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Introduction
The federal Patient Protection and Affordable  
Care Act (ACA) was largely modeled after the  
Massachusetts (MA) 2006 landmark health care  
reform effort, Chapter 58 of the Acts of 2006 
(Chapter 58), entitled An Act Providing Access to  
Affordable, Quality, Accountable Health Care.1–6 

This case study examines the impact of Chapter  
58 in MA provide lessons learned to states to  
inform their ongoing implementation of the  
ACA, forecast potential effects on public health 
practice, and highlight opportunities to improve 
population health outcomes. 

Background 
Prior to the passage of Chapter 58 in 2006, the  
uninsured rate in MA (6.4%) was signi�cantly  
lower than that of the U.S. as a whole (15.8%) —  
a result of numerous reforms over two decades that 
strengthened MA’s safety net structure, introduced 
insurance market reform, and expanded health  
insurance access. While MA’s Chapter 58 built on 
these prior efforts through transforming the state’s 











A MA CASE STUDY: Lessons Learned for Publ ic Heal th Systems across the U.S. 5

Health Resources in Action

�• 

New HIV diagnosis rates in MA, already trending 
downward, displayed a further sharp drop of  
25% over the three years following Chapter 58  
(�������), while the national rate rose by 2%. The  
Massachusetts Department of Public Health and 
HIV organizations in the state believe that this was 
the result of increasing access to care and treatment 
for HIV-positive residents. The hypothesis is that 
“treatment is prevention.” 

In other words, diagnosing and treating HIV- 
positive patients early lowered their viral loads  
suf�ciently to decrease the likelihood of infecting 
others. Additional evidence of this was that  
Medicaid spending on inpatient hospitalizations,  
as well as mortality rates for people with HIV,  
decreased during this time period.8,9

Note: Number of diagnoses reflects year of diagnosis for HIV infection among all individuals reported with  
HIV infection, with or without an AIDS diagnosis. 

Source: 
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Patient navigation by non-traditional providers has 
bene�ts beyond enrolling in insurance plans; these 
trusted advisors equip the newly insured to maximize 
the bene�ts and opportunities for the health care 
system to improve their health. Chapter 58 catalyzed 
MA’s successful community health workers initiative 
by commissioning a study of CHW roles that led 
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Coordinated efforts to evaluate many outcome  
measures of Chapter 58 have not occurred. The few 
studies that have been conducted have focused on 
the number of insured individuals and their access to 
health care, but not necessarily on tracking changes  
in population health outcomes. 

“ Throughout this country, we 
should begin pulling together the 
resources to create meaningful, 
longitudinal research and  
evaluation of the community 
health impacts of medical  
payment reform.”

– State Epidemiology Researcher

Collecting baseline information at the outset of  
ACA implementation and establishing systems and 
procedures to monitor the process and outcomes  
of health care reform efforts regularly is critical to 
developing an understanding of the ef�cacy and  
impact of these efforts. Developing and pursuing this 
research agenda on a national level would be ideal.  
As more people across the U.S. obtain health insurance 
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“ Sometimes public health just has  
to [be there] to ask the questions.  
How do we make sure that while 
we increase access, we are also 
doing things to keep people 
healthy overall? How do we make 
sure that we are increasing the 
number of smoking cessation  
programs and implementing  
programs that keep people from 
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‡����������such as immunizations, substance 
abuse services, and STD and TB clinics. Identify 
which functions can be shifted to clinical settings, 
and ��������������������������������‡������
�����€€����for those services that should remain 
in the public health sphere;

•  Identify and implement opportunities to ������
����€��•�������‡��
�����
�€��•����•�����•�����Œ����
€��
������
����‡‡���� to leverage opportunities to 
promote population health; 

•  ���•���������������������������������‡������������
to public health departments and safety net  
providers needed to prepare for increases in patient 
volume and bill insurers for reimbursable services;

•  •����‡�����€
������������������effective  
strategies to maximize quality of care, reduce cost, 
and improve health outcomes; and

•  ������������•�
�����the process and outcomes 
of health care reform efforts.

’����
���������‡������•�����������
“�

��������������
Public health leaders realized they missed an  
opportunity in the early rounds of health care reform  
to build in a formalized role for public health  
prevention. The state’s public health association  
took a leadership role in rectifying this situation by 
forming a powerful coalition and messaging to help 
policymakers understand the essential value  
of public health in improving health and controlling 
costs. The MA Prevention and Wellness Trust Fund 
was established by legislation (Chapter 224) in  
the years following Chapter 58 to provide a more 
intentional funding source for community  
prevention. Monies from this trust must be used  
to: reduce the rate of common preventable health  
conditions; increase healthy habits; increase  
the adoption of effective health management and  
workplace wellness programs; address health  
disparities; and/or build evidence on effective  
prevention programming. Allocating an ample and 
protected budget for public health strategies, and 
measuring their value, is an important vehicle for 
addressing population and community health issues. 
MA’s innovative Prevention and Wellness Trust Fund 
is a model that can be replicated on a broad scale. 
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Next steps for public health systems across the nation

The public health sector should be at the table to 
inform health care reform efforts in order to achieve 
the three-part aim of improving health, reducing 
costs, and maintaining a high quality patient care 
experience. Universal insurance access does not  
necessarily mean population health needs and  
aims will be addressed, especially for vulnerable 
populations.

Prevention experts should articulate the value  
added (ROI) that public health efforts bring to a 
comprehensive reform effort, going beyond access 
and addressing population health to enhance  
effectiveness of health care reform efforts around  
the nation. 

To accomplish these objectives: a robust safety  
net should be preserved; culturally appropriate  
enrollment strategies should be provided; the  
public health system should prepare its staff and 
systems to adjust to changes; data should inform 
achievement of the triple aim, especially improved 
population health; addressing disparities should  
be a centerpiece of health care reform efforts; and 
resources should be provided for community  
prevention efforts.

Lessons learned from the MA experience  
implementing the health care reforms mandated by 
Chapter 58 serve as instructive messages as states 
across the nation implement the ACA. As the nation 
embarks on health care reform, states can embrace 
the �ndings and recommendations of this research 
to inform their strategies and efforts, avoid  
pitfalls, and increase the likelihood of successfully 
expanding access and improving individual and 
community health.
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Appendix A: Comparison of Major Provisions in  
Massachusetts’s Chapter 58 and the ACA

Insurance  
Market Reforms 
 
 
 
 
 
 

State-based  
Exchange  
 
 
 
 
 
 
 
 
 

Subsidies for  
Private Coverage 

Systemic insurance 
market reforms require 
guaranteed issue,  
community rating, and 
coverage standards. 
 
 
 

Health insurance  
marketplaces enable 
individuals and small 
businesses to compare 
and purchase private 
insurance that meets 
certain coverage and 
cost standards.  
 
 
 

Subsidies are provided 
to low-income  
individuals to purchase 
private insurance. 

 
Chapter 58

Systemic insurance market  
reforms also required 
affordability standards. 
Individual and small group 
markets were merged into a 
single risk pool. Dependent 
coverage was expanded to 
age 25 or two years after 
loss of dependent status.

The Connector established 
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SHOP (Small  
Business Health 
Options Program) 
Exchange  
Eligibility &  
Subsidies 
 
 
 
 
 
 
 
 
 
 
 

Expansion of  
Public Coverage 
 
 
 
 
 
 
 
 
 

Individual  
Coverage  
Requirement 

Certain businesses  
are required to offer 
health insurance to  
their employees or face  
�nancial penalties. 
 
 
 
 
 
 
 
 
 
 
 
 

Medicaid coverage  
was expanded. 
 
 
 
 
 
 
 
 
 

Individuals must be 
enrolled in an insurance 
plan that meets  
minimum requirements 
or face a �nancial  
penalty. The minimum 
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Appendix B: Milestones of Health Care Reform in Massachusetts

1 McDonough et al., 2006
2  An attempt to achieve universal health care through a 

“play-or-pay” employer mandate
3 Wachen & Leida, 2012
4  Expanded eligibility for MassHealth and the Children’s 

Medical Security Plan. Passage of the Non-Group Health 
Insurance Reform Act.

5  https://malegislature.gov/Laws/SessionLaws/Acts/ 
2008/Chapter305

6  This legislation aimed to improve quality and contain 
costs through requiring electronic health records; 
streamlining insurer and provider billing and coding; 
recruitment and retention of primary care providers; 
instituting marketing restrictions on pharmaceutical 
companies; and commissioning various studies on cost 
containment and quality improvement measures. 

7  https://malegislature.gov/Laws/SessionLaws/Acts/ 
2010/Chapter288

8  This legislation aimed to improve quality and contain 
costs through creation of a group wellness pilot program;  
analyzing mandated insurance benefits; requiring health 
care providers to track and report quality information; 
requiring health insurance carriers to calculate and 

1985:
Creation of the  

Uncompensated 
Care Pool1

1996–1997:
Second wave 
of health care 

reform1, 3, 4

2008:
Chapter 305 � 

An Act to Promote 
Cost Containment, 
Transparency, and 
Ef�ciency in the 

Delivery of Quality 
Health Care5, 6

2010:
Chapter 288 � 

An Act to Promote 
Cost Containment, 
Transparency, and 
Ef�ciency in the 
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