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A. Introduction

· PPACA, ACA, or “Obamacare”
· Based on the fundamental goal of enhancing public health and well-being

· Will impact jobs (number, type, compensation) in psychology and medicine
· Has already begun to impact priorities for research and clinical practice

· Today: Implications for research training
B. Background
Contemporary American Healthcare System

· Two major problems

· 51 million (16.7%) without insurance at peak in 2009
· Rapidly escalating costs
AMSA Advocacy for Healthcare Reform

· How could we reform healthcare?
· Public, single payer – “Medicare for all,” government acts as insurer (didn’t happen)
· Population-based expansion

· Tax credits

· Employer mandate

· Individual mandate
· No changes (didn’t happen)
· Privatization of federal programs (didn’t happen)
C. Affordable Care Act

Enacted

· March 2010, tackles the two major problems
· Millions without insurance – technically easy to fix, but politically difficult

· Rapidly escalating costs – uncertainty in ability to fix; CBO estimates (which may be pessimistically biased) suggest yes, early data suggests yes
Uninsured
· ACA focuses on individual mandate, includes tax credits, includes a limited employer mandate, includes population-based expansion

· Insurance agencies cannot deny coverage

· To avoid free-rider problem or exorbitant rates, individuals are mandated to maintain coverage, even when healthy
· Wealthy uninsured = on own

· Middle-class uninsured = tax credits to improve affordability

· Low-income = Medicaid expansion (1/1/14)
· Optional due to Supreme Court ruling

· Currently, Medicaid programs vary substantially by state
· For states opting in to Medicaid expansion, anyone up to 133% of the poverty line is covered, with 90-100% of the cost covered by the federal government
· Obvious implications for racial and economic inequality, though this pattern is common in other domains (e.g., CTSI, PCORI funding, NCI designations)
· Other provisions require large employers to provide coverage or pay a fine (1/1/15)
· Insurance exchanges to increase competition and transparency
Additional Provisions

· Already in effect
· Caloric labels/displays
· Coverage for people with pre-existing conditions, and no more lifetime caps
· Key no-cost preventive services

· Many types of screening/counseling: blood pressure, cholesterol, diabetes, diet, obesity, tobacco, HIV/STI, cancer, depression, alcohol misuse

· Many vaccines

· Contraception, including IUDs, pills, shots, patches, rings, condoms

· Young adults can stay on parental plans until age 26

· Better insurance fraud protections

· Insurance companies required to spend at least 80% on health costs

· Reimbursement tied to readmission rates
· Establishment of two new research organizations
· Recent changes / In progress
· Insurance exchanges (opened 10/1/13)

· Required benefits (no more crap plans)

· Inpatient/outpatient services, emergency services, perinatal care, mental healthcare, prescription drugs, rehabilitative services and devices, laboratory services, preventive and wellness services and chronic disease management, and pediatric services, including dental and vision care (generally kicked in on 1/1/14)
· 1/1/14 – Insurers can’t discriminate based on gender, pre-existing conditions, etc.; no more annual coverage caps; Medicaid expansion
· 3/31/14 – Individual mandate
· Forthcoming

· 10/1/14 – Federal funding for Disproportionate Share Hospitals, such as Tulane, gets slashed dramatically
· 1/1/15 – Medicare fees tied to healthcare quality

· 1/1/17 – Waivers for state innovation

· 1/1/20 - Donut hole in Medicare drug benefit completely filled
Economics of the ACA
· Paid for through budgetary shifts in federal healthcare spending and taxes on the wealthy, various domains of the healthcare industry, Cadillac insurance plans, indoor tanning, etc.

· CBO estimates based on direct inlays & outlays

· $200 billion reduction in the federal deficit over 10 years (2012-2021)
· Tentatively a reduction of $1.2 trillion the following decade

· Does not account for the potential health savings of having a more effective healthcare system!

D. Clinical and Policy Implications for You
· Mental healthcare coverage will expand dramatically: Greater parity and greater coverage for those most in need

· Mental healthcare will look different

· Greater focus on prevention, community-based approaches (not individual therapy)
· Expansion of integrated care – psychologists on multidisciplinary teams 

· Increased accountability across the board
· Less money for insurers, suppliers, hospitals, and clinicians who contribute the least to the nation’s health
· More money for prevention, primary care, and effective systems; less for specialists
· Statewide innovation

· Canada’s single-payer program began after Douglas’ success in Saskatchewan

· Several states (e.g., Vermont, Montana, Massachusetts, California, Oregon, Minnesota, Illinois) may attempt this in 2017, providing opportunities for activism 

E. Research Implications for You

Overview
· Enhancing quality & cost compels research evaluating all aspects of healthcare system
· Requires skills in person-oriented research, e.g., psychology
Center for Medicare & Medicaid Services (CMS) Innovation Center

· Testing 52 models believed to offer the most promise for enhancing healthcare quality
· Different methods of accountability, payment, primary care, helping low-income patients, overseeing healthcare systems, and dissemination 

· Ample opportunities for researchers (e.g., social psychologists) interested in crafting interventions

Patient-Centered Outcomes Research Institute (PCORI)
· See Figure 1 of Hoerger (2013)
· Draws upon stakeholder perspectives and decades of priority statements from our most trusted healthcare organizations
· Places “Healthcare Decision Making” at THE forefront of research aimed at improving healthcare quality

· Need to produce good knowledge of what health interventions (e.g., prevention, treatment) work and for whom

· Need to figure out how to help patients, families, clinicians, and systems to make good decisions based on this knowledge

· Funding has already begun, highly competitive
· Priorities

(1) Person-Centered Outcomes Research: Figuring out what works, for whom, and facilitating evidence-based decisions
(2) Communication/Dissemination Research
(3) Health Disparities

(4) Healthcare Systems
(5) Research Methods (e.g., PROs, CBPR, study design, implementation, and evaluation)
