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Abstract

The Affordable Care Act (ACA) of 2010 placed a substantial emphasis on
public health and prevention. Subsequent research on its effects reveals some
notable successes and some missteps and offers important lessons for future
legislators. The ACA’s Prevention and Public Health Fund, intended to
give public health budgetary flexibility, provided crucial funding for public
health services during the Great Recession but proved highly vulnerable to
subsequent budget cuts. Several programs that aimed to increase strategic
thinking and planning around public health at the state level have proven
to be more enduring, suggesting that the convening authority of the federal
government can be a powerful tool for progress, especially when buttressed
by some funding. Most important, by expanding insurance and mandating
a minimum level of coverage, the ACA both increased access to clinical
preventive services and freed up local public health budgets to engage in
population health activities.
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INTRODUCTION

Most research on the Affordable Care Act of 2010 (ACA) has focused on its objectives of reducing
the nation’s uninsurance rate and improving access to medical care. The law has been quite success-
ful in accomplishing these objectives: By the third quarter of 2016, the percentage of Americans
lacking health coverage was at the lowest level ever recorded, and measures of access to care had
improved substantially (1, 5, 59, 62). Less-often discussed has been the ACA’s impact on public
health and prevention. This article addresses the ACA’s public health goals and provisions and what
has been learned, to date, about the successes and challenges of implementing these provisions.

In the period during which the ACA was debated and drafted, public health experts called for
the focus of health care reform to extend beyond increasing health insurance coverage to encom-
pass population health. They sought added funding and policy attention to reflect the importance
of population health (8, 13, 20, 24, 68). Public health advocates saw health reform as an opportu-
nity to address the social determinants of health well beyond medical care, including, for example,
objectives such as reducing food insecurity in childhood and improving access to fruits and veg-
etables in schools (8, 61). There were calls for more community-based prevention and for the
creation of a community health worker corps (8, 13, 24). Advocates hoped for enhanced regula-
tory tools to reduce smoking, encourage exercise, and improve nutrition and for efforts to increase
the proportion of health spending going to population health (8). Some proponents also wanted
structural changes, such as a reorganization of public health departments throughout the United
States, to focus on the environment and chronic disease, and many called for increased funding for
population-level chronic disease prevention (8, 20). The public health community also pushed for
the law to bolster enrollment outreach for existing insurance programs that had prevention com-
ponents, such as Medicaid and the Children’s Health Insurance Program (CHIP) (61). Whatever
specific effort was promoted, the broad goal of the public health community was clear: a law that
would focus on eliminating health disparities and improving health across communities (57).

The final bill, signed into law by President Barack Obama on March 23, 2010, contained many
of the provisions the public health community had sought. Several of the major sections of the law
included a prevention or public health component; Title IV, Prevention of Chronic Diseases and
Improving Public Health, focuses most on the issues advocated by the public health community
(see Table 1 for a full list of public health initiatives). The ACA addressed public health goals
in three ways: It expanded public health capacity by establishing new programs and structures
that focused on public health objectives and enhanced funding for existing programs; it increased
access to clinical preventive services; and it provided new incentives for prevention and wellness
programs in the private sector.

EXPANDING PUBLIC HEALTH CAPACITY

The law created both the National Prevention, Health Promotion, and Public Health Council
and the $15 billion Prevention and Public Health Fund; together, these represented the first time
that a comprehensive public health strategy, with dedicated funding, was articulated in federal
law (26, 52). The Council and the Fund are the most prominent of several portions of the law
that were designed to increase public health capacity. The logic of their creation stems from a
historical artifact. The Centers for Disease Control and Prevention (CDC) was “created to serve
the states,” and for most of its history, it has provided grants and technical assistance to the states
for their programs (19). Consistent with that mission, the CDC’s budget has been delineated by
Congress down to the $250,000 level, a degree of scrutiny unique among federal agencies. This
highly fragmented budget meant that the CDC had often been largely unable to create national,
flexible, and timely public health programs. The Fund was designed to fix this principal problem.
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Table 1 Preventive initiatives in the Affordable Care Act

Section Section name Summary Research

Public health capacity

Section
4001
(70)

National Prevention,
Health Promotion and
Public Health Council

Creates a council, composed of
representatives from 17 agencies,
responsible for bringing public health
into all sectors of public policy

Released National Prevention Strategy in
2011 (52); has successfully pushed public
health goals into other agencies,
including HUD public housing smoking
ban (11)

Section
4002

Prevention and Public
Health Fund

Creates a $15 billion fund for national
investments in public health

Largely failed; significantly cut and
Congress ultimately designated all the
funds rather than leaving their
distribution to the CDC’s discretion (42)

Section
4003

Clinical and Community
Preventive Services Task
Force

Creates the Community Preventive
Services Task Force, a community
prevention counterpart to the USPSTF.
Reauthorizes USPSTF

Section
4004

Education and Outreach
Campaign Regarding
Preventive Benefits

Allocates up to $500 million in funding for
a variety of programs to educate
Americans about preventive care

Medicaid expansion states saw increase in
use of certain preventive services;
ambiguous results in other populations
(53)

Section
4102

Oral Health Activities Creates several oral health care programs,
including an education initiative, and
makes a school-based dental sealant
program mandatory

Section
4201

Community
Transformation Grants

Provides grant funding for evidence-based
community prevention programs

Section
4202(a)

Community Wellness Pilot Provides grant funding to health
departments for community-based
prevention programs targeting
individuals aged 55–64

Section
4204

Immunization Provides explicit authority for the
Secretary to negotiate vaccine prices;
creates a grant program to states to
improve immunization rates

Section
4206

Demonstration Project
Concerning Individualized
Wellness Plan

Initiated a pilot of individual wellness
plans at community health centers

Section
4301

Research on Optimizing
Delivery of Public Health
Services

Requires the Secretary, through the CDC,
to fund research on effective public health
interventions and implementations

Section
4304

Epidemiology and
Laboratory Capacity
Grants

Provides grants to state, local, and tribal
health departments to increase capacity
to respond to infectious disease outbreaks

$90–240 million appropriated annually
from FY2011 to FY2016; funds
distributed to all 50 state health
departments, 8 territories, and 6 largest
municipal health departments (12)

Section
5601

Health Center
Appropriations

Allocated $33.9 billion, in increasing
amounts per year, from FY2010 to
FY2015, for health centers

(Continued)
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Table 1 (Continued)

Section Section name Summary Research

Section
10503

Community Health Center
Fund

Allocates $9.5 billion for health center
operations and patient services and
$1.5 billion for health center
construction and renovation

Has served an additional 1.5 million
patients owing to ACA funding and was
able to continue serving 2.2 million
patients who had been served through a
now-expired temporary increase in
federal funding; 700 grants awarded for
capital improvements

Section
5207

Funding for National
Health Service Corps

Permanently authorizes and funds the
National Health Service Corps

Section
4101

School-Based Health
Centers

Authorizes grant funding for school-based
health centers

Section
5208

Nurse-Managed Health
Clinics

Establishes grants for nurse-managed
health clinics

Section
10334

Offices of Minority Health Elevates and expands offices of minority
health throughout the HHS and its
agencies

Section
10407

Better Diabetes Care Requires publication of a National
Diabetes Report Card and requires the
Secretary to promote vital statistics
reporting

Section
10411

Congenital Heart Disease
Programs

Authorization to create a national
congenital heart disease surveillance
system and to expand CHD research
with a focus on minority and medically
underserved populations

Sections
5201,
5202,
5203,
5204,
5310,
and
10501(n)

Student Loans Increased the maximum loan amounts and
decreased the fees associated with federal
student loans for physicians, nurses,
members of the National Health Service
Corps, and the public health workforce

Sections
3509
and
3511

Offices on Women’s Health Creates an Office of Women’s Health
within the Office of the Secretary and
additional offices within the AHRQ,
HRSA, FDA, and CDC

Preventive services

Section
1001

Regarding Coverage of
Preventive Services

Includes requirements for coverage with
no cost sharing of clinical preventive
services in private insurance

71 million have access to free preventive
services (6); current research inconclusive
whether this increased utilization (29)

Section
4103

Medicare Annual Visit and
Personalized Prevention
Plan

Provides coverage for annual
comprehensive health risk assessment
and prevention plan

Small increase among fee-for-service
patients (15)

(Continued)
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Table 1 (Continued)

Section Section name Summary Research

Section
4104

Removal of Cost-Sharing
for Medicare Preventive
Services

Requires coverage of USPSTF-
recommended services with no cost
sharing

Current research inconclusive on whether
this initiative increased utilization (32)

Section
10501(i)
(3)

Preventive Services
Furnished at FQHCs

Stipulates that FQHCs can receive
reimbursement for preventive services
provided to Medicare beneficiaries

Section
4106

Medicaid Preventive
Services for Adults

Increased Federal Medical Assistance
Percentage by 1% for states that
eliminated cost sharing for USPSTF and
AHIP recommendations

Increased uptake of several screenings
among the Medicaid expansion
population (64)

Section
4107

Medicaid Tobacco
Cessation Services for
Pregnant Women

Requires states to cover tobacco cessation
drugs and counseling for pregnant
Medicaid beneficiaries

Section
4108

Incentives for Chronic
Disease Prevention Under
Medicaid

Provides up to $100 million in grants to
states that provide incentives to Medicaid
beneficiaries to adopt and maintain
healthy behaviors

Some positive preliminary results but
impact is largely unknown. Many states
had enrollment challenges (54)

Section
10412

Public Access Defibrillation
Programs

Offers grants for publicly accessible
defibrillators

Section
10413

Young Women’s Breast
Health Awareness

Mandates the creation of a national breast
cancer awareness campaign targeted at
young women

Section
10501(g)

National Diabetes
Prevention Program

Creates a national diabetes prevention
program

Found to create weight loss significant
enough to reduce the risk of diabetes (17)

Section
4205

Chain Restaurant Menus
and Vending Machines

Requires nutritional labeling for chain
restaurants and vending machines

Compliance date extended to May 7, 2018,
for restaurant menus; compliance date
July 26, 2018, for vending machines (66)

Section
4306

CHIPRA Childhood
Obesity Demonstration
Project

Funding for a demonstration project to
reduce childhood obesity. Originally
authorized in Children’s Health
Insurance Program Reauthorization Act
of 2009

Impact unknown. Articles describing
program baseline and evaluation methods
available

Section
2951

Early Childhood Home
Visitations Programs

Creates grants and mandates HHS
technical assistance for early-childhood
home visitation programs

Impact unknown, though previous
research has shown these programs to be
effective (56)

Wellness initiatives

Section
1201

Regarding Prohibiting
Discrimination Based on
Health Status

Raises the maximum reward for wellness
incentives to 30% of premium costs

Section
4303

CDC Grants for Employer-
Based Wellness Programs

Required CDC to provide technical and
evaluation assistance to workplace
wellness programs

Section
2705(m)
(1)

Report (Prohibiting
Discrimination Against
Individual Participants and
Beneficiaries Based on
Health Status)

Requires the HHS Secretary to report on
the effectiveness and impact of workplace
wellness programs

Uptake of wellness programs is limited but
the interventions can have meaningful
results on weight control, smoking
cessation, and exercise frequency (43)

(Continued)
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Table 1 (Continued)

Section Section name Summary Research

Section
10408

Workplace Wellness
Program Grants

Up to $200 million in grants to small
businesses to create workplace wellness
programs

Section
4202(b)

Medicare Wellness
Evaluation

Requires the Secretary to develop a plan
to promote healthy lifestyles and chronic
disease self-management among
Medicare beneficiaries

Abbreviations: AHIP, America’s Health Insurance Plans; AHRQ, Agency for Healthcare Research and Quality; CDC, Centers for Disease Control and
Prevention; CHD, coronary heart disease; FDA, Food and Drug Administration; FQHC, Federally Qualified Health Center; FY, fiscal year; HHS, Health
and Human Services; HRSA, Health Resources and Services Administration; HUD, Housing and Urban Development; USPSTF, US Preventive Services
Task Force.

Funding from the Prevention Fund allowed the CDC to pursue some specific, targeted national
initiatives that were quite successful, particularly the Tips from Former Smokers campaign and the
National Diabetes Prevention Program. The initial ad-buy for the Tips from Former Smokers
campaign led to a 12% increase in quit attempts and is expected to lead to 100,000 smokers
remaining abstinent long term (44). Similarly, the National Diabetes Prevention Program was
found to induce weight loss significant enough to reduce the risk of diabetes (17). Unfortunately,
the substantial size of the Fund, combined with the reluctance of many in Congress to give broad
authority to the CDC, led to limits on its effectiveness. The Fund was cut by $5 billion in 2012,
and as of fiscal year 2016, the entirety of Fund spending was dictated by Congress to the CDC,
undoing the intention of the effort to allow the CDC to direct its use. The Fund was further cut
by the passage of the 21st Century Cures Act, which took $3.5 billion from the Fund to pay for
medical research at the National Institutes of Health (34).

The Council, which is chaired by the Surgeon General and has Cabinet-level representatives
from 17 agencies, has had more success. In particular, the release of the National Prevention
Strategy in 2011 served as a useful articulation of the nation’s public health priorities. The four
pillars (eliminating health disparities, creating healthy communities, providing preventive ser-
vices in clinical settings and in the community, and helping consumers make health decisions)
comprise many areas for which the public health community had advocated when the law was
written. The seven priority areas include many of the most important public health issues, such as
reducing substance use and increasing healthy eating, as well as some newer areas such as injury-
and violence-free living and mental and emotional well-being (52). The Council has successfully
encouraged agencies and departments outside of the Department of Health and Human Services
(HHS) to consider public health when creating policies, exemplified by the nationwide ban on
smoking in public housing announced in 2016 by the Department of Housing and Urban Devel-
opment (HUD), a Council member (48). This ban is the result of a collaboration between HUD
and the CDC, which is an outgrowth of the Council (11).

Other aspects of the law also succeeded in expanding public health capacity. The law allo-
cated funding specifically to improve public health laboratory capacity, which was distributed to
all 50 state health departments, 8 US territories, and the 6 largest municipal health departments
(12). The National Health Service Corps (NHSC) was reauthorized, along with increased fund-
ing for public health fellowships and other health practitioners (37, 70). The law strengthened
community health centers by providing $9.5 billion for operations and patient services and $1.5
billion for construction and renovation, in addition to funding for school-based health centers and
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nurse-managed health clinics (37, 70). The expansion of the NHSC contributed to the training of
an additional 6,000 clinicians, who have provided primary care for more than 10 million people
(35). New funding for federally qualified health centers allowed 1.5 million new patients to be
served and 2.2 million existing patients to continue being served for whom temporary funding had
expired (35). The impact of the NHSC’s expansion has been easier to identify than the effects of
other efforts in the law that were intended to encourage clinicians to practice primary care in un-
derserved areas. Although the law increased funding for various loan repayment programs targeted
at these providers, the effect of these provisions on the availability of services is not yet clear.

Within the HHS, the Prevention Fund and National Prevention Strategy worked primarily
with existing public health–focused agencies, such as the CDC and the Health Resources and
Services Administration (HRSA). It is critical, however, that the prevention focus of the ACA
stretched beyond these agencies into the Center for Medicare and Medicaid Services (CMS), which
has a much larger budget and political presence. The creation of the Center for Medicare and
Medicaid Innovation (CMMI) within CMS opened up new opportunities for prevention funding.

One important CMMI initiative created an avenue for states to receive millions of dollars to
transform their health care systems and improve population health using the resources of the health
care system. To date, the State Innovation Model (SIM) program, run by CMMI, has funded efforts
in 34 states, 3 territories, and Washington, DC, to improve population health and the delivery of
health care, while decreasing costs (53). States received funding to create and implement a state
health improvement plan, which is required to include a statewide population health plan that
targets the preventable drivers of poor health in that state and a plan to integrate public health,
community-based, and behavioral health services (54). Almost 30 states have received funding for
model design, and 15 states, including some that initially received model design funding, have
received grants to test their models.

The final evaluations for the initial six states that received funding for model testing have not
yet been released, but there are some encouraging signs so far. Most of the funded states had
plans for new health care workforce models, including team-based care and nontraditional health
care workers. Most created accountable care organizations that had plans for care linkages to
public health, community organizations, and social services (54). Maine, Minnesota, and Oregon
all used part of their SIM funding to create Accountable Communities for Health, which focus
on population prevention and integrate medical and nonmedical services to create greater health
equity and increase population health (27).

The year two annual report on the initial SIM states showed some positive results, including that
half of the states were halfway to meeting the goal of providing 80% of health care through value-
based delivery models (63). However, it is clear that states faced several challenges in implementing
their plans. Many states struggled to integrate public health into their SIM initiatives, although
stakeholders acknowledged that by requiring population health, CMS had fostered increased
engagement across sectors and agencies. In addition, many of the funded states lack comprehensive
data systems that would allow state agencies to fully monitor the impacts of new programs and
changes, a clear evaluation challenge (63). Despite the implementation challenges, most states are
moving forward with the program. As more data are collected over the coming years and decades,
the effectiveness of the different state programs can be fully ascertained.

INCREASING CLINICAL COVERAGE

In addition to its impact on public health capacity, the ACA expanded access to preventive care
by requiring that all insurers provide preventive services without cost sharing and by expanding
access to coverage that included these preventive services.
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The law’s requirement that preventive care be covered at no cost to the patient has provided
71 million people with free access to vaccines, cancer screenings, and primary care, among other
services (61). The impact on health outcomes, however, is not clear yet. Results from studies on
whether the use of covered preventive services has increased since the law’s passage are mixed.
The extension of preventive benefits without cost sharing to those with private insurance in 2011
led to increases in the incidence of flu vaccinations, and blood pressure and cholesterol checks
increased; however, cervical, colorectal, and breast cancer screening rates did not change (29).
Similarly, provisions eliminating cost sharing for preventive services from Medicare had mixed
effects on the use of these services (15, 28). Prior to the ACA, many Medicare beneficiaries already
had access to no-cost preventive services through their supplemental insurance plans, which may
explain why the change had limited effects in this population.

By contrast, studies of those who gained coverage (including coverage of preventive care)
through the expansion did show improvements in the use of these services. Studies find increases in
preventive visits, diabetes screening, glucose testing, and HIV screening among the newly insured
Medicaid population. Additionally, a decrease in emergency department use and in smoking rates
was seen in this population, along with a 5% increase in the percentage of individuals reporting
excellent health (60, 64). A review of several studies that looked specifically at the impact of the
ACA on cancer screenings found that the use of screenings and the early detection of disease
increased among new Medicaid enrollees and among other vulnerable populations, including
Medicare enrollees who did not previously have free coverage (55). One study, which focused
on the ACA’s expansion of employer-sponsored coverage to young adult dependents under age
26, found that the coverage expansion increased by 3–5% the number of young adults who were
receiving several preventive services but that the rate of flu vaccination did not change (38). The
ACA’s coverage of an Annual Wellness Visit (AWV) in Medicare, a new benefit, led to a significant
increase in use, from 7.5% in 2011 to 15.6% in 2014 (23). At a large provider in California, use
increased from 1.4% before the ACA to 27.5% after, showing the significant regional variation
in adoption (15). Ganguli et al. find that “adoption was concentrated in ACOs and among certain
PCPs and regions of the country, suggesting that the decision to perform an AWV was primarily
driven by practice factors” (23, p. 2234).

The inclusion of contraception as a women’s preventive service has substantially altered pay-
ments for these services. The proportion of claims with no cost sharing for intrauterine devices
(IUDs) increased 50% after the provision went into effect. A similar increase was seen for users
of the pill, injectable contraception, and the ring (49, 65).

To date, however, the inclusion of birth control as a preventive service available without cost
sharing has not led to substantial increases in the use of more-costly birth control measures,
particularly IUDs. IUD use did increase in 2013, after the provision went into effect, but the
increases were in line with previous increases in IUD use (49). The lack of use of IUDs and
contraceptive implants may be due in part to a lack of awareness of ACA coverage provisions:
One nationally representative survey found that 65% of women did not know if the ACA would
affect their contraceptive coverage, and a second study of Pennsylvania women found that only
11% were aware of the IUD coverage (14, 27). Lack of use may also be due in part to insurance
noncompliance, as the Kaiser Family Foundation has identified several insurance companies whose
plans did not include contraceptive implants, included only one kind of IUD, and/or included
medical management techniques that could limit coverage (63). As insurance companies come
into full compliance with the law and women learn about this benefit, the proportion of women
using IUDs and other long-acting reversible contraceptives may increase. Even without an increase
in IUD use, the ACA has helped women by improving the affordability of contraception.
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INCENTIVIZING PERFORMANCE AND WELLNESS

The final prong of the ACA’s public health initiatives consisted of various incentives to states,
providers, patients, and employers to improve health. To create healthier workplaces, the law
lifted the ceiling on workplace wellness incentives from 20% of health care costs to 30%. It allowed
employers to increase premiums up to 50% for participation in smoking cessation programs (41).
Additionally, grant funds were made available for small businesses to create workplace wellness
programs, and the CDC was tasked with providing technical assistance for evaluations of employer-
based wellness programs. The Act also mandated the evaluation of existing federal health and
wellness initiatives, resulting in a report to Congress released in 2013 (37).

The Medicaid Incentives for Prevention of Chronic Diseases (MIPCD) is one of the largest
incentive-based programs in the law. Ten states were awarded demonstrations to test the use of
targeted incentives for prevention (54). As more results come in, states will be able to learn from
each other and refine their programs to create more effective incentives. If these programs succeed,
they could be a powerful tool to improve public health.

Even without incentive programs targeted to specific behaviors, the Medicaid expansion im-
proved public health. In states that expanded Medicaid, prescriptions for smoking cessation med-
ication increased 36% compared with nonexpansion states (40). Medicaid payments for these
medications increased 28% (40). This finding strongly suggests that expanding coverage, even
without additional interventions, leads to increased quit attempts, a clear public health success.

By funding delivery system reform, the law encouraged providers to think beyond just ordering
another test. In particular, the law encouraged the creation of accountable care organizations
(ACOs), which many saw as an opportunity to address the “triple aim” (9). ACOs have a financial
stake in the health of their patients, which ideally would encourage more preventive care, better
follow-up after a hospitalization, and other actions to reduce health care utilization. The potential
of ACOs to improve population health has yet to be realized, however. None of the current
quality measures for Medicare ACOs are tied to community health indicators (9). Additionally,
most public health analysts consider socioeconomic factors to have a much greater impact on
health than medical care, so it is not clear how much improvement in population health could
be expected from the clinical care offered by ACOs (10). As ACOs develop and grow, however,
there may be greater opportunities for the integration of ACOs and public health (16). The Henry
Ford Health System, a Michigan ACO, explicitly includes community health as one of its pillars.
Several ACOs surveyed by Fraze et al. reported that they addressed the transportation, housing,
and/or food insecurity needs of their patients (21). Some paid for the patient’s transportation,
while others partnered with public health or housing agencies to improve patients’ housing and
worked with food banks to improve the quality of their patients’ diets (21).

The impact of the workplace wellness programs is somewhat unclear, in part because pri-
vate employers do not face the reporting requirements that Medicaid and Medicare do. These
programs could increase public health through the use of outcomes-based incentives, which re-
ward individuals only when there is a demonstrated improvement in their health (typically shown
through a screening or test result). Vu et al. reviewed several studies of employee wellness pro-
grams implemented by hospitals and found that some programs were successful at reducing health
risks and had a 2:1 or 3:1 return on investment among high-risk employees (67). Because fewer
than 50% of hospitals collected outcomes data, it is difficult to determine the overall effectiveness
of these programs. The final HHS report on workplace wellness programs found that programs
had a positive result on several markers, but it also urged caution on interpreting this outcome be-
cause most evaluations were not rigorously conducted (43). Without both more and more precise
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studies, the impact of workplace wellness programs, and the ACA’s role in encouraging them, is
difficult to determine.

The law also included provisions to directly change individual behavior. It requires fast-food
restaurants to label their menus and created a 10% excise tax on tanning. The effective date for the
rule establishing the menu labeling regulations has been repeatedly pushed back and is currently
set for May 7, 2018. The tanning tax was quickly implemented, but only minimal research exists
on its impact. One study found that 26% of salons reported a decline in use after implementation
of the tax, but the study’s investigators could not determine if the decline was due to the tax or to
the poor economic climate at the time (31). The tanning industry, however, reports that the tax
led to the closure of approximately half of all tanning salons in the United States, which would
represent a remarkable public health success (4). The industry’s analysis, however, does not isolate
the effect of the tax, so this result may be confounded by changing consumer preferences and a
poor economic climate.

LESSONS LEARNED

Seven years after the passage of the ACA, and 3–5 years after its largest components were im-
plemented, its impact on prevention is only beginning to become known. Many evaluations have
yet to be released, and many programs have only been operating for a few years. However, early
results, summarized above, provide evidence on specific provisions. Moreover, the accumulation
of evidence across programs provides some lessons for future actions that might be considered by
the public health community.

Historically, the federal government served as the funder and technical adviser to state and local
governments for public health purposes (39). At the time of the ACA’s passage, this role was critical.
As the impact of the recession on state finances became more intense during 2009–2010, 31 states
cut health care services and 29 cut services to the elderly and disabled (25). The Prevention and
Public Health Fund served as a crucial stopgap in maintaining public health services throughout
the country, halting the erosion of public health services in some states while enabling other states
to maintain the status quo. Approximately half of all public health expenditures come from state
funding, and another 20% come from local governments (39). Without the Fund, cuts to public
health around the country would have been far more drastic.

The Fund, however, was also created to free up the CDC to address a national public health
agenda, instead of simply supporting fragmented programs. This effort was not as successful;
while there is a clear constituency for disease- and location-specific programs, there is a much
more limited political constituency urging the funding of a national public health agenda.

Other aspects of the ACA successfully increased local and state public health capacity. The
funding of the SIMs encouraged states to think strategically about their public health plans and to
bring diverse stakeholders to the table. The requirement to include public health in the strategic
plans ensured that states discussed issues that were previously ignored. Several states, for example,
reported struggling with how to define population health and identify measurable public health
outcomes (54). Each of the participating states have now made determinations in these areas, so
their public health priorities will be clear going forward and results will be measurable.

The SIM funding also encouraged several states to bring together health and government
leaders who had not previously interacted frequently. In Arkansas, for example, the plan included
input from providers, private insurers, Medicaid leadership, long-term care services, behavioral
health providers, programs for developmentally disabled individuals, self-insured employers, and
representatives of several government agencies (54). In Maine, similar groups of stakeholders
were brought together. When interviewed about their experiences, many stated that the greatest
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accomplishment of SIM was the ability to “bring these different groups together as one” (54,
p. 134). Although the long-term impact of SIM is not yet known, the conversations and plans
are likely to have a lasting impact on public health in the states. Most of the states, however,
struggled to create and implement SIM and other programs because they lacked the experience
and technical capabilities necessary for success. To ease implementation, future programs should
utilize CDC expertise to a greater extent and build up local capabilities.

By expanding insurance and mandating a minimum level of coverage, the ACA has the potential
to free up local public health departments. Prior to the ACA’s passage, public health departments
offered a variety of clinical services, including childhood immunizations and sexually transmitted
disease (STD) screening and treatment. With these and other preventive services now covered
under the ACA, some in public health were hopeful that departmental capacity could be redi-
rected toward more traditional public health functions, including community-based prevention
and disease surveillance (18). Others thought that departments could continue providing these
services and create the capacity to bill private insurers (18). Some early results suggest success
on both counts. In Tennessee, one local health department put in place a process to bill insur-
ance companies for the vaccination of insured patients (36). A different health department in
Tennessee chose instead to direct insured patients to other providers, presumably allowing the
department to increase services in another area (36). A survey of patients at a health clinic suggests
that billing capabilities will be critical for health departments, as a significant percent of patients
(42%) were insured at the time of their visit but chose the health clinic owing to confidentiality
and convenience (46).

Expansions of coverage allow health departments that continue to provide services to bill
insurance, which may ultimately increase their capacity by allowing for the redirection of funds
that would have previously been used on these services. A survey of health departments in five
states found that most had begun billing insurance in the aftermath of the ACA (45). However,
health departments often lost money on billing. Health department leaders were also concerned
that their funding would be cut if clients went elsewhere for services because policy makers may
not consider traditional public health services essential (45).

The preventive services coverage mandate has been viewed as generally successful; research
shows that it increased rates of screenings among vulnerable populations. However, implementing
requirements to cover preventive services has also generated some controversy. In particular, the
preventive services provisions altered the longstanding advisory role of the US Preventive Services
Task Force (USPSTF). Under the ACA, the determinations of the USPSTF more directly alter
coverage decisions for public and private plans, though these determinations are mediated by
the Department of Health and Human Services’ formal rulemaking process. As Johns & Bayer
write, the USPSTF was not created to consider costs or to serve as a regulatory body and has
no expertise in how to incorporate policy considerations into its decision-making processes (33).
These pressures could be seen even before the enactment of the ACA, when the Task Force’s
grading of mammograms at a C led to an amendment to the law to overrule the Task Force
and guarantee mammography coverage (33). The scientific role of determining the benefits of a
proposed service is very different from the policy role of deciding if that service should be covered
and, if so, how generously. It is not clear whether the USPSTF is the body that should be making
both of these decisions.

Debate also continues about what, exactly, constitutes prevention. The ACA focused primarily
on secondary prevention, by expanding access to insurance and covering screenings at no cost.
New funding for primary prevention came in the form of the Prevention and Public Health Fund,
but as discussed, the Fund served primarily to stop cuts rather than expand funding.
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Many of the services now available without cost sharing are screening services. Many types
of screening—cancer screenings, for example—are intended for early detection of cancer, not as
a form of prevention. The value of widespread screening is in some dispute (69). The corollary
of increased screening is the need for treatment in screened patients; it is the treatment, after
all, that prevents the sequelae of the conditions diagnosed. Newly screened patients, who have
no symptoms, will be faced with biopsies, chemotherapy, radiation, and surgery because doctors
struggle to distinguish between a cancer that will cause problems and a cancer that will not (69).
These follow-on services are not part of the preventive services requirement. To the extent that
the specificity of screening tests is low, reducing cost sharing for screening may lead to increased
out-of-pocket expenses for these follow-on screenings and diagnostic tests.

A separate concern has been raised for certain areas of the preventive services coverage that
allow for the use of tiering to limit coverage. Many insurance companies have continued to use
formulary tiers for the contraceptive coverage mandate, covering most or all generics and some
brand-name drugs at no cost to the consumer while requiring copays for other types. Under the
ACA, insurance companies are required to cover each method of birth control but do not need
to cover all options within a category (for example, insurance companies must cover a form of
the contraceptive pill at no cost but do not need to cover all brands). Initially, some insurance
companies failed to comply with the requirement to cover all methods; many women were unable
to access free contraceptive rings (47). However, following guidance from HHS in May 2015, the
National Women’s Law Center reports that these issues have largely dissipated (47). Although
some women may be frustrated at a lack of coverage for brand-name pills, insurance companies
requiring the use of generics is widespread across prescription categories and leads to lower costs.
However, plans must communicate clearly with their beneficiaries; women have reported birth
control costs jumping from free of charge one month to $30 or $50 the next month because of
formulary changes that were not communicated to them (47).

The use of tiering for breast pumps presents another challenge to women. Breastfeeding is
an important preventive health measure that can reduce the incidence of chronic disease in both
mothers and children. In 2007, the American Public Health Association released a policy statement,
titled “A Call to Action on Breastfeeding,” which stated that “universal requirements do not exist
for third-party payers to cover lactation support and services or breast pumps, which would allow
working mothers to continue to breastfeed according to medical recommendations” (3). The ACA
mandated coverage of breast pumps, removing this barrier for many women. However, the bill did
not require electric pumps to be covered. Manual pumps take longer, can lead to hand cramping,
and are generally intended only for occasional use (7). Electric pumps are much faster and are
the choice for women who work full time and want to continue nursing (7). The data are not
clear about how many women have needed to pay for electric pumps that their insurance did not
cover, but news articles and Internet forums suggest that this has been a problem for at least some
women (50; see also https://redd.it/3k3z1r). Future research should explore the extent to which
tiering for both birth control and breast pumps makes it more difficult for women to access these
services and increases their out-of-pocket expenses.

The ACA’s wellness incentives allow employers to reward employees with a discount of up to
30% of their insurance premium for undertaking wellness activities. A substantial literature in be-
havioral economics suggests that financial incentives are successful at inducing behavioral change;
this literature provides much of the foundation for the inclusion of these incentives in the law.
The magnitude of the financial incentives permitted, however, is much larger than the effect on
health care costs likely generated by the chronic conditions targeted (30). These potentially large
incentives may, in effect, constitute a penalty on those with certain poor health conditions. Over-
weight people and those with high blood pressure or cholesterol, among others, can potentially
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be charged hundreds or thousands of dollars more in premiums than their healthier coworkers,
which raises clear equity concerns, particularly because low-income workers are more likely to
have the conditions targeted by these programs (30, 41). There is, therefore, concern that these
wellness programs may be regressively redistributive (30).

A further risk is that these incentives will lead people to forego coverage rather than to change
behavior. Under the ACA’s insurance expansions, which generally do not permit risk rating for
health conditions, states could increase rates for tobacco users by up to 50%. In states with these
penalties, studies found that smoking cessation did not increase, but rates of coverage enrollment
among smokers were lower than they otherwise would have been (22). It is possible that workplace
wellness programs could have the same effect, forcing workers who smoke or who have high blood
pressure or blood sugar to forego insurance rather than pay premium surcharges they cannot afford.
At least one wellness consulting firm has implied that this result is desirable, owing to the savings
to the employer (58). To date, very few firms actually use financial incentives of the magnitude
permitted under the ACA, so the likelihood of this effect is not high. A Kaiser Family Foundation
survey of employers finds that only 11% of employers offered wellness incentives in 2015 (51).
These incentives were generally cash, gift cards, or other merchandise and not substantial insurance
discounts (51).

Finally, it is not clear that what wellness programs encourage is actually wellness. More than
one-third of large-firm wellness programs include only health risk assessments and biometric
screening (51). These do not necessarily provide useful advice and sometimes use inaccurate met-
rics (2). They may also overtest: Most companies with wellness programs do biometric screen-
ing once per year, testing their employees’ cholesterol, blood pressure, and glucose (2). But the
USPSTF recommends cholesterol tests only once every five years for otherwise healthy adults and
recommends glucose screenings only for people over age 40 who are overweight and obese (2).
Screening these employees more often than recommended may actually raise costs, and generate
false positives, rather than providing health benefits. Some wellness programs, particularly those
that focus on smoking cessation or obesity reduction in very high-risk populations, have been
effective; even here, however, equity considerations suggest caution in the use of high-powered
incentive programs.

Some employers have more extensive programs that require improvement to be shown for the
employee to avoid paying an increased premium. These programs raise further equity concerns.
Lifestyle change is very difficult; for example, most diets do not result in lasting weight loss. In
addition, these changes will be more achievable for the high-income employee with a gym in their
building and ready access to fruits and vegetables than for the low-income employee who goes
from one job straight to a shift at the next job and has minimal access to exercise equipment or
healthy food (58). Therefore, wellness programs may actually increase, rather than reduce, health
disparities (30).

CONCLUSION

The ACA differed from most prior US health care reform legislation in putting prevention squarely
into the coverage and cost containment mix. The Act bolstered financing for building public health
and prevention capacity, improved access to preventive services, and encouraged private employers
and insurers to incorporate prevention and wellness into workplaces and coverage policies. Not
everything that was tried was as successful as proponents had hoped, but a great deal of progress
was made.

The ACA experience also offers important lessons for future efforts to integrate prevention into
health care reform. In terms of increasing capacity, the ACA experience showed that the bully
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pulpit and convening authority of the federal government can be powerful tools for progress,
especially when buttressed by some funding. The Prevention and Public Health Fund and the
CMMI jump-started conversations at the local and state levels, bringing together health care
providers, insurers, community groups, and public officials and encouraging initiatives that had
been languishing. However, even though access to less-restricted money through the Prevention
and Public Health Fund provided critical flexibility to the CDC, it was a perennially tempting
target for cost cutters in Congress. Future efforts to enhance CDC flexibility need to couple
funding with a well-specified mission for which CDC leadership can be held clearly accountable
by outside stakeholders and members of Congress.

Although advocates for prevention quite naturally focus on preventive services, the ACA ex-
perience has shown that access to broad-based coverage, rather than to targeted screenings, is
the key to connecting people to preventive care. Reducing cost sharing for preventive services
benefited many people by reducing their out-of-pocket exposures. Gains in the use of preven-
tive services, however, were concentrated among those who newly gained access to insurance
coverage. This result is hardly surprising: People are unlikely to seek out screening for diseases
that they do not think they can afford to treat. Coverage expansions also improved access to
prevention and public health indirectly, by increasing funding to local health departments that
provided safety net medical care and by reducing the care provision burden on these depart-
ments. While some believe that prevention can be a substitute for insurance expansion, the
ACA experience suggests that it is better seen as a complement; more coverage leads to more
prevention.

The attractiveness of prevention encouraged Congress to loosen restrictions on wellness in-
centives and to increase incentives for prevention among providers. Here, the ACA experience
may offer a cautionary tale. Prevention is often cost-effective—that is, it achieves an incremental
gain in health outcomes at an acceptable cost—but it is rarely cost saving. Outsized promises of
savings from prevention have the potential to lead to excessively strong wellness incentives in
employer plans or in provider reimbursement arrangements. Given the high correlation between
social determinants of health and unhealthy behaviors, these high-powered incentives may gen-
erate inequities and further increase disparities. Strong incentives for performance on preventive
measures may lead to efforts to select those employees or patients who are best able to perform
on these measures. Prevention advocates should recognize the risks of overpromising potential
savings.

The ACA has generated substantial benefits for Americans, greatly expanding insurance cover-
age, spurring delivery system reforms, and protecting the financial security of American families.
It has also generated great progress in the prevention of ill-health among Americans through
increases in capacity, coverage, and incentives. As Congress works to improve or alter the law,
public health advocates should focus on ensuring that funding for coverage and for public health
capacity remains in place.
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