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INTRODUCTION	
  
On  June   28 ,   2012 ,    the   Uni ted   S ta tes   Supreme  
Court   a f f i rmed   the   const i tu t ional i ty   o f   
c r i t i ca l ly    important   components   o f    the   Pat ient   
Protec t ion   and  Affordable   Care   Act   o f   2010   
(ACA) ,   a l lowing    the   vas t   ma jor i ty   o f    the   Act    to   
s tand   (“ACA  dec is ion”) . 1, 2, 3   In    l ight   o f    the   2012   
e lec t ion    resul ts ,    the   ACA   is   now  more    l ike ly    to   
be    implemented .   This    i ssue   br ie f   descr ibes    the   
impl ica t ions   o f    the   Supreme  Court ’ s   ACA  
dec is ion    for   adolescents   and   young  adul ts .      
  
The   complex   web   of   ma jor i ty   and  d issent ing   
opin ions    that    comprised    the   Supreme  Court ’ s   
ACA  dec is ion   has    important    impl ica t ions    for   
fu ture   hea l th    insurance   coverage   and  hea l th   
care   access    for   adolescents   and  young  adul ts .   
Spec i f i ca l ly ,    fo l lowing    the   ACA  dec is ion ,   key   
e lements   o f    implementat ion   wi l l    inc lude   
provis ions    re la ted    to :   
§  the   “ indiv idual   mandate” ;   
§  private   hea l th    insurance ;   
§  publ ic   hea l th    insurance—Medica id   and  

the   Chi ldren ’s   Heal th    Insurance   Program  
(CHIP) ;   and   

§  prevent ive   hea l th   serv ices .   
  
Th is   br ie f   beg ins   wi th   a    summary   of    the   
current   hea l th    insurance   s ta tus   o f   
adolescents   and  young  adul ts .    I t    cont inues   
wi th   a   d iscuss ion   of    implementat ion   o f    the   
key   e lements   o f    the   ACA  and  what    that   wi l l   
mean    for    these    two  age   groups .   F ina l ly ,    the   
br ie f   h ighl ights    implementat ion   choices   s t i l l   
to   be   made   by    the    federa l   government   and  
the   s ta tes    that   wi l l   a f fec t   adolescents ’   and   
young  adul ts ’   access    to   hea l th    insurance   and  
hea l th   care   serv ices .   
  
As   enacted    in   2010 ,    the   ACA  conta ined   
numerous   provis ions    re levant    to   adolescents   
and  young  adul ts    that   were   scheduled    to    take   
e f fec t   beg inning    in   2010   and  cu lminat ing    in   
2014 . 4  A   more   deta i led   descr ipt ion   o f    these   
provis ions ,   which   are    re ferred    to    throughout   
th is   br ie f ,    i s   ava i lab le   here .   Addi t ional      

  
resources   ana lyz ing    the   Supreme  Court ’ s   
dec is ion   and   i t s    impl ica t ions    for   
implementat ion   o f    the   ACA  are    inc luded   in    the   
re ferences    in    th is    i ssue   br ie f .   
  

HEALTH	
  INSURANCE	
  STATUS	
  OF	
  
ADOLESCENTS	
  AND	
  YOUNG	
  ADULTS	
  
In   2011 ,   89 .3%  of   adolescents    (ages   10 -­‐‑17)   had   
cont inuous   hea l th    insurance   coverage    for   a t   
leas t   a   year ;    for   young  adul ts    (ages   18-­‐‑25)    th is   
f igure   was   only   66 .7%.   As   shown   in   Table   1 ,   a   
l i t t le   more    than   ha l f   o f   adolescents   and   young  
adul ts   are   covered   by   pr ivate    insurance .   About   
a    th i rd   o f   adolescents   have   publ ic    insurance ,   
compared    to   only   15%  of   young  adul ts .   Two  
federa l -­‐‑s ta te   programs,   Medica id   and  CHIP,   
account    for   most   publ ic    coverage   o f   
adolescents   and  younger   ch i ldren ;   Medica id    i s   
the   pr imary   source   o f   publ ic    insurance    for   
young  adul ts . 5, 6  
  

INDIVIDUAL	
  MANDATE	
  
The   ACA  requires   most    indiv iduals    in    the   U .S . ,   
beg inning    in   2014 ,    to   have   hea l th    insurance   
coverage    that   meets   cer ta in   minimum  cr i ter ia   –   
a    requirement   known  as    the    indiv idual   
mandate .   The   Supreme  Court   upheld    th is   
provis ion .      Th is   means    that    the    federa l   

Table	
  1.	
  Insurance	
  status	
  of	
  Adolescents	
  and	
  Young	
  Adults,	
  by	
  source	
  and	
  
duration	
  of	
  coverage,	
  2011	
  
	
   Adolescents	
  

10-­‐17	
  
Young	
  Adults	
  
18-­‐25	
  

Insured	
  for	
  full	
  year	
  prior	
  to	
  interview	
   	
   	
  
• Private	
  coverage	
   56.7%	
   51.5%	
  
• Public	
  coverage	
   32.6%	
   15.2%	
  

Uninsured	
  for	
  all	
  or	
  part	
  of	
  year	
  prior	
  to	
  
interview	
  

	
   	
  

• Full-­‐year	
  uninsured	
   5.1%	
   18.7%	
  
• Partial-­‐year	
  uninsured	
   6.6%	
   14.5%	
  

Source:	
  Analysis	
  of	
  2011	
  National	
  Health	
  Interview	
  Survey	
  
Note:	
  Numbers	
  total	
  slightly	
  more	
  than	
  100%	
  percent	
  due	
  to	
  the	
  1-­‐2%	
  of	
  
adolescents	
  and	
  young	
  adults	
  with	
  both	
  private	
  and	
  public	
  coverage.	
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government   can    impose   a   penal ty   on   most   
indiv iduals   wi thout   hea l th    insurance .      
  
The    indiv idual   mandate   appl ies    to   a l l   age   
groups ,    inc luding   adolescents   and  young  
adul ts   as   wel l   as   o ther   age   groups . 7   I t    can   be   
sa t i s f ied   by   having   coverage    through  an   
employer -­‐‑based   p lan ,   Medica id ,   Medicare ,   
o ther   publ ic    coverage    that   meets    federa l   
requirements ,   or   an    indiv idual   pr ivate   p lan ,   
purchased    in    the   pr ivate   market   or    through   the   
hea l th    insurance   exchanges   as   expla ined    in   
fur ther   deta i l   be low.   Most    indiv iduals   and   
fami l ies   who  a l ready   have   hea l th    insurance   
wi l l   be   ab le    to    sa t i s fy    the   mandate   wi th    the   
coverage    they   a l ready   have .   The    f inanc ia l   
penal ty    for    those   who  do   not   have   hea l th   
insurance   coverage   wi l l   be   assessed    in   
connect ion   wi th    f i l ing    income   tax    re turns .   An  
indiv idual   whose    income   is    too    low   to   meet   
the    tax    f i l ing    requirements   would   not   be   
sub jec t    to   a   penal ty .   
  
For   most   adolescents   under   age   18 ,    the i r   
parents   wi l l   be    respons ib le    for   ensur ing    that   
they   have    the    requis i te    coverage .   Adolescents   
whose    fami l ies   have   employer -­‐‑based   coverage   
wi l l    l ike ly   be    inc luded   in    the   pol icy    i f   
dependent   coverage    i s   ava i lab le .   Some  
adolescents   whose   parents   are   uninsured   wi l l   
be   e l ig ib le    for   Medica id ,   a l though  once    the   
ACA   is    implemented ,    the   number   o f   uninsured   
fami l ies    should   d iminish   s igni f i cant ly .   
  
Young  adul ts   age   18   and  o lder   are   more    l ike ly   
to   be    respons ib le    for    the ir   own  hea l th   
insurance .   Some  may  have   coverage    through  
the ir   employment   and   some  may  be   e l ig ib le    for   
Medica id   or   coverage   on   a   parent ’s   p lan .   For   
the    remain ing   young  adul ts ,    the   dec is ion   o f   
whether    to   purchase   coverage   wi l l    l ike ly   
involve    the ir   perce ived   need    for    insurance ,   as   
wel l   as    ca lcu la t ions   based   on    the   cos t   o f   hea l th   
insurance   opt ions    in    the i r    s ta te ,    the   amount   o f   
subs id ies    that   might   be   ava i lab le ,   and    the   
amount   o f    the   penal ty    they   would    incur   by   not   
having   coverage .   The   amount   o f    the   penal ty   
wi l l   vary   according    to   a    formula   based   on   
household    income,   wi th    the   amount    increas ing   
over   a    three -­‐‑year   per iod .    (See   Box   1 )      
  

PRIVATE	
  HEALTH	
  INSURANCE	
  
The   ACA  conta ins   numerous   provis ions   
re la ted    to   pr ivate   hea l th    insurance    that   were   
le f t    in tac t   by    the   Supreme  Court ’ s   ACA  
dec is ion   and  are    important    for   adolescents   and   
young  adul ts .   They    inc lude :   
§  s ta te   hea l th    insurance   exchanges ;   
§  premium  tax   credi ts   and   cos t -­‐‑shar ing   

subs id ies ;   
§  catas t rophic   coverage ;      
§  dependent   coverage    to   age   26 ;   
§  protec t ion    for   pre-­‐‑ex is t ing   condi t ions ;   and      
§  “Essent ia l   Heal th   Benef i t s” .   
  
Health	
  Insurance	
  Exchanges	
  
Sta te   hea l th    insurance   exchanges    (“ the   
exchanges”)   are   a   key    fea ture   o f    the   ACA’s   
approach    for   expanding   hea l th    insurance   
coverage . 8, 9  S ta tes   may  choose    to   operate    the i r   
own  exchange ,   par tner   wi th    the    federa l   
government    to    run   an   exchange ,   or   a l low   the   
federa l   government    to   operate   an   exchange . 10  
In    the   exchanges ,    indiv iduals   and   smal l   
bus inesses   can   shop   for ,    compare ,   and   
purchase   hea l th    insurance   coverage   beginning   
in    January   2014 .    Important    funct ions   o f    the   
exchanges    inc lude   determining   e l ig ib i l i ty   and  
enro l l ing    indiv iduals    in   pr ivate   market   hea l th   

Box	
  1.	
  ACA	
  Math:	
  What	
  is	
  the	
  penalty	
  for	
  not	
  having	
  
health	
  insurance?	
  	
  
In	
  2014,	
  the	
  penalty	
  will	
  be	
  the	
  greater	
  of	
  $95	
  or	
  1%	
  of	
  
income;	
  in	
  2015,	
  $325	
  or	
  2%	
  of	
  income;	
  and	
  in	
  2016	
  and	
  
thereafter,	
  $695	
  or	
  2.5%	
  of	
  income,	
  adjusted	
  for	
  cost	
  of	
  
living.	
  In	
  any	
  year,	
  the	
  penalty	
  cannot	
  exceed	
  the	
  national	
  
average	
  premium	
  for	
  the	
  lowest	
  cost	
  for	
  that	
  year	
  of	
  a	
  
“Bronze”	
  plan	
  available	
  through	
  the	
  exchanges.	
  
A	
  young	
  adult	
  earning	
  $20,000	
  per	
  year	
  (about	
  174%	
  FPL	
  or	
  
slightly	
  more	
  than	
  the	
  equivalent	
  of	
  full-­‐time	
  work	
  at	
  the	
  
federal	
  minimum	
  wage),	
  who	
  has	
  no	
  tax	
  deductions	
  or	
  
other	
  factors	
  affecting	
  taxable	
  income,	
  and	
  who	
  chooses	
  
not	
  to	
  have	
  health	
  insurance,	
  would	
  likely	
  pay	
  a	
  penalty	
  of	
  
about	
  $200	
  in	
  2014,	
  $400	
  in	
  2015,	
  and	
  $695	
  in	
  2016,	
  but	
  
the	
  penalty	
  could	
  not	
  exceed	
  the	
  national	
  average	
  premium	
  
for	
  a	
  Bronze	
  plan.	
  
Source:	
  Henry	
  J.	
  Kaiser	
  Family	
  Foundation.	
  Focus	
  on	
  
Health	
  Care	
  Reform:	
  A	
  Guide	
  to	
  the	
  Supreme	
  Court’s	
  
Affordable	
  Care	
  Act	
  Decision.	
  July	
  2012.	
  Available	
  at:	
  
www.kff.org/healthreform/upload/8332.pdf.	
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plans   –    such   as   a   P la t inum,   Gold ,   S i lver ,   or   
Bronze   “qual i f ied   hea l th   p lan”   –   or    in   
Medica id   or   CHIP .      E l ig ib i l i ty    to   enro l l    in   a   
qual i f ied   hea l th   p lan    i s   ava i lab le    to   
indiv iduals   who  are   e i ther   c i t izens   or   
nonc i t izens    lawful ly   present    in    the   U .S . ,   a re   
not    incarcera ted ,   and   are    res idents   o f    the   s ta te .   
  
The   e l ig ib i l i ty   and   enro l lment   process    i s   
supposed    to   be   seamless ,    so    that    indiv iduals   
can    f i l l   out   a    s ing le   appl ica t ion   and   then   be   
enro l led    in    the   appropr ia te   p lan   or   program.   
This    s t reaml ined   process   could   be   par t icu lar ly   
important    for   young  adul ts   obta in ing    the ir   
own  hea l th    insurance    for    the    f i r s t    t ime ;   and    for   
adolescents ’    fami l ies   who  are   unsure   which   
type   o f    coverage    i s   most   appropr ia te    for    the i r   
ch i ldren .   
  
Subsidies:	
  Premium	
  Tax	
  Credits	
  and	
  
Cost-­‐Sharing	
  Assistance	
  
The   exchanges   a lso   determine   an    indiv idual ’ s   
e l ig ib i l i ty    for    the   subs id ies   es tab l i shed   by    the   
ACA.   These   subs id ies    inc lude   both   premium  
tax   credi ts   and   ass is tance   wi th   cos t -­‐‑shar ing   
such   as   deduct ib les   and   co-­‐‑payments .   
Indiv iduals   are   e l ig ib le    for    these   subs id ies   
on ly    i f    they   are   enro l led    in   a   qual i f ied   “S i lver”   
p lan   and  meet   o ther   c r i ter ia .      
  
Cr i ter ia    for    the   premium  tax   credi ts    inc lude   
the   source   o f    insurance ;    spec i f i ca l ly ,   e l ig ib i l i ty   
i s    l imi ted    to    those    indiv iduals   e l ig ib le    for   
coverage    in    the    indiv idual   market   –   not    the   

group  market   –    that   would   sa t i s fy    the   
indiv idual   mandate .   Thus ,   young  adul ts   who  
have   access    to   a   p lan    through   the ir   
employment   usual ly   would   not   be   e l ig ib le    for   
premium  tax   credi ts    through   the   exchanges .   To   
qual i fy    for   a   premium  tax   credi t ,   an    indiv idual   
genera l ly   must   have   household    income  
between   100%  and  400%  of    the   Federa l   Pover ty   
Level    (FPL) .   Cost -­‐‑shar ing   subs id ies   are   
ava i lab le    to    those   wi th    incomes   between   100%  
and  250%  FPL.    (See   Box   2    for    sample   
ca lcu la t ion   o f    subs id ies . )   For   a    s ing le   person   
in   2012 ,   100%  FPL   is   $11 ,170 ;   250%  FPL   is   
$27 ,925 ;   and   400%  FPL   is   $44 ,680 .   
  
The    two  subs id ies   are    s t ructured    to   minimize   
impediments    that   would   prevent   young  adul ts   
f rom  having   hea l th    insurance   and  seek ing   
needed  hea l th   care .   F i rs t ,    the   premium  tax   
credi ts   are   payable    in   advance   so    that   
indiv iduals   do   not   have    to   wai t   unt i l    they    f i le   
the i r    income   tax    re turns    to    rece ive    the    subs idy .   
Second,    the   cos t -­‐‑shar ing   subs id ies    for   
deduct ib les   and  co-­‐‑payments   are   payable   
d irec t ly    to    the   hea l th   p lan ,    so    that    the   out -­‐‑o f -­‐‑
pocket   amount    the    indiv idual   ac tua l ly   pays    i s   
reduced.   The   combinat ion   o f   premium  tax   
credi ts   and  cos t -­‐‑shar ing   ass is tance   may   be   a   
ma jor    fac tor    leading   many   low-­‐‑ income  young  
adul ts    to   dec ide    to   purchase   hea l th    insurance .   
  
Catastrophic	
  Coverage 	
  
Some  young  adul ts   may  conc lude    that   even    the   
cos t   o f   a   Bronze   p lan ,   or   a   S i lver   p lan   wi th   
subs id ies ,    i s    too   expens ive .   For    these   young  
adul ts ,    i f    they   are   under   age   30 ,    the   ACA  
of fers    the   opt ion   o f   purchas ing   “Catas trophic”   
coverage ,   which   may  a lso   be   o f fered    through  
the   exchanges . 11  Catas t rophic   p lans   wi l l   be   
va lued   a t    less    than    the   Bronze   p lan   and  wi l l   
a lmost    cer ta in ly   have    lower   premiums.   S imi lar   
p lans   have   been   ava i lab le    in    the   commerc ia l   
market    in    some  s ta tes    for    severa l   years ,   a imed  
a t   young  adul ts   and  somet imes    re ferred    to   as   
“young   invinc ib les”   p lans .      
  
What   makes    the   Catas t rophic   p lans    less   
expens ive    than    the   P la t inum,   Gold ,   S i lver ,   and   
Bronze   p lans   are    the ir   very   h igh   deduct ib les .   
(The   deduct ib le   amount    i s    to   be   determined   by   
the    tax   code ;   according    to   2012    ru les ,    i t   would   

Box	
  2.	
  ACA	
  Math:	
  What	
  calculations	
  are	
  involved	
  in	
  choosing	
  a	
  
health	
  plan?	
  	
  
A	
  young	
  adult	
  age	
  22	
  living	
  in	
  a	
  state	
  in	
  a	
  medium	
  cost	
  region	
  earning	
  
$20,000	
  in	
  2014	
  dollars	
  (roughly	
  full-­‐time	
  at	
  the	
  federal	
  minimum	
  
wage)	
  would	
  expect	
  the	
  annual	
  premium	
  cost	
  for	
  a	
  “Silver”	
  plan	
  to	
  be	
  
$3391.	
  The	
  anticipated	
  subsidy	
  (in	
  the	
  form	
  of	
  a	
  tax	
  credit)	
  would	
  be	
  
$2371,	
  leaving	
  the	
  individual	
  with	
  a	
  premium	
  payment	
  of	
  $1020,	
  
about	
  30%	
  of	
  the	
  cost	
  of	
  the	
  premium.	
  As	
  noted	
  in	
  Box	
  1,	
  the	
  penalty	
  
for	
  this	
  individual	
  would	
  be	
  $200	
  in	
  2014.	
  Thus,	
  the	
  difference	
  
between	
  the	
  penalty	
  and	
  the	
  estimated	
  cost	
  of	
  a	
  Silver	
  plan	
  in	
  2014	
  
would	
  be	
  about	
  $820	
  per	
  year.	
  The	
  cost-­‐sharing	
  assistance	
  would	
  
reduce	
  the	
  overall	
  out-­‐of-­‐pocket	
  costs	
  for	
  this	
  individual	
  from	
  30%	
  of	
  
the	
  value	
  of	
  the	
  plan’s	
  benefits	
  and	
  services	
  to	
  13%	
  of	
  that	
  value.	
  	
  
Source:	
  Henry	
  J.	
  Kaiser	
  Family	
  Foundation.	
  Health	
  Reform	
  Subsidy	
  
Calculator.	
  
http://healthreform.kff.org/SubsidyCalculator.aspx#incomeAgeTables
.	
  	
  

	
  



The	
  Supreme	
  Court	
  ACA	
  Decision:	
  	
  	
   	
   	
   	
   	
   	
   	
   	
   	
  
What	
  Happens	
  Now	
  for	
  Adolescents	
  and	
  Young	
  Adults?	
  
	
  

	
  
Center	
  for	
  Adolescent	
  Health	
  &	
  the	
  Law	
  

National	
  Adolescent	
  and	
  Young	
  Adult	
  Health	
  Information	
  Center	
  
November	
  2012	
  

4  

	
  

be   $6 ,050    for   an    indiv idual ,   and   presumably   
would   be   h igher   by   2014) .   Catas t rophic   p lans   
must    inc lude   coverage    for   a t    leas t    three   
pr imary   care   v is i t s   and   prevent ive   hea l th   
serv ices    that   are   not    sub jec t    to    the   deduct ib le ,   
but   any   o ther   benef i t s    inc luded   in    the   
Essent ia l   Heal th   Benef i t s    (descr ibed   be low)   
would   be   sub jec t    to    th is   h igh   deduct ib le .   For   
young  adul ts   who  are   hea l thy ,    these   p lans   may  
seem  appeal ing   due    to    the ir    low  premium  cost   
and   the   ava i lab i l i ty   o f    some  pr imary   care   and  
prevent ive   serv ices   wi thout   addi t iona l   out -­‐‑o f -­‐‑
pocket   cos ts .   However ,    the   very   h igh   
deduct ib le    for    these   p lans   means    that   any   
young  adul t   who  has   an   acc ident ,   who  
contrac ts   a    ser ious    i l lness ,   or   whose   hea l th   
s ta tus   changes    for    the   worse   may  quick ly   
confront   prohib i t ive   medica l    cos ts    in   
c i rcumstances   where    the   need    for   care    i s   
c r i t i ca l .   
  
Dependent	
  Coverage	
  to	
  Age	
  26	
  
Effec t ive   September   2010 ,    the   ACA  required   
most   hea l th   p lans    to   a l low   indiv iduals    to   
remain   on   a   parent ’s   po l icy   up    to   age   26 . 12  This   
coverage   must   be   o f fered   regardless   o f    the   
young  person’s   age ,    f inanc ia l    independence   or   
dependent    s ta tus ,   marr iage ,   or   educat ional   
enro l lment .   The   premiums  charged   and   the   
benef i t s    covered   must   be    the   same  as    for   
younger   ch i ldren   under    the   same  pol icy .   
  
In    June   2012 ,    the   U .S .   Department   o f   Heal th   &   
Human  Serv ices    (HHS)   announced    that   3 .1   
mi l l ion   more   young  adul ts   ages   19    to   25   had   
ga ined   hea l th    insurance   by    the   end   of   2011   
than   would   have   been   covered   without    the   
ACA. 13  Research   by   HHS  a lso   shows   that    the   
ACA’s   expans ion   o f   dependent   coverage   
benef i t s   young  adul ts   o f   a l l    races   and  
e thnic i t ies . 14  This   provis ion   wi l l    cont inue    to   
reach   a    s ign i f i cant   proport ion   o f   previous ly   
uninsured   young  adul ts .    I t    i s   not   known  at   
th is    t ime   how  many  young  people   wi l l    remain   
on   a   parent ’s   po l icy    ra ther    than   purchase   an   
indiv idual   po l icy   once    the   exchanges   are   
operat ing    in   2014 ,   but    for   now  the   dependent   
coverage    requirement   has   had   a   ma jor    impact   
on   hea l th    insurance   coverage    for   young  adul ts .      
  
Protection	
  for	
  Pre-­‐existing	
  Conditions 	
  

The   ACA  e l iminates    the    long-­‐‑s tanding   
prac t ices   o f   hea l th    insurers    that   make    i t   
d i f f i cu l t    for    indiv iduals   wi th   pre -­‐‑ex is t ing   
condi t ions    to   obta in   coverage    in   a    t imely   
manner   or   even    to   obta in   coverage   a t   a l l .   
E f fec t ive    in   2010 ,    the   ACA  prohib i ted   hea l th   
p lans    f rom   imposing   pre-­‐‑ex is t ing   condi t ion   
exc lus ions    for   ch i ldren ,    inc luding   adolescents   
who  are   minors .   A   s imi lar   provis ion   wi l l   apply   
to   a l l   age   groups   beginning    in   2014 :   hea l th   
p lans   wi l l   no    longer   be   ab le    to    re fuse    to    i ssue   
a   po l icy    to    indiv iduals   wi th   pre-­‐‑ex is t ing   
condi t ions   or    impose   a   wai t ing   per iod    for   
coverage   o f    such   condi t ions .   Thus ,   when    th is   
provis ion    i s    implemented    in   2014 ,   mi l l ions   o f   
young  adul ts   wi th   chronic   d iseases   or   pre -­‐‑
ex is t ing   condi t ions   wi l l   no    longer   be   
prevented    f rom  obta in ing   hea l th    insurance   as   a   
resu l t   o f    the i r   hea l th   s ta tus   and  wi l l    jo in    the   
mi l l ions   o f   adolescents   under   age   18   who  have   
been   protec ted    in    th is   way   s ince   2010 .   Federa l   
es t imates   o f    the   percentage   o f    ch i ldren   and  
young  adul ts   who  wi l l   be   a f fec ted   range    f rom  
5%  to   24%  of   ch i ldren   under   age   18   and  9%   to   
35%  of   young  adul ts   ages   18-­‐‑24 . 15  
  
Essential 	
  Health	
  Benefits	
  
Plans    that   are   o f fered    through   the   exchanges   
must   cover   a    se t   o f    comprehens ive   benef i t s ,   
inc luding   a t    leas t    the   10   “Essent ia l   Heal th   
Benef i t s”   as    spec i f ied   by    the   ACA.16, 17   (See   Box   
3 )   The   ACA   l i s t s   broad   ca tegor ies   o f    serv ices   
that    comprise    Essent ia l   Heal th    Benef i t s    (EHBs) ,   
but    leaves    i t    to   HHS   to   def ine    them  fur ther .   
HHS  has   de legated   s igni f i cant    f lex ib i l i ty    to    the   
s ta tes    to   determine   what   const i tu tes   Essent ia l   
Heal th   Benef i t s   wi th in    the   10   ca tegor ies . 18, 19  
HHS  se t   a   “sof t    target”   date   o f   October   1 ,   2012   
for    s ta tes    to   determine    the ir   Essent ia l   Heal th   

Box	
  3:	
  Ten	
  Essential	
  Health	
  Benefits	
  
1. ambulatory	
  patient	
  services;	
  	
  
2. emergency	
  services;	
  	
  
3. hospitalization;	
  	
  
4. maternity	
  and	
  newborn	
  care;	
  	
  
5. mental	
  health	
  and	
  substance	
  

abuse	
  disorder	
  services,	
  
including	
  behavioral	
  health	
  
treatment;	
  

6. prescription	
  drugs;	
  

7. rehabilitative	
  and	
  habilitative	
  
services	
  and	
  devices;	
  	
  

8. laboratory	
  services;	
  
9. preventive	
  and	
  wellness	
  and	
  

chronic	
  disease	
  management;	
  
and	
  

10. pediatric	
  services,	
  including	
  
oral	
  and	
  vision	
  care.	
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Benef i t s   package   by   se lec t ing   a   benchmark   
p lan    to   base    i t   on . 20  About   a    th i rd   o f    s ta tes   had   
not    ident i f ied   a   package   by    that    targeted   
t imel ine . 21  At    the    t ime   of    th is   wr i t ing ,    i t    i s   
unc lear   prec ise ly   how  the   EHB  packages   wi l l   
vary   by   s ta te . 22  
  
The    inc lus ion   of   menta l   hea l th   and  substance   
abuse   d isorder    serv ices    i s   essent ia l    for    some  
adolescents   and  young  adul ts . 23  The   adolescent   
and  young  adul t   years   are   cr i t i ca l    for   
ident i fy ing   and   t rea t ing   menta l   hea l th   and  
substance   use   problems,   as    symptoms  of   
near ly   ha l f   o f    l i fe t ime   d iagnosable   problems  
appear   by   age   14   and  symptoms  of   near ly    three   
quar ters   o f    these   problems  begin   by   age   24 . 24  
Among  young  adul ts    (ages   18 -­‐‑25)    in   2010 ,   
15 .8%  had  a    substance   use   d isorder   and  8 .2%  
had  a   ma jor   depress ive   ep isode    (a   wide ly   
measured   d isorder )    in    the   pas t   year ;    for   
adolescents ,    these    f igures   were   4 .6%  and  8 .0%,   
respect ive ly . 25  Another   welcome  addi t ion    i s    the   
inc lus ion   of   denta l   and   v is ion   care    for    ch i ldren .   
However ,   a    ser ious   omiss ion    i s    the    lack   o f   any   
requirement    for   denta l   or   v is ion   care    for   
adul ts .   Young  adul ts    face    t remendous   
problems   in   access    to   denta l   care .   Among  18-­‐‑   
to   25 -­‐‑year -­‐‑o lds ,   42%  did   not   have   a   pas t -­‐‑year   
denta l   v is i t   and   17%  had  unmet   denta l   needs   
in    the   pas t   year ;    for   uninsured   young  adul ts ,   
these    f igures   are   much  h igher :   76%  and  37%,   
respect ive ly . 26  
  

PUBLIC	
  HEALTH	
  INSURANCE:	
  MEDICAID	
  
AND	
  CHIP 	
  
In    the   or ig ina l   ACA   leg is la t ion ,    the   “Medica id   
expans ion ,”   descr ibed   be low,   was   a   ma jor   
vehic le    for   cover ing    the   uninsured ,   a long   with   
the    indiv idual   mandate   and    the   s ta te   hea l th   
insurance   exchanges .   The   ACA  a lso    inc luded  
other    provis ions    re la ted    to   Medica id    and  CHIP.   
  
The	
  Supreme	
  Court’s	
  Ruling	
  on	
  
Medicaid	
  
The   Supreme  Court ’ s   ACA  dec is ion   wi th   
respect    to   Medica id   was   complex .   Under    the   
ACA  s ta tute ,   a    s ta te    that   d id   not    implement   
the   Medica id   expans ion   would   have   been   
penal ized   by    los ing   a l l    f edera l   Medica id   
support ;    that    i s ,   a   non-­‐‑compl iant    s ta te   would   

lose   not    jus t    the    federa l    support    for    the   
expans ion ,   but   a l l    federa l    funds    that    support   
the   s ta te ’s   Medica id   program   in    i t s   ent i re ty .   
The   Supreme  Court   he ld    that    th is   enforcement   
mechanism  was   unconst i tu t ional .   However ,    i t   
a l lowed   the   provis ion   expanding   Medica id    to   
indiv iduals   up    to   133%  FPL   to   s tand,   a long   
wi th    the    increased    federa l    support    for    that   
expans ion . 27, 28, 29, 30, 31  
  
Thus ,   as   a    resul t   o f    the   ACA  dec is ion ,    the   
Medica id   expans ion    i s ,    in   e f fec t ,   opt ional    for   
the   s ta tes    to    implement . 32, 33  A l l   o ther   Medica id   
and  CHIP  re la ted   provis ions   o f    the   ACA  
remain    fu l ly   e f fec t ive ,    inc luding  severa l   more   
fu l ly   d iscussed   be low:      
§  maintenance   o f   pre -­‐‑ACA  Medica id   and  

CHIP  e l ig ib i l i ty    leve ls    (“maintenance   o f   
e f for t” ) ;   

§  mandatory    increase    in    the   e l ig ib i l i ty    leve l   
for   ch i ldren   ages   6 -­‐‑18 ;   

§  requirement    for   cont inued  Medica id   
coverage   up    to   age   26    for    former    fos ter   
youth ;      

§  opt ion    for    s ta tes    to   es tab l i sh   hea l th   homes   
for    indiv iduals   wi th   chronic   condi t ions ;   
and   

§  opt ion    for    s ta tes    to   es tab l i sh   a   Bas ic   Heal th   
Program.   

  
Medicaid	
  Expansion 	
  
As  a    resu l t   o f    the   ACA  dec is ion ,    s ta tes ,    in   
e f fec t ,   have    the   opt ion   of   adopt ing   a   new  
e l ig ib i l i ty   group   for    the ir   Medica id   programs  
that    inc ludes   a l l    c i t izens   and   long-­‐‑ term   lega l   
res idents    in    the   U .S .   who  are   under   age   65 ,   are   
not   pregnant ,   do   not   have   d isab i l i t ies ,   and   
whose    incomes   are   be low  133%  FPL   (or   138%   i f   
income  disregards   are    inc luded) .   Medica id   
a l ready   covers    those   who  are   pregnant   and/or   
have   d isab i l i t ies   a t    leas t   up    to    th is    leve l   and  
those   over   age   65   are   e l ig ib le    for   Medicare .   
  
The   Medica id   expans ion   wi l l    reach   both   
parents   and  ch i ld less   adul ts ,   whose   access    to   
Medica id    in   most    s ta tes    i s   ex tremely    l imi ted   or   
nonexis tent .   As   o f    January   2012 ,   working   
parents   were   covered   by   Medica id    in   17   s ta tes   
on ly   a t    income   leve ls   be low    50%  FPL,    in   16   
s ta tes   a t    income   leve ls    f rom  50-­‐‑99%  FPL,   and  
in   only   18   s ta tes   and  DC  at   100%  FPL  or   a   
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higher    leve l .   Also    in    January   2012 ,    ch i ld less   
non-­‐‑disab led   adul ts    in   26   s ta tes   had   no   access   
a t   a l l    to   Medica id   coverage . 34, 35  
  
Young 	
  Adul ts 	
  
I t    i s   wide ly   agreed    that   young  adul ts   wi l l   be   
among   the    leading   benef ic iar ies   o f    the   
Medica id   expans ion .   For   example ,   one    recent   
es t imate ,    i s sued   a f ter    the   ACA  dec is ion ,   
suggests    that   o f    the   15   mi l l ion   newly   e l ig ib le   
( tak ing    in to   cons iderat ion    that   a l l    s ta tes   may  
not    implement    the   expans ion)   about   ha l f    (7 .8   
mi l l ion)   wi l l   be   under   age   35 . 36  
  
Without    the   expans ion ,   many  young  adul ts   
wi l l    cont inue    to    face    the   ex tremely    low  
Medica id   e l ig ib i l i ty    leve ls    that   were    in   p lace   
in    the i r    s ta tes   pr ior    to    the   ACA.    In    these   
c i rcumstances ,    the i r    incomes   might   be    too   h igh   
to   qual i fy    for   Medica id   under    the ir    s ta te ’s   o ld   
Medica id   e l ig ib i l i ty    leve ls ,   but    too    low   to   meet   
the    low-­‐‑end   threshold   o f   100%  FPL   for   
enro l l ing    in   a    subs id ized   p lan    through   the   
exchanges .    I f    th is   were    to   occur ,   one   o f    the   
resu l ts   o f    the   Supreme  Court ’ s   ACA  dec is ion   
could   be    to    leave   uninsured   one   o f    the   most   
vulnerable   groups    the   ACA  was   des igned    to   
he lp .      
  
Cer ta in   vulnerable   popula t ions   are   espec ia l ly   
l ike ly    to   be   among   those   who  wi l l   benef i t    f rom  
the   Medica id   expans ion .   These    inc lude ,    for   
example ,   homeless    indiv iduals   and   indiv iduals   
who  have   been    involved   with    the   cr iminal   
jus t ice    sys tem,   among  whom  young  adul ts   are   
heavi ly    represented . 37, 38  Each   of    these   groups    i s   
a t   h igh   r i sk    for   having   mult ip le    ser ious   hea l th   
problems,    inc luding   menta l   hea l th   and  
substance   abuse   d isorders .   They   a lso   
f requent ly   have   encountered   severe   
d i f f i cu l t ies   access ing   needed  medica l    care .   
S ta tes    that   have   expanded  Medica id    in    the   pas t   
to   ch i ld less   adul ts   have   exper ienced   
s igni f i cant   enro l lment   by    these   groups .      A   
s tudy  of    s igni f i cant   expans ions   o f   Medica id    in   
three   s ta tes   –   Ar izona ,   Maine ,   and   New  York   –   
found  numerous   benef i t s    resu l t ing    f rom  the   
expans ions . 39, 40  These   benef i t s    inc luded  
improved  access    to   care   and  se l f -­‐‑ reported   
hea l th ,   as   wel l   as   decreased   morta l i ty .   Thus ,   
the   dec is ion   by   s ta tes   o f   whether    to   expand  

Medica id   or   not    i s    l ike ly    to   have   s igni f i cant   
impl ica t ions    for    the   hea l th   o f   vulnerab le    low-­‐‑
income  young  adul ts .   
  
Benef its 	
   for 	
  Newly 	
  E l ig ib le 	
   	
  
I t   wi l l   be   cha l lenging    to   ensure    that   adolescent   
and  young  adul t   Medica id   benef ic iar ies   wi th   
complex   medica l    needs    not    on ly    have    coverage ,   
but   ac tua l ly    rece ive   needed  care   –    th is   wi l l   be   
t rue    for   both    the   newly   e l ig ib le   and    those   who  
have   been   e l ig ib le   under   pr ior    law.   The   ACA  
requires    that   newly   e l ig ib le   adul t   Medica id   
benef ic iar ies   have   access    to   a t    leas t    the   
minimum  Essent ia l   Heal th   Benef i t s ,   but    the   
spec i f i c    scope   o f    these   benef i t s ,   ye t    to   be   
determined   for   each   s ta te ,   wil l   a f fec t   young  
adul ts ’   ab i l i ty    to   obta in   needed  care .   
  
Costs 	
  of 	
  No	
  Medica id 	
  Expansion	
  
Apart    f rom  the   d irec t   ga ins    for    the   newly   
e l ig ib le   benef ic iar ies    themselves ,    there   are   
many  reasons    for    s ta tes    to   choose    to   
implement    the   expans ion . 41, 42  Over    the    f i r s t   
n ine   years   o f    the   expans ion ,    the    federa l   
government   wi l l   bear   93%  of    the   cos t   –   100%  
for    the    f i r s t    three   years   and   percentages   
dec l in ing    to   90%  thereaf ter . 43, 44   I f   a    s ta te   
foregoes    those    funds    to    save    i t s    share   o f    the   
expans ion   cos ts ,    the   s ta te   may   incur   o ther   
cos ts   when   indiv iduals   who  do   not   ga in   
Medica id   coverage    turn    to   emergency   rooms  
and  o ther    loca l    fac i l i t ies    for   care .   Many  of   
those    indiv iduals   wi l l   be   young  adul ts ,   who  
wi l l    cont inue    to   suf fer ,   as    they   have    in    the   
pas t ,    f rom  the   obstac les    that   prevent    the   
uninsured    f rom  seeking   care   or    impel    them  to   
incur   substant ia l   burdens   o f   medica l   debt    for   
essent ia l    serv ices .   
  
Maintenance	
  of	
  Effort 	
  
The   ACA  conta ins    important   “maintenance   o f   
e f for t”    requirements .   Unt i l   a t    leas t   2014 ,    s ta tes   
are    required    to   mainta in    the   Medica id   
e l ig ib i l i ty    leve ls    that   were    in   p lace   when   the   
ACA  was   enacted .   For   adul ts ,    the   Medica id   
maintenance   o f   e f for t   provis ion   wi l l   no    longer   
apply    in   2014 ,   once    the   s ta te   hea l th    insurance   
exchanges   are   operat ional .   For   ch i ldren   and  
adolescents   up    to   age   18 ,    the   maintenance   o f   
e f for t   provis ions    for   Medica id   and  CHIP  
cont inue   unt i l   2019 .   E i ther    ro l l ing   back   
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e l ig ib i l i ty    leve ls   or    ins t i tu t ing   more   
burdensome  enro l lment   procedures   would   
resul t    in    fewer   adolescents   and   young  adul ts   
be ing   ab le    to   qual i fy    for   Medica id   and  CHIP.      
  
Eligibi l ity	
   Increase	
  for	
  Children	
  and	
  
Adolescents 	
  
A  provis ion   o f    the   ACA,   which    i s    separate   
f rom  the   Medica id   expans ion   and   thus    i s    in tac t   
a f ter    the   Supreme  Court ’ s   dec is ion ,    requires   
s ta tes    to    ra ise    the   Medica id   e l ig ib i l i ty   
threshold    for   ch i ldren   ages   6 -­‐‑18    to   133%  FPL  
e f fec t ive    in   2014 .   The   minimum  e l ig ib i l i ty   
threshold    for    th is   age   group  was   previous ly   
se t   a t   100%  FPL,    so    that    s ta tes   were    required   
to   o f fer    coverage   a t    leas t   up    to    that    leve l . 45  
A l though  a t    leas t   10   s ta tes   had   a l ready   
adopted   more   generous    leve ls   h igher    than   
133%  FPL  by   2012 ,   adolescents    in   most    s ta tes   
wi l l   benef i t    f rom  th is   h igher   e l ig ib i l i ty   
threshold .   Current ly ,    these   e l ig ib i l i ty    leve ls   
vary   widely   among   the   s ta tes    for   ch i ldren   ages   
6 -­‐‑19   –    f rom  a    low  of   100%  FPL   in   a    large   
ma jor i ty   o f    s ta tes    to   a   h igh   of   275%  FPL   in   one   
s ta te . 46  A l though  some  adolescents    in   a    s ta te   
where   e l ig ib i l i ty   current ly   exceeds   133%  FPL  
wi l l    lose   Medica id   e l ig ib i l i ty   when  
maintenance   o f   e f for t   ends    for   ch i ldren   and  
adolescents    in   2019 ,    they   should   be   ab le    to   
rece ive   subs id ized   coverage    through   the   
exchanges .   However ,   an    important   quest ion   
remains   about   whether    the   benef i t   package   –   
which   wi l l   be   whatever    the i r    s ta te   adopts   as   
i t s   Essent ia l   Heal th   Benef i t s   –   wi l l   be   as   broad   
as    the   package   ava i lab le    f rom  Medica id .      
  
Coverage	
  to	
  Age	
  26	
  for	
  Former	
  Foster	
  
Youth 	
  
Another    important   provis ion   o f    the   ACA  
requires    s ta tes ,   beg inning    in   2014 ,    to   cont inue   
Medica id   coverage    for   youth   ag ing   out   o f   
fos ter   care   unt i l    they    reach   age   26 . 47  These   
youth   are   among   the   most   vulnerable ,   both   
because    they   are   a t    r i sk    for   mul t ip le   hea l th   
problems,   and   because    they   have   ex treme  
d i f f i cu l ty   secur ing   hea l th    insurance   coverage .   
This   ACA  provis ion   provides   a    sa fe ty   net    for   
these   young  people ,   who  do   not   have    fami l ies   
to    support    them,    that    i s    comparable    to    the   one   
a l lowing   o ther   young  adul ts    to    remain   covered   
as   a   dependent   on   a   parent ’s   hea l th    insurance   

p lan    to   age   26 .   Even   with    th is    coverage   
requirement    in   p lace ,   numerous   quest ions   
remain   about   how  to    implement    i t    in   ways    that   
wi l l    ensure    i t    reaches    the   e l ig ib le    former    fos ter   
youth .   
  
Health	
  Homes	
  
One  potent ia l    complement    to    the   Essent ia l   
Heal th   Benef i t s    for   Medica id   e l ig ib le   young  
people    i s    the   ACA’s   provis ion   g iv ing   s ta tes   a   
new  opt ion    to   crea te   “Heal th   Homes .” 48  These   
Heal th   Homes   o f fer    the   poss ib i l i ty   o f   
provid ing   coordinated   care    to   Medica id   
benef ic iar ies   who  have   one   or   more   chronic   
condi t ions ,    such   as   menta l   hea l th   or    substance   
abuse   d isorders ,   as thma,   d iabetes ,   or    severe   
obes i ty .   The    l i s t   o f    serv ices    i s   broad   and  
inc ludes   care   coordinat ion ,    support ,   and   
re ferra l    serv ices ,   which   can   be   provided   by   a   
range   o f   des ignated   providers   or   var ious   
hea l th    teams.   S ta tes    rece ive   a   90%  federa l   
match    for    the   spec i f i c   Heal th   Home  serv ices   
( separate    f rom  funding    for    the   under ly ing   
Medica id   serv ices )   provided    to   an    indiv idual   
for   up    to    two  years    (or   e ight   quar ters ) .   This   
opt ion   holds   promise    for    increas ing   access    to   
coordinated   care    for   adolescent   and   young  
adul t   Medica id   benef ic iar ies   who  have   
complex   medica l   needs   or   chronic   condi t ions .   
As   o f   August   2012 ,   20   s ta tes   had   expressed   
in teres t    in    th is   opt ion   and  s ix   had   rece ived   
approval    to    implement    i t .   
  
Basic	
  Health	
  Program 	
  
The   ACA  made   an   addi t iona l   opt ion   ava i lab le   
to    s ta tes    to   es tab l i sh   a   Bas ic   Heal th   Program  
(BHP) ,   an   addi t ional   mechanism  for    insurance   
coverage    that    s ta tes   can   o f fer   us ing    federa l    tax   
subs idy   dol lars . 49, 50  Not    technica l ly   par t   o f   
Medica id ,    the   BHP  opt ion    i s    in tended  as   
another   way    for    s ta tes    to    increase   cont inui ty   
o f    coverage   and  care    for    low   income  
popula t ions   by   br idging   potent ia l   e l ig ib i l i ty   
gaps   be tween   Medica id   and   the   exchanges .    In   
s ta tes   choos ing    to   es tab l i sh   a   BHP,   e l ig ib le   
indiv iduals   would    inc lude   pr imar i ly    those   
whose    incomes   are   be tween   133%  and  200%  
FPL;    lawful    immigrants   wi th    incomes   up    to   
200%  FPL,    inc luding    those   wi th    incomes    lower   
than   133%  FPL,   would   a lso   be   e l ig ib le .   The   
benef i t s   would   have    to   be   a t    leas t   equal    to    the   
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Essent ia l   Heal th   Benef i t s   package    in    the   s ta te .   
Indiv iduals   e l ig ib le    for    the   BHP  would   not   be   
e l ig ib le    for    subs id ies    through   the   exchanges ,   
but    the i r   premiums  and  other   cos t -­‐‑shar ing   
could   not   be   h igher    than    they   would   be   
through   the   exchanges .    I t    i s   unc lear   how  many  
s ta tes   wi l l    choose    th is   opt ion   and  many  
implementat ion   deta i l s   are   ye t    to   be   
determined,   but    in   s ta tes    that   es tab l i sh   a   BHP,   
many  adolescents   and  young  adul ts   would   be   
par t   o f    the   e l ig ib le   popula t ion .   
  

PREVENTIVE	
  HEALTH	
  SERVICES	
  
The   Supreme  Court   dec is ion    le f t    in tac t   a l l   o f   
the   ACA’s   provis ions    to    increase   access    to   and   
use   o f   prevent ive   serv ices    in   both   pr ivate   and  
publ ic    insurance .   These   provis ions   wi l l   be ,   or   
a l ready   have   been ,   benef ic ia l    for   adolescents   
and  young  adul ts .   
  
Of   par t icu lar    importance    i s    the    requirement   
that   most   pr ivate   hea l th    insurance   p lans      –   
inc luding   both   employer-­‐‑based   and   indiv idual   
market   p lans   –   cover   a    spec i f ied   se t   o f   
prevent ive   serv ices   wi thout   cos t -­‐‑shar ing .   
These   serv ices    inc lude    the   ev idence-­‐‑based   
screening   and  counse l ing   serv ices    ra ted   h ighly   
by    the   U .S .   Prevent ive   Serv ices   Task   Force ;   
immunizat ions    recommended  by    the   Advisory   
Commit tee   on    Immunizat ion   Prac t ices ;    the   
Br ight   Futures   pedia tr ic   guide l ines ;   and    the   
serv ices    inc luded   in    the   Women’s   Prevent ive   
Heal th   Serv ices   Guide l ines . 51  These   prevent ive   
serv ices   must   a lso   be   par t   o f    the   Essent ia l   
Heal th   Benef i t s .   The    requirement    for   no-­‐‑cos t   
coverage   o f   most   o f    these   prevent ive   serv ices   
became  e f fec t ive    in   2010 ;    the   addi t ion   o f   
serv ices    spec i f ied    in    the   Women’s   Prevent ive   
Serv ices   Guidel ines    took   e f fec t    in   August   2012 .   
HHS  es t imated    in   February   2012    that   as   a   
resu l t   o f    th is    requirement ,   54   mi l l ion   
indiv iduals   had   rece ived   expanded  coverage   o f   
a t    leas t    some  prevent ive   serv ices . 52  
  
Severa l   o f    the   prevent ive   serv ices    that   must   be   
covered   wi thout   cos t    shar ing    for   a l l   adul ts   
inc ludes   severa l    that   are   very    important    for   
young  adul ts :    immunizat ions ;   a lcohol   misuse   
screening   and  counse l ing ;    tobacco   use   
screening   and  cessa t ion    in tervent ions ;   
depress ion   screening ;   Type   2   Diabetes   

screening ;   d ie t    counse l ing    for   adul ts   a t   h igher   
r i sk    for   chronic   d isease ;   obes i ty   screening   and  
counse l ing ;   HIV  screening ;   STI   prevent ion   
counse l ing ;   and   syphi l i s    screening .   Some  of   
these   serv ices   are    spec i f ied   only    for   
indiv iduals   a t    increased   r i sk .   Most   young  
adul ts   wi l l    l ike ly   benef i t    f rom  no-­‐‑cos t   access   
to    these   prevent ive   serv ices .   
  
In   accordance   wi th    the   Women’s   Prevent ive   
Serv ices   Guidel ines , 53  pr ivate   p lans   must   o f fer   
addi t ional    serv ices    to   women  without   cos t -­‐‑
shar ing ,   as   wel l   as    the   serv ices    that   must   be   
ava i lab le    to   a l l   adul ts . 54, 55, 56, 57  A    few  of    these   
addi t ional    serv ices    that   are   o f   par t icu lar   
importance    for    female   adolescents   and  young  
adul ts    inc lude :    contracept ion ;   domest ic   and  
in terpersonal   v io lence   screening   and  
counse l ing ;   and  wel l -­‐‑woman  v is i t s    to   obta in   
recommended  prevent ive   serv ices .   Most    female   
adolescents   and  young  adul ts   wi l l    l ike ly   
benef i t    f rom  no-­‐‑cos t   access    to    these   prevent ive   
serv ices .    In   par t icu lar ,    the    inc lus ion   of    the    fu l l   
range   o f   FDA-­‐‑approved  contracept ive   methods   
i s   wi thout   ques t ion   benef ic ia l    for   adolescents   
and  young  adul ts .   
  

FUTURE	
  POLICY	
  CHOICES	
  
The    federa l   government   and  s ta tes    face   ma jor   
pol icy   choices   as    implementat ion   o f    the   ACA  
moves    forward    in    the   wake   o f    the   Supreme  
Court ’ s   dec is ion   and   the   2012   e lec t ion .   
Opponents   o f    the   ACA  wi l l    cont inue    to   
cha l lenge    the   ent i re   ACA  or   key   par ts   o f    i t ,   
and   some  s ta tes   wi l l    res is t    implementat ion   o f   
spec i f i c   par ts   o f    the    law.   HHS  and  other   
federa l   agenc ies   wi l l    cont inue    to    i ssue   and  
update    regula t ions   and  guidance   wi th    respect   
to    s igni f i cant   provis ions   o f    the   ACA.   Between   
now  and  2014 ,   par t icu lar ly    important   choices   
must   be   made   by    the   s ta tes .   One   major   
dec is ion    for   each   s ta te    i s   whether    to   operate   
i t s   own  hea l th    insurance   exchange ,   par tner   
wi th    the    federa l   government    to    run    the   
exchange ,   or    leave    i t    ent i re ly    to    the    federa l   
government    to   do   so .   Another   key   choice    for   
each   s ta te    i s   whether    (and  when)    to    implement   
the   Medica id   expans ion .   HHS  has   o f fered   
f lex ib i l i ty    to    the   s ta tes   wi th   some  of    the   
deadl ines   assoc ia ted   wi th    these   choices   and  
with   o ther    requirements ,    so   some  aspects   o f   
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ACA  implementat ion   may  cont inue    to   be   a   
moving    target .   
  
As   ACA   implementat ion   moves    forward,   key   
quest ions    to   moni tor    in   order    to   determine   
how  adolescents   and  young  adul ts   wi l l   be   
a f fec ted    inc lude :   
§  What   spec i f i c    content    i s    inc luded   in    the   

Essent ia l   Heal th   Benef i t s   package    in   each   
s ta te?      

§  Which   prevent ive   serv ices   are    inc luded   in   
each   s ta te ’s   Essent ia l   Heal th   Benef i t s   
package?      

§  Has   the   exchange    in   each   s ta te   es tab l i shed   
a    seamless   process    for   apply ing    for   
indiv idual   coverage   and  be ing   approved  
for    the   appropr ia te   p lan?   

§  I s    there   an   e f fec t ive   process    for   
determining   e l ig ib i l i ty    for   premium  tax   
credi ts   and  cos t -­‐‑shar ing   subs id ies?   

§  Has  each   s ta te   opted    to    implement    the   
Medica id   expans ion?   

§  In   s ta tes    that   do   not    implement    the   
Medica id   expans ion   are    some  young  adul ts   
le f t   uninsured   due    to   a   gap   between    the   
e l ig ib i l i ty    leve l    for   Medica id   and   for    the   
exchange?   

§  Has  each   s ta te    increased    i t s   Medica id   
e l ig ib i l i ty    leve l   up    to   133%  FPL   for   
ch i ldren   and  adolescents   ages   6 -­‐‑18?   

§  Has  each   s ta te   mainta ined    i t s   Medica id   and  
CHIP  e l ig ib i l i ty    leve ls    for   ch i ldren   and  
adolescents   unt i l   2019?   

§  Has  each   s ta te   ex tended  Medica id   coverage   
for    former    fos ter   youth    to   age   26?   

  

CONCLUSION	
  	
  
The   Supreme  Court ’ s   ACA  dec is ion   and   the   
recent   e lec t ion   have   g iven   a   green    l ight    to   
cont inued   implementat ion   of    the   ACA  –   
s ignals    that   are   welcome   to    those   concerned   
about    the   hea l th   and  hea l th   care   access   o f   
adolescents   and  young  adul ts .   Many  complex   
quest ions   about   e l ig ib i l i ty ,    scope   o f   benef i t s ,   
subs id ies ,   and   access    to   care    for    these   age   
groups    remain   unanswered .   Many   important   
dec is ions   must    s t i l l   be   made   by    the    federa l   
government   and   the   s ta tes    that   wi l l   have   a   
s igni f i cant    impact   on   adolescents   and   young  
adul ts   –   espec ia l ly   dec is ions   about   whether    to   
implement    the   Medica id   expans ion   and  which   
spec i f i c   benef i t s    to    inc lude    in    the   Essent ia l   
Heal th   Benef i t s    package .   At    th is    t ime ,    however ,   
a l l    the    indica t ions   are    that    the   Supreme  
Court ’ s   dec is ion   wi l l   a l low   that    the   ACA  to   be   
implemented    in   ways    that   wi l l   benef i t   mi l l ions   
o f   young  people .
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