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Two Years and Counting
How Will the Effects of the Affordable Care Act
Be Monitored?
Robert H. Brook, MD, ScD

IN LESS THAN 2 YEARS, ALL US CITIZENS AND LEGAL US RESI-
dents will have health insurance—except individuals
who are willing to pay a penalty for not buying insur-
ance. The United States is on the verge of joining the

civilized world.1 Of course, this outcome will occur only if,
among other things, the US Supreme Court does not rule
that the Patient Protection and Affordable Care Act is un-
constitutional, if US and state governments can enact the
necessary policies and regulations, and if the health insur-
ance exchanges required to implement the law will work.
Whether a proponent or a critic of this law, most will agree
with the undeniable fact that a new era in US medicine and
US health care begins in less than 2 years.

The key question is what potential measures should be
monitored to determine both anticipated and unantici-
pated effects of the new law on the health of the US popu-
lation.

The first measure of the law’s success should be how much
preventable mortality that is due to the health care system
will be eliminated. Preventable mortality has many causes,
ranging from personal behaviors to social determinants of
health,2 to poor inpatient and outpatient care.3 Ways to as-
sess preventable mortality have been available for many
years.4 It is time to develop a national sampling frame of
deaths and to determine, almost on a real-time basis, the
proportion of an individual’s death that might have been pre-
vented by better hospital care, better ambulatory care, or
better personal behaviors. For example, a death from lung
cancer in a patient who smoked could be attributed to smok-
ing behavior, a stroke that occurred in a patient with inad-
equately controlled hypertension could be ascribed to poor
ambulatory care, and an in-hospital death from a central line
infection could be attributed to poor hospital care. The goal
of health care reform should be to drive the number and
proportion of preventable deaths that are under the con-
trol of the medical care system (ie, deaths due to poor am-
bulatory or hospital care) as close to zero as possible. Na-
tional baseline data regarding the numbers of preventable
deaths are necessary to monitor the change in the prevent-
able death rate over time.

The second measure of the law’s success should be how
many preventable hospitalizations are avoided. The United

States has a large number of avoidable hospitalizations from
ambulatory-sensitive conditions.5 The rate of avoidable hos-
pitalization varies across the nation by geographic area (poor
neighborhoods have higher rates).6 Examining the reason
that a patient was admitted to the hospital—eg, uncon-
trolled diabetes or asthma—can help to determine whether
the hospital admission could have been avoided with bet-
ter outpatient care. Thus, the second goal of health care re-
form should be to drive the avoidable hospitalization rate
from ambulatory-sensitive conditions to zero.

The third measure of the success of health care reform
should be whether it increases to 100% the number of US
residents who have access to a system of care. Loosely de-
fined, this means that whether a patient needs emergency
care, outpatient care, primary care, tertiary care, or an or-
gan transplant, a coordinated system of care exists to en-
sure that the patient received the appropriate level of ser-
vice and was able to access higher levels of medical care if
needed. An organization that provides only emergency care
without any arrangements for specific follow-up care does
not represent a system of care. A health center that pro-
vides high-quality outpatient primary care but cannot ar-
range for subspecialty care or hospital care when needed is
not a system of care. If a gynecologist needs to treat a woman
with severe depression because she has no access to a men-
tal health professional, she has no system of care. If the phy-
sician providing emergency care is not capable of reducing
a complicated fracture but must attempt the reduction be-
cause no orthopedic surgeon is available, the patient with
the fracture does not have a system of care.

This loose definition of a system of care does not require
that a patient have a primary care gatekeeper or restricted
access to a specialist. Rather, it requires that patients have
a reasonable chance of receiving the level of care they need
in a reasonably timely manner. Systems of care range from
an accountable care organization to a health maintenance
organization to the Veterans Affairs, but systems must be
sufficiently organized, so patients with serious problems are
not left to fend for themselves.

The fourth measure that can be used to monitor the health
care reform act should be the cost of care divided by the num-
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ber of individuals who are in a system of care. If health care
reform is successful, the growth rate of health care costs for
all US residents enrolled in a health care system should be
reduced to the growth rate of the gross domestic product
or less.

Other important variables could be assessed to monitor
health reform, including years of life lost, disability-free years
of life, functional health status, whether care is patient-
centered, or the appropriateness of surgery. However, con-
centrating on the 4 measures described in this article could
help the nation to evaluate the facts and merits of this new
health care system.

Implementation of health care reform may also have ad-
verse or unpredictable consequences that should also be as-
sessed and publicly reported. There are some concerns that
health care organizations, nurses, and physicians will ex-
perience increased stress as more people access the health
care system.7 Accordingly, part of monitoring the success
of health reform should be to measure the quality of how
the workforce is treated. If health workers are increasingly
pressured to become more efficient and productive, and this
occurs in a manner that increases workplace injuries and
stress, then health reform will not succeed. If the goal is to
eliminate preventable mortality in patients, the number of
workplace injuries in the health workforce needs to be re-
duced to zero.

In addition, if the law is successfully implemented, then
individuals without insurance will include undocumented
immigrants, some of whom have been living in the United
States for many years, as well as individuals who have elected
not to enroll in health care but instead pay a penalty. When
an uninsured patient presents to an emergency depart-
ment or physician’s office, the physician will know that the
patient is either an undocumented individual or somebody
who has chosen to pay the penalty rather than pay for health
insurance. How will that patient be treated? Until now, many
patients without insurance seeking care were employed US
citizens who were unable to acquire health insurance for
medical or financial reasons. The law changes this dy-
namic. The issue will become whether individuals without
insurance will be turned aside by health systems, includ-
ing safety net systems such as county-run systems, or per-
haps will be asked for payment before care is delivered. This

possible effect should be carefully monitored, and the health
consequences of such actions should be documented.

Moreover, in the United States, most of the large varia-
tion in life expectancy by race, ethnicity, social class, or neigh-
borhood is not under the control of the medical system but
rather is a consequence of the social determinants of health,
such as acquiring a good education or obtaining a job with
a livable wage.6 All US citizens and legal residents should
celebrate that lack of insurance will no longer be a barrier
to obtaining needed medical care. However, because the
health reform act absorbs energy, attention, and resources,
the mortality gradients in US society by race, ethnicity, and
social class may increase unless there are sustained invest-
ments in improving or eliminating those social determi-
nants (eg, adequate support for public education).

Physicians should commit to participating in thoughtful
and transparent evaluations of the new health law. As a be-
ginning, baseline data should be collected and made avail-
able so that in the future, when other necessary changes to
the law occur (health care legislation is never done), the evi-
dence base for making those changes will be much stron-
ger. Meanwhile, all Americans should celebrate that lack of
health insurance in the United States will no longer be one
of the causes of poor health.
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