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INTRODUCTION

The Patient Protection and Affordable
Care Act (ACA) of 2010, commonly
known as Obamacare has had a large
effect on healthcare delivery to millions
of Americans.'™ There are many elements
of the ACA that could impact Neurolnt-
erventionalists. One prominent example is
the formation of independent boards with
the power to unilaterally modify physician
payment structures and use comparative
effectiveness research to change medicine
and healthcare delivery.*’

Additionally, the ACA established a
formal framework for considering the
transition from ‘volume to value-based’
healthcare through the creation of the
Innovation Center.® Among the seven
broad approaches for achieving this
migration, two methodologies were of
particular relevance to Neurolnterven-
tionalists; the Bundled Payment for Care
Improvement Initiative and Accountable
Care Organizations, with both approaches
remaining active elements into the present
day.”"" Prior to passage of the ACA, the
problem of Americans lacking adequate
health insurance coverage (absent or
insufficient) grew worse each year. In
2010, 55.3% of Americans were covered
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by employer-based insurance.”> The
elderly and poor, as well as some addi-
tional vulnerable groups, were already
covered by Medicare and Medicaid
(14.5% and 15.9% ' of the population
respectively).'® Additional programs, such
as the Veterans Health Administration,
provided coverage to a small proportion
of the population. Shockingly, by 2010,
almost 50 million Americans had no form
of medical insurance. The drafters of the
ACA legislation considered expanding
coverage to be mission-critical. Ultimately,
they decided on two main strategies to
achieve that goal.

The first strategy was Medicaid expan-
sion. By increasing the number of patients
eligible to receive Medicaid, many more
people would obtain insurance coverage.
To enable this expansion, the ACA loos-
ened the criteria required for becoming a
Medicaid beneficiary and millions of addi-
tional patients signed up for the program.
Nonetheless, a large cohort of patients
remained uninsured because they lacked
employer-based coverage and remained
ineligible for either Medicare or expanded
Medicaid. How would these patients
obtain coverage? The second strategy
sought to address this challenge. The ACA
provided for the creation of a marketplace
for health insurance for those individuals,
that is, the healthcare exchanges.

The first strategy: Medicaid expansion

Medicaid is a ‘safety net’ program.'* The
ACA expanded Medicaid by requiring that
states which participate in the program
extend coverage to patients with incomes
at or below 133% of the poverty line. New
categories of eligible individuals were
also created, most significantly, childless
adults. The federal government would
initiate the program by paying for 100%
of the expansion costs, gradually dropping
that payment to 90% of eligible costs. The
National Federation of Independent Busi-
ness (NFIB) sued the federal government,
and in 2014 the Supreme Court in NFIB
v. Sebelius decided that states did not have
to participate in Medicaid expansion to

continue to receive their pre-existing level
of federal support for their state's Medicaid
program. Seventeen states chose not to
participate in Medicaid expansion. These
states were generally led by Republican
governors and legislators, underscoring
the deep political divide concerning the
ACA. Concerns raised included the phil-
osophical (eg, the expansion went beyond
the initial scope of Medicaid as a safety net
program) as well as the practical (eg, the
ultimate cost for the states of the uncov-
ered portion of Medicaid expansion).
Medicaid expansion succeeded in
expanding the number of patients with
coverage. In a March 2016 report, the
Congressional Budget Office (CBO)
confirmed in that there has been a signifi-
cant reduction in the number of uninsured
individuals with Medicaid and the Chil-
dren’s Health Insurance Program (CHIP)
covering an estimated 17 million more
people in 2016 than the CBO’s earlier
assessment.”® As a result, Stuart Butler
suggested in an article in JAMA that a more
fitting name for the ACA would have been

the ‘Medicaid Expansion Act’.'

The second strategy: healthcare
exchanges
Healthcare exchanges first emerged
decades prior to the passage of the ACA.
The concept was simple, that is, improve
one’s position by using economies of
scale and the enhanced negotiating power
of a large group. If relatively small busi-
nesses came together, they could enhance
their offerings, better negotiate terms
for their beneficiaries, and reduce costs
through pooling. The ACA sought to
expand on this fundamental concept of
insurance by granting greater access to
this type of pooled resource. If a person
or family lacked coverage, they could
go to what was expected to be a vibrant
exchange market and purchase the plan
best suited to their needs. These insurance
plans would have to conform to certain
minimum  Obamacare  requirements.
The ACA intended to use state-based
exchanges rather than a single national
exchange or public option. For those
states that opted not to establish health-
care exchanges, the federal government
filled the void by managing the exchanges
in those states. Patients with a household
income between 133% and 400% of the
poverty line received subsidies to cover
part of the premium when they bought
coverage on one of the exchanges.

The Obamacare Health Insurance
Exchange Marketplace opened on October
1 2013. The exchanges constituted
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online markets for purchasing health
insurance. The hope was that Americans
would use their state’s ‘Affordable’ insur-
ance exchange (marketplace) to obtain
coverage from competing private health-
care providers."” Shoppers (sic) were
encouraged to use an online price calcu-
lator to see if they qualified for cost-as-
sistance subsidies as well as Medicaid
and CHIP. They could see side-by-side
comparisons of qualified health plans,
with the goal of helping them to find the
best coverage circumstance. At that time,
the administration estimated that there
would be up to 29 million people enrolled
in the exchanges by 2019. This projection
proved wildly optimistic. Early on, as the
marketplaces became active, other issues
were raised. These included: the high
price of plans for healthy young adults;
employers opting out of providing health
insurance for part-time workers; and
narrow networks for beneficiaries.

THE OBAMA ADMINISTRATION STAKES
ITS CLAIM ON HOW TO OBTAIN
GREATER VALUE IN HEALTHCARE
Having passed the ACA at the start of
the decade, former Health and Human
Services  Secretary  Sylvia  Burwell
recounted her perspective on where
Medicare was headed in a 2015 article in
the New England Journal of Medicine."®
That article was notable for the speed
with which the Obama administration
anticipated the introduction of alternative
payment models (APMs) would take place
(30% of Medicare payments by 2016, and
50% by 2018)."” Burwell’s article high-
lighted how determined her former agency
was to move away from fee-for-service
(FES). Despite the administration’s enthu-
siasm, limited information was available
about how to chart that course.*’ '

Enter the MACRA

Just a few months' later, the Medicare
Access and CHIP Reauthorization Act
(MACRA) of 201%*was passed with
strong bicameral, bipartisan support.
The legislation included a permanent
and welcome repeal of the Sustainable
Growth Rate methodology for controlling
Medicare costs and balancing the federal
budget.”® ** The MACRA also included
additional critical elements that would
redefine payment policy for years to come
by transitioning away from the traditional
FFS paradigm?® 2° familiar to Neurolnt-
erventionalists’” 2* to a new value-based
paradigm up to, and including, advanced
APMs.” 3! Even the component most
similar to FFS, the Merit-Based Incentive

Payment Program (MIPS) includes a value
purchasing backdrop.®** ¥ The MACRA,
now known as the Quality Payment
Program (QPP), has been updated through
various rulemaking exercises and readers
of JNIS and other specialty journals
have been apprised of these develop-
ments.*? >*3¢ As QPP is fundamental to
the physician fee schedule, in July 2019
the Medicare Physician Fee Schedule
proposed rule from CMS included ideas
for changing QPP

NARROW NETWORKS AND
NEUROINTERVENTIONALISTS

There is limited data in the peer-reviewed
literature specific to NI specialists and the
exchange marketplace. It is likely that elec-
tive cerebrovascular cases are impacted
by narrow networks in general. What is
less clear is how narrow networks might
impact the most rapidly growing area in
neurolntervention: treatment of Emergent
Large Vessel Occlusion (ELVO).*® With
presentations beginning in late 2014 and
papers published in early 2015, mechan-
ical thrombectomy for stroke became
the standard of care®” and this has led to
a dramatic expansion in the number of
cases performed.**™* While substantial
conversations have taken place on the type
of center EMS should bring patients for
evaluation and treatment, there has been
seemingly less conversation on the impact
of insurance markets.** Further study will
need to be performed in order to deter-
mine the role, if any, insurance coverage
plays in directing ELVO patients.

WHAT ARE CURRENT EXPENDITURES?
National health expenditures (NHEs)
have grown, reaching $3.3trillion in
2016. NHEs constitute a 17.9% share
of the gross domestic product. Medi-
care spending also reached a historic
$672.1billion comprising 20.36% of total
NHEs. Medicaid spending grew almost as
high as Medicare to $565.5 billion in 2016,
a 17.1% share of total NHE.* Without
question, recent growth in Medicaid and
resultant costs are in large part due to the
ACA.

NOVEMBER 2016 AND ITS
IMPLICATIONS REGARDING
HEALTHCARE POLICY

Counter to expectations from many poll-
sters and pundits, Donald J. Trump was
elected to the presidency in November
2016. He made a variety of policy state-
ments regarding healthcare throughout
the lengthy presidential campaign. To
some observers, some elements seemed

contradictory or unrealistic, for example,
insurance coverage for all with no dimi-
nution in service and lower cost. Other
observers saw his apparent divergence
from traditional Republican orthodoxy
as an opportunity to move forward with
unique pathways toward healthcare
reform.*®

The Republican position was generally
hostile to the ACA, which was a signature
legislation of a Democratic president. On
January 12 and 13 2017, in the Senate
and House respectively, Republicans cast
votes that would allow subsequent legisla-
tion to remove large elements of the ACA
using a preexisting budget reconciliation
process.*” On January 20, only hours after
being sworn into office, President Trump
signed the Executive Order Minimizing
the Economic Burden of the Patient
Protection and ACA Pending Repeal,
his first executive order, and in doing so
established interim procedures in anticipa-
tion of repeal of Obamacare.*

Congress passed the ACA along strict
party lines in 2010. Republicans made the
legislation and its imperfections part of a
clarion call against the Obama administra-
tion. Indeed, ‘repeal and replace’, which at
times seemed very unrealistic, likely helped
drive an expansion of the Grand Old Party
(GOP) in statehouses across the country
and both houses of Congress in the years
since 2010. With the election of Donald
J. Trump to the highest office in the land
and Republican control of both houses
of Congress, Republicans had a unique
opportunity to put in place their promise of
repeal and replace. At first, contemplating
the position of Democrats in red States,
there was discussion about the possibility of
some level of bipartisan support for making
meaningful changes to the ACA. However,
a variety of factors relating to the Trump
administration’s first term and polarized
congressional politics on both sides of the
aisle soon signaled that ‘repeal and replace’
would be a strictly partisan affair.

On May 4 2017, after substantial work
and legislative maneuvering, the House
of Representatives passed the American
Healthcare Act by 217 votes to 213,
aiming to repeal those portions of the ACA
within the scope of the federal budget (via
the budget reconciliation process), and
thus gut the ACA. The bill was sent to
the Senate for deliberation.*” The Senate
opted to create its own bill and created a
13-person working group. Despite close
calls, the Senate was never able to pass any
legislation rejecting the ACA. Ultimately,
in the summer of 2017, Congress opted
to move on from outright efforts to repeal
and replace.
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While the Republican-driven legislative
efforts to repeal the entire ACA failed to
make their way into law, most observers
agree that there were, and are, legitimate
problems with the ACA.** ' The major
difference between the perspective of
Republicans and Democrats was whether
the ACA should have large parts repealed
or be fundamentally repaired. While there
were nascent efforts at bipartisan compro-
mise, the present political environment
rendered them all short-lived.”

‘Obamacare is imploding’

President Trump was likely not the first
to state that ‘Obamacare is imploding’,
but he was certainly the most prominent.
Critics of the ACA argued that Obamacare
would collapse under its own weight if
left to its own devices. What reason did
people cite for making this statement? As
outlined earlier, a critical component of
the ACA was the development of health-
care exchanges: ‘marketplaces’ where
individuals could purchase what was to
be ‘affordable’ insurance. The Trump
administration eliminated federal reim-
bursements to insurers for cost-sharing
reductions they must provide to lower-in-
come enrollees arguing that they were a
subsidy to the insurance industry. More-
over, repeal of the individual mandate in
the “Tax Cuts and Jobs Act’ means that
fewer young people will voluntarily join
the exchange marketplace (healthy people
are desirable from an actuarial perspective

because they contribute to exchanges,
but relatively infrequently use health-
care services).”> This anticipated dearth
of youthful or healthy participants will
cause premiums to rise further. More-
over, the administration decreased the
open enrollment window by 50% from
90 to 45 days, and reduced the adver-
tising budget to inform patients about
open enrollment by 90%. Navigators who
facilitate purchasing within the exchanges
were cut by 429%.°* An additional point
worth noting is that the administration
approved waivers that enable states to
impose work requirements on Medicaid
recipients, further restricting participa-
tion.>® Another reality impacting exchange
enrollment is that some Republican states
that had previously declined to participate
in Medicaid expansion are amending that
decision.*

A tale of two populations in the
exchanges...

When one considers the circumstances
outlined above, it is not surprising that
the cost of insuring people through
exchanges has increased dramatically
since the inception of the ACA. For most
exchange beneficiaries, this cost remains
invisible because it is funded in large part
by the US taxpayer. This explains how the
market can sustain up to triple digit rate
increases in various locales. The premium
tax credit in the ACA de facto limits how

much money many individuals or families
spend because the benefit covers esca-
lating costs. For those who are not bene-
fiting from this subsidy (ie, enrollees with
income over 400% of the federal poverty
line), the costs can be prohibitive. In these
groups, enrollment is diminishing. There
is virtually no chance under current legis-
lation that the legislative goal of reaching
29 million covered lives by 2019 will be
achieved. Indeed, there were 500000
fewer customers enrolled in 2017 plans
compared with 2016.

...with expanding insurer exchange
participation
While healthcare exchange enrollment is
coming under pressure from legislation
and is diminishing overall, a surprising
counter phenomenon is developing.
Specifically, more carriers are likely to
offer exchange-related plans in 2019,
reversing a downward trend.’’ States
seeing new insurers enter their exchanges
include Arizona, Florida, Iowa, Maine,
Michigan, New Mexico, North Caro-
lina, Ohio, Oklahoma, Tennessee, Utah,
Virginia, and Wisconsin.’®

Why the change? We speculate that
multi-year rate increases, particularly
in calendar year 2018, have stabilized
insurers’ medical loss ratios on the
exchanges. The carrier strategy has thus
been to dramatically increase the rates,
knowing that the US taxpayer is covering

It's chea‘rer to enroll Americans in Medicaid than it is
to subsidize their private insurance

Federal Spending Per Medicaid Expansion Enrollee

$10,740

so970 $10,200

$9,330

$8,010
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2018 2019 2020

$5,250

56,692 $6,643
$6,154
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$11,050

Federal Spending Per Subsidized Marketplace Enrollee

$12,440
$11,940
$11,440

$7.500 $7,929

$7,0M

2026 2027 2028

Source: Congressional Budget Office, "Federal Subsidies for Health Insurance Coverage for PeopleUnder Age 65: Tables from CBO's
Spring 2018 Projections,” Author's Calculations.

Figure 1
Slate.com.

Comparison of cost to the federal government of Medicaid vs. marketplace exchanges®?Reprinted with permission of Jordan Weissman at
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the brunt of this cost through federal
government subsidies. Of note, this
distortion of the market in the exchanges
is narrowly focused on the ‘silver’ plans.
While premium subsidies apply to bronze,
silver, and gold plans, the cost-sharing
reductions (CSRs) are only offered in the
silver plans. The changing status of federal
CSR subsidies has led to a variety of prac-
tices, for example, ‘silver loading’ which
keep insurers whole that go beyond the
intended focus of this commentary.*

Per the CBO, this marketplace now costs
much more on average per enrollee than
people or families covered by Medicaid or
Medicaid expansion.®® The Congressional
Budget Office’s latest projections demon-
strate that the federal government is
paying out an average of $6300 annually
for every subsidized enrollee in market-
place exchanges for fiscal year 2018. It
estimates that number will rise to nearly
$12500 in 2028 (figure 1). In contrast,
Medicaid spends $4230 per non-disabled
adult, set to inflate at 5.2% annually to just
over $7000 per person in 2028.°" **This
trend is expected to further exacerbate
with policy shifts designed to undermine
the viability of the exchanges.

POLITICS AT PLAY

The ACA was passed along strict party
lines and has lived a highly political life
from the time it was introduced. Since
its passage, Republicans have used its

provisions to mobilize their base. This has
been a successful tactic for putting more
Republican legislators into power. Over
the years, there were numerous votes in
Congress to repeal the ACA and detailed
plans were put forward for what might
come next. These plans had a unique
safety valve, that is, the Obama adminis-
tration would be unlikely to sign onto a
law that repealed its signature legislation.

The situation changed dramatically
when in January of 2017, the Republi-
cans found themselves in control of both
houses of Congress as well as the Execu-
tive Branch. Aligning candidate Trump’s
healthcare delivery proposals with Repub-
lican orthodoxy was challenging. The
Republican-led Congress sought to address
this multi-year ambition of repealing and
replacing the ACA. The AHCA and Better
Care Reconciliation Act of 2017 (BCRA)
were largely constructed using traditional
Republican elements in addressing repeal
and replace.*®® The BCRA or its analogs
such as the Obamacare Repeal Recon-
ciliation Act or the Healthcare Freedom
Act could not muster the votes necessary
to pass the Senate to reach a conference
committee. Given the rules of reconcilia-
tion and other political realities, legislative
efforts at repeal and replace receded into
the background.

In the wake of the failure to achieve
‘repeal and replace’ the Trump administra-
tion and Congress have made additional

changes, which have further destabilized
the ACA. These maneuvers have had
dramatic implications regarding shifting
perspectives on who is to blame for the
challenges of the ACA. A telling Kaiser
Family Foundation Poll suggests that
Americans now largely consider Presi-
dent Trump and the Republicans to be
responsible for the ACA moving forward®
(figure 2). The dynamic has thus dramat-
ically shifted in that healthcare delivery, a
topic that had galvanized the Republican
base for years, now has the potential to
negatively impact November elections for
the GOP.

Political pundits lost credibility in the
2016 presidential election. Comments
about expected political outcomes should
therefore be taken with a healthy dose of
skepticism. Famed pollster Nate Silver of
FiveThirtyEight predicts a three in four
chance of Democrats taking control of the
House of Representatives®®  The Cook
Political Report would suggest that Repub-
lican control of the Senate is more likely
to remain intact after November.®The
outcome of this election cycle could have
major implications on the course forward
for the ACA particularly as a predictor of
2020.

Should the Republicans keep both
legislative houses and in particular if
they increase their slim majority in the
Senate they might consider a further
effort at repeal and replace.” Should the

Majority of the Public Say President Trump and Republicans Are
Responsible for ACA Moving Forward

Which comes closer to your view?

B President Trump and Republicans in Congress are now in control of the government and they are
responsible for any problems with it moving forward

M President Obama and Democrats in Congress passed the law and they are responsible for any problems

with it moving forward

Total

By Political Party 1D

Democrats

Independents

Republicans

NOTE: Neither of these/someone else is responsible (vol.), Both are equally responsible (vol.), and Don’t know/Refused responses not shown.

SOURCE: Kaiser Family Foundation Health Tracking Poll {conducted November 8-13, 2017)

Figure 2 American attitudes for which President and party are responsible for problems associated with the ACA®® Reprinted with permission from

the Kaiser Family Foundation.
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Democrats take control of the House, it is
difficult to imagine movement forward on
healthcare delivery policies that would be
agreeable to both parties unless the market
continues to destabilize and threatens
collapse. In 2020 and beyond, should
Democrats return to the White House
with some level of control of the federal
legislatures, they will be confronted with
significant decisions that could prove chal-
lenging at that time.

While scholars might disagree with the
inherent versus the policy-based insta-
bility of the ACA marketplace, we believe
the current healthcare exchange market-
place to be unsustainable in the long term
without additional health transformation
efforts. Subsidized beneficiaries are unrea-
sonably expensive for the US taxpayer and
unsubsidized participants are confronted
with unacceptably high out-of-pocket
costs.®® Emboldened by the largely Repub-
lican debate regarding repeal and replace,
the Democratic base is in many cases
openly calling for an end to Obamacare
and replacement with options such as
single payer, Medicare Extra, Medicare
for all, and other government-directed
programs. These options are all forms of
healthcare delivery that would likely have
been unthinkable for a major political
party to champion just a few years ago.*’
The implications for the Democratic party
supporting a shift to ‘single payer’ in a
system currently dominated by employ-
er-based insurance is unclear.

CONCLUSION

The ACA has been a galvanizing element
in US political debate since its passage
in 2010. In the current political climate,
achieving bipartisan support for health-
care legislation seems an unlikely goal.
Republicans rode a wave of resentment
regarding the ACA and its party line
passage into large-scale political victo-
ries from 2010 through, and including,
the November 2016 elections. Elements
of the ACA have become ingrained
(eg, insuring patients with pre-existing
conditions) and it is unlikely efforts at
repeal and replace would ever remove
all elements of this landmark legislation.
One of many provisions within the legis-
lation, the healthcare exchange market-
place, is charting an unsustainable path
requiring large taxpayer subsidies without
which coverage would be unaffordable for
many potential participants. This minority
segment of the beneficiary market has,
and likely will continue, to result in a
greater level of angst than its relatively
small numbers might have suggested it
would. Solutions vary widely between the

two political parties, but it would seem
clear that we as healthcare providers must
anticipate significant changes in the ever-
present goal of providing health coverage
for all Americans.
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