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Since the Affordable Care Act (ACA) 
was signed into law in 2010, it has 
been a lightning rod for controversy. 
Conservative policy makers have decried 
it as a costly and ineffective government 
intrusion into health care, while some 
liberals argue that it did too little to 
expand coverage and too much to enrich 
private health insurers. Now, with the 
fate of the ACA in serious doubt, taking 
stock of what we know about the effects 
of the law thus far—and more generally, 
the impact of expanding health insurance 
coverage to previously uninsured 
patients—is critical to informed policy 
making.

Over the past six years, my colleagues 
and I have been conducting a range of 
studies designed to provide evidence 
that would improve our understanding 
of the impacts of health insurance on 
patients. I care about this both as a 
health policy researcher and as a primary 
care physician. As any clinician knows, 
there are so many factors that affect our 
patients’ health outside what occurs in 

the office. How long did my patients wait 
before coming in to be seen? Can they pay 
for the medications I prescribe? Can they 
see the specialists I refer them to? And 
do they get better? Our work has aimed 
to answer some of these questions at the 
population level, and we have identified 
several key lessons from this work.

How Does Health Insurance 
Affect Patients?

Lesson 1: Coverage can be a matter of 
life or death

The first lesson is that health insurance 
coverage matters to patients’ lives. Some 
of the most useful evidence in support of 
this observation comes from expansions 
in health insurance that occurred prior 
to the ACA. Studying expansions of 
Medicaid in several states in the early 
2000s by comparing them to neighboring 
states without expansions, we found 
large reductions in the uninsured rate, 
improved self-reported health, and a drop 
in mortality of 6% over the following 
five years.1 These changes were largest 
in lower-income areas and among racial 
and ethnic minorities. We also studied 
Massachusetts’s 2006 health reform, the 
model for the ACA, and found that the 
coverage expansion led to a significant 
reduction in mortality for the state 
compared with what was happening 
in demographically similar counties 
outside the state.2 Most of the deaths 
prevented were due to causes potentially 
more amenable to health care, such as 
cancer, heart disease, and infections. 
Overall, we concluded that one life was 

saved for every 830 adults who gained 
coverage. Most recently, I examined the 
costs of Medicaid expansion in relation 
to these mortality changes, and found 
that the increase in spending was a good 
investment compared with how much we 
as a society spend on other public policies 
that affect survival.3

Now, with Congress debating a potential 
repeal of the ACA, there has been 
renewed interest in this work as a gauge 
for how many deaths might occur 
if the law is repealed. Policy makers 
and analysts have proposed various 
extrapolations from these studies, 
including the White House Council of 
Economic Advisors, which estimated 
that the law could be saving as many as 
24,000 lives a year.4 This is a challenging 
calculation to make with precision, and 
no one can know the exact numbers 
for sure, but our research indicates that 
these are indeed life and death decisions. 
Taking coverage from people will likely 
lead some to forego medical care that 
could have saved their lives.

Lesson 2: The ACA has succeeded in 
expanding coverage and access to care

These studies of pre-ACA expansions 
in coverage are illuminating, but what 
lessons can we draw about the ACA’s 
effects in particular? Using a variety 
of data sources, our team and other 
researchers have documented that not 
only has the ACA lowered the uninsured 
rate to its lowest level in U.S. history 
but that coverage has also produced 
meaningful benefits for patients. The 
earliest ACA studies examined the 
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Abstract

In the current debate over the future 
of the Affordable Care Act (ACA), 
research evidence on the impact of the 
law and the effects of health insurance 
coverage in general is critical. Studies 
of health insurance expansion over 
the past decade have demonstrated 
that coverage expansions can produce 
significant reductions in mortality—

particularly among minorities, those 
living in poorer areas, and those 
with chronic conditions potentially 
treatable with timely medical care. 
More recent studies of the ACA in 
particular demonstrate that the law has 
produced historically large reductions 
in the uninsured rate, with resulting 
improvements in access to care, 

perceived quality of care, and self-
reported health. Yet much of the general 
public and many policy makers remain 
unaware of this evidence. Researchers 
and clinicians in academic medicine have 
a role to play in ensuring that critically 
important health policy decisions are 
made using rigorous evidence to best 
protect the interests of our patients.
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“dependent coverage” provision that 
allowed young adults to remain on their 
parents’ plans until age 26 starting in 
2010. Studies show that this policy was 
more successful than even the law’s 
drafters had hoped, with two million to 
three million more adults covered. The 
coverage helped young adults better 
afford their care, reduced their use of 
nonurgent emergency department care,5 
and improved their perceived physical 
and mental health.6

Next came the ACA’s 2014 expansions. 
Medicaid expansion in the roughly 30 
participating states and new subsidized 
Marketplace coverage led to about 20 
million more Americans with insurance. 
From 2010 to 2014, as policy makers 
scrambled to implement the law, 
researchers scrambled to figure out how 
to study it—and, in particular, how to 
study it rigorously and quickly. Standard 
data sources from the federal government 
sometimes take a year or more to become 
available. For a policy as large and 
consequential as the ACA, we needed 
results faster. Working with colleagues at 
the U.S. Department of Health & Human 
Services, we obtained and evaluated a 
new data source—the Gallup Healthways 
Well-Being Index. With it, we published 
some of the first journal articles 
showing—within months of real time—
how the law was increasing coverage and 
also improving trends in rates of having 
a primary care doctor, ease of access to 
prescription medications, affordability of 
care, and self-reported health.7

Following up on this, my colleagues 
at Harvard and I then conducted our 
own rapid-turnaround scientific survey 
to evaluate the Medicaid expansion in 
several southern states. This work showed 
that in Kentucky’s traditional Medicaid 
expansion and Arkansas’s private 
insurance expansion, low-income adults 
saw major improvements in health care, 
compared with those in Texas, which did 
not expand. Adults in the two expansion 
states reported more primary care 
visits, better chronic disease care, more 
preventive care, less ER use, and again—
better self-reported health.8

Given this pattern of findings, some 
have questioned whether policy makers 
and society in general should care about 
changes in self-reported health. I would 
argue that we should for two reasons. 

First, self-reported health turns out to be 
a strong predictor of survival; people who 
say they are in poor health die younger.9 
Second, subjective well-being is a key part 
of health. If you’re a doctor and you don’t 
care whether your patients feel better, you 
should quit. We should hold our policy 
makers to the same standard.

Lesson 3: Challenges in coverage and 
access remain

The final lesson from our research is that 
all is not perfect. Yes, health insurance 
matters, and the ACA has helped expand 
coverage and improve access to care. But 
as many as 30 million Americans are 
still uninsured, and millions more find 
themselves switching between various 
types of coverage each year. Some of 
this is related to the ACA, but much of 
it is due to the United States’ underlying 
patchwork health insurance system. 
This switching in coverage—sometimes 
called churning—has real impacts on 
patients. In one recent study, we found 
that roughly one in four low-income 
adults experienced a change in coverage 
each year. Although this is lower than 
many had predicted would occur under 
the ACA, these changes in coverage were 
harmful—patients reported reduced 
continuity with providers, disruptions in 
medication regimens, and negative effects 
on overall quality of care and health.10 
In part, this research has been useful to 
states and federal policy makers as they 
try to streamline some of the transitions 
in coverage. But now, with ACA repeal 
on the table, our findings have another 
implication. While taking coverage away 
from people would clearly be quite 
harmful, even transient disruptions in 
coverage from dismantling parts of the 
law could also cause significant distress.

An Uncertain Future—and the 
Need for Evidence-Based Policy

Despite this body of evidence, the 
political future of the ACA’s coverage 
expansion remains uncertain. In fact, 
the rhetoric in the debate over the ACA 
raises fundamental questions about 
what role research evidence plays at 
all. Despite hundreds of high-quality 
studies by researchers across the 
country probing the law’s successes 
and shortcomings, many people still 
don’t know the basic facts about the 
law. For instance, one recent survey by 
National Public Radio found that only 

49% of Americans knew that the ACA 
had reduced the number of Americans 
without health insurance; 27% didn’t 
know or said it was unchanged, and a 
stunning 24% thought the uninsured 
rate had gone up.11 Meanwhile, 
some physicians, politicians, and 
pundits continue to argue that the 
ACA expanded coverage but did not 
meaningfully improve access to care. 
But these claims are flatly contradicted 
by the research evidence. That so many 
might still not know the basic facts 
about this law is, at least in part, the fault 
of researchers like me in health policy 
and academic medicine. We certainly are 
not alone in this—there are other factors 
too, including some media outlets’ desire 
for an evenhanded cross-fire debate 
rather than a focus on facts, and rhetoric 
from some politicians that ranges from 
misleading to simply wrong.

But already there is some indication 
that the facts are starting to sink in 
and affect the policy debate. The 
steady drumbeat for repeal among 
congressional Republicans has met 
the reality of millions of Americans 
who have gained coverage under 
the ACA and are benefiting from it. 
Republican governors from expansion 
states have stepped forward to say 
that a repeal and large cuts in federal 
funding for Medicaid would not be 
good policy.12 As of this writing, the 
debate continues and is unsettled. For 
those of us in academic medicine who 
believe evidence should guide what we 
do for our patients, now is the time to 
bring a similar mentality to the policy 
discussions that will affect our patients 
just as surely as the next prescription 
we write or the next test we order. The 
future of health care is too important 
not to have the major policy decisions 
in it driven by evidence.
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