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The Patient Protection and Affordable Care Act Six Years Later

Are We Healthier? 
Has the Quality of Care Improved?
by Barry Liss

T
he Patient Protec-

tion and Affordable

Care Act has a wide

array of provisions

intended to improve

health and the qual-

ity of care.1 In addition to expanding

health insurance coverage, more

than 70 sections aim to improve the

healthcare delivery system itself.2

For instance, the Center for

Medicare & Medicaid Innovations

was created to test innovative

healthcare service and delivery mod-

els that could reduce cost and pre-

serve or enhance quality.3

This article examines, from an

empirical perspective, whether the

health status of Americans and the

quality of care they receive has

improved six years after the Afford-

able Care Act was enacted.

Are We Healthier?
The relationship between health

insurance and health status is well

established. In its summary of

research evidence, the Institute of

Medicine concluded, “Health insur-

ance is integral to personal well-being and health.”4 Approxi-

mately 16.4 million previously uninsured people now have

health insurance,5 and one can safely conclude the U.S. popu-

lation, in the aggregate, is healthier.6

Having health insurance improves the health of both

adults and children. For example, when children obtain

health insurance they are more likely to obtain immuniza-

tions, prescription medications, asthma care and dental serv-

ices.7 Serious child health problems are identified earlier when

children have health insurance and children are more likely to

have access to specialists.8 Evidence shows that children with

health insurance receive more timely diagnosis of serious
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health conditions, have fewer hospital-

izations and have better outcomes if

they have asthma.9

Adults who have health insurance are

more likely to receive preventative serv-

ices. They are less likely to forego physi-

cian visits and delay clinically effective

treatments, such as taking prescription

medication.10 Insured adults who have

cancer are more likely to have it detect-

ed earlier. Uninsured adults with cancer,

cardiovascular disease, stroke, respirato-

ry failure, COPD, asthma, hip fracture,

seizures and serious injury are more like-

ly to have poorer health outcomes, lim-

itations on quality of life and premature

death.11

One of the more compelling studies

involves the estimated increased utiliza-

tion of HPV vaccine by women between

the ages of 19-26.12 HPV (human papillo-

mavirus) is “the most common sexually

transmitted infection in the United

States.”13 The vaccine is expensive and

its high out-of-pocket cost deters utiliza-

tion.14

The Affordable Care Act established

extended dependent coverage provi-

sions (until age 26).15 It also requires

coverage for certain preventative health

services, including those recommended

by the Advisory Committee on Immu-

nization Practices of the Centers for Dis-

ease Control and Prevention.16 One such

recommendation is coverage for the

HPV vaccine. Accordingly, a measure-

able increase in the rate of HPV vaccine

uptake since 2010 (when these two pro-

visions in the Affordable Care Act went

into effect) can be reasonably attributed

to the act.

In their study published in the May

2015 edition of Health Affairs, Brandy J.

Lipton and Sandra L. Decker, both from

the Office of Analysis and Epidemiology,

National Center for Health Statistics,

concluded the Affordable Care Act’s

dependent coverage provisions and pre-

ventive health provisions were indeed

associated with an increase in the per-

centage of women who had initiated

and completed the three-dose vaccine

series.17 They estimate the increase in

vaccine uptake equates to approximate-

ly 1.1 million women initiating the vac-

cine and 854,000 completing the full

series.18

The Affordable Care Act has been

credited with earlier detection in cervi-

cal cancer. Using a hospital-based cancer

registry of 70 percent of all cancer cases

in the United States, researchers com-

pared two groups of women with cervi-

cal cancer (ages 21–25 and ages 26–34)

before and after the Affordable Care Act

went into effect.19 They found the per-

centage of women diagnosed early had

increased for the younger group, but

remained flat in the older group.

Because the Affordable Care Act allows

dependents to continue coverage until

age 26, it impacts women in the

younger group but not the older group.

The researchers thus concluded the

increased early diagnoses of women in

the younger group were attributable to

the extended dependent coverage provi-

sion in the Affordable Care Act.20 Earlier

diagnosis of cervical cancer improves

prospects for survival and improves a

woman’s chances of preserving fertility

during treatment.21

Another study looked at the effect of

the Affordable Care Act with respect to

treatment for diabetes.22 Derek Brown

and Timothy McBride, both faculty at

Washington University’s Brown School,

report in their original research article

published in the May 2015 edition of Pre-

venting Chronic Disease that diabetes was

diagnosed in 29 million Americans in

2012, and millions of diabetics were

uninsured.23 Using data from the Medical

Expenditure Panel Study Survey, they

estimated that between 2011 and 2012,

nearly 2 million of the 13 million adults

(aged 19–64) with diabetes were unin-

sured.24 They found those without insur-

ance were less likely to obtain prescrip-

tions, make office visits to physicians and

have a “usual source of care.”25 Accord-

ingly, Brown and McBride concluded,

“the extent to which the ACA increases

access and coverage, insured people with

diabetes are likely to significantly

increase their health care use, which may

lead to reduced incidence of diabetes

complications and improved health.”26

Putting the issue in its starkest terms,

being uninsured is, quite simply, associ-

ated with death.27 In their 2009 article

published in the American Journal of Pub-

lic Health, Andrew Wilber and others

authors (all authors at the time affiliated

with Harvard Medical School) estimated

that approximately 45,000 deaths of

Americans aged 18–64 in the year 2005

were associated with lack of health

insurance.28

The link between having health

insurance and better health is, therefore,

well established, and yields a relatively

straightforward analysis of how increas-

ing the percentage of insureds in a pop-

ulation leads to improved health for

that population. 

On the other hand, the link between

the Affordable Care Act’s provisions

intended to improve the quality of care

rendered, and assessing whether the

quality actually rendered has improved,

is less straightforward.

Do the ACA Quality Incentives Work?
As noted above, the Affordable Care

Act not only intends to improve access

to healthcare services, it also intends to

improve the quality of those services.29

By embracing concepts such as

‘value-based purchasing,’ the Affordable

Care Act endorses models of healthcare

delivery that have been implemented in

various settings within the past 10

years.30 The discussion below explores

what has been learned about whether

the healthcare delivery models adopted

by the Affordable Care Act actually

result in improved clinical care (i.e.,

process31) and, ultimately, improved out-

comes. 
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A comprehensive report published by

RAND Corporation that was sponsored

by the Office of the Assistant Secretary

for Planning and Evaluation in the U.S.

Department of Human Services ana-

lyzed scores of studies on this subject.32

In the RAND report, Cheryl Damberg

(and other authors affiliated with

RAND) further broke down the types of

value-based purchasing models into

three categories: 1) pay for performance;

2) accountable care organizations

(ACO); and 3) bundled payments. 

Of the 49 studies evaluated by

Damberg et al. that examined clinical

quality (i.e., process measures) in con-

nection with pay-for-performance mod-

els, 37 focused on physician services, 11

focused on hospital services and one

involved a global risk-sharing arrange-

ment with a large commercial payor

that included both hospital and physi-

cian services. 

The more rigorous studies reviewed

by Damberg et al. indicated that the

effects attributable to the pay-for-perfor-

mance arrangements were relatively

small. On the other hand, those studies

characterized as having ‘weaker’ study

designs showed a significant association

between the pay-for-performance model

and improved clinical quality—some of

which were reported to be substantial.33

Damberg, et al. also examined studies

addressing the effectiveness of pay-for-

performance models in physician set-

tings with respect to health outcomes.34

Overall, the results were favorable, albeit

not very dramatic. For example, one

study focusing on prenatal care found

that although the pay-for-performance

model led to a reduction in neonatal

admissions, it did not lead to a reduction

in low birth weight.35 Another study that

focused on intermediate outcome meas-

ures for diabetes found the pay-for-per-

formance approach was not associated

with an increase in the percentage of

patients with HvA1c lipid control, when

compared to a comparison group.36 Other

studies have been found to show mixed

results, i.e., either no effect or slight

improvements in quality (e.g., slight

reduction in hospital admissions).37

Outcome studies of pay-for-perfor-

mance models in hospital settings have

also been mixed. Most of these studies

measured differential mortality rates.

For example, one study found no evi-

dence the CMS Hospital Quality Incen-

tive Demonstration Program (HCQID),

designed to reward hospitals based on

their performance, resulted in a decrease

in the rates of any of the following: 30-

day mortality for heart attack; heart fail-

ure; pneumonia; or coronary artery

bypass graft.38 Another study found no

empirical support to conclude the

HCQID program led to improvements in

in-hospital mortality.39 A study that

examined five states’ Medicaid pay-for-

performance programs in nursing

homes found slight improvement

regarding the percentage of residents

physically restrained, in moderate to

severe pain, and having developed pres-

sure sores; however, other quality meas-

ures targeted in the study were either

not changed or declined.40

The RAND report also discussed six

ACO studies that examined the effect an

ACO model has on clinical quality.

Some of these studies showed improve-

ments in quality of clinical care ren-

dered compared to controls, but not on

all indicators.41 Overall, the RAND study

concluded it is simply premature to

determine whether the ACO model, in

fact, delivers higher quality of care by

virtue of the fact that it is an ACO42

(although the RAND study did report

evidence that ACOs reduce readmission

rates).43

The Government Accounting Office

(GAO), on the other hand, in its April

2015 report to the House Ways and

Means Committee, provided a some-

what more encouraging analysis of how

the ACO model may lead to improved

quality.44 The GAO compared quality

measures reported by 23 pioneer ACOs

for the years 2012 and 2013 (the most

recent data available).45 Under the pio-

neer ACO model, participating ACOs

must report data pertaining to 33 quali-

ty metrics in the following four

‘domains’: patient experiences; care

coordination and safety; preventative

healthcare; and disease management for

at-risk populations. 

A comparison of ACO quality metrics

reported in 2012 versus 2013 shows

favorable increases from one year to the

next in two thirds of those metrics.46 For

example, among other statistically sig-

nificant quality improvements, the pio-

neer ACOs’ average scores improved

more than 10 percentage points from

2012 to 2013 with respect to the follow-

ing: percentage of patients screened for

future fall risk (+ 22 percent);47 percent-

age of patients who received flu vaccine

(+11 percent); percentage of patients

who received body mass index screening

and follow-up if required (+11 percent);

percentage of patients screened for

depression and provided a follow-up

plan if required (+24 percent); percent-

age of patients who received colorectal

screening (+11 percent). One quality

measure declined in 2013 compared to

2012, i.e., the percentage of admissions

for patients with congestive heart failure

increased (+.2 percent).48

While the GAO report did not com-

pare the ACO model to, say, a non-ACO

comparison group, the results neverthe-

less suggest that having payment con-

tingent on achieving certain quality

standards may, not surprisingly, lead to

better quality.

Bundled payment is another model

embraced by the Affordable Care Act.49

Damberg et el. reported on one study

that found positive results of a bundled

payment model, where adherence to 40

clinical care measures were increased

from 59 to 100 percent.50 However,

those results may not be generalizable to

other settings.51 Overall, research results



are mixed regarding whether bundled

payment models lead to better quality of

clinical care.52 In a report prepared by

RAND for the Agency for Healthcare

Research and Quality of the U.S. Depart-

ment of Human Services, Peter Hussey

and others reviewed 58 studies in the lit-

erature and concluded that although

bundled payments may be successful at

reigning in costs, the model has not

been shown to have major effects on

quality of care.53 With respect to out-

come studies, Damberg et al. report that

one bundled payment study found the

model had no effect on healthcare out-

comes.54

Conclusion
Evidence from studies that examine

the connection between health and

health insurance is consistent and clear:

Having health insurance is associated

with better health. Studies that control

for variables such as socio-economic sta-

tus and a litany of other variables con-

sistently show that having health insur-

ance leads to increases in vaccination

rates, earlier diagnosis of a wide range of

child and adult diseases and health con-

ditions, increased use of prescribed med-

ication, and ultimately longer life. By

enrolling 16.4 million individuals into

some form of health insurance, the

Affordable Care Act makes a large swath

of the U.S. population, in the aggregate,

healthier.

On the other hand, evidence from

studies that examine the connection

between clinical quality and new mod-

els of healthcare delivery that are explic-

itly endorsed by the Affordable Care Act

(i.e., pay-for-performance, bundled pay-

ments and ACOs) is somewhat under-

whelming. Quality improvements

observed in pioneer ACOs reported by

the GAO are encouraging and support

the underlying premise of the ACO

model (i.e., the necessity of reporting

quality metrics as a condition of partici-

pation). However, the GAO’s results

have not yet been convincingly replicat-

ed, and the results of other studies are

mixed. It may be too early to tell if these

models of healthcare delivery will

indeed lead to better clinical care. 

Overall, the evidence reveals that

value-based purchasing initiatives may

lead to slight, if undramatic, improve-

ments in clinical care. This suggests

these models might be more accurately

characterized as cost reduction/quality

stabilization measures, rather than

groundbreaking quality improvement

policies. �
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