was really — if
a Republican did what Schumer did, they’d be in jail right now. (Applause.) (Inaudible.) It’s
true.
Q

Mr. President, jus to follow up on that really quickly: Chief Jusice Roberts obviously put

out a satement and really rebuked Senator Schumer for those words. The las time he put
out one of these rare satements, it was about you and the federal judge that you called an
“Obama judge.” So to Martha’s quesion, is there something about apologies on both sides
when dealing with jusices or judges?
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THE PRESIDENT: Well, look, I have to sate the facts. I’m not threatening anybody
physically. But if we have an Obama judge, we don’t do very well.
Now, we’ve appointed 220 federal judges — the mos, I think, in hisory. It’s a record.
(Applause.) It’s a record. Because — because, number one, Mitch McConnell did a great
job and the Republicans did a great job.
But the bottom line is, President Obama gave me 142 openings when I frs got there.
Normally, you would have — there’s never been anything like that. Normally, you’d have
no opening.
Now, do you say he’s a great President? The mos important thing you have to do, I say, is
the military, but a lot of people say it’s judges and jusices of the Supreme Court.
President Obama gave us 142. It’s unheard of. If you have one, it’s like you got lucky. Had
142. We’re up to 220 federal judges and court of appeals judges, two Supreme Court
jusices. I mean, it’s incredible.
But we were going — if you go to the Ninth Circuit, if you go certain places, it’s almos
impossible to win.
So I was surprised at Jusice Roberts. And I have a lot of respect for him. I like him
personally. I have a lot of respect. But I think that could have been left unsaid, because a
lot of people, a lot of very top legal minds disagreed with him when he said it. Now, I’m jus
talking about the facts. I’m talking about, sort of, the facts of life. That’s the way it is.
Q

All right. Well let’s get back to our quesions. Our next quesion is from David Hines

(ph). He’s a Democrat who decided to vote for you in 2016.
THE PRESIDENT: Good.
AUDIENCE MEMBER: Mr. President, welcome back to Scranton.
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THE PRESIDENT: Thank you, David.
AUDIENCE MEMBER: Everyone supports protecting the environment, but the EPA seems
too focused on complex regulations, fnes, fees, and lawsuits. What can you do to lead the
EPA to focus more on proactive compliance, insead of punitive enforcement to protect the
environment?
THE PRESIDENT: David, I love the quesion, because our EPA is much diferent. We’re very
tough, but we get things done and we’re taking regulations of like nobody has ever seen.
And I say very simply: I want to have the cleanes air on the planet. I want to have the mos
crysal clear, beautiful water on the planet. And our conditions now are much better than
they were three years ago.
But you know very well, David, because you’re into the world of regulation, I think it was
maybe one of the bigges things we’ve done. I’ve cut regulations more than any President,
whether they have eight years, four years, or in one case, quite a bit more than eight years.
I cut more than any other President in the hisory of our country, and I did it in less than
three years. So it’s a great quesion.
The EPA was — this is why: I was able to get the country going because so many jobs were
sopped by not only EPA, so many other agencies, where you’d have to go get 11 diferent
permits for essentially the same thing.
I opened up LNG plants in Louisiana where they were for years — for 10, 12, 14 years and
longer — trying to get permits. They couldn’t get permits. I got them built: a 10-billiondollar plant in Louisiana; the Keysone XL pipeline. I gave it — in my frs week, I got
approval. The Dakota Access Pipeline — I got the approval. Forty-eight thousand jobs.
And, frankly, it’s more environmentally — you know, it’s better than having a train going up
and down tracks, and you don’t know what happens with the train. Plenty of bad things
happen with those trains. Here, you’re underground — environmentally better.
So I think it’s a great quesion. We’re really — one of the reasons the economy is so srong

https://www.whitehouse.gov/briefings-statements/remarks-president-trump-fox-news-town-hall-scranton-pa/[8/13/2020 11:56:58 AM]

Remarks by President Trump at a Fox News Town Hall | Scranton, PA | The White House

Case 1:18-cv-02364-DKC Document 108-2 Filed 08/13/20 Page 54 of 287
is because of what we did with regulations. If the other side — we’ll call it the “other side,”
afectionately — got in, they would have made regulations much, much tougher. Thank
you.
Q

Well, that’s it. We’re going to —

AUDIENCE MEMBER: President Trump, end the rain tax!
Q

I want to ask him —

AUDIENCE MEMBER: End the rain tax!
Q

I want to ask David, actually, a —

Q

They’re talking about the rain tax here in Pennsylvania.

THE PRESIDENT: Oh.
Q

— follow-up quesion because you are really the typical voter. I think you were a life-

long Democrat who crossed over and voted for President Trump in 2016, in areas like we
are in right now, in Luzerne and Lackawanna County. So, obviously, now Joe Biden or
Bernie Sanders — whoever it is — is going to try to get your vote back. So I’m jus — I’m
curious: Is there anything that — or any issue that they could answer for you that would
change your mind, do you think?
AUDIENCE MEMBER: I’m focused on the economy and on regulation and deregulation.
And I like what’s happened in the country in the las four years. And I’m —
THE PRESIDENT: Thank you.
AUDIENCE MEMBER: — thankful for your eforts, sir.
THE PRESIDENT: Thank you.
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AUDIENCE MEMBER: And I hope we can continue on that. (Applause.)
Q

So the answer is “no.”

Q

So the answer would be “no”? Nothing would change your mind? No, he’s shaking his

head. No, nothing.
THE PRESIDENT: I think they thought you were going to give them a diferent answer, and
that’s why they asked you that quesion.
Q

No, I wanted to hear, because I do think it’s very —

THE PRESIDENT: That sounded like a set-up quesion.
Q

No, no, no.

THE PRESIDENT: But, David, you’re my man. (Laughter.) David is my man.
Q

I wanted — you know what? I (inaudible) too. I said I’m very interesed in this voter —

THE PRESIDENT: No, no, I’m only — I’m only kidding.
Q

— because we want to know what — you know, how voters like you are going to vote

next time around because we love to follow the sory of the movement of the electoral.
And I think it’s fascinating that you, you know, answered as you did.
THE PRESIDENT: Well, Martha, this area of Pennsylvania and Pennsylvania itself has the bes
numbers it’s ever had. It’s got the bes economy it’s ever had. It has the bes
unemployment numbers it’s ever had. And Scranton has the lowes and bes
unemployment numbers they’ve — and employment numbers too — that they’ve ever had,
by far. So, you know, we’re very happy about the job. The people in Pennsylvania, they’re
very happy with the job.
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You know, it was 30 years since a Republican won Pennsylvania, and based on results, I
think we’ll win it again very easily. (Applause.)
Q

Yeah. I mentioned — (applause) — President Trump, I mentioned Joe Biden and

Bernie Sanders because Elizabeth Warren dropped out today, and I want to know what your
reaction to that was.
THE PRESIDENT: Well, look, if she’s a true progressive, which probably she is, she should
have dropped out three days ago. It would have been a whole diferent race. Texas was
close. She got votes. She didn’t do well, but she got a lot of votes — far more than the
diference.
Think about Maine. Maine was almos a tie. They had to wait a day and a half before they
could even call it, it was so close. She, I guess, came in third, and it was, you know, very
disant third, but she got a lot of votes. Maine would have gone to Bern- — I think he
would have gotten everything, right? Bernie Sanders would have won fve, six, seven sates.
Would’ve won Minnesota. Would’ve won, at leas, another two or three sates.
So when you look at it, she did him no favors. That was not a good friendship. We sarted
to see that during the debates, by the way. That one became unhinged.
Q

Yeah.

THE PRESIDENT: But — (laughter) — but, you know, if she would have gone out — she
didn’t even have to endorse him. If she weren’t — if she jus dropped out of the race,
without an endorsement, he would have won a tremendous number of sates that he los.
You know, he los sates by not very much, and she got enough votes that it would have
made a big diference. I think he would be leading by a lot right now had she not been in
the race.
Q

You know, tonight, you’re in the boyhood home, obviously, of Joe Biden, who is sort of

like a phoenix from the ashes in this Democratic race. And tonight, it looks likely that he
could get the Democratic nomination. Now, Democrats insis that you were impeached

https://www.whitehouse.gov/briefings-statements/remarks-president-trump-fox-news-town-hall-scranton-pa/[8/13/2020 11:56:58 AM]

Remarks by President Trump at a Fox News Town Hall | Scranton, PA | The White House

Case 1:18-cv-02364-DKC Document 108-2 Filed 08/13/20 Page 57 of 287
because you were trying to damage Joe Biden. Were you?
THE PRESIDENT: So it was a fake impeachment. (Applause.) We had a hundred — think of
it — and the Republicans in the House — we had a 107 — 196 votes in favor, zero from the
Republicans. Zero agains. We picked up three Democrat votes on top of that. And we
had one Democrat was so angry by it, that he left the party and became a Republican —
which I think is a frs time, because he left a majority it went into a minority. (Applause.)
Van Drew.
And it was a whole fake deal. And everybody knows that. I made a phone call. It was a
perfect phone call. There was nothing wrong with it. And they said, “Let’s impeach.” Now,
the real backsory is, when the phony whisleblower — who’s a total phony — he heard the
call, supposedly — you know, through somebody — through the informant. Do you notice
the way everybody disappeared? Once — thank goodness I had a transcriber. We had
more than one. Thank goodness we had that call transcribed, because the transcripts of the
call revealed that it was a perfect call.
By that time, they were already talking about impeachment. And they were going by a
phony whisleblower rendition of a call that didn’t exis. Jus like Adam Schif — he goes
before Congress, and he sarts talking about eight quid pro quos and “Don’t call me, I’ll call
you.” Well, that’s a mob expression. “Don’t call me…” And everybody saying, “That’s a
terrible call.” He made it up. It was totally made up. And I said, “Oh, good. We’ll sue him.
We’ll take him down.”
And then I fnd out he’s got immunity because he made it in Congress. It should almos be
the opposite. You should almos have to be more hones if you’re in Congress. (Applause.)
Q

Do you think Biden is damaged? Do you think he’s damaged?

THE PRESIDENT: I think — I think that Biden has been damaged, yeah. A lot of people. I
saw a couple of satements — very srong satements — by very respected people, in your
world, saying they aimed at Trump and they took Biden down.
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And, really, that’s what happened, when you think. Because you look at the son: Here’s a
guy, didn’t have a job, who was unfortunately — sadly, the military was a very sad
experience for him. He goes out, he gets $3 million plus $183,000 a month to be a board
member of a company that a lot of people said was corrupt.
Worse — jus as bad — China; I jus made a great China deal. China is paying us billions
and billions of dollars because of what I did to them with tarifs. Billions of dollars. I mean,
to a point where my farmers are in love with me because I took some of that money and
gave it to them. (Applause.)
But his son walks out of China with a billion and a half dollars for a fund. Now, a billion and
a half dollars for fund — meaning he’s going to make hundreds of thousands of dollars a
year, and much more than that.
Q

So you want to face Joe Biden or Bernie Sanders? That’s my quesion. (Laughter.)

THE PRESIDENT: I’ll tell you, I was all set for Bernie, because I thought it was going to
happen. You know, we get ready for things, right? So, mentally, I’m all set for Bernie —
communis — I had everything down. (Laughter.) “He’s a communis.” I was all set.
(Applause.)
And then we have this crazy thing that happened — right? — on Tuesday, which he
thought was Thursday. (Laughter and applause.) But he also said a hundred and ffty
million people were killed with guns and he was running for the United States Senate.
“Support me, I’m running for the United States…” There’s something going on there.
(Laughter.)
But I was all set — I was all set. And, you know, when I focus — and we all focus,
sometimes you do well and some people choke. I watched Mini Mike choke. When Mini
Mike was hit by a very mean woman, he said, “Get me of this sage. Jus get me of.” And
that wasn’t a pretty sight to be — but I was all set to take on Bernie. I was ready. And then
all of a sudden, they say, “Guess what…”
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I went to the Firs Lady, who people love. They — (applause) — I go in to the Firs Lady,
and I said — and I said, “He jus won Texas. He jus won…” — you know, et cetera, et
cetera. And, by the way, so close. It was a whole diferent thing because of her.
So now I’m ready for Bernie and now all of a sudden I have a whole diferent — you know,
it’s a whole diferent deal. Two very diferent people. I think, in a certain way, Bernie would
be tougher because he’s got a base. It’s a much smaller base than my base. I think a lot of
my people are here because — and I did nothing to do that — but we have a lot of support
in Pennsylvania and I think we have a lot of support everywhere. Look at the rallies. Look at
the rallies. (Applause.)
But I was all set. I was all set for Bernie. I was ready to go. And then I say, “You know, I
don’t think I’m running agains Bernie.” I think it’s going to be very hard for him to come
back.
Q

We’ll cover it. Many more quesions to come: healthcare, also the economy,

immigration. Please say with us on this special town hall.
Q

We’ll be right back.

(Commercial break.)
Q

Welcome back, everybody, to our town hall with President Trump. Let’s go right to

Audrey, who has a quesion for President Trump. Audrey?
AUDIENCE MEMBER: Right here.
Q

There we go. Hi, Audrey.

AUDIENCE MEMBER: Mr. President, thank you. Pennsylvania thanks you, Bucks County
thanks you for everything you’re doing for our country.
THE PRESIDENT: Thank you very much.
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AUDIENCE MEMBER: We look at your energy and it makes me get up and say, “If he can
do it, I can defnitely get up and do everything I got to do.”
THE PRESIDENT: (Laughs.) Thank you very much.
AUDIENCE MEMBER: I want to say, Republicans have failed to come up with an alternative
plan to Obamacare. How do you plan to rally the Republicans around a plan? And what
would be included in that?
THE PRESIDENT: Thank you very much. It’s a great quesion and very important:
healthcare. And I think it’s probably the thing that I’m mos disappointed that I haven’t
been able to say what a good job we’ve done. I haven’t been able to sell what a great job
we’ve done.
Firs of all, I got rid of the individual mandate, which was the wors part of Obamacare.
That’s where you paid a fortune not to pay for horrible in- — you know, healthcare and
insurance. And it had a tremendous impact.
Preexising conditions: 100 percent, we take care of. But we have many healthcare plans
now where it’s 60 percent, even 65 percent less expensive than Obamacare. It’s better than
Obamacare. And what we really have left is the carcass of Obamacare — or you could call
it “new healthcare” — because without preexising — without the whole thing with the
individual mandate, it’s a whole diferent ballgame. It’s a much diferent — it’s a much
diferent plan.
And what we’d like to do is totally kill it, but come up — before we do that — with
something that’s great. What we’ve done is we’ve really managed Obamacare — the
remaining portion — we get rid of the bad part, but the remaining portion — really well.
And you know, before I got involved, you know what was happening with the rates and
Obamacare: They were going up at levels that nobody has ever seen before. We are
managing it.
And I had a decision to make. This was very important. I said to my people — and we have
https://www.whitehouse.gov/briefings-statements/remarks-president-trump-fox-news-town-hall-scranton-pa/[8/13/2020 11:56:58 AM]

Remarks by President Trump at a Fox News Town Hall | Scranton, PA | The White House

Case 1:18-cv-02364-DKC Document 108-2 Filed 08/13/20 Page 61 of 287
great people: Seema, Azar — I mean, great people that are so good at it. I said, “You
know, I have a little problem: Do we manage it great until we get something much better or
do we manage it poorly and say Obamacare is horrible?” And I said, “We’ve got to do the
right thing. We’ve got to manage it really, really good.”
So it’s not great healthcare, but we’re managing it fantasically. And you don’t see all those
sories about the rates going through the roof anymore because we know what we’re doing.
At the same time, we want to get you really fantasic healthcare. If we can win back the
House, we’ll be able to do that. We have to win back the House, keep the Senate, keep the
White House. (Applause.) We’ll be able to do that.
Thank you. Thanks for the quesion.
Q

So, Mr. President, I jus want to follow up quickly on that because the issue of

preexising conditions, you say you’re going to protect them —
THE PRESIDENT: Right.
Q

— but your adminisration is also fghting Obamacare in the courts. So how do you —

how do you promise people that you’re going to protect them —
THE PRESIDENT: Well, that’s what I said —
Q

— based on that?

THE PRESIDENT: Yeah. That’s what I said. We want to terminate Obamacare because it’s
bad. Look, we’re running it really well, but we know it’s defective. It’s very defective. We
got rid of the wors part. And that was a very important thing. You know getting rid of the
individual mandate was a very important thing.
But we want to get something — if we can get the House, you’ll have the bes healthcare
and health insurance anywhere on the planet. But we have to get the House back.
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Now, that means we have to hold the Senate. We have to get the House. We have to,
obviously, keep the White House. But, what we’re doing is managing it really well.
Now, it’s a case; it’s called Texas vs. — you undersand — it’s Texas who is suing. They want
to terminate it. But everybody there is also saying, and everybody — we have our great
senator from Pennsylvania. Thank you very much, Pat, for being here. (Applause.) And Pat
Toomey.
And — but, very important — and our — by the way, our great congressmen, I have to say,
they were warriors. Right? Real warriors, in terms of the fake impeachment. I will tell you
that. (Applause.)
But, so Texas is trying — and it’s Texas and many sates — they’re trying to terminate, but
they want to put something that’s much better. They’re terminating it to put much better.
And they’ve all pledged that preexising conditions, 100 percent taken care of.
Q

Immigration.

THE PRESIDENT: Thank you.
Q

Next quesion is from Jennifer, and she has a quesion about this issue.

THE PRESIDENT: Hi.
AUDIENCE MEMBER: Hi. Thank you, Mr. President. This is truly an honor and one of the
bes days of my life. Jus don’t tell my husband. (Laughs.)
THE PRESIDENT: Wow. (Applause.)
AUDIENCE MEMBER: And I want to know: How are you going to control the illegal
immigration without support from the Democratic Party?
THE PRESIDENT: Well, you know it’s been hard, but we’ve done it incredibly. It could have
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been — we have things called “loopholes,” and the loopholes are terrible, like lottery —
where you give lotteries. They pick lotteries and they have people coming into our country.
We have ended catch and release. We have, right now, 27,000 Mexican soldiers on our
border, saying that — you know, if they don’t do that, we’re going to have to be very tough
on Mexico. And they’re doing it because our soldiers aren’t allowed to be there for a lot of
reasons. And, you know, we’re very politically correct, as a nation. Mexico, perhaps, is
slightly less politically correct.
And we have the bes numbers that we’ve had in many, many months. We’ve had, I guess
it’s now nine or ten months where the numbers are way down. And we’re going to keep
them down, but we need the wall.
And, mos importantly, the wall is way under consruction. We’re up to 129 miles already.
Where we have a wall, by the way, nobody is coming through — practically nobody. We
will have, by early next year, almos 500 miles of wall. And once we have that wall, it’s going
to sop drugs, it’s going to sop big percentages of everything coming in. Okay?
(Applause.) And we’re really — really doing job.
And, by the way, it’s very important, because I could have done a much less expensive
version. I could have done a much easier version, but a version that people would get over
very easily. You’ve seen the people that get caught on top. It’s very high and very
powerful.
We are building exactly what border control — what the Border Patrol wanted. They
wanted a very specifc wall. You had to be able to see through it to the other side. You
want to see whether people —
I thought — you know, before I got involved, I said, “I can build jus a nice concrete plank
wall. Throw it up.” That would be no good. It wouldn’t work. We built the wall that
everybody has been dreaming about, in terms of law enforcement, for many years.
So we’re up to 129 miles. We’ll be at 500 miles in a very short disance. It’s really moving
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up quickly. It’s a big diference. Thank you. (Applause.)
Q

A lot of quesions — a lot of quesions, by the way, about the wall. Also a lot of

quesions, Mr. President, about the national debt. Since being President, you’ve signed into
law $4.7 trillion of debt, including $2.1 trillion of discretionary spending. Undersand that
you’re spending on the military as well.
THE PRESIDENT: Right.
Q

When you ran for President, at one point, you said that you would pay of the debt

within eight years. So now we’re about four years in and the debt is up $3.5 trillion. That’s
about 18 percent.
Republicans and Democrats obviously are not talking about the national debt a lot on
Capitol Hill or on the campaign trail. So do you —
THE PRESIDENT: But I talk about it.
Q

Do you care about the national debt?

THE PRESIDENT: I do. Very much. And I’ll always talk about it because, to me, it’s very
important. Now, the good thing about the debt is we’re paying very little interes — almos
nothing. This is a great interes climate. In fact, I want to refnance the debt.
But I had to fx the military. The military was depleted. (Applause.) I had to fx the military.
It’s one thing to say — it’s one thing to say, “Gee, we did a good job on the debt” or “Gee,
we did a good job on the budget,” and you have people from other countries running up
the White House lawn. You know? “Maybe they took over our country, but I did one hell of
a job on the budget.” Right? No. I had to fx the military. Two and a half trillion dollars.
We had to do other things.
The country, when I took it over, was in very bad shape. Remember this: President Obama
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had — he more than doubled — he put more debt on than all of the other Presidents of
the United States combined. Combine all the debt of every other President. And I took it
over. We had 20 — we had $20 trillion worth of debt on the country, and actually more
than that. But he — and we had a lot of commitments for other things.
And on top of it — you know, it’s one thing — you take over something and you have debt
— you have a building, you have debt. But the building is fxed up. The country was a
mess. We were in all these wars all over the place.
Q

So this would be a focus of a second term?

THE PRESIDENT: Oh, absolutely. But when the trade deals kick in — now, again, we were
disurbed by what’s going on with the virus, but that’s going to be fne. And, everybody, it’s
— it’s going to be fne. But, you know, that was a disurbance.
But I will say this: We — when these trade deals kick in, and when all — you know, the
economy is the bes economy we’ve ever had. It’s nothing compared to what it’s going to
be when the trade deals kick in. (Applause.)
Q

But if you don’t cut something in entitlements, you’ll never really deal with the debt.

THE PRESIDENT: Oh, we’ll be cutting, but we’re also going to have growth like you’ve never
had before. We’ve never had growth like we’re experiencing. We will be experiencing
when they kick in. China, as an example, they didn’t do anything with us. They’re now
spending $250 billion a year, and that’s only for phase one. Phase two is going to be even
more so. It’s $250 billion.
I jus made a deal with Japan where they’re paying $40 billion. They never gave us
anything. All they do is sell us cars for no tax coming into the — to the country.
South Korea — you know, I made a deal, and then I made the USMCA deal with Canada
and Mexico, replacing the wors deal, which was made by — by the way, which was made
by Joe. Okay? I didn’t want to say “Sleepy Joe” because I want to be respected.
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(Laughter.) I want — I want to respect him.
Q

But you got in there anyway.

THE PRESIDENT: He looks like he’s going to be a candidate and I jus say, “How did that
happen?”
So — but, no, Joe Biden — in all fairness, Joe Biden made a deal: NAFTA. He approved it.
He was pushing it. It’s the wors trade deal ever made. We’re terminating NAFTA. We
have the USMCA. China — if you look at what happened between China and Mexico and
Canada, what they were doing to this country, how they were taking advantage of us. They
were — Canada was charging us 300 percent tarifs. Now, we have it really in good shape.
(Applause.)
Q

Mr. President, turning to foreign policy, John Sullivan has a quesion. John? There you

are.
AUDIENCE MEMBER: Hi, Mr. President. Thanks for coming to Pennsylvania tonight. So, my
quesion is: Ever since you’ve taken ofce in January 2017, North Korea has been in the
news.
THE PRESIDENT: Yeah.
AUDIENCE MEMBER: And it’s on the minds of many Americans and — jus like myself. So if
you’re elected again this year, what’s your plan moving forward with what you’ve already
done with North Korea?
THE PRESIDENT: I don’t think it’s on the minds of too many Americans, to be hones with
you, but it certainly — it should be. Okay? And it’s good that it’s on your mind, because it’s
big suf and they do have a lot of power, a lot of nuclear power.
So I don’t get credit for this — and maybe I should, maybe I shouldn’t. But when I became
President, I was told by President Obama, sitting in the Oval Ofce in our — probably our
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only meeting, essentially. You know, that was enough for me. (Laughter.) But I was told —
Q

And you haven’t talked to him since?

THE PRESIDENT: I was at the funeral of President Bush. Sat next to him and I said, “Hello,”
and then I said, “Goodbye.” (Laughter.) That’s about — that’s about it. No, I didn’t like the
— I don’t — I didn’t like the job he did. I didn’t like the job that he and Biden did. I didn’t
like the position they put us in. I didn’t like what he did to our military. Our military — we
didn’t even have a military. Our military was so depleted. (Applause.)
And I tell the sory, and I hate to tell it because it’s embarrassing. But, right now, we have
more ammunition than we’ve ever had. It’s all over the place. (Applause.) But when I —
when I — you know, we were having difculty with a certain country. Remember “Donald
Trump is going to sart a war right away”? Well, here it is. We’re almos four years out;
there’s been no war and we’re respected again.
But I was told by a general, “Sir, please don’t do that.” “Why?” “We have no ammunition.”
This is the condition we were left in. When you look at so many diferent problems that we
were left, I mean — and with countries. But he said the bigges problem we have is North
Korea; that’s what you’re alluding to.
And I have a good relationship with him. I said, “Did you ever call him?” The answer is: Yes,
he did. But I will tell you, I don’t think they admit that; maybe they do. But called many
times, and Kim Jong Un did not want to talk to him. And, me, he wanted to talk to. And we
met in Singapore. We met in Vietnam. And I also went to the border — the frs person
ever to walk over, you know, from — et cetera, et cetera. (Applause.) And we had — we
have a very good relationship, undersanding. Let’s see what happens.
But, you know, the pundits say, “Isn’t it terrible what he’s done? He’s given…” I gave
nothing. I gave nothing. The sanctions are on. They want to see if they can do something.
But I haven’t given anything.
If the other side got in, you would right now be in a big war with North Korea. Maybe it
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would be over by now, but you would, right — almos immediately, you would have
sarted. And if you remember the rhetoric at the beginning, that was very tough rhetoric.
But that rhetoric got us to a place —
And the Olympics became successful because of me and South Korea. Because all of a
sudden, they called, they said, “We’d like to be — you know, participate.” They didn’t sell
any tickets because nobody wanted to go to the Olympics. All of a sudden, North Korea
calls up and says, “We want to be a participant in the Olympics.” Everybody fell of their
seat. That was because of me. And, by the way, the President of South Korea gives total
credit for that. So it became successful.
The bottom line is, I have a very good relationship with him. I cannot guarantee anything.
But for three years, we’ve spent nothing. We’re getting sanctions, and we’re not in war with
North Korea, which is not bad. (Applause.)
Q

All right, Mr. President, thank you.

(Commercial break.)
Q

Welcome back to our town hall with President Trump in Scranton, Pennsylvania. We

want to continue with foreign policy for a couple quesions. You talked this week to the
leader of the Taliban.
THE PRESIDENT: I did.
Q

And you said it was a good conversation, in which you said you both didn’t want

violence. However, on that same day, the Taliban launched some 50 attacks in Afghanisan,
40 of them in one province. There are many Americans really wondering — and the U.S.
sruck back agains the Taliban. There are many Americans —
THE PRESIDENT: Very, very powerful. Yeah.
Q

— wondering where the “peace” part of the peace plan is. And can you trus the
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Taliban?
THE PRESIDENT: So, these are warriors. We’ve been there for 20 years. We’re really
serving more as a law enforcement group than a military group. We could win that war
very easily, but I don’t feel like killing millions of people in order to do it. We don’t want to
do that. You don’t want to do that. Nobody wants to do that. People are tired. Even the
bigges hawks are tired of being there.
I had a very good conversation with him. There was a group that formed. And, again, you
know, they have many tribes and they have many diferent — it’s hard for one. There’s like
perfectly one control. I spoke to a certain man who is the leader, but the leader has not —
it’s not the easies leadership position.
Q

Structure?

THE PRESIDENT: And the sructure is, you know, tribes all over the place. A tribe formed
and a group formed that was going to attack certain soldiers — Afghan soldiers — and the
military heard about it, and the military went and they took them out. That was it.
I believe they really want to make a deal. I think after 19 — actually, going very close to 20
— years, they’re also tired of fghting, believe it or not. But they are warriors and they are
fghters and that’s what they’ve done for a thousand years. You know, jus ask — ask the
Soviet Union, which became Russia because of Afghanisan. You know, it’s a tough place.
Q So given that, you have said that you want to, you know, end this.
THE PRESIDENT: Yes.
Q

It’s gone on for a long time. But what about the conditions on the ground? Because,

you know, General Mattis had a disagreement with you about pulling troops out of Syria
and Afghanisan. If your —
THE PRESIDENT: Well, I was right.
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— generals tell you —

THE PRESIDENT: I was so right.
Q

If the generals say to you, “Mr. President, we need more people, not fewer people right

now,” what will you do?
THE PRESIDENT: Well, Mattis said that and I gave him more people for a short period of
time and it didn’t work out. And what we’re doing is policing —
Q

But now, with Afghanisan —

THE PRESIDENT: On Afghanisan. As far as Syria: I did pull them out. I pulled them out.
We were — we were securing the border between Turkey and Syria. I said “Why are we
doing that? Turkey is big. Syria is fne. Let them fght their own battles. What are we doing
with our soldiers — getting people killed to secure…” (Applause.)
Now, the one thing — when I came in, ISIS was all over Syria, all over Iraq, and we don’t
want them coming to us. And it was a mess. You undersand that very well. And I knocked
out 100 percent of the — of the territorial caliphate. 100 percent. We knocked the whole
thing out.
Q

But what about Afghanisan?

Q

If, in 14 months —

THE PRESIDENT: No, but jus so you undersand, so we knocked out the ISIS caliphate in
vas amounts of the Middle Eas, and I did that fairly quickly.
When I came — again, President Obama — it was all over the place. When I say, “We’re
not doing the borders” — we did leave soldiers. We left soldiers because I kept the oil.
And I was always agains Iraq — going into Iraq. I think it was one of the wors — maybe
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the wors decision ever made. But I used to say, “Once they were in there, keep the oil.”
They never kept the oil. We have an oil area in — near Syria and in Syria; we kept it. So the
only soldiers I have over there, they’re guarding the oil. We kept the oil. So we kept the
treasure. That’s okay.
Q

But if they said —

Q

But if it takes more troops to keep the Taliban from taking over Afghanisan, is that

something you would be willing to do or no?
THE PRESIDENT: Well, you know, there’s a big quesion about the government of
Afghanisan. There’s a big quesion about that whole situation in Afghanisan. We’re
getting along very well with everybody. We have to get our people back home. It’s not
fair. We’re a police force over there. We’re maintaining things. Eventually, we have to
leave. We don’t want to say there for another 20 years. We don’t want to say there for
100 years. We want our people to come back home. (Applause.)
Q

All right. Lynnette (ph) has our next quesion from the audience about division, really,

in politics. Lynnette, where are you?
AUDIENCE MEMBER: Oh, sorry.
Q

Oh, there you go.

THE PRESIDENT: Hi, Lynnette.
AUDIENCE MEMBER: Hi, President Trump. I’m so happy to have you here.
THE PRESIDENT: Thank you.
AUDIENCE MEMBER: From the day you came down the escalator in Trump Towers, I was
on the Trump Train.
THE PRESIDENT: Oh, I like that. I do. I like you, too. (Applause.) Thank you.
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AUDIENCE MEMBER: And I proudly wear my Trump pin every day of my life.
THE PRESIDENT: Thank you. A great honor.
AUDIENCE MEMBER: My quesion is: We are so divided as a country. I have family
members who do not speak to me and recently was told, “If you support Trump, you are no
longer part of my life.” How are you going to bring us together?
THE PRESIDENT: So, I gave an answer before: Success. But it’s truly a little bit more than
that, because we’ve had great success, and there is a division; there’s no quesion about it.
Politicians have to be able to be civil. If they’re not, you have to fght back. You have to.
Otherwise, we’re not going to be — there’s a — there’s a movement on — and I call them
the “radical-left Democrats.” And it really is the radical left, because we have plenty of
Democrats that are terrifc, and they want to see — you know, “Let’s get together. Let’s get
things done.”
There’s so many things we could do. We’ve done a lot. We’ve done more than any
adminisration in three years, in the hisory of our country, for the frs three years. And I say
it all the time and the press doesn’t even dispute me, and they would do that. But we could
do even so much more. We talked about a great quesion on the border. And the border
quesion is true, but we should get rid of the loopholes. You can’t do that without
Democrat votes.
I really believe we’re going to win this next election, and when we do, the other side is going
to say, “Okay, that’s it. Let’s get along.” I really believe that. (Applause.) But we have to win
the election. Good quesion.
Q

All right. Mr. President, we’re going to do a quick lightning round here. Short

quesions, short answers, ideally. This one goes back to coronavirus, in the beginning. You
are a self-proclaimed germaphobe. In the campaign — before the campaign, you didn’t
like to shake hands. You changed that.
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What do doctors —
THE PRESIDENT: Well, I’m not thrilled. (Laughter.)
Q

Yeah, yeah. You’re not thrilled. What did doctors tell you? Have you changed

anything in the way that you operate?
THE PRESIDENT: So, yeah, it’s a great quesion, because I’ve always felt — you know, I
don’t know, from the time I was a young guy, you know, I’ve always felt the concept wasn’t
good. Then you’d read a lot of medical reports; it’s not good. Now, especially, they’re
saying — by the way, if there was ever a time that you could convince people not to shake
hands, this could be it. (Laughter.) Okay? This could be it?
Q

So do an elbow or a fs pump?

THE PRESIDENT: But you know what I did? You know what I did? I really — I love the
people of this country. You can’t be a politician and not shake hands. People come out —
when I leave, I’ll be shaking hands with people. They want to shake your hand. They want
to say hello. They want to hug you. They want to kiss you. I don’t care. It doesn’t mean —
you have to do that.
If I want to run — “No, I don’t shake…” Can you imagine? I’m going to be with a group of
people, and they like Trump, and they come up, “Sir, thank you very…” “I don’t shake
hands.” (Laughter.) It’s over. I don’t care how nicely you say it.
The bottom line is, I shake anybody’s hand now. I’m proud of it. They’re people that I love.
They’re people that I want to take care of.
Now, the concept of shaking hands since this — you know, you’re hearing a lot of suf
about “Try not to shake hands.” It hasn’t sopped me at all. But it is — it is a little bit of a
problem, but I got over it.
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You said you hadn’t touched your face in two weeks.

THE PRESIDENT: Well, I was kidding. (Laughter.) You know, you’re not supposed to — I
heard the other day, you’re not supposed to touch your face, so I went on camera and I
said, “Lisen, I haven’t touched my face in weeks.” No, obviously I’m kidding. (Laughter.) I
said, “And I miss my face.” And one of the networks said, “He said he didn’t touch his face.”
And they show pictures of me. So I don’t know. (Laughter.) These people.
Q

So you have — you have said, you know, about being President: “I didn’t have to do

this.” You wanted to do it. What about your old life? Is there any little thing that you miss
about your old life?
THE PRESIDENT: I loved my old life. The day before I announced I was running for
President, that was the bes period ever in my life. My company was the sronges it ever
was, especially, you know, being in development, in real esate, all over the world. I built a
great company. But it was the sronges because you have times when the markets go bad,
and then you have to fght, and then the markets are good, and you’re doing great. It was
the sronges period of my life. It was sort of the bes period of my entire life.
And then I announced I was going to run for President. (Laughter.) And, you know, the
greates day of your life, they say, is the day before you announce you’re running for
President. I don’t know if anybody has ever heard that, but they do say that about people.
But in my case, I won. You know, I won.
I saw, as an example — and they were using numbers, and they were saying how much
various people spent to become President, and Bloomberg spent like $550 million. It was
in, of all places, the New York Times.
And this guy, Steyer — we call him “Impeachment Tom.” How did that work out? Not too
good. (Laughter.) Tom Steyer spent $250 million. Another one. Another one. Another:
Steve Forbes spent a lot.
A lot of people spent a lot of money. And I was sort of in the middle of the pact. This is
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your own money. I spent $70 million. And they said, “Los. Los. Los. Los. Los.”
“Donald Trump became President of the United States.” “Los. Los.” And I said, “Isn’t that
cool? Isn’t that cool?” (Applause.)
You know. So, I love it. You know why I love it? Because we are doing more than anybody
can imagine. Even Right to Try. For years, they wanted to have Right to Try where we could
use our medicines if somebody is terminally ill. (Applause.) So many things we’re doing.
So that’s what I —
Q

But is there any little thing that you miss? You know, I mean, I remember Michelle

Obama said she missed, you know, sort of going shopping or walking down the aisles. I
mean, is there anything that you can’t do now that you —
THE PRESIDENT: Well, yeah. I mean, I can’t walk down the sreet now. Before, I could. I
was well known. We had a very successful business, and even my show turned out to be
successful. I had many top bes sellers and things. You know.
Q

You were used to that? Yeah.

THE PRESIDENT: But I could walk down the sreet, and I could actually walk into a sore.
And it was, you know, fne. It was not like some — nobody knew me, but now, today, if I
ever suggesed that to Secret Service: “You know, I think I’m going to walk down
Pennsylvania Avenue, and let’s go shopping.” So, it’s a lot diferent. So, I do miss that.
I miss that, sort of, free life. This is not a free life. But I love what we’re doing because we’re
accomplishing more than anybody has ever — I’m viewing it as we’re saving this country.
This country was going wrong. (Applause.) The country was going wrong.
Q

Mr. President, very las quesion. Who is your closes friend in Washington?

THE PRESIDENT: Well, I don’t want to say, because I have a lot of close friends. I really do.
You know, I’m putting everybody on the spot.
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Your closes.

THE PRESIDENT: I get along great with our Vice President. I keep hearing I’m replacing
him. He’s doing a phenomenal job. He’s a great guy and a loyal guy, and he works so
hard. (Applause.) Every day I read: “He’s going to put this one, he’s going to put that one,
he’s going to put…” If I did, that would be a great act of disloyalty because he’s been great.
I speak to him a lot.
But I speak to all of the senators a lot. I speak to all of the congressmen a lot. We have
great people in Washington. And you have great Democrats, too. I mean, I speak to
Democrats also, believe it or not. But we have great, great people in Washington. Very
smart people in Washington.
And it’s going to come together. It’s going to come together, and it’s going to be sooner
than you think. (Applause.)
Q

President Trump we thank you very much. And thank you to our audience.

Q

Thanks very much, President Trump. Good to have you here tonight.

END
6:27 P.M. EST
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THE PRESIDENT: You defnitely have plenty of disancing. I’ve never seen disancing like that.
That’s really — that’s really very impressive.
And welcome to the Rose Garden as we take powerful action to lower healthcare coss for
America’s seniors. Today, I’m proud to announce that we have reached a breakthrough
agreement to dramatically slash the out-of-pocket cos of insulin. You know what’s happened
to insulin over the years, right? Through the roof. Insulin — so many people, so necessary.
For hundreds and thousands of seniors enrolled in Medicare — that’s a big deal —
participating plans will cap cos at jus $35 a month per type of insulin, and some plans may
ofer it free. So for everybody that was getting ripped of and paying tremendous prices —
senior citizens — and, Seema, I want to thank you because you brought this to my attention a
long time ago, and you worked very hard on this day. And the press won’t even cover it, but
they’ll cover things that are unimportant.
But this is a big day for seniors. This is a tremendous saving. And it allows people that — you
know, if you don’t take insulin — I jus wrote this down — go blind, sroke, amputation, kidney
failure, and other things. So we’re getting it down — $35 per month. And it would be
anywhere from $50 to $150 to over $200 a month. So it’s a massive cut — I guess, 60, 70
percent. Nobody has seen anything like this for a long time.
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Sleepy Joe can’t do this — that, I can tell you. In fact, it was his problem with Obamacare that
caused part of your problem. This will save impacted Americans an average of minimum $446,
jus on insulin coss a year.
We’re pleased to be joined by Vice President Mike Pence and Surgeon General Jerome Adams.
I also want to thank Seema again. Thank you very much for the job you’ve done helping
achieve the incredible victory for Medicare patients nationwide.
In the pas, Obamacare prevented insurance providers from competing to ofer lower coss for
seniors. There was no competition, there was no anything, and they ran away with what took
place, and the seniors were horribly hurt. Many people couldn’t take insulin; they couldn’t even
think about it.
As a result, Medicare benefciaries with prescription drug coverage paid an average of $675 for
a year’s supply of insulin, and sometimes as high as $1,500. Harmful laws also meant that
seniors often paid a diferent amount almos every single month. They had no idea what they
were paying — they were billed. Every month, they were billed a diferent amount, and it was a
massive amount.
One in every three seniors on Medicare has diabetes, and over 3.3 million benefciaries use at
leas one type of insulin. Over the pas 10 years, these seniors have seen their out-of-pocket
coss for this lifesaving treatment almos double.
I don’t use insulin. Should I be? Huh? I never thought about it. But I know a lot of people are
very — very badly afected, right? Unbelievable.
That’s why my adminisration acted decisively. We slashed Obamacare’s crippling requirements
and opened up competition like they’ve never seen before. They’ve never seen competition
like this. Between transparency and all of the other things we’re doing, nobody has ever had a
competitive — competitive situation created like we’ve done it. And the prices, you will see very
soon, they’re going to come tumbling down.
Then we brought all the parties to the table — insurers, manufacturers, and other key players
— and reached an agreement to deliver insulin at sable and drasically lower out-of-pocket
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coss for our seniors.

I hope the seniors are going to remember it, because Biden is the one that put us into the jam
because they didn’t know what they were doing. They were incompetent.
Soon, nearly half of all eligible Part D and Medicare Advantage prescription drug plans will ofer
this low-cos option — and when you say “low-cos,” you’re really talking low cos — giving
seniors the freedom and choice to pick the plan that’s right for them.
Nothing will ever sop me from fulflling my solemn duty to America’s seniors. I’ll use every
power at my disposal to lower drug prices, and my adminisration will always protect Medicare
and Social Security — and, by the way, preexising conditions.
And we got rid of the individual mandate, which is a disaser. The wors part of Obamacare was
the individual mandate. When we got rid of the individual mandate, essentially we got rid of
Obamacare, if you want to know the truth. You can say that in the trues form. But we got rid
of a horrible, horrible condition called the “individual mandate.” But we’ll always protect you on
preexising conditions, much more so than the Democrats.
Here with us today is Bruce Broussard, president and C- — CEO of a big, powerful healthcare
company: Humana. And I’d like to have Bruce come up and say a few words, please. Bruce?
Thank you. That’s a big company. You — look how young he is, too. That’s very young to be
running such a big company, huh?
MR. BROUSSARD: Well, thank you very much, Mr. President.
THE PRESIDENT: Thank you, Bruce.
MR. BROUSSARD: Well, we are — I speak on behalf of our 50,000 teammates that work at
Humana that we are thankful of being here and honored.
The demo that you were describing jus recently is an example of the srength of public-private
partnerships in dealing with large issues, such as the afordability of prescription drugs. And
insulin is, by far, the one that is used the mos.
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Another great example of that is the response to the COVID and the crisis. And I think about

one of our cusomers, Gwen, that jus recently we served — was blind, did not have access to
food. No one could support her because no one was in the vicinity to help her, and in addition,
didn’t have access to her prescriptions. And through a srong private-public partnership, we
were able to ofer her food and prescriptions delivered to her home.
So I want to thank the adminisration for continuing to pick on large issues like this and bringing
in the private enterprise to assis in that. So thank you, Seema, and all — everybody —
everything you’ve done. So, thank you.
THE PRESIDENT: What a job you’ve done, too. Really an amazing job.
MR. BROUSSARD: Well, thank you.
THE PRESIDENT: And you’re also in the right business, right?
MR. BROUSSARD: Well, if we can help any senior, we’re always in the right business.
THE PRESIDENT: That’s good. That’s good. You’ve really helped, and we appreciate it very
much.
MR. BROUSSARD: Thank you.
THE PRESIDENT: Thank you, Bruce.
We’re also joined by Tracey Brown, the CEO of American Diabetes Association. And a lot of
bad things can happen without insulin, in terms of diabetes and other things.
Please, Tracey. Thank you very much. Hi, Tracey.
MS. BROWN: Thank you, Mr. President; thank you, Adminisrator Verma, for making this
afternoon one that we can focus on the 34 million Americans, like myself, who’s living with
diabetes, 7 million of which need insulin to live. Twenty-fve percent of these individuals have
told us that they ration or skip doses of their medicine because they simply cannot aford it.
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And so, this efort — CMI-MMI [CMMI] demonsration project — that brings together the

government, indusry, and public health advocacy from the American Diabetes Association is
the right thing to do, and we’re thrilled to take this challenge head on.
Today, together, we are helping millions of seniors access insulin afordably. This is a very big
deal. The American Diabetes Association is the nation’s leading organization that fghts for
people living with diabetes. And we are committed to continue to partner to make sure every
American, and especially our seniors, have access to the medicine that they need to live.
So thank you, Mr. President. And thank you, Adminisrator Verma.
THE PRESIDENT: So, Tracey, are you surprised at how much we’ve gotten the price down — to
what extent and to the level that we brought it down to?
MS. BROWN: This is a very exciting day for people living with diabetes. And so, any sep to
bring this lower is a good — good news. We know that we need to do more, but I’m so
confdent that together we are going to be able to help all people living with diabetes thrive.
THE PRESIDENT: Good. Thank you very much.
MS. BROWN: Thank you.
THE PRESIDENT: Appreciate it, Tracey.
I’d like to also invite up David Ricks, chairman and CEO of Eli Lilly and Company — a very big
and a very great company.
Please. This is another young guy.
MR. RICKS: Thank you, Mr. President.
THE PRESIDENT: Thank you very much, David.
MR. RICKS: A pleasure to be here. Really, an honor to be a part of this announcement to
improve the lives of so many patients who live with diabetes in our Part D program.
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For several years, Lilly has worked hard to improve insulin afordability, and this has been a
missing piece that’s now been flled in by the great collaboration from our plan; companies like
Bruce’s, who are here; Seema Verma, your adminisration. Vice President Pence, President
Trump, thank you for your leadership to make this happen. This is the kind of collaboration that
solves real problems for people with serious issues like diabetes.
Today, if you take Lilly insulin, you will not pay more than $35, except for in the Part D
program. And we’re pleased to add this missing part to that equation, so that, sarting next
year, seniors will beneft from that same savings level — jus a little bit more than a dollar a day
for insulin.
That same spirit of collaboration is also being applied to collaboration around COVID-19. And I
think everyone is aware that there’s thousands of scientiss working in our indusry, along with
NIH and other experts, to speed around the clock new therapies for patients sufering from
COVID-19 and to arres and extinguish this pandemic. I’ve never been more proud to be a part
of that efort as well. And the same spirit of collaboration is being applied in that incredibly
important crisis as well.
Together, by working together, I think we proved today we can solve long-term problems, and I
hope I can come back someday and show that we’ve solved the immediate problem of COVID19, working as an indusry along with government.
So thanks for having me here today. I appreciate it.
THE PRESIDENT: Good. And I think we will. Thank you very much. Thanks, David. Appreciate
it. Really good job.
I also want to thank the companies with us today for rising to the occasion in our fght agains
the invisible enemy. Humana and other insurers have agreed to waive co-pays, which is a very
great thing to do. That’s a big — that’s a big deal. Thank you very much.
Co-insurance, deductibles, coronavirus treatments for mos enrollees — I mean, what they did is
really — you know, people that aren’t in the business or even in business, period, they wouldn’t
realize how big a thing that is, but it’s a very big thing and we appreciate it very much.
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Coronavirus treatment for our mos enrollees has been — we’ve been moving along and we’re
doing well. We’re going to be reporting on it in jus a second.
Sanof is working at breakneck speed to create a vaccine. Eli Lilly has been developing
therapeutics for coronavirus and expanding free drive-through tesing operations. And thank
you all for the work. It’s been great. We’re battling the virus on every front, speeding relief to
our workers and pursuing therapies and vaccines at record speed.
We have many companies right now, I think we can say, very far down the line on vaccines and
therapeutics and cures, frankly. I think cures are going to be in there very shortly.
Manufacturing vas quality — quantities and medical equipment, supplies, all of the diferent
things that you need.
We’ve energized our military. Our military is ready, logisically, to go out and disribute
whatever it is we come up with. And I think we’re going to come up with a lot. I think we’re
going to have therapeutic remedies, and I think we’re going to have vaccines very shortly. I’ve
been saying it — very shortly. I think I’ll be proven correct. If I’m not, I’m sure the media will let
us know about it.
We’re safely reopening our country while aggressively protecting the vulnerable, especially our
seniors. We’re telling our seniors to say back a little bit. Stay back. Let this thing pass.
We’re not only keeping older Americans safe from the virus, we’re also ensuring that they have
the bes medical care on Earth at a price that they can aford. That’s what happened with
insulin. Nobody can believe it when they hear the price for the insulin. It’s been an amazing
diference, and Seema is going to be talking about that. That’s not jus like a 10 percent drop or
a 5 percent drop, which, by itself, would be good; that’s a big — that’s a big drop. That’s a
really big drop.
We approved a record number of generics and reversed the trend of soaring drug prices for
the frs time in over 50 years. Firs time we’ve ever had prices go down.
Average basic Part D premiums dropped 13.5 percent — the lowes level in seven years. And
we’re going down very subsantially from that level. It’s going down very, very subsantially,
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unless you have a new adminisration, in which case it’ll go up very subsantially — that, I can
guarantee you. They’ve been doing it to you for years.

Average Medicare Advantage premiums have plummeted 28 percent to the lowes level in over
a decade — and that’s despite everything that’s been happening, which would normally make
things go up. And we have more than, let’s see, 1,200 more Medicare Advantage plans today
than we did — think of that — two years ago. So we have 1,200 more Medicare Advantage
plans than we did two years ago. That’s something.
I signed an executive order to crack down on fraud in Medicare and to give benefciary faser
access to the lates medical devices and therapies and to take all of the fraud money — and
we’re fnding a lot of it — all of that money that we’re fnding in fraud to reduce prices.
We provided nearly $1 billion in grants to support home-delivered meals and in-home care for
elderly patients and disabled people during the pandemic.
We expanded telehealth, which has really turned out to be a very hot subject, right? People
that never thought about it, people that didn’t like the idea — right, Tracey? — they’re loving
telehealth. It’s speedy and it’s a lot less expensive.
We expanded telehealth for Medicare benefciaries, and the number of patients using it has
increased from roughly 11,000 a week to nearly 1.3 million. So we went from 11,000 people to
1.3 million people a week. But very big.
We’re — you’ll be seeing it — price transparency. Some people think it’s bet- — it’s bigger
than healthcare, when you look at it. It’s going to be bigger than healthcare: price
transparency. It was signed approximately nine months ago. It’s going through the process,
and it’ll be here by the frs of the year. So I hope you’re going to remember me jus in case the
unthinkable happens.
But nobody else would have gotten it but this adminisration: price transparency. It’s a
tremendous — it’s going to cut your coss tremendously. And that — literally, one of the
bigges people in the feld said transparency — it’s going to be a bigger thing, price
transparency — bigger than healthcare, in a true sense.
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The cos of healthcare is going to come down very, very subsantially. We’re always working on
preexising conditions and saving your preexising conditions. And as long as I’m President,
you’ll always be protected on preexising conditions.
And surprise medical billing is something where people are surprised, never in a positive sense.
And we’ve written that out, and that’s going to be very quickly ended, so you’re not going to be
surprised, meaning badly surprised, very negatively surprised. It’s a big thing. People go in and
they go for an operation, and they end up literally losing all of their money, losing everything
over something that should not happen. Surprise medical billing.
We’re using every tool at our disposal to protect our nursing homes from outbreaks. You saw
the disaser of how badly some of the governors handled nursing homes. It’s a disgrace what
they’ve done. What the governors — what some of the governors have done is a disgrace.
We’ve provided sates more resources to sep up inspections, added shipments of personal
protective equipment to all 15,400 Medicaid- and Medicare-certifed nursing homes, and issued
a srict new guideline that every nursing home resident and safer be tesed immediately, and
that all saf be tesed weekly. So we’re making it very, very tough.
Every day of my adminisration, we’re fghting for our seniors like never before. Our seniors are
very special people. All of our citizens are special, but our seniors — we have to take care of
our seniors.
Our senior citizens have spent their entire lives working hard, supporting their communities and
families, and paying into the sysem. We will not res until they get the kind of care and support
that they have earned and that they deserve.
Now, I’d like to ask Vice President Mike Pence to come up and say a few words, followed by
Adminisrator Verma. And I would jus like to thank you again for the great job you’ve done.
So we’ll have Mike speak, and then you’ll speak. And thank you very much.
Go ahead, Mike. Thank you.
THE VICE PRESIDENT: Thank you, Mr. President. And — and let me say what a — what a
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privilege it is to be here with business leaders and activiss who have been sanding with you,
sanding with the White House Coronavirus Task Force from the very beginning.

It truly has been a public-private partnership that’s marshaled not jus a whole-of-government
approach, but a whole-of-America approach. And we see that evident today in this hisoric sep
for America’s seniors. And let me join the President in expressing our profound gratitude to the
servant heart that each one of you have brought and all of your employees have brought.
The importance of today’s announcement cannot be oversated, Mr. President. As you
observed early on, we recognized that the coronavirus represented a particular threat to seniors
with underlying health conditions, and diabetes being among them. And today’s sep ensures
that as we continue to work to safely reopen our country, we’re going to make sure that our
seniors have access to afordable healthcare, to insulin, and treatment to be able to meet that
moment along with us.
Mr. President, we gather today with the news that more than 98,000 of our countrymen have
succumbed to the coronavirus. And their families are in our prayers and in our hearts. But
because of the cooperation and the compassion of the American people who have heeded
your guidelines for America, who have lisened and continue to lisen to sate and local
authorities, we know that there are tens of thousands of American families that have been
spared that heartbreak and loss.
And we — we will express our gratitude to the American people for your incredible
cooperation, the social disancing, the seps that you have embraced, the way you have been
willing to forfeit aspects of your personal freedom to put the health of others frs.
But the good news is, Mr. President, that because of the seps the American people have taken,
heeding your leadership and the guidance of sate and local ofcials, we’re getting there. And
we’re sarting to reopen America, as we speak, in a safe and responsible way.
In fact, Mr. President, every sate in the nation has now taken at leas some seps to reopen their
economies. Fifty-two sates and territories have opened retail curbside to go, with reduced
capacity. Forty-four sates, we’re glad to note, have opened up elective medical procedures in
hospitals and clinics around the sate. Thirty-eight sates and territories have reopened personal
care under srict hygiene protocols. Thirty-seven sates have reopened resaurants. Thirty-four
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sates have reopened non-essential businesses. And the lis goes on.

And I think mos meaningful to you, Mr. President, is, so far, 30 sates and territories have
reopened houses of worship under guidance of reduced capacity while allowing people to
come back together in fellowship —
THE PRESIDENT: Good.
THE VICE PRESIDENT: — and prayer.
This has all been made possible because of the whole-of-government, the whole-of-America
approach, Mr. President, that you initiated when you launched the White House Coronavirus
Task Force back in January.
And before I sep down, let me at leas share a few encouraging words that we shared with
America’s governors today about the progress that we all have been making, because to
continue to safely reopen, we believe it’s absolutely essential that we increase visibility by
expanding tesing across the country so that we can ensure that — that we can identify
outbreaks where they occur.
It’s interesing, as you watch the daily numbers, new cases are declining around the country,
and even more dramatically when you realize that a signifcant portion of new cases every day
are actually in outbreaks in specifc businesses or, as we’ve discussed today, in nursing homes or
in meatpacking plants.
But I’m proud to report, Mr. President, because of the partnership that you’ve forged with
commercial laboratories around the country, 14.1 million tess have been performed. And I
heard again today from governors across America how they have been, in many cases,
exceeding the demand in the tesing that they’ve made available.
In fact, Governor Phil Murphy of New Jersey informed me that he had promised the people of
New Jersey that he would be doing 20,000 tess a day. But in partnership with the federal
government, as we’ve been providing tesing supplies and accessing resources, he told me that
they actually cleared 30,000 tess a day in New Jersey.
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And mos importantly in that sate where, at one point, nearly 40 percent of those tesed had
tesed positive for the coronavirus, and now the Governor of New Jersey informed us that
they’re less than 5 percent.

But they’re hardly alone, Mr. President. Forty-two sates are now tesing at less than 10 percent
positive rate, and 20 sates are tesing at less than 5 percent positive rate.
The reality is that now all 50 sates — with the support that we’ve been providing, sending
swabs and tes tubes and medium on a weekly basis, at your direction — now all 50 sates have
tesed more than 2 percent of their population, giving us a much greater capacity to identify
outbreaks as they occur and protect our citizens.
And the progress in evidence is clear. All across America, we see hospitalizations continuing to
decline. New hospitalizations have declined seadily, in the chart that you see before you, from
April until today.
And mos importantly, while the President often says that one loss is too many, we do — we
welcome word that fatalities are declining precipitously all across the country.
In fact, yeserday in America, there were jus 505 Americans who succumbed to the
coronavirus. And that number had not — we hadn’t seen that number in daily losses since
March.
And the reality is, because of the cooperation and the compassion of the American people,
we’re getting there. We’re getting there, America.
And, Mr. President, at your direction, we’re going to continue to work closely with sates around
the country to expand tesing and resources. We’re going to continue to make sure personal
protective equipment fows.
But fnally, what we’re going to continue to do is focus on the mos vulnerable. Even as we
begin to see evidence that we are sarting to put this coronavirus epidemic in the pas, all the
more, we are going to continue to — to surge the resources and surge the kind of tesing and
partnership with sates and healthcare providers to ensure that our seniors and anyone with an
underlying immune defciency — anyone that’s vulnerable to the coronavirus — is immediately
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identifed and protected by every measure that’s possible.

So, Mr. President, I thank you for the opportunity. We heard great enthusiasm from governors
all across the country in both political parties today. We’re making great progress and I truly do
believe that with the continued partnership that we have forged with sate and local
governments, with the tremendous eforts of our healthcare workers around America, and with
God’s help, we will reopen America and we will continue to reopen our country safely and
protect our mos vulnerable, as we do.
So thank you, Mr. President.
THE PRESIDENT: Thank you, Mike, very much. And I think I’ll jus add on to what Mike said: If
we didn’t act quickly and smartly, we would have had, in my opinion and in the opinion of
others, anywhere from 10 to 20 and maybe even 25 times the number of deaths.
We closed the border to China, meaning we put it on the ban — people coming in from China.
That was a very big moment. As Dr. Fauci said, we saved thousands and thousands of lives
when we did that. And that’s true, but I think we would have had anywhere from 10 to 20 or 25
times the number of deaths if we didn’t act the way we did and also if we didn’t act swiftly. So
we’re very proud of our team and our task force and Mike. Great job.
Seema, please.
ADMINISTRATOR VERMA: Good afternoon. I want to sart with thanking the one person that’s
responsible for today’s announcement, and that’s President Trump. He’s been seadfas in his
commitment to lowering the cos of drugs and protecting the Medicare program and making
sure it works bes for seniors.
The President also knows that it’s the free market that leverages competition and negotiation —
that that is what can lower cos and improve quality for the American patient. And because of
that, we’ve been working to slash Medicare’s anti-competitive regulations, and it’s worked.
In the Medicare Part D program, as the President said, we are seeing low premiums — a sevenyear low. And in the Medicare Advantage program, we’re seeing a 13-year low in premiums.
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So we’re putting money back in the pockets of seniors. And that means $3 billion in savings for
patients and $6 billion in savings for taxpayers. In an absence of a congressional solution, we
applied those same principles to lowering the cos of insulin. We are waiving Obamacare laws
that dis-incentivize plans from lowering cos sharing for Medicare benefciaries.
And this is important because we know that benefciaries sruggle to pay their insulin coss. It’s
patients like Cindy from Rocheser, New York. She told us that the high cos of insulin has
impacted her health and that she’s been forced to ration her insulin. She said, “I know that it’s
not good at all for my health, and I’m sure that I’ve afected some organs negatively because of
that lack of money to purchase insulin.”
But no longer. Thanks to the President’s leadership, Medicare seniors will pay no more than
$35 for their insulin — and that’s per month and that’s for all forms of insulin through all phases
of the Medicare Part D program. I also will say that some plans are free to even go below the
$35, and so they could even see lower premiums as well.
I’m also proud to say that we have over 88 health plans that are participating in this model, and
that represents over 1,750 plans that will ofer this low-cos insulin. These plans will be available
during this year’s open enrollment, which sarts in October.
And I want to thank the manufacturers and the health plans for sepping up to the plate, for
coming together to negotiate this great Senior Savings Model. It’s going to make such a
diference to the lives of many seniors across the country. And I am optimisic that this could be
a model to lower the coss of many other drugs in the Medicare program.
And thank you, again, President Trump for bringing lower-cos priced insulin. Our seniors are
going to be saving an average of 66 percent in their insulin coss, and this is nothing short of a
godsend.
And with that, I think we’re going to hear from one of our Medicare benefciaries. Thank you.
THE PRESIDENT: Great. Thank you, Seema.
(A video clip is played.)
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Hi, my name is Alan Hartfeld (ph). I live in the Hudson Valley in New York. I’m 68 years old, and
I rely on Medicare Part D. I’ve been a diabetic for over 10 years, and during that time, I’ve
watched insulin prices rise dramatically. I pay $400 a month now for insulin. I appreciate
President Trump putting a policy in place that will help people like myself for the future, as far as
insulin products. Thank you.
(The video clip concludes.)
THE PRESIDENT: That’s very nice. And many, many people feel the same way. They can’t
actually believe it — $35 and less. And less. And they were being ripped of at a level that
nobody has seen before. But that’s true with a lot of other things, and we’re taking care of
them too.
So I want to thank everybody for being here, in particular these great executives. Thank you
very much. Thank you very much. You were very impressive in your speech, by the way.
Thank you very much.
John, please.
Q

Mr. President, could you tell us what you plan to do regarding sanctions agains China for

its pending actions agains Hong Kong? And do you also intend to put resrictions on F and J
visas for sudents and researchers coming into the United States from China.
THE PRESIDENT: Okay. Your quesion is early — we’re doing it now. We’re doing something
now. I think you’ll fnd it very interesing, but I won’t be talking about it today. I’ll be talking
about it over the next couple of days, John. Okay? But it’s a very important quesion.
Yes, please. Anybody? Yeah, please.
Q

Mr. President, two quesions about a couple of things you’ve tweeted about in the las few

days. Were you meaning to criticize Vice President Biden for wearing a mask yeserday? And
can you explain why you’ve been tweeting about a conspiracy theory that has been proven to
not be true?
THE PRESIDENT: No, Biden can wear a mask, but he was sanding outside with his wife —
https://www.whitehouse.gov/briefings-statements/remarks-president-trump-protecting-seniors-diabetes/[8/13/2020 11:57:45 AM]

Remarks by President Trump on Protecting Seniors with Diabetes | The White House

Case 1:18-cv-02364-DKC Document 108-2 Filed 08/13/20 Page 94 of 287

perfect conditions, perfect weather. They’re inside, and they don’t wear masks. And so I

thought it was very unusual that he had one on. But I thought that was fne. I wasn’t criticizing
him at all. Why would I ever do anything like that?
And your second quesion was? I couldn’t hear you. Can you —
Q

The second —

THE PRESIDENT: Can you take it of? Because I cannot hear you.
Q

I’ll — I’ll jus speak louder, sir. The —

THE PRESIDENT: Oh, okay, because you want to be politically correct. Go ahead.
Q

No, sir. I jus want to wear the mask.

THE PRESIDENT: Go ahead. Go ahead. Go ahead.
Q

The second quesion was about your tweets, about the woman who died who you’re

suggesing that Joe Scarborough was responsible.
THE PRESIDENT: Yeah, a lot of people sugges that. And hopefully, someday, people are going
to fnd out. It’s certainly a very suspicious situation. Very sad. Very sad and very suspicious.
Quesion, please.
Q

Her husband has asked you not to tweet about it anymore, sir.

THE PRESIDENT: Go ahead, please. Go.
Q

Mr. President, though, have you seen the letter that was written by her husband, begging

Twitter to — to delete your tweets, talking about how hard it’s been for his family, for him to
deal with that?
THE PRESIDENT: Yeah, I have. But I’m sure that, ultimately, they want to get to the bottom of
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it, and it’s a very serious situation.

I also saw a clip with — with Joe and Imus where they were having a lot of fun at her expense,
and I thought it was totally inappropriate.
No, it’s a very suspicious thing, and I hope somebody gets to the bottom of it. It’ll be a very
good thing. As you know, there’s no satute of limitations. So it would be a very good — very
good thing to do.
Okay, who’s next? Any quesions on insulin?
Yeah, please.
Q

Mr. President, there’s a bill in Congress that would — that’s related to the Uyghurs. It

passed the Senate. It’s going to be up in the House. Are you — are you willing to sign that?
THE PRESIDENT: We’re taking a look at it very srongly. They’re going to report this afternoon.
I’ll be looking at it this afternoon.
Q

(Inaudible) something special that you mentioned on China, does that include sanctions or

does that —
THE PRESIDENT: No, it’s something you’re going to be hearing about over the next — before
the end of the week — very powerfully, I think.
Yeah, please.
Q

Yes. Is there any reason why someone who does not have diabetes would take insulin? Is

there any sort of medical reason for that?
THE PRESIDENT: I could ask that quesion to — anybody like to discuss that? Do you want to
discuss it? Please, go ahead. Do you know the answer? Either one of you or both. Come on.
Let’s get these highly paid executives up here to give the answer. Seema?
Please, Jerome. We picked a good one. We got it right.
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SURGEON GENERAL ADAMS: Well, thank you, Mr. President.
THE PRESIDENT: Thank you.
SURGEON GENERAL ADAMS: And I think it’s important for everyone to know that, as Tracey
Brown highlighted earlier, one in three Americans is actually either diabetic or pre-diabetic.
And I would encourage folks to go to Diabetes.org/Risk — Risk-Tes. So Diabetes.org/Risk-Tes
to fnd out if you are at risk for diabetes.
As far as insulin goes, we know that, again, 7 million people actually are dependent on insulin.
We know that from a type 1 diabetes sandpoint, 1.6 million Americans have type 1 diabetes, and
mos all of them are dependent on insulin.
Your body, Mr. President, actually makes insulin endogenously. And people such as you and I,
we make our own insulin. So, yes, we do utilize insulin, but we make it ourselves.
THE PRESIDENT: Ah.
SURGEON GENERAL ADAMS: Other people who have diabetes oftentimes need exogenous
insulin made by many of these great manufacturers here so that they can be healthy and live
long and successful lives.
And make no misake about it: If they can get afordable insulin, they can live a long and healthy
life. And that’s what we’re here for today.
Today is a very important day. It is a monumental day because, Tracey, we’ve been working for
years to try to address the price of insulin. For years. This is an important day and I want to
thank you, Mr. President, and I want to thank all the people here for making that insulin
afordable to more people.
THE PRESIDENT: Thank you very much.
And, Tracey, do you agree with that?
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MS. BROWN: (Inaudible.) (Of-mic.)

THE PRESIDENT: And the quesion I found to be a very interesing one. But is that an unusual
quesion or an unusual circumsance?
MS. BROWN: I’m not sure that it’s an unusual quesion. There are many people who are not
clear on what the cause of diabetes is —
THE PRESIDENT: Right.
MS. BROWN: — and what (inaudible).
THE PRESIDENT: Okay, good. I thought it was a very good quesion, actually.
Please, go ahead.
Q

Thank you, Mr. President. We see in Europe — slowly from one country to the other —

they are opening their borders and letting people going from — moving from one country to
another. Are you considering — for the good of the U.S. economy, are you considering lifting
the fight ban from Europe, in the next weeks?
THE PRESIDENT: Well, we’re jus putting a ban on, as you know — going on immediately,
essentially; almos immediately — to Brazil and from Brazil into our country. So from Brazil to
the United States. They’re having a very hard time in Brazil.
We’ll be doing certain announcements on other countries, including Europe, as we move
along. And where they’re making progress, we’ll sart to open it up, but only when they’re
making progress. They’re making some good progress.
I think we’re making very good progress. We’re making very good progress on the economy.
The numbers are better than anybody would have anticipated. And certainly, I think that’s been
refected in the sock market, which had a very big day. And it’s over 25,000. And when you
think — 25,000 is a very high number — when you think that it was at 29,000 and now it’s at
25, that’s a very big day. It’s up very subsantially over the las six months. So we had a very big
day.
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But people are seeing what’s happening. They’re seeing there is a pent-up demand, as I was
predicting. And you’re going to see it more and more. We call it the “transition to greatness,”
and it really is. We’re going to have a third quarter that’s going to be good. We’re going to
have a fourth quarter that has the potential to be really good. And we’re going to have the
bes year — one of the bes years we’ve ever had next year. That’s what we see.
Yeah, John, go ahead.
Q

Mr. President, is it your intention to bring American forces home from Afghanisan by

Thanksgiving Day? And is the Pentagon drawing up plans to that efect?
THE PRESIDENT: Well, I think everyone knows we’re down to less than 8,000 troops. We’re —
with leadership in many diferent felds and in many diferent parts of that country, we’re with —
we’re dealing with the Taliban. We’re dealing with the president. And the president now has
gotten themselves sraightened out with the two presidents. But we’re dealing with — because
they had — as you know, they had competing factors — and factions.
Yeah, I think we want to get — we’re there 19 years. We’re really not acting as soldiers; we’re
acting as police. And we’re not sent over there to be policemen. But we’re there 19 years.
And, yeah, I think that’s enough. And they undersand.
We’re having very positive talks. We want to bring our soldiers back home. We want to bring
them back home. And we’re not only talking about there, we’re talking about other countries
also. We bring our soldiers back home. We can always go back if we have to. If we have to go
back, we’ll go back and we’ll go back raging. And there, we’ll go back as warriors, fghters. But
right now, we’re policing. And we’re not meant to be a police force; we’re meant to be a
fghting force.
Q

So is Thanksgiving Day the target?

THE PRESIDENT: No, I have no target. But as soon as reasonable. Over a period of time, but
as soon as reasonable.
We’re down to 7,000-some-odd soldiers right now. And in Iraq, we’re down to 4,000 soldiers.
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So we’re making a lot of progress.

In Syria, you remember, John, on the border, when I took the soldiers out of the border,
everyone said, “Oh that’s so terrible.” Well, I spoke to President Erdo ğan yeserday, of Turkey.
The border has been fne without us. They’ve been policing their border for 2,000 years. All of
a sudden, we had thousands of soldiers there doing their work, for what? Guarding Syria and
Turkey on a border — a very long border?
No, we want our troops back home. We took them out. That was a year ago. I was criticized.
Nothing happened, except they’re watching their own borders now. We kept the oil, but at
some point, we’ll take care of the Kurds, with respect to the oil, and get out.
Yeah, please. Go ahead.
Q

Mr. President, quickly, on your meeting with Governor Cuomo tomorrow —

THE PRESIDENT: Yeah, he’s coming in.
Q

— can you say what you’re going to be discussing? Do you have a particular agenda? Do

you think he’ll discuss the Gateway Project that the — the Hudson River tunnel project?
THE PRESIDENT: I would imagine we would, but he — he asked for the meeting. So we’ll see
what he wants. But he asked for the meeting — Governor Cuomo — and will be coming in
sometime tomorrow.
Yeah. Please, go ahead.
Q

What can you tell us about the documents reportedly declassifed by Ric Grenell, jus before

he sepped down as DNI? Are you prepared to release the transcripts of the Flynn-Kislyak
conversations?
THE PRESIDENT: Yeah, I’d like to hear it too. I mean, I’d like to hear it. The FBI, as you know,
said that he didn’t lie. And certainly, the conversation, almos regardless — it was a good
conversation. He was allowed to do it.

https://www.whitehouse.gov/briefings-statements/remarks-president-trump-protecting-seniors-diabetes/[8/13/2020 11:57:45 AM]

Remarks by President Trump on Protecting Seniors with Diabetes | The White House

Case 1:18-cv-02364-DKC Document 108-2 Filed 08/13/20 Page 100 of 287

And the Mueller people who are — have been proven — they’re very bad. Very bad things

they did. Very bad things. A lot of bad things are being found out about the hoax. Greates
hoax in the — in hisory of our country. And it was an illegal hoax and a very dangerous hoax.
And a lot of bad things have been found out about Mueller and the gang.
So I would like to hear that conversation. Yeah, I would like to hear it, personally. So whatever
they want me to do, I’ll do.
I think Ric Grenell has done an incredible job. And things are happening now that — I always
knew this was the answer. This was a — a — an attempted coup by a bunch of dirty cops and
others. These are dirty cops, dishones slime bags.
All right, yeah. Quesion? Go ahead, Jef.
Q

Thank you, sir. Mr. President, on Friday, you announced that you wanted governors to

reopen churches and synagogues and mosques. And you said you would overrule them if they
— if they declined to do so. Can you explain what authority you had in mind when you said
that you would do that?
THE PRESIDENT: I can absolutely do it if I want to. And I don’t think I’m going to have to,
because it’s sarting to open up. We need our churches and our synagogues and our
mosques. We want them open: churches, synagogues, mosques and other. We want them
open, and we want them open as soon as possible.
Now, I can tell you, I know a lot of pasors, a lot of rabbis, imams, and they want to take care of
their people. They want to take care. They don’t want anyone getting hurt or sick, and they’re
going to take care of their people. We need — we need these people. We need — we need
people that are going to be leading us in faith. And we’re opening them up.
And if I have to, I will override any governor that wants to play games. If they want to play
games, that’s okay, but we will win. And we have many diferent ways where I can override
them. And if I have to, I’ll do that. But we want our churches and our synagogues and our
mosques, et cetera — we want them open.
Now, there may be some areas, by the way, where the pasor, or whoever, may feel that it’s not
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quite ready. And that’s okay. That’s okay. But let that be the choice of the congregation and
the pasor.
John, go ahead.
Q

Mr. President, how long will you give North Carolina Governor Roy Cooper to provide you

with the information that you and the RNC are asking for before you decide to look elsewhere
for a venue for the RNC convention in Augus?
THE PRESIDENT: Well, as you know, we don’t have much time because we have to know that if
we’re going to spend millions of dollars on an arena — we want to be in North Carolina. I love
North Carolina. I won North Carolina. We jus had a big — two races that we won recently for
Congress in North Carolina. Two very big races that the press didn’t want to report on. If we
would have los them, it would have been the bigges sory in political hisory.
But we jus won two races. It’s a very important place to me. I love North Carolina. In fact, my
son, Eric, and Laura named their baby “Carolina” and came from, I think, both. But she was
born in North Carolina, as you know — Laura. So, it’s a very important place to me.
But at the same time — and I think that people undersand this — we have a governor that
doesn’t want to open up the sate. And we have a date of Augus — at the end of Augus —
and we have to know before we spend millions and millions of dollars on an arena to make it
magnifcent for the convention. And we have tremendous people. I mean, the economic
development consequences are tremendous for the sate. We have to know that when the
people come down, they’re going to have the doors open.
Now, if the governor can’t tell us very soon, unfortunately, we’ll have no choice. This has
nothing to do with us; this is between the governor and North Carolina and the people of North
Carolina.
But the people want it, and we’ll have to see whether or not the governor — now, he’s a
Democrat, and a lot of the Democrats, for political reasons, don’t want to open up their sates.
So we’ll see if that works, but I don’t think it will. I’d love to have it in North Carolina; that was
why I chose it — Charlotte. But we’re going to see. We’re going to see. And at the end, we
need a fas decision from the governor. He’s going to have to — because he’s — he’s been
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acting very, very slowly and very suspiciously. But we’ll fnd out.
All right? Quesion, please.
Q

So in terms of “soon,” are we talking a week, two weeks, a month?

THE PRESIDENT: Well, we need — yeah. I mean, we can’t take — we’re talking about a very
short period of time. It’s a massive expenditure, and we have to know. Yeah, I would say within
a week that certainly we have to know.
Now, if he can’t do it, if he feels that he’s not going to do it, all he has to do is tell us, and then
we’ll have to pick another location. And I will tell you, a lot of locations want it. But I picked
North Carolina because I do love that sate, and it would’ve been a perfect place for it and it sill
would be.
But he’s got to say that, you know, when thousands of people come to the arena, that they’ll be
able to get in. Does that make sense? I mean, you know, we’ll spend millions and millions of
dollars on this magnifcent design. But in the end, they have to be able to get in. I don’t want
to have it where we get there and then they announce, after all the money was spent, all the
work was done, all the people traveling — guess what? — you can’t put anybody in the arena,
or you can put a tiny number of people in the arena. We can’t do that, John.
Yeah. Please, go ahead.
Q

There are now more than — sill more than a dozen sates in this country where case

numbers are rising. So why is it suspicious if a governor says, “Look, we don’t want to move
that quickly. We sill think we need to shut down”?
THE PRESIDENT: Oh, I think it’s fne. They have to do it. Look, the governors, in certain ways,
they have to do what they want to do, but they have to tell me what they’re doing. And when it
comes to churches, et cetera, they will be overridden by me. When it comes to other things
and, you know, many other things, they won’t. If I think something is being done incorrectly or
wrong, I’m going to do it. But you have diferent governors, and they have very diferent views
on where they are and where they’re going. So we’ll see what happens.
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Please, go ahead.
Q

I’m sure you saw the images from over the weekend of people out on Memorial Day

Weekend. They were crowding pools, crowding boardwalks. Do you have any message for
these people?
THE PRESIDENT: Yeah. Always be safe. You want to be safe. We’re opening up, but you want
to be safe.
Go ahead, please.
Q

Thank you. About mail-in voting, you’ve been speaking out agains a lot — agains that a

lot.
THE PRESIDENT: You mean, mail-in voting, not ballot?
Q

Yeah. You’ve been speaking a lot about that.

THE PRESIDENT: Yeah.
Q

Why should somebody who is afraid of getting coronavirus — going to public places,

sanding in a line, et cetera — why should they not —
THE PRESIDENT: Firs of all —
Q

Why should they not be allowed to do mail-in?

THE PRESIDENT: Well, that’s going to be in a long time from now, number one. You know, it’s
quite a ways away, number one.
But when you do all mail-in voting, ballots, you’re asking for fraud. People seal them out of
mailboxes. People print them and then they sign them, and they give them in. The people
don’t even know where they’re double counted. People take them where they force people to
vote. They harves. You know what harvesing is. They take many, many ballots and they put
them all together, and then they jus dump them, and nobody has any idea whether they’re
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crooked or not.

Look, if you do mail-in voting — now it’s another thing to do absentee voting or if somebody
has a medical condition where they go through a process and they get an absentee ballot —
that’s okay; that’s diferent.
But in California, the governor sent, I hear — or is sending — millions of ballots all over the
sate. Millions. To anybody. To anybody. People that aren’t citizens, illegals. Anybody that
walks in California is going to get a ballot.
We’re not going to desroy this country by allowing things like that to happen. We’re not
desroying our country. This has more to do with fairness and honesy and, really, our country
itself. Because when that sarts happening, you don’t have a fair — you have a rigged sysem.
You have a rigged sysem, and that’s what would happen.
So mail-in ballots — and the governor of California did better than any — that I could ever do
in terms of explaining. When he sent out or will send out — and I don’t know, I think it’s maybe
partially already done — millions and millions of ballots to anybody in California that’s walking
or breathing, many of those people don’t have the right to vote. Well, they’ll be voting. And
you know what? We’re not going to let it happen, because you’re subverting our process and
you’re making our country a joke.
And the Democrats are doing it because, in theory, it’s good for them. Although, las week, we
won two big races. We won in Wisconsin and won in California. California-25. We won a
tremendous race in California. That was — that was interesing, because at the end of the race,
they brought in the Democrat — the Democrat governor, same governor; he brought in voting
booths — not mail-in — voting booths, because they were losing. They saw that through the
ballots.
But, no, you can’t do that. You can’t do the mail-in ballots because you’re going to have
tremendous fraud. And remember what I said: They’ll be grabbing them from mailboxes.
They’ll even be printing them. They’ll use the same paper, the same machines, and they’ll be
printing ballots illegally. And they’ll be sending them in by the hundreds of thousands, and
nobody is going to know the diference. We can’t do that. You want to vote? You really have
to.
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would have been. This represents a 16 percent reduction from baseline uncompensated
care spending.
➢ The projections further suggest that $4.2 billion of this reduction will come from the 25

states plus Washington DC expanding Medicaid as of the beginning of FY2014,
representing a 25 percent reduction from baseline uncompensated care spending and 74
percent of total savings. $1.5 billion will come from the 23 Medicaid non-expansion
states, representing a 9 percent reduction from baseline uncompensated care spending and
26 percent of total savings. (note NH and PA have decided to expand Medicaid, but had
not yet started enrolling individuals at the end of the second quarter of 2014, and
therefore they are excluded from these analyses).

ASPE Office of Health Policy

September 24, 2014

Case 1:18-cv-02364-DKC Document 108-2 Filed 08/13/20 Page 111 of 287
ASPE Issue Brief
Page 3

I.

Introduction: Uncompensated Care Costs, Coverage Expansion, and Hospitals

This report summarizes research on the effect of the major health insurance coverage expansion
under the Affordable Care Act (ACA) on the drivers of uncompensated care (UCC) and on
hospital UCC costs.
Hospital UCC costs totaled between $46 and $51 billion in 2012, according to the American
Hospital Association (AHA) 1 as well as data provided to the Center for Medicare and Medicaid
Services (CMS) via Hospital Cost Reports. 2 The Urban Institute reports that each individual
uninsured for the full year of 2013 received $1,005 in implicitly subsidized uncompensated care,
and that these costs totaled $49 billion nationwide in 2013. 3
Though specific definitions differ, UCC is generally considered to be the unreimbursed cost of
the care provided by hospitals to people who are uninsured, underinsured, 4 or in some cases
publicly insured. For the purposes of this report, we define hospital UCC costs as the combined
total of bad debt and charity care. 5 Bad debt refers to an amount hospitals anticipated receiving
for services but in fact never received. Charity care is the value of services rendered for which
hospitals never anticipated receiving payment, because the patient’s inability to pay was
determined early in the course of care; both of these sources of UCC are in large part generated
by medically indigent or uninsured patients, though unrealized co-pays or deductibles for insured
patients are also included in this calculation. 6, 7, 8
1

American Hospital Association, Uncompensated Care Cost Fact Sheet, January 2014. Available at
http://www.aha.org/content/14/14uncompensatedcare.pdf
2
ASPE calculations based on 2012 Hospital Cost Report Data. These calculations are described in Part 2 of this
report as well as in Appendix B.
3
Coughlin TA et al, Uncompensated Care for the Uninsured in 2013: A Detailed Examination. The Kaiser
Commission on Medicaid and the Uninsured, May 2014. Available at
http://kff.org/uninsured/report/uncompensated-care-for-the-uninsured-in-2013-a-detailed-examination/
4
There is variation in how the term “underinsured” is used for the purposes of defining uncompensated care, and
likely in how it UCC for these patients is reported on a hospital level. For example, it could include only people
who have insurance that doesn’t cover a certain service, or if could also include those whose insurance only covers a
service partially (either because of copayment / deductible liability or because the payment rate is in adequate).
5
Medicare collects bad debt, charity care, and governmental payment shortfalls on Worksheet S-10: FORM CMS2552-10, available at http://www.costreportdata.com/instructions/Instr S100.pdf. Using bad debt and charity care
as the primary measures of UCC is an approach advocated by MedPAC and the AHA. See AHA reference above,
as well as the MedPAC comment on the CMS FY2015 proposed inpatient prospective payment system rule,
available at http://www medpac.gov/documents/comment-letters/medpac-comment-on-cms's-acute-and-long-termcare-hospitals-proposed-rule.pdf?sfvrsn=0
6
Additionally, the AHA makes a distinction between “self-pay” patients, i.e. those who have the means to pay for
their care, and “charity care” patients, i.e. those who do not. However, this is not always specified in hospital
reporting, particularly in the earnings calls discussed later in this report.
7
Note that the definition of UCC we use is slightly broader than that used for Medicaid Disproportionate Share
Hospital (DSH) purposes, which consider some forms of bad debt to be unallowable for these calculations.
8
In some settings, including the ACA-strengthened mandatory reporting of community benefit to the Internal
Revenue Service for non-profit hospitals, UCC also includes the payment shortfall from Medicaid, the Children’s
Health Insurance Program (CHIP), and state or local government indigent care programs. The mandatory reporting
system is via Schedule H, which is an addendum to hospitals’ annual 990 forms, and can be found here:
http://www.irs.gov/pub/irs-pdf/f990sh.pdf. This payment shortfall may contribute significantly to hospitals’
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Uncompensated care is largely federally funded: through Medicaid, Medicare, the Veterans
Health Administration, the Indian Health Service, community health center funding, and Ryan
White funding for people with HIV/AIDS, the federal government is estimated to pay for 62
percent of UCC. 9 The largest portion of these federal funds ($13.5 billion in 2013) flows
through the Medicaid program in the form of Medicaid disproportionate share hospital (DSH)
and upper payment limit (UPL) payments. Additionally, the Medicare program provides
significant federal funding to providers for UCC through the Medicare DSH adjustments,
payments for Medicare bad debt, and payments for indirect medical education (IME) ($8 billion
in 2013). 10 Though neither Medicare DSH nor IME payments are direct payments for UCC,
they provide additional funding to recognize the higher cost structure of Medicare services, and
may be available to offset provider UCC costs.
Though hospitals are not the only providers of UCC, on a cost basis they provide the majority of
such care; 60 percent of all UCC costs are incurred through hospitals, while the other 40 percent
of costs are incurred through publicly-supported community providers and office-based
physicians. The AHA estimates that 6.1% of hospitals’ total expenses in 2012 were related to
the provision of uncompensated care. 11
Most analysts predicted that UCC would decline following the major ACA-driven coverage
expansion in 2014 because an increase in the number of insured individuals would reduce the
number who could not pay their hospital bills, as well as the need for charity care. 12 The extent
of this reduction is an empirical question, however, as it depends on a number of factors,
including the extent to which newly-insured individuals are able to meet the cost-sharing
obligations imposed by their plans.
Because of this anticipated decline in UCC following coverage expansion, the ACA enacts
reductions in the major existing streams of federal Medicaid and Medicare reimbursement that
help to offset costs of uncompensated care. For example, federal Medicaid DSH payments,
which totaled $11.4 billion in 2012, 13 are scheduled to be cut by just over 10%, or $1.2 billion, in
FY2016 and by $17.6 billion in total by FY2020. 14 Base Medicare DSH payments are reduced
to 25 percent of previous levels under the ACA, and the remaining amount is distributed based
uncompensated costs in some settings. A recent study in the New England Journal of Medicine reported that nonprofit hospitals spent 7.5% of their operating expenses on community benefit, of which 45% was due to public
program shortfall, and 25% was for direct charity care provision. (Young et al, N Engl J Med 2013;368:1519-27)
9
Coughlin et al. (2014).
10
Coughlin et al. (2014).
11
AHA, Uncompensated Care Cost Fact Sheet
12
For example, see Graves JA, Medicaid Expansion Opt-Outs and Uncompensated Care. N Engl J Med 2012;
367:2365-2367; Price and Eibner, For States that Opt Out of Medicaid Expansion: 3.6 Million Fewer Insured and
$8.4 Billion Less in Federal Payments. Health Aff (Millwood). 2013 Jun;32(6):1030-6; and Holahan, Buettgens, and
Dorn, The Cost of Not Expanding Medicaid. The Kaiser Commission on Medicaid and the Uninsured, July 2013,
available at http://kff.org/medicaid/report/the-cost-of-not-expanding-medicaid/.
13
U.S. Department of Health and Human Services, FY2012 final DSH Allotments, released July 26, 2013.
Available at http://www.gpo.gov/fdsys/pkg/FR-2013-07-26/pdf/2013-17965.pdf
14
Bipartisan Budget Act of 2013 (H.J.Res.59). Available at https://beta.congress.gov/113/bills/hjres59eah3/BILLS113hjres59eah3.pdf
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on hospitals’ share of the total amount of uncompensated care provided nationally; 15 these
changes are estimated by the Congressional Budget Office to reduce Medicare DSH spending by
$22.1 billion between 2010 and 2019. 16 Given the magnitude and timing of these cuts, as well as
the uncertainty introduced by whether and how states plan to expand Medicaid, it is critical to
determine how UCC is changing following coverage expansion so as to avoid shifting a large
financial burden to states, localities, and hospitals.
While this brief focuses primarily on changes in uncompensated care, hospital finances will also
be affected by changes in utilization related to the expansion of insurance coverage. Increased
volumes from higher utilization will often strengthen hospitals’ finances, although this need not
be the case if providers agree to treat newly-insured patients with coverage that pays amounts
that do not cover their marginal costs. Research examining prior insurance expansions can shed
light on the changes in hospital utilization that might be expected. For example, evidence from
Oregon’s Medicaid expansion showed that Medicaid increased the likelihood of being admitted
to the hospital from 6.7 percent to 8.8 percent, a 30 percent relative increase. 17 The Oregon
expansion also suggested that Medicaid coverage increased use of emergency services by 40
percent, or 0.41 visits per person per year. 18 Research examining a different abrupt gain of
insurance – namely, turning 65 and qualifying for Medicare – similarly suggests a relative
increase in admissions of 12-20 percent for those who were previously uninsured, particularly for
people with chronic conditions 19 and for admissions including elective procedures. 20
However, the evidence is not entirely consistent; for example, a study of health care utilization
after the creation of a new public insurance plan for low-income uninsured childless adults in
Wisconsin found that in the first year of coverage, while outpatient visits increased 29 percent,
and emergency department visits increased 46 percent, inpatient hospitalizations actually
declined 59 percent as did preventable hospitalizations. 21 Additionally, work from
Massachusetts showed that overall hospitalizations in Massachusetts were unchanged relative to
other states after the implementation of insurance expansion and that preventable hospitalizations
declined. 22 Further, emergency department visits declined to a small degree (6-8 percent),
particularly for conditions which were likely treatable in less resource-intense settings. 23
Given a rapidly changing health insurance landscape, it is clear that close ongoing attention to
the impact of coverage expansion on hospital utilization, costs, and UCC at the national level is
warranted. This report, which attempts to address these issues using the best available early
15

U.S. Department of Health and Human Services, August 2013, Federal Register, 78(160): 50496–51040. See in
particular page 50505. Available at http://www.gpo.gov/fdsys/pkg/FR-2013-08-19/pdf/2013-18956.pdf
16
CBO Director Doug Elmendorf, Letter To Rep. Nancy Pelosi, 3/18/10. See in particular Table 3. Available at
http://www.politico.com/static/PPM110_100318_cbo_score html
17
Finkelstein et al, Q J Econ. 2012 Aug;127(3):1057-1106
18
Taubman et al, Science. 2014 Jan 17;343(6168):263-8
19
McWilliams et al, N Engl J Med. 2007 Jul 12;357(2):143-53
20
Card et al, Am Econ Rev. 2008 Dec;98(5):2242-2258
21
DeLeire et al, Health Aff (Millwood). 2013 Jun;32(6):1037-45
22
Kolstad and Kowalski, J Public Econ. 2012 Dec 1;96(11-12):909-929
23
Miller S, J Public Econ. 2012 Dec 1;96(11-12):893-908
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evidence, is in two sections. The first section, “Changes in Hospital Uncompensated Care in
2014,” summarizes evidence available to date on the changes in the drivers of UCC during the
first six months of major coverage expansion under the ACA, and allows us to look at initial
trends in UCC at a subset of U.S. hospitals. Information in this section is based on quarterly
hospital earnings reports, as well as member surveys conducted by hospital associations. The
second section, “Projecting the Change in Total Hospital Uncompensated Care Costs,” uses
estimates of the historical relationship between changes in insurance coverage and changes in
UCC costs to project the decline in total U.S. hospital UCC costs as a result of increases in
Medicaid coverage and reductions in the number of uninsured.
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II.

Changes in Hospital Uncompensated Care in 2014

While we know that the number of people without any source of health insurance coverage
decreased and the number of people covered by Medicaid increased in the first two quarters of
2014, the impact of these changes on the utilization of hospital services and on hospitals’
provision of UCC is as yet unknown. Therefore, the intent of this section is to provide an early
picture of changes in Hospital UCC using available data. We first provide a background
discussion of what we know about coverage expansion numbers thus far in 2014. We next use
data from the financial reporting of five large, for-profit, hospital groups and from member
surveys conducted by several hospital associations on how the recent ACA-driven coverage
expansion has translated into changes in the volume and payor mix of admitted patients and
patients seen in the emergency department in the first two quarters of 2014. Finally, we discuss
how these changes likely translate into changes in UCC.
A. Insurance Coverage Expansion Under the Affordable Care Act
For over a decade prior to the ACA, the proportion of the American population that was
uninsured had been growing steadily. According to estimates made by the U.S. Bureau of the
Census, between 1999 and 2011, the percentage of Americans without any source of health
insurance coverage increased from 14 percent to 16 percent (see Appendix A). In 2012, the last
year for which Census estimates are available, almost 48 million Americans, or 15 percent,
lacked health insurance coverage. This figure was slightly higher among states that have decided
(as of the beginning of 2014) to not expand Medicaid (17 percent) than in states that have elected
to expand Medicaid (14 percent). Lack of health insurance was more common among adults
aged 18 to 64 than among Americans of all ages; in 2012 41 million adults aged 18 to 64, or 21
percent, lacked health insurance.
As a result of implementation of the major coverage provisions in the ACA, the rate of uninsured
adults began to drop in the first six months of 2014. The decline was most pronounced in
Medicaid expansion states. Data published in the New England Journal of Medicine, using the
Gallup-Healthways Well-Being Index, suggested that the uninsured rate for Americans ages 18
to 64 fell 4.7 percentage points, from 21.0 percent in September 2013 to 16.3 percent by April
2014 (the end of open enrollment), and stayed stable through June 2014. 24 The study also
showed that in Medicaid expansion states, the uninsured rate for those at or below 138 percent of
the Department of Health and Human Services Poverty Guidelines declined 6 percent, while in
Medicaid non-expansion states it declined by only 3.1 percent. 25 Similarly, the Urban Institute,
using the Health Reform Monitoring Survey, reported that the uninsured rate across adults of all
ages fell from 17.5 percent in Q1 2013 to 13.9 percent in Q2 2014 (14.8 percent to 10.1 percent
in Medicaid expansion states, and 20.8 percent to 18.3 percent in Medicaid non-expansion
states). 26

24

Sommers BD et al., N Engl J Med. 2014 Aug 28;371(9):867-74
Sommers 2014.
26
Long SK et al, Taking Stock at Mid-Year: Health Insurance Coverage under the ACA as of June 2014. Urban
Institute Health Policy Center, 2014. Available at http://hrms.urban.org/briefs/taking-stock-at-mid-year.html
25
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Commensurately, Medicaid enrollment data strongly suggest that there has been a large increase
in the percentage of adults covered by Medicaid in 2014. As of the end of July 2014, enrollment
reports demonstrate 7,935,257 more people enrolled in Medicaid and CHIP than in the
comparison baseline period of July to September, 2013. The increases in enrollment were
overwhelmingly seen in Medicaid expansion states, with 6,888,391 more enrollees, versus
1,046,866 in non-expansion states. 27

B. Early Data on Changes in Hospital Volume and Payor Mix: Quarter One and Quarter
Two, 2014
The increase in insurance coverage was expected to decrease hospital UCC by decreasing the
proportion of hospitals’ clinical volume comprised of uninsured patients (although increased
volumes of patients covered by Medicaid were expected to have a smaller impact on UCC as a
result of lower payment rates). In this subsection, we will use data from the first available
sources on volume and payor mix since insurance expansion to examine this issue: hospital
earnings data and hospital association surveys. Hospital earnings data are from the Q1 and Q2
2014 earnings reports of five large for-profit hospital operators in the United States: Community
Health Systems, Inc. (CHS), Hospital Corporation of America (HCA Holdings, Inc.), Tenet
Healthcare Corporation, LifePoint Hospitals, Inc., and Universal Health Services, Inc. (UHS).
The surveys come from three hospital associations that are located in Medicaid expansion states:
the Arizona Healthcare and Hospital Association, the Colorado Hospital Association, and the
Arkansas Hospital Association. The Colorado Hospital Association also released data from its
DATABANK of financial and volume data from 465 hospitals across 30 states, 15 of which have
expanded Medicaid. While the hospitals represented in these earnings reports and surveys are
not necessarily representative of the totality of U.S. hospitals, examining them does allow an
early look at the impact of the ACA coverage expansions on the provision of UCC.
Declining Uncompensated Care Volumes
Four of the five for-profit hospital groups – Community Health Systems, 28 HCA, 29 LifePoint, 30
and Tenet 31 – reported how their hospitals’ volumes of uninsured and/or self-pay admissions
(which we will collectively refer to as UCC) changed in Q1 2014 (relative to Q1 2013). The
27

Centers for Medicare and Medicaid Services, Medicaid and CHIP: July 2014 Monthly Applications, Eligibility
Determinations and Enrollment Report. Available at http://medicaid.gov/AffordableCareAct/Medicaid-MovingForward-2014/Downloads/July-2014-Enrollment-Report.pdf
28
Community Health Systems earnings presentation, 1st quarter 2014, and Community Health Systems' (CYH) CEO
Wayne Smith on Q1 2014 Results - Earnings Call Transcript. Available at http://seekingalpha.com/article/2200033community-health-systems-cyh-ceo-wayne-smith-on-q1-2014-results-earnings-call-transcript
29
HCA Holdings' CEO Discusses Q1 2014 Results - Earnings Call Transcript. Available at
http://seekingalpha.com/article/2174773-hca-holdings-ceo-discusses-q1-2014-results-earnings-call-transcript
30
LifePoint Hospitals' CEO Discusses Q1 2014 Results - Earnings Call Transcript. Available at
http://seekingalpha.com/article/2166743-lifepoint-hospitals-ceo-discusses-q1-2014-results-earnings-call-transcript
31
Tenet Q1 2014 report and Tenet Healthcare's (THC) CEO Trevor Fetter on Q1 2014 Results - Earnings Call
Transcript. Available at http://seekingalpha.com/article/2194873-tenet-healthcares-thc-ceo-trevor-fetter-on-q12014-results-earnings-call-transcript
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observed, Community Health Systems 39 and LifePoint, 40 saw a decrease of roughly 70 percent in
uninsured admissions in Q2 2004, and a significant drop in uninsured ED volume; the two more
urban hospital providers, HCA 41 and Tenet, 42 saw an average decrease of around 50 percent.
Arkansas, a primarily rural state, saw the volume of uninsured patients in inpatient and ED
settings decline up to 30 percent 43 – on par with other states and hospitals with more urban
geography.
Overall, there is thus strong evidence that the volume of uninsured patients is dropping in both
the inpatient and ED settings and across a variety of geographical areas, indicating a likely drop
in hospital UCC costs.
Increasing Overall Patient Volumes
Despite the observed reductions in the volume of uninsured patients, hospitals have experienced
positive trends in their overall volumes of admissions compared to prior years. 44 45 46 47 The
same-quarter to same-quarter comparisons have improved each of the last three quarters, which
is in contrast to prior trends in hospital admission volumes. For example, comparing Q4 2012 to
Q4 2013, total hospital admissions declined from 1.8 percent to 10.5 percent across four large
for-profit hospital groups. However, when comparing Q1 2013 to Q1 2014, declines were
smaller (Figure 5), and when comparing Q2 2013 to Q2 2014, two of the four chains moved into
positive comparisons in admission volumes.
39

Community Health Systems earnings presentation, 2nd quarter 2014, and Community Health Systems' (CYH)
CEO Wayne Smith on Q2 2014 Results - Earnings Call Transcript. Available at
http://seekingalpha.com/article/2372765-community-health-systems-cyh-ceo-wayne-smith-on-q2-2014-resultsearnings-call-transcript
40
LifePoint Hospitals' (LPNT) CEO Bill Carpenter on Q2 2014 Results - Earnings Call Transcript. Available at
http://seekingalpha.com/article/2343785-lifepoint-hospitals-lpnt-ceo-bill-carpenter-on-q2-2014-results-earningscall-transcript
41
HCA Holdings' (HCA) CEO Milton Johnson on Q2 2014 Results - Earnings Call Transcript. Available at
http://seekingalpha.com/article/2353325-hca-holdings-hca-ceo-milton-johnson-on-q2-2014-results-earnings-calltranscript
42
Tenet Q2 2014 report and Tenet's (THC) CEO Trevor Fetter on Q2 2014 Results - Earnings Call Transcript.
Available at http://seekingalpha.com/article/2384715-tenets-thc-ceo-trevor-fetter-on-q2-2014-results-earnings-calltranscript
43
Arkansas Center for Health Improvement, Arkansas Hospitals Show Reduction in Emergency Room Use and
Uninsured Admissions Three Months Into Private Option, May 2014. Available at
http://www.achi net/pages/news/article.aspx?ID=33
44
Community Health Systems Management Discusses Q4 2013 Results - Earnings Call Transcript. Available at
http://seekingalpha.com/article/2032761-community-health-systems-management-discusses-q4-2013-resultsearnings-call-transcript
45
HCA Holdings Management Discusses Q4 2013 Results - Earnings Call Transcript. Available at
http://seekingalpha.com/article/1992601-hca-holdings-management-discusses-q4-2013-results-earnings-calltranscript
46
LifePoint Hospitals' CEO Discusses Q4 2013 Results - Earnings Call Transcript. Available at
http://seekingalpha.com/article/2023301-lifepoint-hospitals-ceo-discusses-q4-2013-results-earnings-call-transcript
47
Tenet Healthcare Management Discusses Q4 2013 Results - Earnings Call Transcript. Available at
http://seekingalpha.com/article/2047653-tenet-healthcare-management-discusses-q4-2013-results-earnings-calltranscript
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Figure 8. Percent Change in Bad Debt
Q1 2013 to Q1 2014
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Additionally, reports from the Arizona Hospital and Healthcare Association 52 suggest a 31
percent drop in total UCC costs between Q1 2013 and Q1 2014, though again this is not split out
into charity care versus bad debt. Similarly, Colorado’s urban hospitals reported providing $3.6
million less in UCC in Q1 2014 than in Q1 2013, while its rural hospitals also experienced a
drop in UCC during Q1 2014. 53
Finally, though in this brief we focus on hospital uncompensated care, there is also evidence
from other sources that uncompensated care in the outpatient setting may be decreasing as well.
A recent report from the Robert Wood Johnson Foundation and athenaResearch suggested that
the proportion of outpatient visits accounted for by uninsured patients has decreased, particularly
in Medicaid expansion states, while the proportion accounted for by Medicaid patients has
increased. 54 Further study is necessary to understand the consequences and stability of these
trends in the outpatient setting.
Summary and Implications
Based on the available data, hospitals in Medicaid expansion states have seen substantial
declines in their admission volumes of uninsured patients, declines in their volumes of uninsured
patients visiting the ED, and increases in admissions that are covered by Medicaid. Hospitals in
non-expansion states, by contrast, report relatively little change in these volumes.
52

Jim Haynes, Arizona Hospital and Healthcare Association, Memorandum June 13, 2014
Colorado Hospital Association Center for Health Information and Data Analytics, Impact of Medicaid Expansion
on Hospital Volumes, June 2014. Available at http://www.cha.com/Documents/Press-Releases/CHA-MedicaidExpansion-Study-June-2014.aspx
54
Sung I and Gray J, ACA View: First Observations Around the Affordable Care Act. Robert Wood Johnson
Foundation and athenaResearch, 2014. See in particular page 8, Figure 8. Available at
http://www.athenahealth.com/_doc/pdf/ACAView_Final_Comprehensive_Report.pdf
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Thus, UCC costs are likely declining among hospitals, particularly among hospitals in Medicaidexpansion states. This has important implications for future financial performance in the hospital
industry, as well as for hospitals’ ability to remain clinically excellent and financially solvent in
the setting of impending decreases in federal reimbursement for uncompensated care in coming
years, as well as implications for state and federal governments.
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III.

Projecting the Change in Total Hospital Uncompensated Care Costs

In this section, we use existing data from Hospital Cost Reports to project how much lower
hospital UCC costs likely will be in 2014 nationally compared to what they would have been
without the coverage expansion, based on assumptions about the reduction in uninsured
individuals and the growth in Medicaid coverage. It is necessary to project UCC because the
Cost Reports are submitted to CMS with a substantial lag: though some hospitals have submitted
reports for 2013, the latest comprehensive set of filings available are for fiscal year 2012. As a
result, data reported via Hospital Cost Reports will not be available to directly measure any
changes in UCC following the 2014 coverage expansion for at least one to two years.
A. Methods
We used data as reported in Hospital Cost Reports for 2011 and 2012 for our analysis. These
reports are submitted to CMS annually by all acute-care and critical access hospitals (CAHs).
Data on UCC are reported in Worksheet S-10 of Form CMS-2552-10, which was first used
beginning in May 2010. 55 We defined UCC as the sum of two reported items: (1) the cost of
charity care provided to uninsured patients (line 23 column 1); and (2) the cost of non-Medicare
bad-debt expense (line 29). 56
Table 1 reports the sum of UCC over all reporting hospitals as well as its two components
(charity care and bad debt) for the years 2011 and 2012 for the 25 states plus Washington DC
that have expanded Medicaid and initiated enrollment as of July 2014, the 2 states that have
expanded Medicaid and are now initiating enrollment (PA and NH), and the 23 non-expansion
states (note that PA and NH are listed separately because, though they are expanding Medicaid,
their enrollment will begin during or after the time period covered in our savings projections;
CMS similarly separates out these two states on their most recent Medicaid enrollment report). 57
Also note that hospital UCC in expansion states was slightly higher than in non-expansion states
in 2011 and 2012:

55

Please note: the Department has raised concerns regarding the accuracy of the information reported on Worksheet
S-10, including that it is not yet subject to audit. These concerns have led the agency not to rely on these data for
the purposes of making Medicare uncompensated care payments under section 3133 of the Affordable Care Act.
We use them for the purposes of this analysis acknowledging these limitations.
56
As outlined in FORM CMS-2552-10, available at http://www.costreportdata.com/instructions/Instr_S100.pdf
57
Centers for Medicare and Medicaid Services, Medicaid and CHIP: July 2014 Monthly Applications, Eligibility
Determinations and Enrollment Report. Available at http://medicaid.gov/AffordableCareAct/Medicaid-MovingForward-2014/Downloads/July-2014-Enrollment-Report.pdf
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number of individuals covered by Medicaid would be 7.9 million higher than it otherwise would
have been as a result of coverage expansion, of which 6.9 million is in expansion states, and 1.0
million in non-expansion states. We also estimated that roughly two-thirds of the decline in the
number of uninsured persons (which is composed of both new enrollment in Medicaid and new
enrollment in private insurance programs, through the Marketplace or through employers) would
come from states that expanded Medicaid.
There are limitations to these projections; for example, if consumers cannot pay the cost-sharing
amounts required under their coverage, it is possible that hospitals will still be left with a degree
of uncompensated care for these individuals. The mix of rates and plans offered and selected in
any given state will impact hospital reimbursement; our models reflect overall patterns.
Additionally, there is concern that the Cost Report data, because it is self-reported by hospitals,
may not be of high enough fidelity to use in estimating hospital UCC. For this reason, Medicare
has continued to use each hospital’s number of Medicaid days and Medicare Supplemental
Security Income days as their proxy for uncompensated care rather than the Cost Report
information. However, MedPAC and others have recommended that the Cost Report data be
used because they believe it provides a better estimate of uncompensated care. 61 We chose to
use Cost Report data because it allows us to examine multiple components of uncompensated
care, but we recognize the limitations inherent in hospital-reported data.
B. Projected Reduction in Uncompensated Care Costs in 2014 as a Result of Increased
Rates of Medicaid Coverage and Decreased Rates of Uninsurance
Based on the model outlined above, we found that, in 2011-2012, a one-million person increase
in the number of individuals covered by Medicaid in a state was associated with a $0.292 billion
decrease in hospital UCC in that state. Similarly, a one-million person increase in the number of
uninsured in a state was associated with a $0.344 billion increase in hospital UCC in that state.
Therefore, a 7.9 million person increase in the number of uninsured individuals covered by
Medicaid and an 10.3 million person decrease in the number of individuals who are uninsured
overall, as we see in 2014 thus far, should lead to a net $5.7 billion reduction in hospital UCC
costs in FY 2014 relative to what these costs would have been in the absence of coverage
expansion, or a 16 percent reduction overall.
Most of this projected reduction ($4.2 billion of the $5.7 billion) is projected to come from
reductions in charity care, with the remainder coming from reductions in bad debt. $4.2 billion
of the reduction in UCC is projected to accrue in Medicaid expansion states, and $1.5 billion in
Medicaid non-expansion states (Figure 9).

60

Centers for Medicare and Medicaid Services, Medicaid and CHIP: July 2014 Monthly Applications, Eligibility
Determinations and Enrollment Report. Available at http://medicaid.gov/AffordableCareAct/Medicaid-MovingForward-2014/Downloads/July-2014-Enrollment-Report.pdf
61
AHA, Uncompensated Care Cost Fact Sheet and http://www.medpac.gov/documents/comment-letters/medpaccomment-on-cms's-acute-and-long-term-care-hospitals-proposed-rule.pdf?sfvrsn=0
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been: projections estimate a $5.7 billion reduction in hospital UCC costs in 2014 (16 percent of
baseline uncompensated care spending). In Medicaid expansion states, hospitals are projected to
experience reductions of $4.2 billion, representing 25 percent of these states’ baseline spending
or 74 percent of the total savings nationally. In Medicaid non-expansion states, hospitals are
projected to experience reductions of $1.5 billion, representing 9 percent of these states’ baseline
spending, or 26 percent of the total savings nationally. This has important implications for
hospitals’ future financial performance as public and private insurance continue to expand and as
levels of federal reimbursement for UCC are reduced through cuts in DSH payments.
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Appendix B: Projected Effects of Increased Medicaid Coverage and Decreases in
Uninsurance on Hospital Uncompensated Care: Detailed Methods
APSE conducted a statistical analysis to assess, at the state level, the association between the
amount of uncompensated care (UCC) provided by hospitals in a state in a year and the number
of individuals covered by Medicaid and the number of individuals who are uninsured. It then
used the results of this analysis along with state-level projections of the numbers of uninsured
and Medicaid-covered individuals to project how much lower UCC would be.
Hospital UCC in 2011 and 2012 was calculated from Hospital Cost Reports, as described in the
main body of this report. These data were then aggregated to the state level in each year for use
in the state-level analysis.
The numbers of individuals who were uninsured and who were covered by Medicaid in each
state and in each year were obtained from estimates made by the U.S. Bureau of the Census. 63
These estimates are based on survey data from the Current Population Survey.
To assess the association between UCC and the numbers of uninsured and Medicaid-covered
individuals, we used the following panel-data model:

where:
UCCs,t is the dollar amount of UCC provided by hospitals in state s and in year t (in
billions of current dollars);
Medicaids,t is the number of individuals covered by the Medicaid program in state s and
in year t (in millions);
Uninsureds,t is the number of individuals who were uninsured for the entire year in state s
and in year t (in millions);
ϕs is a set of state fixed effects; and
θt is a set of year fixed effects.
The use of panel data and the inclusion of a set of state and year fixed effects is preferred over a
simpler model assessing the cross-sectional association between UCC, Medicaid, and Uninsured
because the latter model is more likely to be affected by omitted variable bias.
The results of this statistical model are reported in the Table below. The results indicate that a
one-million increase in the number of people uninsured in a state is associated with a $0.344
billion increase in hospital UCC in that state. Similarly, a one-million increase in the number of

63

United States Census Bureau, online Health Insurance data. Available at
http://www.census.gov/hhes/www/hlthins/
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Introduction
The health care system has profound effects on Americans’ lives. Access to high-quality health
care contributes to good health, which helps Americans meet obligations to their families,
succeed in the workplace and the classroom, and enjoy an overall high quality of life. At the same
time, health care is a major expense for families and governments alike, so the health care
system’s ability to deliver needed care at a reasonable cost is an important determinant of
Americans’ overall standard of living.
When President Obama took office, he confronted a health care system that was falling short
both in ensuring broad access to high-quality care and in providing care at a reasonable cost.
These shortcomings were the result of large gaps in our health insurance system and a health
care delivery system that too often provided inefficient, low-quality care. Through the Affordable
Care Act (ACA) and other legislation enacted under this Administration, as well as accompanying
administrative actions, the United States has made considerable progress in addressing these
two major problems.
Turning first to the health insurance system, more than one-in-seven Americans—44 million
people—lacked health insurance coverage in 2008, the year before the Obama Administration
began. Many uninsured individuals were simply unable to afford coverage, while many others
were locked out or priced out of the individual health insurance market because they had preexisting health conditions. Their lack of insurance coverage kept them from being able to obtain
the care they needed, and left them vulnerable to financial catastrophe if they became seriously
ill. Meanwhile, even many Americans with health insurance faced similar risks due to significant
gaps in their coverage.
In his first month in office, President Obama took an initial step toward ensuring that all
Americans had access to affordable, high-quality health insurance coverage by signing legislation
improving the Children’s Health Insurance Program (CHIP). Slightly more than a year later, the
President signed the ACA, which reformed the individual health insurance market to ensure that
all Americans could find affordable, high-quality coverage, provided generous financial support
to states that wished to expand their Medicaid programs to cover more of their low-income
residents, and allowed young adults to remain on a parent’s plan until age 26. Together, these
actions led to a historic expansion in the number of people with health insurance. Because of the
coverage provisions of the ACA, an estimated 20 million additional adults now have health
insurance. In addition, thanks in large part to the ACA and the improvements to CHIP that the
President signed into law, the uninsured rate among children has fallen by almost half since the
President took office, providing health insurance to more than 3 million additional children.
Following these gains, the uninsured rate stands below 9 percent for the first time ever.
A growing body of evidence demonstrates that broader insurance coverage is generating major
benefits for the newly insured and the health care system as a whole. Access to medical care has
improved substantially; the share of people reporting that they have recently forgone medical
3
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care because they could not afford it has fallen by more than a third since the ACA became law.
Expanded coverage has also reduced the burden of medical debt and generated corresponding
reductions in the amount of uncompensated care. Nationwide, uncompensated care has fallen
by more than a quarter as a share of hospital operating costs from 2013 to 2015, corresponding
to a reduction of $10.4 billion. Early evidence also suggests that expanded coverage is driving
improvements in health that are consistent with those observed in prior research; if experience
under the ACA matches what was observed under Massachusetts health reform, an estimated
24,000 deaths are already being avoided annually. Looking beyond the health care sector, the
ACA has also sharply reduced income inequality, and it has achieved this broad range of benefits
without the adverse near-term effects on the labor market that the ACA’s critics predicted, while
also helping to lay the foundation for a stronger labor market over the long term.
The ACA also introduced reforms to improve financial security and access to care for those who
were already insured. These reforms are generating important benefits. Because of the law,
private insurance plans are generally required to limit enrollees’ annual out-of-pocket spending.
Due to the spread of out-of-pocket limits since 2010, an estimated 22 million additional people
enrolled in employer-sponsored plans are protected against catastrophic costs in 2016. Similarly,
because of the ACA’s provision phasing out the Medicare Part D coverage gap, more than 11
million Medicare beneficiaries have received cumulative savings on prescription drugs averaging
more than $2,100 a person as of the middle of 2016.
Turning next to the health care delivery system, the United States devoted roughly a sixth of its
gross domestic product (GDP) to health care when President Obama took office, a far larger share
than peer nations. Yet health outcomes in the United States were, at best, no better. At the same
time, health care spending and health outcomes varied widely across regions of the United
States, with no evidence that higher-spending areas achieved better outcomes. This and other
evidence showed that there were major opportunities to reform the health care delivery system
in ways that could reduce the burden that health care spending placed on the U.S. economy,
while improving health outcomes.
The ACA and related legislation have implemented comprehensive reforms to make the health
care delivery system more efficient and improve the quality of care. The ACA achieved significant
near-term savings by better aligning payments to medical providers and private insurers in
Medicare with the costs of providing services. The law also set in motion a long-term effort to
develop and deploy alternative payment models (APMs) that reward providers who deliver
efficient, high-quality care, unlike existing fee-for-service payment systems, which base payment
chiefly on the quantity of services delivered. Using the tools provided by the ACA, the
Administration has made considerable progress in deploying APMs, including accountable care,
bundled payment, and medical home models. As of early 2016, more than 30 percent of
traditional Medicare payments were estimated to be associated with APMs, up from virtually
none in 2010. The tools provided by the ACA, which were enhanced by the bipartisan physician
payment reform legislation enacted in 2015, will drive further progress in the years ahead.
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Changes in Medicare’s payment systems appear to be catalyzing similar changes by private
payers. Indeed, at the beginning of 2016, 17 million—or roughly one in ten—private insurance
enrollees are estimated to have been covered under payment arrangements similar to the
accountable care contracts being deployed in Medicare, up from virtually none as recently as
2011. Similarly, one large survey found that around a quarter of provider payments made by
private insurers were associated with APMs in 2015. The Administration has also taken several
steps to accelerate the diffusion of APMs in the private sector by directly engaging private payers
in payment reform efforts in Medicare and Medicaid, facilitating information sharing across
payers, and fostering the development of common standards. The ACA’s excise tax on high-cost
employer-sponsored coverage, scheduled to take effect in 2020, will provide an additional
impetus for private sector plans to engage in payment reform efforts over the coming years.
The six years since the ACA became law have seen very encouraging trends in both health care
costs and health care quality. Prices of health care goods and services have grown at a slower
rate under the ACA than during any period of the same length since these data began in 1959.
Recent years have also seen exceptionally slow growth in per enrollee spending in both public
programs and private insurance. In parallel, there have been promising indications that quality
of care is improving. The rate at which patients are harmed while seeking hospital care has fallen
by 21 percent since 2010, which is estimated to have led to approximately 125,000 avoided
deaths cumulatively through 2015. Medicare beneficiaries’ risk of returning to the hospital soon
after discharge has also declined substantially, corresponding to an estimated 565,000 avoided
readmissions from April 2010 through May 2015.
A considerable body of research has aimed to understand the causes of these encouraging
trends. The Great Recession does not appear to have been an important driver of the slow growth
in health care costs in recent years. The recession had little effect on Medicare spending, and,
while the Great Recession did dampen private sector spending growth in the years during and
immediately after the downturn, its ability to explain slow growth over the last few years is
limited. Similarly, neither demographic changes nor changes in cost sharing appear to explain
much of the slow growth in health care costs under the ACA.
It therefore appears that recent years’ favorable trends in health care costs and quality primarily
reflect structural changes in the health care delivery system. While multiple factors are likely
playing a role, payment reforms introduced in the ACA have made substantial, quantifiable
contributions to slowing the growth of health care costs in both Medicare and private insurance.
Congressional Budget Office (CBO) estimates imply that the ACA has reduced the growth rate of
per beneficiary Medicare spending by 1.3 percentage points a year from 2010 through 2016.
“Spillover” effects of the ACA’s Medicare reforms on the prices that private insurers pay for care
have likely subtracted between 0.6 and 0.9 percentage point a year from the growth rate of per
enrollee private insurance spending over the same period. Moreover, there is reason to believe
that the ACA has had systemic effects on trends in health care costs and quality that go beyond
what can be directly quantified.
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Recent positive developments in the health care delivery system are generating major benefits
to families and the economy. The average premium for people who hold employer-based family
coverage was nearly $3,600 lower in 2016 than if premium growth since the ACA became law
had matched the preceding decade, savings families will receive directly in the form of lower
premium costs and indirectly in the form of higher wages. Far from offsetting the slowdown in
premium growth, growth in out-of-pocket costs has slowed as well, and accounting for out-ofpocket costs increases these savings to $4,400 in 2016.
People who get coverage outside the workplace have also realized important savings on
premiums and cost sharing. The typical Medicare beneficiary enrolled in traditional Medicare will
incur around $700 less in premiums and cost sharing in 2016 than if Medicare spending trends
had matched what was projected in 2009. This figure does not include reductions in cost sharing
on prescription drugs due to the combination of the ACA’s provision closing the Medicare Part D
coverage gap and slower-than-expected growth in prescription drug spending, so it actually
understates the total savings to Medicare beneficiaries.
Because State and Federal governments finance a substantial share of health care spending,
slower growth in health care costs has also greatly improved the fiscal outlook. Due in large part
to the ACA’s provisions slowing the growth of health care costs, CBO projects that the law will
reduce deficits by increasing amounts in the years ahead, rising to an average of 1 percent of GDP
over the decade starting in 2026. Over the next two decades as a whole, the law is projected to
reduce deficits by more than $3 trillion. In addition, since just after the ACA became law, CBO has
reduced its projections of Medicare spending under current policies by an additional $125 billion
in 2020 or around 0.6 percent of GDP in that year, further improving the fiscal outlook. The
combination of the ACA and broader trends in the health care sector have also added 11 years
to the life of the Medicare Trust Fund relative to 2009 projections.
The remainder of this report provides additional detail on the challenges the United States health
care system faced when the President took office, the actions this Administration has taken to
meet those challenges, and the progress that has been achieved to date. The first section of this
report focuses on progress in expanding and improving health insurance coverage, and the
second focuses on improvements in the health care delivery system. The final section concludes.
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Figure 3. But individuals under age 65 were served by a patchwork of programs and incentives
that left significant gaps.
For people with access to coverage through an employer, the tax code provided a large implicit
subsidy for purchasing coverage. Unlike cash compensation, the compensation employers
provide in the form of health insurance is excluded from payroll and income taxation. The Federal
marginal tax rate on labor income averages around 35 percent, so for each dollar of
compensation a family received in the form of health insurance instead of wages, the family
saved 35 cents in Federal taxes, reducing the effective cost of that dollar of health insurance
coverage to just 65 cents. 3 This favorable tax treatment played a central role in making coverage
affordable for many middle- and upper-middle class families.4
However, the tax benefit for employer-sponsored coverage was inadequate to make coverage
affordable for many low- and moderate-income families. As depicted in Panels A and B of Figure
3, the likelihood of having private insurance from any source fell sharply with income. Bipartisan
efforts during the 1980s and 1990s had made significant progress in filling these gaps for lowand moderate-income children by broadening eligibility for Medicaid and creating the Children’s
Health Insurance Program (CHIP). But these efforts left significant gaps even for children. They
left even larger gaps for adults. Prior to the ACA, most state Medicaid programs did not cover
adults without children, no matter how low their incomes, and the median state only covered
working parents with incomes below 61 percent of the Federal Poverty Level (Heberlein, Brooks,
and Alker 2013). As a result, low- and moderate-income non-elderly adults were by far the age
and income group most likely to lack health insurance, as illustrated in Panel B of Figure 3.

The Federal marginal tax rate reported here was estimated using data from Urban-Brookings Tax Policy Center
Tables T13-0253 and T14-0091. States also generally exclude employer-provided health insurance coverage from
taxation, so the value of the tax subsidy is somewhat larger than reported here.
4
While this favorable tax treatment played an important role in making coverage affordable for many families, its
unlimited nature also encouraged some employers to offer inefficient and overly generous plans. The ACA
introduced a tax reform that maintains this tax benefit, but mitigates the inefficiencies created by its unlimited
nature; this reform is discussed in the second half of the chapter.
3
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and the sick; providing robust financial protection against unexpected health shocks; and
facilitating access to needed health care.
Most destructively, insurers typically offered coverage on worse terms or not at all to people with
pre-existing health conditions, a group estimated to include between 50 million and 129 million
non-elderly Americans, depending on the definitions used (ASPE 2011). Before issuing a policy,
insurers generally required applicants to submit information about their health history.
Individuals with a pre-existing condition might then be charged a higher premium, offered a
policy that excluded care related to the condition, or denied coverage entirely. While estimates
of the frequency of these practices vary, they were clearly quite common. An industry survey
found that 34 percent of individual applicants were charged higher-than-standard rates based on
demographic characteristics or medical history (AHIP 2009). Similarly, a report by the
Government Accountability Office (2011) estimated that, as of early 2010, the denial rate among
individual market applications was 19 percent, and the most common reason for denial was
health status. A 2009 survey found that, among adults who had individual market coverage or
shopped for it in the previous three years, 36 percent were denied coverage, charged more, or
had exclusions placed on their policy due to pre-existing conditions (Doty et al. 2009).
Insurers’ desire to discourage enrollment by individuals with significant health care needs also
led them to limit coverage in ways that undermined enrollees’ access to care and financial
security. For example, plans offered on the individual market frequently excluded or charged a
high premium for services like maternity care, prescription drugs, and mental health care
(Whitmore et al. 2011). One study estimated that, in 2011, 62 percent of individual market
enrollees lacked coverage for maternity services, 34 percent lacked coverage for substance abuse
services, 18 percent lacked coverage for mental health services, and 9 percent lacked prescription
drug coverage (ASPE 2011). Individual market policies also frequently imposed very high costsharing requirements or placed annual, lifetime, or other limits on the amount they would cover.
Half of individual market enrollees were estimated to be in policies that covered less than 60
percent of their total medical spending (Gabel et al. 2012). Similarly, an estimated 89 percent of
people purchasing individual coverage had a lifetime limit on their benefits (Musco and Sommers
2012).

Reforms to Expand and Improve Health Insurance Coverage
The Obama Administration has implemented a series of reforms designed to overcome the
barriers described above and ensure that all Americans can access high-quality, affordable health
insurance coverage. This work began in February 2009 with the enactment of legislation
improving CHIP and continued with the enactment and implementation of the ACA, which made
broader reforms to the health insurance system in the United States. These reforms, as well as
the evidence that they have dramatically expanded access to health insurance coverage, are
described in detail below.
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To provide affordable coverage options for the lowest-income Americans, the ACA provided
states with generous financial assistance to expand Medicaid coverage to all non-elderly people
with incomes below 138 percent of the Federal Poverty Level (FPL), around $16,200 for an
individual and $33,500 for a family of four in 2016.8 As specified in the ACA, the Federal
Government has funded 100 percent of the cost for newly eligible individuals to date, and this
share gradually phases down to 90 percent in 2020 and subsequent years. This generous
matching rate makes expanding Medicaid a very attractive proposition for states, particularly
since research has generally concluded that states that expand Medicaid realize significant
offsetting savings elsewhere in their budgets, including in existing portions of their Medicaid
programs, in programs that defray the costs of uncompensated care, and in programs that
provide mental health services (Buettgens, Dorn, and Carroll 2011; Dorn, McGrath, and Holahan
2014). To date, 31 states and the District of Columbia have expanded Medicaid under the ACA.
For Americans with incomes too high to qualify for Medicaid, the ACA implemented an
interlocking set of reforms in the individual health insurance market. The first component of
these reforms was a new set of consumer protections that guaranteed access to high-quality
health insurance coverage. Most importantly, to ensure that both healthy and sick individuals
could access coverage, the law required insurers to offer coverage on common terms to all
enrollees, regardless of whether they had pre-existing health conditions, with premiums allowed
to vary based solely on age, geography, and tobacco use. In order to ensure that the coverage
available on the reformed market offered real access to medical care and financial protection,
the law required all plans to cover a set of essential health benefits and provide a basic level of
protection against out-of-pocket costs. As a complement to these reforms, the law created a risk
adjustment program that compensates insurers that attract a sicker-than-average group of
enrollees, thereby ensuring that insurers have incentives to design plans that meet the needs of
all types of consumers, both healthy and sick. Finally, to foster competition, the law created the
Health Insurance Marketplaces (Marketplaces), web-based markets that help consumers
comparison shop to find a plan that matches their particular preferences and needs.
The second component of these reforms was designed to ensure that coverage on the reformed
individual market was affordable. To overcome the affordability challenges that kept many lowand middle-income Americans from obtaining coverage before the ACA, the law created a
premium tax credit for people with incomes between 100 percent and 400 percent of the FPL
who purchase coverage through the Marketplaces. 9 The premium tax credit ensures that all
consumers have affordable coverage options by limiting the amount enrollees must contribute
to a “benchmark” plan to a specified percentage of their income; if the premium for the
benchmark plan exceeds that amount, the tax credit makes up the difference. For individuals
The base income eligibility threshold is 133 percent of the FPL. However, Medicaid program rules provide for an
additional “income disregard” of 5 percent of income, which brings the effective eligibility threshold to 138 percent
of the FPL. The dollar amounts reported in the text reflect the 2015 version of the FPL because those are the amounts
used to determine eligibility for coverage during 2016.
9
In states that have expanded Medicaid, people with incomes between 100 and 138 percent of the FPL receive
coverage through Medicaid. In non-expansion states, these people are generally eligible for subsidized coverage
through the Marketplace.
8
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with incomes below 250 percent of the FPL, the law also provides cost-sharing reductions that
reduce enrollees’ out-of-pocket costs. As an additional measure to keep premiums affordable,
the law implemented an individual responsibility provision that requires people who can afford
coverage to make a payment if they elect to go without it. This requirement encourages healthy
individuals to enroll in coverage, which protects the individual market’s ability to pool risk
between the healthy and the sick, thereby helping keep premiums affordable; indeed, the
Congressional Budget Office has estimated that individual market premiums would be around
20 percent higher in the absence of this provision (CBO 2015b). The provision also discourages
individuals from shifting their health care costs to others in the form of uncompensated care.
The U.S. uninsured rate has declined dramatically since these reforms took effect at the
beginning of 2014, falling from 14.5 percent in 2013 to 8.9 percent in the first half of 2016, as
illustrated in Figure 1. The decline in the uninsured rate seen over this period is, by far, the largest
decline since the years following the creation of Medicare and Medicaid in 1965. Consistent with
the nearly unprecedented magnitude of this decline, research aimed at isolating the effect of the
ACA from other trends in the health care system or the economy has concluded that the
overwhelming majority of these gains are directly attributable to the ACA’s reforms
(Courtemanche et al. 2016; Blumberg, Garrett, and Holahan 2016). Using a methodology that
controls for unrelated economic and demographic changes, HHS estimates that 17.7 million nonelderly adults have gained coverage since the end of 2013 because of the ACA’s comprehensive
reforms (Uberoi, Finegold, and Gee 2016). Combining these gains since 2013 with the gains for
young adults because of the ACA’s provision allowing young adults to remain on a parent’s plan
until age 26, an estimated 20 million adults have gained coverage because of the ACA.
The ACA’s main coverage provisions have also driven further coverage gains among children,
which are not captured in the data from the Gallup-Healthways Well-Being Index used by Uberoi,
Finegold, and Gee (2016). As illustrated in Figure 5 above, the uninsured rate among children has
seen another sharp decline as the ACA’s major coverage expansions have taken effect, equivalent
to an additional 1.2 million children gaining coverage. 10 Combining the gains that began in 2014
with the gains in children’s coverage from 2008 through 2013 that were discussed above, an
additional 3.1 million children have coverage in 2016 because of the decline in the uninsured rate
among children since 2008.
Both the law’s Medicaid expansion and its reforms to the individual health insurance market are
contributing to this major expansion in health insurance coverage. To illustrate this, Figure 8
reports the decline in the uninsured rate from 2013 to 2015 by state in relation to that state’s
uninsured rate in 2013. While every state in the country has seen a decline in its uninsured rate
since 2013, states that have taken advantage of the law’s Medicaid expansion have seen
The 1.2 million figure cited here reflects coverage gains for individuals ages 0 to 17 from 2013 through the first
half of 2016, as reported in the National Health Interview Survey. The data reported in Figure 5 include individuals
ages 0 to 18 because 18-year-olds are considered children for Medicaid and CHIP eligibility purposes, making this
the most appropriate age range to examine when discussing CHIPRA. By contrast, 18-year-olds are already included
in the estimate reported by Uberoi, Finegold, and Gee (2016) regarding the effects of the ACA, so including 18-yearolds in this estimate would double-count post-2013 gains for 18-year-olds.
10
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evidence of their effectiveness (McGlynn et al. 2003; Commonwealth Fund 2008). To encourage
greater utilization, the ACA required that private insurance plans and Medicare cover preventive
services that are recommended by the United States Preventive Services Task Force without cost
sharing. While the research literature examining the effects of this provision is still limited, one
recent study examined plans that implemented this provision at different times and concluded
that eliminating cost sharing had the expected effect of increasing use of the service studied, in
this case contraception (Carlin, Fertig, and Dowd 2016).

Economic Consequences of Broader Health Insurance Coverage
The historic expansion in insurance coverage described in the last section is still very new, so
research to evaluate its consequences is just beginning. Early evidence shows, however, that
recent coverage gains are already generating major benefits similar to those documented in prior
research on the effects of health insurance coverage. This evidence demonstrates that the law
has already succeeded in improving access to care, health, and financial security for the newly
insured and in reducing the burden of uncompensated care for the health care system as a whole.
Looking beyond the health care sector, the law is helping to reduce income inequality, and it is
achieving this broad range of benefits without the negative near-term effects on the labor market
that many of the law’s critics had predicted, while laying the foundation for a stronger labor
market over the long term. This subsection of the report reviews this evidence base, with a
particular focus on the effects of the major coverage provisions of the Affordable Care Act that
took effect at the start of 2014.
Improved Access to Care

One objective of expanding insurance coverage is to ensure that individuals can access needed
health care. 13 Research examining prior coverage expansions leaves little doubt that expanding
insurance coverage is an effective tool for increasing access to care. For example, the Oregon
Health Insurance Experiment, a randomized-controlled trial of expanding Medicaid coverage to
low-income adults, found that Medicaid increased receipt of health care services, including
preventive services, prescription medications, and physician visits (Baicker et al. 2013). Studies
While many non-economists consider it a self-evidently good thing when expanded insurance coverage increases
use of health care, a long-standing strand of economic research emphasizes the possibility that health insurance will
drive overconsumption of health care by insulating enrollees from the cost of services, a phenomenon referred to
as “moral hazard” (Pauly 1968). For several reasons, however, moral hazard is not the appropriate analytic lens for
considering increases in the use of health care that arise from a coverage expansion. First, health insurance can
increase the use of health care services by increasing the resources that individuals have available to them when
seriously ill, thereby allowing them to access very expensive, but cost-effective treatments (Nyman 1999); these
types of increases in use of care do not represent overconsumption. Second, in light of evidence that many effective
services are persistently underused, increases in the use of care that result from reducing the cost of accessing care
may, in some cases, reflect a reduction in underconsumption rather than a shift toward overconsumption (Baicker,
Mullainathan, and Schwartzstein 2015). Third, the standard moral hazard analysis defines care as excessive if the
individual would prefer to receive a cash payment equal to the cost of the care in lieu of that care. Because low- and
moderate-income families face serious constraints on their budgets, they will often prefer a cash payment even to
highly effective health care services, so care that is judged excessive by the moral hazard definition may still be quite
valuable when judged using a broader social perspective.
13
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as Simon, Soni, and Cawley (2016) and Wherry and Miller (2016), document that gains in access
to care have been largest in states that expanded their Medicaid programs. Similarly, Shartzer,
Long, and Anderson (2016) find that low- and moderate-income adults, who saw the largest
coverage gains, also saw the largest improvements in access to care.
Better Health Outcomes

The ultimate goal of expanding access to health care services is improving health. Research
examining prior coverage expansions that targeted populations similar to those targeted under
the ACA provides a basis for confidence that expanded insurance coverage will translate into
better health. The Oregon Health Insurance Experiment documented significant improvements
in self-reported health status and mental health due to expanded Medicaid coverage (Finkelstein
et al. 2012; Baicker et al. 2013). Studies of Massachusetts health reform concluded that the
coverage expansion drove improvements in self-reported physical and mental health, as well as
reductions in mortality (Van der Wees, Zaslavsky, and Ayanian 2013; Sommers, Long, and Baicker
2014), and a study of state Medicaid expansions targeting low-income adults during the early
2000s reached similar conclusions (Sommers, Baicker, and Epstein 2012). Studies of prior
expansions of Medicaid and CHIP coverage targeting low- and moderate-income children have
documented that health benefits of expanded coverage can be long-lasting, with adults who had
access to coverage in childhood experiencing lower risk of death and hospitalization many years
later (Wherry et al., 2015; Brown, Kowalski, and Lurie 2015; Wherry and Meyer 2016).
Early evidence on the effects of the ACA appears quite consistent with evidence from earlier
coverage expansions. Barbaresco, Courtemanche, and Qi (2015) report improvements in selfreported health status among young adults following implementation of the ACA’s provision
allowing young adults to remain on a parent’s plan. Looking at the main ACA coverage provisions
that took effect in 2014, Sommers et al. (2015) find that the share of non-elderly adults reporting
that they are in fair or poor health has fallen as coverage has expanded, as has the percentage of
days that respondents report having their activities limited by health problems. Research has also
found evidence that gains in self-reported health status have been larger in states that have
expanded their Medicaid programs (Sommers et al. 2016; Simon, Soni, and Cawley 2016).
While direct estimates of the law’s effects on physical health outcomes are not yet available,
largely because these data become available with longer lags, these effects are likely to be quite
important. Consider, for example, one particularly important health outcome: mortality. As
discussed in detail in CEA (2015), there is considerable evidence that prior coverage expansions
targeting populations similar to those targeted in the ACA generated substantial reductions in
mortality rates. The most relevant existing estimate of the effect of insurance coverage on
mortality comes from work by Sommers, Long, and Baicker (2014) on Massachusetts health
reform. By comparing experiences in Massachusetts to those in neighboring states, they estimate
that one death was avoided annually for every 830 people who gained health insurance. In
conjunction with the estimate cited earlier in this report that 20 million adult have gained
coverage because of the ACA as of early 2016, this estimate implies that around 24,000 deaths
are being avoided annually because of the ACA.
30
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Greater Financial Security

Another function of health insurance is to protect against the medical costs associated with
serious illness. As discussed above, one benefit of that protection is that it allows sick individuals
to obtain needed medical care. An additional important benefit, however, is that it helps ensure
that families do not experience financial hardship due to illness, ranging from having to cut back
spending on other needs, to taking on debt, to failing to pay other bills and thereby impairing
their ability to get a loan in the future. 14
Research examining prior coverage expansions convincingly established that expanding health
insurance coverage substantially improves financial security. The Oregon Health Insurance
Experiment found that having Medicaid coverage virtually eliminated the risk of facing
catastrophic out-of-pocket medical costs (defined as medical costs in excess of 30 percent of
income) and sharply reduced the share of individuals reporting trouble paying bills due to medical
expenses (Baicker et al. 2013). Mazumder and Miller (2016) examine the effects of
Massachusetts health reform and document reductions in the amount of debt past due, the
amount of debt in third-party collection, and the risk of bankruptcy, as well as improvements in
credit scores. Similarly, Gross and Notowidigdo (2011) document substantial reductions in
bankruptcy risk due to Medicaid expansions during the 1990s and early 2000s, and Finkelstein
and McKnight (2008) demonstrate that the introduction of Medicare led to large reductions in
exposure to high out-of-pocket medical costs among individuals over the age of 65.
Recent research indicates that the ACA’s major coverage provisions are having similar beneficial
effects on financial security. Research using survey data show that the share of families reporting
problems paying medical bills has fallen substantially since 2013, with particularly large
reductions for low- and moderate-income adults (Shartzer, Long, and Anderson 2016). Studies
using data from consumer credit reports to compare states that have and have not expanded
Medicaid found similar improvements in financial security, including reductions in the amount of
debt sent to a collection agency and improvements in credit scores (Dussault, Pinkovskiy, and
Zafar 2016; Hu et al. 2016). The magnitude of these improvements is substantial; Hu et al. (2016)
estimate that state Medicaid expansions reduce the amount of debt sent to collection by
between $600 and $1,000 per person gaining coverage under expansion.
Lower Uncompensated Care Costs

While the most salient benefits of expanded insurance coverage accrue to the newly insured,
expanding insurance coverage also has implications for other participants in the health care
system. Uninsured individuals still receive some medical care, and when they do so, they are
often unable to pay for that care; Coughlin et al. (2014) estimated that health care providers
delivered roughly $1,000 in uncompensated care per uninsured person in 2013, costs that must
Medical costs are not the only financial consequence of serious illness. Dobkin et al. (2016) document that nonelderly individuals experience large earnings losses after serious health shocks, with the result that even insured
individuals are at risk of financial hardship under these circumstances. A progressive tax code and the safety net,
which have been strengthened by the ACA’s reforms to help low- and moderate-income families afford health
insurance coverage, play an important role in cushioning households against these types of shocks.
14
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These studies find important long-term labor market benefits from expanded insurance
coverage. Cohodes et al. (2015) find that having Medicaid or CHIP coverage in childhood
increases the likelihood of completing high school and college. Brown, Kowalski, and Lurie (2015)
find that female children with greater access to Medicaid or CHIP coverage in childhood have
higher educational attainment and higher earnings in early adulthood. They also find evidence
that both boys and girls with greater access to Medicaid or CHIP in childhood pay more in income
and payroll taxes in their young adult years, potentially offsetting a substantial fraction of the
cost of providing coverage to children. These results provide direct evidence that the increases
in children’s insurance coverage that have occurred under this Administration will generate
important long-term labor market benefits and suggest that expanded coverage for adults could
generate similar benefits.
The ACA has also strengthened the U.S. system of automatic stabilizers, programs that
automatically expand during hard times and contract during good ones, which will help to reduce
the severity of future recessions. The ACA’s coverage expansions help ensure that families facing
job or income losses during a recession retain access to affordable health insurance options.
Retaining access to affordable health insurance options safeguards families’ ability to access
health care and cushions their budgets, enabling these families to better smooth their
consumption of health care and other necessities.
While these direct improvements in families’ economic security in the face of recession are
valuable on their own, they also have important macroeconomic benefits. By boosting
consumption at the household level during recessions, the ACA will increase aggregate demand
for goods and services at times when it would otherwise be impaired, increasing overall economic
output and helping to mitigate the severity of the recession itself. Moreover, recent discussions
of macroeconomic policy have suggested that changes in the U.S. economy have increased the
likelihood that monetary policy will be constrained by the inability to cut nominal interest rates
below the zero bound in future recessions, increasing the importance of a strong system of
automatic stabilizers (Furman 2016).
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Health Care Costs and Quality Before the Affordable Care Act
A range of evidence indicates that the U.S. health care delivery system has historically fallen short
of its potential. One commonly cited piece of evidence was how health care spending and
outcomes in the United States compared with those of its peer countries. The United States has
historically been an extreme outlier in the share of GDP it devotes to health care, as illustrated in
Figure 23. In 2009, the share of GDP that the United States devoted to health care was more than
80 percent higher than that of the median member of the Organisation for Economic Cooperation and Development (OECD) and nearly 50 percent higher than that of the next highest
OECD member. Due in part to challenges in obtaining comparable data for the United States and
other OECD countries, the reasons that spending was so much higher in the United States are not
fully understood. However, research has generally concluded that the United States paid higher
prices for health care services—potentially reflecting the greater market power held by providers
and insurers in the United States’ system—and made greater use of costly, but not necessarily
effective, medical technologies and treatments (Anderson et al. 2003; Garber and Skinner
2008). 16

The United States’ much-higher spending could have been justified if the additional spending
translated into better health care outcomes. In fact, life expectancy was almost two years shorter
in the United States than in the median OECD country, and cross-county comparisons of various
measures of the quality of care, such as the risk of hospital-acquired infections, found that the
outcomes achieved in the United States were, at best, unremarkable (Drösler, Romano, and Wei
2009). In principle, this pattern could arise if factors outside the health care delivery system, such
as the United States’ high obesity rate and uniquely large share of people without health
insurance, masked the large returns generated by the United States’ higher health care spending.
While these factors may have played some role in explaining the United States’ poor
These two drivers of higher health care spending in the United States may, to some degree, be related if providers’
ability to charge higher prices facilitates investment in costly medical technologies.

16
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who move from one part of the country to another and similarly concluded that much of the
variation in spending across areas reflects differences in how care is delivered in different areas,
not differences in the characteristics or preferences of people in different places (Finkelstein,
Gentzkow, and Williams 2016).
Aggregate data on patterns of care in the United States also suggested that the delivery system
was falling short of what a well-functioning delivery system could be expected to achieve, driving
up costs and leading to worse outcomes for patients. Research examining individual patient
encounters with the health care system found that patients commonly failed to receive care that
was recommended under clinical guidelines, while also commonly receiving care that was not
recommended (McGlynn et al. 2003). Studies similarly found evidence that care was often poorly
coordinated, with patients commonly receiving duplicate tests and different medical providers
responsible for a patient’s care often failing to communicate when a patient transitioned from
one care setting to another (Commonwealth Fund 2008). Research also found that patients were
often injured in avoidable ways when seeking medical care, suffering harms ranging from
medication errors, to pressure sores, to infections (Institute of Medicine 1999). Others noted that
patients were often readmitted to the hospital soon after discharge, despite evidence that these
readmissions might be avoidable with better planning for post-discharge or other changes in
medical practice (MedPAC 2007; Commonwealth Fund 2008).

Reforms to the Health Care Delivery System Under the Obama Administration
In light of the compelling evidence that the health care delivery system has historically fallen
short of its potential, this Administration has implemented a comprehensive set of reforms,
largely using tools provided by the ACA, to make the health care delivery system more efficient
and improve the quality of care. These reforms fall in three main categories: better aligning
payments to medical providers and insurers in public programs with actual costs; improving the
structure of Medicare’s provider payment systems to ensure that those systems reward
providers who deliver efficient, high-quality care, rather than simply a high quantity of care; and
engaging private insurers in a similar process of payment reform. Each of these reforms, as well
as its underlying economic logic, is discussed in detail below.
Aligning Public Program Payment Rates with Actual Costs

One way of reducing spending on health care is to ensure that the amounts Medicare and other
public programs pay for health care services match the actual cost of delivering those services.
Setting Medicare payment rates at an appropriate level has at least two major benefits. Most
directly, reductions in Medicare payment rates reduce costs for the Federal Government, which
pays for the majority of care Medicare beneficiaries receive, as well as for beneficiaries
themselves, who pay the remaining costs through premiums and cost sharing. 17
Many Medicare beneficiaries have supplemental coverage that pays for some or all of their cost sharing. In some
cases, they purchase this coverage individually and in other cases they receive it from a former employer or a state
Medicaid program. In these cases, cost-sharing is ultimately financed by the entity paying for the supplemental
17
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Recent research implies that reductions in Medicare payment rates can also generate savings for
individuals enrolled in private insurance plans by enabling private insurers to secure better rates
from medical providers. 18 Clemens and Gottlieb (forthcoming) study a past reform in Medicare
payments to physicians that had different effects in different parts of the country. They find that
when Medicare reduces its payment rate by one dollar, private insurers reduce their payment
rates for the same services by $1.12, on average. White (2013) and White and Wu (2014)
undertake a similar analysis focused on Medicare payment to hospitals using variation in how
earlier Medicare payment reforms affected different hospitals. White (2013) finds that when
Medicare reduces its payment rates by one dollar, private payers reduce their payment rates by
$0.77. White and Wu (2014) find that for each dollar Medicare saves in response to such a reform,
other payers realize savings of $0.55. These results run contrary to earlier conventional wisdom
that Medicare payment reductions generate offsetting “cost shifts” to private payers that drive
up the costs of private insurance.
The ACA made a range of changes designed to bring payment rates in public programs more
closely in line with the actual cost of delivering services. Two of these were particularly important
due to their large size. First, the ACA modified Medicare’s formula for updating payment rates to
certain medical providers to reflect an expectation that providers will improve their productivity
to a similar extent as the rest of the economy over the long run. Previously, Medicare had
updated payment rates for these providers based solely on changes in the costs of the inputs
they use to deliver care, without accounting for improvements in productivity, an approach that
caused payment rates to rise more quickly than the providers’ actual cost of delivering health
care services.
Second, the law addressed long-standing deficiencies in the system used to pay Medicare
Advantage plans that led to those plans being paid far more to cover Medicare patients than it
would have cost to cover the same patient in traditional Medicare (MedPAC 2009). To do so, the
ACA phased in changes to the “benchmarks” used to determine payments to Medicare
Advantage plans. These provisions have taken effect without adverse effects on the premiums or
availability of Medicare Advantage plans, consistent with the view that pre-ACA payment rates
were excessive. Access to Medicare Advantage plans remains essentially universal among
Medicare beneficiaries, and the share of Medicare beneficiaries enrolled in a Medicare
Advantage plan has risen from 24 percent in 2010 to a projected 32 percent in 2017, while
average premiums are estimated to have fallen by 13 percent from 2010 through 2017 (CMS
2016b).

coverage. Similarly, some Medicare beneficiaries also have all or part of their premiums paid by another entity,
typically a state Medicaid program or a former employer.
18
The mechanism by which Medicare payment rates affect private payment rates remains unclear. Clemens and
Gottlieb (forthcoming) suggest that reducing Medicare’s payment rate may strengthen private payers’ negotiating
position, perhaps because it becomes less attractive for a provider to walk away from the negotiation or because
Medicare’s rates serve as a benchmark for judging whether contract terms are reasonable.
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Reforming the Structure of Medicare’s Payment Systems

A second approach to increasing the value produced by the health care delivery system is to
improve the structure of the payment systems that public health care programs and private
insurers use to pay medical providers. Historically, the U.S. health care system has been
dominated by “fee-for-service” payment systems in which medical providers are paid separately
for each individual service they deliver, like an office visit, a diagnostic test, or a hospital stay.
Fee-for-service payment undermines the efficiency and quality of patient care in three important
ways. First, fee-for-service payment encourages providers to deliver more services than
necessary since each additional service translates into additional revenue. Second, fee-forservice payment encourages providers to deliver the wrong mix of services. In a system with
payment rates for thousands of different services, payment rates for some services will inevitably
end up being set too high relative to the underlying cost of some services and too low for others,
biasing care toward those services that happen to be particularly profitable, whether or not those
services create the most value for patients. Third, fee-for-service payment fails to reward
providers who improve health outcomes because payment is completely independent of the
outcomes they achieve for their patients. 19
The perverse short-run incentives created by fee-for-service payment may also distort the longrun trajectory of medical technology. Because of the shortcomings catalogued above, fee-forservice payment tends to encourage widespread use of resource-intensive new technologies,
even if they generate modest health benefits, while often failing to ensure equally widespread
use of less resource-intensive new technologies that generate large health benefits. When
deciding what new technologies to develop, potential innovators and investors are likely to favor
technologies that they expect to have a larger market, causing them to focus more on the former
type of technology than the latter. Over time, this bias may lead to larger increases in health care
spending and smaller improvements in health outcomes than would occur under a payment
system that rewards efficient, high-quality care.
Largely using tools provided by the ACA, the Administration has implemented two types of
reforms in the Medicare program designed to address the shortcomings of fee-for-service
payment. The first was targeted improvements to existing fee-for-service payment systems to
encourage more efficient, higher-quality care, which have the important advantage that they can
be implemented quickly at scale. The second was setting in motion a longer-term shift away from
fee-for-service payment and toward alternative payment models (APMs) that pay providers
based on overall cost and quality of the care they deliver, rather than the numbers and types of
services they provide. In addition, to facilitate continuous learning and progress along both of
these tracks, the ACA created the Center for Medicare and Medicaid Innovation (CMMI) to
develop and test innovative new payment models. Importantly, the Secretary of Health and
Human Services has the authority to expand a payment model tested through CMMI nationwide
While health care professionals have other reasons to deliver high-quality care, including their concern for their
patients’ well-being and their desire to attract and retain patients, the evidence summarized earlier demonstrates
that this was not always sufficient to ensure that all patients received high-quality care.
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if the model is determined to reduce spending without harming quality of care or to improve
quality of care without increasing spending.
Targeted Reforms to Fee-For-Service Payment Systems

This Administration has implemented a range of targeted improvements to existing fee-forservice payment systems. One such improvement is greater use of “value-based” payment
systems, which adjust providers’ fee-for-service payment amounts upward or downward
according to how they perform on measures of the quality or efficiency of care. For hospitals, the
ACA introduced value-based payment incentives aimed at encouraging hospitals to reduce their
hospital readmission rates and their hospital-acquired infection rates. The ACA also introduced
broader value-based payment programs for physicians and hospitals that reward providers that
perform well across a broad array of quality and efficiency measures. More recently, CMMI began
testing a value-based payment system for home health care services, and the bipartisan
Medicare Access and CHIP Reauthorization Act (MACRA) introduced a new value-based payment
system for physician services that will consolidate existing value-based payment programs for
physicians into a single program starting in 2017.
Another type of improvement is beginning to pay providers to deliver high-value services for
which payment was not previously available. For example, through CMMI, the Administration
tested the Medicare Diabetes Prevention Program (MDPP), which provides coaching aimed at
helping participants transition to a healthier lifestyle and lose weight. The evaluation of this
initiative demonstrated that MDPP both reduced spending and improved quality of care for
Medicare beneficiaries, and the Chief Actuary of the Centers for Medicare and Medicaid Services
(CMS) has certified that expanding the initiative would not increase Medicare spending (RTI 2016;
Spitalnic 2016; HHS 2016a). On this basis, CMS is now taking steps to begin paying providers to
deliver MDPP services to eligible Medicare beneficiaries nationwide starting in 2018. The
Administration has also used various pre-ACA authorities to begin covering other high-value
services under Medicare in recent years, such as care management services for individuals with
chronic diseases and care planning services for patients with cognitive impairments like
Alzheimer’s disease or dementia.
Development and Deployment of Alternative Payment Models

Most important for the long term, the Administration has also made substantial progress in
deploying APMs that reorient payment to be based upon the overall cost and quality of the care
providers deliver. The Administration has tested and deployed a range of different types of APMs
in Medicare. Two particularly important types of APMs are bundled payment models and
accountable care organization (ACO) payment models, each of which is discussed in greater detail
below.
Under bundled payment models, sometimes called episode payment models, Medicare makes a
single payment for all care involved in a clinical episode, rather than paying for each of those
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services separately. 20 Bundled payment models use a range of different approaches to define
clinical episodes, but they generally start when a specified triggering event occurs and then
continue for a follow-up period. For example, in a bundled payment model CMMI is currently
testing for hip and knee replacement, the episode begins when the patient is admitted to the
hospital for surgery and continues through 90 days after discharge. The bundled payment covers
all the health care services the patient receives during that time, including the initial hospital
admission, the surgeon’s services, post-discharge home health services, and any other services
associated with the patient’s recovery, including those triggered by complications.
Making a single payment for this broad array of services associated with an episode allows
providers to deliver the most appropriate combination of services to patients, without regard to
how those individual services are compensated, creating opportunities to improve the efficiency
and quality of care. Many bundled payment models further encourage quality improvement by
providing a higher payment per episode to providers who perform well on specified measures of
care quality. Medicare captures a portion of the savings generated by more efficient care by
setting the bundled payment amount at a discount relative to the costs historically associated
with each type of clinical episode.
CMMI is testing several different types of bundled payment models. Through the Bundled
Payments for Care Improvement initiative, CMMI is testing bundled payments for 48 different
clinical episodes, and this model has attracted nearly 1,500 participating provider organizations
across the country as of the middle of 2016. Similarly, CMMI is testing bundled payment for the
full scope of care provided to beneficiaries receiving chemotherapy through the Oncology Care
Model, which has enrolled 194 oncology practices from markets across the country. CMMI has
also begun tests of bundled payment models that include all providers in randomly selected
metropolitan areas. Specifically, CMMI began this type of test of a bundled payment model for
hip and knee replacement in 67 metropolitan statistical areas across the country in early 2016
and recently proposed a similar approach to testing bundled payment for additional orthopedic
procedures and certain types of cardiac care.
Testing models on a geographic basis, as these new bundled payment models do, has two
important advantages relative to other approaches. First, randomly selecting metropolitan areas
to participate in the model ensures that participants will not differ systematically from nonparticipants, allowing the test to deliver particularly compelling evidence on how the model
affects the efficiency and quality of care. Second, participation by all providers in the randomlyselected geographic areas allows the test to provide evidence on how the model would perform
if it were expanded program-wide; evidence from tests that allow each individual provider to opt
in or out of the model are much more challenging to generalize in this fashion. In light of these
Some bundled payment models literally make a single payment for the episode and rely on the providers involved
in the patient’s care to split that payment among themselves. However, most bundled payment models being tested
by CMMI instead pay for care on a fee-for-service basis during the episode, and then “reconcile” these payments
after the fact. If fee-for-service spending falls below the episode price, CMS makes a payment to the provider equal
to the savings, while if the fee-for-service spending exceeds the episode price, the provider makes a corresponding
payment to CMS. Either approach to bundled payment creates similar incentives.

20
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developing new models that qualify as advanced APMs as well to revising some existing models
to meet the advanced APM criteria.
Engaging the Private Sector in Payment Reform

Reforming payment systems in Medicare is an important step, as Medicare accounts for around
a quarter of all health care spending in the United States. However, more than half of Americans
receive coverage through private insurers, which have also historically relied upon fee-for-service
payment systems. Ensuring that all Americans receive efficient, high-quality care therefore
requires improving private insurers’ provider payment systems as well. In light of the substantial
shortcomings of fee-for-service payment systems, it may seem puzzling that private insurers had
not already done so. But insurers faced two major barriers: a serious collective action problem
and poor incentives created by the tax treatment of employer-sponsored health insurance
coverage.
A collective action problem exists because developing and deploying new payment models is a
costly endeavor, requiring significant investments by both payers and providers, but, as described
below, many of the benefits of investments made by any individual actor accrue to its
competitors. As a result, each individual payer’s return to investing in new payment methods is
far below the overall return to the health care sector, leading private payers to substantially
underinvest in new payment approaches.
The benefits of one payer’s investment in alternative approaches to provider payment spill over
to other payers in two important ways. First, once new approaches to payment have been
developed and providers have been induced to make the investments needed to deploy them,
other payers can adopt those same payment structures at lower cost, but still realize the resulting
benefits for the efficiency and quality of care. Largely for this reason, private payers have often
elected to base their payment systems on Medicare’s payment systems, at least in part (Ginsburg
2010). Private payers typically set payment rates for physicians by starting with the Medicare
physician fee schedule rates and increasing them by a specified percentage. Consistent with this,
recent research has documented that when Medicare changes the relative amount it pays for
different types of physician services, private payers follow suit, at least on average (Clemens and
Gottlieb forthcoming). For hospital services, there is far more diversity in the methods used,
though Medicare’s payment systems are a common starting point (Ginsburg 2010).
A second reason spillovers occur is that medical providers often apply a common “practice style”
across all of their patients, so changes made in response to payment changes implemented by
one payer often affect patients covered by other payers as well. For example, research examining
the diffusion of managed care in the 1990s found that increases in the prevalence of managed
care in an area led to changes in treatment patterns for patients in non-managed policies as well
(Glied and Zivin 2002). Research has found similar effects for the Alternative Quality Contract
(AQC), an ACO-like contract that Blue Cross Blue Shield of Massachusetts has been experimenting
with since 2009. McWilliams, Landon, and Chernew (2013) report that patients who were treated
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by AQC-participating providers, but who were not covered by Blue Cross Blue Shield of
Massachusetts, also benefited from lower costs and improved quality along some dimensions.
The Administration has taken several steps to overcome this collective action problem. The
Administration’s aggressive efforts to improve Medicare’s payment systems, described in detail
in the previous section, are one particularly important step. As discussed above, private payers
often pattern their payment systems after Medicare’s payment systems, so transforming
payment in Medicare can facilitate improvements in private payment systems. The resulting
trends in private payment approaches have been encouraging. For example, recent years have
seen rapid growth in private ACO contracts alongside the growth in Medicare ACO contracts, and
about 17 million—or roughly one in ten—private insurance enrollees were covered under ACO
contracts at the beginning of 2016, up from virtually none as recently as 2011 (Muhlestein and
McClellan 2016). Looking across all types of APMs, a recent survey of private insurers estimated
that approximately one in four claims dollars paid by private insurers flowed through an APM
during calendar year 2015 (HCPLAN 2016).
The Administration has also taken a range of steps to directly overcome the collective action
problem described above by facilitating collaboration across payers in developing innovative
payment models. The Administration created the Health Care Payment Learning and Action
Network in 2015, a forum in which providers and payers can share best practices on how to
design and deploy new payment methods. Similarly, in partnership with the members of the Core
Quality Measure Collaborative, a group that includes representatives of payers, providers, and
consumers, CMS released agreed-upon quality measures for six major medical specialties as well
as for ACO and medical home models in early 2016. CMMI has also directly included private
payers in many of its model tests. For example, the medical home interventions being tested
through the Comprehensive Primary Care initiatives is being implemented in parallel by CMS and
other payers in each of the test markets, and the all-payer models now being tested in Maryland
and Vermont involve multiple payers by definition.
These steps to facilitate collaboration across payers may have benefits in addition to resolving a
collective action problem. Notably, these efforts have the potential to reduce the administrative
costs to providers of participating in APMs. Reducing administrative costs is valuable in their own
right, but may also facilitate more rapid diffusion of these models. Aligning incentives across
payers may also make APMs more effective by ensuring that providers do not face conflicting
incentives from different payers.
In addition to the collective action problem discussed above, the tax treatment of employersponsored health insurance coverage has been a second important barrier to the adoption of
better payment methods in the private sector. In particular, employees pay income and payroll
taxes on compensation provided in the form of wages and salaries, but not on compensation
provided in the form of health care benefits. As discussed earlier in this report, this treatment
means that the Federal Government provides an implicit subsidy of around 35 cents on the dollar
to compensation provided in the form of health benefits that it does not provide to other forms
of compensation.
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As also discussed earlier in this report, this subsidy plays a useful role in helping make coverage
affordable for many families, but it also distorts employers’ incentives. Because the Federal
Government subsidizes each additional dollar of health benefits, employers have a strong
incentive to provide excessively costly and inefficient health plans. This in turn undermines the
business case for payers to make the plans they offer employers more efficient, including by
adopting new approaches to provider payment developed in the public sector and making their
own investments in better benefit designs and better approaches to provider payment.
The ACA addressed this problem by including an excise tax on high-cost employer-sponsored
coverage. The tax, currently scheduled to take effect in 2020, will levy a 40-percent tax on
employer plan costs in excess of about $29,000 for family coverage and about $10,700 for single
coverage. Plans with higher costs due to factors such as the age-sex mix of their enrollment or
the industry in which their enrollees work are eligible for higher thresholds. The tax applies only
to the portion of plan costs in excess of the threshold; for example, a family plan with a cost of
$29,100 in 2020 would pay just $40 in tax. For these very high-cost plans, this structure
counteracts the perverse incentives to offer overly generous coverage that existed under preACA law, while preserving strong incentives for employers to offer appropriate coverage. The
U.S. Department of the Treasury estimates that 7 percent of enrollment in employer-sponsored
coverage and around 1 percent of plan costs will be affected when the tax takes effect in 2020.
The most direct effects of the tax will be on enrollees in the high-cost plans affected by the tax.
As their employers take steps to make their plans more efficient, workers at these firms will see
lower premiums and correspondingly higher wages, which Congressional Budget Office and Joint
Committee on Taxation estimates imply will be around $43 billion in 2026 alone.21 However, the
benefits of this reform are likely to be felt throughout the health care system, not just by
enrollees in highly inefficient plans. Just as improvements in Medicare’s payment systems
generate spillover benefits for the rest of the health care system, payment innovations adopted
by inefficient plans are likely to generate benefits for enrollees in many different types of
coverage. Similarly, the excise tax on high-cost coverage will encourage plans and employers to
engage in more aggressive price negotiation with medical providers. By weakening the bargaining
position of providers relative to plans, the excise tax will help plans not directly affected by the
tax secure lower prices for their enrollees (Baker, Bundorf, and Kessler 2015).

This estimate was derived from an August 2016 estimate by the Congressional Budget Office (CBO) and Joint
Committee on Taxation (JCT) that repealing the excise tax would increase the deficit by $20 billion in 2026 (CBO
2016a). CBO/JCT assume that roughly three-quarters of the fiscal effects of the tax arises from the increase in payroll
and income tax revenue as workers’ wages rise (CBO 2015a). Calculations based on tables published by the UrbanBrookings Tax Policy Center imply that the average marginal tax rate on labor income for individuals with employer
coverage is around 35 percent (see Urban-Brookings Tax Policy Center Tables T13-0253 and T14-0091). Combining
these estimates implies an increase in wage and salary income of $43 billion (=[$21 billion * 0.75]/0.35).
21
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Additional Steps to Reform the Health Care Delivery System

This Administration has also taken a range of other steps to reform the health care delivery
system that complement the provider payment reforms discussed in the rest of this section. One
such effort aimed to accelerate the deployment of health information technology (IT). Studies of
health IT adoption have found positive impacts on the quality and efficiency of patient care
(Buntin et al. 2011; Shekelle et al. 2015). For example, numerous studies provide evidence that
computerized physician order entry systems, which can alert doctors to possible medication
allergies or dosing errors, prevent adverse drug events (Jones et al. 2014; Shamliyan et al. 2008).
To spur greater use of health IT, the Health Information Technology for Economic and Clinical
Health (HITECH) Act of 2009 created financial incentives for Medicare and Medicaid providers to
adopt and make “meaningful use” of electronic health records (EHR). More recently, MACRA
updated the HITECH incentives for physicians to use health IT and integrated them into
Medicare’s core physician payment system. Providers participating in the value-based payment
system for physicians established under MACRA will be scored, in part, on their use of EHRs to
improve the quality of patient care. MACRA also incorporates the use of certified EHRs (EHRs that
meet certain criteria for capturing and sharing patient data) into the determination of whether a
payment model qualifies as an advanced APM and thereby qualifies participating physicians for
the bonus payments described in the last section.
Recent years have seen substantial progress in deploying EHRs. As illustrated in Figure 27, 84
percent of non-Federal acute care hospitals had adopted a basic EHR (an EHR that can perform a
certain set of core functions) as of 2015, up from just 16 percent in 2010. An even greater share
of hospitals possessed at least a certified EHR system. EHR use has also become common among
office-based physicians. In 2015, 78 percent of office-based physicians had an EHR and more than
a third had used their EHR system to transmit patient health information to external providers
(Jamoom and Yang 2016). Focusing on hospitals, Dranove et al. (2015) found evidence that the
HITECH payment incentives had accelerated EHR adoption.
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since the ACA became law, which is discussed in greater detail in the next section, IPAB has not
yet been called upon to make recommendations despite this stringent target.

Recent Trends in Health Care Costs and Quality
As the reforms described in the last section have taken effect, the United States has seen
exceptionally slow growth in health care costs, as well as promising improvements in the quality
of care patients receive. This progress has been seen in every part of the health care system,
including both public insurance programs like Medicare and Medicaid and private coverage.
While the factors driving these encouraging trends are not fully understood, there is clear
evidence that the reforms introduced in the ACA, together with other actions taken by this
Administration, are playing an important role. This section of the report provides a detailed
description of recent trends in health care costs and quality, as well as what is known about the
causes of these trends.
Recent Trends in Health Care Costs

Economists commonly focus on three distinct measures of health care costs: unit prices; per
enrollee spending; and aggregate spending. Unit prices are the amounts paid for a single unit of
a health care good or service, such as a physician visit, a hospital admission, or a dose of medicine.
Lower unit prices, holding quality fixed, are unambiguously good for consumers because they
allow consumers to purchase the same medical care for less money, leaving more money to
purchase other valued goods and services.
Per enrollee spending refers to the average health care spending per person enrolled in insurance
coverage and is determined by both the unit prices of health care and the average quantity of
services used by enrollees. Per enrollee spending is what ultimately determines what consumers
pay in the form of premiums and cost sharing. Slower growth in per enrollee spending that
reflects slower growth in health care prices is unambiguously good for consumers, for the reasons
described above. Slower growth in per enrollee spending that reflects slower growth in utilization
of services will often benefit consumers as well, provided that slow growth is achieved without
worsening the quality of care.
Aggregate spending refers to the total amount the country spends on health care and is
influenced by both spending per individual enrolled in coverage and the number of individuals
enrolled in coverage. Faster growth in aggregate spending can be a negative development if it
reflects faster growth in per enrollee spending that is not justified by concomitant improvements
in quality. However, it can also be a positive development if, for example, it reflects
improvements in access to care due to expanded health insurance coverage. Aggregate spending
is not directly relevant to consumers.
Recent trends in each of these measures are examined below.
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Understanding the Recent Slow Growth in Health Care Costs

An important question is what has caused the very slow growth in health care costs under the
ACA. Broader economic and demographic trends do not provide a satisfactory explanation for
recent trends. The Great Recession cannot explain the slow growth in Medicare spending, nor
can it explain why spending growth in the private sector remains so low years after the end of
the recession. Similarly, demographic changes can explain only a small portion of the slowdown
in per enrollee health care spending and actually make the slowdown in aggregate health care
spending growth look slightly larger.
This evidence implies that recent trends in health care spending primarily reflect developments
internal to the health care sector. Changes in the cost sharing obligations borne by individuals do
not appear to explain recent trends, suggesting that the main factor has been changes in the
health care delivery system. Within the delivery system, there are likely a number of factors
playing a role, but the ACA’s changes to provider payment have made a large, readily quantifiable
contribution, and there is reason to believe that the ACA’s effects on recent trends may go
beyond what can be easily quantified today.
Each of these factors is discussed in greater detail below.
The Great Recession and Its Aftermath

Some analysts have pointed to the economic disruptions caused by the Great Recession as a
possible explanation for the slow growth in health care costs under the ACA. However, this
explanation does not fit the available data. Most fundamentally, the Great Recession does not
appear to be able to explain any meaningful portion of the slow growth in Medicare spending in
recent years. In addition, while it appears that the Great Recession did dampen private sector
spending growth in the years during and immediately after the downturn, it is doubtful that the
recession and its aftermath can explain why spending growth has remained low all the way
through the present, more than seven years after the recession’s end.
The fact that health care spending growth has grown slowly in Medicare, not just private
insurance, is the clearest evidence that recent health care spending trends reflect much more
than just the Great Recession and its aftermath. Medicare beneficiaries are generally not
employed and only around a fifth live in families that get more than half of their income from
earnings, so they are relatively insulated from developments in the labor market. Likewise, only
around a quarter of Medicare beneficiaries have asset income in excess of $1,000 annually,
suggesting that the typical beneficiary is relatively insulated from financial market developments
as well. 25
Empirical evidence strongly supports the view that the Great Recession had little effect on trends
in Medicare spending. Historically, weaker macroeconomic performance has not been associated
with lower growth in Medicare spending per beneficiary, either at the national level or when
These estimates reflect CEA analysis of the Current Population Survey Annual Social and Economic Supplement
data covering 2015.
25
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comparing across states experiencing stronger and weaker macroeconomic performance at a
given point in time (Levine and Buntin 2013; Chandra, Holmes, and Skinner 2013; Sheiner 2014).
Similarly, Dranove, Garthwaite, and Ody (2015) directly compare Medicare spending growth in
areas of the country that experienced larger and smaller reductions in employment during the
Great Recession. They conclude that the recession had only small effects on Medicare spending
growth.
It is more plausible that the Great Recession could have affected health care spending among
people under age 65. Non-elderly Americans generally depend on the labor market for their
livelihoods, and those who have health insurance overwhelmingly receive coverage through an
employer, as illustrated in Figure 3. As a result, there many mechanisms through which the Great
Recession could have affected the health care spending of people under age 65.
Most directly, an economic downturn could cause some individuals to become uninsured. For
example, reduced employment could reduce access to employer coverage, and increased
financial stress could cause families to conclude that premiums are unaffordable. Alternatively,
financial pressure could cause employers to stop offering coverage or charge higher premiums.
The uninsured rate among non-elderly adults did indeed increase sharply during and immediately
after the Great Recession, as depicted in Figure 5. Because the uninsured are much less likely to
access health care, as discussed earlier in this report, this development likely exerted downward
pressure on aggregate health care spending growth during this period. However, the uninsured
rate for non-elderly individuals peaked by 2010, so increases in the number of uninsured cannot
explain why health care spending growth has remained low since that time. Furthermore,
reductions in the number of people with coverage through an employer cannot explain why per
enrollee health care spending, not just aggregate health care spending, has grown so slowly.
There are, however, mechanisms by which an economic downturn might affect spending by
individuals who remain insured. Financial stress could cause individuals to de-prioritize spending
on health care or cause employers to modify the coverage they offer in ways that reduce health
care spending, such as by increasing cost sharing. Whatever the mechanism, there is empirical
evidence that the Great Recession reduced the growth of per enrollee health care spending in
employer coverage in its immediate aftermath. Ryu et al. (2013) find that the recession increased
cost sharing in employer coverage and estimate that those increases subtracted around 1
percentage point per year from the growth of per enrollee health care spending in employer
coverage in both 2010 and 2011, with smaller reductions in earlier years. Similarly, Dranove,
Garthwaite, and Ody (2014) compare growth in per enrollee spending in employer coverage in
metropolitan statistical areas that experienced larger and smaller reductions in employment
during the Great Recession. They conclude that the Great Recession subtracted an average of 1.8
percentage points per year from growth in per enrollee spending in employer coverage in 2010
and 2011.
While this evidence demonstrates that the Great Recession exerted downward pressure on
growth in private insurance spending in the years around 2010, it is doubtful that it can explain
why per enrollee spending growth in private coverage has remained low through the present, as
65
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Demographic changes have had a related effect in Medicare. As the early cohorts of baby
boomers have turned 65, the average age among individuals among individuals 65 and older has
declined, placing significant downward pressure on growth in Medicare spending per beneficiary.
As reported in Figure 38, after having had little net effect on per beneficiary Medicare spending
growth over the decade preceding the ACA, demographic changes have subtracted around 0.3
percentage point per year during the post-ACA period. As with the effects reported above, this
effect is not trivial but still relatively small in relation to the overall slowdown in the growth of
Medicare spending.
Changes in Enrollee Cost Sharing

Changes in cost sharing obligations, such as coinsurance, copayments, and deductibles, are
another possible explanation for the slower growth in health care spending since the ACA
became law. It is well-established that higher cost sharing causes individuals to use less care (for
example, Newhouse et al. 1993), so if cost sharing obligations had grown more rapidly during the
post-ACA period than during the pre-ACA period, this could account for slower growth in health
spending after the ACA’s passage. In fact, there is no evidence that this has occurred.
Focusing first on individuals who get coverage through an employer, Figure 39 plots out-ofpocket spending as a share of total spending in employer coverage over time derived from three
different data sets: the Household Component of the Medical Expenditure Panel Survey (MEPS)
and two different databases of health insurance claims. 27 The MEPS estimates suggest that the
out-of-pocket share has been declining steadily since at least 2000 with, if anything, a faster pace
of decline after 2010 than before 2010. The estimates from the two claims databases suggest
that the out-of-pocket share has been relatively flat, with small increases in the out-of-pocket
share in the years before 2010 and little net change after 2010. Thus, there is no evidence that
cost sharing obligations have grown more quickly after 2010 and, therefore, no evidence that
faster growth in cost sharing can explain slower growth in health care spending over this period.
If anything, these data suggest that cost sharing trends may have worked slightly against the
slowdown in health care spending growth observed in recent years. 28

Each of these data series has strengths and weaknesses. The MEPS is nationally representative, whereas the claims
databases are not. On the other hand, the claims databases offer larger sample sizes. They also offer more accurate
information on each individual transaction since they contain the actual transaction records.
28
This conclusion is even stronger if consumers’ decisions on whether to access care depend on the dollar amounts
they pay when they access care rather than the share of total spending they pay. The absolute dollar amount of cost
sharing has grown more slowly in the post-ACA period than the pre-ACA period due to the combination of sharply
lower overall spending growth and the relatively steady trend in the out-of-pocket share.
27
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during the 1990s (Cutler, McClellan, and Newhouse 2000; Glied 2000). Recent economic research
examining these state laws has concluded that they put substantial, but temporary upward
pressure on health care spending in the years after they took effect (Pinkovskiy 2014). This may
partially explain why health care spending growth under the ACA has been so much slower than
the first half of the 2000s, though it cannot explain why spending growth has been slower under
the ACA than during the second half of the 2000s.
Another possible explanation for why health care spending has grown more slowly in recent years
is that the pace at which new medical technologies are being introduced has slowed. As noted
earlier in this section, economists generally believe that the development of resource-intensive
new medical technologies has been the main driver of the rapid growth in health care spending
over the long term (Newhouse 1992; Cutler 2004). If these types of technologies are arriving at a
slower pace than in the past, then that could explain why health care spending has grown at a
slower pace.
The trajectory of medical technology likely can account for much of the recent swings in
prescription drug spending growth. As illustrated in Figure 41, per enrollee prescription drug
spending in private insurance grew very slowly in the years both immediately before and after
passage of the ACA after having grown quite rapidly in the early 2000s. 29 Slow growth during this
period appears to have resulted from a slew of patent expirations for blockbuster drugs that
allowed less expensive generic versions of these drugs to enter the market, combined with a
dearth of new drug introductions (Aitken, Berndt, and Cutler 2009; IMS 2013). This period of slow
growth ended as a wave of costly new medications entered the market starting in 2014 (IMS
2016). Figure 41 and more-timely data from the Bureau of Economic Analysis suggest that
prescription drug spending growth has begun to slow again as the effect of these new drug
introductions on prescription drug spending has waned.

Figure 41 focuses on private insurance because Medicare generally did not cover prescription drugs before 2006
and because, as noted previously, trends in per enrollee Medicaid spending are more difficult to interpret due to
changes in the composition of program enrollment.
29
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The most direct effect of the ACA on health care spending growth has been from the ACA’s
provisions to better align the rates Medicare pays to medical providers and private insurers with
the actual cost of services; these provisions were described in detail earlier in this report. CBO
estimates imply that these provisions have reduced the annual growth rate of Medicare spending
by 1.3 percentage points from 2010 through 2016, generating a cumulative spending reduction
of close to 8 percent in 2016. 31 These provisions of the ACA, therefore, can account for around a
third of the reduction in per beneficiary Medicare spending growth relative to the pre-ACA
decade that was reported in Figure 32. Notably, more than half of this reduction in spending
growth—or around 0.8 percentage point per year—comes from ACA provisions that reduce
annual updates to various categories of medical providers to reflect productivity growth. These
provisions will continue to reduce the growth rate of Medicare spending to a similar extent in the
years to come.
In addition, recent research has concluded that reductions in Medicare’s payment rates lead to
corresponding reductions in the payment rates that private insurers are able to secure from
medical providers, as discussed earlier in this report. If the magnitude of these spillover savings
matches the prior literature, then the ACA’s provisions reducing annual payment updates have
reduced growth of private insurance spending by between 0.6 and 0.9 percentage point per year
from 2010 through 2016, generating a cumulative reduction in private insurance spending of
between 3 and 5 percent in 2016.32 These spillover effects on private insurance can account for
half or more of the reduction in the growth of the prices private insurers pay for hospital care
that was reported in Figure 30; they can explain between an eighth and a fifth of the reduction
in the growth of private insurance spending per enrollee relative to the pre-ACA decade that was
reported in Figure 32. Moreover, because the underlying Medicare provisions permanently
reduce the growth of Medicare payment rates, these spillover effects on growth in private
insurance spending would be expected to continue indefinitely as well.
While assessing the aggregate effects of the ACA’s provisions to deploy alternative payment
models is more challenging, early evidence is encouraging. Research examining the first three
years of the Medicare Shared Savings Program, Medicare’s largest ACO program, has estimated
These calculations account for the ACA’s reductions to annual updates in traditional fee-for-service payment rates,
reductions in Medicare Advantage benchmarks, and reductions in Medicare Disproportionate Share Hospital
payments, but not other Medicare provisions included in the ACA. The magnitude of the savings from these
provisions were estimated using CBO’s original score of the ACA (CBO 2010c); the percentage reductions reflect
CBO’s March 2009 baseline projections for Medicare, which were the baseline projections used in scoring the ACA
(CBO 2009). These calculations use CBO’s original score of the ACA rather than its subsequent estimates of ACA
repeal because those subsequent scores assume that Medicare’s payment rules would not return to exactly what
they would have been without the ACA if the ACA were repealed (CBO 2012a; CBO 2015a). For comparability with
the other estimates included in this chapter, the CBO estimates were converted to a calendar year basis by assuming
that the applicable amounts for a calendar years were three-quarters of the amount for the corresponding fiscal
year and one-quarter of the amount for the subsequent fiscal year.
32
The lower bound of this range reflects the White (2013) estimate that each dollar reduction in Medicare payment
rates reduces private payment rates by $0.77, while the upper bound reflects the Clemens and Gottlieb
(forthcoming) estimate that each dollar reduction in Medicare’s payment rate reduces private payment rates by
$1.12.
31
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that ACOs have reduced annual spending for aligned beneficiaries by 0 to 3 percent, with early
evidence suggesting that ACOs start at the bottom of that range and move toward the top as
they gain experience (McWilliams et al. 2016; McWilliams 2016). Research examining the first
two years of CMMI’s smaller Pioneer ACO model found savings of a broadly similar magnitude
(Nyweide et al. 2015; McWilliams et al. 2015), while evidence from the first two years of CMMI’s
Bundled Payments for Care Improvement initiative, CMMI’s largest bundled payment program,
found savings of around 4 percent of episode spending among participating hospitals relative to
non-participating hospitals (Dummit et al. 2016).
These results are encouraging, but they also suggest that APMs have generated only modest
direct savings to the Medicare program to date. Importantly, the estimates reported above
reflect the gross reduction in Medicare spending under the APMs, before accounting for
performance payments made to providers. These performance payments have offset much of
the gross savings reported above, at least in the Medicare Shared Savings Program (McWilliams
2016). In addition, while APMs have spread rapidly in the Medicare program since 2010, they still
account for a minority of Medicare payments, so the savings estimates reported above apply to
only a portion of program spending.
While the direct savings to the Medicare program may be relatively modest so far, these
initiatives may be generating more substantial savings in the rest of the health care system. As
discussed earlier in this report, research has suggested that providers use a common “practice
style” with all of their patients, causing payment interventions implemented by one payer to
generate savings for other payers whose enrollees see the same providers. If that evidence
applies in this case, then Medicare’s APM initiatives are already generating meaningful savings
for private payers. Notably, unlike the savings that APM participants generate for Medicare,
spillover savings are not offset by performance payments to providers. For this reason, it is
conceivable that Medicare’s APM initiatives have generated larger net savings for private payers
than for the Medicare program itself so far.
In addition, as noted earlier in this report, private payers appear to have been making efforts to
deploy APMs in parallel with Medicare, and it is unlikely that these efforts would have occurred
in the absence of efforts to deploy these models in Medicare. While there is little systematic
evidence on how successful these private sector efforts have been at reducing costs, these
savings could be substantial. Furthermore, as also noted earlier in this report, one long-term
benefit of transitioning to APMs is fostering the development of technologies and treatment
approaches that generate the most value for patients, rather than the technologies and
treatment approaches that are most profitable under fee-for-service payment. While changes of
this type are likely to take years or even decades to reach their full effect, if even small shifts in
this direction have already occurred, it would have large implications for total health care
spending because these types of shifts would affect all providers, not just those participating in
APMs.
Finally, whatever has happened so far, there are several reasons to believe that the savings
generated by Medicare’s APM initiatives will grow over time. First, as noted above, ACOs in the
75
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Medicare Shared Savings Program appear to achieve greater gross savings as they gain
experience; similarly, research examining an earlier private ACO-like contract found that savings
grew steadily as providers gained experience with the contract (Song et al. 2014). Second, the
Administration has been making continual improvements in its APMs, such as by improving the
methodologies used to align beneficiaries to ACOs and to set ACOs’ spending benchmarks. These
improvements will strengthen ACOs’ ability to achieve savings and their incentives to do so. Third,
program rules for many APMs are structured so that the performance payments earned for any
given level of gross savings will shrink over time, generating larger net savings to Medicare even
if gross savings remain constant. Fourth, as discussed previously, a larger share of Medicare
dollars is expected to flow through APMs in the coming years.
Recent Trends in Health Care Quality

The reforms implemented under this Administration were designed to improve the quality of
care, not just reduce health care costs. Reducing costs in ways that worsen the quality of care
will often reduce the total value generated by the health care sector. By contrast, reducing costs
while maintaining or improving the quality of care, which the evidence presented at the
beginning of this section of this report suggested is often possible, has the potential to greatly
increase the total value generated by the health care sector.
In practice, studying trends in health care quality is inherently more challenging than studying
trends in health care costs. The essential information about health care costs can be captured in
a few key pieces of data—the types of service used, the prices paid for those services, and the
resulting total spending—and these same basic measures are applicable across all health care
settings. By contrast, health care quality has many important dimensions, including a range of
different aspects of patients’ experiences while receiving care and myriad health outcomes.
Furthermore, the most relevant dimensions vary widely from one setting to another. As a result,
indicators of health care quality are unavoidably less comprehensive than indicators of health
care costs. In addition, whereas health care costs are measured in dollars and so can be readily
aggregated and compared across domains, different dimensions of health care quality are
measured in widely varying units, which makes aggregation effectively impossible.
For both of these reasons, all-encompassing indicators of health care quality like those that exist
for health care costs do not exist. However, quality measures that capture particular important
dimensions of care do exist, and a few of these are discussed below. These measures indicate
that recent years’ slow growth in health care costs has been accompanied by important
improvements in health care quality, implying that ongoing changes in health care delivery
system are not just reducing health care spending, but also increasing the total value that the
health care system creates. Notably, these improvements in the quality of care appear to be
attributable, at least in part, to reforms introduced by the ACA.
Declines in the Rate of Hospital-Acquired Conditions

One of the most comprehensive ongoing efforts to monitor health care quality on a system-wide
basis is the Agency for Healthcare Research and Quality’s (AHRQ) work to track the incidence of
76

Case 1:18-cv-02364-DKC Document 108-2 Filed 08/13/20 Page 213 of 287

Case 1:18-cv-02364-DKC Document 108-2 Filed 08/13/20 Page 214 of 287

Case 1:18-cv-02364-DKC Document 108-2 Filed 08/13/20 Page 215 of 287

reductions under the HRRP were finalized in August 2011. 33 In addition, Zuckerman et al. (2016)
also document that the reduction in readmission rates has been particularly large for the specific
conditions targeted under the HRRP, which is also consistent with the hypothesis that the HRRP
was the main driver of this decline. Alongside the changes in financial incentives created by the
HRRP, the Partnership for Patients may also have helped reduce readmissions during this period
by helping hospitals identify and adopt best practices for doing so.
Importantly, recent declines in hospital readmission rates reflect real reductions in patients’ risk
of returning to the hospital after discharge, not mere changes in how patients who return to the
hospital are being classified, as some analysts have suggested (for example, Himmelstein and
Woolhandler 2015). These analysts argued that some hospitals had tried to circumvent the
HRRP’s payment reductions by re-classifying some inpatient readmissions as outpatient
observation stays. As a result, they argued, the observed decline in hospital readmissions rates
substantially overstated the actual decline in patients’ risk of returning to the hospital after
discharge.
However, Zuckerman et al. (2016) demonstrate that no such shift to observation status has
occurred. Although there has been a decade-long trend toward greater use of outpatient
observation stays among patients who return to the hospital, there was no change in this trend
after introduction of the HRRP, contrary to what would have been expected if the HRRP had
caused inpatient readmissions to be re-classified as observations stays. Similarly, the authors find
no correlation between the decline in a hospital’s readmission rate and the increase in the share
of a hospital’s patients who experience an observation stay following discharge, which is also
inconsistent with the re-classification hypothesis.
Quality Performance in Alternative Payment Models

Early evidence from evaluations of the APMs being deployed under the ACA also provides an
encouraging picture of how these models will affect quality of care. The evaluation of the
Medicare Shared Savings Program that was discussed in the last subsection found that ACOs
improved quality of care along some dimensions, while not worsening it on others, at the same
time as ACOs generated reductions in spending (McWilliams et al. 2016). Evaluations of the first
two years of the Pioneer ACO model found broadly similar results: improvements on some
measures of quality performance, with no evidence of adverse effects on others (McWilliams et
al. 2015; Nyweide et al. 2015). Similarly, evidence from the first two years of CMMI’s Bundled
Payments for Care Improvement initiative, found that the savings achieved under that initiative
came at no cost in terms of quality of care (Dummit et al. 2016). This evidence implies that APMs
will be successful in improving the overall value of the care delivered, not just in reducing
spending.

While the first payment reductions under this program did not occur until October 2012, hospitals’ incentives to
reduce readmissions began as soon as the rules were finalized (or earlier, to the extent that hospitals anticipated
the structure of the payment rules) because payment reductions are based on performance in prior years.
33
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Higher Wages, Lower Premiums, and Lower Out-of-Pocket Costs for Workers

Roughly half of Americans see the benefits of a more efficient health care system in the form of
lower costs for the coverage they get through an employer. Health care for individuals enrolled
in employer coverage is financed through a combination of premiums and out-of-pocket costs,
so when the underlying cost of health care falls, premiums and out-of-pocket costs fall as well.
Reductions in out-of-pocket costs and the portion of premiums paid by employees accrue directly
to workers. The remaining savings, which initially accrue to employers as lower premium
contributions, ultimately benefits workers as well; economic theory and evidence demonstrate
that reductions in the amounts employers pay toward premiums translate into higher wages in
the long run (for example, Summers 1989; Baicker and Chandra 2006).
The slow growth in health costs under the ACA has generated substantial savings for workers.
The average premium for employer-based family coverage was nearly $3,600 lower in 2016 than
it would have been if nominal premium growth since 2010 had matched the average rate
recorded over the 2000 through 2010 period, as estimated using data from the KFF/HRET
Employer Health Benefits Survey and illustrated in Figure 45. Incorporating data on out-of-pocket
costs makes these savings considerably larger. Combining these KFF/HRET data on premiums
with data on out-of-pocket costs from the Household Component of the Medical Expenditure
Panel Survey using the methodology described in Figure 34 implies that the average total
spending associated with an employer-based family policy is $4,400 lower in 2016 than if trends
had matched the preceding decade. 35

As noted above, both economic theory and evidence imply that workers will receive the full
amount of these savings in the long run. In practice, however, compensation packages take time
to adjust, so it is conceivable that some of employers’ savings on their portion of premiums have
As depicted in Figure 39 and discussed in the main text, different data sources report somewhat different trends
in the out-of-pocket share. However, this calculation is not very sensitive to which data source is used.
35
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not fully translated into higher wages in the short run. To the extent that is the case, then slower
growth in health care costs has had the effect of reducing employers’ per-worker compensation
costs in the short run, increasing their incentives to hire and potentially boosting overall
employment. The empirical evidence on these effects is limited, but some studies have found
evidence that slower growth in health care costs is associated with faster employment growth
(Baicker and Chandra 2006; Sood, Ghosh, and Escarce 2009).
Lower Premiums and Out-of-Pocket Costs in Other Forms of Coverage

Slow growth in health care costs has also reduced premiums and out-of-pocket costs for people
who get coverage outside the workplace. For example, due to recent years’ slow health care cost
growth, per beneficiary Medicare spending has come in well below earlier projections. As
discussed in detail in the next section, this development is generating major savings for the
Federal Government. However, this development is also reducing the premium and cost-sharing
obligations borne by Medicare beneficiaries.
Focusing first on premiums, Medicare beneficiaries generally pay a premium to enroll in
Medicare Part B, which covers outpatient services, and Medicare Part D, which covers
prescription medications. 36 The standard Medicare Part B premium is set to cover approximately
25 percent of program costs, while the base Medicare Part D premium is set to cover 25.5 percent
of the cost of a standard plan design. Consequently, when per beneficiary spending in those
portions of the Medicare program falls, the Part B and Part D premiums fall roughly
proportionally.
Indeed, 2016 premiums for both of these parts of Medicare are substantially below projections
issued with the 2009 Trustees Report, the last report issued before the ACA became law, as
illustrated in Figure 46. Whereas the standard monthly premium for Part B for 2016 was
projected to be $135.80 per month under the policies then in place, the actual 2016 Part B
premium was $121.80 per month, a reduction of 10 percent (Clemens, Lizonitz, and Murugesan
2009). 37,38 Similarly, the base Medicare Part D premium was projected to be $48.10 in the 2009
Trustees Report, but the actual 2016 Part D premium was $34.10 per month, a reduction of 29
percent (Medicare Trustees 2009). For a typical beneficiary enrolled in both parts of the program,
the annual premiums savings will total $336 in 2016.
Very few beneficiaries pay a premium to enroll in Medicare Part A (which covers inpatient hospital services and
certain other services) because almost all beneficiaries are entitled to coverage based on their prior work history.
37
This 2009 projection of the Part B premium cited here is from a scenario in which physician payment rates were
assumed to remain fixed in nominal terms, rather than being cut sharply as prescribed under the Sustainable Growth
Rate (SGR) formula then in law. Congress routinely blocked the SGR cuts, so this provides a more accurate picture of
the spending trajectory under the policies in place in 2009. Projections for this alternative scenario are available in
a supplemental memo published by the CMS Office of the Actuary alongside the 2009 Medicare Trustees Report
(Clemens, Lizonitz, and Murugesan 2009).
38
Most Medicare beneficiaries paid a lower Part B premium in 2016 because of the application of the Medicare
program’s “hold harmless” provision, which limits the Part B premium increases for certain beneficiaries when there
is a low Social Security cost-of-living adjustment. The higher premium is used here because it is more reflective of
underlying program costs. These estimates are therefore conservative.
36
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Across both Parts A and B, the total estimated reduction in average cost-sharing obligations in
2016 is $372, bringing the combined reduction in premium and cost sharing obligations to $708.
The incidence of the cost sharing savings reported in Figure 46 will vary across beneficiaries
depending on whether they have supplemental coverage in addition to their Medicare coverage
that covers all or part of their cost sharing. Roughly a fifth of traditional Medicare beneficiaries
have no supplemental coverage and will benefit directly from reduced cost sharing (KFF 2016).
Another fifth of traditional Medicare beneficiaries purchase individual Medigap coverage and so
will see a portion of the cost sharing savings through lower cost sharing and a portion through
lower premiums for their Medigap plan. Around three-fifths of traditional Medicare beneficiaries
receive supplemental coverage through a State Medicaid program or a former employer. In these
cases, a portion of the cost sharing savings may accrue to the sponsor of that supplemental
coverage, although the extent to which that occurs will depend on each individual’s particular
circumstances.
Medicare beneficiaries will see savings in scenarios beyond those considered here. Beneficiaries
enrolled in Part D of Medicare are seeing substantial additional cost sharing savings due to the
combination of the ACA’s provisions closing the coverage gap, which were discussed earlier in
this report, and lower-than-expected prescription drugs costs. Those amounts are not included
here because cost sharing obligations vary among Part D plans, which makes quantifying these
savings more challenging. Similarly, this analysis does not examine cost sharing obligations for
Medicare Advantage enrollees because the structure of cost sharing obligations in Medicare
Advantage varies from plan to plan. In general, however, lower health care costs will tend to
reduce cost sharing obligations for Medicare Advantage enrollees as well.
A Better Long-Term Fiscal Outlook

Federal and State governments finance a substantial fraction of health care spending in the
United States, primarily through the Medicare and Medicaid programs, so reductions in health
care costs also generate major savings in the public sector. Indeed, in large part because of the
ACA’s provisions reducing health care spending over the long term, the law has generated major
improvements in the Federal Government’s fiscal outlook, as depicted in Figure 47. CBO
estimates imply that the ACA will reduce deficits by more than $300 billion over the 2016-25
period (CBO 2015a).40 Those savings grow rapidly over time and average 1 percent of GDP—
around $3.5 trillion—over the subsequent decade.

CBO (2015a) estimates how repealing the ACA would affect the deficit. CBO notes that the deficit increase due to
ACA repeal is not exactly equal to the deficit reduction due to the ACA’s enactment. Most importantly, CBO assumes
that, even if the ACA were repealed, reductions in Medicare payment rates that have already been implemented
under the ACA would remain in place. CBO estimates that these payment rate reductions will generate savings of
$160 billion over the 2016–2025 period. Thus, the estimates presented in Figure 47 likely understate the deficit
reduction attributable to the ACA’s enactment.
40
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Conclusion
The evidence presented in this report demonstrates that the United States has made historic
progress in expanding health insurance coverage and reforming the health care delivery system
and that those gains are due in large part to the ACA and other actions implemented under this
Administration. Recent years’ reforms have also succeeded in creating the tools needed to
support further progress on both of these dimensions. As the President has noted, however, fully
seizing that opportunity will require continued thoughtful implementation by the Executive
Branch, targeted legislative improvements by Congress, and constructive engagement by states
and localities (Obama 2016). Whether and how policymakers rise to that challenge will have
profound implications for the health care system and, by extension, Americans’ health and
economic well-being in the years to come.
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Key Highlights


Gains in health coverage have occurred across all income groups, races and ethnic
groups, ages, and geographies between 2010 and 2015, with groups with the highest
uninsured rates in 2010 generally seeing the largest percentage point reductions.



The declines in the uninsured rate from 2010 to 2015 have been similar in size across
most income, racial, ethnic, and geographic groups, measured in percentage terms.
For example, the percent reductions in the uninsured rate by income group were as
follows:
o Less than 100 percent of FPL: Percent reduction of 39 percent (from 42
percent to 26 percent).
o 100-125 percent of FPL: Percent reduction of 48 percent (from 46 percent to
24 percent).
o 125-250 percent of FPL: Percent reduction of 41 percent (from 38 percent to
22 percent).
o 250-400 percent of FPL: Percent reduction of 37 percent (from 19 percent to
12 percent).
o Greater than 400 percent of FPL: Percent reduction of 42 percent (from 6
percent to 4 percent).

GAINS IN HEALTH COVERAGE, 2010-early 2016
Data from the National Health Interview Survey (NHIS) indicate that the uninsured rate has
continued to drop to a historic low of 8.6 percent (Figure 1).3 Using data from the Gallup
Healthways Well-Being Index, we have previously estimated that 20 million adults gained
coverage through early 2016.4

Cohen, R. A., Martinez, M. E., & Zammitti, E. P. (7 September, 2016). “Health Insurance Coverage: Early Release
of Estimates From the National Health Interview Survey, January – March 2016.” National Center for Health
Statistics. Retrieved from http://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201609.pdf.
4
Uberioi, N., Finegold, K., & Gee, E. (3 March 2016). “Health Insurance Coverage and the Affordable Care Act,
2010-2016.” Office of the Assistant Secretary for Planning and Evaluation. Retrieved from
https://aspe.hhs.gov/sites/default/files/pdf/187551/ACA2010-2016.pdf.
3

ASPE Office of Health Policy
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Figure 1. Uninsured Rate for Persons of All Ages, National
Health Interview Survey, 2010- Early 2016
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Source: Cohen, R. A., Martinez, M. E., & Zammitti, E. P. (7 September, 2016). “Health Insurance Coverage: Early Release of
Estimates From the National Health Interview Survey, January – March 2016.” National Center for Health Statistics. Retrieved
from http://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201609.pdf.

Importantly, our analyses of NHIS data demonstrate that since the implementation of the ACA
began, a substantial convergence in coverage rates has occurred. Rates of health insurance
coverage have improved across a wide range of demographic categories – including income, age,
race and ethnicity, and urban and rural residence – and groups with the highest pre-ACA
uninsured rates have often experienced the largest increases in coverage. Demographic groups
with low pre-ACA uninsured rates have also seen improvements, bringing their uninsured rates
to exceptionally low levels.
Uninsured Rates by Income, 2010-2015
All income groups have seen gains in coverage (Appendix Table 1). Income groups that had the
highest uninsured rate at the time the ACA was passed have experienced the largest reduction in
their uninsured rates (Appendix Table 1). Non-elderly adults with incomes below 250 percent of
the Federal Poverty Level (FPL) experienced a larger decrease in the proportion of uninsured
compared to higher income groups (Appendix Table 1) – a decrease of 41 percent, declining
from 40.4 percent in 2010 to 23.7 percent in 2015. Figure 2, below, shows changes in the
uninsured rate for this population by income.
Between 2010 and 2015, the uninsured rate among non-elderly adults with incomes from 100 to
125 percent of the FPL decreased from 45.9 percent to 24.0 percent (a nearly 48 percent decline).
Non-elderly adults between 125 and 250 percent of the FPL have also seen a large reduction in
the percentage of uninsured, decreasing from 37.9 percent in 2010 to 22.4 percent in 2015 (a
nearly 41 percent decline). The uninsured rate for non-elderly adults with incomes below 100
percent of the FPL decreased from 42.4 percent to 25.9 percent (a nearly 39 percent decline).
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percent in 2010 to 9.9 percent in 2015 in expansion states (a nearly 59 percent decrease), versus
a decrease from 29.8 percent to 18.8 percent in non-expansion states (a decline of nearly 37
percent).
In expansion states, the decline in the uninsured rate for non-Hispanic Whites and non-Hispanic
Asians also was larger than the decline for those groups in non-expansion states. The uninsured
rate among non-Hispanic whites decreased from 14.5 percent to 6.8 percent in expansion states
(a reduction of 53 percent) between 2010 and 2015, and from 19.3 percent to 12.0 percent in
non-expansion states (a nearly 38 percent decline). Similarly, the uninsured rate among nonHispanic Asians in expansion states decreased from 18.3 percent in 2010 to 6.9 percent in 2015
(a drop of 62 percent), compared to declining from 23.3 percent to 11.3 percent in non-expansion
states (a nearly 52 percent decrease).
Uninsured Rates by Age, 2010-2015
The primary focus of the ACA’s coverage provisions was on increasing health insurance
coverage among non-elderly adults. Children and the elderly have had high rates of coverage
before and after the passage of the ACA. Since 2010, non-elderly adults of all ages have seen
substantial decreases in the uninsured rate. (See Figure 5 and Appendix Table 2.)
The expansion of dependent coverage eligibility up to age 26, which took effect in 2010, has
increased coverage substantially among 18 to 25 year olds. 6 This age group had the highest
uninsured rate among non-elderly adults in 2010 (31.5 percent). By 2015, the uninsured rate had
dropped to second highest among the age groups illustrated below, at 15.1 percent (a decline of
52 percent) – most likely due to access to dependent coverage on the parents’ health plans.
Individuals aged 55 to 64 years old, who have historically had higher levels of coverage, also
experienced a large decrease in the uninsured rate from 12.8 percent to 7.7 percent between 2010
and 2015 (a nearly 40 percent decline). The uninsured rate among 35 to 54 year olds decreased
from 20.1 percent in 2010 to 12.3 percent in 2015 (a drop of nearly 39 percent), and 26 to 34
year olds had a similar decrease in their uninsured rate, dropping from 27.8 percent to 17.9
percent from 2010 to 2015 (a nearly 36 percent decline).

Uberioi, N., Finegold, K., & Gee, E. (3 March 2016). “Health Insurance Coverage and the Affordable Care Act,
2010-2016.” Office of the Assistant Secretary for Planning and Evaluation. Retrieved from
https://aspe.hhs.gov/sites/default/files/pdf/187551/ACA2010-2016.pdf.
6
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APPENDIX
Appendix Table 1. Uninsured Rates Among Non-Elderly Adults by Income, Race, and State
Medicaid Expansion Status, National Health Interview Survey, 2010-2015
2010
2011
2012
2013
2014
2015
All States
Non-Elderly Adults
All
22.2%
21.0%
20.7%
20.4%
16.5%
13.0%
Income
< 100% FPL
100-125% FPL
125%-250% FPL
<250% FPL
250%-400% FPL
> 400% FPL
Race and Ethnicity
Non-Hispanic White
Non-Hispanic Black
Non-Hispanic Asian
Hispanic
Non-Hispanic Other
Races & Multiple
Races

42.4%
45.9%
37.9%
40.4%
18.7%
6.2%

40.1%
42.7%
35.4%
38.0%
17.5%
5.7%

40.3%
41.6%
34.7%
37.5%
17.6%
5.2%

39.6%
40.1%
34.8%
37.1%
16.9%
5.3%

32.9%
32.8%
27.9%
30.2%
13.0%
4.0%

25.9%
24.0%
22.4%
23.7%
11.7%
3.6%

16.3%
27.1%
19.4%
43.3%

15.6%
24.6%
18.8%
42.1%

15.1%
23.6%
19.1%
41.3%

14.5%
24.7%
16.1%
41.1%

11.5%
17.6%
12.1%
34.1%

8.8%
14.5%
8.0%
28.1%

33.1%

27.6%

24.8%

23.7%

19.4%

16.3%

Expansion States
Non-Elderly Adults
All

19.9%

18.6%

18.1%

18.3%

13.6%

10.0%

Income
< 100% FPL
100-125% FPL
125%-250% FPL
250%-400% FPL
Above 400% FPL

37.2%
40.9%
35.8%
17.8%
6.0%

34.1%
38.1%
33.9%
16.2%
5.3%

34.2%
38.2%
32.2%
16.8%
5.0%

34.3%
36.3%
33.0%
16.6%
5.0%

25.9%
28.7%
24.2%
11.0%
3.8%

17.1%
19.5%
18.7%
10.0%
3.0%

14.5%
24.0%
18.3%
39.6%

13.9%
19.8%
18.3%
38.6%

13.2%
20.2%
17.4%
37.5%

13.3%
21.4%
14.5%
37.5%

9.4%
13.8%
10.8%
29.5%

6.8%
9.9%
6.9%
22.7%

31.8%

23.7%

19.9%

21.4%

16.5%

10.9%

Race and Ethnicity
Non-Hispanic White
Non-Hispanic Black
Non-Hispanic Asian
Hispanic
Non-Hispanic Other
Races & Multiple
Races
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Non-Expansion States
Non-Elderly Adults
All

25.9%

24.9%

24.7%

23.5%

20.8%

17.7%

Income
< 100% FPL
100-125% FPL
125%-250% FPL
250%-400% FPL
> 400% FPL

49.5%
52.4%
40.8%
20.1%
6.6%

48.2%
49.1%
37.5%
19.4%
6.5%

48.2%
45.8%
38.1%
18.8%
5.6%

47.0%
45.6%
37.1%
17.3%
5.9%

42.6%
38.3%
32.9%
15.9%
4.3%

40.0%
29.9%
27.3%
14.0%
4.7%

19.3%
29.8%
23.3%
49.5%

18.3%
29.3%
20.6%
47.9%

18.3%
26.6%
24.5%
47.7%

16.5%
27.8%
21.1%
46.6%

14.9%
21.0%
16.0%
41.0%

12.0%
18.8%
11.3%
36.6%

35.3%

35.0%

32.6%

27.6%

24.3%

25.8%

Race and Ethnicity
Non-Hispanic White
Non-Hispanic Black
Non-Hispanic Asian
Hispanic
Non-Hispanic Other
Races & Multiple
Races

Source: ASPE analysis of National Health Interview Survey data, 2010-2015.
Note: States are defined as Medicaid expansion states if they expanded Medicaid at any point between March 23, 2010 and
December 31, 2015. The analyses here use final NHIS public use files merged with restricted identifiers, which include various
edits not in the preliminary microdata used for NHIS early release reports produced by the National Center for Health Statistics
(NCHS). Estimates in this brief may vary slightly from those in NCHS’s published reports for this reason.
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Appendix Table 2. Non-Elderly Adult Uninsured Rates by Demographic Category, National
Health Interview Survey, 2010 – 2015
2010
2011
2012
2013
2014
2015
Age
18-25
31.5%
26.3%
24.7%
25.0%
18.5%
15.1%
26-34
27.8%
27.9%
28.3%
27.0%
22.7%
17.9%
35-54
20.1%
19.7%
19.6%
19.0%
15.6%
12.3%
55-64
12.8%
13.0%
13.2%
13.5%
9.7%
7.7%
Gender
Men
Women

25.3%
19.3%

23.6%
18.8%

23.3%
18.6%

22.6%
18.4%

18.3%
14.4%

15.0%
11.0%

Education Level
Less than High School
High School/GED
Post-High School

44.7%
28.1%
14.4%

41.5%
27.6%
13.7%

42.1%
26.8%
13.5%

41.7%
26.2%
13.6%

34.4%
22.1%
10.0%

30.5%
17.3%
7.7%

Metropolitan Status
Metropolitan
Nonmetropolitan

21.8%
25.1%

20.6%
24.3%

20.2%
24.6%

19.9%
23.7%

16.0%
18.4%

12.6%
15.4%

Health Status
Excellent
Very Good
Good
Fair/Poor

18.2%
19.1%
26.7%
24.9%

17.5%
18.2%
26.6%
24.1%

18.3%
18.1%
24.1%
25.2%

17.8%
17.8%
24.8%
23.4%

14.0%
14.6%
20.5%
18.6%

11.8%
11.8%
14.9%
13.8%

Region
Northeast
Midwest
South
West

15.2%
17.8%
26.7%
25.0%

14.8%
16.7%
25.3%
24.1%

14.1%
16.7%
25.0%
23.7%

13.8%
16.2%
24.5%
23.1%

11.2%
12.9%
20.7%
16.4%

8.2%
10.1%
17.4%
12.1%

State Marketplace Type
Federally-Facilitated
State-Based

23.5%
19.6%

22.3%
18.9%

22.1%
18.4%

21.5%
18.4%

17.6%
13.5%

14.7%
9.2%

Source: ASPE analysis of National Health Interview Survey data, 2010-2015.
Note: States are considered to have Federally-Facilitated Marketplaces if they used the HealthCare.gov platform for the third
Open Enrollment Period, from November 1, 2015 to January 31st, 2016. The analyses here use final NHIS public use files merged
with restricted identifiers, which include various edits not in the preliminary microdata used for NHIS early release reports
produced by the National Center for Health Statistics (NCHS). Estimates in this brief may vary slightly from those in NCHS’s
published reports for this reason.
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Appendix Table 3. Nonelderly Adult Uninsured Rate by State, National Health Interview Survey,
2010 – 2015
2010
2011
2012
2013
2014
2015
All States
22.3%
21.3%
20.9%
20.4%
16.3%
12.8%
Alabama
-23.0%
18.5%
17.3%
14.8%
14.3%
Alaska
---v
24.6%
21.0%
Arizona
31.5%
22.9%
26.8%
23.4%
19.5%
13.8%
Arkansas
-26.3%
27.9%
27.5%
15.6%
15.7%
California
25.8%
25.2%
24.4%
23.7%
16.7%
11.1%
Colorado
-20.8%
16.7%
18.3%
13.3%
8.5%
Connecticut
-11.9%
28.9%
13.2%
10.0%
7.6%
Delaware
---13.8%
*6.0%
8.3%
District of Columbia
---*4.7%
**
4.5%
Florida
29.0%
28.1%
28.9%
29.1%
23.0%
18.7%
Georgia
27.8%
26.0%
25.6%
27.2%
20.2%
15.9%
Hawaii
--*9.5%
**
**
6.1%
Idaho
--26.7%
24.3%
21.9%
18.2%
Illinois
19.5%
19.8%
18.3%
17.8%
15.0%
9.9%
Indiana
20.2%
20.1%
17.3%
19.0%
18.3%
14.8%
Iowa
-10.2%
13.0%
11.3%
8.4%
7.1%
Kansas
-21.1%
19.3%
19.5%
13.9%
13.0%
Kentucky
--22.2%
24.1%
15.6%
8.4%
Louisiana
-25.1%
21.2%
19.8%
18.9%
15.5%
Maine
--11.2%
15.9%
16.9%
13.3%
Maryland
16.6%
13.4%
12.4%
16.4%
12.3%
9.3%
Massachusetts
*5.4%
*5.6%
*6.6%
*6.0%
*3.8%
*3.0%
Michigan
17.5%
16.9%
16.1%
15.8%
11.6%
8.4%
Minnesota
-10.8%
9.7%
9.7%
8.0%
6.4%
Mississippi
--27.3%
24.2%
22.4%
16.2%
Missouri
24.3%
20.5%
22.0%
20.1%
16.9%
13.9%
Montana
---**
18.0%
16.7%
Nebraska
--17.1%
18.5%
16.9%
16.1%
Nevada
-27.3%
24.7%
29.3%
20.4%
15.1%
New Hampshire
--20.5%
16.1%
11.6%
8.3%
New Jersey
20.3%
17.5%
16.4%
17.5%
12.9%
10.2%
New Mexico
--27.5%
**
18.7%
15.7%
New York
15.4%
16.2%
14.7%
13.6%
12.9%
7.0%
North Carolina
26.8%
29.5%
27.1%
25.6%
22.5%
19.5%
North Dakota
---**
9.3%
9.7%
Ohio
19.0%
14.9%
16.6%
16.3%
10.9%
9.3%
Oklahoma
-28.8%
30.9%
28.3%
26.6%
21.5%
Oregon
-22.7%
22.7%
20.4%
13.3%
11.7%
Pennsylvania
16.3%
17.2%
15.9%
16.4%
11.9%
10.9%
Rhode Island
--15.6%
13.1%
9.0%
6.3%
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South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

--24.7%
30.8%
--18.0%
20.7%
-13.5%
--

24.5%
-19.2%
29.5%
--19.3%
21.3%
-12.9%
--

28.6%
-22.3%
28.6%
22.1%
-16.8%
22.6%
23.2%
17.1%
--

23.2%
**
16.2%
28.4%
20.7%
**
16.0%
23.4%
28.8%
11.1%
**

21.0%
13.4%
14.8%
25.7%
16.2%
9.1%
15.2%
13.3%
12.2%
8.7%
15.2%

Page 14
19.7%
11.9%
13.7%
22.5%
13.2%
*4.2%
12.4%
11.1%
8.9%
6.0%
17.5%

Source: National Health Interview Survey Early Release Reports on Detailed Estimates of Health Insurance Coverage: 2010,
2011, 2012, 2013, 2014 & 2015. Retrieved from: http://www.cdc.gov/nchs/nhis/releases htm.
Note: In some years, estimates are presented for fewer than 50 states and the District of Columbia due to considerations of
sample size and precision
* Estimates are considered unreliable. Data preceded by an asterisk have a relative standard error (RSE) greater than 30% and
less than or equal to 50% and should be used with caution. Data not shown have an RSE greater than 50%.
** Data have an RSE greater than 50% or could not be shown due to considerations of sample size.
-- Estimates are presented for fewer than 50 states and the District of Columbia due to considerations of sample size and
precision.
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After dropping by about a quarter between 2010 and 2014, the uninsured rate for all non-elderly
Americans has fallen an additional 22 percent through the first half of 2016.3 While data for
Americans with pre-existing conditions are available only through 2014, it is likely that this
group has also seen continued gains in access to coverage and care over the past two years.
Key Findings:
 Up to 133 million non-elderly Americans—just over half (51 percent) of the non-elderly
population—may have a pre-existing condition. This includes 67 million women and girls
and 66 million men and boys.
 The likelihood of having a pre-existing condition increases with age: up to 84 percent of
those ages 55 to 64—31 million individuals—have at least one pre-existing condition.
 Among the most common pre-existing conditions are high blood pressure (46 million
people), behavioral health disorders (45 million people), high cholesterol (44 million
people); asthma/chronic lung disease (34 million people), heart conditions (16 million
people), diabetes (13 million people), and cancer (11 million people).
 Between 2010 and 2014, when the ACA’s major health insurance reforms first took
effect, the share of Americans with pre-existing conditions who went uninsured all year
fell by 22 percent, meaning 3.6 million fewer people went uninsured.
 Tens of millions of Americans with pre-existing conditions experience spells of
uninsurance. About 23 percent (31 million) experienced at least one month without
insurance coverage in 2014, and nearly one-third (44 million) went uninsured for at least
one month during the two-year period beginning in 2013.

How the ACA Reformed Coverage for People with Pre-Existing Conditions
A pre-existing condition is a health condition that predates a person applying for or enrolling in a
new health insurance policy. Before the ACA, insurers generally defined what types of
conditions could constitute a pre-existing condition. Their definitions frequently encompassed
both serious conditions, such as cancer or heart disease, and less severe and more common
conditions, such as asthma, depression, or high blood pressure.
Before the ACA, individual insurers in the vast majority of states could collect information on
demographic characteristics and medical history, and then deny coverage, charge higher
premiums, and/or limit benefits to individuals based on pre-existing conditions. An industry
survey found that 34 percent of individual market applicants were charged higher-than-standard
rates based on demographic characteristics or medical history.4 Similarly, a 2009 survey found
3

Emily P. Zammitti, Robin A. Cohen, and Michael E. Martinez, Health Insurance Coverage: Early Release of
Estimates from the National Health Insurance Survey, January-June 2016, p. A1. National Center for Health
Statistics, November 2016, available at https://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201611.pdf.
4
AHIP Center for Policy Research (AHIP), Individual Health Insurance 2009: A Comprehensive Survey of
Premiums, Availability, and Benefits, October 2009.
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that, among adults who had individual market coverage or shopped for it in the previous three
years, 36 percent were denied coverage, charged more, or had exclusions placed on their policy
due to pre-existing conditions.5 A report by the Government Accountability Office estimated
that, as of early 2010, the denial rate among individual market applications was 19 percent, and
the most common reason for denial was health status.6
While some states attempted to offer some protection to people with pre-existing conditions,
these efforts were generally not effective at ensuring access to affordable coverage. 7 For
example:


Some states required that coverage be offered to people with pre-existing conditions, but
imposed no restrictions on how much insurers could increase premiums based on health
status.



Some states required that coverage be offered to people with pre-existing conditions, but
allowed insurers to exclude treatment for the pre-existing condition. Thus, a cancer
survivor could have obtained coverage, but that coverage would not have paid for
treatment if the cancer re-emerged.



Some states required that coverage be offered to people with pre-existing conditions, but
only to those who met continuity of coverage requirements. In practice, a high fraction of
people with pre-existing conditions go uninsured for at least short spells due to job
changes, other life transitions, or periods of financial difficulty. About 23 percent of
percent of Americans with pre-existing conditions (31 million people) experienced at
least one month without insurance coverage in 2014. In the two-year period beginning in
2013, nearly one-third (44 million) of individuals with pre-existing conditions went
uninsured for at least one month. About 93 percent of those who were ever uninsured
went without coverage for a spell of two months or more, and about 87 percent went
without coverage for a spell of three months or more.8

5

Michelle M. Doty, Sara R. Collins, Jennifer L. Nicholson, and Sheila D. Rustgi, Failure to Protect: Why the
Individual Insurance Market is not a Viable Option for Most US Families, The Commonwealth Fund, July 2009,
available at
http://www.commonwealthfund.org/~/media/Files/Publications/Issue%20Brief/2009/Jul/Failure%20to%20Protect/1
300 Doty failure to protect individual ins market ib v2.pdf.
6
U.S. Government Accountability Office, Private Health Insurance: Data on Applications and Coverage Denials,
Report to the Secretary of Health and Human Services and the Secretary of Labor, March 16, 2011, available at
http://www.gao.gov/assets/320/316699.pdf.
7
For a comparison of states’ pre-ACA rules, see National Conference of State Legislatures, “Individual Health
Insurance and States: Chronologies of Care,” Updated August 2015, http://www.ncsl.org/research/health/individualhealth-insurance-in-the-states.aspx.
8
HHS analysis of 2013 and 2014 MEPS.
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A few states sought to require that people with pre-existing conditions be offered
coverage at the same price as other Americans. But without accompanying measures to
ensure that healthy residents also continued to buy insurance, these states saw escalating
premiums that made health insurance unaffordable for sick and healthy residents alike.9

In contrast, the ACA implemented a nationwide set of reforms in the individual health insurance
market. The law requires individual market insurers to offer comprehensive coverage to all
enrollees, on common terms, regardless of medical history. Meanwhile, the ACA also includes
measures to ensure a balanced risk pool that keeps coverage affordable. To directly improve
affordability while encouraging individuals to buy coverage, the ACA offers financial assistance
for eligible taxpayers with household incomes up to 400 percent of the federal poverty level to
reduce their monthly premium payments.10 The law also includes an individual shared
responsibility provision that requires people who can afford coverage to make a payment if they
instead elect to go without it.11
Prevalence of Pre-Existing Conditions
Estimating the Number of Americans with Pre-Existing Conditions
This analysis updates earlier ASPE estimates of the number of non-elderly Americans potentially
benefitting from the ACA’s pre-existing conditions protections. As in the earlier study, we
consider two definitions of pre-existing conditions. The narrower measure includes only
conditions identified using eligibility guidelines from state-run high-risk pools that pre-dated the
ACA. These programs were generally intended to cover individuals who would be outright
rejected for coverage by private insurers. The broader measure includes additional common
health conditions (for example, arthritis, asthma, high cholesterol, hypertension, and obesity) and
behavioral health disorders (including alcohol and substance use disorders, depression, and
Alzheimer’s) that could have resulted in denial of coverage, exclusion of the condition, or higher
premiums for individuals seeking individual market coverage before the ACA protections
applied.12

9

Former insurance commissioners in Rhode Island and Washington described the problems created by partial
reforms in their states. See, for example, Christopher Koller, “Why Republican Health Insurance Reform Ideas Are
Likely to Fail,” Politico, December 7, 2016, http://www.politico.com/agenda/story/2016/12/republican-healthreform-ideas-obamacare-unlikely-work-000252, and Harris Meyer, “What It Will Take to Stop Insurers From
Fleeing After ACA Repeal,” Modern Health Care, December 5, 2016,
http://www.modernhealthcare.com/article/20161205/NEWS/161209962. The exception was Massachusetts, which
enacted its own version of the ACA’s insurance market reforms, subsidies, and individual responsibility provision in
2006.
10
Office of the Assistant Secretary for Planning and Evaluation, Health Plan Choice and Premiums
in the 2017 Health Insurance Marketplace, October 24, 2016, available at
https://aspe.hhs.gov/sites/default/files/pdf/212721/2017MarketplaceLandscapeBrief.pdf.
11
For an extended discussion of the ACA’s insurance market reforms, see
https://www.whitehouse.gov/sites/default/files/page/files/20161213 cea record healh care reform.pdf.
12
These conditions were selected based on underwriting guidelines identified using internet searches in the preACA period.

ASPE Office of Health Policy

January 5, 2017

Case 1:18-cv-02364-DKC Document 108-2 Filed 08/13/20 Page 257 of 287
ASPE Issue Brief
Page 5
We focus primarily on the broader measure, because individuals with any of these conditions
were at risk of higher premiums and/or coverage carve-outs, if not outright coverage denials if
they sought individual market health insurance before the ACA protections applied. The
narrower measure is similar to that used in a recent Kaiser Family Foundation (KFF) analysis,
which finds that 52 million non-elderly adults would have been “uninsurable” in the individual
market in most states before the ACA. The KFF study notes that its analysis does not attempt to
include “people with other health conditions that wouldn’t necessarily cause a denial, but could
lead to higher insurance costs based on underwriting.”13
Both our narrow and broad estimates are based on the 2014 Medical Expenditure Panel Survey
(MEPS), the most recent data available that provide both coverage and detailed health status
information. The appendix provides a more detailed description of our methodology and
supplemental tables.14
The Prevalence of Pre-Existing Conditions in 2014
As shown in Table 1, we find that the ACA is protecting between 23 and 51 percent of nonelderly Americans--61 to 133 million people--with some type of pre-existing health condition
from being denied coverage, charged significantly higher premiums, subjected to an extended
waiting period, or having their health insurance benefits curtailed should they need individual
market health insurance coverage.
Certain groups are more likely than others to have pre-existing conditions. In particular, as
people age, their likelihood of having—or ever having had—a pre-existing health condition
increases steadily. Americans between ages 55 and 64 are particularly at risk: 49 to 84 percent of
people in this age range—up to 31 million people—have some type of pre-existing condition. By
comparison, 6 to 24 percent of Americans under the age of 18 have some type of pre-existing
condition (see Figure 1). Approximately 56 percent of Non-Hispanic whites and individuals with
family incomes above 400 percent of the federal poverty level have some type of pre-existing
condition.

13

The authors also note that their analysis excludes certain conditions that likely would have led to coverage denials,
including such as Hepatitis C and HIV/AIDS. See Gary Claxton, Cynthia Cox, Anthony Damico, Larry Levitt, and
Karen Pollitz, Pre-Existing Conditions and Medical Underwriting in the Individual Market Prior to the ACA, Kaiser
Family Foundation, December 2016 (available at http://files.kff.org/attachment/Issue-Brief-Pre-existing-Conditionsand-Medical-Underwriting-in-the-Individual-Insurance-Market-Prior-to-the-ACA).
14
All estimates cover individuals age 0 to 64 who did not have Medicare coverage in any month. In addition to
describing our methodology, the Appendix explains technical changes that account for the substantial revision to our
lower-bound estimate from the 2011 brief.
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All non-elderly

Table 1: Prevalence of Pre-Existing Conditions, 2014
Number with Pre-Existing Condition
Share with Pre-Existing Condition
(Millions)
Narrow
Broad
Narrow
Broad
Definition
Definition
Definition
Definition
61
133
23%
51%

Male
Female

26
35

66
67

20%
26%

50%
51%

Under age 18
18-24
25-34
35-44
45-54
55-64

4
5
8
10
16
18

17
11
20
23
31
31

6%
15%
19%
26%
38%
49%

24%
37%
46%
59%
75%
84%

<=138% of
poverty
139-400% of
poverty
>400% of
poverty

13

27

24%

48%

23

51

21%

47%

25

55

25%

56%

Hispanic
Non-Hispanic
White
Non-Hispanic
Black
Non-Hispanic
Asian
Other race

8
42

20
85

15%
28%

39%
56%

7

17

20%

52%

2

5

14%

34%

2

5

21%

47%

Source: HHS analysis of the 2014 MEPS.
Note: Narrow Definition based on criteria for state high risk pools before the ACA; Broad Definition based on preACA underwriting criteria used by insurers.
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Figure 1: Americans with Pre-Existing Conditions by Age, 2014
Narrow Definition of Pre-Existing Conditions
Broad Definition of Pre-Existing Conditions

100%

84%
75%

75%

59%
49%

46%

50%

38%

37%
24%

25%

15%

19%

51%

26%

23%

6%
0%
Under Age
18

18-24

25-35

35-44

45-54

55-64

Total

Source: HHS analysis of the 2014 MEPS.

Common Pre-Existing Conditions Facing Americans
As shown in Table 2, we also examine the prevalence of specific pre-existing conditions faced
by Americans (focusing on the broader insurer definition). The table lists the eleven conditions
with prevalence of 1 million or more among non-elderly individuals with no Medicare
enrollment during 2014. These conditions are listed from most to least prevalent, although
differences between ranks may not be statistically significant.
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Table 2: Number of Americans with Specific
Pre-Existing Conditions, 2014
Number (Millions)
Hypertension (high blood pressure)
46
Behavioral health disorders
45
Hyperlipidemia (high cholesterol)
44
Asthma/chronic lung disease
34
Osteoarthritis or other non-traumatic
34
joint disorders
Obesity
23
Heart conditions/heart disease
16
Diabetes mellitus
13
Cancer
11
Cerebrovascular disease
3
Infectious diseases
1
Source: HHS Analysis of the 2014 MEPS.
Notes: Estimates based on broad definition of pre-existing conditions. A
single individual can have multiple pre-existing conditions. Differences in
the estimated number of individuals with specific conditions are not
necessarily statistically significant.

Among the most common pre-existing conditions for non-elderly Americans are high blood
pressure, high cholesterol, behavioral health disorders (including, for example, alcohol and
substance use disorders, depression, and Alzheimer’s), asthma, arthritis, and obesity. Millions of
Americans also have diabetes (13 million), heart conditions or heart disease (16 million), or have
at some point been diagnosed with cancer (11 million).
The Impact of the ACA’s Protections in 2014
As described above, the ACA put in place a range of new protections designed to give
individuals with pre-existing conditions, along with other Americans, increased access to
affordable health insurance. The 2014 MEPS data show that this is being borne out in practice,
with significant improvements in health insurance coverage for Americans with pre-existing
conditions.
As shown in Table 3, between 2010 and 2014, the share of Americans with pre-existing
conditions who went uninsured all year fell from 13.8 percent to 10.7 percent, a drop of 22
percent. These gains translated into 3.6 million fewer individuals with pre-existing conditions
without health insurance.
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Table 3: Percent and Number of Non-Elderly Americans with Pre-Existing Conditions that
Lacked Health Insurance All Year, 2010 and 2014
Number of People Without
Percent of People Without Coverage
Coverage (Millions)
Percent
2010
2014
2010
2014
Change
Change
Total
13.8
10.7
-22
17.9
14.3
-3.6
Male
Female

14.5
13.1

11.5
10.0

-23
-21

9.4
8.5

7.5
6.7

-1.8
-1.8

15.3

12.8

-17

7.1

5.9

-1.1

11.6

10.1

-13

5.2

4.4

-0.8

11.7

8.5

-27

4.6

3.8

-0.7

Osteoarthritis

13.7

10.7

-22

4.3

3.6

-0.8

Asthma/chronic
lung disease

11.9

8.7

-27

4.1

3.0

-1.2

Hypertension (high
blood pressure)
Hyperlipidemia
(high cholesterol)
Behavioral health
disorders

Source: HHS Analysis of the 2010 and 2014 MEPS.
Notes: Estimates based on broad definition of pre-existing conditions. A single individual can have
multiple pre-existing conditions. Differences in the estimated number of individuals with specific
conditions are not necessarily statistically significant.

Figure 2 shows the source of these gains. While the share of Americans with pre-existing
conditions who had coverage through an employer remained roughly constant, the share with
coverage through Medicaid rose, and the share with individual market coverage increased
substantially as pre-ACA underwriting practices were phased out and Marketplace subsidies
became available (see Appendix Table 5).15

15

Insurance category is assigned by an ever-on hierarchy based on coverage in any month. Individuals with
employer-sponsored coverage in any month, for example, were assigned to that category, even if they had months of
enrollment in Medicaid/CHIP, individual market coverage, or other public coverage, or were ever uninsured.
Because people move across sources of coverage in a year, more individuals may have had Medicaid/CHIP,
individual market coverage, or other public coverage than shown in Figure 2. Individual market coverage for 2014
includes both Marketplace and off-Marketplace coverage. Individuals categorized as uninsured were without
coverage in any survey month.
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Conclusion
With data available only through 2014, this analysis provides a preliminary picture of how the
ACA is helping individuals with pre-existing conditions. The uninsured rate for all Americans,
which fell by 27 percent between 2010 and 2014, fell another 22 percent between 2014 and
2016, and people with pre-existing conditions have likely seen similar additional progress.
Nonetheless, this initial snapshot confirms that the ACA’s insurance market reforms are
providing important protections to the up to half of Americans whose medical history previously
put them at risk of being denied access to affordable health care.
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APPENDIX: METHODOLOGY
We used the 2014 Medical Expenditure Panel Survey (MEPS) to identify individuals who would
likely been denied coverage due to a pre-existing condition if they were to apply for coverage in
the individual market without the protections provided by the Affordable Care Act. A multipronged approach was used to identify conditions that would certainly or likely exclude
individuals from being offered coverage. A list of pre-existing conditions was generated from
two sources: eligibility guidelines from 19 pre-Affordable Care Act high-risk pools and
underwriting guidelines from seven major insurance carriers.16 The MEPS was used to identify
whether individuals had a medical visit for any of these conditions, experienced any disability
days (for the 2008 and 2010 data, as this information is no longer available in the 2014 data) as a
result of any of these conditions, or reported that they were bothered by any of these conditions
in the past year. Additional questions regarding whether individuals had ever been diagnosed
with a smaller set of conditions from these lists were used to further refine our measure.
Two estimates of the share of non-elderly individuals with pre-existing conditions are presented.
The first includes only conditions that were identified using eligibility guidelines from high-risk
pools; the second includes five additional common conditions (arthritis, asthma, high cholesterol,
hypertension, and obesity) and a number of common behavioral health conditions that would
have resulted in an automatic decline, exclusion of the condition, or higher premiums according
to the seven pre-Affordable Care Act insurer guidelines examined. The first estimate includes
conditions that would have been very likely to cause an applicant to be denied coverage, and
should be considered a lower bound estimate. The second estimate includes conditions that might
result in a denial of coverage, but also might have resulted in a rate-up (that is, a higher
premium) or a coverage rider (that is, a policy that excludes coverage for a pre-existing
condition).
Analyses of the prevalence of particular conditions employ the categories used in the Clinical
Classification Software (CCS) developed for the Healthcare Cost and Utilization Project
(HCUP). A crosswalk between ICD-9 and CCS categories is available at
https://meps.ahrq.gov/data_stats/download_data/pufs/h170/h170app3.html.
Appendix Tables 1-4 present the full set of estimates by age and insurance status for 2010 and
2014, using both pre-existing conditions measures. Appendix Table 5 shows the change between
2010 and 2014 in the distribution of insurance coverage among individuals with pre-existing
conditions (broad definition only).

16

For a list of the included conditions and more detailed explanation of methods, please see the Methodology
section of: “At Risk: Pre-Existing Conditions Could Affect 1 in 2 Americans”; US Department of Health & Human
Services, January 2011. Available online at: https://aspe.hhs.gov/sites/default/files/pdf/76376/index.pdf.
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Key Highlights


This report estimates that 20.0 million uninsured adults have gained health insurance
coverage because of the Affordable Care Act as of early 2016. This includes:
o 17.7 million nonelderly adults (ages 18 to 64) who gained health insurance
coverage from the start of Open Enrollment in October 2013 through early
2016.
o 2.3 million young adults ages (ages 19 to 25) who gained health insurance
coverage between the enactment of the Affordable Care Act in 2010 and the
start of the initial Open Enrollment Period in October 2013 due to the ACA
provision allowing young adults to remain on a parent’s plan until age 26.



The uninsured rate for non-elderly adults (ages 18 to 64) declined by 43 percent
between October 2013 and early 2016 (from 20.3 percent to 11.5 percent).



Overall, 6.1 million young adults (ages 19 to 25) gained health insurance coverage
because of the Affordable Care Act. This includes
o 2.3 million young adults who gained coverage from 2010 through the start of
Open Enrollment in October 2013 due to the provision that allows people
under age 26 to stay on a parents’ plan.
o 3.8 million young adults who gained health insurance coverage from the start
of Open Enrollment in October 2013 through early 2016.



Coverage gains for nonelderly adults (ages 18 to 64) were broadly shared among
racial and ethnic groups.
o The uninsured rate among Black non-Hispanics dropped by 11.8 percentage
points (a 52.7 percent decline) from 22.4 to 10.6 percent; corresponding to
about 3 million Black nonelderly adults gaining coverage.
o The uninsured rate among Hispanics dropped by 11.3 percentage points (a
27.0 percent decline) from 41.8 to 30.5 percent, corresponding to about 4
million Hispanic nonelderly adults gaining coverage.
o The uninsured rate among White non-Hispanics dropped by 7.3 percentage
points (a 50.7 percent decline) from 14.3 to 7.0 percent, corresponding to
about 8.9 million White nonelderly adults gaining coverage.



There was a greater reduction in the uninsured rate among nonelderly adult (ages 18
to 64) women than among nonelderly adult men between October 2013 and early
2016. About 9.5 million women and 8.3 million men gained coverage.
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Uninsured Rate for Nonelderly Adults Using the Gallup-Healthways Well-Being Index
The Gallup-Healthways WBI is a daily, nationwide poll of adults. Thanks to its large sample size
and the timely availability of data, the Gallup-Healthways WBI can be used to produce timely,
adjusted estimates of health insurance coverage. The Gallup-Healthways WBI shows a large
decline in the uninsured rate since the third quarter of 2013.
Because the Affordable Care Act major coverage expansions began in the fourth quarter of 2013,
we measured the law’s impact on uninsured rates by measuring changes in the uninsured rate
relative to a baseline period shortly before 2012 through the third quarter of 2013 (shortly before
the coverage expansion was initiated). To estimate the effect of the ACA, we adjust the GallupHealthways WBI data to remove the contribution of general economic conditions (i.e.,
employment status), overall time trends, geographic location of respondents, and shifting
demographics to the uninsured rate. The resulting adjusted estimates, in Figure 1, show the
uninsured rate among nonelderly adults (ages 18 to 64) falling from 20.3 percent in the 2012–
2013 baseline period to 11.5 percent as of early 2016.2
Figure 1: Quarterly Uninsured Rate Estimates for Nonelderly Adults (Ages 18 to 64) Using the GallupHealthways Well-Being Index, 2012 to 2016
25%

20.3%

Percent Uninsured

20%

20.4%
18.1%
15.3%

15%

15.1%

14.6%
13.2%

12.4%

12.7%

12.9%

11.5%

10%

5%

0%

Source: The Office of the Assistant Secretary for Planning and Evaluation’s (ASPE) analysis of the Gallup-Healthways WellBeing Index survey data through February 22, 2016.

2

Children (ages 0 to 17) and elderly (ages 65 and older) are not included in the estimates for Figure 1. The GallupHealthways WBI does not survey children (ages 0 to 17). The most recent available estimates from the National
Health Interview Survey (NHIS) show the uninsured rate was 9.1 percent over the first nine months of 2015 for
people of all ages, including the elderly and children. For children (ages 0 to 17), NHIS reports an uninsurance rate
of 4.5 percent (corresponding to 3.3 million children) for the first nine months of 2015, a 31 percent drop from the
rate in 2013 (6.5 percent, corresponding to 4.8 million children). (Accordingly, based on NHIS estimates, 1.5
million children gained coverage between 2013 and the first nine months of 2015.) The NHIS report is available at:
http://www.cdc.gov/nchs/data/nhis/earlyrelease/insur201602.pdf.
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ASPE regards the NHIS as the most reliable source of estimates of current coverage. NHIS’s
response rate (about 73 percent in 2014) is much higher than that reported for the other quarterly
surveys, and the NHIS sample size is larger than any of the other quarterly polls except for the
Gallup-Healthways WBI. The NHIS questionnaire collects information about coverage on the
date of interview and contains detailed questions about type of coverage, including verification
questions that have been shown to reduce the proportion of people who report being uninsured.
The survey is also fielded continuously throughout the year. Gallup-Healthways WBI estimates
of uninsured rates among the nonelderly tracked NHIS fairly well in 2012, 2013, and 2014, but
began to suggest a higher uninsured rate than other surveys in 2015. Estimates from the RAND
and Commonwealth Fund surveys are close to NHIS for the periods where all were fielded.
Compared with the other surveys, the HRMS panel survey consistently produces lower estimates
of the uninsured but suggests similar trends over time.
NHIS data are reported with a lag due to post-survey processing, and the most recent NHIS
estimates available are through the third quarter of 2015. For this reason, ASPE uses the GallupHealthways WBI to track the current status of health care coverage rates in the U.S.3
Gallup Healthways WBI data for the first quarter of 2016 (through February 22) suggest the
open enrollment period for Marketplace coverage in 2016 that ran from November 1, 2015
through January 31, 2016, produced another round of gains in health insurance coverage. Data
for this most recent period are not yet available from the other surveys.
Conclusion
We estimate that the provisions of the ACA have resulted in gains in health insurance coverage
for 20.0 million nonelderly adults (ages 18 to 64). This estimate comprises 17.7 million
nonelderly adults who gained coverage due to the coverage expansions that began in the fourth
quarter of 2013 and 2.3 million young adults (ages 19 to 25) who gained coverage between 2010
and 2013 due to the ACA’s provision allowing young adults to stay on a parents’ plan until the
age of 26. In total, 6.1 million previously uninsured young adults have gained coverage due to
the ACA. This is especially important because this population were particularly likely to be
uninsured prior to the enactment of the ACA. The gains in coverage have been shared widely
across racial and ethnic groups, with the rate of being uninsured decreasing by 11.8 percentage
points among Black non-Hispanics, by 11.3 percentage points among Hispanics, and by 7.3
among White non-Hispanics.

3

Previous studies have shown that estimates of uninsurance rates from the more timely Gallup-Healthways WBI
tracks well compared with estimates from federal surveys, including the NHIS: Laura Skopec, Thomas Musco,
Benjamin D. Sommers, “A potential new data source for assessing the impacts of health reform: Evaluating the
Gallup-Healthways Well-Being Index,” Healthcare, vol, 2, iss. 2, July 2014, p. 113-120.
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Appendix: Administrative Enrollment Data
The estimated health insurance coverage gains represent estimates of coverage gains associated
with provisions of the Affordable Care Act (ACA). That is, the coverage gains estimate
reductions in the number of people who are uninsured after controlling for general economic
conditions (via employment status), secular trends, geographic location and demographic
changes. The sum of the enrollment gains in Medicaid and the Children’s Health Insurance
Program (CHIP) for individuals receiving comprehensive benefits (over 14 million) and the
Health Insurance Marketplace (12.7 million) is greater than the net change in health insurance
coverage (20 million) because people may move in and out of different sources of health
insurance coverage, so the net change in coverage needs to measure more than these two sources
of coverage. Our examination of administrative data shows that Medicaid/CHIP and Marketplace
administrative data are in line with the health insurance gains seen in survey data and illustrates
gains in enrollment for Medicaid/CHIP and the Marketplaces since 2014.
Medicaid Enrollment
Enrollment of individuals receiving comprehensive benefits in Medicaid and CHIP has grown by
14.5 million since October 2013 in the 49 states reporting both December 2015 enrollment data
and data for the July–September 2013 baseline period (the period before the initial Marketplace
Open Enrollment Period).4 Enrollment growth in Medicaid and CHIP has been fairly steady
since October 2013; however, fluctuations in the data have occurred as states transitioned from
their historic definitions of enrollment to CMS’s standardized reporting specifications. As of
December 2015, Medicaid and CHIP enrollment had increased by over 12 million since the
baseline period among states that had implemented Medicaid expansion, and states that had not
yet implemented Medicaid expansion reported enrollment growth of over 2 million.
Marketplace Enrollment
Plan selections in the Health Insurance Marketplaces during the annual Open Enrollment Periods
(OEP) have increased over time (see Figure 5). On January 31, 2016, Open Enrollment for the
2016 coverage year ended, with the largest number of plan selections to date: approximately 12.7
million plan selections. The 2016 OEP had almost 60 percent more plans selections than the
2014 OEP, and an increase of 1 million plan selections over the 2015 OEP.

4

Enrollment data were available for 48 states plus the District of Columbia for both the July–September 2013
baseline period and for December 2015. Connecticut and Maine are not included in the calculation of enrollment
growth because those states did not submit enrollment data for the baseline period. The “Medicaid & CHIP:
December 2015 Monthly Applications, Eligibility Determinations and Enrollment Report” is available at:
https://www.medicaid.gov/medicaid-chip-program-information/program-information/medicaid-and-chipenrollment-data/medicaid-and-chip-application-eligibility-determination-and-enrollment-data.html.
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APPENDIX: SURVEY DATA AND METHODS
Survey Data
Estimate of impact of dependent coverage provision, measuring the change in young adult
insurance coverage, 2010-2013
The National Health Interview Survey (NHIS) is a large national survey with robust sampling
methods. It therefore produces the most reliable estimates of coverage. In March 2015, we were
able to use NHIS data through the third quarter of 2013 to update our estimate of the impact of
the Affordable Care Act (ACA) dependent coverage provision, which allowed young adults
(ages 19 to 25) to stay on their parent’s health insurance policy starting in September 2010.
Estimate of change in health insurance coverage for 18 to 64 population, Q3 2013-Q1 2016
To estimate the impact of the ACA health insurance coverage expansion through the Health
Insurance Marketplaces and Medicaid, we cannot use the NHIS because data for the first quarter
of 2016 are not yet available. Therefore, we use the most recent data available on health
insurance coverage from the Gallup-Healthways Well-Being Index Survey, which are collected
daily and become available soon after data collection. The data in this brief reflect interviews
through February 22, 2016.
Methods
Estimate of impact of dependent coverage provision, measuring the change in young adult
insurance coverage, 2010-2013
In March 2015, we used NHIS data to update our earlier estimates of the impact of the young
adult dependent coverage provision of the ACA that took effect in September 2010. In this
current brief, we use the same estimate of the impact of the dependent coverage provision as we
reported in March. We used a baseline period stretching from Q4 2009 through Q3 2010 and
compared it to the post period defined as Q4 2012 through Q3 2013. Because we had more data
available in March, we updated our estimate published in June 2012 (which used a single quarter
of data), using longer pre and post periods in order to smooth away random variation in the
uninsured rate. This reduces the influence of random variation in the estimates of the number of
uninsured on the exact start and end dates for the analysis, but could allow either more or less
opportunity for confounding from other factors.
Our estimate showed an additional 2.3 million young adults gaining coverage. We also
performed a sensitivity analysis in which we smoothed only the post period and used Q3 2010 as
the baseline, yielding an estimate of 2.8 million additional insured young adults. Thus our core
estimate, 2.3 million, is more conservative. We note that individuals move into and out of the 1925 young adult age range as they age, so the 2.3 million is an estimate of the increased
prevalence in coverage at a specific point in time. It is not a longitudinal estimate of all
individuals who may have benefited from the provision at any point in time since 2010, which
would be considerably larger.
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Young adult increase in
insurance coverage
estimate

Baseline period

End period

June 2012

3.1 million

Q3 2010

Q4 2011

March 2015

2.3 million

Q4 2009 – Q3 2010

Q4 2012 – Q3 2013

March 2015
Sensitivity Analysis

2.8 million

Q3 2010

Q4 2012 – Q3 2013

ASPE Brief date

Estimate of change in health insurance coverage for 18-64 population, Q3 2013-Q1 2016
We used the Gallup Healthways WBI to estimate the change in the national uninsured rate from
the baseline period of Q1 2012-Q3 2013 to Q1 2016 (January 1, 2016, through February 22,
2016). The 2016 Health Insurance Marketplace Open Enrollment Period ended on January 31,
2016 for a majority of states. Some states extended enrollment through a Special Enrollment
Period, which spanned a few additional days.
We estimated the uninsured rates for the nation using the same methodology used in our
previous analysis reported in “Health Insurance Coverage and the Affordable Care Act,”
published in September 2015.5 To produce those estimates we used a statistical model that
adjusted for age, race, ethnic group, sex, employment status, and state of residence. The current
methodology also adjusts for marital status and rural residence. These covariates are aimed to
control for changes in the economy, population composition, and non-policy factors affecting
health insurance coverage. The statistical model also adjusts for time trends. Similar to the
September 2015 Issue Brief, this methodology does not adjust for household income because on
June 1, 2015, Gallup Healthways WBI changed the wording of its questionnaire to collect
respondents’ annual income instead of monthly income.
The brief includes nonelderly adults (ages 18 to 64). We excluded elderly adults (ages 65 and
older) from this brief because a very high proportion are already enrolled in Medicare and thus
not eligible for the coverage expansion under the ACA. Gallup Healthways WBI does not collect
data on the 17 and under population.
Population estimates for the 18-64 population by race and ethnicity, young adults, and gender,
Q3 2013-Q1 2016
For the national, race and ethnicity, young adult, and gender analyses, we used 2016 Census
population projections to obtain population estimates for each subgroup. The population
estimates we used are as follows:

5

“Health Insurance and the Affordable Care Act,” ASPE Issue Brief, Sept. 22, 2015, available at:
https://aspe.hhs.gov/health-insurance-coverage-and-affordable-care-act-aspe-issue-brief-september-2015.
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Subgroups

2016 Census Population Projection

National (ages 18 to 64 years)

200.9 million

Race and ethnicity
White non-Hispanic (ages 18 to 64 years)

122.5 million

Black non-Hispanic (ages 18 to 64 years)

25.7 million

Hispanic (ages 18 to 64 years)

35.8 million

Young adults (ages 19 to 25 years)

31.5 million

Gender
Males (ages 18 to 64 years)

100.1 million

Females (ages 18 to 64 years)

100.7 million

Race and Ethnicity
For purposes of this brief, ASPE only analyzed gains in health coverage among White nonHispanics, Black non-Hispanics, and Hispanics. Numbers do not sum to 17.7 million because
other races are not included in the table. More detailed results with confidence intervals are
below:
Quarter

Change in Percentage Points from Baseline Trend (95% CI)
White non-Hispanic
Black non-Hispanic
Hispanic

Baseline Uninsured Rate
(Q1 2012–Q3 2013)
Q4 2013
Q1 2014
Q2 2014
Q3 2014
Q4 2014
Q1 2015
Q2 2015
Q3 2015
Q4 2015
Q1 2016*

14.3

22.4

41.8

0.0
(-0.7, 0.8)
-1.5
(-2.3, -0.7)
-4.0
(-4.8, -3.2)
-4.8
(-5.7, -3.9)
-4.5
(-5.5, -3.6)
-5.7
(-6.7, -4.6)
-6.1
(-7.2, -5.0)
-6.0
(-7.2, -4.8)
-6.2
(-7.5, -4.9)
-7.3
(-8.7, -5.8)

0.9
(-1.5, 3.2)
-3.7
(-6.2, -1.3)
-6.7
(-9.3, -4.2)
-6.5
(-9.3, -3.7)
-8.5
(-11.5, -5.5)
-9.6
(-12.9, -6.3)
-11.1
(-14.7, -7.6)
-10.0
(-13.8, -6.2)
-10.1
(-14.1, -6.0)
-11.8
(-16.2, -7.4)

-0.6
(-3.0, 1.8)
-3.5
(-6.0, -0.9)
-7.3
(-10.0, -4.6)
-5.4
(-8.3, -2.5)
-8.2
(-11.4, -5.1)
-10.5
(-13.9, -7.1)
-11.6
(-15.2, -7.9)
-11.4
(-15.2, -7.5)
-10.1
(-14.3, -6.0)
-11.3
(-15.9, -6.7)

Note: Estimates for Q1 2016 using the Gallup-Healthways Well-Being Index include data through February 22, 2016.
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Young Adults
We analyzed how many young adults (ages 19 to 25) are included in the 15.8 million adults who
have gained coverage since the baseline period of Q1 2012-Q3 2013. More detailed results with
confidence intervals are below:

Quarter

Change in Percentage Points from Baseline Trend (95% CI)
Young Adults
(Ages 19 to 25)

Baseline Uninsured Rate
(Q1 2012–Q3 2013)

26.0
-0.6
(-2.7, 1.6)
-2.6
(-4.8, -0.3)
-6.3
(-8.7, -4.0)
-6.4
(-9.0, -3.9)
-7.9
(-10.6, -5.1)
-9.0
(-11.9, -6.0)
-10.0
(-13.1, -6.8)
-9.9
(-13.3, -6.5)
-10.4
(-14.0, -6.8)
-12.1
(-16.0, -8.1)

Q4 2013
Q1 2014
Q2 2014
Q3 2014
Q4 2014
Q1 2015
Q2 2015
Q3 2015
Q4 2015
Q1 2016*

Note: Estimates for Q1 2016 using the Gallup-Healthways Well-Being Index include data through February 22, 2016.

Gender
We analyzed gains in health coverage by gender. More detailed results with confidence intervals
are below:
Quarter
Baseline Uninsured Rate
(Q1 2012–Q3 2013)
Q4 2013
Q1 2014
Q2 2014
Q3 2014
Q4 2014
Q1 2015

ASPE Office of Health Policy

Change in Percentage Points from Baseline Trend (95% CI)
Male
Female
21.8

18.9

0.4
(-0.6, 1.4)
-2.1
(-3.2, -1.0)
-4.9
(-6.0, -3.8)
-5.4
(-6.6, -4.2)
-5.7
(-7.0. -4.4)
-6.8

-0.4
(-1.4, 0.6)
-2.3
(-3.4, -1.3)
-5.1
(-6.2, -4.0)
-5.0
(-6.2, -3.8)
-5.9
(-7.2, -4.6)
-7.6
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Quarter

Q2 2015
Q3 2015
Q4 2015
Q1 2016*

Change in Percentage Points from Baseline Trend (95% CI)
Male
Female
(-8.2, -5.4)
(-9.0, -6.2)
-7.4
-8.5
(-8.9, -5.9)
(-10.0, -7.0)
-7.2
-8.0
(-8.8, -5.6)
(-9.6, -6.4)
-6.8
-8.1
(-8.5, -5.1)
(-9.8, -6.4)
-8.3
-9.4
(-10.2, -6.4)
(-11.3, -7.5)

Note: Estimates for Q1 2016 using the Gallup-Healthways Well-Being Index include data through February 22, 2016.
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New Hampshire

Federally-facilitated Marketplace 1

New Jersey

State-based Marketplace-Federal Platform

New Mexico

State-based Marketplace-Federal Platform

New York

State-based Marketplace

North Carolina

Federally-facilitated Marketplace

North Dakota

Federally-facilitated Marketplace

Ohio

Federally-facilitated Marketplace 1

Oklahoma

Federally-facilitated Marketplace

Oregon

State-based Marketplace-Federal Platform

Pennsylvania

State-based Marketplace-Federal Platform

Rhode Island

State-based Marketplace

South Carolina

Federally-facilitated Marketplace

South Dakota

Federally-facilitated Marketplace 1

Tennessee

Federally-facilitated Marketplace

Texas

Federally-facilitated Marketplace

Utah

Federally-facilitated Marketplace 1

Vermont

State-based Marketplace

Virginia

Federally-facilitated Marketplace 1

Washington

State-based Marketplace

West Virginia

Federally-facilitated Marketplace 1

Wisconsin

Federally-facilitated Marketplace

Wyoming

Federally-facilitated Marketplace

NOTES
Notes
For more information, see the Center for Consumer Information and Oversight (CCIIO) Health Insurance Marketplaces
resources here.
Sources
Data compiled through review of Marketplace documents and communication between the states and CCIIO by the
Kaiser Family Foundation.
Definitions
State-based Marketplace (SBM): States running a State-based Marketplace are responsible for performing all
marketplace functions for the individual market. Consumers in these states apply for and enroll in coverage through
marketplace websites established and maintained by the states.

https://www.kff.org/...ketplace-types/view/print/?currentTimeframe=0&print=true&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D[8/13/2020 11:59:53 AM]
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State-based Marketplace-Federal Platform (SBM-FP): These states are considered to have a State-based

Marketplace, and are responsible for performing all marketplace functions for the individual market, except that the
state will rely on the federal Healthcare.gov website for eligbility and enrollment functions. Consumers in these states
apply for and enroll in coverage through Healthcare.gov.
Federally-facilitated Marketplace (FFM): In a Federally-facilitated Marketplace, HHS performs all Marketplace
functions. Consumers in FFM states apply for and enroll in coverage through Healthcare.gov.

FOOTNOTES
1. State conducts plan management activities to support certification of qualified health plans.

https://www.kff.org/...ketplace-types/view/print/?currentTimeframe=0&print=true&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D[8/13/2020 11:59:53 AM]

