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ACAView’s Second Report on the 
Affordable Care Act 
The year 2014 brought great changes to American health care as 
implementation of the Affordable Care Act continued and its central 
provisions on coverage expansion took effect. Millions of people 
have gained coverage through the new health care marketplaces 
and through the expansion of Medicaid eligibility in many states.  
The impact and complexity of the ACA make it essential to monitor  
its effects on care delivery. The need to track the effects of the ACA 
becomes even greater as Americans debate potential changes to  
the law and its implementation that could result from different state 
approaches to Medicaid expansion, court challenges, and legislative 
measures from Congress. 

ACAView is a joint effort between the Robert Wood Johnson 
Foundation and athenahealth, a cloud-based health care technology 
and services company. Because athenahealth is cloud-based, we 
can analyze and report rapidly on how the ACA is affecting physician 
practices. For this report, we looked at the following questions:

1.	�	� With roughly 10 million newly insured individuals in 2014,  
are physicians seeing more new patients in their practices?

2.	� Did new patients have greater health needs in 2014 than in  
the past?

3.	�	� What percentage of patients who were uninsured in 2013 
obtained insurance in 2014? 

4.	� To what extent did the ACA bring new coverage to patients  
of different ages? 

5.	�	� How did the ACA change the insurance coverage of patients  
seen in providers’ practices in 2014?

Summary of Findings
The following is a summary of our findings based on analysis of the 
ACAView sample of nearly 16,000 health care providers.

New-patient volumes

1. Concerns that physicians would be overwhelmed by new 
patients have not been borne out. 

Prior to health care reform, some commentators expressed concern 
that physicians and other providers might be overwhelmed by new 
patients. This has not occurred. The proportion of new-patient visits to 
primary-care providers increased very slightly, from 22.6 percent in 
2013 to 22.9 percent in 2014.1 (See page 7.) 

2. Although the proportion of visits from new patients 
increased only slightly, providers are conducting a higher 
proportion of more comprehensive patient evaluations. 

Although providers are not seeing a materially higher proportion  
of new patients, they are more likely to conduct comprehensive 
new-patient assessments. The proportion of visits for comprehensive 
evaluation and management of new patients, including taking a 
patient history, conducting a physical exam and making medical 
decisions, increased from 6.7 percent in 2013 to 7.0 percent in 2014, 
a relative increase of 4.5 percent. (See page 7.) 

3. New patients visiting physician offices in 2014 were not 
sicker or more complex than in 2013. 

We found no evidence that patient complexity increased in 2014: 
physician work intensity per visit remained flat, diagnoses per visit 
increased slightly, and the percentage of visits with high-complexity 
evaluation and management codes actually decreased slightly. 
Primary care providers are seeing a higher proportion of patients with 
diagnosed mental disorders, but this appears to reflect a continuing 
trend that predated coverage expansion. (See pages 7-8.)

The impact and complexity  
of the ACA make it essential  

to monitor its effects on  
care delivery.

1 New-patient visits are defined as those where an individual has not seen a given provider in at least two years.  
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Increased Insurance Coverage

4. From the physician perspective, the proportion of patient  
visits by uninsured individuals has fallen much more in 
expansion states than in non-expansion states.

As a result of the 2012 Supreme Court decision on the constitutionality 
of the ACA, states may elect whether or not to increase the number 
of individuals who qualify for Medicaid. About half the states elected 
to do so, while the others generally maintained their approaches to 
Medicaid eligibility. The numbers of uninsured patients have fallen 
much more precipitously in expansion states than in non-expansion 
states. From 2013 to 2014, the proportion of visits by uninsured 
patients in Medicaid expansion states fell from 4.6 percent to 2.8 
percent, a relative decrease of 39 percent. In the non-expansion 
states, the proportion of visits by uninsured patients fell from 7.0 
percent to 6.2 percent, a decrease of only 11 percent. (See page 9.)

5. The ACA has dramatically benefited uninsured individuals 
with stable provider relationships, particularly in expansion 
states.

We analyzed data for 100,000 patients with stable physician 
relationships who were uninsured for at least part of 2012-2014.  
The proportion of these individuals who obtained insurance after 
ACA implementation increased dramatically and much more in the 
expansion states (from 34.8 percent to 57 percent) than in non-
expansion states (from 27.8 percent to 36.5 percent). (See page 9.)

6. Prior to coverage expansion, fewer uninsured adults in 
older age brackets obtained insurance; the ACA has all but 
eliminated these age disparities.

In 2013, adult patients between 35 and 64 were significantly less 
likely to obtain insurance compared with those between 18 and 34. 
With coverage expansion, these age differences have largely 
disappeared, particularly in the Medicaid-expansion states.  
(See page 10.)

 

Changing Payer Mix 

7. Coverage expansion has changed the payer mix in 
physician practices, boosting the proportion of Medicaid 
patients in the Medicaid-expansion states and increasing 
the share of commercially insured patients in the non-
expansion states.

The ACA has changed physician payer mix substantially. In non-
expansion states, the proportion of visits from commercially insured 
patients increased from 72.0 percent to 74.0 percent. In expansion 
states, the proportion of visits from Medicaid patients rose from 12.8 
percent to 15.6 percent. (See page 11.)

8. Although Medicaid enrollment increased in non-expansion 
states, Medicaid patient volumes in these states are actually 
declining.

Under the ACA, the number of individuals enrolled in Medicaid 
increased by1.5 million in non-expansion states despite the fact that 
eligibility criteria remained relatively constant.2 This is likely due to the 
fact that publicity around the ACA encouraged qualified individuals 
to obtain Medicaid coverage they had not previously applied for. 
Despite this increased Medicaid coverage, the number of Medicaid 
enrollees seen in physician offices in non-expansion states actually 
decreased by 10.8 percent. (See page 11.)

9. The increase in Medicaid utilization in expansion states 
occurred very quickly, with a substantial uptick occurring 
within three months of ACA implementation.

Physician payer mix3 tends to be extremely stable over time.  
In expansion states, however, the proportion of visits with Medicaid 
patients spiked quickly, from 12.2 percent in December 2013 to 15 
percent in March 2014. Medicaid mix peaked at 16.7 percent of  
all visits in September. (See page 11.)  

10. A small but increasing number of patients switched from 
commercial insurance coverage to Medicaid.

In the Medicaid expansion states, 1.1 percent of individuals with 
commercial coverage switched to Medicaid from 2012 to 2013. This 
number increased to 1.8 percent between 2013 and 2014, a significant 
increase in relative terms. This increase in switching from commercial 
to Medicaid coverage could reflect both individuals who lost their 
jobs and low-income workers who chose Medicaid to avoid premium 
contributions and to reduce their out-of-pocket costs. (See page 12.) 

2  Kaiser Family Foundation, Total Monthly Medicaid and CHIP Enrollment, http://kff.org/health-reform/state-indicator/total-monthly-medicaid-and-chip-enrollment/#, accessed 9 February 2015.
3  Physician payer mix refers to the proportion of patients with particular types of insurance coverage as a percentage of all visits.
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About ACAView
ACAView is a joint initiative of the Robert Wood Johnson Foundation 
(RWJF) and athenaResearch, a department of athenahealth. RWJF is 
the nation’s largest foundation focused solely on improving health 
and health care. athenahealth is a health care information technology 
and services company serving more than 62,000 providers in 
approximately 100 specialties across the country.

The ACAView initiative provides researchers, policymakers, and the 
public with regular updates on how the Affordable Care Act (ACA) 
is affecting provider practices. We focus on the ACA’s goal of 
increasing insurance coverage through expanding Medicaid eligibility 
and providing affordable commercial insurance through federal 
subsidies on new health insurance marketplaces. ACAView uses data 
aggregated from athenahealth’s ambulatory-care software platform, 
a cloud-based system for managing patient health records, billing 
and communication. athenahealth data offers near real time visibility 
into patient demographics, clinical services and practice economics. 
athenahealth's data represents actual patient-provider encounters, 
and therefore provides greater precision and a larger range of 
metrics than self-reported surveys permit.

Our first report, which was published in July 2014, provided an  
early description of changes in insurance and health status following 
implementation of the ACA.4 This second report covers data  
through 2014. We will continue to publish regular reports as 
changes in the health care system become more apparent. 
athenahealth is also providing monthly updates to RWJF, and 
additional information is available on the RWJF website and  
on CloudView, an athenahealth blog.5

Sample Overview

ACAView tracks provider activity among practice locations that have 
used athenahealth’s cloud-based software continuously since at least 
December 31, 2010. Comparing data over time within a single practice 
cohort allows us to capture shifts in patient demographics, practice 
patterns and payer policies.

The practices reported in the ACAView metrics, a subset of all 
practices in athenahealth’s database, include roughly 15,000 
providers. Approximately 35 percent are primary-care providers,  
7 percent are pediatricians, 7 percent are obstetricians or 
gynecologists, with the remainder distributed across various 
specialties. (See Figure 1 for more detailed data on the providers, 
patients and encounters in the research sample.)

Relative to the nation’s practitioners as a whole, the ACAView cohort 
has fewer solo practices and more practices with 10 or more 
physicians, as well as a higher proportion in the South and a smaller 
proportion in the West. Most of the physicians in the sample are 
community practitioners, rather than affiliates of academic medical 
centers. Our sample does not include visits to emergency departments 
or inpatient settings. The appendix to this report includes a more detailed 
comparison of the ACAView sample to selected national benchmarks. 

 

4 Available for download at http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2014/rwjf414550.
5 Reports and blog posts online at http://www.rwjf.org/en/research-publications/find-rwjf-research/2014/03/athenahealth.html and at http://www.athenahealth.com/blog/.
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New-Patient Volumes

1. Concerns that physicians would be overwhelmed by new 
patients have not been borne out.

The ACA was intended to dramatically reduce the number of 
individuals without health insurance so as to improve their health 
outcomes. In the run-up to coverage expansion, some commentators 
expressed concern that physicians’ offices would be overwhelmed 
by the demand for visits by newly insured patients.6 As we explore 
below, these concerns did not materialize in the first year of 
coverage expansion. In fact, the number of new patients that doctors 
are seeing has increased only slightly. 

We analyzed two measures of patient access to physician services. 
The first is the proportion of all patient visits accounted for by new 
patients. We define a new patient as one who has not seen a given 
provider in at least two years. We carry the new-patient designation 
through the year; a patient who satisfied our new-patient criteria in 
January 2013, for example, is considered new through all of 2013. 
This definition allows us to measure the proportion of total physician 
work devoted to new patients over the course of the year.

Although millions of people have gained insurance, providers have 
not seen an overwhelming influx of new patients. Figure 2 shows that 
the proportions of visits from new patients for five physician categories 
did not change appreciably from 2013 to 2014. For example, PCPs 
had 22.6 percent of their visits from new patients in 2013 and 22.9 
percent in 2014. Similarly, small increases were evident for pediatricians 
and surgeons, while the proportion of new-patient visits was flat for 
OB/GYNS and declined slightly for other medical specialists. 

There are several possible explanations for this small increase in  
the proportion of visits by new patients. Approximately 10 million 
individuals gained coverage in 2014, representing about 3 percent 
of the U.S. population. Some of these newly insured individuals 
already had established provider relationships, even without 
insurance, so would not be counted as new patients. Many others 
might not have needed to visit a physician after getting coverage or 
might have sought care in an emergency department. As a result, the 
overall proportion of new patients visiting PCPs in 2014 might be 
expected to be modest. In addition, the small increase in new-patient 
visits could be partly explained by some practices not accepting new 
patients or not belonging to networks affiliated with plans offered 
through the exchanges.

Figure 1. Research Sample1 
Average Annual Number of Providers, Patients and Encounters for the Period 2013-2014
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1 Practices active before 2011 
2 Unique patients cannot be summed across specialties, since patients may see providers in multiple specialties

6 See, for example, a study from the Kaiser Family Foundation stating that pent-up demand would strain the primary care health system (https://kaiserfamilyfoundation.files.wordpress com/2013/01/8161.
pdf) and from the U.S. Health Resources and Services Administration, warning that shortages of PCPs would be aggravated by new ACA coverage (http://bhpr.hrsa.gov/healthworkforce/supplydemand/
usworkforce/primarycare/projectingprimarycare.pdf).
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Figure 2. Proportion of Visits From New Patients,  
by Specialty Category
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2. Although the proportion of visits from new patients 
increased only slightly, providers are conducting a higher 
proportion of more comprehensive patient evaluations. 

While physicians are not seeing much greater numbers of new patients, 
there is some indication they are conducting more comprehensive 
assessments for the new patients they do see. Our second measure of 
new-patient volumes uses billing codes for evaluation and management 
(E&M) services. For this more stringent definition of new patients, we 
counted patients as new if their visit was recorded with the procedure 
codes indicating a new-patient E&M visit. 7 These new-patient 
procedure codes are recorded for patients who have not seen a given 
provider or a provider with the same specialty in a particular practice 
in at least three years. The visit must also include a patient history,  
a physical exam, and medical decision-making. This definition of 
new-patient visits is more likely to indicate visits in which physicians  
are beginning a new patient relationship rather than merely treating 
symptoms for patients they have not seen before. 

For these reasons, the numbers of these new-patient E&M visits are 
much smaller than the numbers of new-patient visits under our first 
definition. Figure 3 shows physicians using new-patient E&M codes 
at a higher rate in 2014 compared to 2013. In 2014, new patient 
E&M codes were used in 7.0 percent of all visits, compared to 6.7 
percent in 2013, a relative increase of 4.5 percent. A potential 
implication is that the ACA may have increased the rate at which 
physicians are establishing new relationships with patients. 

3. New patients visiting physician offices in 2014 were not 
sicker or more complex than in 2013. 

 On a variety of measures, new patients visiting physician offices in 
2014 do not appear to be sicker or more complex than new patients 
in 2013. Results on patient complexity and required work effort appear 
in Figure 4 below. Work RVUs per patient visit (a measure of provider 
effort that takes into account the time, skill and intensity required in 
different procedures) remained constant; diagnoses per visit increased 
from 2.0 to 2.1; and the number of “high complexity” evaluation and 
management codes actually declined from 8.0 percent to 7.5 percent 
for all visits.8

Figure 3. Proportion of Visits with New-Patient E&M Code 
2013 vs. 2014

8%

7%
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5%
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0%

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec

2013 2014

Sample: Over 58 million visits to practices active on the athenahealth network before 2011 
Source: athenaResearch

Figure 4. Work Intensity Metrics for  
New Patients 2013 vs. 2014

2013 2014

% visits with high 
complexity E&M code

Work RVU 
per Visit

2.3
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Diagnoses 
per Visit

2.1
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7.5%

8.0%

Sample: Over 17 million visits to practices active on the athenahealth network before 2011 
Source: athenaResearch 

7 Under this definition, new-patient visits were those with CPT codes of 92002, 92004, 99201-99205, 99321-99328, 99331-99345, or 99381-99387.
8 We define high-complexity E&M encounters as those with claims billing for CPT codes that are valued more highly within a cluster of E&M codes. For example, within the group of E&M codes 99211-

99215, we classify the codes 99214 and 99215 as high complexity.
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The data also shows no consistent evidence of an increase in the 
proportion of patients with chronic disease treated by providers. 
Figure 5 shows rates of chronic illness recorded in visits to primary 
care providers among adults (ages18-64) – the group most likely to 
be affected by the ACA. The changes in chronic disease rates have 
been modest and inconsistent over the three-year period, 2012-
2014. An exception is mental disorders, which increased between 
2013 and 2014, and are discussed below.  

Figure 5. Proportion of Adult (18-64) PCP Visits with 
Chronic Disease Diagnoses*

2012 2013 2014

Diabetes 9.2% 9.3% 9.1%

High Blood 
Pressure 17.5% 17.5% 17.5%

High 
Cholesterol 12.3% 12.3% 11.7%

Mental 
Disorders 11.2% 11.9% 12.4%

* ICD-9 Codes Diabetes: 250; High BP: 401-405; High Cholesterol: 272.0, 272.2, 272.4; 
Mental Disorders: 290-319 

Sample: Over 14 million visits to practices active on the athenahealth network before 2011 
Source: athenaResearch

Examining diagnoses separately for new and established patients 
further supports the conclusion that new patients were no sicker in 
2014 than in 2013. Among the adults who were established patients 
in 2013 and 2014, the rates of diabetes and of high cholesterol fell, 
the rate of high blood pressure was virtually unchanged, and the  
rate of mental disorders rose (see Figure 6). Among these adults who 
were new patients, the rates followed a similar pattern, falling for 
diabetes and high cholesterol, steady for high blood pressure, and 
rising for mental disorders. The changes among the new patients, 
however, were smaller than those among established patients. 
Overall the data on visit intensity and chronic disease rates suggests 
that physician offices have not been overwhelmed by previously 
underserved patients with significant health needs. 

The data shows a contrasting increase in patients with mental disorders, 
which include a wide range of diagnoses for mental illness and 
substance abuse disorders. New adult patients showed an increase of 
2.7 percent in the diagnosis of mental disorders. But in the practices we 
are tracking, the prevalence of mental health diagnoses also increased 
for established patients. And the increase in the proportion of mental 
health visits was also evident in 2012-2013, before coverage expansion 
went into effect (Figure 5).

  
Figure 6. Chronic Disease Rates* 
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Source: athenaResearch 

Increased Insurance Coverage

4. From the physician perspective, the proportion of patient 
visits by uninsured individuals has fallen much more in 
expansion states than in non-expansion states.

Although providers are not seeing many more new patients, their 
patients are less likely to be uninsured. The share of visits from uninsured 
patients fell in both Medicaid-expansion and non-expansion states, 
but much more steeply in the expansion states.

The states that have expanded Medicaid coverage include California, 
Illinois, Michigan, New York and a number of less populous states. 
The states that have not expanded Medicaid include Florida, North 
Carolina, Pennsylvania, Texas, Virginia and others. See the Appendix 
for a full list of the Medicaid-expansion and non-expansion states. 

The proportion of visits from uninsured patients fell more sharply in the 
Medicaid-expansion states than in the non-expansion states. Figure 
7 provides data for 2013 and 2014 on the proportions of visits to 
primary care providers (PCPs) that were made by uninsured patients 
in both the Medicaid-expansion states and the non-expansion states. 
For patients in the latter states, the proportion of uninsured visits fell 
from 7.0 percent in 2013 to 6.2 percent in 2014, a drop of 11 percent 
in relative terms. Among patients in the Medicaid-expansion states, 
the proportion of uninsured visits fell more sharply and from a lower 
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base, dropping from 4.6 percent to 2.8 percent, a relative decline  
of 39 percent. These different declines may be the result of broader 
Medicaid coverage and more positive publicity around new enrollment 
options in the expansion states.

Figure 7. Uninsured Visit %* for Adult (18-64) PCP Visits, 
Medicaid Expansion States vs Non-Expansion States

2013 2014 Uninsured 
Visit %

6.2%
7.0%

Year-over-year
% Point Change

-0.8%

2.8%
4.6% -1.8%

Non-Expansion
States

Expansion
States

Sample: Over 25 million visits to practices active on the athenahealth network before 2011 
Source: athenaResearch 

5.  The ACA has dramatically benefited uninsured 
individuals with stable provider relationships, particularly  
in expansion states. 

This section looks at individuals who were uninsured for part of the 
2012-2014 time periods and had physician visits in at least two of 
those three years. Although these individuals were uninsured, our 
data indicates that they had stable provider relationships. Looking at 
the proportions of patients in 2013 and 2014 who gained insurance 
after being uninsured the previous year, we find impressively high 
proportions of the uninsured gaining coverage. Figure 8 shows that in 
non-expansion states, 27.8 percent of patients who were uninsured in 
2012 obtained insurance in 2013; with the ACA, this number increased 
to 36.5 percent between 2013 and 2014. In the expansion states, 
the proportion of these patients acquiring insurance increased from 
34.8 percent between 2012 and 2013 to 57 percent between 2013 
and 2014. 

We caution readers on extrapolating from this data to the entire 
uninsured population. These findings were based on a sample  
of about 100,000 patients in fairly stable provider relationships.  
Their experience may therefore not be representative of the uninsured 
in the country as a whole. 

Figure 8. Proportion of Uninsured Patients* Gaining 
Coverage, by Type, in Subsequent Year

Non-Expansion States Expansion States

60%
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27.8%
36.5% 34.8%

57.0%

80% 2013 2014

*18-64 Years Old
Sample: Approximately 100K Patients per year, practices active on the  

athenahealth network before 2011
Source: athenaResearch

Most of the patients who gained insurance did so by gaining 
commercial or Medicaid coverage. Figure 9 shows that in the 
non-expansion states a large share of those who had been uninsured 
one year gained coverage through commercial insurance (in 2014, 
27.1 percent) and very few through Medicaid (in 2014, 4.0 percent). 
By contrast, in the expansion states, larger shares of those who had 
been uninsured in one year gained insurance the next year via 
Medicaid: in 2014, 20.2 percent of those who had been uninsured 
in 2013 gained coverage through Medicaid. 

Figure 9. Proportion of Medicaid and Commercially 
Insured Patients, Adults* Previously Uninsured
2013 2014 Non-Expansion 
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6.  Prior to coverage expansion, fewer uninsured adults in 
older age brackets obtained insurance; the ACA has all but 
eliminated these age disparities.

The varied effects on coverage expansion for different demographic 
groups merit special attention. Figure 10 shows the proportion of 
patients gaining insurance in 2013 and 2014 for four major age groups 
among men and women in the expansion states and non-expansion 
states. Again, the data describes patients that were uninsured for part 
of the period 2012-2014 and who visited providers in two of those 
three years.

For all four major demographic groups (men and women in the 
expansion states and non-expansion states) the proportion of patients 
gaining insurance is higher in every age group from 2013 to 2014. 
For example, 50.6 percent of women aged 18-25 in expansion 
states who did not have insurance in 2012 gained insurance in 2013, 
compared with 63.7 percent in 2014. The proportion gaining insurance 
rose for all 16 demographic groups shown in Figure 10. Men in the 
expansion states also showed substantially larger gains in 2014.  
For example the proportion of men aged 50-64 gaining insurance 
increased from 32.6 percent in 2013 to 56.0 percent in 2014. 

The data also indicates an important shift between 2013 and 2014 
in the pattern of gaining insurance across age groups. The four major 
demographic groups in 2013 show lower rates of gaining insurance 
among the older age groups. The declining rates of gaining insurance 

at older ages was especially pronounced among women. For example, 
in 2013 36.4 percent of the women aged 18-25 in the non-expansion 
states gained insurance after being uninsured in 2012, while only 26.5 
percent of the women aged 50-64 did so.

Looking at the same data for 2014 shows a much different pattern.  
The rates at which people gained insurance no longer seem to vary 
consistently by age: the rates are nearly flat across the age groups 
for women in the expansion states and fall only moderately for 
women in the non-expansion states. Among men, the rates across the 
age groups in 2014 appear to rise moderately. It appears that the 
ACA is changing the lower rates of insurance coverage acquisition 
among older adults. 

Changing Payer Mix

7. Coverage expansion has changed the payer mix in 
physician practices, boosting the proportion of Medicaid 
patients in the Medicaid-expansion states and increasing 
the share of commercially-insured patients in the non-
expansion states.

In addition to the reductions in visits by uninsured patients, providers 
are also seeing significant shifts in the proportion of commercial and 
Medicaid patients that they see. Figure 11 summarizes payer mix 

Figure 10. Proportion of Adult* PCP Patients Uninsured in the Prior Year Who Gained Insurance in 2013 and 2014,  
By Gender and Age Groups

* 18-64 Years Old 
Sample: Approximately 100K patients per year, practices active on the athenahealth network before 2011 

Source: athenaResearch 

41.7%
37.5%

33.7%
38.4%

26.5%25.8%
32.4%

36.4%

39.4%
33.2% 33.1%

38.1%

28.3%26.0%27.0%
32.2%

63.7%
59.3% 56.6% 58.3%

31.6%
35.4%

42.5%
50.6%

59.3%
55.0% 54.2%

56.0%

32.6%32.1%

18-25 26-34 35-49

Female Male

50-64 18-25 26-34 35-49 50-64

34.6%
38.6%

Non-Expansion 
States

Expansion
States

2013 2014
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changes from 2013 to 2014 for PCPs providing over 14 million office 
visits. The changes in the expansion states differ markedly from those 
in the non-expansion states. Notably, PCPs in the expansion states 
are seeing a higher proportion of visits by Medicaid patients, 
reflecting the expanded number of Medicaid beneficiaries. PCPs in 
the non-expansion states show a higher proportion of visits from 
patients with commercial insurance and lower proportions of patients 
with other insurance or no insurance. 

The number of Medicaid-covered visits in our sample in the expansion 
states increased from 12.8 percent of visits to PCPs to 15.6 percent 
(from 543,000 to 662,000 visits). In the non-expansion states, the 
major change was an increase in the proportion of commercially 
insured patient visits, which increased from  72 percent to 74 percent.
The providers in these non-expansion states are likely seeing more 
patients newly insured through the health care marketplaces.

8. Although Medicaid enrollment increased in non-
expansion states, Medicaid patient volumes in these states 
are actually declining.

Providers in non-expansion states are seeing proportionally fewer 
Medicaid patients. The proportion of provider visits made by 
Medicaid patients in the non-expansion states actually declined from 

6.6 percent to 6.0 percent between 2013 and 2014 (see Figure 11). 
This decline is noteworthy, since the number of Medicaid patients 
increased even in the non-expansion states by an estimated 1.5 
million in 2014, as many people realized they were eligible for 
Medicaid during a period of intensive media attention on health 
insurance.9 We speculate that providers in non-expansion states may 
have prioritized seeing new patients with commercial coverage 
obtained through the exchanges over patients who gained coverage 
through Medicaid.

9. The increase in Medicaid utilization in expansion states 
occurred very quickly, with a substantial uptick occurring 
within three months of ACA implementation.

The timing of payer-mix changes, shown in Figure 12, provides useful 
information about the speed at which the ACA brought changes to 
physician offices. In Medicaid-expansion states, Medicaid case mix 
increased remarkably quickly. Medicaid visits rose from 12.2 percent 
percent of all primary care visits in December 2013 to 15 percent in 
March 2014. Medicaid mix peaked at 16.7 percent of all visits in 
September before declining to 15.5 percent in December. (Although 
the decline in 2014 was somewhat more pronounced, Medicaid has 
declined as a proportion of all visits in the fourth quarter in each of 
the last three years in both expansion and non-expansion states.) 

Figure 11. Payer Mix for Adult (18-64) PCP Visits  
Medicaid Expansion States vs Non-Expansion States

Commercial

Medicare

Medicaid

Uninsured

Other

NON-EXPANSION

PAYER MIX  (VISITS 000s) YEAR OVER YEAR PERCENTAGE POINT CHANGE

EXPANSION NON-EXPANSION EXPANSION

2.0%

-0.3%

-0.6%

-0.9%

-0.2%3.0% (84)
3.2% (91)

6.2% (170)
7.0% (198)

6.0% (165)
6.6% (185)

10.8% (298)
11.2% (314)

74.0% (2,037)
72.0% (2,021)

3.4% (144)
4.1% (175)

2.8% (120)
4.6% (195)

15.6% (662)
12.8% (543)

9.0% (382)
9.2% (389)

69.1% (2,929)
69.3% (2,939) -0.2%

-0.2%

2.8%

-1.8%

-0.7%

2013 2014

Sample: Over 14 million visits to practices active on the athenahealth network before 2011 
Source: athenaResearch 

9 Kaiser Family Foundation, Total Monthly Medicaid and CHIP Enrollment, http://kff.org/health-reform/state-indicator/total-monthly-medicaid-and-chip-enrollment/#, accessed 9 February 2015.
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10. A small but increasing number of patients switched from 
commercial insurance coverage to Medicaid.

As Medicaid eligibility criteria are loosened in expansion states, 
Medicaid may be an increasingly attractive option for low-income 
workers. An employed individual who qualifies for Medicaid may 
find it more attractive than commercial insurance, which typically 
involves employee premium contribution, and significant copays and 
deductibles. Medicaid programs do not require premium contributions, 
and out-of-pocket obligations are very small or completely eliminated.

Figure 13 shows Medicaid is indeed attracting a small but significantly 
increased share of commercially insured patients. In the non-expansion 
states, only 0.4 percent shifted to Medicaid in 2013 and 0.5 percent 
in 2014. In contrast, a larger and faster-growing share of patients 
shifted from commercial to Medicaid coverage in expansion states. 
In these states, 1.1 percent of commercially insured individuals 
switched to Medicaid in 2013 and 1.8 percent in 2014. 

Figure 13. Medicaid Patients as a Proportion of 
Commercially Insured in Prior Year

Non-Expansion States Expansion States

0.4% 0.5%

1.1% 1.8%

2013 2014

*18-64 Years Old 
Sample: Approximately 1.5M patients of practices active on the athenahealth network before 2011 

Source: athenaResearch 

Ongoing ACA implementation will surely bring more changes to 
American health care in 2015. ACAView will continue to track changes 
in the number and health status of patients in 2015. We will also 
continue tracking the number of uninsured patients and the shares of 
patients with different payers. 

Our plans for 2015, however, are not yet set in stone, and we welcome 
your input. What aspects of change should ACAView focus on? We invite 
readers to share their thoughts on how ACAView can be most useful. 

Please email your thoughts on our current work and suggestions for 
future efforts to Josh Gray at jogray@athenahealth.com. 

Figure 12. Proportion of Adult (18-64) PCP Visits From Medicaid and Uninsured Patients 
Medicaid Expansion States vs Non-Expansion States

2012 2013

12.3%
12.1%

12.4% 12.3% 12.1%
12.7% 12.8% 13.2% 13.0%

12.4%

12.2%

13.7%

15.0%

15.9%
15.5%

15.9%
16.4% 16.7%

6.2%
5.8% 5.5%

5.1%
5.6%

5.9%6.1%

2.7% 2.7%2.6% 2.5% 2.5%
3.2%

3.8%
4.3%

4.7%4.6%4.7% 4.9% 4.7%4.8%4.7% 4.5%4.4%4.6%

11.8%

6.8% 7.0% 6.8% 6.6% 6.6% 6.7%6.7%
7.2% 7.1% 7.2% 7.0% 6.8%

6.7%
6.0%

6.7% 6.4%

6.0%

6.2%6.3%

7.0%

6.5%6.7% 6.6%7.2%6.6% 6.7% 6.9% 6.8% 6.7%7.0%

4.5%

2014

Medicaid, Non-Expansion States Uninsured, Non-Expansion States Medicaid,  Expansion States Uninsured, Expansion States

1  2  3  4  5  6  7  8  9  10 11  12 1  2  3  4  5  6  7  8  9  10 11  12 1  2  3  4  5  6  7  8  9  10 11  12

Sample: Over 21 million visits to practices active on the athenahealth network before 2011
Source: athenaResearch 
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Appendix

Medicaid Expansion Status, 2014

Expansion Non-Expansion

Arizona Alabama

Arkansas Alaska

California Florida

Colorado Georgia

Connecticut Idaho

Delaware Indiana

District of Columbia Kansas

Hawaii Louisiana

Illinois Maine

Iowa Mississippi

Kentucky Missouri

Maryland Montana

Massachusetts Nebraska

Michigan New Hampshire

Minnesota North Carolina

Nevada Oklahoma

New Jersey Pennsylvania

New Mexico South Carolina

New York South Dakota

North Dakota Tennessee

Ohio Texas

Oregon Utah

Rhode Island Virginia

Vermont Wisconsin

Washington Wyoming

West Virginia
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Office Visit Characteristics: Patient Demographics 
Athenahealth ACAView Practices vs. NAMCS

A
G
E

< 15

15-24

25-44

45-64

65-74

75+

IN
S
U
R
A
N
C
E

Commercial

Medicare

Medicaid or CHIP

Medicare and Medicaid

Unisured

Workers' Compensation

Other

G
E
N
D
E
R

Female

16%

13%

8%

8%

20%

19%

31%

30%

13%

15%

12%

15%

63%

58%

25%

21%

14%

10%

2%

5%

4%

3%

1%

2%

6%

2%

60%

59%

ACAView 20131 NAMCS2

1: 30 million visits to practices active on the athenahealth network before 2011
2. http://www.cdc.gov/nchs/data/ahcd/namcs_summary/2010_namcs_web_tables.pdf 

Source: athenaResearch

Office Visit Characteristics: Provider Demographics 
Athenahealth ACAView Practices vs. NAMCS
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1: 30 million visits to practices active on the athenahealth network before 2011
2. http://www.cdc.gov/nchs/data/ahcd/namcs_summary/2010_namcs_web_tables.pdf 

Source: athenaResearch

Athenahealth ACAView Practice Cohort vs. NAMCS
The following practice visit characteristics compare ACAView’s sample with data from the National Ambulatory Medical Care Survey (NAMCS). 
NAMCS is administered by the Centers for Disease Control and Prevention and provides an authoritative statistical profile of ambulatory medical 
care in the United States. ACAView’s sample is based on 30 million ambulatory visits to practices who have been on athenahealth’s network since 
January 1, 2011. Given the similarity in distribution of patient demographics and ACAView’s robust representation across provider demographic 
segments, we believe our data provides a reliable reflection of community ambulatory practice patterns in the United States.
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While there is good news in terms of coverage, too many Californians struggle to find access to health care. 

This is particularly true of those with the greatest need: One in two adults who report they are in fair or 

poor health delayed care in the past 12 months due to cost.

Survey Says: Californians’ Perspectives on Health Care describes findings from a 2014 poll of California 

adults, which asked about health insurance coverage, access to care, cost and affordability, use of health 

information technology, and data on care quality.

Key findings include: 

•	 More than half of adults with the greatest need — those reporting fair or poor health —  

delayed care in the past 12 months due to cost. 

•	 Finding health care providers who accept Medi-Cal was challenging. One in five enrollees (21%) 

reported difficulty finding a primary care physician who accepted Medi-Cal.	

•	 Among adults who needed to see a specialist, those in fair or poor health were more likely  

to have difficulty getting an appointment than those in excellent or very good health  

(43% vs. 17%).

•	 In 2014, 40% of adults delayed care in the previous 12 months due to costs.

Consumer Perspectives

c o n t e n t s

Health Care Coverage . . . . . . . . . . . . . . . . . . .                    3
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Introduction



©2015 California HealthCare Foundation	 3

No
39%

Yes
44%

Not Sure
17%

Consumer Perspectives

Forty-four percent of insured 

Californians said their plan had a 

deductible. About one in six did 

not know if they had a deductible.

Note: A deductible is the amount the insured pays for health care services before the health insurance begins to pay.

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Does your health insurance plan have a deductible? 
Base: Insured adults (n=1,317)

Health Insurance Deductibles 
California, 2014

Health Care Coverage
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Yes
85%

Not Sure/
Refused

9%
No
6%

Consumer Perspectives

Note: Segments may not add to 100% due to rounding.

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Most insured adults (85%) said 

their plan covered prescription 

medications. Nearly one-third 

(31%) of those with this coverage 

did not know their copayment 

amount.

Does your health insurance plan cover prescription medications? 
Base: Insured adults (n=1,317)

Plan Coverage of Prescription Medication and Copayments 
California, 2014

Health Care Coverage

What is your typical copayment 
for a prescription? 

Base: Insured adults with Rx coverage 
(n=1,135)

$1 to $5
15%

$6 to $10
19%

$11 to $20
16%

>$20
9%

None
9%

Not Sure/
Refused

31%
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$21 to $30
16%

>$30
10%

None
17%

$1 to $10
11%

$11 to $20
25%

Not Sure/
Refused*

21%

Consumer Perspectives

One in four insured adults said 

their copayment was more than 

$20 for doctor visits. One in five 

was unsure of their copayment.

*Includes 20% of respondents reporting “not sure” and 1% who refused to answer.

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

What is your typical copayment for a regular doctor visit? 
Base: Insured adults with doctor visit copay (n=1,317)

Doctor Visit Copayments 
California, 2014

Health Care Coverage
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Gone Up
28%

Stayed About
the Same
54%

Not Sure
12%Gone

Down
6%

Consumer Perspectives

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

More than one-quarter (28%) of 

insured adults in California said 

their insurance costs had gone up 

in the past year.

Californians who purchased 

private coverage on their own 

were more likely than those 

with employer-sponsored or 

public insurance to report these 

increases.

In the past 12 months, have your health insurance costs such as premiums, copayments, or deductibles… 
Base: Insured adults (n=1,317)

Health Insurance Costs, Overall and by Payer 
California, 2014

Health Care Coverage

Medi-Cal

Medicare

Employer-sponsored

Self-purchased

56%

38%                         

27%                                         

4%                                                                 

Respondents saying “gone up,” by payer
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Gotten
Better

11%

Stayed About
the Same
68%

Not
Sure
8%

Gotten
Worse
13%

Medi-Cal

Medicare

Employer-sponsored

Self-purchased

22%

17%                

11%                                     

7%                                                   

Respondents saying “got ten worse”  
by payer

Consumer Perspectives

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Most insured Californians (68%) 

reported that their plan benefits 

stayed about the same over the 

past year. Thirteen percent said 

their benefits worsened. More 

people with self-purchased plans 

reported worsening benefits than 

did those with employer-based  

or public insurance.

In the past 12 months, have your health insurance benefits… 
Base: Insured adults (n=1,317)

Quality of Plan Benefits Over Past Year, Overall and by Payer 
California, 2014

Health Care Coverage
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UninsuredMedi-CalMedicareEmployer-
sponsored

Self-
purchased

6%

27%

61%

16%

8%

25%

27%

24%

97%

87% 88%

� Not Sure/Refused
� Other
� Community Clinic/
 Public Hospital
� No Usual Place
� Doctor’s O�ce

— 1%
— 1% — 3%

— 2%
— 3%
— 4%

— 3%

— 3%

— 3%
— 4%
— 4%
— 1%

Consumer Perspectives

More than one-quarter of 

uninsured adults (27%) said 

they did not have a usual place 

to go for routine care. A similar 

proportion (25%) said that they 

got routine care at a community 

clinic or public hospital. Medi-Cal 

recipients and the uninsured  

were least likely to get care in a 

doctor’s office.

Notes: Other includes emergency room, walk-in clinic, and somewhere else. Segments may not add to 100% due to rounding.

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Where do you usually go when you need routine medical care, like a physical or a check-up? 
Base: All adults (n=1,548)

Source of Routine Medical Care, by Coverage Type 
California, 2014

Access to Care
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LatinoAfrican American*AsianWhiteOVERALL

8%
5%

22%

9%

56%

7%
4%
4%
5%

79%

6%
5%

10%

7%

72%

4%
4%
5%
7%

81%

15%

5%

75%

� Not Sure/Refused
� Other
� Community Clinic/
 Public Hospital
� No Usual Place
� Doctor’s O�ce

— 2%
— 3%

Consumer Perspectives

Latinos were much more 

likely than other ethnic groups 

to receive routine care at a 

community clinic and least likely 

to receive care at a doctor’s office.

*The sample size among African Americans was small (n=99).

Note: Segments may not add to 100% due to rounding.

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Where do you usually go when you need routine medical care, like a physical or a check-up? 
Base: All adults (n=1,548)

Source of Routine Medical Care, by Race/Ethnicity 
California, 2014

Access to Care
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LatinoAfrican American†AsianWhiteOVERALL

11%

15%

70%

7%

84%

9%

7%

81%

7%

88%

19%

78%

� Not Sure/Refused
� Other
� Walk-in Clinic*
� Emergency Room
� Community Clinic/
 Public Hospital
� Doctor’s O�ce

— 2%
— 1%

— 2%
— 1%
— 1%

— 2%
— 1%
— 2% — 1%

— 2%
— 1%

— 2%
— 3%
— 3%

Consumer Perspectives

Most Californians reported a 

preference to get routine care at 

a doctor’s office (81%). Latinos 

were more likely than other  

ethnic groups to prefer care  

from a community clinic or 

hospital (15%).

*Clinic at a store like Walmart or Rite Aid. See chart on page 11 for further breakdown of this care source. 
†The sample size among African Americans was small (n=99). 
Note: Segments may not add to 100% due to rounding.

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

If you could go anywhere for routine medical care, where would you want to go? 
Base: All adults (n=1,548)

Desired Source of Routine Medical Care, by Race/Ethnicity 
California, 2014

Access to Care
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Care your regular doctor provides

Care when you can’t get an appointment to see your regular doctor

Care outside your doctor’s normal business hours 65%
55%                              41%

32%                              
23%                                                           

41%
37%             

 OVERALL  32%                              

29%                                              
30%                                          

25%                                                           
43%

37%                    
31%                                        

15%                                                                        
19%                                                           

15%                                                                        
37%

34%          
22%                                                  

� Self-purchased
� Employer-sponsored
� Medicare
� Medi-Cal
� Uninsured

Consumer Perspectives

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Adults with Medicare were the 

least likely to say they would  

use retail clinics for care in the 

future.

The vast majority of Californians 

(92%) reported they had never 

received care at a retail clinic. 

Some stores like Walmart and Rite Aid now have walk-in clinics you can go to without an appointment.  
In the future, how likely would you be to use a clinic in a store for… 
Base: All adults (n=1,548)

Percentage saying “somewhat likely” or “very likely”

Retail Clinics, Likelihood of Use, by Service Type, and Actual Use 
California, 2014

Access to Care

Have you ever gotten care 
at one of these clinics?

No
92%

Yes
6%

Not Sure/
Refused

2%



©2015 California HealthCare Foundation	 12

Urgent Care

Mental Health

Specialists

Primary Care

10%                                                      
12%                                             

9%                                                           
21%

OVERALL  13%                                        

14%                                                                                   
13%                                                                                        

15%                                                                              
31%

14%                                                                                     

15%                             
14%                                  

13%                                       
21%

14%                                    

18%    
13%                             

6%                                                                
19%

12%                                   

� Self-purchased*
� Employer-sponsored
� Medicare
� Medi-Cal

Consumer Perspectives

Adults with Medi-Cal were more 

likely to report difficulty in finding 

providers that accepted their 

insurance than were adults with 

other types of insurance.

*Small base for self-purchased (n=79).

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

How easy or difficult is it to find primary care or regular doctors nearby who accept your insurance? 
Base: Insured adults (n=1,317)

percentage saying “very difficult” or “somewhat difficult”  

Difficulty Accessing Health Care, by Coverage Type 
California, 2014

Access to Care
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All the tests or procedures you need 

An appointment with a specialist

An appointment with a regular doctor

10%                                                                             
16%                                              

7%                                                                                             
25%

OVERALL  15%                                                     

25%                           
22%                                         

16%                                                                         
30%

22%                                          

4%                                                                                                                  
11%                                                                             

10%                                                                                   
26%

12%                                                                          

� Self-purchased
� Employer-sponsored
� Medicare
� Medi-Cal

Consumer Perspectives

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Medi-Cal enrollees were more 

likely to report difficulty getting 

health care than those with other 

types of coverage.

In the past 12 months, have you had difficulty getting…	  
Base: Insured adults who have needed to see a doctor (n=1,099), a specialist (n=809), get tests and procedures (n=1,028)

percentage saying “yes” 

Difficulty Getting Health Care, by Coverage Type 
California, 2014

Access to Care
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Fair or PoorGoodExcellent or Very GoodOVERALL
Health Status

11%

17%

8%
12%

20%

10%

23%

43%

28%

13%

22%

12%

� Primary Care Doctor       � Specialist       � Tests/Procedures

Consumer Perspectives

Compared with those in good 

or excellent health, adults in fair 

or poor health were more likely 

to report having a difficult time 

getting an appointment with a 

primary care doctor or specialist 

when needed. The same was true 

among those who needed a test 

or procedure.

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

In the past 12 months, have you had difficulty getting an appointment with a doctor or specialist or getting all the tests 
or procedures you need? 
Base: Insured adults who have needed a doctor (n=1,099), specialist (n=809), tests/procedures (n=1,028) 	
percentage saying “yes”

Difficulty Getting Health Care, by Self-Perceived Health Status 
California, 2014

Access to Care
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Health educator who could work with you to improve your health 

Phone number to talk to a nurse or other medical professional

Weekend doctor appointments

Evening doctor appointments

Same-day appointments for urgent care

57%                15%                                   26%

24%                                                            42%                                             32%

23%                                                                44%                                           31%

61%                     18%                         20%

37%                                 25%                                                  35%

� Yes         � No         � Not Sure         � Refused

2%

2%

2%

2%

2%

Consumer Perspectives

About 4 in 10 insured adults 

surveyed reported that they did 

not have access to appointments 

during evenings (42%) or 

weekends (44%). A larger 

proportion — about 6 in 10 

— had access to same-day 

appointments for urgent care 

(57%) and a phone number to 

talk to a medical professional 

(61%).

Note: Segments may not add to 100% due to rounding. 

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Do you currently have access to… 
Base: Insured adults (n=1,317)

Access to Evening and Weekend Appointments 
California, 2014

Access to Care
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I wish my doctors had more time to talk to me

I wish I had someone to call in my doctor’s o�ce for questions and help 

I wish I could email my doctor

63%  
64%

52%                             
51%                                

OVERALL  60%           

65%                
64%                 

63%                    
71%

67%           

67%                         
66%                          

61%                                       
77%

66%                           

� Self-purchased
� Employer-sponsored
� Medicare
� Medi-Cal

Consumer Perspectives

Adults with Medi-Cal coverage 

were more likely than those 

with other forms of insurance 

to desire more time to talk with 

their doctors or other health care 

professionals who could answer 

questions and provide help. 

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Do you agree or disagree with the following statements? 
Base: All adults (n=1,548)

percentage saying they “strongly agreed” or “somewhat agreed”

Attitudes Toward Access-Related Issues, by Coverage Type 
California, 2014

Access to Care
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Yes
21%

No
77%

Not Sure/Refused

2%

18 to 34

35 to 44

45 to 54

55 to 64

65+

52%

20%                                             

20%                                             

12%                                                         

12%                                                         

Respondents saying “yes,” by Age

Consumer Perspectives

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Many adults — including about 

half of those 65 and older —  

had not discussed health care 

wishes with their doctor.

Has your doctor ever talked with you about what you would want in case you were unable to make health care decisions 
for yourself? This could be things like whether you would want life support, who you would want to make decisions for 
you, or other wishes. 
Base: All adults (n=1,548)

Discussed Care Preferences with Doctor, Overall and by Age  
California, 2014

Access to Care
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Important 
62%

3%

Not 
Important 
12%

Not Sure
24%

Refused

18 to 34

35 to 44

45 to 54

55 to 64

65+

72%

64%         

64%         

62%           

54%                   

Respondents saying “important” 
by Age

Consumer Perspectives

Note: Segments do not add to 100% due to rounding. 

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

The majority of adults overall 

(62%) said they thought it was 

important to have discussions 

about health care preferences 

with their doctors. 

Do you think discussing health care preferences with your doctor is… 
Base: All adults (n=1,548)

Attitudes on Care Preference Conversations with Doctors 
Overall and by Age, California, 2014

Access to Care
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Medi-Cal

Employer-sponsored

Self-purchased

Medicare

44%

35%               

32%                     

28%                           

Respondents saying “yes”…

  
by coverage source

Non-Kaiser member

Kaiser member

42%

28%                        

by Kaiser membership

Yes
28%

3%

No
33%

Not Sure
36%

Refused

Consumer Perspectives

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

While the ACA encourages 

providers to adopt a team-based 

model of care, only 28% of  

adults said they were receiving 

“team care.”

Adults with Medicare (44%) were 

more likely than those with other 

insurance to report that they 

received team-based care. Kaiser 

members were more likely to 

experience team-based care than 

non-Kaiser members.

Excerpt from surve y question: Some doctors and health care systems are changing to a new model of providing health care that  
is more centered on the patient. In this type of care, your primary care provider takes the lead in all of your health care. 
His or her team would work with you to get all the care you need, schedule appointments, and communicate with all of 
your providers. This is often called “team care.”				
Does this sound like the type of health care you get now? 
Base: Insured adults (n=1,317)

Experience with Team-Based Care 
Overall and by Coverage Type and Kaiser Membership, California, 2014

Access to Care
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Treatment for drug or alcohol use

Surgery

Mental health services

Getting a medical device or equipment recommended by a doctor

Filling a prescription

Care for a speci�c medical problem

Treatment that was recommended by a doctor

Regular physical or check up

Dental care

Yes to any of the below

40%

30%                                                 

19%                                                                                                       

16%                                                                                                                     

16%                                                                                                                     

11%                                                                                                                                              

10%                                                                                                                                                   

7%                                                                                                                                                                 

6%                                                                                                                                                                      

2%                                                                                                                                                                                          

Consumer Perspectives

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Four in 10 adults reported 

delaying care in the past year 

due to costs. Dental services were 

the most commonly cited health 

service to be delayed. Those in  

fair or poor health were more 

likely than healthier adults to 

have put off care.

Have you delayed any of the following in the last 12 months because of the costs involved? 
Base: All adults (n=1,548)

Delayed Care Due to Costs, Overall and by Health Status 
California, 2014

Costs and Affordability

Fair or Poor

Good

Excellent or Very Good

35%                            

44%               

55%

Respondents delaying care  
by health status
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Treatment that was recommended by a doctor

Care for a speci�c medical problem

Regular physical or check up

Dental care

Yes to any*

16%                                               
14%                                                          

10%                                                                              
25%

14%                               
11%                                               

8%                                                               
20%

15%                          
8%                                                               
8%                                                               

20%

28%                                                          
19%                                                                                                         

24%                                                                               
39%

38%                                                               
27%                                                                                                                         

26%                                                                                                                              
50%

� White
� Asian
� African American
� Latino

Consumer Perspectives

Latinos were more likely than 

any other ethnic group to delay 

care because of costs. This was 

especially true with dental care: 

39% of Latinos reported putting 

off dental care due to costs.

*Includes filling a prescription; getting a medical device or equipment; and getting mental health services, surgery, and treatment for drug or alcohol use.

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Have you delayed any of the following in the last 12 months because of the costs involved? 
Base: All adults (n=1,548)

percentage saying they delayed care

Delayed Care Due to Costs, by Race/Ethnicity 
California, 2014

Costs and Affordability
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Used text messages as a way to get health-related alerts or reminders

Signed up for health insurance online

Used an application on a smart/cell phone for any health-related reasons

Shopped for health insurance online 

Scheduled a doctor’s appointment or reminder online

Renewed a prescription online

Sent or received an email from your doctor 

Looked online for a doctor in your plan’s network

Searched online for information about a disease or medical problem

63%

38%                                                       

29%                                                                          

28%                                                                            

25%                                                                                   

20%                                                                                              

19%                                                                                                

16%                                                                                                       

13%                                                                                                             

Medi-Cal

Medicare

Self-purchased

Employer-sponsored

40%

32%          

30%             

9%                                      

Respondents who sent or received 
an email from a doctor…

by coverage source

Non-Kaiser member

Kaiser member

66%

22%                                                      

by Kaiser membership

Consumer Perspectives

Almost two-thirds of adults 

(63%) reported looking online 

for information about a disease or 

medical problem. Kaiser members 

were three times more likely than 

others to report communicating 

with their providers via email.

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Have you ever done any of these things online? 
Base: All adults (n=1,548)

percentage saying “yes”

Use of Health Information Technology, Overall and by Insurance 
California, 2014

Health IT



©2015 California HealthCare Foundation	 23

65+55 to 6445 to 5435 to 4418 to 34OVERALL

75%
70% 68%

76% 77% 77% 78% 77%
80%

68%
71%

76%

56%

70%

84%

34%

59%

65%

� Phone       � Text       � Email

Consumer Perspectives

Older adults (those 65 and over) 

were less interested in receiving 

reminders from their doctor by 

text or email than those in other 

age groups.

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

How interested would you be in getting updates or reminders from your doctor by phone, tex t, or email? 
Base: All adults (n=1,548)

percentage saying “very interested” or “somewhat interested”

Interest in Doctor Updates via Phone, Text, or Email, by Age 
California, 2014

Health IT
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Very 
Important
43%

Somewhat
Important
39%

Not Too
Important

12%

2011

49%
37%

8%
4%2%

Refused

Not at All Important
4%

2%

Consumer Perspectives

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Attitudes Toward Providers’ Use of Electronic Medical Records 
California, 2011 vs. 2014

A large majority of Californians 

(82%) said it was important 

for doctors and hospitals to use 

electronic versus paper medical 

records.

How important do you think it is for doctors and hospitals to use electronic medical records instead of paper records? 
Base: All adults, 2011 (n=1,528), 2014 (n=1,548)

Health IT
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Yes
33%

No
66%

1%—

2011

27%

73%

1%—

Not Sure/Refused

Consumer Perspectives

One in three adults (33%) 

reported using an online personal 

health record, up slightly from 

27% in 2011.

Note: Segments may not add to 100% due to rounding. 

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Have you ever used a website* where you can get, keep, or update your health information? 
Base: All adults, 2011 (n=1,528), 2014 (n=1,548)

Use of Online Personal Health Record 
California, 2011 vs. 2014

Health IT

*Some hospitals, doctor’s offices, health plans, and different companies 
are offering websites where you can get, keep, and update your health 
information online. This information could be lab test results, medicines, 
doctors’ visits, or other information. You get a user name and password 
so that only you can see your information on this website.
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Yes
26%

2%

No
72%

Not Sure/Refused

Journals, pamphlets, booklets, other

Family, friends, colleagues

Don’t remember 

Insurance company

Health care provider

Internet

40%

32%                 

11%                                                              

6%                                                                         

5%                                                                          

1%                                                                          

Who did you ask or where did you look 
for information about costs? 
Base: Adults who looked for cost information prior to care  
	 (n=340)

Consumer Perspectives

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

One in four Californians surveyed 

reported having searched for 

information about costs before 

receiving care. The Internet was 

the most commonly reported 

source of cost information.

Have you ever looked for information about the cost of a test, treatment, or other type of health care you needed,  
before you actually got the care? 
Base: All adults (n=1,548)

Searched for Cost Information Prior to Getting Care 
California, 2014

Transparency: Quality and Costs
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Based on Other Things 
Besides Cost
81%

Lower-Priced
Surgery

Not Sure/Refused
Higher-Priced Surgery

5% 3%

11%

Consumer Perspectives

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Eight in 10 Californians (81%) 

said they would choose a hospital 

for surgery based on factors other 

than cost.

Let’s say two hospitals charge different prices for a surgery you need. If your insurance covered surgeries at both 
hospitals and your out-of-pocket costs were the same, would you choose… 
Base: All adults (n=1,548)

Price Perceptions 
California, 2014

Transparency: Quality and Costs
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Probably About 
the Same Care
67%

Probably 
Better Care 
26%

Not Sure/Refused
Probably Worse Care

4% 3%

Consumer Perspectives

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

A majority of Californians 

surveyed did not think a higher-

priced surgery would be of better 

quality than a lower-priced 

surgery.

Let’s say two hospitals charge different prices for a surgery you need. Would you think the higher-priced surgery is… 
Base: All adults (n=1,548)

Perceptions of a Higher-Priced Surgery 
California, 2014

Transparency: Quality and Costs
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State of CA website/O�ce of Patient Advocate

Newspaper/magazine/brochure

Consumer Reports

Health plan website

HealthGrades

Google/web search

� Hospitals (n = 343) 
� Insurance Plans (n = 288)

� Doctors (n = 286) 

� Long Term Care* (n = 96) 
 

26%                                                                                         
22%                                                                                                                 

41%
33%                                                

13%                                                                                         
6%                                                                                                                                  

28%
6%                                                                                                                                  

13%                                               
21%

18%                  
14%                                          

19%      
20%

12%                                               
19%      

28%           
24%                                    

11%                                                                                                                 
30%

11%                                                     
20%

8%                                                                      
20%

Consumer Perspectives

Californians reported seeing 

ratings for health care services 

in a variety of media. Google/

web searches were frequently 

mentioned as a main source of 

this information.

*Facilities, such as nursing homes or assisted living.

Notes: Margin of error is greater when analyzing smaller sample sizes. Other rating sources include: doctor’s office/website, Medicare website, CalQualityCare, Leapfrog, TV. 

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Where did you see the ratings for hospitals, health insurance plans, doctors, or long term care facilities? 

Selected Sources of Quality Ratings 
California, 2014

Transparency: Quality and Costs
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HospitalsHealth
Insurance Plans

Long Term Care*Doctors

58%

29%

47%

33%

49%

28%

52%

27%

� Somewhat Helpful
� Very Helpful       

Consumer Perspectives

*Facilities, such as nursing homes or assisted living.

Note: Margin of error is greater when analyzing smaller sample sizes. 

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Of those adults who reported 

seeing quality ratings, a majority 

found the information helpful.

How helpful were the ratings to you? 
Base: Adults who repor ted seeing ratings for… doctors (n=286), long term care facilities (n=96), health insurance plans (n=288), hospitals (n=343)

Helpfulness of Quality Ratings 
California, 2014

Transparency: Quality and Costs
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Not sure/refused

Other

See how your current doctor is doing

Choose a new doctor

59%

34%                                                          

15%                                                                                                      

1%                                                                                                                           

Consumer Perspectives

The majority of those who looked 

at physician ratings (59%) did so 

to choose a new doctor.

Note: Margin of error is greater when analyzing smaller sample sizes.

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

Why did you look at ratings for doctors? 
Base: Adults who viewed ratings for doctors (n=286)

Reasons for Looking at Doctors’ Ratings  
California, 2014

Transparency: Quality and Costs
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Physician’s Rankings on
Quality Care Standard

Patient
Survey Results

Patients’
Online Comments

37%

44%

38%

45%

37%

51%

� Somewhat Helpful
� Very Helpful       

Consumer Perspectives

When choosing a new doctor, 

almost 9 in 10 Californians 

surveyed (88%) said it would 

be helpful to see a physician’s 

ranking on standards of  

quality care.

Source: California General Public Survey, conducted by PerryUndem Research and Communication.

When you are searching for a new doctor, how helpful would it be to see… 
Base: All adults (n=1,548)

Helpfulness of Resources in Choosing a New Doctor 
California, 2014

Transparency: Quality and Costs
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March 10, 2015  
 
The Health Insurance Marketplaces (“the Marketplaces”) play a critical role in achieving one of 
the Affordable Care Act’s core goals:  reducing the number of uninsured Americans by 
providing affordable, high-quality health insurance.  This report provides summary data for 
enrollment-related activity in the individual market Marketplaces during the 2015 Open 
Enrollment period for all 50 states and the District of Columbia (11-15-14 to 2-15-15), including 
data relating to individuals who qualified for an “in-line” or other Special Enrollment Period 
(SEP). (Unless otherwise noted, the data in this report include SEP activity through 2-22-15).3  It 
is important to note that this report does not include data on effectuated enrollment (that the 
number of people who have paid monthly premiums to the insurer). Additionally, this report 
does not include data relating to any individuals who qualified for an SEP after 2-22-15, 
including any upcoming SEP for individuals who were unaware of, or did not understand the 
implications of the fee for not enrolling in health insurance coverage.4 5  
 

                                                 
1 As additional data are available from special enrollment periods extending into April, this data will be provided. 
2 Most of the data in this report are for the 11-15-14 to 2-15-15 reporting period (including additional special enrollment period 
(SEP) activity reported through Sunday, February 22nd), with the following exceptions:  the data for the State-Based 
Marketplaces (SBMs) that are using their own Marketplace platforms include additional SEP activity through 2-21-15 (with the 
exception of California, which is reporting data including additional SEP activity through 2-22-15). 
3 The SEP for individuals who were “in-line” on 2-15-15 ended on 2-22-15 for the states that are using the HealthCare.gov 
platform. Most of the SBMs that are using their own Marketplace platforms allowed individuals who started the process before 2-
15-15, but could not finish, to complete the application and select a plan by varying dates, mostly within February, with the 
exception of Colorado, which allowed applicants through March 2 to complete their applications, and Washington, which 
allowed applicants to enroll through April 17.  Vermont has indicated that the state will assist consumers with enrollment if they 
report a problem trying to enroll, but did not provide for a formal extension period. 
4 CMS recently announced a special enrollment period (SEP) for tax season.  For individuals and families in the HealthCare.gov 
states who did not have health coverage in 2014 and are subject to the fee or “shared responsibility payment” when they file their 
2014 taxes. For those who were unaware or did not understand the implications of the fee for not enrolling in coverage, CMS will 
provide consumers with an opportunity to purchase health insurance coverage from March 15 to April 30, 2015.  (For additional 
information, see http://www.cms.gov/Newsroom/MediaReleaseDatabase/Press-releases/2015-Press-releases-items/2015-02-
20.html).   
5 Most of the SBMs that are using their own Marketplace platforms also announced an SEP  for individuals and families that 
were unaware or did not understand the implications of the fee for not enrolling in coverage, but the timeframes for the SEP 
varied among the states. s - 
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Key Highlights: 

 
National plan selection data  show that as of the end of the second Open Enrollment 
period, nearly 11.7 million11 Americans selected or were automatically reenrolled12 into a 
2015 health insurance plan through the Health Insurance Marketplaces, specifically: 

• More than 8.84 million people selected or were automatically reenrolled in 2015 plans 
through the Marketplaces in the 37 states that are using the HealthCare.gov platform.  
This includes: 

o More than  4.6 million new consumers, 2.2 million active reenrollees, and 
nearly 2.0 million automatic reenrollees; and 

o 3.2 million (36 percent) people with plan selections who are under the age of 
35. 

• Nearly 2.85 million people selected or were automatically reenrolled into 2015 plans 
through the Marketplaces in the 14 states (including DC) that are using their own 
Marketplace platforms in 2015. 

 
Additionally, updated premium and tax credit information show that in the 37 States using 
the HealthCare.gov platform:  

• More than 8 in 10 individuals (nearly 7.7 million, or 87 percent) with a 2015 plan 
selection through the Marketplaces in the HealthCare.gov states qualify for an 
advance premium tax credit13 with an average value of $263 per person per month 
(Table 6).  

• The average advance premium tax credit covers about 72 percent of the gross 
premium for individuals who qualify for an advance premium tax credit.  

• The average net premium is $101 per month among individuals with 2015 plan 
selections through the Marketplaces who qualify for an advance premium tax credit.  

• Overall, more than half (55 percent) of the 8.8 million individuals with 2015 plan 
selections through the Marketplaces in the HealthCare.gov states have 2015 plan 
selections through the Marketplaces with a monthly premium of $100 or less after 
applying the advance premium tax credit; about 8 in 10 had the option of selecting 
such a plan. 

                                                 
11 It is important to note that these data generally represent the number of individuals who have selected, or been automatically 
reenrolled into a 2015 plan through the Marketplaces, with or without payment of premium.  This is also known as pre-
effectuated enrollment, because enrollment is not considered effectuated until the first premium payment is made, and this figure 
includes plan selections for which enrollment has not yet been effectuated.  Data on effectuated enrollment are not yet available. 
12 It is important to note that the reenrollment data in this report may include some individuals who were reenrolled in coverage 
through the Marketplaces as of 2-15-15 (including SEP activity through 2-22-15), but who may ultimately decide not to retain 
Marketplace coverage for the remainder of 2015 (for example, because they have obtained coverage through another source such 
as an employer or Medicaid/CHIP).  The plan selection data in future reports will exclude these individuals (e.g., due to the 
subsequent cancellation or termination of their coverage).   
13 For purposes of this analysis, an individual qualifying for an advance premium tax credit was defined as any individual with an 
APTC amount >$0. 
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Table 1 

Key Statistics Relating to the Marketplaces 

Reporting Period:  
11-15-14 to  

2-15-15  
(including SEP Activity Thru  

2-22-15)  

Total 2015 Plan Selections in the Marketplaces 11,688,074 

2015 Plan Selections in the Marketplaces in States Using 
the HealthCare.gov Platform (1) 8,838,291 

2015 Plan Selections in the Marketplaces in State-Based 
Marketplaces Using Their Own Marketplace Platforms (2) 2,849,783 

 

Notes:   
(1) The data for the States using the HealthCare.gov platform are for 11-15-2014 to 2-15-2015, including SEP activity 
through 2-22-15. 
(2) The data for most of the States using their own Marketplace platforms are for 11-15-2014 to 2-15-2015, including SEP 
activity through 2-21-15 (however, the data for CA include SEP activity through 2-22-15). 

 

 
SECTION I.  DATA FOR THE 37 STATES USING THE HEALTHCARE.GOV          
PLATFORM 
 

• More Than 4.6 Million People Who Did Not Have Marketplace Coverage at the 
Beginning of the 2015 Open Enrollment Period Selected Plans Through the 
Marketplaces.   
More than 8.84 million individuals have selected or been automatically reenrolled into a 
2015 plan through the Marketplaces as of 2-15-15 in HealthCare.gov states (see Table 2).  
Of that total, 53 percent (more than 4.6 million) are plan selections by new consumers 
who did not have a plan selection through the Marketplaces as of November 2014,14 and 
47 percent (nearly 4.2 million) are plan selections for consumers who are reenrolling in 
coverage through the Marketplaces.  
 

• Many of the Consumers Who Were Reenrolling in Coverage in the HealthCare.gov 
States Returned to the Marketplaces and Selected a Plan.   
Within the HealthCare.gov states, in addition to the 4.6 million new consumers who 
selected 2015 coverage through the Marketplaces, 2.2 million active reenrollees also 
returned to the Marketplaces and selected a 2015 plan as of 2-15-15 (see Table 2).   
 

                                                 
14 The nearly 4.7 million new consumers in HealthCare.gov states includes a small number of individuals who previously had 
2014 coverage through the Marketplaces in Nevada and Oregon, which switched from using their own Marketplace platforms for 
the 2014 coverage year to using the HealthCare.gov Marketplace platform for the 2015 coverage year. 
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The 2.2 million active reenrollees who shopped for coverage represented more than half 
(53 percent) of the nearly 4.2 million consumers who had an active plan selection through 
the Marketplaces as of November 2014 and have been reenrolled in 2015 coverage 
through the Marketplaces.  The remaining 47 percent (nearly 2 million) have been 
automatically reenrolled (see Table 2). 

• More Than Half of the Reenrollees Who Shopped for Coverage in the HealthCare.gov 
States Switched Marketplace Plans.   
More than half (1.2 million or 54 percent) of the 2.2 million active reenrollees who 
selected 2015 plans through the Marketplaces in the HealthCare.gov states switched plans 
between the 2014 and 2015 coverage years (see Table 2).  The remaining 1.0 million (46 
percent) remained in the same Marketplace plan (including those who remained in a 
similar crosswalked plan).15 
 
Overall, the 1.2 million active reenrollees, who shopped for coverage and switched plans, 
represented 29 percent of the nearly 4.2 million consumers who reenrolled in 2015 
coverage through the Marketplaces (including the automatic reenrollees).  (See Appendix 
Table B2 for state-level data on active reenrollees who switched Marketplace plans).  
 
The 29 percent of reenrollees who switched plans is higher than that seen in other 
programs.  For example, studies show that approximately 13 percent of Medicare Part D 
enrollees change plans in a given year;16 12 percent of those active employees with 
Federal Employee Health Benefit Plan coverage switch plans each year,17 and only about 
7.5 percent of those with employer sponsored coverage18 switch plans for reasons other 
than a job change during a given year.  

 
 

  

                                                 
15 Some consumers’ 2014 plans were no longer active for 2015 but the insurer offered a plan with similar benefits, known as a 
“crosswalk plan.”  For purposes of this report, active reenrollees who selected the crosswalk plan for the 2015 coverage year 
(identified based on the information provided by the insurance companies) are not included in the total number who switched 
plans.   
16 Hoadley, J. et. al., “To Switch or Not to Switch: Are Medicare Beneficiaries Switching Drug Plans To Save Money?” Kaiser 
Family Foundation, October 2013, accessed at http://kff.org/medicare/issue-brief/to-switch-or-not-to-switch-are-medicare-
beneficiaries-switching-drug-plans-to-save-money/. 
17 Atherley, A. et. al., “Health Plan Switching Among Members of the Federal Employees Health Benefits Program,” Inquiry 
42:255-265 (Fall 2005),  Accessed at 
http://www.jstor.org/discover/10.2307/29773204?sid=21106062471743&uid=2&uid=3739584&uid=4&uid=3739256. 
18 Cunningham, P., “Few Americans Switch Employer Health Plans for Better Quality, Lower Costs,” NIHCR Research Brief 
No. 12, January 2013, accessed at http://www.nihcr.org/Health-Plan-Switching. 

https://webmail.hhs.gov/owa/redir.aspx?C=ceZv0fiYA0GY1peJ6ddsyyirF7t7LNIIuGwLuptptXullfWH0FB8DTu87mQ6cRlHbBdsBbOFZnQ.&URL=http%3a%2f%2fkff.org%2fmedicare%2fissue-brief%2fto-switch-or-not-to-switch-are-medicare-beneficiaries-switching-drug-plans-to-save-money%2f
https://webmail.hhs.gov/owa/redir.aspx?C=ceZv0fiYA0GY1peJ6ddsyyirF7t7LNIIuGwLuptptXullfWH0FB8DTu87mQ6cRlHbBdsBbOFZnQ.&URL=http%3a%2f%2fwww.nihcr.org%2fHealth-Plan-Switching
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Table 2 

2015 Plan Selections Through the Marketplaces in States Using 
the HealthCare.gov Platform By Enrollment Type 

Cumulative 
11-15-14 to 2-15-15 

(Including SEP Activity thru 2-22-15) 

Number 

 
Plan Selection Data by Enrollment Type 

as a % of: 

Total 
Plan 

Selections 
n=8.84m 

All 
Consumers 

Reenrolling in 
Coverage 
n=4.17m 

Active 
Reenrollees 

n=2.21m 

Total 2015 Plan Selections through the Marketplaces in 
HealthCare.gov States (1) 

8.84 million 100% N/A N/A 

   New Consumers (2) 4.67 million 53% N/A N/A 
   Consumers Reenrolling in 2015 Coverage through the 
   Marketplaces (3) 

4.17 million 47% 100% N/A 

      Active Reenrollees (4) 2.21 million 25% 53% 100% 
          Active Reenrollees Who Remained in the Same Marketplace  
              Plan (2) 

1.01 million 11% 24% 46% 

          Active Reenrollees Who Switched Marketplace Plans (3) 1.20 million 14% 29% 54% 
      Automatic Reenrollees (5) 1.96 million 22% 47% N/A 

 

Notes:  Numbers may not add to totals due to rounding 
(1) Total 2015 Marketplace Plan Selections represents cumulative data on the number of unique individuals who have selected or 
been automatically reenrolled into a 2015 Marketplace medical plan for enrollment through the individual market Marketplaces 
(with or without the first premium payment having been received directly by the issuer).  This is also known as pre-effectuated 
enrollment, because enrollment is not considered effectuated until the first premium payment is made, and this figure includes 
plan selections for which enrollment has not yet been effectuated.  Individuals who have cancelled or terminated their 
Marketplace plans are not included in the total number of plan selections.  These data also do not include:  standalone dental plan 
selections; or individuals who may have selected a 2014 Marketplace plan during the reporting period, as a result of having been 
eligible for a Special Enrollment Period (SEP).   
(2) New Consumers includes data on 2015 Marketplace plan selections for individuals who did not have an active Marketplace 
plan selection in HealthCare.gov as of November 2014.  This includes consumers who were entirely new to the Marketplace 
(e.g., those who had not previously submitted a completed application for 2014 coverage through HealthCare.gov, including 
some individuals who may have previously had experience with a State-Based Marketplace that was using its own Marketplace 
platform in 2014); as well as those who had previously submitted a completed application to the Marketplace during the 2014 
coverage year (including those whose previous 2014 Marketplace plan selection was cancelled or terminated before November 
2014, those who were determined eligible to enroll in a QHP, but did not select a Marketplace plan during the 2014 Coverage 
Year, and those who submitted a completed application to the Marketplace but were not determined eligible to enroll in a QHP 
during the 2014 coverage year). 
(3) Consumers reenrolling in coverage through the Marketplaces includes data for consumers who had an active Marketplace 
plan selection in HealthCare.gov as of November 2014 and selected or were automatically reenrolled into a 2015 Marketplace 
plan (e.g., including data for both active reenrollees and automatic reenrollees).  It is important to note that the reenrollment data 
in this report may include some individuals who were reenrolled in coverage through the Marketplaces as of 2-15-15 (including 
SEP activity through 2-22-15), but who may ultimately decide not to retain Marketplace coverage for the remainder of 2015 (for 
example, because they have obtained coverage through another source such as an employer or Medicaid/CHIP).  The plan 
selection data in future reports will exclude these individuals (e.g., due to the subsequent cancellation or termination of their 
coverage).   
(4) Active Reenrollees represents the number of consumers reenrolling in coverage through the Marketplaces who returned to the 
Marketplace and selected a 2015 plan through the Marketplaces, including some individuals who were initially automatically 
reenrolled by the Marketplace and subsequently returned to the Marketplaces to select a plan. 
(5) Automatic Reenrollees represents the number of consumers reenrolling in coverage through the Marketplaces whose plan 
selections have a current status of automatically renewed because they have not returned to the Marketplaces to select a plan. 
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15. 
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• Nearly 1.7 Million Consumers in the HealthCare.gov States Selected a Marketplace 

Plan During the Last Month of the 2015 Open Enrollment Period 
The Marketplaces in the HealthCare.gov states experienced additional enrollment as the 
close of the 2015 Open Enrollment period approached.   
 
Table 3 shows that nearly 1.7 million of the more than 8.8 million plan selections (19 
percent) for consumers in the HealthCare.gov states during the 2015 Open Enrollment 
period occurred during the last month of the Open Enrollment period (between 1-16-15 
and 2-15-15, including SEP activity through 2-22-15).  By comparison, 51 percent of 
those who selected a plan in the 2014 Open Enrollment Period in the HealthCare.gov 
states (nearly 3.0 million out of 5.4 million) did so between 3-2-14 and 3-31-14 
(including SEP activity through 4-19-14).19  Note that in 2014, all consumers were new 
consumers and there was no renewal process.  When looking only at new consumers for 
the 2015 Open Enrollment Period, a greater proportion waited until the end.  Specifically, 
about 36 percent of the more than 4.6 million new consumers who selected 2015 plans 
through the Marketplaces in the HealthCare.gov states did so during the last month of the 
open enrollment period (including SEP activity through 2-22-15). 

  

                                                 
19 For more information, please see the 2014 Open Enrollment Period Marketplace Summary Enrollment Report, which can be 
accessed at http://aspe.hhs.gov/health/reports/2014/MarketPlaceEnrollment/Apr2014/ib_2014Apr_enrollment.pdf. 

http://aspe.hhs.gov/health/reports/2014/MarketPlaceEnrollment/Apr2014/ib_2014Apr_enrollment.pdf
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Table 3 

2015 Plan Selections through the Marketplaces in States 
Using the HealthCare.gov Platform By Plan Selection 
Date 

Total Plan Selections Plan Selections By  
New Consumers (1) 

Number % of 
Total Number % of 

Total 
Total 2015 Plan Selections through the Marketplaces in 
HealthCare.gov States, 11-14-14 to 2-15-15 (including SEP 
activity through 2-22-15) (2) (3) 

8.84 million 100% 4.67 million 100% 

   Number With Plan Selection Dates During the First  
      Two Months of the Open Enrollment Period  
      (11-15-14 to 1-16-15) 

7.16 million 81% 3.00 million 64% 

   Number Who Selected a Plan Through the Marketplaces 
      During the Last Month of the Open Enrollment Period  
      Period (including SEP activity through 2-22-15) 

1.68 million 19% 1.67 million 36% 

 

Notes:  Numbers may not add to totals due to rounding 
(1) New Consumers includes data on 2015 Marketplace plan selections for individuals who did not have an active Marketplace 
plan selection in HealthCare.gov as of November 2014.  This includes consumers who were entirely new to the Marketplace 
(e.g., those who had not previously submitted a completed application for 2014 coverage through HealthCare.gov, including 
some individuals who may have previously had experience with a State-Based Marketplace that was using its own Marketplace 
platform in 2014); as well as those who had previously submitted a completed application to the Marketplace during the 2014 
coverage year (including those whose previous 2014 Marketplace plan selection was cancelled or terminated before November 
2014, those who were determined eligible to enroll in a QHP, but did not select a Marketplace plan during the 2014 Coverage 
Year, and those who submitted a completed application to the Marketplace but were not determined eligible to enroll in a QHP 
during the 2014 coverage year). 
(2) Total 2015 Marketplace Plan Selections represents cumulative data on the number of unique individuals who have selected or 
been automatically reenrolled into a 2015 Marketplace medical plan for enrollment through the individual market Marketplaces 
(with or without the first premium payment having been received directly by the issuer).  This is also known as pre-effectuated 
enrollment, because enrollment is not considered effectuated until the first premium payment is made, and this figure includes 
plan selections for which enrollment has not yet been effectuated.  Individuals who have cancelled or terminated their 
Marketplace plans are not included in the total number of plan selections.  These data also do not include:  standalone dental plan 
selections; or individuals who may have selected a 2014 Marketplace plan during the reporting period, as a result of having been 
eligible for a Special Enrollment Period (SEP).   
(3) Special Enrollment Period (SEP) activity includes plan selections that were made between 2-16-15 and 2-22-15 by those who 
qualified for an SEP because they were “in line” on 2-15-15, as well as those who experienced a qualifying life event or a 
complex situation related to applying for coverage in the Marketplace with coverage effective on March 1, 2015.    
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15. 
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Figure 1 

Trends in the Cumulative Number of Individuals Who Selected a 
Marketplace Plan in States Using the HealthCare.gov Platform, 

11-15-14 to 2-15-15 (including SEP Activity thru 2-22-15)

Notes:  Represents cumulative sums of weekly data (Sunday to Saturday) on the number of unique individuals who have been determined eligible to enroll in a 
plan through the states using the HealthCare.gov platform, and have actively selected a plan (with or without the first premium payment having been received 
by the issuer).  Number of states using the HealthCare.gov platform:  37 states during the 2015 coverage year. 

Source:  Centers for Medicare & Medicaid Services, as of 3-6-15 

The number of 2015 Marketplace plan selections increased by 1.7 million between 1-16-15 
and 2-15-15, including SEP activity thru 2-22-15 (from more than 7.1 million to 8.8 million)
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• Interest in the Marketplaces in HealthCare.gov States Has Been High. – During the 
2015 Open Enrollment period:   

o 35.2 million  visitors used the HealthCare.gov and CuidadoDeSalud.gov websites;  

o 16.8 million calls were made to the Marketplace call center for the 
HealthCare.gov states; 

o 9.2 million completed applications for 2015 coverage were submitted; and 

o 12.4 million individuals were included in these completed applications.20 

 
  

                                                 
20 A single completed application form that is submitted to the Marketplace can include multiple individual applicants from the 
same household. 
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Characteristics of 2015 Plan Selections Through the Marketplaces in the HealthCare.gov 
States Compared to 2014 and Characteristics of New Consumers and Reenrollees in 2015 
 
Generally, the demographic characteristics of consumers selecting plans through the 
Marketplaces in the HealthCare.gov states during the 2014 and 2015 Open Enrollment Periods 
were quite similar (see Table 4).    
 
There were also some demographic differences between new consumers in 2015 and consumers 
reenrolling in coverage through the Marketplaces. Most notably, new consumers were more 
likely to be young adults, less likely to select a silver plan, more likely to be African-American 
or Latino, and less likely to be White.      
 
As noted in the 2014 summary enrollment report,21 the data on race and ethnicity should be 
interpreted with great caution since more than one-third of enrollees do not provide these data. 

 
  

                                                 
21 For more information about data on Marketplace plan selections for the 2014 coverage year, please see the Marketplace 
Summary Enrollment Report, which can be accessed at 
http://aspe.hhs.gov/health/reports/2014/MarketPlaceEnrollment/Apr2014/ib_2014Apr_enrollment.pdf. 
 

http://aspe.hhs.gov/health/reports/2014/MarketPlaceEnrollment/Apr2014/ib_2014Apr_enrollment.pdf
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Table 4 

Comparison of Selected 
Characteristics of Plan Selections 

through the Marketplaces in 
States Using the HealthCare.gov 

Platform  

2014 Open 
Enrollment 
Period (2) 

2015 Open  
Enrollment  
Period (3) 

Total 
Plan 

Selections 

Total  
Plan  

Selections 

By Reenrollment Status 

New  
Consumers 

Active 
Reenrollees 

Automatic 
Reenrollees 

Total Number of Individuals Who 
Have Selected a 2015 Plan Through 
the Marketplaces in the 
HealthCare.gov States (1) 

5.44 million 8.84 million 4.67 million 2.21 million 1.96 million 

Males who have selected a 
Marketplace plan (5) 45% 46% 47% 43% 46% 

Females who have selected a 
Marketplace plan (5) 55% 54% 53% 57% 54% 

0 to 34 year olds who have 
selected a Marketplace plan (5) 35% 36% 40% 28% 36% 

18 to 34 year olds who have 
selected a Marketplace plan (5) 28% 28% 31% 21% 29% 

Individuals who have selected a 
Silver Marketplace plan (5) 69% 69% 66% 72% 72% 

Individuals who have selected a 
Marketplace plan with  
Financial Assistance (5) 

86% 87% 86% 91% 84% 

African-Americans who have 
selected a Marketplace plan (5) 17% 14% 16% 11% 15% 

Latinos who have selected a 
Marketplace plan (5) 11% 11% 12% 10% 10% 

Whites who have selected a 
Marketplace plan (5) 63% 65% 63% 69% 66% 

Individuals in ZIP Codes 
designated as Rural who have 
selected a Marketplace Plan (5) 

N/A 17% 17% 18% 18% 

 
Notes: 
(1) Represents the cumulative number of unique individuals who have selected or been automatically reenrolled into a 2015 
Marketplace medical plan for enrollment through the individual market Marketplaces (with or without the first premium payment 
having been received directly by the issuer).  This is also known as pre-effectuated enrollment, because enrollment is not 
considered effectuated until the first premium payment is made, and this figure includes plan selections for which enrollment has 
not yet been effectuated.  Individuals who have cancelled or terminated their Marketplace plans are not included in the total 
number of plan selections.  These data also do not include:  standalone dental plan selections; or individuals who may have 
selected a 2014 Marketplace plan during the reporting period, as a result of having been eligible for a Special Enrollment Period 
(SEP).   See Appendix D for additional technical notes.   
(2)  Data for the 2014 Open Enrollment Period are for the following reporting period:  10-1-13 to 3-31-14 (including SEP activity 
through 4-19-14).  During the 2014 Marketplace coverage year, there were a total of 36 states using the HealthCare.gov platform, 
including one state (Idaho) that switched from using the HealthCare.gov platform in 2014 to using its own Marketplace platform 
in 2015.   
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(3)  Data for the 2015 Open Enrollment Period are for the following reporting period:  11-15-14 to 2-15-15 (including SEP 
activity through 2-22-15).  During the 2015 Marketplace coverage year, there were a total of 37 states using the HealthCare.gov 
platform, including 35 states that are states that used the HealthCare.gov platform in both 2014 and 2015, and two states which 
are new to the HealthCare.gov platform in 2015 (Oregon and Nevada).  
(4)  The data for the 2014 Open Enrollment period correspond with the reporting period for the 2015 Open Enrollment Period. 
(5) Percentages shown in this table are based on the total number of active Marketplace plan selections for which the applicable 
data are available, excluding plan selections with unknown data for a given metric (e.g., age, gender, race/ethnicity, etc.)  
Additional information on the number of plan selections with missing data for each metric can be found in Appendix Table A1. 
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15. 

 
 
Distribution of 2015 Plan Selections Through the Marketplaces in the HealthCare.gov States 
By Household Income 
 
Most (80 percent) of the consumers who selected 2015 plans through the Marketplaces in the 
HealthCare.gov states during the 2015 Open Enrollment period (11-15-14 to 2-15-15, including 
SEP activity through 2-22-15) had household incomes that were between 100 percent and 250 
percent of the Federal Poverty Level (FPL).  However, the observed household income 
distributions differed between HealthCare.gov states that have and have not expanded Medicaid 
under the Affordable Care Act (see Table 5).22 
 
  

                                                 
22 As of December 2014, 14 HealthCare.gov states had implemented the expansion of Medicaid under the Affordable Care Act to 
cover adults under age 65 with incomes up to 133 percent of the Federal Poverty Level. Additionally, Pennsylvania implemented 
the Medicaid expansion on January 1, 2015 and Indiana the implemented Medicaid expansion on February 1, 2015. 



ASPE Issue Brief  Page 14 
 
 

 
ASPE Office of Health Policy            March 2015 

Table 5 
2015 Plan Selections Through the Marketplaces  

in States Using the HealthCare.gov Platform  
by Household Income and Medicaid Expansion Status,  
 11-15-14 to 2-15-15 (including SEP activity thru 2-22-15) 

Household Income 
(% of the Federal 
Poverty Level (FPL)) 

Total Plan Selections  Plan Selections for Consumers Renewing 
Coverage 

All States Using 
the 

HealthCare.gov 
Platform for the  
2015 Coverage 

Year  
(37 States) 

HealthCare.gov 
States That 

Have 
Implemented 
the Medicaid 
Expansion (1) 

(16 States) 

HealthCare.gov 
States That 
Have Not 

Implemented 
the Medicaid 

Expansion  
(21 States) 

All States Using 
the 

HealthCare.gov 
Platform for the  
2015 Coverage 

Year  
(37 States) 

HealthCare.gov 
States That 

Have 
Implemented 
the Medicaid 
Expansion (1) 

(16 States) 

HealthCare.gov 
States That 
Have Not 

Implemented 
the Medicaid 

Expansion  
(21 States) 

Total 2015 Plan 
Selections Through the 
Marketplaces (2) 

8.84 million 2.56 million 6.28 million 4.17 million 1.28 million 2.89 million 

Plan Selections With 
Available Data on 
Household Income (3) 

8.31 million 2.35 million 5.97 million 3.93 million 1.18 million 2.75 million 

Plan Selections by Household Income (% of Total with Available Data): 

<100% of FPL 3% 2% 3% 2% 2% 2% 

≥100% - ≤150% of FPL 40% 22% 47% 39% 25% 45% 

>150% - ≤200% of FPL 25% 32% 23% 26% 31% 24% 

>200% - ≤250% of FPL 15% 19% 13% 15% 18% 13% 

>250% - ≤300% of FPL 8% 11% 7% 8% 11% 7% 

>300% - ≤400% of FPL 8% 11% 6% 7% 10% 6% 

> 400% of FPL 2% 3% 2% 2% 3% 2% 
 
Notes: 
(1) As of December 2014, 14 HealthCare.gov states had implemented the expansion of Medicaid under the Affordable Care Act 
to cover adults under age 65 with incomes up to 133 percent of the Federal Poverty Level. Additionally, Pennsylvania 
implemented the Medicaid expansion on January 1, 2015 and Indiana the implemented Medicaid expansion on February 1, 2015.  
See Appendix D for additional technical notes.   
(2) Represents the cumulative number of unique individuals who have selected or been automatically reenrolled into a 2015 
Marketplace medical plan for enrollment through the individual market Marketplaces (with or without the first premium payment 
having been received directly by the issuer).  This is also known as pre-effectuated enrollment, because enrollment is not 
considered effectuated until the first premium payment is made, and this figure includes plan selections for which enrollment has 
not yet been effectuated.  Individuals who have cancelled or terminated their Marketplace plans are not included in the total 
number of plan selections.  These data also do not include:  standalone dental plan selections; or individuals who may have 
selected a 2014 Marketplace plan during the reporting period, as a result of having been eligible for a Special Enrollment Period 
(SEP).    
(3) Household Income represents the individual’s household income as a percentage of the Federal Poverty Level.  The 2014 
Federal Poverty Guidelines, which are used in determining premium tax credits for 2015 coverage, can be accessed at 
http://aspe.hhs.gov/poverty/14poverty.cfm.  
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15. 
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Impact of the Advance Premium Tax Credit on Monthly Premiums 
 
Under the Affordable Care Act, advance premium tax credits are available to reduce premium 
costs for qualified individuals.23 
 

• More than 8 in 10 individuals (nearly 7.7 million, or 87 percent) who selected or were 
automatically enrolled in a 2015 plan through the Marketplaces in the HealthCare.gov 
states qualify for an advance premium tax credit24 with an average value of $263 per 
person per month25 (Table 6).  

• The average advance premium tax credit covers about 72 percent of the gross premium 
for individuals who qualify for an average advance premium tax credit.  

• The average net premium after advance premium tax credit is $101 per month among 
individuals with 2015 plan selections through the Marketplaces in the HealthCare.gov 
states who qualify for an advance premium tax credit.  

 
 

Table 6 

Reduction in Average Monthly Premiums from Advance Premium Tax Credits (APTC) in States Using the HealthCare.gov Platform (1) 
11-15-14 to 2-15-15 (including SEP activity through 2-22-15) 

Description 

Total Number of 
Individuals With 

2015 Plan 
Selections 

Through the 
Marketplaces (2) 

Percent of 
Plan 

Selections 
with APTC 

Average 
Monthly 
Premium 

before APTC 

Average 
Monthly 
APTC 

Average 
Monthly 
Premium 

After APTC 

Average 
Percent 

Reduction in 
Premium 

after APTC 

TOTAL – States Using the 
HealthCare.gov Platform  

8.84 million 87% $364 $263 $101 72% 

 
Source:  ASPE computation of CMS data for 37 states using the HealthCare.gov platform as of 2-15-15 (including SEP activity 
through 2-22-15). 
 
 

                                                 
23 The premium tax credit (“PTC”) is calculated as the difference between the cost of the adjusted monthly premium of the 
second-lowest cost silver plan with respect to the applicable taxpayer and the applicable contribution percentage that a person is 
statutorily required to pay deter-mined by household income. An individual may choose to have all or a portion of the PTC paid 
in advance (advance premium tax credit or “APTC”) to an issuer of a qualified health plan in order to reduce the cost of monthly 
insurance premiums. APTCs are generally available for individuals with a projected household income between 100 percent (133 
percent in states that have chosen to expand their Medicaid programs) and 400 percent of the Federal Poverty Level (FPL). For 
2015, the percentage of household income that a qualified individual or family will pay toward a health insurance premium 
ranges from 2.01 percent of household income at 100 percent of the FPL to 9.56 percent of income at 400 percent of FPL. For 
more information on the required contribution percentage, see http://www.irs.gov/pub/irs-drop/rp-14-37.pdf. 
24 For purposes of this analysis, an individual qualifying for an advance premium tax credit was defined as any individual with an 
APTC amount >$0. 
25 Averages in this brief refer to plan-selection-weighted averages across individuals with plan selections with advance premium 
tax credits in the 37 HealthCare.gov states.  For more information, see the ASPE Issue Brief “Health Insurance Marketplace 
2015: Average Premiums After Advance Premium Tax Credits Through January 30 in 37 States Using the HealthCare.gov 
Platform,” accessed at http://www.aspe.hhs.gov/health/reports/2015/MarketPlaceEnrollment/APTC/ib_APTC.pdf. 
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Many Consumers Took Advantage of the Availability of 2015 Plans with Premiums of $100 or 
Less Through the Marketplaces in the HealthCare.gov States 
 

• Overall, more than half (55 percent) of the 8.8 million total individuals with 2015 plan 
selections through the Marketplaces in the HealthCare.gov states have a monthly 
premium of $100 or less after applying the advance premium tax credit.  About 8 in 10 
of these individuals had the option of selecting such a plan (see Table 7). 

• Meanwhile, more than 3 in 10 of the 8.8 million total individuals with 2015 plan 
selections through the Marketplaces in the HealthCare.gov states have a monthly 
premium of $50 or less after applying any applicable advance premium tax credit.  
About 7 in 10 of eligible individuals had the option of selecting such a plan 

 
 

Table 7 

Availability and Selection of Plans With Monthly Premiums of $100 or Less After the Advance Premium Tax Credit (APTC) through the 
Marketplaces in States Using the HealthCare.gov Platform (1) 

11-15-14 to 2-15-15 (including SEP activity through 2-22-15) 

Description 

Number of 
Individuals 

With 2015 Plan 
Selections 

Through the 
Marketplaces 

(2) 

Availability of Plans With Monthly 
Premiums of $100 or Less 

Selection of Plans With Monthly Premiums 
of $100 or Less 

Percent Who 
Could Have 

Selected a Plan 
with a Monthly 

Premium of 
$50 or Less 
after APTC  

Percent Who 
Could Have 

Selected a Plan 
with a Monthly 

Premium of $100 
or Less after 

APTC  

Percent Who 
Selected or Were 

Automatically 
Reenrolled in a Plan 

With a Monthly 
Premium of $50 or 
Less after APTC 

Percent Who 
Selected or Were 

Automatically 
Reenrolled in a Plan 

With a Monthly 
Premium of $100 or 

Less after APTC 

Total Number of Individuals 
With 2015 Plan Selections 
Through the Marketplaces 

8.84 million 66% 77% 33% 55% 

Individuals With 2015 Plan 
Selections With APTC 
through the Marketplaces 

7.65 million 77% 89% 38% 63% 

 
Source:  ASPE computation of CMS data for 37 states using the HealthCare.gov platform as of 2-15-15 (including SEP activity 
through 2-22-15). 

 
 
Distribution of 2015 Plan Selections Through the Marketplaces in the HealthCare.gov States 
by Monthly Premium After Tax Credit and Reenrollment Status 
 

• Consumers who shopped for coverage were more likely to have a 2015 plan selection 
through the Marketplaces with a monthly premium of $100 or less after applying the 
advance premium tax credit – 58 percent for new consumers and 55 percent for 
reenrollees who returned to the Marketplaces and selected a plan, compared with 46 
percent for automatic reenrollees who did not return to the Marketplaces (see Table 8). 
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Table 8 

2015 Plan Selections Through the Marketplaces 
in States Using the HealthCare.gov Platform By 
Monthly Premium After Tax Credit 

Cumulative 11-15-14 to 2-15-15 
(Including SEP Activity thru 2-22-15) 

Total 
Individuals 
With 2015 

Marketplace 
Plan Selections 

By Reenrollment Status 

New 
Consumers 

Active 
Reenrollees 

Automatic 
Reenrollees 

Total 2015 Plan Selections Through the 
Marketplaces in HealthCare.gov States, 11-14-14 to 
2-15-15 (including SEP activity through 2-22-15) (3) 

8.84 million 4.67 million 2.21 million 1.96 million 

Plan Selections by Monthly Premium After the 
Advance Premium Tax Credit (APTC):         

   Less Than or Equal to $100 55% 58% 55% 46% 
       ≥$0 and ≤ $50 33% 37% 33% 22% 

       >$50 and ≤ $100 22% 21% 22% 24% 
   Greater Than $100 45% 42% 45% 54% 

 
Source:  ASPE computation of CMS data for 37 states using the HealthCare.gov platform as of 2-15-15 (including SEP activity 
through 2-22-15). 
 
 

Table 9 

2015 Plan Selections Through the Marketplaces 
in States Using the HealthCare.gov Platform By 
Monthly Premium After Tax Credit 

Cumulative 11-15-14 to 2-15-15 
(Including SEP Activity thru 2-22-15) 

Total 
Individuals 
With 2015 

Marketplace 
Plan Selections 

With APTC 

By Reenrollment Status 

New 
Consumers 

Active 
Reenrollees 

Automatic 
Reenrollees 

Total 2015 Plan Selections Through the 
Marketplaces in HealthCare.gov States, 11-14-14 to 
2-15-15 (including SEP activity through 2-22-15) (3) 

7.65 million 4.01 million 2.01 million 1.63 million 

Plan Selections by Monthly Premium After the 
Advance Premium Tax Credit (APTC):         

   Less Than or Equal to $100 63% 67% 60% 55% 
       ≥$0 and ≤ $50 38% 43% 37% 27% 

       >$50 and ≤ $100 25% 24% 23% 28% 
   Greater Than $100 37% 33% 40% 45% 

 
Source:  ASPE computation of CMS data for 37 states using the HealthCare.gov platform as of 2-15-15 (including SEP activity 
through 2-22-15). 
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Other Data on Marketplace Enrollment-Related Activity in the HealthCare.gov States 
 
Interest in the Marketplaces in HealthCare.gov states has been high during the 2015 Open 
Enrollment period, with more than 35 million visitors to the Marketplace websites, 15 million 
calls to the Marketplace call center, and 9 million completed applications in the HealthCare.gov 
states as of 2-15-15 (including SEP activity through 2-22-15) (see Table 10). 
 

Table 10 

Cumulative Enrollment-Related Information Relating to the Marketplaces in 
States Using The HealthCare.gov Platform 

  

Reporting Period: 
11-15-14 to  

2-15-15  
(including SEP 
Activity Thru  
2-22-15) (1) 

Visitors to the Marketplace Websites  (2) 35,175,531 

Calls to the Marketplace Call Center (3) 16,806,861 

Number of Completed Applications 9,197,913 

Number of Individuals Included in Completed Applications 12,410,323 

Number of Individuals Determined Eligible to Enroll in a 2015 Plan Through the 
Marketplaces 10,721,940 

 

Notes: 
(1) The data in this table are for the 11-15-14 to 2-15-15 reporting period. See Appendix D for technical notes.  
(2) Visitors to the Marketplace Websites includes 33,845,038 unique visitors on HealthCare.gov and 1,330,493 unique visitors on 
CuidadoDeSalud.gov between 11-15-14 and 2-15-15, including additional SEP activity through 2-22-15.  Visitors to the 
Marketplace Websites is the sum of monthly data and has been deduplicated to the extent possible. 
(3)  Total Calls to the Marketplace call centers includes 1,471,607 calls with Spanish-speaking representatives and 15,324,491 
other calls between 11-15-14 and 2-15-15, including additional SEP activity through 2-22-15. 
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15. 
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SECTION II. DATA FOR THE 14 STATES USING THEIR OWN MARKETPLACE 
PLATFORMS 
 
Nearly 2.85 million individuals have selected 2015 plans through the Marketplace s in the 14 
states (including DC) that are using their own Marketplace platforms for the 2015 coverage year 
as of 2-15-15 (including SEP activity through 2-21-15).26  Several states (Maryland, 
Massachusetts, and Idaho) are unable to separate out data for new consumers and consumers 
reenrolling in coverage through the Marketplaces due to system vendor changes or other 
information technology system issues. This includes:   
 

• 357,764 plan selections through the Marketplaces in 3 states reporting all enrollees as 
new consumers because of systems issues. (Idaho,27 Maryland, and Massachusetts); and  

• 2,492,019 plan selections through the Marketplaces in 11 states reporting data on new 
consumers, consumers actively reenrolling in Marketplace coverage, and automatic 
reenrollees (California, Colorado, Connecticut, District of Columbia, Hawaii, Kentucky, 
Minnesota, New York, Rhode Island, Vermont, and Washington). 

 
Consistent with experience during the 2014 Open Enrollment period, the Marketplaces in the 
states using their own Marketplace platforms experienced additional plan selections as the close 
of the 2015 Open Enrollment period approached.  Table 11 shows that 16 percent of the nearly 
2.85 million plan selections for consumers who selected or were automatically enrolled in 
Marketplace plans in these states during the 2015 Open Enrollment period (including SEP 
activity through 2-21-15) occurred during the last month of the Open Enrollment period 
(between 1-18-15 and 2-15-15, including SEP activity through 2-21-15).   
 
  

                                                 
26 Data for California are for 11-15-14 to 2-22-15. 
27 Data for Idaho include some automatic reenrollees from their previous HealthCare.gov platform (Idaho used the 
HealthCare.gov platform during the 2014 coverage year); however, Idaho is treating all plan selections as new in 2015. 
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Table 11 

2015 Plan Selections Through the Marketplaces in States Using 
Their Own Marketplace Platforms By Plan Selection Date 

Total Plan Selections 
Number % of Total 

Total 2015 Plan Selections Through the Marketplaces in States Using 
Their Own Marketplace Platforms, 11-14-14 to 2-15-15 (including SEP 
activity through 2-22-15) (2) (3) 

2.85 million 100% 

   Number With Plan Selection Dates During the First Two Months of the 
      Open Enrollment Period (11-15-14 to 1-17-15) 

2.38 million 84% 

   Number Who Selected a Marketplace Plan During the Last Month of  
      the Open Enrollment Period (including SEP activity through 2-22-15) 

0.47 million 16% 

 

Notes:  Numbers may not add to totals due to rounding 
(1) Total 2015 Marketplace Plan Selections represents cumulative data on the number of unique individuals who have selected or 
been automatically reenrolled into a 2015 Marketplace medical plan for enrollment through the individual market Marketplaces 
(with or without the first premium payment having been received directly by the issuer).  This is also known as pre-effectuated 
enrollment, because enrollment is not considered effectuated until the first premium payment is made, and this figure includes 
plan selections for which enrollment has not yet been effectuated.  These data also do not include:  standalone dental plan 
selections; or individuals who may have selected a 2014 Marketplace plan during the reporting period, as a result of having been 
eligible for a Special Enrollment Period (SEP).  Except for three states, the data for total number of plan selections removes 
cancellations and terminations.  Minnesota does not remove either from its total plan selection data, whereas DC removes 
cancellations and terminations from its automatic reenrollment data and New York removes cancellations and terminations from 
its active and automatic reenrollee data. 
(2) Special Enrollment Period (SEP) activity includes plan selections that were made between 2-15-15 and 2-21-15 by those who 
qualified for an SEP because they were “in line” on 2-15-15, as well as those who experienced a qualifying life event or a 
complex situation related to applying for coverage in the Marketplace with coverage effective on March 1, 2015.    
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15. 
 
This report also includes available data relating to completed applications, eligibility 
determinations, website visitors, and call center activity (see Table 12); as well as the overall 
distribution of Marketplace plan selections by gender, age, metal level, and financial assistance 
status.  (See Appendix Table A3 for a summary of available data on the characteristics of 
Marketplace plan selections in these states, and Appendix Table D3 for a summary of which data 
are available for each state.  Additionally, Appendix Tables C1, C2, C3, C4, and C5 include 
state-level data for several metrics).   
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Table 12 

Cumulative Enrollment-Related Information on the  
Marketplaces in 

States Using Their Own Marketplace Platforms 
  

Reporting Period: 
2015 Open 

Enrollment Period 
(1) 

Visitors to the Marketplace Websites   
     Number of States Reporting:  13 13,011,171 

Calls to the Marketplace Call Centers   
     Number of States Reporting:  14 8,110,152 

Number of Completed Applications 
     Number of States Reporting:  12 1,886,934 

Number of Individuals Included in Completed Applications 
     Number of States Reporting:  12 3,525,757 

Number of Individuals Determined Eligible to Enroll in a 2015 Plan through the 
Marketplaces 
     Number of States Reporting:  14 

3,694,776 

Number of Individuals Who Have Selected a 2015 Plan through the Marketplaces (2)  
     Number of States Reporting:  14 2,849,783 

 

Notes: 
(1) Most of the data in this table are for the 11-15-14 to 2-15-15 (including SEP activity through 2-21-15) reporting period with 
the following exceptions:  data for California are for 11-15-14 to 2-15-15 (including SEP activity through 2-22-15). 
(2) Total 2015 Marketplace Plan Selections generally represents cumulative data on the number of unique individuals who have 
selected a 2015 Marketplace medical plan for enrollment through the individual market Marketplaces (with or without the first 
premium payment having been received directly by the issuer).  This is also known as pre-effectuated enrollment, because 
enrollment is not considered effectuated until the first premium payment is made, and this figure includes plan selections for 
which enrollment has not yet been effectuated (however, one state, Washington, has reported data on effectuated enrollment).  
Except for three states, the data for total number of plan selections removes cancellations and terminations.  Minnesota does not 
remove either from its total plan selection data, whereas DC removes cancellations and terminations from its automatic 
reenrollment data and New York removes cancellations and terminations from its active and automatic reenrollee data. These 
data do not include a count of the number of individuals who have selected a standalone dental plan. They also generally do not 
include data for individuals who may have selected a 2014 Marketplace plan during the reporting period, as a result of having 
been eligible for a Special Enrollment Period (SEP).  
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15. 
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SECTION III.  METHODOLOGICAL OVERVIEW 
 
The data reported here have been obtained from the information systems of the Centers for 
Medicare & Medicaid Services (CMS), based on information collected for 37 states using the 
HealthCare.gov platform.  We also obtained more limited data reported to CMS by the 14 states 
(including DC) that are using their own Marketplace platforms. Data for the Small Business 
Health Options Program (SHOP) Marketplaces are not included in this report. 
 
This report includes data that are currently available on enrollment-related activity for the 2015 
Open Enrollment period – which generally corresponds with data from 11-15-14 to 2-15-15 
(including SEP activity through 2-22-15) for the 37 HealthCare.gov states; and from 11-15-14 to 
2-15-15 (including SEP activity through 2-22-15) in states that are using their own Marketplace 
platforms for the 2015 coverage (see Table 13 below).  
 

Table 13 
Marketplace Type Reporting Period 

States Using the HealthCare.gov Marketplace Platform (37 states) 11-15-14 to 2-15-15 (including SEP 
activity thru 2-22-15) 

States Using Their Own Marketplace Platform (14 states)  
     California 11-15-14 to 2-15-15 (including SEP 

activity thru 2-22-15) 
     Other 13 States (including DC) 11-15-14 to 2-15-15 (including SEP 

activity thru 2-21-15) 
 
Data for certain metrics are not available for several of the states that are using their own 
Marketplace platforms.   
 
It is important to note that some of the 14 states that are using their own Marketplace platforms 
are not separately reporting data for new consumers and consumers who are reenrolling in 
coverage through the Marketplaces.  Please refer to Appendix D for additional technical notes. 
 
This report also includes available data on the characteristics of individuals who have selected a 
plan through the Marketplaces for the 37 states that are using the HealthCare.gov platform for 
2015, and the 14 states that are using their own Marketplace platforms.  In some cases, the data 
for certain characteristics of Marketplace plan selections are not yet available in selected states.   
 
We believe that the information contained in this issue brief provides the most systematic 
summary of enrollment-related activity in the Marketplaces for the 2015 Open Enrollment period 
because the data for the various metrics are counted using comparable definitions for data 
elements across states and Marketplace types.   
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APPENDIX TABLE A1 

 
 

Marketplace Plan Selections by Gender, Age, Metal Level, and Financial Assistance, 
Marketplaces Total 

11-15-14 to 2-15-15 (including SEP activity through 2-22-15) (1) 

Characteristics 

Marketplaces Total 
(States Using the HealthCare.gov Platform and States 

Using Their Own Marketplace Platforms) 
Number  

11-15-14 to 2-15-15 
(including SEP activity 

through 2-22-15)  
 (2) 

% of Available Data, 
Excluding Unknown  

(3) 

Total Who Have Selected a Marketplace Plan 
Total Number of Individuals Who Have Selected or 
Been Automatically Reenrolled Into a 2015 
Marketplace Plan 11,688,074 n/a 
By Gender     
Female  6,281,662 54% 
Male 5,398,069 46% 
Subtotal:  Plan Selections With Available Data 
on Gender 11,679,731 100% 
Unknown Gender 8,343 n/a 
By Age     
Age < 18 890,017 8% 
Age 18-25 1,269,792 11% 
Age 26-34 1,982,477 17% 
Age 35-44 1,940,164 17% 
Age 45-54 2,559,338 22% 
Age 55-64 2,947,749 25% 
Age ≥65 74,824 1% 
Subtotal:  Plan Selections With Available Data 
on Age (2) 11,664,361 100% 
Unknown Age  3,001 n/a 
Ages 18 to 34 3,252,269 28% 
Ages 0 to 34 4,142,286 36% 
By Metal Level     
Bronze 2,574,807 22% 
Silver 7,801,379 67% 
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Marketplace Plan Selections by Gender, Age, Metal Level, and Financial Assistance, 
Marketplaces Total 

11-15-14 to 2-15-15 (including SEP activity through 2-22-15) (1) 

Characteristics 

Marketplaces Total 
(States Using the HealthCare.gov Platform and States 

Using Their Own Marketplace Platforms) 
Number  

11-15-14 to 2-15-15 
(including SEP activity 

through 2-22-15)  
 (2) 

% of Available Data, 
Excluding Unknown  

(3) 

Gold 794,853 7% 
Platinum 381,989 3% 
Catastrophic 110,304 1% 
Subtotal:  Plan Selections With Available Data 
on Metal Level (4) 11,663,332 100% 
Standalone Dental 1,402,616 n/a 
Unknown Metal Level  75,060 n/a 
By Financial Assistance Status     
With Financial Assistance 9,941,820 86% 
Without Financial Assistance 1,682,145 14% 
Subtotal:  Plan Selections With Available Data 
on Financial Assistance (2) 11,623,965 100% 
Unknown Financial Assistance Status 0 n/a 

 
Notes:   
Percentages in this table have been rounded.  Some numbers may not add to totals due to rounding. 
(1) Unless otherwise noted, the data in this table represent cumulative data on the number of unique individuals who have been 
determined eligible to enroll in a Marketplace plan, and have selected a Marketplace medical plan (with or without the first 
premium payment having been received by the issuer).  Individuals who have cancelled or terminated their Marketplace plans are 
not included in the total number of plan selections for all but three states (Minnesota, DC and New York).  These data also do not 
include:  standalone dental plan selections; or individuals who may have selected a 2014 Marketplace plan during the reporting 
period, as a result of having been eligible for a Special Enrollment Period (SEP).  Data for the 37 HealthCare.gov States include 
SEP activity through 2-22-15; data for the 15 States using their own Marketplace platforms include SEP activity through 2-21-15 
(with the exception of CA, which includes SEP activity through 2-22-15). For additional technical notes, please refer to 
Appendix D of this report. 
(2) For each metric, the data represent the total number of “Individuals Applying for 2015 Coverage in Completed Applications” 
who have selected a 2015 medical Marketplace plan for enrollment through the Marketplace (with or without the first premium 
payment having been received directly by the issuer) during the reference period, excluding plan selections with unknown data 
for a given metric. This is also known as pre-effectuated enrollment, because enrollment is not considered effectuated until the 
first premium payment is made, and this figure includes plan selections for which enrollment has not yet been effectuated. 
(3) In some cases, the data for certain characteristics of Marketplace plan selections are not yet available.  For this reason, for 
each metric, we have calculated the comparable percentages based on the number of plan selections with known data for that 
metric. 
(4) The subtotals for each metal tier type do not sum to the total number due to a small number of individuals (0.1%) who have 
multiple 2015 Marketplace plan selections in the system that will be resolved through data cleanup processes.  Data for 
standalone dental plan selections are shown separately in this section, but are not included in any of the other metrics in this table.  
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15.  
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APPENDIX TABLE A2 
 
 

Marketplace Plan Selections by Gender, Age, Metal Level, Financial Assistance Status, 
Race/Ethnicity, and Rural Status  

in States Using the HealthCare.gov Platform (1) 
11-15-14 to 2-15-15 (including SEP activity through 2-22-15) 

Characteristics 

States Using the HealthCare.gov Platform for the 
2015 Coverage Year  

(37 States) 
Number  

11-15-14 to 2-15-15 
(including SEP activity 

through 2-22-15)  
 (2) 

% of Available Data, 
Excluding Unknown  

(3) 

Total Who Have Selected a Marketplace Plan 
Total Number of Individuals Who Have Selected or 
Been Automatically Reenrolled Into a 2015 
Marketplace Plan 8,838,291 n/a 
By Gender     
Female  4,798,629 54% 
Male 4,034,320 46% 
Subtotal:  Plan Selections With Available Data 
on Gender 8,832,949 100% 
Unknown Gender 5,342 n/a 
By Age     
Age < 18 726,305 8% 
Age 18-25 990,751 11% 
Age 26-34 1,479,091 17% 
Age 35-44 1,474,514 17% 
Age 45-54 1,912,050 22% 
Age 55-64 2,182,380 25% 
Age ≥65 52,488 1% 
Subtotal:  Plan Selections With Available Data 
on Age (2) 8,817,579 100% 
Unknown Age  n/a n/a 
Ages 18 to 34 2,469,842 28% 
Ages 0 to 34 3,196,147 36% 
By Metal Level     
Bronze 1,872,457 21% 
Silver 6,090,199 69% 
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Marketplace Plan Selections by Gender, Age, Metal Level, Financial Assistance Status, 
Race/Ethnicity, and Rural Status  

in States Using the HealthCare.gov Platform (1) 
11-15-14 to 2-15-15 (including SEP activity through 2-22-15) 

Characteristics 

States Using the HealthCare.gov Platform for the 
2015 Coverage Year  

(37 States) 
Number  

11-15-14 to 2-15-15 
(including SEP activity 

through 2-22-15)  
 (2) 

% of Available Data, 
Excluding Unknown  

(3) 

Gold 573,641 6% 
Platinum 225,074 3% 
Catastrophic 76,920 1% 
Subtotal:  Plan Selections With Available Data 
on Metal Level (4) 8,838,291 100% 
Standalone Dental 1,377,874 n/a 
Unknown Metal Level  0 n/a 
By Financial Assistance Status     
With Financial Assistance 7,690,911 87% 
Without Financial Assistance 1,147,380 13% 
Subtotal:  Plan Selections With Available Data 
on Financial Assistance (2) 8,838,291 100% 
Unknown Financial Assistance Status n/a n/a 
By Self-Reported Race/Ethnicity     
American Indian / Alaska Native 26,314 0% 

Asian 460,293 8% 

Native Hawaiian / Pacific Islander 5,145 0% 

African-American 789,498 14% 

Latino 613,053 11% 

White 3,649,620 65% 

Multiracial 76,609 1% 

Subtotal:  Plan Selections With Available Data 
on Self-Reported Race/Ethnicity 5,620,532 100% 

Unknown Race/Ethnicity 3,217,759 n/a 

By Rural Status     
In ZIP Codes Designated as Rural 1,542,970 17% 

In ZIP Codes Designated as Urban 7,295,321 83% 
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Marketplace Plan Selections by Gender, Age, Metal Level, Financial Assistance Status, 
Race/Ethnicity, and Rural Status  

in States Using the HealthCare.gov Platform (1) 
11-15-14 to 2-15-15 (including SEP activity through 2-22-15) 

Characteristics 

States Using the HealthCare.gov Platform for the 
2015 Coverage Year  

(37 States) 
Number  

11-15-14 to 2-15-15 
(including SEP activity 

through 2-22-15)  
 (2) 

% of Available Data, 
Excluding Unknown  

(3) 

Subtotal:  Plan Selections With Available Data 
on Rural Status 8,838,291 100% 

Unknown Rural Status n/a n/a 

 
Notes:   
Percentages in this table have been rounded.  Some numbers may not add to totals due to rounding. 
(1) Unless otherwise noted, the data in this table represent cumulative data on the number of unique individuals who have been 
determined eligible to enroll in a Marketplace plan, and have selected a Marketplace medical plan (with or without the first 
premium payment having been received by the issuer).  Individuals who have cancelled or terminated their Marketplace plans are 
not included in the total number of plan selections.  These data also do not include:  standalone dental plan selections; or 
individuals who may have selected a 2014 Marketplace plan during the reporting period, as a result of having been eligible for a 
Special Enrollment Period (SEP).  For additional technical notes, please refer to Appendix D of this report. 
(2) For each metric, the data represent the total number of “Individuals Applying for 2015 Coverage in Completed Applications” 
who have selected a 2015 medical Marketplace plan for enrollment through the Marketplace (with or without the first premium 
payment having been received directly by the issuer) during the reference period, excluding plan selections with unknown data 
for a given metric. This is also known as pre-effectuated enrollment, because enrollment is not considered effectuated until the 
first premium payment is made, and this figure includes plan selections for which enrollment has not yet been effectuated. 
(3) In some cases, the data for certain characteristics of Marketplace plan selections are not yet available.  For this reason, for 
each metric, we have calculated the comparable percentages based on the number of plan selections with known data for that 
metric. 
(4) The subtotals for each metal tier type do not sum to the total number due to a small number of individuals (0.1%) who have 
multiple 2015 Marketplace plan selections in the system that will be resolved through data cleanup processes.  Data for 
standalone dental plan selections are shown separately in this section, but are not included in any of the other metrics in this table.  
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15. 
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APPENDIX TABLE A3 
 

Marketplace Plan Selections by Gender and Age; Gender and Metal Level; Financial Assistance Status and 
Metal Level; and Metal Level and Age in States Using the HealthCare.gov Platform (1) 

11-15-14 to 2-15-15 (including SEP activity through 2-22-15) 

Description 

HealthCare.gov States Total Females –  
HealthCare.gov States 

Males –  
HealthCare.gov States 

Number 
(2) 

% of Available 
Data, Excluding 

Unknown  
(3) 

Number 
(2) 

% of Available Data, 
Excluding Unknown 

(3) 
Number 

(2) 

% of Available Data, 
Excluding Unknown 

(3) 

Total Who Have Selected a Marketplace Plan 

Number of 
Individuals Who 
Have Selected a 
Marketplace Plan 8,838,291 n/a n/a 4,798,629 n/a n/a 4,034,320 n/a n/a 

By Gender and 
Age 

Number 

% of 
Gender 
Total 
(4) 

% of 
Age 

Group 
Total 
(5) Number 

% of 
Gender 
Total 
(4) 

% of  
Age 

Group 
Total  
(5) Number 

% of 
Gender 
Total  
(4) 

% of  
Age 

Group 
Total  
(5) 

Age < 18 726,305 8% 100% 354,662 7% 49% 371,374 9% 51% 
Age 18-25 990,751 11% 100% 528,623 11% 53% 461,501 11% 47% 
Age 26-34 1,479,091 17% 100% 787,537 16% 53% 690,799 17% 47% 
Age 35-44 1,474,514 17% 100% 791,804 17% 54% 681,786 17% 46% 
Age 45-54 1,912,050 22% 100% 1,049,934 22% 55% 860,837 21% 45% 
Age 55-64 2,182,380 25% 100% 1,244,747 26% 57% 936,186 23% 43% 
Age ≥65 52,488 1% 100% 29,418 1% 56% 23,038 1% 44% 
Subtotal:  Plan 
Selections With 
Available Data on 
Age 8,817,579 100% 100% 4,786,725 100% 54% 4,025,521 100% 46% 
Unknown Age  n/a n/a n/a n/a n/a n/a n/a n/a n/a 
Ages 18 to34 2,469,842 28% 100% 1,316,160 27% 53% 1,152,300 29% 47% 
Ages 0 to 34 3,196,147 36% 100% 1,670,822 35% 52% 1,523,674 38% 48% 

By Gender and 
Metal Level 

Number 

% of 
Gender 
Total 
(4) 

% of 
Metal 
Level 
Total 
(5) Number 

% of 
Gender 
Total 
(4) 

% of 
Metal 
Level 
Total  
(5) Number 

% of 
Gender 
Total  
(4) 

% of 
Metal 
Level 
Total  
(5) 

Bronze 1,872,457 21% 100% 950,185 20% 51% 921,300 23% 49% 
Silver 6,090,199 69% 100% 3,393,112 71% 56% 2,693,099 67% 44% 
Gold 573,641 6% 100% 301,753 6% 53% 271,621 7% 47% 
Platinum 225,074 3% 100% 116,818 2% 52% 108,158 3% 48% 
Catastrophic 76,920 1% 100% 36,761 1% 48% 40,142 1% 52% 
Subtotal:  Plan 
Selections With 
Available Data on 
Metal Level 8,838,291 100% 100% 4,798,629 100% 54% 4,034,320 100% 46% 
Standalone Dental  1,377,874 n/a n/a 751,805 n/a n/a 625,307 n/a n/a 
Unknown Metal 
Level  0 n/a n/a n/a n/a n/a n/a n/a n/a 
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Description 
HealthCare.gov States Total With Financial Assistance - 

HealthCare.gov States 
Without Financial Assistance - 

HealthCare.gov States 

Number 
(2) 

% of Available Data, 
Excluding Unknown  

(3) 

Number 
(2) 

% of Available Data, 
Excluding Unknown 

(3) 
Number 

(2) 

% of Available Data, 
Excluding Unknown 

(3) 

Total Who Have Selected a Marketplace Plan 

Number of 
Individuals Who 
Have Selected a 
Marketplace Plan 8,838,291 n/a n/a 7,690,911 n/a n/a 1,147,380 n/a n/a 
By Financial 
Assistance 
Status and Metal 
Level (6) Number 

% of 
Financial 

Assistance 
Status 

Total (4) 

% of 
Metal 
Level 
Total 
(5) Number 

% of 
Financial 

Assistance 
Status 

Total (4) 

% of 
Metal 
Level 
Total 
(5) Number 

% of 
Financial 

Assistance 
Status 

Total (4) 

% of 
Metal 
Level 
Total 
(5) 

Bronze 1,872,457 21% 100% 1,471,197 19% 79% 401,260 35% 21% 
Silver 6,090,199 69% 100% 5,725,012 74% 94% 365,187 32% 6% 
Gold 573,641 6% 100% 360,353 5% 63% 213,288 19% 37% 
Platinum 225,074 3% 100% 134,354 2% 60% 90,720 8% 40% 
Catastrophic 76,920 1% 100% 0 0% 0% 76,920 7% 100% 
Subtotal:  Plan 
Selections With 
Available Data on 
Metal Level 8,838,291 100% 100% 7,690,911 100% 87% 1,147,380 100% 13% 
Standalone Dental  1,377,874 n/a n/a 0 n/a n/a 0 n/a n/a 
Unknown Metal 
Level  0 n/a n/a 0 n/a n/a 0 n/a n/a 

 
 

Description 

HealthCare.gov States Total Bronze Plan Selections  Silver Plan Selections  

Number 
(2) 

% of Available Data, 
Excluding Unknown  

(3) 

Number 
(2) 

% of Available  
Data, Excluding  

Unknown  
(3) 

Number 
(2) 

% of Available  
Data, Excluding  

Unknown  
(3) 

Total Who Have Selected a Marketplace Plan 

Number of 
Individuals Who 
Have Selected a 
Marketplace Plan 8,838,291 n/a n/a 1,872,457 n/a n/a 6,090,199 n/a n/a 

By Metal Level 
and Age (6) 

Number 

% of Metal 
Level Total 

(4) 

% of 
Age 

Group 
Total 
(5) Number 

% of Metal 
Level Total 

(4) 

% of  
Age 

Group  
Total  
(5) Number 

% of Metal 
Level Total  

(4) 

% of  
Age 

Group  
Total  
(5) 

Age < 18 726,305 8% 100% 168,300 9% 23% 429,614 7% 59% 
Age 18-25 990,751 11% 100% 194,316 10% 20% 705,264 12% 71% 
Age 26-34 1,479,091 17% 100% 316,319 17% 21% 989,441 16% 67% 
Age 35-44 1,474,514 17% 100% 288,780 15% 20% 1,044,435 17% 71% 
Age 45-54 1,912,050 22% 100% 402,611 22% 21% 1,353,224 22% 71% 
Age 55-64 2,182,380 25% 100% 487,546 26% 22% 1,515,303 25% 69% 
Age ≥65 52,488 1% 100% 9,540 1% 18% 39,722 1% 76% 
Subtotal:  Plan 
Selections With 
Available Data on 
Age 8,817,579 100% 100% 1,867,412 100% 21% 6,077,003 100% 69% 
Unknown Age  n/a n/a n/a n/a n/a n/a n/a n/a n/a 
Ages 18 to34 2,469,842 28% 100% 510,635 27% 21% 1,694,705 28% 69% 
Ages 0 to 34 3,196,147 36% 100% 678,935 36% 21% 2,124,319 35% 66% 
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Description 

Gold Plan Selections  Platinum Plan Selections  Catastrophic Plan Selections  

Number 
(2) 

% of Available 
Data, Excluding 

Unknown  
(3) 

Number 
(2) 

% of Available  
Data, Excluding  

Unknown  
(3) 

Number 
(2) 

% of Available  
Data, Excluding  

Unknown  
(3) 

Total Who Have Selected a Marketplace Plan 

Number of 
Individuals Who 
Have Selected a 
Marketplace Plan 573,641 n/a n/a 225,074 n/a n/a 76,920 n/a n/a 

By Metal Level 
and Age (6) 

Number 

% of 
Metal 
Level 
Total 
(4) 

% of 
Age 

Group 
Total 
(5) Number 

% of 
Metal 
Level 
Total 
(4) 

% of  
Age 

Group  
Total  
(5) Number 

% of 
Metal 
Level 

Total (4) 

% of  
Age 

Group 
Total  
(5) 

Age < 18 89,511 16% 12% 35,230 16% 5% 3,650 5% 1% 
Age 18-25 45,992 8% 5% 19,500 9% 2% 25,679 34% 3% 
Age 26-34 92,832 16% 6% 42,376 19% 3% 38,123 50% 3% 
Age 35-44 93,299 16% 6% 43,676 19% 3% 4,324 6% 0% 
Age 45-54 110,297 19% 6% 42,789 19% 2% 3,129 4% 0% 
Age 55-64 137,900 24% 6% 39,890 18% 2% 1,741 2% 0% 
Age ≥65 2,245 0% 4% 978 0% 2% 3 0% 0% 
Subtotal:  Plan 
Selections With 
Available Data on 
Age 572,076 100% 6% 224,439 100% 3% 76,649 100% 1% 
Unknown Age  1,565 n/a n/a n/a n/a n/a 267 n/a n/a 
Ages 18 to34 138,824 24% 6% 61,876 28% 3% 63,802 83% 3% 
Ages 0 to 34 228,335 40% 7% 97,106 43% 3% 67,452 88% 2% 
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Description 
Standalone Dental Plan Selections  

Number (2) % of Available Data, Excluding 
Unknown (3) 

Total Who Have Selected a Marketplace Plan 

Number of Individuals Who Have Selected a 
Marketplace Plan 1,377,874 n/a n/a 

Number Who Have Selected a Standalone 
Dental Plan By Metal Level and Age Number 

% of Metal 
Level Total 

(4) 

% of Age 
Group Total 

(5) 
Age < 18 99,744 7% 14% 
Age 18-25 159,052 12% 16% 
Age 26-34 302,134 22% 20% 
Age 35-44 260,498 19% 18% 
Age 45-54 277,464 20% 15% 
Age 55-64 269,468 20% 12% 
Age ≥65 6,391 0% 12% 

Subtotal:  Plan Selections With Available Data 
on Age 1,374,751 100% 16% 
Unknown Age  n/a n/a n/a 
Ages 18 to34 461,186 34% 19% 
Ages 0 to 34 560,930 41% 18% 

 
Notes:   
Percentages in this table have been rounded.  Some numbers may not add to totals due to rounding. 
(1) Unless otherwise noted, the data in this table represent cumulative data on the number of unique individuals who have been 
determined eligible to enroll in a Marketplace plan, and have selected a Marketplace medical plan (with or without the first 
premium payment having been received by the issuer).  Individuals who have cancelled or terminated their Marketplace plans are 
not included in the total number of plan selections.  These data also do not include:  standalone dental plan selections; or 
individuals who may have selected a 2014 Marketplace plan during the reporting period, as a result of having been eligible for a 
Special Enrollment Period (SEP).  For additional technical notes, please refer to Appendix D of this report. 
(2) For each metric, the data represent the total number of “Individuals Applying for 2015 Coverage in Completed Applications” 
who have selected a 2015 medical Marketplace plan for enrollment through the Marketplace (with or without the first premium 
payment having been received directly by the issuer) during the reference period, excluding plan selections with unknown data 
for a given metric. This is also known as pre-effectuated enrollment, because enrollment is not considered effectuated until the 
first premium payment is made, and this figure includes plan selections for which enrollment has not yet been effectuated. 
(3) In some cases, the data for certain characteristics of Marketplace plan selections are not yet available.  For this reason, for 
each metric, we have calculated the comparable percentages based on the number of plan selections with known data for that 
metric. 
(4) Represents the vertical percentage for the data that are being shown based on a given set of metrics.  For example, if the rows 
show Age Groups and the columns show Gender, then this percentage represents the data for a given Age Group / Gender 
combination as a percentage of the comparable Gender total for all Age Groups (e.g., Persons between the ages of 18 and 34 
represent X percent of the all of the Female Marketplace Plan selections). 
(5) Represents the horizontal percentage of the data that are being shown based on a given set of metrics.  For example, if the 
rows show Age Groups and the columns show Gender, then this percentage represents the data for a given Age Group / Gender 
combination as a percentage of the comparable Age Group total for all Genders (e.g., Females represent X percent of the 
Marketplace Plan selections for persons between the ages of 18 and 34). 
(6) The subtotals for each metal tier type do not sum to the total number due to a small number of individuals (0.1%) who have 
multiple 2015 Marketplace plan selections in the system that will be resolved through data cleanup processes.  Data for 
standalone dental plan selections are shown separately in this section, but are not included in any of the other metrics in this table.  
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APPENDIX TABLE A4 
 
 

Marketplace Plan Selections by Gender, Age, Metal Level, and Financial Assistance 
Status in State-Based Marketplaces Using Their Own Marketplace Platforms (1) 

11-15-14 to 2-15-15 (including SEP activity through 2-21-15) 

Characteristics 

State-Based Marketplaces Using Their Own 
Marketplace Platforms  

for the 2015 Coverage Year  
(14 States) 

Number  
11-15-14 to  

2-15-15  
(including SEP activity 

through 2-21-15)  
 (2) 

% of Available Data, 
Excluding Unknown  

(3) 

Total Who Have Selected a Marketplace Plan (14 States Reporting) 
Total Number of Individuals Who Have Selected or 
Been Automatically Reenrolled Into a 2015 
Marketplace Plan 

2,849,783 100% 

By Gender (10 States Reporting)   

Female  1,483,033 52.1% 
Male 1,363,749 47.9% 
Subtotal:  Plan Selections With Available Data 
on Gender 2,846,782 100% 

Unknown Gender 3,001 n/a 

By Age (10 States Reporting)   

Age < 18 163,712 5.8% 
Age 18-25 279,041 9.8% 
Age 26-34 503,386 17.7% 
Age 35-44 465,650 16.4% 
Age 45-54 647,288 22.7% 
Age 55-64 765,369 26.9% 
Age ≥65 22,336 0.8% 
Subtotal:  Plan Selections With Available Data 
on Age (2) 2,846,782 100% 

Unknown Age  3,001 n/a 
Ages 18 to 34 782,427 27.5% 
Ages 0 to 34 946,139 33.2% 
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Marketplace Plan Selections by Gender, Age, Metal Level, and Financial Assistance 
Status in State-Based Marketplaces Using Their Own Marketplace Platforms (1) 

11-15-14 to 2-15-15 (including SEP activity through 2-21-15) 

Characteristics 

State-Based Marketplaces Using Their Own 
Marketplace Platforms  

for the 2015 Coverage Year  
(14 States) 

Number  
11-15-14 to  

2-15-15  
(including SEP activity 

through 2-21-15)  
 (2) 

% of Available Data, 
Excluding Unknown  

(3) 

By Metal Level (10 States Reporting)   
Bronze 702,350 24.9% 
Silver 1,711,180 60.6% 
Gold 221,212 7.8% 
Platinum 156,915 5.6% 
Catastrophic 33,384 1.2% 
Subtotal:  Plan Selections With Available Data 
on Metal Level (4) 2,825,041 100% 

Standalone Dental 24,742 n/a 
Unknown Metal Level  75,060 n/a 

By Financial Assistance Status (9 States 
Reporting)   

With Financial Assistance 2,250,909 80.8% 
Without Financial Assistance 534,765 19.2% 
Subtotal:  Plan Selections With Available Data 
on Financial Assistance (2) 2,785,674 100% 

Unknown Financial Assistance Status 64,109 n/a 
 
Notes:   
Percentages in this table have been rounded.  Some numbers may not add to totals due to rounding. 
(1) Unless otherwise noted, the data in this table represent cumulative data on the number of unique individuals who have been 
determined eligible to enroll in a Marketplace plan, and have selected a Marketplace medical plan (with or without the first 
premium payment having been received by the issuer).  These data do not include a count of the number of individuals who have 
selected a standalone dental plan; or individuals who may have selected a 2014 Marketplace plan during the reporting period, as a 
result of having been eligible for a Special Enrollment Period (SEP). Except for three states, the data for total number of plan 
selections removes cancellations and terminations.  Minnesota does not remove either from its total plan selection data, whereas 
DC removes cancellations and terminations from its automatic reenrollment data and New York removes cancellations and 
terminations from its active and automatic reenrollee data.   For additional technical notes, please refer to Appendix D of this 
report. 
All states except DC, Minnesota, New York, and Washington removed cancellations and terminations from all total plan 
selection data. DC removed cancellations and terminations from its auto reenrollee data.  New York removed cancellations and 
terminations from all of its reenrollee data, active and automatic, but did not remove them from the “new” plan selections. 
Washington removed terminations from all of their plan selection data. Minnesota did not remove cancellations and terminations 
from its plan selection data. 
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(2) For each metric, the data represent the total number of “Individuals Applying for 2015 Coverage in Completed Applications” 
who have selected a 2015 medical Marketplace plan for enrollment through the Marketplace (with or without the first premium 
payment having been received directly by the issuer) during the reference period, excluding plan selections with unknown data 
for a given metric. This is also known as pre-effectuated enrollment, because enrollment is not considered effectuated until the 
first premium payment is made, and this figure includes plan selections for which enrollment has not yet been effectuated.  (3) In 
some cases, the data for certain characteristics of Marketplace plan selections are not yet available.  For this reason, for each 
metric, we have calculated the comparable percentages based on the number of plan selections with known data for that metric. 
(4) The subtotals for each metal tier type do not sum to the total number due to a small number of individuals (0.1%) who have 
multiple 2015 Marketplace plan selections in the system that will be resolved through data cleanup processes.  Data for 
standalone dental plan selections are shown separately in this section, but are not included in any of the other metrics in this table.  
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15.  
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APPENDIX TABLE B1 
 

Marketplace Plan Selection by Enrollment Type in  
States Using the HealthCare.gov Platform, by State, 2015 (1) 

11-15-14 to 2-15-15 (including SEP activity through 2-22-15)  

Description 

Total Number 
of Individuals 

With 2015 
Plan 

Selections 
Through the 
Marketplaces 

(1) 

Distribution By Enrollment Type (2) 

New 
Consumers  

(3) 

Consumers Reenrolling in  
Marketplace Coverage (4) 

Total 
Reenrollees 

Active 
Reenrollees  

(5) 

Automatic 
Reenrollees  

(6) 

Number % of Total % of Total % of Total % of Total 

States Using the HealthCare.gov Platform (7) 

State-Based Marketplaces (SBMs) Using the HealthCare.gov Platform (8) 

Nevada (9) 73,596 100% 0% 0% 0% 
New Mexico  52,358 51% 49% 18% 31% 
Oregon (9) 112,024 100% 0% 0% 0% 
Subtotal - SBMs 
Using the 
HealthCare.gov 
Platform 

237,978 89% 11% 4% 7% 

Federally-Facilitated Marketplace (FFM) States 
Alabama 171,641 54% 46% 25% 21% 
Alaska 21,260 52% 48% 35% 13% 
Arizona 205,666 48% 52% 25% 27% 
Arkansas 65,684 44% 56% 20% 37% 
Delaware 25,036 51% 49% 22% 27% 
Florida 1,596,296 55% 45% 30% 15% 
Georgia 541,080 55% 45% 21% 23% 
Illinois 349,487 50% 50% 21% 29% 
Indiana 219,185 50% 50% 26% 25% 
Iowa 45,162 53% 47% 28% 19% 
Kansas 96,197 52% 48% 24% 24% 
Louisiana 186,277 58% 42% 21% 21% 
Maine 74,805 47% 53% 34% 19% 
Michigan 341,183 42% 58% 24% 34% 
Mississippi 104,538 56% 44% 15% 29% 
Missouri 253,430 52% 48% 26% 22% 
Montana 54,266 41% 59% 29% 30% 
Nebraska 74,152 53% 47% 33% 14% 
New Hampshire 53,005 40% 60% 31% 29% 
New Jersey 254,316 48% 52% 30% 23% 
North Carolina 560,357 51% 49% 31% 18% 
North Dakota 18,171 45% 55% 33% 23% 
Ohio 234,341 47% 53% 25% 28% 
Oklahoma 126,115 54% 46% 21% 25% 
Pennsylvania 472,697 41% 59% 24% 34% 
South Carolina 210,331 58% 42% 19% 23% 
South Dakota 21,393 47% 53% 25% 28% 
Tennessee 231,440 53% 47% 26% 21% 
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Marketplace Plan Selection by Enrollment Type in  
States Using the HealthCare.gov Platform, by State, 2015 (1) 

11-15-14 to 2-15-15 (including SEP activity through 2-22-15)  

Description 

Total Number 
of Individuals 

With 2015 
Plan 

Selections 
Through the 
Marketplaces 

(1) 

Distribution By Enrollment Type (2) 

New 
Consumers  

(3) 

Consumers Reenrolling in  
Marketplace Coverage (4) 

Total 
Reenrollees 

Active 
Reenrollees  

(5) 

Automatic 
Reenrollees  

(6) 

Number % of Total % of Total % of Total % of Total 
Texas 1,205,174 57% 43% 21% 22% 
Utah 140,612 49% 51% 24% 27% 
Virginia 385,154 54% 46% 26% 20% 
West Virginia 33,421 49% 51% 24% 26% 
Wisconsin 207,349 44% 56% 32% 24% 
Wyoming 21,092 48% 52% 28% 24% 
TOTAL – States 
Using the 
HealthCare.gov 
Platform  

8,838,291 53% 47% 25% 22% 

 
Notes:   
“N/A” means that the data for the respective metric are not yet available for a given state. 
 (1) Unless otherwise noted, the data in these tables represent cumulative data on the number of unique individuals who have 
selected or have been automatically reenrolled into a 2015 Marketplace medical plan for enrollment through the Marketplaces 
(with or without the first premium payment having been received directly by the issuer).  This is also known as pre-effectuated 
enrollment, because enrollment is not considered effectuated until the first premium payment is made, and this figure includes 
plan selections for which enrollment has not yet been effectuated.  Individuals who have cancelled or terminated their 
Marketplace plans are not included in the total number of plan selections.  These data also do not include:  standalone dental plan 
selections; or individuals who may have selected a 2014 Marketplace plan during the reporting period, as a result of having been 
eligible for a Special Enrollment Period (SEP).  This table only reflects data for the individual market Marketplaces.  For 
additional technical notes, please refer to Appendix D of this report. 
(2) “Distribution by Enrollment Type” represents the percentage of plan selections with available data on enrollment type that are 
new consumers vs. consumers reenrolling in coverage through the Marketplaces.  
(3) “New Consumers” are those individuals who selected a 2015 Marketplace medical plan (with or without the first premium 
payment having been received directly by the issuer) as of the reporting date, and did not have a Marketplace plan selection as of 
November 2014.  Individuals who have cancelled or terminated their Marketplace plans are not included in the total number of 
plan selections.  These data also do not include:  standalone dental plan selections; or individuals who may have selected a 2014 
Marketplace plan during the reporting period, as a result of having been eligible for a Special Enrollment Period (SEP).       
(4) “Consumers reenrolling in coverage through the Marketplaces” are those individuals who had a Marketplace plan selection as 
of November 2014, and have either actively submitted a 2015 application and selected a 2015 Marketplace medical plan or have 
been automatically reenrolled in coverage through the Marketplaces – with or without the first premium payment having been 
received directly by the issuer).  Individuals who have cancelled or terminated their Marketplace plans are not included in the 
total number of plan selections.  These data also do not include:  standalone dental plan selections; or individuals who may have 
selected a 2014 Marketplace plan during the reporting period, as a result of having been eligible for a Special Enrollment Period 
(SEP).  It is important to note that the reenrollment data in this report may include some individuals who were reenrolled in 
coverage through the Marketplaces as of 2-15-15 (including SEP activity through 2-22-15), but who may ultimately decide not to 
retain Marketplace coverage for the remainder of 2015 (for example, because they have obtained coverage through another 
source such as an employer or Medicaid/CHIP).  The plan selection data in future reports will exclude these individuals (e.g., due 
to the subsequent cancellation or termination of their coverage).     
(5) Active reenrollees are indviduals who had a Marketplace plan selection as of November 2014, and return to the Marketplace 
to select a new plan or actively renew their existing plan.   
(6) Automatic Reenrollees are individuals who had a Marketplace plan selection as of November 2014, and retain coverage 
without returning to the Marketplace and selecting a plan.  A consumer was automatically reenrolled into their 2014 plan or a 
plan with similar benefits from their same issuer if they were enrolled in a Marketplace plan in 2014 and did not select a plan 
ahead of the 12-15-14 deadline. If the consumer realized after the deadline that there was a better plan for their family or needed 
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to update their information, the consumer could make that change before 2-15-15, and would at that point be considered as 
having actively selected a plan. 
(7) For the HealthCare.gov states, the data on 2015 Marketplace plan selections includes data for new consumers and consumers 
who reenrolling in Marketplace coverage (including data for consumers who actively reenrolled in coverage through the 
Marketplaces, and data for automatic reenrollees).   
(8) Nevada, New Mexico, and Oregon are using the HealthCare.gov platform for 2015. 
(9) Nevada and Oregon changed Marketplace platforms in 2015.  Therefore, their 2015 Marketplace plan selections are generally 
being classified as new consumers for operational enrollment and reporting purposes.  However, a small number of 2015 plan 
selections in these states may be classified as consumers reenrolling in coverage through the Marketplaces in cases where an 
individual who had an active 2014 Marketplace plan selection in a HealthCare.gov state signs up for 2015 coverage in Oregon or 
Nevada. 
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15.  
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APPENDIX TABLE B2 
 

Plan Switching by Active Reenrollees Who Selected Plans Through the Marketplaces in States Using the 
HealthCare.gov Platform, By State (1) 

11-15-14 to 2-15-15 (including SEP activity through 2-22-15)  

Description 

Total Number 
of Individuals 

With 2015 
Plan 

Selections 
Through the 
Marketplaces  

(1) 

Total 
Consumers 

Reenrolling in 
Coverage 

Through the 
Marketplaces 

(2) 

Total Active  
Reenrollees 

(3) 

Active  
Reenrollees 

Who 
Switched 

Plans 
(4) 

Proportion Who Switched Plans: 

Switchers 
as a % of 
Total Plan 
Selections 

Switchers 
as a % of 

Total 
Reenrollees 

Switchers 
as a % of 

Active 
Reenrollees 

Number Number Number Number % %  %  

States Using the HealthCare.gov Platform  

State-Based Marketplaces (SBMs) Using the HealthCare.gov Platform (5) 

Nevada (6) 73,596 216 216 216 0% 100% 100% 
New Mexico  52,358 25,398 9,195 4,542 9% 18% 49% 
Oregon (6) 112,024 279 279 278 0% 100% 100% 
Subtotal - 
SBMs Using the 
HealthCare.gov 
Platform 

237,978 25,893 9,690 5,036 2% 19% 52% 

Federally-Facilitated Marketplace (FFM) States 
Alabama 171,641 78,631 43,040 9,535 6% 12% 22% 
Alaska 21,260 10,214 7,376 4,422 21% 43% 60% 
Arizona 205,666 107,435 51,017 34,965 17% 33% 69% 
Arkansas 65,684 37,092 12,986 5,180 8% 14% 40% 
Delaware 25,036 12,321 5,526 2,307 9% 19% 42% 
Florida 1,596,296 718,276 481,215 294,847 18% 41% 61% 
Georgia 541,080 242,228 116,062 62,038 11% 26% 53% 
Illinois 349,487 174,463 73,066 32,388 9% 19% 44% 
Indiana 219,185 110,569 55,906 37,253 17% 34% 67% 
Iowa 45,162 21,152 12,598 9,266 21% 44% 74% 
Kansas 96,197 46,393 23,398 13,922 14% 30% 60% 
Louisiana 186,277 78,662 39,107 22,649 12% 29% 58% 
Maine 74,805 39,765 25,509 7,550 10% 19% 30% 
Michigan 341,183 197,398 80,865 41,072 12% 21% 51% 
Mississippi 104,538 46,450 16,065 9,715 9% 21% 60% 
Missouri 253,430 122,027 66,032 39,066 15% 32% 59% 
Montana 54,266 32,054 15,841 8,167 15% 25% 52% 
Nebraska 74,152 34,845 24,757 19,741 27% 57% 80% 
New Hampshire 53,005 31,805 16,220 10,833 20% 34% 67% 
New Jersey 254,316 133,215 75,712 45,197 18% 34% 60% 
North Carolina 560,357 274,227 174,352 76,409 14% 28% 44% 
North Dakota 18,171 10,080 5,969 3,121 17% 31% 52% 
Ohio 234,341 123,258 58,806 35,541 15% 29% 60% 
Oklahoma 126,115 57,486 26,378 14,275 11% 25% 54% 
Pennsylvania 472,697 276,746 115,773 55,830 12% 20% 48% 
South Carolina 210,331 88,749 40,650 22,315 11% 25% 55% 
South Dakota 21,393 11,425 5,416 3,612 17% 32% 67% 
Tennessee 231,440 108,241 59,091 35,674 15% 33% 60% 
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Plan Switching by Active Reenrollees Who Selected Plans Through the Marketplaces in States Using the 
HealthCare.gov Platform, By State (1) 

11-15-14 to 2-15-15 (including SEP activity through 2-22-15)  

Description 

Total Number 
of Individuals 

With 2015 
Plan 

Selections 
Through the 
Marketplaces  

(1) 

Total 
Consumers 

Reenrolling in 
Coverage 

Through the 
Marketplaces 

(2) 

Total Active  
Reenrollees 

(3) 

Active  
Reenrollees 

Who 
Switched 

Plans 
(4) 

Proportion Who Switched Plans: 

Switchers 
as a % of 
Total Plan 
Selections 

Switchers 
as a % of 

Total 
Reenrollees 

Switchers 
as a % of 

Active 
Reenrollees 

Number Number Number Number % %  %  
Texas 1,205,174 523,653 258,760 133,710 11% 26% 52% 
Utah 140,612 71,959 33,840 17,931 13% 25% 53% 
Virginia 385,154 176,642 98,822 43,555 11% 25% 44% 
West Virginia 33,421 16,981 8,150 3,062 9% 18% 38% 
Wisconsin 207,349 115,755 66,759 40,303 19% 35% 60% 
Wyoming 21,092 10,964 5,877 3,431 16% 31% 58% 
TOTAL – States 
Using the 
HealthCare.gov 
Platform  

8,838,291 4,167,054 2,210,631 1,203,918 14% 29% 54% 

 
Notes:   
“N/A” means that the data for the respective metric are not yet available for a given state. 
(1) Unless otherwise noted, the data in these tables represent cumulative data on the number of unique individuals who have 
selected or have been automatically reenrolled into a 2015 Marketplace medical plan for enrollment through the Marketplaces 
(with or without the first premium payment having been received directly by the issuer).  This is also known as pre-effectuated 
enrollment, because enrollment is not considered effectuated until the first premium payment is made, and this figure includes 
plan selections for which enrollment has not yet been effectuated.  Individuals who have cancelled or terminated their 
Marketplace plans are not included in the total number of plan selections.  These data also do not include:  standalone dental plan 
selections; or individuals who may have selected a 2014 Marketplace plan during the reporting period, as a result of having been 
eligible for a Special Enrollment Period (SEP).  This table only reflects data for the individual market Marketplaces.  For 
additional technical notes, please refer to Appendix D of this report. 
(2) “Consumers reenrolling in coverage through the Marketplaces” are those individuals who had a Marketplace plan selection as 
of November 2014, and have either actively submitted a 2015 application and selected a 2015 Marketplace medical plan or have 
been automatically reenrolled in coverage through the Marketplaces – with or without the first premium payment having been 
received directly by the issuer).  Individuals who have cancelled or terminated their Marketplace plans are not included in the 
total number of plan selections.  These data also do not include:  standalone dental plan selections; or individuals who may have 
selected a 2014 Marketplace plan during the reporting period, as a result of having been eligible for a Special Enrollment Period 
(SEP).  It is important to note that the reenrollment data in this report may include some individuals who were reenrolled in 
coverage through the Marketplaces as of 2-15-15 (including SEP activity through 2-22-15), but who may ultimately decide not to 
retain Marketplace coverage for the remainder of 2015 (for example, because they have obtained coverage through another 
source such as an employer or Medicaid/CHIP).  The plan selection data in future reports will exclude these individuals (e.g., due 
to the subsequent cancellation or termination of their coverage).     
(3) “Active reenrollees” are indviduals who had a Marketplace plan selection as of November 2014, and return to the 
Marketplace to select a new plan or actively renew their existing plan.   
(4) “Active reenrollees who switched plans” are active reenrollees who have not selected the same plan as for the 2014 coverage 
year, or a similar “crosswalked” plan with similar benefits that is offered by the same issuer as their 2014 plan. 
(5) Nevada, New Mexico, and Oregon are using the HealthCare.gov platform for 2015. 
(6) Nevada and Oregon changed Marketplace platforms in 2015.  Therefore, their 2015 Marketplace plan selections are generally 
being classified as new consumers for operational enrollment and reporting purposes.  However, a small number of 2015 plan 
selections in these states may be classified as consumers reenrolling in coverage through the Marketplaces in cases where an 
individual who had an active 2014 Marketplace plan selection in a HealthCare.gov state signs up for 2015 coverage in Oregon or 
Nevada. 
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15. 
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APPENDIX TABLE B3 
 

Total Completed Applications and Individuals Who Completed Applications in  
States Using the HealthCare.gov Platform, By State, 2015 

11-15-2014 to 2-15-2015 (including SEP activity through 2-22-15) 

Description 
Total Number of Completed 

Applications for 2015 Coverage  
(2) 

Total Individuals Applying for 2015 
Coverage in Completed Applications 

(3) 
Number Number 

States Using the HealthCare.gov Platform 
State-Based Marketplaces (SBMs) Using the HealthCare.gov Platform (4) 
Nevada  82,700 122,001 

New Mexico  58,738 79,360 

Oregon  175,126 258,030 

Subtotal - SBMs Using the 
HealthCare.gov Platform  316,564 459,391 

Federally-Facilitated Marketplace (FFM) States 
Alabama 192,777 244,632 

Alaska 22,435 30,969 

Arizona 194,343 299,153 

Arkansas 88,255 119,770 

Delaware 25,913 36,179 

Florida 1,619,814 2,061,154 

Georgia 549,560 734,954 

Illinois 373,220 500,406 

Indiana 242,230 322,822 

Iowa 56,117 74,220 

Kansas 95,844 132,595 

Louisiana 206,463 245,015 

Maine 68,633 94,722 

Michigan 352,323 474,323 

Mississippi 121,401 144,733 

Missouri 259,690 354,475 

Montana 50,771 69,867 

Nebraska 66,671 100,254 

New Hampshire 53,730 71,101 
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Total Completed Applications and Individuals Who Completed Applications in  
States Using the HealthCare.gov Platform, By State, 2015 

11-15-2014 to 2-15-2015 (including SEP activity through 2-22-15) 

Description 
Total Number of Completed 

Applications for 2015 Coverage  
(2) 

Total Individuals Applying for 2015 
Coverage in Completed Applications 

(3) 
Number Number 

New Jersey 309,870 423,205 

North Carolina 551,595 721,700 

North Dakota 15,812 25,199 

Ohio 268,617 362,214 

Oklahoma 121,751 171,584 

Pennsylvania 539,463 671,675 

South Carolina 221,364 280,564 

South Dakota 21,428 30,705 

Tennessee 292,069 390,237 

Texas 1,159,040 1,703,147 

Utah 107,675 195,563 

Virginia 363,579 511,789 

West Virginia 37,617 50,452 

Wisconsin 211,488 273,135 

Wyoming 19,791 28,419 

TOTAL – States Using the 
HealthCare.gov Platform  9,197,913 12,410,323 

 
Notes:   
“N/A” means that the data for the respective metric are not yet available for a given state. 
(1) Unless otherwise noted, the data in this table represent cumulative Marketplace enrollment-related activity for 11-15-14 to 2-
15-15 (including SEP activity through 2-22-15).  These data also do not include any enrollment-related activity relating to 
individuals who may have applied for and/or selected a 2014 Marketplace plan during the reporting period, as a result of having 
been eligible for a Special Enrollment Period (SEP).  This table only reflects data for the individual market Marketplaces. For 
additional technical notes, please refer to Appendix D of this report. 
(2) “Completed Applications for 2015 Coverage” represents the total number of electronic and paper applications that were 
submitted to the Marketplace during the reference period with sufficient information to begin performing eligibility 
determinations for enrollment in a plan through the Marketplace and, if appropriate, sufficient information to begin performing 
eligibility determinations for advance payments of the premium tax credit and cost-sharing reductions, and eligibility assessments 
or determinations for Medicaid and CHIP. 
(3) “Individuals Applying for 2015 Coverage in Completed Applications” represents the total number of individuals included in 
Completed Applications that were submitted to the Marketplaces during the applicable reference period. This number does not 
include individuals applying through the SHOP. 
(4) Nevada, New Mexico, and Oregon are using the HealthCare.gov platform for 2015. 
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15.  
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APPENDIX TABLE B4 
 

Total Marketplace Eligibility Determinations, and Marketplace Plan Selections in  
States Using the HealthCare.gov Platform, By State, 2015 (1) 
11-15-2014 to 2-15-2015 (including SEP activity through 2-22-15) 

State Name 

Number of Individuals Determined 
Eligible to Enroll through the 

Marketplace for 2015 Coverage 
Number of 
Individuals 

Determined or 
Assessed Eligible 

for Medicaid / 
CHIP by the 
Marketplace 

(4) 

Number of 
Individuals With 

2015 Plan 
Selections Through 

the 
Marketplaces  

(5)  

Total Eligible to 
Enroll in a 

Marketplace Plan 
(2) 

Eligible to Enroll in 
a Marketplace Plan 

with Financial 
Assistance 

(3) 
Number Number Number Number 

States Using the HealthCare.gov Platform 
State-Based Marketplaces (SBMs) Using the HealthCare.gov Platform (6) 
Nevada  90,696 77,228 28,290 73,596 

New Mexico  62,905 49,378 15,522 52,358 

Oregon  140,994 111,139 61,828 112,024 

Subtotal - SBMs 
Using the 
HealthCare.gov 
Platform 

294,595 237,745 105,640 237,978 

Federally-Facilitated Marketplace (FFM) States 
Alabama 222,610 166,768 10,408 171,641 

Alaska 27,056 21,779 3,613 21,260 

Arizona 245,307 192,805 49,814 205,666 

Arkansas 78,948 65,808 23,006 65,684 

Delaware 29,682 23,992 5,985 25,036 

Florida 1,909,132 1,632,571 126,181 1,596,296 

Georgia 664,646 528,944 63,083 541,080 

Illinois 408,019 323,657 86,560 349,487 

Indiana 252,834 209,754 66,539 219,185 

Iowa 57,110 47,154 15,474 45,162 

Kansas 121,007 89,471 10,512 96,197 

Louisiana 228,809 180,933 7,915 186,277 

Maine 88,598 73,370 5,327 74,805 

Michigan 387,618 333,890 82,135 341,183 

Mississippi 132,596 106,478 10,699 104,538 

Missouri 316,984 248,697 34,679 253,430 
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Total Marketplace Eligibility Determinations, and Marketplace Plan Selections in  
States Using the HealthCare.gov Platform, By State, 2015 (1) 
11-15-2014 to 2-15-2015 (including SEP activity through 2-22-15) 

State Name 

Number of Individuals Determined 
Eligible to Enroll through the 

Marketplace for 2015 Coverage 
Number of 
Individuals 

Determined or 
Assessed Eligible 

for Medicaid / 
CHIP by the 
Marketplace 

(4) 

Number of 
Individuals With 

2015 Plan 
Selections Through 

the 
Marketplaces  

(5)  

Total Eligible to 
Enroll in a 

Marketplace Plan 
(2) 

Eligible to Enroll in 
a Marketplace Plan 

with Financial 
Assistance 

(3) 
Number Number Number Number 

Montana 64,632 52,823 2,683 54,266 

Nebraska 90,915 73,371 7,218 74,152 

New Hampshire 60,664 44,068 9,294 53,005 

New Jersey 307,849 245,148 60,757 254,316 

North Carolina 668,702 557,164 47,920 560,357 

North Dakota 21,313 18,129 2,013 18,171 

Ohio 279,722 229,459 79,963 234,341 

Oklahoma 156,795 118,248 12,946 126,115 

Pennsylvania 539,023 433,287 126,853 472,697 

South Carolina 257,282 205,800 21,106 210,331 

South Dakota 27,626 22,496 2,861 21,393 

Tennessee 306,785 222,782 40,373 231,440 

Texas 1,535,857 1,177,520 146,548 1,205,174 

Utah 164,262 141,539 29,017 140,612 

Virginia 470,998 355,017 36,569 385,154 

West Virginia 40,358 33,409 5,063 33,421 

Wisconsin 237,426 205,697 27,628 207,349 

Wyoming 26,180 21,633 847 21,092 

TOTAL – States 
Using the 
HealthCare.gov 
Platform  

10,721,940 8,641,406 1,367,229 8,838,291 

 
Notes:   
“N/A” means that the data for the respective metric are not yet available for a given state. 
(1) Unless otherwise noted, the data in this table represent cumulative Marketplace enrollment-related activity for 11-15-14 to 2-
15-15 (including SEP activity through 2-22-15).  These data also do not include any enrollment-related activity relating to 
individuals who may have applied for and/or selected a 2014 Marketplace plan during the reporting period, as a result of having 
been eligible for a Special Enrollment Period (SEP).  This table only reflects data for the individual market Marketplaces. For 
additional technical notes information, please refer to Appendix D of this report. 
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(2) “Individuals Determined Eligible to Enroll in a Plan Through the Marketplace” (i.e., enrollment through the Marketplaces for 
a 2015 Marketplace plan) represents the total number of individuals for whom a Completed Application has been received for the 
2015 plan year (including any individuals with active 2014 Marketplace enrollments who returned to the Marketplaces and 
updated their information), and who are determined to be eligible for plan enrollment through the Marketplaces during the 
reference period, whether or not they qualify for advance payments of the premium tax credit or cost-sharing reductions.  These 
individuals may or may not have enrolled in coverage by the end of the reference period.  Individuals who have been determined 
or assessed eligible for Medicaid or CHIP are not included.  Note:  This number only includes data for individuals who applied 
for 2015 Marketplace coverage in completed applications.  It does not include individuals who were automatically reenrolled.  
Thus, the number determined eligible for 2015 coverage may be lower than the total number of 2015 plan selections (which 
includes reenrollees). 
(3) “Individuals Determined Eligible to Enroll in a Plan Through the Marketplace with Financial Assistance” (i.e., enrollment 
through the Marketplace for a 2015 Marketplace plan with Financial Assistance) represents the total number of individuals 
determined eligible to enroll through the Marketplace in a Marketplace plan who qualify for an advance premium tax credit 
(APTC), with or without a cost-sharing reduction (CSR) for the 2015 plan year (including any individuals with active 2014 
Marketplace enrollments who returned to the Marketplace and updated their information).  These individuals may or may not 
have enrolled in coverage by the end of the reference period.  Note:  This number only includes data for individuals who applied 
for 2015 Marketplace coverage in completed applications.  It does not include individuals who were automatically reenrolled.  
Thus, the number determined eligible for 2015 coverage may be lower than the total number of 2015 plan selections with 
financial assistance (which includes reenrollees). 
(4) “Individuals Determined or Assessed Eligible for Medicaid / CHIP by the Marketplace” represents the number of individuals 
who have been determined or assessed by the Marketplace as eligible for Medicaid or CHIP based on their modified adjusted 
gross income (MAGI).  In some states, completed applications for individuals, whom the Marketplace has assessed as potentially 
eligible for Medicaid or CHIP, based on MAGI, are transferred to the relevant state agency for a final eligibility determination.  
In these “assessment states” the data include those accounts where a final decision is pending.   In other states, the Marketplace 
has been delegated the final Medicaid/CHIP eligibility determination responsibility for these individuals.  Thus, this data element 
includes FFM determinations and assessments, regardless of the state Medicaid/CHIP agency’s final eligibility determination, if 
applicable.  These data may vary from accounts transferred via “flat file” to states by the FFM.  Quality assurance continues on 
Medicaid assessments and determinations.  Note:  Marketplace Medicaid/CHIP eligibility determination and assessment data in 
this report cannot be added to eligibility determination data in the most recent monthly Medicaid and CHIP Applications, 
Eligibility Determinations, and Enrollment report (available on Medicaid.gov) which covers data through December 2014. In the 
Marketplaces, some of the individuals assessed or determined eligible for Medicaid or CHIP by the Marketplace and reported in 
this report may also be reported in the monthly Medicaid and CHIP Applications, Eligibility Determinations, and Enrollment 
Report when the state has made an eligibility determination based on the information provided by the Marketplace. Total 
Medicaid/CHIP enrollment is reported in the monthly Medicaid and CHIP Applications, Eligibility Determinations, and 
Enrollment Report, and is a point-in-time count of total enrollment in the Medicaid and CHIP programs at the end of the monthly 
reporting period. 
(5) “Individuals With 2015 Marketplace Plan Selections” represents the total number of individuals determined eligible to enroll 
in a plan through the marketplace” who have selected a 2015 Marketplace medical plan for enrollment through the Marketplaces 
or, after December 15, have been automatically reenrolled in coverage through the Marketplaces (with or without the first 
premium payment having been received directly by the issuer) during the reference period. This is also known as pre-effectuated 
enrollment, because enrollment is not considered effectuated until the first premium payment is made, and this figure includes 
plan selections for which enrollment has not yet been effectuated.  Individuals who have cancelled or terminated their 
Marketplace plans are not included in the total number of plan selections.  These data also do not include:  standalone dental plan 
selections; or individuals who may have selected a 2014 Marketplace plan during the reporting period, as a result of having been 
eligible for a Special Enrollment Period (SEP).   
(6) Nevada, New Mexico, and Oregon are using the HealthCare.gov platform for 2015. 
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15. 
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APPENDIX TABLE B5 
 

Marketplace Plan Selections by Financial Assistance Status in States Using the HealthCare.gov Platform, 
By State (1) 

11-15-14 to 2-15-15 (including SEP activity through 2-22-15) 

Description 

Total Number of 
Individuals With 

2015 Plan 
Selections 

Through the 
Marketplaces  

 (2) 

Plan Selections 
With Available 

Data on Financial 
Assistance 
Status (3) 

By Financial Assistance Status (4) 
(% of Available Data, Excluding Unknown) 

With 
Financial 

Assistance 

Without 
Financial 

Assistance 

With 
APTC 

(non-add) 

With  
CSR  

(non-add) 
Number Number % % % % 

States Using the HealthCare.gov Platform (4) 

State-Based Marketplaces (SBMs) Using the HealthCare.gov Platform (5) 

Nevada 73,596 73,596 89% 11% 89% 55% 
New Mexico  52,358 52,358 76% 24% 74% 47% 
Oregon 112,024 112,024 79% 21% 77% 47% 
Subtotal - SBMs Using 
the HealthCare.gov 
Platform 

237,978 237,978 81% 19% 80% 49% 

Federally-Facilitated Marketplace (FFM) States 
Alabama 171,641 171,641 89% 11% 89% 71% 
Alaska 21,260 21,260 90% 10% 89% 54% 
Arizona 205,666 205,666 76% 24% 75% 54% 
Arkansas 65,684 65,684 88% 12% 88% 56% 
Delaware 25,036 25,036 84% 16% 83% 45% 
Florida 1,596,296 1,596,296 93% 7% 93% 70% 
Georgia 541,080 541,080 90% 10% 89% 67% 
Illinois 349,487 349,487 78% 22% 78% 46% 
Indiana 219,185 219,185 88% 12% 87% 50% 
Iowa 45,162 45,162 86% 14% 85% 48% 
Kansas 96,197 96,197 80% 20% 80% 55% 
Louisiana 186,277 186,277 89% 11% 89% 57% 
Maine 74,805 74,805 89% 11% 89% 58% 
Michigan 341,183 341,183 88% 12% 88% 55% 
Mississippi 104,538 104,538 94% 6% 93% 76% 
Missouri 253,430 253,430 88% 12% 88% 58% 
Montana 54,266 54,266 85% 15% 84% 51% 
Nebraska 74,152 74,152 88% 12% 87% 50% 
New Hampshire 53,005 53,005 71% 29% 70% 37% 
New Jersey 254,316 254,316 83% 17% 83% 51% 
North Carolina 560,357 560,357 92% 8% 92% 65% 
North Dakota 18,171 18,171 86% 14% 86% 42% 
Ohio 234,341 234,341 84% 16% 84% 44% 
Oklahoma 126,115 126,115 81% 19% 79% 59% 
Pennsylvania 472,697 472,697 81% 19% 80% 57% 
South Carolina 210,331 210,331 88% 12% 88% 63% 
South Dakota 21,393 21,393 88% 12% 86% 63% 
Tennessee 231,440 231,440 83% 17% 82% 62% 
Texas 1,205,174 1,205,174 86% 14% 85% 59% 
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Marketplace Plan Selections by Financial Assistance Status in States Using the HealthCare.gov Platform, 
By State (1) 

11-15-14 to 2-15-15 (including SEP activity through 2-22-15) 

Description 

Total Number of 
Individuals With 

2015 Plan 
Selections 

Through the 
Marketplaces  

 (2) 

Plan Selections 
With Available 

Data on Financial 
Assistance 
Status (3) 

By Financial Assistance Status (4) 
(% of Available Data, Excluding Unknown) 

With 
Financial 

Assistance 

Without 
Financial 

Assistance 

With 
APTC 

(non-add) 

With  
CSR  

(non-add) 
Number Number % % % % 

Utah 140,612 140,612 88% 12% 88% 60% 
Virginia 385,154 385,154 84% 16% 83% 55% 
West Virginia 33,421 33,421 86% 14% 86% 54% 
Wisconsin 207,349 207,349 90% 10% 89% 58% 
Wyoming 21,092 21,092 91% 9% 91% 52% 
TOTAL – States Using the 
HealthCare.gov Platform  8,838,291 8,838,291 87% 13% 87% 60% 

 
Notes:   
“N/A” means that the data for the respective metric is not yet available for a given state.  Percentages in this table have been 
rounded.  Some numbers may not add to totals due to rounding. 
(1) Unless otherwise noted, the data in this table represent cumulative data on the number of unique individuals who have been 
determined eligible to enroll in a Marketplace plan, and have selected a Marketplace medical plan (with or without the first 
premium payment having been received by the issuer).  These data do not include: Individuals who have cancelled or terminated 
their Marketplace plans are not included in the total number of plan selections.  These data also do not include:  standalone dental 
plan selections; or individuals who may have selected a 2014 Marketplace plan during the reporting period, as a result of having 
been eligible for a Special Enrollment Period (SEP).  For additional technical notes, please refer to Appendix D of this report. 
(2) For each metric, the data represent the total number of “Individuals Applying for 2015 Coverage in Completed Applications” 
who have selected a 2015 medical Marketplace plan for enrollment through the Marketplace (with or without the first premium 
payment having been received directly by the issuer) during the reference period, excluding plan selections with unknown data 
for a given metric. This is also known as pre-effectuated enrollment, because enrollment is not considered effectuated until the 
first premium payment is made, and this figure includes plan selections for which enrollment has not yet been effectuated. 
(3) In some cases, the data for certain characteristics of Marketplace plan selections are not yet available.  For this reason, for 
each metric, we have calculated the comparable percentages based on the number of plan selections with known data for that 
metric. 
(4) Data on Marketplace plan selections with financial assistance includes plan selections for individuals who are receiving a 
premium tax credit and/or cost-sharing subsidy. 
(5) For the HealthCare.gov states, the data on 2015 Marketplace plan selections includes data for new consumers and consumers 
who are actively reenrolling in Marketplace coverage (including data for consumers who actively reenrolled in coverage through 
the Marketplaces, and data for automatic reenrollees).   
(6) Nevada, New Mexico, and Oregon are using the HealthCare.gov platform for 2015. 
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15; ASPE computation of CMS data for 37 states using the 
HealthCare.gov platform as of 2-15-15 (including SEP activity through 2-22-15). 
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APPENDIX TABLE B6 
 

Marketplace Plan Selection by Age in States Using the HealthCare.gov Platform, By State (1) 
11-15-14 to 2-15-15 (including SEP activity through 2-22-15) 

Description 

Number of 
Plan 

Selections 
With 

Available 
Data on Age 

(2) (3) 

By Age 
(% of Available Data, Excluding Unknown) 

Age  
< 18 

Age  
18-25 

Age  
26-34 

Age 
 35-44 

Age 
 45-54 

Age 
 55-64 

Age  
≥65 

Ages  
18-34 

Ages  
0-34 

Number % % % % % % % % % 

States Using the HealthCare.gov Platform (4) 

State-Based Marketplaces (SBMs) Using the HealthCare.gov Platform (5) 
Nevada 73,411 13% 9% 15% 16% 20% 26% 1% 24% 36% 
New Mexico  52,216 8% 7% 14% 14% 22% 34% 1% 21% 29% 
Oregon 111,743 7% 8% 17% 16% 19% 33% 1% 24% 31% 

Subtotal - 
SBMs Using the 
HealthCare.gov 
Platform 

237,370 9% 8% 16% 16% 20% 31% 1% 24% 32% 

Federally-Facilitated Marketplace (FFM) States 
Alabama 171,371 3% 13% 19% 19% 22% 24% 0% 32% 35% 
Alaska 21,198 10% 8% 20% 16% 19% 26% 1% 28% 39% 
Arizona 205,063 23% 9% 14% 14% 17% 23% 1% 23% 45% 
Arkansas 65,604 7% 9% 16% 16% 21% 30% 1% 25% 32% 
Delaware 24,983 13% 8% 15% 15% 22% 26% 1% 23% 36% 
Florida 1,592,786 6% 13% 15% 18% 24% 23% 1% 28% 33% 
Georgia 540,095 6% 13% 18% 19% 22% 21% 1% 31% 37% 
Illinois 348,559 7% 10% 18% 15% 21% 28% 1% 28% 35% 
Indiana 218,631 9% 9% 16% 16% 20% 29% 0% 25% 35% 
Iowa 45,041 5% 9% 17% 15% 22% 32% 0% 26% 31% 
Kansas 95,977 9% 11% 19% 16% 19% 25% 0% 31% 40% 
Louisiana 185,924 4% 12% 20% 18% 22% 23% 0% 33% 37% 
Maine 74,704 10% 8% 15% 14% 22% 31% 0% 23% 33% 
Michigan 340,006 9% 9% 16% 15% 21% 28% 0% 26% 35% 
Mississippi 104,354 3% 14% 17% 18% 22% 25% 0% 31% 34% 
Missouri 252,945 9% 11% 19% 16% 20% 25% 0% 30% 39% 
Montana 54,186 7% 10% 20% 16% 19% 29% 0% 29% 36% 
Nebraska 73,982 14% 11% 18% 16% 18% 23% 0% 29% 43% 
New Hampshire 52,869 8% 9% 16% 14% 23% 30% 0% 24% 32% 
New Jersey 253,197 8% 10% 15% 15% 24% 26% 1% 25% 34% 
North Carolina 559,615 8% 11% 17% 18% 22% 23% 0% 28% 37% 
North Dakota 18,114 23% 8% 19% 13% 15% 22% 0% 27% 50% 
Ohio 233,636 11% 8% 15% 14% 20% 31% 0% 24% 34% 
Oklahoma 125,868 10% 11% 18% 17% 20% 24% 0% 29% 39% 
Pennsylvania 471,056 6% 10% 18% 16% 22% 29% 0% 28% 34% 
South Carolina 210,020 7% 11% 17% 17% 23% 26% 0% 28% 34% 
South Dakota 21,320 11% 10% 20% 15% 17% 26% 0% 30% 41% 
Tennessee 231,090 6% 10% 18% 17% 22% 27% 0% 28% 34% 
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Marketplace Plan Selection by Age in States Using the HealthCare.gov Platform, By State (1) 
11-15-14 to 2-15-15 (including SEP activity through 2-22-15) 

Description 

Number of 
Plan 

Selections 
With 

Available 
Data on Age 

(2) (3) 

By Age 
(% of Available Data, Excluding Unknown) 

Age  
< 18 

Age  
18-25 

Age  
26-34 

Age 
 35-44 

Age 
 45-54 

Age 
 55-64 

Age  
≥65 

Ages  
18-34 

Ages  
0-34 

Number % % % % % % % % % 

Texas 1,202,044 10% 13% 17% 17% 22% 21% 1% 29% 39% 
Utah 140,343 22% 11% 21% 16% 14% 16% 0% 33% 54% 
Virginia 384,487 11% 12% 18% 17% 20% 22% 1% 30% 40% 
West Virginia 33,322 6% 7% 13% 15% 21% 37% 0% 20% 26% 
Wisconsin 206,769 6% 9% 17% 15% 21% 32% 0% 26% 32% 
Wyoming 21,050 13% 9% 20% 15% 17% 26% 0% 29% 42% 
TOTAL – States 
Using the 
HealthCare.gov 
Platform  

8,817,579 8% 11% 17% 17% 22% 25% 1% 28% 36% 

 
Notes:   
“N/A” means that the data for the respective metric is not yet available for a given state.  Percentages in this table have been rounded.  
Some numbers may not add to totals due to rounding. 
(1) Unless otherwise noted, the data in this table represent cumulative data on the number of unique individuals who have been 
determined eligible to enroll in a Marketplace plan, and have selected a Marketplace medical plan (with or without the first premium 
payment having been received by the issuer).  Individuals who have cancelled or terminated their Marketplace plans are not included in 
the total number of plan selections.  These data also do not include:  standalone dental plan selections; or individuals who may have 
selected a 2014 Marketplace plan during the reporting period, as a result of having been eligible for a Special Enrollment Period (SEP).  
For additional technical notes, please refer to Appendix D of this report. 
(2) For each metric, the data represent the total number of “Individuals Applying for 2015 Coverage in Completed Applications” who 
have selected a 2015 medical Marketplace plan for enrollment through the Marketplace (with or without the first premium payment 
having been received directly by the issuer) during the reference period, excluding plan selections with unknown data for a given metric. 
This is also known as pre-effectuated enrollment, because enrollment is not considered effectuated until the first premium payment is 
made, and this figure includes plan selections for which enrollment has not yet been effectuated. 
(3) In some cases, the data for certain characteristics of Marketplace plan selections are not yet available.  For this reason, for each metric, 
we have calculated the comparable percentages based on the number of plan selections with known data for that metric. 
(4) For the HealthCare.gov states, the data on 2015 Marketplace plan selections includes data for new consumers and consumers who are 
actively reenrolling in Marketplace coverage (including data for consumers who actively reenrolled in coverage through the Marketplaces, 
and data for automatic reenrollees).   
(5) Nevada, New Mexico, and Oregon are using the HealthCare.gov platform for 2015. 
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15.  
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APPENDIX TABLE B7 
 

Reduction in Average Monthly Premiums from Advance Premium Tax Credits in States Using the 
HealthCare.gov Platform (1) 

11-15-14 to 2-15-15 (including SEP activity through 2-22-15) 

Description 

Total Number of 
Individuals With 

2015 Plan 
Selections 

Through the 
Marketplaces  

 (2) 

Percent of 
Plan 

Selections 
with APTC 

Average 
Monthly 
Premium 

before APTC 

Average 
Monthly 

APTC 

Average 
Monthly 
Premium 

After APTC 

Average 
Percent 

Reduction in 
Premium 

after APTC 

States Using the HealthCare.gov Platform (4) 

State-Based Marketplaces (SBMs) Using the HealthCare.gov Platform (5) 

Nevada 73,596 89% $361 $242 $119 67% 

New Mexico  52,358 74% $323 $196 $127 61% 
Oregon 112,024 77% $334 $198 $136 59% 
Subtotal - SBMs Using 
the HealthCare.gov 
Platform 

237,978 80% $341 $213 $128 62% 

Federally-Facilitated Marketplace (FFM) States 
Alabama 171,641 89% $354 $266 $88 75% 
Alaska 21,260 89% $639 $534 $105 84% 
Arizona 205,666 75% $278 $155 $123 56% 
Arkansas 65,684 88% $389 $280 $109 72% 
Delaware 25,036 83% $404 $264 $140 65% 
Florida 1,596,296 93% $376 $294 $82 78% 
Georgia 541,080 89% $346 $273 $73 79% 
Illinois 349,487 78% $336 $208 $128 62% 
Indiana 219,185 87% $438 $319 $120 73% 
Iowa 45,162 85% $371 $260 $111 70% 
Kansas 96,197 80% $301 $211 $90 70% 
Louisiana 186,277 89% $416 $319 $97 77% 
Maine 74,805 89% $425 $332 $93 78% 
Michigan 341,183 88% $366 $236 $130 64% 
Mississippi 104,538 93% $405 $353 $52 87% 
Missouri 253,430 88% $363 $281 $82 77% 
Montana 54,266 84% $346 $230 $116 66% 
Nebraska 74,152 87% $354 $250 $104 70% 
New Hampshire 53,005 70% $385 $244 $141 63% 
New Jersey 254,316 83% $470 $306 $164 65% 
North Carolina 560,357 92% $410 $315 $95 77% 
North Dakota 18,171 86% $369 $228 $141 62% 
Ohio 234,341 84% $389 $244 $145 63% 
Oklahoma 126,115 79% $295 $206 $89 70% 
Pennsylvania 472,697 80% $355 $226 $129 64% 
South Carolina 210,331 88% $365 $278 $86 76% 
South Dakota 21,393 86% $358 $228 $130 64% 
Tennessee 231,440 82% $316 $213 $102 68% 
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Reduction in Average Monthly Premiums from Advance Premium Tax Credits in States Using the 
HealthCare.gov Platform (1) 

11-15-14 to 2-15-15 (including SEP activity through 2-22-15) 

Description 

Total Number of 
Individuals With 

2015 Plan 
Selections 

Through the 
Marketplaces  

 (2) 

Percent of 
Plan 

Selections 
with APTC 

Average 
Monthly 
Premium 

before APTC 

Average 
Monthly 

APTC 

Average 
Monthly 
Premium 

After APTC 

Average 
Percent 

Reduction in 
Premium 

after APTC 

Texas 1,205,174 85% $328 $239 $89 73% 
Utah 140,612 88% $248 $159 $89 64% 
Virginia 385,154 83% $348 $259 $89 74% 
West Virginia 33,421 86% $448 $311 $137 69% 
Wisconsin 207,349 89% $440 $315 $125 72% 
Wyoming 21,092 91% $550 $420 $130 76% 
TOTAL – States Using the 
HealthCare.gov Platform  8,838,291 87% $364 $263 $101 72% 

 
Source:  ASPE computation of CMS data for 37 states using the HealthCare.gov platform as of 2-15-15 (including SEP activity 
through 2-22-15). 
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APPENDIX TABLE B8 
 

Availability and Selection of Marketplace Plans With Monthly Premiums of $100 or Less After the 
Advance Premium Tax Credit (APTC) For Individuals With 2015 Marketplace Plan Selections With APTC 

in States Using the HealthCare.gov Platform (1) 
11-15-14 to 2-15-15 (including SEP activity through 2-22-15) 

Description 

Number of 
Individuals 
With 2015 

Marketplace 
Plan Selections 
with APTC (2) 

Data For Individuals Who Have  
2015 Marketplace Plan Selections With APTC 

Availability of Plans With Monthly 
Premiums of  
$100 or Less 

Selection of Plans With Monthly 
Premiums of  
$100 or Less 

Percent Who 
Could Have 

Selected a Plan 
with a Monthly 
Premium of $50 

or Less after 
APTC  

Percent Who 
Could Have 

Selected a Plan 
with a Monthly 

Premium of 
$100 or Less 
after APTC  

Percent Who 
Selected a Plan 
With a Monthly 
Premium of $50 

or Less after 
APTC 

Percent Who 
Selected a Plan 
With a Monthly 

Premium of 
$100 or Less 
after APTC 

States Using the HealthCare.gov Platform (4) 

State-Based Marketplaces (SBMs) Using the HealthCare.gov Platform (5) 

Nevada 65,326 100% 100% 19% 53% 
New Mexico  38,848 64% 84% 22% 49% 
Oregon 86,444 100% 100% 17% 44% 
Subtotal - SBMs Using 
the HealthCare.gov 
Platform 

190,618 93% 97% 19% 48% 

Federally-Facilitated Marketplace (FFM) States 
Alabama 152,498 80% 90% 43% 70% 
Alaska 18,839 75% 86% 40% 57% 
Arizona 153,335 65% 86% 24% 52% 
Arkansas 57,797 67% 85% 24% 58% 
Delaware 20,876 58% 78% 18% 45% 
Florida 1,479,439 84% 93% 51% 72% 
Georgia 484,073 83% 92% 51% 74% 
Illinois 271,763 63% 83% 21% 49% 
Indiana 191,586 71% 85% 26% 53% 
Iowa 38,532 68% 85% 27% 56% 
Kansas 76,504 72% 87% 40% 67% 
Louisiana 165,786 85% 93% 41% 63% 
Maine 66,616 71% 85% 40% 65% 
Michigan 298,774 70% 87% 21% 48% 
Mississippi 97,606 91% 96% 60% 80% 
Missouri 222,559 80% 91% 46% 69% 
Montana 45,432 60% 78% 26% 54% 
Nebraska 64,656 76% 90% 34% 59% 
New Hampshire 37,242 66% 82% 21% 43% 
New Jersey 211,158 51% 71% 15% 38% 
North Carolina 512,975 80% 91% 40% 65% 
North Dakota 15,569 58% 80% 17% 42% 
Ohio 196,714 62% 82% 16% 41% 
Oklahoma 100,039 82% 93% 40% 66% 
Pennsylvania 379,607 62% 81% 23% 51% 



ASPE Issue Brief  Page 53 
 
 

 
ASPE Office of Health Policy            March 2015 

Availability and Selection of Marketplace Plans With Monthly Premiums of $100 or Less After the 
Advance Premium Tax Credit (APTC) For Individuals With 2015 Marketplace Plan Selections With APTC 

in States Using the HealthCare.gov Platform (1) 
11-15-14 to 2-15-15 (including SEP activity through 2-22-15) 

Description 

Number of 
Individuals 
With 2015 

Marketplace 
Plan Selections 
with APTC (2) 

Data For Individuals Who Have  
2015 Marketplace Plan Selections With APTC 

Availability of Plans With Monthly 
Premiums of  
$100 or Less 

Selection of Plans With Monthly 
Premiums of  
$100 or Less 

Percent Who 
Could Have 

Selected a Plan 
with a Monthly 
Premium of $50 

or Less after 
APTC  

Percent Who 
Could Have 

Selected a Plan 
with a Monthly 

Premium of 
$100 or Less 
after APTC  

Percent Who 
Selected a Plan 
With a Monthly 
Premium of $50 

or Less after 
APTC 

Percent Who 
Selected a Plan 
With a Monthly 

Premium of 
$100 or Less 
after APTC 

South Carolina 185,276 82% 92% 43% 69% 
South Dakota 18,503 53% 76% 17% 47% 
Tennessee 190,418 81% 92% 32% 60% 
Texas 1,030,138 80% 92% 43% 68% 
Utah 123,088 69% 90% 33% 67% 
Virginia 320,525 80% 91% 42% 68% 
West Virginia 28,719 57% 77% 21% 47% 
Wisconsin 184,822 68% 83% 26% 50% 
Wyoming 19,152 59% 77% 26% 49% 
TOTAL – States Using the 
HealthCare.gov Platform  7,651,234 77% 89% 38% 63% 

 
Source:  ASPE computation of CMS data for 37 states using the HealthCare.gov platform as of 2-15-15 (including SEP activity 
through 2-22-15). 
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APPENDIX TABLE C1 
 

Marketplace Plan Selection by Enrollment Type in  
State-Based Marketplaces Using Their Own Marketplace Platforms, By State, 2015 (1) 

11-15-2014 to 2-15-2015 (including SEP activity through 2-21-15) 

Description 

Total Number 
of Individuals 

With 2015 Plan 
Selections 

Through the 
Marketplaces  

(1) 

Distribution By Enrollment Type (2) 

New 
Consumers  

(3) 

Consumers Reenrolling in  
Marketplace Coverage (4) 

Total 
Reenrollees 

Active 
Reenrollees 

Automatic 
Reenrollees 

Number % of Total % of Total % of Total % of Total 

State-Based Marketplaces (SBMs) Using Their Own Marketplace Platforms 

California (5) 1,412,200 35% 65% 37% 28% 
Colorado (6) 140,327 28% 72% 34% 38% 
Connecticut (7) 109,839 38% 61% 20% 41% 
District of Columbia 
(8) 18,465 26% 74% 15% 60% 

Hawaii (9) 12,625 75% 25% 1% 24% 
Idaho (16)  97,079 100% N/A N/A N/A 
Kentucky (10) 106,330 26% 73% 39% 35% 
Maryland (16) 120,145 100% N/A N/A N/A 
Massachusetts (16) 140,540 100% N/A N/A N/A 
Minnesota (11) 59,704 60% 40% 26% 14% 
New York (12) 408,841 35% 66% N/A N/A 
Rhode Island (13) 31,337 32% 68% 68% N/A 
Vermont (14) 31,619 14% 87% 17% 69% 
Washington (15) 160,732 37% 63% N/A N/A 
State-Based 
Marketplaces 
(SBMs) Using 
Their Own 
Marketplace 
Platforms 

2,849,783 43% 57% 24% 20% 

 
Notes:   
“N/A” means that the data for the respective metric are not yet available for a given state. 
 (1) Unless otherwise noted, the data in these tables represent cumulative data on the number of unique individuals who have 
selected or have been automatically reenrolled into a 2015 Marketplace medical plan for enrollment through the Marketplaces 
(with or without the first premium payment having been received directly by the issuer).  This is also known as pre-effectuated 
enrollment, because enrollment is not considered effectuated until the first premium payment is made, and this figure includes 
plan selections for which enrollment has not yet been effectuated.  Except for three states, the data for total number of plan 
selections removes cancellations and terminations.  Minnesota does not remove either from its total plan selection data, whereas 
DC removes cancellations and terminations from its automatic reenrollment data and New York removes cancellations and 
terminations from its active and automatic reenrollee data. These data also do not include:  standalone dental plan selections; or 
individuals who may have selected a 2014 Marketplace plan during the reporting period, as a result of having been eligible for a 
Special Enrollment Period (SEP).  This table only reflects data for the individual market Marketplaces.  For additional technical 
notes, please refer to Appendix D of this report. 
(2) “Distribution by Enrollment Type” represents the percentage of plan selections with available data on enrollment type that are 
new consumers vs. consumers reenrolling in coverage through the Marketplaces.  
(3) “New Consumers” are those individuals who selected a 2015 Marketplace medical plan (with or without the first premium 
payment having been received directly by the issuer) as of the reporting date, and did not have a Marketplace plan selection as of 
November 2014.  Individuals who have cancelled or terminated their Marketplace plans are not included in the total number of 
plan selections.  These data also do not include:  standalone dental plan selections; or individuals who may have selected a 2014 
Marketplace plan during the reporting period, as a result of having been eligible for a Special Enrollment Period (SEP).       
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(4) “Consumers reenrolling in coverage through the Marketplaces” are those individuals who had a Marketplace plan selection 
during coverage year 2014, and have either actively submitted a 2015 application and selected a 2015 Marketplace medical plan 
or have been automatically reenrolled in coverage through the Marketplaces – with or without the first premium payment having 
been received directly by the issuer).  These data also do not include:  standalone dental plan selections; or individuals who may 
have selected a 2014 Marketplace plan during the reporting period, as a result of having been eligible for a Special Enrollment 
Period (SEP).  It is important to note that the reenrollment data in this report may include some individuals who were reenrolled 
in coverage through the Marketplaces as of 2-15-15 (including SEP activity through 2-21-15), but who may ultimately decide not 
to retain Marketplace coverage for the remainder of 2015 (for example, because they have obtained coverage through another 
source such as an employer or Medicaid/CHIP).   
(5) California reports represent data through 2/22/15.  California began its automatic renewal process in December 2014 and 
periodically cancels individuals not paying their premiums during ongoing data cleaning processes. If an individual had 
effectuated enrollment by 11/12/14 and did not actively re-enroll, he/she was automatically re-enrolled by 12/15/14. 
(6) Colorado automatically renewed eligible individuals December 15, 2014 for coverage beginning January 1, 2015 and 
periodically cancels individuals not paying their premiums during ongoing data cleaning processes. 
(7) Connecticut automatically renewed eligible individuals during December 2014 for coverage beginning January 1, 2015. 
Connecticut individuals not paying their premiums are removed from enrollment counts upon receipt of cancelation notice from 
insurers. If an individual had effectuated coverage as of December 2014, he/she was eligible for automatic re-enrollment. 
(8) DC aligned its automatic renewal process with the Federal 2015 open enrollment process. Individuals automatically renewed 
needed to effectuate enrollment by December 15, 2014 to be considered enrolled, otherwise DC canceled their coverage.  DC 
removed terminations and cancellations from their data for automatic re-enrollees, but did not remove them for new enrollees or 
active re-enrollees. 
(9) Hawaii began its automatic renewal process November 15, 2014 and canceled individuals for non-payment by January 31, 
2015. If an individual had effectuated enrollment by 11/1/2014, did not actively reenroll, and selected “auto-renewal,” he/she was 
automatically reenrolled by 12/31/2014 for the 2015 plan year. 
 (10)   Kentucky notified individuals eligible for automatic renewal November 1, 2014 they would be automatically renewed for 
coverage effective January 1, 2015. Kentucky periodically cancels individuals not paying their premiums during ongoing data 
cleaning processes. Any individual who was actively receiving benefits as of 11/14/2014 was considered eligible for automatic 
re-enrollment and was re-enrolled on 11/15/14. Kentucky’s report of unknown individuals in 2015 plan selection breakouts 
represents the count of individuals converted from a legacy system (KAMES) to KYHBE. 
(11) Minnesota began its automatic renewal process in January 2015. 
(12) New York’s renewal process began November 15, 2014.  New York removed terminations and cancellations from their data 
for active and automatic re-enrollees, but did not remove them for new enrollees.  New York’s re-enrollment data does not 
distinguish between active and automatic reenrollment.  In New York, individuals who were enrolled in October 2014, with an 
end date of December 31, 2014, were eligible for automatic re-enrollment if their program eligibility stayed the same from 2014 
to 2015, and their plan was available in 2015. If an individual’s 2014 coverage was cancelled/terminated after October 2014, they 
were removed from the 2015 coverage that they were automatically renewed into.  Additionally, if individuals voluntarily cancel 
or terminate their coverage, they are removed from the enrollment count at the time they cancel or terminate their coverage. If an 
individual’s coverage is cancelled or terminated for non-payment, they are removed from the enrollment count when the issuer 
transmits that transaction to the Marketplace.   
(13) Rhode Island does not have any automatic re-enrollments for its 2015 plan selection data, as Rhode Island required all 
individuals to undergo active re-enrollment. Individuals are canceled from the system if they do not make payment on the 23rd 
day of the month prior to the coverage month. 
(14) Vermont automatically renewed all Marketplace consumers for coverage beginning January 1, 2015, with payment for 
coverage due 21 days after automatically renewed consumers were sent an invoice. 
(15) Washington reports only individuals who have both enrolled and paid for coverage (effectuated enrollment) for its report of 
plan selection, thereby undercounting the true total of plan selections in Washington.  Washington began its renewal process 
November 15, 2014, with payment deadlines the 23rd day of the month prior to the coverage month.  Washington defines 
renewals as the number of QHP enrollees with coverage in December 2014 and coverage in 2015 as of February 21, 2015.  
Washington is not able to provide automatic and active renewal breakouts for 2015 plan selection data due to system issues. 
Their system counts some re-enrollees as both automatic and active re-enrollees, which may lead to double counting re-enrollee 
breakouts.  Washington removed enrollees who terminated their coverage from their plan selection data for new enrollees and re-
enrollees, but retained individuals in the count until issuers confirmed that the coverage was terminated for nonpayment. 
(16) Idaho is an SBM that changed Marketplace platforms for the 2015 coverage year (Idaho transitioned from using the 
HealthCare.gov platform to using its own platform). Additionally, Massachusetts and Maryland changed their eligibility and 
enrollment system vendors for the 2015 coverage year.  All of the plan selections for these states are being treated as new 
consumers for operational enrollment and reporting purposes. 
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15.  
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APPENDIX TABLE C2 
 

Total Completed Applications and Individuals Who Completed Applications in  
State-Based Marketplaces Using Their Own Marketplace Platforms, By State, 2015 (1) 

11-15-2014 to 2-15-2015 (including SEP activity through 2-21-15) 

Description 
Total Number of Completed 

Applications for 2015 Coverage  
(2) 

Total Individuals Applying for 2015 
Coverage in Completed Applications 

(3) 

Number Number 
State-Based Marketplaces (SBMs) Using Their Own Marketplace Platforms 

California (4) N/A NA 

Colorado  94,088 134,931 

Connecticut  131,627 226,266 

District of Columbia 14,521 19,570 

Hawaii  16,159 25,314 

Idaho   89,460 203,577 

Kentucky (5) 94,447 153,920 

Maryland (6) 263,035 N/A 

Massachusetts 334,410 522,457 

Minnesota  127,978 201,920 

New York  N/A 502,616 

Rhode Island 71,995 120,771 

Vermont (7) 33,155 59,451 

Washington  616,059 1,354,964 

TOTAL - SBMs Using Their Own 
Marketplace Platforms  1,886,934 3,525,757 

 
Notes:   
 “N/A” means that the data for the respective metric are not yet available for a given state. 
(1) Unless otherwise noted, the data in this table represent cumulative Marketplace enrollment-related activity for 11-15-14 to 2-
15-15 (including SEP activity through 2-21-15).  These data also do not include any enrollment-related activity relating to 
individuals who may have applied for and/or selected a 2014 Marketplace plan during the reporting period, as a result of having 
been eligible for a Special Enrollment Period (SEP).  This table only reflects data for the individual market Marketplaces. For 
additional technical notes, please refer to Appendix D of this report. 
(2) “Completed Applications for 2015 Coverage” represents the total number of electronic and paper applications that were 
submitted to the Marketplace during the reference period with sufficient information to begin performing eligibility 
determinations for enrollment in a plan through the Marketplace and, if appropriate, sufficient information to begin performing 
eligibility determinations for advance payments of the premium tax credit and cost-sharing reductions, and eligibility assessments 
or determinations for Medicaid and CHIP. 
(3) “Individuals Applying for 2015 Coverage in Completed Applications” represents the total number of individuals included in 
Completed Applications that were submitted to the Marketplaces during the applicable reference period. This number does not 
include individuals applying through the SHOP. 



ASPE Issue Brief  Page 57 
 
 

 
ASPE Office of Health Policy            March 2015 

(4) California reports data through 2/22/15.  California’s system does not specifically track the total number of completed 
applications or individuals applying for coverage.  
(5) Kentucky data for “completed applications” includes data for the 2014 special enrollment period from 11-15-14 to 12-31-14, 
2015 open enrollment, and 2015 SADP enrollment, as its system is not able to differentiate these data at the application level. 
(6) Maryland’s system cannot provide the number of individuals applying for coverage through the Marketplace, as records may 
be removed from this count after eligibility determinations. 
(7) Vermont data for application numbers include withdrawn cases, but do not include test cases. 
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15.  
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APPENDIX TABLE C3 
 

Total Marketplace Eligibility Determinations, and Marketplace Plan Selections in  
State-Based Marketplaces Using Their Own Marketplace Platforms, By State, 2015 (1) 

11-15-2014 to 2-15-2015 (including SEP activity through 2-21-15) 

State Name 

Number of Individuals Determined 
Eligible to Enroll through the 

Marketplace for 2015 Coverage 
Number of 
Individuals 

Determined or 
Assessed Eligible 

for Medicaid / 
CHIP by the 
Marketplace 

(4) 

Number of 
Individuals With 

2015  
Plan Selections 

Through the 
Marketplaces 

 (5)  

Total Eligible to 
Enroll in a 

Marketplace Plan 
(2) 

Eligible to Enroll in 
a Marketplace Plan 

with Financial 
Assistance 

(3) 
Number Number Number Number 

State-Based Marketplaces (SBMs) Using Their Own Marketplace Platforms 
California (6) (7) 1,138,456 535,032 1,056,164 1,412,200 

Colorado (7) (8) 132,077 N/A 85,432 140,327 

Connecticut (9) 167,193 124,803 277,336 109,839 

District of Columbia  7,539 1,714 9,355 18,465 

Hawaii  24,568 12,306 32,854 12,625 

Idaho   215,145 163,829 314,398 97,079 

Kentucky  223,335 138,320 152,529 106,330 

Maryland  120,632 85,345 154,194 120,145 

Massachusetts  246,397 164,849 276,060 140,540 

Minnesota (10) 71,451 38,382 106,654 59,704 

New York (11) 1,006,505 498,707 357,456 408,841 

Rhode Island 44,097 33,604 65,396 31,337 

Vermont  57,533 22,660 16,922 31,619 

Washington  239,848 176,295 818,697 160,732 

TOTAL - SBMs Using 
Their Own 
Marketplace 
Platforms  3,694,776 1,995,846 3,723,447 2,849,783 
 
Notes:   
 “N/A” means that the data for the respective metric are not yet available for a given state. 
(1) Unless otherwise noted, the data in this table represent cumulative Marketplace enrollment-related activity for 11-15-14 to 2-
15-15 (including SEP activity through 2-22-15).  These data also do not include any enrollment-related activity relating to 
individuals who may have applied for and/or selected a 2014 Marketplace plan during the reporting period, as a result of having 
been eligible for a Special Enrollment Period (SEP).  This table only reflects data for the individual market Marketplaces. For 
additional technical notes information, please refer to Appendix D of this report. 
(2) “Individuals Determined Eligible to Enroll in a Plan Through the Marketplace” (i.e., enrollment through the Marketplaces for 
a 2015 Marketplace plan) represents the total number of individuals for whom a Completed Application has been received for the 
2015 plan year (including any individuals with active 2014 Marketplace enrollments who returned to the Marketplaces and 
updated their information), and who are determined to be eligible for plan enrollment through the Marketplaces during the 
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reference period, whether or not they qualify for advance payments of the premium tax credit or cost-sharing reductions.  These 
individuals may or may not have enrolled in coverage by the end of the reference period.  Individuals who have been determined 
or assessed eligible for Medicaid or CHIP are not included.  Note:  With the exception of states that treated all of the individuals 
who selected 2015 coverage through the Marketplaces, this number only includes data for individuals who applied for 2015 
Marketplace coverage in completed applications.  It does not include individuals who were automatically reenrolled.  Thus, the 
number determined eligible for 2015 coverage may be lower than the total number of 2015 plan selections (which includes 
reenrollees). 
(3) “Individuals Determined Eligible to Enroll in a Plan Through the Marketplace with Financial Assistance” (i.e., enrollment 
through the Marketplace for a 2015 Marketplace plan with Financial Assistance) represents the total number of individuals 
determined eligible to enroll through the Marketplace in a Marketplace plan who qualify for an advance premium tax credit 
(APTC), with or without a cost-sharing reduction (CSR) for the 2015 plan year (including any individuals with active 2014 
Marketplace enrollments who returned to the Marketplace and updated their information).  These individuals may or may not 
have enrolled in coverage by the end of the reference period 
(4) “Individuals Determined or Assessed Eligible for Medicaid / CHIP by the Marketplace” represents the number of individuals 
who have been determined or assessed by the Marketplace as eligible for Medicaid or CHIP based on their modified adjusted 
gross income (MAGI).  In some states, completed applications for individuals, whom the Marketplace has assessed as potentially 
eligible for Medicaid or CHIP, based on MAGI, are transferred to the relevant state agency for a final eligibility determination.  
In these “assessment states” the data include those accounts where a final decision is pending.   In other states, the Marketplace 
has been delegated the final Medicaid/CHIP eligibility determination responsibility for these individuals.  Thus, this data element 
includes FFM determinations and assessments, regardless of the state Medicaid/CHIP agency’s final eligibility determination, if 
applicable.  These data may vary from accounts transferred via “flat file” to states by the FFM.  Quality assurance continues on 
Medicaid assessments and determinations.  Note:  Marketplace Medicaid/CHIP eligibility determination and assessment data in 
this report cannot be added to eligibility determination data in the most recent monthly Medicaid and CHIP Applications, 
Eligibility Determinations, and Enrollment report (available on Medicaid.gov) which covers data through December 2014. In the 
Marketplaces, some of the individuals assessed or determined eligible for Medicaid or CHIP by the Marketplace and reported in 
this report may also be reported in the monthly Medicaid and CHIP Applications, Eligibility Determinations, and Enrollment 
Report when the state has made an eligibility determination based on the information provided by the Marketplace. Total 
Medicaid/CHIP enrollment is reported in the monthly Medicaid and CHIP Applications, Eligibility Determinations, and 
Enrollment Report, and is a point-in-time count of total enrollment in the Medicaid and CHIP programs at the end of the monthly 
reporting period. 
(5) “Individuals With 2015 Marketplace Plan Selections” represents the total number of individuals determined eligible to enroll 
in a plan through the marketplace” who have selected a 2015 Marketplace medical plan for enrollment through the Marketplaces 
or, after December 15, have been automatically reenrolled in Marketplace coverage (with or without the first premium payment 
having been received directly by the issuer) during the reference period. This is also known as pre-effectuated enrollment, 
because enrollment is not considered effectuated until the first premium payment is made, and this figure includes plan selections 
for which enrollment has not yet been effectuated.  These data do not include a count of the number of individuals who have 
selected a standalone dental plan; or individuals who may have selected a 2014 Marketplace plan during the reporting period, as a 
result of having been granted a Special Enrollment Period (SEP). Except for three states, the data for total number of plan 
selections removes cancellations and terminations.  Minnesota does not remove either from its total plan selection data, whereas 
DC removes cancellations and terminations from its automatic reenrollment data and New York removes cancellations and 
terminations from its active and automatic reenrollee data.  
(6) California reports data through 2/22/15. 
(7) Reported Medicaid + CHIP eligibility assessment totals may be underreported, as CA and CO employ processes that do not 
capture all Medicaid + CHIP eligibility assessments. 
(8) Colorado data for individuals applying and those eligible for a QHP does not include individuals automatically reenrolled. 
Therefore, the number of individuals completing applications, and those eligible for a QHP, is less than the total number of 
individuals enrolled.  Colorado’s Marketplace, Connect for Health Colorado, and the Medicaid Agency, use the Shared Eligibility 
System to determine eligibility for Medicaid, APTC/CSR, and CHIP. Therefore, the data provided by Colorado for “Individuals 
Assessed Eligible for Medicaid/CHIP” only include new individual determinations for the Medicaid and CHIP programs 
processed between 11/15/14 – 2/21/15. These data do not include redeterminations, recertifications, and renewals for Medicaid 
and CHIP. 
(9) Connecticut’s number of individuals assessed eligible for Medicaid/CHIP is greater than the number of individuals applying. 
This results from Medicaid redeterminations for individuals who already have an initial application with the exchange. 
(10) Minnesota data for number of individuals assessed eligible for Medicaid/MinnesotaCare represents data through 2/22/15. 
(11) New York eligibility data represent individuals who have an active eligibility determination on or after 11/15/14. The 
number of individuals applying represents individuals in accounts that were created on or after 11/15/14. This figure does not 
include renewals, or other eligibility determinations for accounts created before 11/15/14. 
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15.  
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APPENDIX TABLE C4 
 

Marketplace Plan Selections by Financial Assistance Status in State-Based Marketplaces 
Using Their Own Marketplace Platforms, By State, 2015 (1) 
11-15-2014 to 2-15-2015 (including SEP activity through 2-21-15) 

Description 

Total Number of 
Individuals With 

2015 Plan 
Selections 

Through the 
Marketplaces  

 (2) 

Plan Selections 
With Available 

Data on Financial 
Assistance 
Status (3) 

By Financial Assistance Status (4) 
(% of Available Data, Excluding Unknown) 

With Financial 
Assistance 

Without Financial 
Assistance 

Number Number % % 

State-Based Marketplaces (SBMs) Using Their Own Marketplace Platforms 

California (5) 1,412,200 1,407,795 90.3% 9.7% 
Colorado  140,327 140,327 54.2% 45.8% 
Connecticut  109,839 109,839 77.4% 22.6% 
District of Columbia 
(7) 18,465 18,465 10.8% 89.2% 

Hawaii  12,625 12,625 76.7% 23.3% 
Idaho (9)  97,079 97,079 84.2% 15.8% 
Kentucky  106,330 106,330 69.3% 30.7% 
Maryland (9) 120,145 120,145 70.8% 29.2% 
Massachusetts (9) 140,540 140,540 65.6% 34.4% 
Minnesota (6) (7) 59,704 N/A N/A N/A 
New York (7)  408,841 408,841 73.5% 26.5% 
Rhode Island 31,337 31,337 88.2% 11.8% 
Vermont  31,619 31,619 62.2% 37.8% 
Washington (7) 160,732 160,732 78.8% 21.2% 
TOTAL – SBMs 
Using Their Own 
Marketplace 
Platforms  

2,849,783 2,785,674 80.8% 19.2% 

 
Notes:   
 “N/A” means that the data for the respective metric is not yet available for a given state.  Percentages in this table have been 
rounded.  Some numbers may not add to totals due to rounding. 
(1) Unless otherwise noted, the data in this table represent cumulative data on the number of unique individuals who have been 
determined eligible to enroll in a Marketplace plan, and have selected a Marketplace medical plan (with or without the first 
premium payment having been received by the issuer).  These data do not include a count of the number of individuals who have 
selected a standalone dental plan; or individuals who may have selected a 2014 Marketplace plan during the reporting period, as a 
result of having been granted a Special Enrollment Period (SEP).  Except for three states, the data for total number of plan 
selections removes cancellations and terminations.  Minnesota does not remove either from its total plan selection data, whereas 
DC removes cancellations and terminations from its automatic reenrollment data and New York removes cancellations and 
terminations from its active and automatic reenrollee data.  For additional technical notes, please refer to Appendix D of this 
report. 
(2) For each metric, the data represent the total number of “Individuals Applying for 2015 Coverage in Completed Applications” 
who have selected a 2015 medical Marketplace plan for enrollment through the Marketplace (with or without the first premium 
payment having been received directly by the issuer) during the reference period, excluding plan selections with unknown data 
for a given metric. This is also known as pre-effectuated enrollment, because enrollment is not considered effectuated until the 
first premium payment is made, and this figure includes plan selections for which enrollment has not yet been effectuated. 
(3) In some cases, the data for certain characteristics of Marketplace plan selections are not available.  For this reason, for each 
metric, we have calculated the comparable percentages based on the number of plan selections with known data for that metric. 
(4) Data on Marketplace plan selections with financial assistance includes plan selections for individuals who are receiving a 
premium tax credit and/or cost-sharing subsidy. 
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(5) California reports represent data through 2/22/15.  California’s plan selection breakouts result in roughly 4,000 unknowns due 
to total plan selection and plan selection breakout reports having been run at different times. 
(6) Minnesota tracks plan selection by financial assistance at the household level; it cannot report it at the individual level. 
(7) All states except DC, Minnesota, New York, and Washington removed cancellations and terminations from all total plan 
selection data. DC removed cancellations and terminations from it automatic reenrollee data.  New York removed cancellations 
and terminations from all of its reenrollee data, active and automatic, but did not remove them from the “new” plan selections. 
Washington removed terminations from all of their plan selection data. Minnesota did not remove cancellations and terminations 
from its plan selection data. 
(8) Washington reports only individuals who have both enrolled and paid for coverage (effectuated enrollment) for its report of 
plan selection, thereby undercounting the true total number of plan selections in Washington. 
(9) Idaho is an SBM that changed Marketplace platforms for the 2015 coverage year (Idaho transitioned from using the 
HealthCare.gov platform to using its own platform). Additionally, Massachusetts and Maryland changed their eligibility and 
enrollment system vendors for the 2015 coverage year.  All of the plan selections for these states are being treated as new 
consumers for operational enrollment and reporting purposes. 
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15.  
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APPENDIX TABLE C5 
 

Marketplace Plan Selection by Age in State-Based Marketplaces Using Their Own Marketplace Platforms, 
By State, 2015 (1) 

11-15-2014 to 2-21-2015 

Description 

Number of 
Plan 

Selections 
With 

Available 
Data on Age 

(2) (3) 

By Age 
(% of Available Data, Excluding Unknown) 

Age  
< 18 

Age  
18-25 

Age  
26-34 

Age 
 35-44 

Age 
 45-54 

Age 
 55-64 

Age  
≥65 

Ages  
18-34 

Ages  
0-34 

Number % % % % % % % % % 

State-Based Marketplaces (SBMs) Using Their Own Marketplace Platforms 

California (4) 1,408,352 5.2% 10.8% 16.9% 16.0% 24.2% 26.8% 0.9% 27.5% 32.7% 
Colorado  140,327 11.6% 7.6% 18.9% 16.1% 18.9% 26.5% 0.3% 26.6% 38.2% 
Connecticut  109,839 7.3% 10.2% 15.4% 13.7% 23.4% 30.0% 1.4% 25.3% 32.5% 
District of 
Columbia (5) 18,465 7.8% 6.1% 37.2% 21.4% 14.5% 13.0% 0.6% 43.1% 50.9% 

Hawaii  12,625 14.5% 9.4% 17.3% 16.3% 16.7% 25.8% 1.4% 26.3% 40.6% 
Idaho (8) 97,079 12.7% 11.0% 18.1% 16.6% 17.8% 23.8% 0.2% 29.0% 41.7% 
Kentucky  106,330 10.6% 7.8% 14.8% 16.1% 21.5% 29.2% 0.5% 22.4% 33.0% 
Maryland (8) 120,145 5.7% 10.7% 19.0% 17.6% 22.4% 24.6% 1.7% 29.2% 34.8% 
Massachusetts 
(8) 140,540 5.6% 8.8% 21.8% 17.2% 21.8% 24.8% 1.0% 30.3% 35.8% 

Minnesota (5) 59,704 9.0% 7.1% 17.2% 14.9% 19.0% 32.7% 0.5% 24.2% 33.2% 
New York (5)  408,841 2.6% 9.2% 20.2% 18.4% 23.5% 25.6% 0.5% 29.4% 32.0% 
Rhode Island 31,337 5.0% 10.0% 17.3% 17.5% 22.7% 27.5% 0.9% 27.1% 32.1% 
Vermont  31,619 6.4% 9.1% 13.0% 14.2% 22.4% 34.5% 0.5% 22.0% 28.4% 
Washington (5) 160,732 3.7% 7.9% 16.5% 16.4% 21.4% 33.9% 0.7% 24.2% 27.9% 
TOTAL - SBMs 
Using Their 
Own 
Marketplace 
Platforms  

2,849,783 5.7% 9.8% 17.7% 16.4% 22.7% 26.9% 0.8% 27.5% 33.2% 

 
Notes:   
 “N/A” means that the data for the respective metric is not available for a given state.  Percentages in this table have been rounded.  Some 
numbers may not add to totals due to rounding. 
(1) Unless otherwise noted, the data in this table represent cumulative data on the number of unique individuals who have been 
determined eligible to enroll in a Marketplace plan, and have selected a Marketplace medical plan (with or without the first premium 
payment having been received by the issuer).  These data do not include a count of the number of individuals who have selected a 
standalone dental plan; or individuals who may have selected a 2014 Marketplace plan during the reporting period, as a result of having 
been eligible for a Special Enrollment Period (SEP).  Except for three states, the data for total number of plan selections removes 
cancellations and terminations.  Minnesota does not remove either from its total plan selection data, whereas DC removes cancellations 
and terminations from its automatic reenrollment data and New York removes cancellations and terminations from its active and 
automatic reenrollee data.  For additional technical notes, please refer to Appendix D of this report. 
(2) For each metric, the data represent the total number of “Individuals Applying for 2015 Coverage in Completed Applications” who 
have selected a 2015 medical Marketplace plan for enrollment through the Marketplace (with or without the first premium payment 
having been received directly by the issuer) during the reference period, excluding plan selections with unknown data for a given metric. 
This is also known as pre-effectuated enrollment, because enrollment is not considered effectuated until the first premium payment is 
made, and this figure includes plan selections for which enrollment has not yet been effectuated. 
(3) In some cases, the data for certain characteristics of Marketplace plan selections are not yet available.  For this reason, for each metric, 
we have calculated the comparable percentages based on the number of plan selections with known data for that metric. 
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(4) California reports represent data through 2/22/15.  California’s plan selection breakouts result in roughly 4,000 unknowns due to total 
plan selection and plan selection breakout reports run at different times. 
(5) All states except DC, Minnesota, New York, and Washington removed cancellations and terminations from all total plan selection 
data. DC removed cancellations and terminations from it auto reenrollee data.  New York removed cancellations and terminations from all 
of its reenrollee data, active and automatic, but did not remove them from the “new” plan selections. Washington removed terminations 
from all of their plan selection data. Minnesota did not remove cancellations and terminations from its plan selection data. 
(7) Washington reports only individuals who have both enrolled and paid for coverage (effectuated enrollment) for its report of plan 
selection, thereby undercounting the true total of plan selections in Washington. 
(8) Idaho is an SBM that changed Marketplace platforms for the 2015 coverage year (Idaho transitioned from using the HealthCare.gov 
platform to using its own platform). Additionally, Massachusetts and Maryland changed their eligibility and enrollment system vendors 
for the 2015 coverage year.  All of the plan selections for these states are being treated as new consumers for operational enrollment and 
reporting purposes. 
Source:  Centers for Medicare & Medicaid Services, as of 3-6-15. 
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APPENDIX D:   TECHNICAL NOTES 
 
We believe that the information contained in this issue brief provides the most systematic 
summary of enrollment-related activity in the Marketplaces during the 2015 Open Enrollment 
period because the data for the various metrics are counted using comparable definitions for data 
elements across states, and Marketplace platforms.  However, data for certain metrics may not be 
available (including in states that changed their Marketplace platform between the 2014 and 
2015 coverage years) due to information system issues.  It is also important to note that the 
data that are included in this report may differ slightly from comparable data that have 
been included in weekly enrollment updates published by CMS (also known as the Weekly 
Enrollment Snapshots) because that data may be based on different time periods and/or 
reporting dates than those that are used in this report.  
 
The following section provides additional information about the metrics used in this enrollment 
report, in addition to the information that is included elsewhere in the footnotes of the tables in 
this report.     
 
Additional Information About the Metrics Used in this Marketplace Enrollment Report  
 
Reporting of Data on Activity Relating to the 2015 Marketplace Coverage Year – Except where 
otherwise noted, this report includes enrollment-related data on activity related to the 2015 
Marketplace coverage year.  The data that are being reported for 11-15-14 to 2-15-15 (including 
SEP activity through 2-22-15) do not include activity associated with individuals who may have 
applied for and/or qualified for a Special Enrollment Period for 2014 Marketplace coverage. 
 
Reporting Period – This report includes data that are currently available on enrollment-related 
activity for the 2015 Open Enrollment period – which generally corresponds with data from 11-
15-14 to 2-15-15 (including SEP activity through 2-22-15) for the 37 HealthCare.gov states, and 
from 11-15-14 to 2-15-15 (including SEP activity through 2-21-15) for the states that are using 
their own Marketplace platforms for the 2015 coverage, except California.  The following table 
shows how the reporting periods for the data in this report compare with those for the most 
recent Weekly Enrollment Snapshot. 
 

Appendix Table D1 

Marketplace Type 
Reporting Period 

2015 March  
Enrollment Report 

Week 14 Weekly Enrollment 
Snapshot 

States Using the HealthCare.gov 
Marketplace Platform (37 states) 

11-15-14 to 2-22-15 (including 
SEP activity thru 2-22-15) 

11-15-14 to 2-22-15 (including 
SEP activity thru 2-22-15) 

States Using Their Own Marketplace 
Platform (14 states)   

     California 11-15-14 to 2-22-15 (including 
SEP activity thru 2-22-15) 

Not Included 

     Other 13 States (including DC) 11-15-14 to 2-21-15 (including 
SEP activity thru 2-22-15) 

Not Included 
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2015 Plan Selections Through the Marketplaces (also known as Marketplace Plan Selections) 
– Represents cumulative data on the number of unique individuals who have selected a 2015 
plan through the Marketplaces for enrollment through the Marketplaces (with or without the first 
premium payment having been received directly by the issuer) during the reference period. This 
is also known as pre-effectuated enrollment, because enrollment is not considered effectuated 
until the first premium payment is made, and this figure includes plan selections for which 
enrollment has not yet been effectuated.  These data represent the number of individuals with 
active plan selections for a Marketplace medical plan as of the reporting date.  These data do not 
include stand-alone dental plan selections.  These data also do not include any individuals who 
may have selected a 2014 Marketplace plan during the reporting period, as a result of having 
been eligible for a Special Enrollment Period (SEP).   
 
Additionally, in the data for the HealthCare.gov states, individuals whose Marketplace coverage 
has been cancelled or terminated are not included in the total number of Marketplace plan 
selections.28  The data for the HealthCare.gov states also do not include plan selection data for 
coverage with an effective date beginning after 3-1-15.  This table only reflects data for the 
individual market Marketplaces.  Among the SBMs that are using their own Marketplace 
platforms, except for three states, the data for total number of plan selections removes 
cancellations and terminations.  Minnesota does not remove either from its total plan selection 
data, whereas DC removes cancellations and terminations from its automatic reenrollment data 
and New York removes cancellations and terminations from its active and automatic reenrollee 
data.   
 
We are using the term “active Marketplace plan selections” to signify that the total number of 
Individuals Who Have Selected a Marketplace Plan that is reported in the monthly Marketplace 
enrollment reports excludes data for plan selections that have been cancelled or terminated.  For 
example, if an individual selected a Marketplace plan during the first week of the open 
enrollment period, but selected a different plan during the third week of the open enrollment 
period, the active plan selections total would only include data for the most recent plan selection.  
This is consistent with the way that the Marketplace plan selection data were reported in the 
previous monthly enrollment reports for the 2014 Open Enrollment period. 
 
This report includes data on SEP activity through 2-22-15.  It is important to note that this report 
does not include data on effectuated enrollment (that the number of people who have paid 
monthly premiums to the insurer). Additionally, this report does not include data relating to any 
individuals who enroll through an SEP after 2-22-15, including any upcoming SEP for 
individuals who were unaware of, or did not understand the implications of the fee for not 
enrolling in health insurance coverage. 
 
This report does not include data relating to any individuals who enroll through an SEP after 2-
22-15, including any upcoming SEP for individuals who were unaware of, or did not understand 
the implications of the fee for not enrolling in health insurance coverage. 
                                                 
28 For example, coverage has been terminated for approximately 90,000 consumers who had 2014 coverage were not able to 
continue their Marketplace coverage in 2015 because they did not provide the necessary documentation of their citizenship or 
immigration status, and these individuals are no longer included in the cumulative total.   
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In-Line Special Enrollment Period – The SEP for individuals who were “in-line” on 2-15-15 
ended on 2-22-15 for the states that are using the HealthCare.gov platform. Most of the SBMs 
that are using their own Marketplace platforms allowed individuals who started the process 
before 2-15-15, but could not finish, to complete the application and select a plan by varying 
dates, mostly within February, with the exception of Colorado, which allowed applicants through 
March 2 to complete their applications, and Washington, which allowed applicants to enroll 
through April 17.  Vermont has indicated that the state will assist consumers with enrollment if 
they report a problem trying to enroll, but did not provide for a formal extension period. 
 
Tax Season Special Enrollment Period – CMS recently announced a special enrollment period 
(SEP) for tax season.  For individuals and families in the HealthCare.gov states who did not have 
health coverage in 2014 and are subject to the fee or “shared responsibility payment” when they 
file their 2014 taxes. For those who were unaware or did not understand the implications of the 
fee for not enrolling in coverage, CMS will provide consumers with an opportunity to purchase 
health insurance coverage from March 15 to April 30, 2015.  (For additional information, see 
http://www.cms.gov/Newsroom/MediaReleaseDatabase/Press-releases/2015-Press-releases-
items/2015-02-20.html).  Most of the SBMs that are using their own Marketplace platforms 
followed the federal guidelines regarding the SEP for tax season.   
 
Definitions of “New” and “Reenrolling” Consumers – The monthly enrollment reports for the 
2015 Open Enrollment period distinguish plan selections by new consumers from plan selections 
by those who are reenrolling in Marketplace coverage:  
 

• “New Consumers” are those individuals who selected a 2015 plan through the 
Marketplaces (with or without the first premium payment having been received directly 
by the issuer) and did not have an active 2014 Marketplace plan selection as of 
November 1, 2014.  These data do not include stand-alone dental plan selections.  These 
data also generally do not include any individuals who may have selected a 2014 
Marketplace plan during the reporting period, as a result of having been eligible for a 
Special Enrollment Period (SEP);.  Additionally, in the data for the HealthCare.gov states 
and most states using their own platforms, individuals who have cancelled or terminated 
their Marketplace plans are not included in the total number of Marketplace plan 
selections.  Additionally, some states are generally classifying all of their plan selections 
as new consumers for operational enrollment and reporting purposes due to changes in 
Marketplace platform (e.g., Idaho switched to using its own Marketplace platform in 
2015, while Nevada and Oregon switched to using the HealthCare.gov platform in 2015), 
or changes in system vendors (Maryland and Massachusetts). 
 

• “Consumers reenrolling in coverage through the Marketplaces” are those individuals 
who had  Marketplace plan selection as of November 2014, and have either actively 
submitted a 2015 application and selected a 2015 Marketplace medical plan, or have been 
automatically reenrolled in coverage through the Marketplaces – with or without the first 
premium payment having been received directly by the issuer.  Individuals who have 
cancelled or terminated their Marketplace plans are not included in the total number of 
plan selections.  These data also do not include:  standalone dental plan selections; or 
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individuals who may have selected a 2014 Marketplace plan during the reporting period, 
as a result of having been eligible for a Special Enrollment Period (SEP).  This category 
is consistent with the “consumers renewing coverage” category that is included in the 
HHS Weekly Enrollment Snapshots.  Consumers reenrolling in coverage through the 
Marketplaces includes the following two categories: 

 
o Consumers who are Actively Reenrolling in Marketplace Coverage – People who 

had a Marketplace plan selection as of November 2014, and return to the Marketplace 
to select a new plan or actively renew their existing plan.  A consumer is considered 
to have actively selected a plan, if they are a consumer with coverage in 2014 who 
came back, updated their application and selected a plan. The consumer could have 
actively selected their 2014 plan, decided to choose a new plan from their existing 
insurer or selected a new plan from a different insurer. A consumer could have 
actively selected a plan prior to the 12-15-14 deadline or could have come back after 
being automatically reenrolled and decided to update their information and select a 
plan; and  

 
o Consumers who have been Automatically Reenrolled into Marketplace Coverage 

(also known as “Automatic Reenrollees”) – People who had a Marketplace plan 
selection as of November 2014, and retain coverage without returning to the 
Marketplace and selecting a plan.  A consumer was automatically reenrolled into their 
2014 plan or a plan with similar benefits from their same issuer29 if they were 
enrolled in a Marketplace plan in 2014 and did not select a plan ahead of the 12-15-14 
deadline. If the consumer realized after the deadline that there was a better plan for 
their family or needed to update their information, the consumer could make that 
change before 2-15-15, and would at that point be considered as having actively 
selected a plan. 

 
The categories of Marketplace plan selection data for the 2015 Open Enrollment period that are 
included in this report vary by Marketplace type and state: 
 
  

                                                 
29 Some consumers’ 2014 plans were no longer active for 2015 but the insurer offered a plan with similar benefits. Based on the 
information provided by the insurance companies, consumers were “crosswalked” and automatically re-enrolled into that similar 
plan.  No consumer was automatically re-enrolled into a plan with a different issuer. 
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Appendix Table D2 

Enrollment Type 
States Using Their Own Marketplace 

Platforms 
(14 states including DC) 

States Using the HealthCare.gov 
Platform 
(37 states)  

New Consumers Included in this report Included in this report 

Consumers Who Are 
Actively Reenrolling in 
Marketplace Coverage 

Included in this report * Included in this report** 

Consumers Who Are 
Being Automatically 
Reenrolled into 
Marketplace Coverage 

Included in this report for the following 
10 states:  CA, CO, CT, DC, HI, KY, 

MN, NY, VT, and WA 
Included in this report 

 
*  Some states that are using their own Marketplace platforms are generally classifying all of their plan selections as new 
consumers for operational enrollment and reporting purposes due to changes in Marketplace platform (e.g., ID, which switched to 
using its own Marketplace platform in 2015), or changes in eligibility and enrollment system vendors (MD and MA). 
** Some HealthCare.gov states are generally classifying all of their plan selections as new consumers for operational enrollment 
and reporting purposes due to changes in Marketplace platform (e.g., NV and OR, which switched to using the HealthCare.gov 
platform in 2015). 
 
Automatic Reenrollments – In this report, data on automatic reenrollments are included in the 
overall Marketplace plan selection totals for Consumers Who Are Actively Reenrolling in 
Marketplace Coverage for the 37 HealthCare.gov states and 10 of the SBMs that are using their 
own Marketplace platforms for 2015 (see Appendix Table D2 for a list of these states).  These 
data represent consumers who had a Marketplace plan selection as of November 2014, and retain 
coverage without returning to the Marketplace and selecting a plan because the applicable 
Marketplace has passively reenrolled them in 2015 Marketplace coverage.  It is important to note 
that the reenrollment data in this report may include some individuals who were reenrolled in 
coverage through the Marketplaces as of 2-15-15 (including SEP activity through 2-22-15), but 
who may ultimately decide not to retain Marketplace coverage for the remainder of 2015 (for 
example, because they have obtained coverage through another source such as an employer or 
Medicaid/CHIP).  The plan selection data in future reports will exclude these individuals (e.g., 
due to the subsequent cancellation or termination of their coverage).   
 
Definition of Active Reenrollees Who Switched Plans – For purposes of this report, active 
reenrollees who switched plans are active reenrollees who have not selected the same plan as for 
the 2014 coverage year, or a similar “crosswalked” plan with similar benefits that is offered by 
the same issuer as their 2014 plan.30 
 
Categories for Reporting State-Level Marketplace Data – The Health Insurance Marketplace 
includes the Marketplaces established in each of the states (and the District of Columbia) and run 
by the state or the federal government. This report addresses the individual market Marketplaces 
that are using their own Marketplace platforms for the 2015 coverage year, as well as the 

                                                 
30 Some consumers’ 2014 plans were no longer active for 2015 but the insurer offered a plan with similar benefits, known as a 
“crosswalk plan.”  For purposes of this report, active reenrollees who selected the crosswalk plan for the 2015 coverage year 
(identified based on the information provided by the insurance companies) are not included in the total number who switched 
plans.   
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individual market Marketplaces that are using the HealthCare.gov Marketplace platform for 
eligibility and enrollment for the 2015 coverage year (data for the small group Marketplace, also 
known as SHOP, is not included in this report). 
 
Marketplace enrollment-for the 2015 Open Enrollment period, will be reported based on the 
following two major categories: 
 

• State-Based Marketplaces (SBMs) Using Their Own Marketplace Platform – 14 
states (including DC): 
 
California, Colorado, Connecticut, District of Columbia, Hawaii, Idaho, Kentucky, 
Maryland, Massachusetts, Minnesota, New York, Rhode Island, Vermont, and 
Washington. 
 

• States Using the HealthCare.gov Platform – 37 states, including: 
 
o State-Based Marketplaces Using the HealthCare.gov Platform – 3 states 

 
Nevada, New Mexico, and Oregon (Note:  one of these states (New Mexico) also used the 
HealthCare.Gov platform during the 2014 Open Enrollment period; however, Nevada 
and Oregon switched to using the HealthCare.gov platform for the 2015 Open 
Enrollment period). 

 
o Federally-Facilitated Marketplaces – 34 states 

 
Alabama, Alaska, Arizona, Arkansas, Delaware, Florida, Georgia, Illinois, Indiana, Iowa, 
Kansas, Louisiana, Maine, Michigan, Mississippi, Missouri, Montana, Nebraska, New 
Hampshire, New Jersey, North Carolina, North Dakota, Ohio, Oklahoma, Pennsylvania, 
South Carolina, South Dakota, Tennessee, Texas, Utah, Virginia, West Virginia, 
Wisconsin, and Wyoming.  (Note:  all of these states also used the HealthCare.Gov 
platform during the 2014 Open Enrollment period). 

 
Notes on Changes in Marketplace Platforms – The following states changed their Marketplace 
eligibility and enrollment platform between the 2014 and 2015 coverage years:   
 

• Nevada and Oregon switched from using their own Marketplace eligibility and 
enrollment platforms in 2014 to using the HealthCare.gov platform for eligibility and 
enrollment for 2015 (as a consequence, people who select 2015 Marketplace plans in 
Nevada and Oregon are generally treated as new consumers for operational enrollment 
and reporting purposes because the system cannot identify or automatically reenroll 
individuals who previously had 2014 Marketplace coverage in these states); and 
 

• Idaho switched from using the HealthCare.gov platform for 2014 to using its own 
Marketplace platform for 2015. 
 

Additionally, Maryland and Massachusetts are continuing to use their own Marketplace 



ASPE Issue Brief  Page 70 
 
 

 
ASPE Office of Health Policy            March 2015 

platforms, but have implemented new eligibility and enrollment systems for the 2015 Open 
Enrollment period, and as a result, the Marketplaces in these states are unable to distinguish 
between new consumers and consumers reenrolling in coverage through the Marketplaces for 
plan year 2015.  Individuals who have 2014 Marketplace coverage in these states will need to 
return to the Marketplace to reenroll in coverage for 2015. 
 
Idaho, Nevada, Oregon, Maryland and Massachusetts are generally classifying all of their plan 
selections as new consumers for operational enrollment and reporting purposes due to their 
changes in Marketplace platform (e.g., ID, NV and OR) or eligibility and enrollment system 
vendors (MD and MA).   
 
Data on Total Number of Completed Applications and Total Individuals Applying for 
Coverage in Completed Applications – We are showing data on the number of completed 
applications and the total number of individuals applying for coverage in the completed 
applications in this report.   
 
Data on Marketplace Plan Selections with Financial Assistance – Marketplace plan selections 
with financial assistance includes plan selections for individuals who are receiving a premium 
tax credit and/or cost-sharing reduction.   
 
Data on Premium Tax Credits – The Affordable Care Act specifies that an individual or family 
who is eligible for premium tax credits will be required to pay no more than a fixed percentage of 
their income based on the second-lowest cost silver plan available in the Marketplace in their 
coverage area. This applicable percentage varies only by household income as a percentage of the 
Federal Poverty Level (FPL) and does not depend on household members’ ages, the number of 
people within the household covered through the Marketplace, or Marketplace premiums.  The 
applicable percentage is converted into a maximum dollar amount the household is required to pay 
annually for the benchmark plan, and the premium tax credit is applied to make up the difference 
between the maximum dollar amount and the actual premium, if any. The exact dollar amount of the 
premium tax credit depends on the premium of the second-lowest cost silver plan available to the 
household and the cost of covering the family members who are seeking Marketplace coverage. 
 
For purposes of this report, an individual qualifying for an advance premium tax credit was 
defined as any individual with an APTC amount >$0.  Averages in this brief refer to plan-
selection-weighted averages across individuals with plan selections with advance premium tax 
credits in the 37 HealthCare.gov states.31   
 
Data on Characteristics of Marketplace Plan Selections by Metal Level – The subtotals for 
each metal tier type do not sum to the total number of Plan Selections with Available Data on 
Metal Level due to a small number of individuals (0.1%) who have multiple 2015 Marketplace 
plan selections in the system that will be resolved through data cleanup processes.   Data for 
standalone dental plan selections are shown separately. 
 

                                                 
31 For additional methodological information, see the ASPE Issue Brief “Health Insurance Marketplace 2015: Average Premiums 
After Advance Premium Tax Credits Through January 30 in 37 States Using the HealthCare.gov Platform,” accessed at 
http://www.aspe.hhs.gov/health/reports/2015/MarketPlaceEnrollment/APTC/ib_APTC.pdf. 
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Standalone Dental Plan Selections – Individuals who are shopping for health insurance 
coverage in the Marketplace have the choice of selecting: 
 

• A medical Marketplace plan with integrated dental coverage, 
• A medical Marketplace plan without integrated dental coverage, or 
• A medical Marketplace plan and a separate standalone dental plan (it is not possible to 

select a standalone dental plan without also selecting a medical plan). 
 
Individuals who have selected both a medical Marketplace plan and a standalone dental plan are 
only counted once in the total Marketplace plan selections metric.  However, we report data on 
total standalone dental plan selections separately for the 37 states that are using the 
HealthCare.gov platform, including combined data for both the “High” and “Low” standalone 
dental plan types (see Appendix Tables A1 and A2).   
 
Data on Additional Characteristics of Marketplace Plan Selections – This report also includes 
data on the characteristics of individuals who have selected a Marketplace plan in the 37 states 
that are using the HealthCare.gov platform by Race/Ethnicity and Rural Status.  In some cases, 
the data for certain characteristics of Marketplace plan selections are not yet available.  For this 
reason, for each metric, we have calculated the comparable percentages based on the number of 
plan selections with known data for that metric.  
 

• Race/Ethnicity – The application for Marketplace coverage in the states using the 
HealthCare.gov platform contains questions on race and on ethnicity, which are both 
marked as optional.  The share of unknown race/ethnicity in Marketplace plan selection 
data for HealthCare.gov states is higher than in federal survey data,32 but lower than that 
reported in administrative data sources in the healthcare industry.33  Thus, while this 
information is provided for transparency purposes, its quality is low and its use should be 
limited.  For example, it is also important to note that the racial/ethnic makeup of the 
individuals with unknown race and ethnicity who selected a Marketplace plan in the 
HealthCare.gov states may differ substantially from that among those who reported race 
and ethnicity. For example, if racial and ethnic minorities are more likely to skip the 
optional questions, they would be disproportionately under-reported in the overall 
totals.34 

                                                 
32 The main Census surveys have missing data on 3 to 5 percent of respondents, and the National Health Interview Survey has 
missing information for about 5 percent of respondents. (Source:  ASPE correspondence with U.S. Census and the National 
Center for Health Statistics regarding the American Community Survey, the Current Population Survey, and the National Health 
Interview Survey; February 2014.) 
33 For example, a study of administrative data from the Department of Veterans Affairs found that race/ethnicity information was 
missing from files for 36 percent of patients. Additionally, as of 2008, commercial plans that collected race and ethnicity data 
only had information for about 40 percent of their members.  The health insurance company Aetna, which began collecting data 
on race and ethnicity for all its members in 2002 via enrollment forms, currently has information on race/ethnicity for about 35 
percent of its membership.  (Sources:  Nancy R. Kressin, Bei-Hung Chang, Ann Hendricks, and Lewis E. Kazis, “Agreement 
between administrative data and patients’ self-reports of race/ethnicity,” American Journal of Public Health, vol. 93, no. 10 
(2003), p. 1734-1739); José J. Escarce, Rita Carreón, German Veselovskiy, and Elisa H. Lawson, “Collection of race and 
ethnicity data by health plans has grown substantially, but opportunities remain to expand efforts,” Health Affairs, vol. 30, no. 10 
(2011); and Aetna, “Aetna’s Commitment,” accessed April 25, 2014. Available at: http://www.aetna.com/about-aetna-
insurance/initiatives/racial-ethnic-equality/index.html.   
34 For additional information on the methodology that was used to analyze the characteristics of individuals who selected a 
Marketplace plan in the HealthCare.gov states by race/ethnicity, please refer to Appendix C in the 2014 Marketplace Summary 
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• Rural Status – The proportion of Marketplace plan selections in rural areas was derived 

by aggregating data for Marketplace plan selections with valid ZIP Code information 
based on the HHS Office of Rural Health Policy’s (ORHP) most current list of Rural 
Designated ZIPs, which has been updated using the 2010 Census data.  

 
Number of Individuals Determined or Assessed Eligible for Medicaid / CHIP by the 
Marketplace – Marketplace Medicaid & CHIP eligibility determination and assessment data in 
this report cannot be added to eligibility determination data in the most recent monthly Medicaid 
and CHIP Applications, Eligibility Determinations, and Enrollment report (available on 
www.Medicaid.gov), which covers data through October 2014. Some of the individuals assessed 
or determined eligible for Medicaid or CHIP by the Marketplace and reported in this report may 
also be reported in the monthly Medicaid and CHIP Applications, Eligibility Determinations, and 
Enrollment Report when the state has made an eligibility determination based on the information 
provided by the Marketplace. Total Medicaid & CHIP enrollment is reported in the monthly 
Medicaid and CHIP Applications, Eligibility Determinations, and Enrollment Report, and is a 
point-in-time count of total enrollment in the Medicaid and CHIP programs at the end of the 
monthly reporting period. 
 
Metrics Reported by SBMs Using Their Own Marketplace Platforms -- It is important to note 
that some of the 14 states that are using their own Marketplace platforms are not separately 
reporting data for new consumers and consumers who are reenrolling in Marketplace coverage. 
 
 

Appendix Table D3 
Metric Number of States Reporting Data for this Metric 
Visitors to the Marketplace Websites 13 States – California, Colorado, Connecticut, District of Columbia, 

Hawaii, Idaho, Kentucky, Maryland, Minnesota, New York, Rhode 
Island, Vermont, Washington 

Calls to the Marketplace Call Centers 14 States – California, Colorado, Connecticut, District of Columbia, 
Hawaii, Idaho, Kentucky, Maryland, Massachusetts, Minnesota, New 
York, Rhode Island, Vermont, Washington 

Completed Applications 12 States – Colorado, Connecticut, District of Columbia, Hawaii, 
Idaho, Kentucky, Maryland, Massachusetts, Minnesota, Rhode Island, 
Vermont, Washington 

Individuals Applying for Coverage in 
Completed Applications 

12 States – Colorado, Connecticut, District of Columbia, Hawaii, 
Idaho, Kentucky, Massachusetts, Minnesota, New York, Rhode 
Island, Vermont, Washington 

Number of Individuals Determined 
Eligible to Enroll in a Marketplace Plan 

14  States – Colorado, California, Connecticut, District of Columbia, 
Hawaii, Idaho, Kentucky, Maryland, Massachusetts, Minnesota, New 
York, Rhode Island, Vermont, Washington 

Number of Individuals Determined 
Eligible to Enroll in a Marketplace Plan 
with Financial Assistance 

13 States –California, Connecticut, District of Columbia, Hawaii, 
Idaho, Kentucky, Maryland, Massachusetts, Minnesota, New York, 
Rhode Island, Vermont, Washington 

Number of Individuals Determined or 14 States – California, Colorado, Connecticut, DC, Hawaii, Idaho, 

                                                                                                                                                             
Enrollment Report, which can be accessed at 
http://www.aspe.hhs.gov/health/reports/2014/MarketPlaceEnrollment/Apr2014/ib_2014Apr_enrollment.pdf. 
 

http://www.aspe.hhs.gov/health/reports/2014/MarketPlaceEnrollment/Apr2014/ib_2014Apr_enrollment.pdf
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Metric Number of States Reporting Data for this Metric 
Assessed Eligible for Medicaid/CHIP by 
the Marketplace 

Kentucky, Maryland, Massachusetts, Minnesota, New York, Rhode 
Island, Vermont, Washington 

Number of Individuals with 2015 
Marketplace Plan Selections 

14 States – California, Colorado, Connecticut, District of Columbia, 
Hawaii, Idaho, Kentucky, Maryland, Massachusetts, Minnesota, New 
York, Rhode Island, Vermont, Washington 

2015 Marketplace Plan Selections by 
Financial Assistance Status 

13 States – California, Colorado, Connecticut, DC, Hawaii, Idaho, 
Kentucky, Maryland, Massachusetts, New York, Rhode Island, 
Vermont, Washington 

2015 Marketplace Plan Selections by Age 14 States –California, Colorado, Connecticut, DC, Hawaii, Idaho, 
Kentucky, Maryland, Massachusetts, Minnesota, New York, Rhode 
Island, Vermont, Washington 

2015 Marketplace Plan Selections by 
Gender 

14 States – California, Colorado, Connecticut, DC, Hawaii, Idaho, 
Kentucky, Maryland, Massachusetts, Minnesota, New York, Rhode 
Island, Vermont, Washington  

2015 Marketplace Plan Selections by 
Metal Level 

14 States –California, Colorado, Connecticut, DC, Hawaii, Idaho, 
Kentucky, Maryland, Massachusetts, Minnesota, New York, Rhode 
Island, Vermont, Washington   

 
Effectuated Enrollment – Data on effectuated enrollment for the 2015 Open Enrollment period 
are not yet available.  Therefore, the enrollment data in this report are generally based on pre-
effectuated enrollment (plan selections).  However, one state, Washington, has reported data on 
effectuated enrollment. 
 
Additional Data Validation – CMS has been taking steps to enhance the processes for generating 
and validating Marketplace data.  As such, some of the numbers in this report could be updated 
in future reports. 
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The National Academy of Social Insurance (NASI) is a nonprofit, nonpartisan organization made up of
the nation’s leading experts on social insurance. Its mission is to advance solutions to challenges facing
the nation by increasing public understanding of how social insurance contributes to economic security.

Social insurance encompasses broad-based systems for insuring workers and their families against eco-
nomic insecurity caused by loss of income from work and the cost of health care. NASI’s scope covers
social insurance programs such as Social Security, Medicare, workers’ compensation, and unemployment
insurance as well as related public assistance and private employee benefits.

The Academy convenes steering committees and study panels that are charged with conducting
research, issuing findings and, in some cases, reaching recommendations based on their analyses.
Members of these groups are selected for their recognized expertise and with due consideration for the
balance of disciplines and perspectives appropriate to the project.
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Health care economists broadly agree that the market
power of certain health care providers is a major driver of
price increases, and is associated with significant pay-
ment variation across and within markets. This report cat-
alogues the laws and regulations that state governments
are using to enhance the competitiveness of health care
markets and reduce the ability of providers to use market
power in such a way that creates negative consequences
for those who use and pay for care. The authors
researched regulatory approaches, specifically recent
state efforts pertaining to: antitrust; price and quality
transparency; competition in health plan contracting;
price regulation; the development of Accountable Care
Organizations (ACOs); expanding the authority of state
Departments of Insurance; and facilitating the entry of
new providers into the marketplace.

Specifically, this paper cata-
logues existing state statutes
and regulations that address
the contracting practices of
health plans and providers
likely to reduce competition
and lead to higher prices. In
doing so, this paper pro-
vides insight into the cur-
rent scope of state authority to regulate and
monitor health care prices. In addition, because states
may pursue policies that would not be captured in a
review of laws and regulations, this paper also explores
efforts beyond the legislative realm by states taking an
active role to address these issues. 

Any examination of the role
that hospitals play in health
care cost growth is compli-
cated by the fact that in
many large markets, hospi-
tals may be part of inte-
grated delivery networks

(IDNs), either vertically inte-
grated health services networks that include physi-

cians, post-acute services and/or health plans or fully inte-
grated provider systems inside a health plan. Looking at
the benefits to society, the authors found that there is evi-
dence that IDNs have raised physician costs, hospital
prices and per capita medical care spending; looking at
the benefits to the providers, the evidence also showed
that greater investments in IDN development are associ-
ated with lower operating margins and return on capital.
As part of this report, the authors conducted a new analy-
sis of 15 of the largest IDNs in the country. While data on
hospital performance at the IDN level are scant, the
authors found no relationship between the degree of
hospital market concentration and IDN operating profits,

between the size of the IDN’s bed complement or its net
collected revenues and operating profits, no difference in
clinical quality or safety scores between the IDN’s flagship
hospital and its major in-market competitor, higher costs
of care in the IDN’s flagship hospital versus its in-market
competitor, and higher costs of care when more of the
flagship hospital’s revenues were at risk.

The authors conclude that the public interest would be
served if IDNs provided more detailed routine operating
disclosures, particularly the amount of hospital operating
profit as a percentage of the IDN’s total earnings and the
IDN’s physician and hospital compensation policies. How
IDNs allocate overhead and ancillary services income
between the three main lines of business should also be
disclosed. It should also be possible to determine from an
IDN disclosure if capitated risk is transmitted from the
IDN’s health plan or risk-accepting organization to its
hospitals and physicians. Analysis of societal benefits
would also be materially aided by a comprehensive,
national all-payer claims database.
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Executive Summary
In June 2013, the National Academy of Social Insurance (NASI) convened a diverse study panel of
economists, antitrust experts, researchers, and hospital and insurance executives to examine the role
and impact of pricing power in the U.S. health care system. While the public sector sets prices admin-
istratively, the private sector relies on market-based pricing. In the private sector, pricing power, also
known as market power, is defined as the ability of a seller to raise and maintain prices above the level

that would prevail if the market were competitive. 

Despite spending nearly double the share of gross domestic product on
health care as other developed nations, care in the United States is uneven
at best and ranks poorly by many critical measures compared to other coun-
tries. U.S. spending differs from other developed countries for two main
reasons: substantially higher private prices paid for medical care and higher
administrative costs related to health insurance. 

Concerns about the lack of price competition are longstanding in health
care, and the role of market power in the conduct of both health insurers
and health care providers is a significant policy issue. Primarily interested in
the role of prices and their contribution to spending growth, the panel set
out to think systematically about market power and the shifting balance of
negotiating power from private purchasers to health care providers over the
last 20 years. 

Health Care Markets Differ from Other Goods and Services
The market for medical care is different from other markets in at least two significant ways: third-par-
ty payment for insured consumers and a fundamental imbalance in information and clinical knowl-
edge between patients and clinicians. 

If insured consumers are able to fulfill their cost-sharing obligations, third-party payment often insu-
lates them from the further costs of their health care decisions and removes the primary incentive for
them to be price conscious and shop for an acceptable level of quality at the lowest price. Health care
consumers also face difficulties in assessing the value of health care services because they typically lack
both clinical knowledge and access to widespread, useable health care price and quality information. 

While most experts acknowledge that health care is different from other goods and services to some
degree, there is a major division between those who think competition can significantly improve the
situation and those who think health care is fundamentally different in ways that are likely to thwart
attempts to create competitive markets. 
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The former group believes that reasonably well-functioning markets can be created through greater
transparency of performance on quality and costs, relaxed barriers to entry of potential competitors,
increased consumer financial responsibility for the health care choices they make, and supported by
antitrust or other pro-market regulatory approaches. Those who think health care is fundamentally
different emphasize unique characteristics that seem fixed and unamenable to pro-market policies:
asymmetry of information between buyers and sellers, inherent uncertainty and variation in clinical
decision-making, desirable insurance protection that society wants but that makes patients relatively
indifferent to costs, and the intermingling of patient care with other activities that benefit society as a
whole, including research, education, and care for the uninsured.

The Shifting Balance of Power Between Health Plans and Providers
Over the last two decades, the balance of power between health plans and providers has shifted signif-
icantly, albeit to different degrees in different local health care markets. Following a serious recession
and the failure of government health care reform in the early 1990s, managed care emerged as a 
market-based response to rapidly rising private health care costs. Employers shifted large numbers of
workers to managed care products that relied on restrictive provider networks and greater utilization
management. 

Armed with a credible threat of excluding providers from their networks and the resulting loss of 
patient volume, health plans gained negotiating leverage over hospitals and physicians and obtained
significant price discounts. About the same time, however, hospital consolidation picked up speed
through mergers and acquisitions as hospitals tried to reduce excess capacity, cut expenses, and 
increase their clout with insurers.

By the late1990s, a significant backlash against tightly managed care developed and, aided by the
booming economy and tight labor markets, negotiating leverage began to swing back to providers,
particularly dominant hospitals. Focused more on recruiting and retaining workers, employers 
abandoned cost controls in favor of broad provider networks, denying health plans an important 
bargaining chip with providers — the credible threat of exclusion from plan networks if provider price 
demands were too high. 

Not surprisingly, spending growth for employer-sponsored insurance accelerated as insurers aban-
doned narrow-provider networks and tight utilization management controls. Initially, increased 
volume of services played a larger role in private-sector spending growth, but higher prices ultimately 
became a greater factor. Lacking support from employers to hold the line against provider demands,
health plans  in many cases effectively called a truce with providers, leading to the existing environ-
ment where higher provider payment rates are passed on to employers — and ultimately to employees
— through higher premiums.

Insurer and Provider Market Power 
As the intermediary between health care providers and insurance purchasers, insurers with market
power can potentially leverage negotiations in both directions. On one hand, insurers with market
power have the ability to obtain greater price discounts from providers who need to be in the 
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dominant insurer’s provider network; on the other hand, such insurers do not have to actually use this
market power because they do not face effective competition in selling their insurance products to
employers. Evidence is mixed on the net impact of these two factors on hospital prices.

While concerns about insurer market power exist, most recent attention has focused on the market
power of health care providers — primarily the ability of dominant hospitals and large physician group
practices to negotiate higher prices. Growing evidence shows that private insurers pay widely varying
prices both across and within local health care markets — sometimes double and triple or more — for
the same medical services.

Reasons for Provider Market Power
Market power and negotiating leverage are derived from a number of complex and mutually reinforc-
ing factors, including provider  size, reputation, location, and unique service offerings. Despite the
complexity of factors contributing to provider market power, much of the policy discussion about 
negotiating leverage has focused on the size of the provider. 

Mergers among hospitals to create a single hospital system — horizontal integration — and/or 
integration of physician practices and hospitals into larger health systems — vertical integration —
recently have garnered attention. Over the last two decades, there has been a steep increase in hospital
mergers and in market concentration. The trend toward consolidation in health care markets contin-
ues to accelerate and now includes the absorption of physician practices into hospital systems.

Key Emerging Trends and Market Power 
Increased scrutiny of high and widely varying prices for health care services, especially

hospital care, has helped raise public awareness of the lack of price competi-
tion and focus policy attention on the role of provider market power in 
negotiating prices with insurers. Although public policy is only now coming
to grips with the importance of high prices as a major driver of U.S. health
care spending growth, payers and purchasers have also been adopting strate-
gies permitted under current market and regulatory conditions to try to 
restrain health care cost growth in general and high provider prices in 
particular. The array of emerging trends related to market power includes:

� Fostering consumer price-sensitivity through greater cost sharing and
health plan benefit structures that guide patients to more efficient
providers; 

� Launching payment reforms that move from piecemeal fee-for-service
methods that reward volume regardless of quality to methods placing
more risk on providers for the cost and quality of care; 

� Shifting care from inpatient hospital settings to outpatient care;  
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� Market competition is often the best way to motivate providers to increase efficiency,
improve quality, and ensure that health care prices reflect the value of services provid-
ed to consumers. Where unfettered market competition is ineffective, public policy can
enhance market competition or, if that is not likely to be successful, regulate prices di-
rectly.

• When they work well, competitive markets weed out providers that fail to

efficiently deliver services that are valued by consumers. While some inefficient

providers may lose business or even exit the market, consumers benefit from the

overall improvements in efficiency and quality that emerge from competition. 

• Competitive markets generate prices that reflect the cost and value of services and

promote innovations in health care delivery, including the development of new

institutional mechanisms for the delivery and organization of care. In the long run,

these innovations may provide substantial benefits to patients.

• Health care markets are local, and policy interventions that address market failures

should be tailored to local markets. In many markets, there has been significant

hospital consolidation to the degree that unregulated markets are unlikely to

generate competition that will lead to efficient prices or innovation. 

Policy Principles

� Encouraging health plan competition in the individual and small-group markets through
state health insurance exchanges; and

� Intervening in markets through state and federal regulatory and antitrust enforcement
actions. 

Policy Principles
With a diverse group of national experts participating, the Academy study panel developed a set of
policy principles to provide a starting point for crafting policy that would address market power in
health care markets (see Chapter 2 for the complete principles). Substantively, these principles reflect a
preference for market solutions and for targeted regulation in markets that lack competition — in
some cases because of provider consolidation — or where new competitors are unlikely to enter the
market. These principles recognize the need for policy to address broader societal goals — for exam-
ple, around issues of access and quality — but the panel believes that meeting these societal goals
should explicitly recognize the potential impact on prices and competition. Finally, the principles 
reflect the important role of competition in generating new ideas about institutions and mechanisms
for innovative ways to deliver care that can increase both quality and efficiency. 



Policy Options
Recognizing that no single policy option would be applicable to all local markets — that there is no

“silver bullet” to address the lack of price competition — the study panel produced a range of policy

options. The policy options assume that laws and regulations can help foster competition by impos-

ing rules of conduct and by addressing barriers to competition. 

National Academy of Social Insurance (NASI)   5

• There is a broad scope of regulatory interventions to foster competition, including

targeting more aggressive antitrust enforcement, prohibiting providers from

demanding favorable treatment as a condition of contracting, and directly limiting

prices through administrative means.

• However, all regulation risks so-called capture — or undue influence —by

regulated entities. Just as markets may not work in every situation, regulation has

costs and benefits that vary by context. Regulatory capture has in some situations

led price regulation to be only marginally effective, if at all.  

• Along with care for patients, hospitals and physicians often provide additional

services with significant social value, including research, medical training, and

uncompensated care. In a competitive market, prices are unlikely to support these

public goods. Increased competition leads to the additional need for specific

policies to support such activities.

� Greater transparency that provides consumers with accurate and timely information

about price, quality, costs, and provider networks likely can help them make better

choices and, in some cases, make markets more competitive. Greater transparency also

may improve the functioning of markets by exposing market conditions and market 

behavior to public scrutiny. At the same time, policymakers must guard against

providers or plans using price information for collusive purposes.

� The benefits of emerging payment reforms and delivery systems, such as ACOs and

other provider configurations, may improve quality but also can contribute to excessive

market consolidation. Policymakers should carefully evaluate known costs and benefits

before making exceptions to competition laws to encourage new but unproved 

payment and delivery systems. Forcing highly integrated systems to divest if they do not

deliver value is a formidable challenge. 

� Significant variations in provider prices should reflect real differences in costs related to

their missions or to consumer preferences in well-functioning markets, not vagaries of

negotiating leverage that might produce inequitable prices of services, placing

providers in very different financial circumstances unrelated to their own performance. 

Policy Principles continued



Addressing Pricing Power in Health Care Markets6

The policy options should not be seen as either a packaged set or as competing alternatives. Where 

feasible, policy solutions should be crafted to reflect local health care market conditions. The policy

options follow a continuum based on how vigorously they intervene in the market from least to most:

� Policy Option A: Encouraging Market Entry of Competitors

� Policy Option B:  Greater Price Transparency

1. Collecting and Reporting All-Payer Claims Data

2. Supporting Price-Conscious Consumers

� Policy Option C: Limiting Anticompetitive Health Plan-Provider 
Contracting Provisions

� Policy Option D: Harmonizing Network-Adequacy Requirements with 
the Development of Limited-Provider Networks

� Policy Option E: Active Purchasing by Public Payers

� Policy Option F: Improved Antitrust Enforcement

1. Scrutiny of Hospitals and Insurers with Market Power
and the Foreclosure of Markets to New Entrants

2. Active Review of Vertical Mergers

3. Conduct Remedies and Post-Merger Monitoring

� Policy Option G: Additional Public Oversight and Review

� Policy Option H: Regulating Premium Increases through Strengthened 
Rate Review

� Policy Option I:  Limiting Out-of-Network Provider Charges

� Policy Option J:  Setting Upper Limits on Permissible, Negotiated Provider 
Payment Rates

� Policy Option K: Expanding the Use of All-Payer and Private-Payer 
Rate Setting

Policy Options



CHAPTER ONE
Assessing the Problem of Pricing Power in
Health Care Markets

The Role of Prices in Health Care Spending Growth 
Although U.S. health care spending growth has moderated in recent years, rising health care costs re-
main a critical domestic policy issue, especially as more Americans gain health insurance. Maintaining
the significant coverage gains under the Affordable Care Act (ACA), in large part, depends on keep-
ing health care affordable. In 2011, the United States spent 17.7 percent of gross domestic product
(GDP), or $2.7 trillion, on health care, compared to an average of 9.4 percent of GDP for other 
developed nations in the Organization for Economic Cooperation and Development (OECD).1

Higher U.S. spending does not produce better quality care — care in the United
States is uneven at best and ranks poorly by many measures. The United
States also has fewer hospital admissions and fewer physician visits per capita
than most other countries,2 as well as a younger population and comparable
or lower rates of chronic conditions.3 The United States stands out because
of two major factors: substantially higher prices paid for medical care4 and
higher administrative costs related to health insurance.5 Financing of the
U.S. health care system is split about evenly between the public and private
sectors, with the public sector largely setting prices for health care and the
private sector relying on market-based pricing.

On average, annual U.S. health care spending growth has outpaced growth
in the overall economy by about two percentage points since 1960 (see Exhibit 1).6 Simply put,
spending growth consists of two main components: 1) the volume and intensity of services and 2) the
price of services. The share of spending growth attributable to higher volume or higher prices shifts
over time and is affected by many factors, including levels of insurance coverage, economic condi-
tions, advances in medical technology, the population’s health status, and demographics, such as 
aging of the population. In recent years, health care spending growth has slowed — a turn of events
many have attributed to the 2007-09 recession, stagnant incomes, declining employer-sponsored
health insurance, greater cost sharing for insured people, and cost-containment efforts by Medicare
and state Medicaid programs.7 While these are important factors, the NASI study panel is primarily
interested in the role of prices and their contribution to private health care spending growth. 
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Exhibit 1: U.S. Health Care Spending and GDP Growth Trends, 1960-2013

Source: From National Health Expenditure Accounts, available at http://www.cms.gov/Research-Statistics-Data-and-
Systems/Statistics-Trends-and-Reports/NationalHealthExpendData/NationalHealthAccountsHistorical.html 

When spending growth is caused primarily by rising prices for the same 
services, consumers are worse off because they must spend more to
maintain their health. Rising prices may reflect increased resource
costs, less competition, ineffective regulation, or costly new tech-
nologies. Several studies point to medical prices as significantly con-
tributing to overall health care spending growth, accounting for 50
percent to 80 percent of growth in any given year.8

Though health care spending growth in 2013 reached historic lows
not seen since 1998, analysts point to spending growth accelerating
in the near future as economic growth picks up and more people
are insured under the ACA.9 Actuaries at the Centers for Medicare
and Medicaid Services (CMS) estimate that health spending
growth will increase from 3.6 percent in 2013 to about 5.7 percent annually through 2023, when
health spending will account for an estimated 19.3 percent of GDP.10
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What is Pricing Power?
In simple economic terms, pricing power — or market power — is the ability of a seller to raise and
maintain prices above the level that would prevail if the market were competitive. High prices can be
maintained, for example, if there are no substitutes available to consumers or if new firms cannot en-
ter the market. The exercise of market power imposes high costs on consumers and society, resulting
not only in higher prices but also in greater inefficiencies. Concerns about the lack of price competi-
tion are longstanding in health care, and the role of market power in the conduct of both health in-
surers and health care providers is a significant policy issue.

Why Health Care Differs from Other Goods and Services
The market for medical care is different from other markets in at least two significant ways: third-par-
ty payment for insured consumers and a fundamental imbalance in information, clinical knowledge,
and understanding between patients and clinicians. Third-party payment leads consumers to be less
sensitive to prices than would otherwise be the case. Standard economic theory holds that when well-
informed consumers pay the full cost of services, they will make a conscious trade-off between the
price and quality of goods and services and purchase those that provide the best value — or the com-
bination of highest quality and lowest price acceptable to the consumer. 

Once insured consumers have fulfilled their cost-sharing obligations, however, third-party payment
largely insulates them from the costs of their health care decisions and removes the incentive for them
to be price-conscious and shop for an acceptable level of quality at the lowest price. Typically, 
consumers would respond to high prices by purchasing less, but in health care, insurance allows con-
sumers to continue paying high prices and demand greater quantities of care. 

In addition to the effects of third-party payment, health care consumers often face difficulties in as-
sessing the value of health care services for two main reasons:

� The fundamental imbalance in information, clinical knowledge, and understanding between
patients and clinicians, coupled with the emotionally laden nature of life-threatening serious
illnesses.

� The lack of widespread, useable consumer price and quality information. This lack of informa-
tion may make consumers less able to judge whether higher-priced services deliver higher quality. 

While most acknowledge that health care purchasing is different
from other goods and services to some degree, there is a major 
division between those who think competition can significantly 
improve the situation and those who think health care is funda-
mentally different in ways that cannot and should not be subject to
attempts to create competitive markets. The former group believes
that reasonably well-functioning markets can be created through
greater transparency of performance on quality and costs, relaxed
barriers to entry of potential competitors, increased consumer 
financial responsibility for the health care choices they make, and
supported by antitrust or other pro-market regulatory approaches. 
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Those who think health care is fundamentally different emphasize unique characteristics — well artic-
ulated in a seminal article by Kenneth Arrow11 more than 50 years ago — symmetry of information
between buyers and sellers, inherent uncertainty and variation in clinical decision-making, desirable
insurance protection that society wants but that makes patients relatively indifferent to costs at the
time of service, and the intermingling of patient care with other activities that benefit society as a
whole, including research, education, and care for the uninsured.

Those who think current market failures can be improved or even perfected tend naturally to support
public policies that would make markets function better. Those skeptical of market solutions for
health care tend to favor more overtly regulatory approaches. And some would see complementary
interaction between regulation and competition, for example, regulating prices as a way to promote
competition over quality and service use. Regardless of one’s viewpoint, current law assumes 
competitive markets in health care.

The Shifting Balance of Power Between Health Plans and Providers
Over the last two decades, the balance of power between health plans and providers has shifted signif-
icantly, albeit to different degrees in different local health care markets. Following a serious recession
and the failure of government health care reform in the early 1990s, managed care emerged as the
market-based response to rapidly rising health care costs. Employers shifted large numbers of workers
to managed care products, such as health maintenance organizations (HMOs) and preferred provider
organizations (PPOs), which relied on restrictive provider networks and greater utilization 
management. 

Armed with a credible threat of excluding providers from their networks and the resulting loss of 
patient volume, health plans gained negotiating leverage over hospitals and physicians and obtained
significant price discounts. About the same time, however, hospital consolidation picked up speed
through mergers and acquisitions as hospitals tried to reduce excess capacity, cut expenses, and 
increase their clout with insurers.

By the late-1990s, a significant backlash against tightly managed care developed and, aided by the
booming economy and tight labor markets, negotiating leverage began to swing back to providers,
particularly dominant hospitals. Focused more on recruiting and retaining workers, employers aban-
doned cost controls in favor of broad provider networks, denying health plans an important bargain-
ing chip with providers — the credible threat of exclusion from plan networks if provider price 
demands were too high. 

A wave of health plan-provider showdowns occurred in the early 2000s, with providers threatening to
drop out of plan networks unless they received higher payment rates and other favorable contract
terms. About the same time, hospitals shifted competitive strategies from a nascent “wholesale 
approach — vying for managed care contracts — to a retail approach — marketing directly to patients
and physicians on the basis of the latest technology and amenities.”12

Not surprisingly, spending growth for employer-sponsored insurance accelerated as insurers 
abandoned narrow-provider networks and tight utilization management controls. Initially, increased 



volume of services played a larger role in spending growth, but higher prices ultimately became a
greater factor in spending growth. Lacking support from employers to hold the line against provider
demands, health plans in many cases effectively called a truce with providers, leading to the existing
“pass-through” environment where higher provider payment rates are passed on to employers
through higher premiums. In turn, employers have responded to higher premiums by steadily 
increasing patient cost sharing at the point of service and, more recently, by asking workers to pay a
slightly larger share of premiums.13

Insurer Market Power 
As the intermediary between health care providers and insurance purchasers,
insurers with market power can potentially leverage negotiations in both 
directions. Insurer market power largely is derived from market share — the
number of covered lives — in either the fully insured individual and group
markets or in the self-insured market where carriers provide only administra-
tive services to employers.14 Large insurers typically can obtain greater price
discounts from providers that agree to be in the insurer’s network because
of the promise of increased patient volume.15 Insurers also can gain market
power by offering products with narrower provider networks.

Historically, the health insurance market has been relatively concentrated, in
large part, because of the legacy dominance in many areas of local Blue

Cross Blue Shield plans. And, health plan consolidation has increased in the last decade through
mergers and acquisitions and as regional and local non-Blue plans became less attractive to national
and multi-state employers.16 As a result, the health insurance market has become more concentrated
over time. In 2004, the largest insurers controlled more than half the market in 16 states and at least
one-third of the market in 38 states. Between 1998 and 2006, the fraction of health care markets that
were concentrated to levels high enough to raise antitrust concerns, according to the U.S. Depart-
ment of Justice’s Horizontal Merger Guidelines, increased from 68 percent to 99 percent.17

Data on the impact of health plan concentration on prices is limited but developing.18

The outcome of price negotiations between dominant insurers and 
dominant providers — also known as a bilateral monopoly — is difficult to
predict. In theory, an increase in a health plan’s market power may strength-
en bargaining power with hospitals and other providers, which may in turn
lead to reduced payment rates and reduced premiums. The dominant health
plan could more effectively threaten exclusion from the network to 
negotiate lower prices.19

But at the same time, increased concentration in the insurer market may 
allow the merged entity to simply increase premiums to employers.20 There
is some evidence to support both arguments. One study found that hospital

prices in the most concentrated health plan markets are approximately 12 percent lower than in more
competitive markets.21 Another study shows that concentration in the insurance market produces a
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greater reduction in prices than concentration in hospital markets raises prices — although that result
may be skewed because of the particular geographic markets examined.22

There also is evidence that increased insurance market concentration leads to higher premiums, not
lower, even if only by a modest amount.23 Nonetheless, insurer concentration, while a factor, has not
been a driving force of rapid growth in private health insurance premiums.24 One study shows that
health plan concentration explained 12 percent of the premium increase among a large set of 
employer-based health plans. 

Provider Market Power
While concerns about insurer market power exist, most recent 
attention has focused on the market power of health care providers
— primarily the ability of dominant hospitals and large physician
group practices to negotiate higher prices. 

The market power of providers varies across regional and metropol-
itan markets.25,26 One study of 10 markets found hospital payment
rates ranged from 134 percent above Medicare to 193 percent of
Medicare.27 Another study of eight different markets found that
payment rates for inpatient care in 2010 averaged 205 percent of
Medicare in Milwaukee and 147 percent in Miami.28 The differen-
tial was even greater for outpatient rates, which ranged from 
234 percent of Medicare in Cleveland to 366 percent in San 
Francisco.29

Another study, based on claims data from current and retired 
autoworkers using 110 hospitals in 10 metropolitan markets, 
identified private plan prices that ranged from 34 percent above
Medicare to 93 percent above Medicare, including adjustments for
the facility’s case-mix, status as a teaching hospital, and local wages.30 In a few extreme cases, private
insurers paid hospitals five times what Medicare pays for inpatient services and seven times what
Medicare pays for outpatient care.31,32

In competitive markets, hospitals would not be able to sustain such high prices over time because 
purchasers would shift to lower-price hospital competitors.33 Hospitals are unlikely to ever be pure
substitutes for one another; their location alone confers some market power based on convenience if
nothing else. But if competition in other markets is characterized by a drive to
innovate and improve processes to drive down costs and improve
quality, then health care is far different.34

Currently, wide price variations exist even within a single geograph-
ic area. The landmark report by the Massachusetts Attorney Gener-
al in 2010 documented the ability of some hospitals and physicians
to charge as much as 100 percent more for similar services. These prices did
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not correlate to quality of care, the acuity of the population served, the payer mix, or status as an aca-
demic teaching hospital or research facility.35 Instead, variation among private payment rates was ex-
plained by differences in negotiating leverage among regional hospitals and physician groups. 

A study of hospitals serving autoworkers found little meaningful correlation between higher prices
and quality; higher-price hospitals did much better than lower-price hospitals on reputation-based
measures of quality but had a much more mixed record on outcome-based quality measures.36

For physicians, market power may depend heavily on the type of specialty, since prices for specialists
vary far more than for primary care. In part that may be due to the complexity of services provided by
specialists and surgeons. But it is more likely due to the greater market power of specialists—their
smaller numbers in any market and their tendency to form larger single-specialty practices allow them
to more easily walk away from negotiations with insurers and command higher prices. 

Reasons for Provider Market Power
Market power and negotiating leverage are derived from a number of complex and mutually reinforc-
ing factors, including reputation, location, and unique service offerings. Some hospitals and physicians
can demand higher prices based on a reputation for quality, regardless of whether that reputation is
correlated with objective measures of higher quality. Others benefit from their prominence as a 
well-known, research-oriented, academic health center. Insurers often believe that without these 
so-called must-have providers their networks will not be attractive to employers and consumers. 

Hospitals also can command must-have status through their dominance in a fairly isolated or sparsely
populated geographic area where access to a broad range of health care providers is limited.37

Likewise, hospitals and physicians can gain market power and higher prices by virtue of offering
unique and highly specialized services, such as neonatal intensive care, organ transplants, or 
specialized cancer care.38,39

The negotiating leverage of these large hospitals and physician practices is reinforced by the reluctance
of many employers to adopt benefit structures with limited-provider networks, which weakens insur-
ers’ negotiating power and undermines their ability to rebuff provider price demands.40

Consolidated Provider Markets
Despite the complexity of factors contributing to provider market power, much of the policy discus-
sion about negotiating leverage has focused on the size of the provider. Mergers among hospitals to
create a single hospital system — horizontal integration — and/or integration of physician practices
and hospitals into larger health systems — vertical integration — have garnered much attention. Over
the last two decades, there has been a steep increase in hospital mergers and in market concentration,
as measured by the Herfindahl-Hirschman Index (HHI).
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What is the Herfindahl–Hirschman Index (HHI)?

The Herfindahl–Hirschman Index is a commonly accepted measure of market concentration used
by antitrust enforcement agencies and scholars in the field. The HHI is calculated by squaring the
market share of each firm competing in the market and then summing the resulting numbers. For
example, for a market consisting of four firms with shares of 30, 30, 20, and 20 percent, the HHI
is 2,600 (302 + 302 + 202 + 202 = 2,600). The HHI takes into account the relative size distribution
of the firms in a market. It approaches zero when a market is occupied by a large number of firms
of relatively equal size and reaches its maximum of 10,000 points when a market is controlled by
a single firm. The HHI increases both as the number of firms in the market decreases and as the
disparity in size among those firms increases. The agencies generally consider markets where the
HHI is between 1,500 and 2,500 points to be moderately concentrated and markets where the HHI
exceeds 2,500 points to be highly concentrated. Transactions that increase the HHI by more than
200 points in highly concentrated markets are presumed likely to enhance market power under
the Horizontal Merger Guidelines issued by the Department of Justice and the Federal Trade
Commission. 

Excerpt from U.S. Department of Justice. Available at http://www.justice.gov/atr/public/guidelines/hhi.html.

Over the last two decades, there has been a 40 percent increase in
hospital market concentration. While much of the merger activity
slowed by the early 2000s, the HHI increased from a national aver-
age of 2,340 — the level just under where the Federal Trade 
Commission (FTC) and Department of Justice (DOJ) consider a
market highly concentrated — to 3,261 over this time.41 This is
equivalent to a market with five hospitals of equal size becoming a
market with three hospitals of equal size.42 Moreover, using the
HHI as the yardstick, most of the metropolitan statistical areas in
the United States are now considered highly concentrated hospital 
markets.43

Hospital consolidation appears to be accelerating. Between 2009
and 2012, there were 314 hospital mergers, with the number 
increasing every year within that period (see Exhibit 2). The 
true volume of consolidation is likely to be greater since this 
description of transactions does not include affiliations and joint
ventures.44
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Exhibit 2: Hospital Mergers & Acquisition, 1998-2013

Sources: American Hospital Association (2014) Trendwatch Chartbook, Organizational Trends, Chart 2.9. Available at
http://www.aha.org/research/reports/tw/chartbook/ch2.shtml. See also A Wave of Hospital Mergers (Business Day), New York
Times, August 12, 2013. Available at http://www.nytimes.com/interactive/2013/08/13/business/A-Wave-of-Hospital-
Mergers.html?_r=0. 

Many of the most significant hospitals in major markets today are not free-standing facilities, but part
of Integrated Delivery Networks (IDNs) that also include physician groups, post-acute providers such
as home health agencies, and in some cases, health plans. The managements of the entities claim that
consolidation is not a strategic market move but rather to further the goal of improving population
health. Others note that consolidation may allow smaller hospitals better access to capital and the 
ability to bargain for higher payment rates by merging with a larger hospital; larger hospitals may be
able to invest in new technologies and spread fixed costs over a larger base.45 Some providers may
consolidate out of fear — of being the last independent provider standing, of needing to adapt in an
increasingly coordinated and integrated health care system, or of stagnating margins from Medicare
and Medicaid patients.46

Consolidation among hospitals may also provide the new entity with bargaining leverage with health
plans that might otherwise play hospitals against each other.47 Moreover, large health systems may be
able to increase the quality of care because there is a clear positive relationship between higher volume
and outcomes for many procedures. Thus, consolidation may allow the new entity to increase the vol-
ume of specialized services and improve quality. Ultimately, larger health systems potentially could be
beneficial, by improving health care quality and reducing costs through improved clinical integration. 
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However, relatively little is known about the economics of these complex IDNs. To this end, the
Academy commissioned a team of researchers led by Jeff Goldsmith and Lawton R. Burns to see what
could be learned about IDNs from their publicly disclosed financial and quality information; the 
researchers focused particularly on the financial role of the IDNs’ hospital assets and how their 
hospital holdings affect their overall performance.48 Although publicly available data are scarce and
two to three years old, the study found little evidence in the literature of any comparative advantage
accruing to providers from forming IDNs. Nor does there appear to be a relationship between 
hospital market concentration and IDN operating profit. Looking at the performance of the flagship
hospital in the IDN’s portfolio—either the original hospital that created the system or one that is 
located in its principal metropolitan or regional market—the study found that they appear to be more
expensive, both on a cost-per-case and on a total cost-of-care-basis, than the services of their most 
significant in-market competitor. Further, the flagship facilities of IDNs operating health plans or 
having significant capitated revenues are more expensive per case (Medicare
case-mix adjusted) than their in-market competitors.49

And there is little evidence that integrating hospital and physician
care promotes quality or reduces cost. Indeed, there is growing evi-
dence that hospital-physician integration has raised physician costs
and the total cost of care. The evidence further suggests that the
more providers invest in IDN development, the lower their operat-
ing margins and return on capital. Thus there appear to be no
economies of scale (savings from being a larger entity overall) and
no economies of scope (savings from having different services —
health plan, hospital, and physician—delivered by a single IDN).50

Most studies find that hospital consolidation is associated with price
increases. Evidence also shows that there is strength in numbers:
just being part of a system, regardless of whether it is small or large,
can help secure higher prices. Hospitals in both small systems and
large systems were able to obtain much higher prices than hospitals
that were not part of a system (17 percent and 34 percent more,
respectively).51 According to a comprehensive review, consolida-
tion in the 1990s among hospitals in proximity to each other 
consistently led to price increases that range between 4 percent 
and 53 percent.52 While factors that contribute to increased 
negotiating leverage in health care markets are complex, the result
appears clear: higher prices that bear little relation to the cost of
production. 

However, others caution that several hospital competition and
merger studies are from the 1990s or early 2000s and may not 
reflect current market realities.53 While the studies may be dated,
an important market dynamic remains: insurers still rely on 
network structures to pit hospitals against one another in price 
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negotiations, a strategy that can only work when competition is robust. Another important takeaway
from prior studies is that health care markets are local, and that judgments about market power
should be made at the local level. 

Other Aspects of Provider Consolidation 
The trend toward consolidation in health care markets continues to accelerate and now includes the
absorption of physician practices into hospital systems.54 Physicians who sell their practices to 
hospitals typically become hospital employees. While most physicians remain either self-employed or
work in independent, physician-owned practices, the share of physicians employed by hospitals is 
substantial and growing rapidly. 

Many factors make such acquisitions attractive to hospitals and physicians. Employment of primary
care and specialty physicians can help hospitals expand their referral base.55 For physicians, hospital
employment or affiliation allows them to share the complexity and cost of running a practice — 
especially the cost of new information technology — and reduces the financial pressure of stagnant
payment rates.56 Hospital employment also provides a stable salary and a better work-life balance,
which is increasingly attractive to younger physicians.57

For some physicians, another benefit is higher compensation.58 Hospitals often negotiate with 
insurers on behalf of employed physicians, gaining substantially higher rates than small practices are
able to garner. Likewise, larger physician groups may be able to command higher payments from 
private insurers, while solo or small practices often are price takers.

Generally, most health care competition occurs in local markets. However, large multi-hospital 
systems operating in different geographic markets also can use size to their advantage. They may seek
to negotiate on behalf of the entire health system,59 pursuing an “all-or-none” strategy that ensures
that all facilities in the system receive higher payment rates. 

Though studies have not yet borne this out, the idea is that even system hospitals with relatively small
market shares can obtain higher prices because of the cumulative influence of a large system on the
network of a particular plan. Thus, these multi-facility hospital systems can use their dominance in a
major geographic market (such as the San Francisco Bay Area) as leverage in more competitive 
geographic markets (such as the less populous Central Valley). Through geographically dispersed
mergers, such systems may be able to extend their bargaining leverage even in markets where they do
not have significant market share and, therefore, without raising concerns under existing antitrust
guidelines.60

Market Power and Antitrust Enforcement
Antitrust laws are intended to foster competition, discourage anticompetitive monopolistic practices,
and prevent inefficient consolidation. The major pieces of federal law that frame antitrust policy are
the Sherman Act, the Clayton Act, and the Federal Trade Commission Act. Briefly, section 1 of the
Sherman Act bars cartel behavior, such as price fixing, group boycotts, market division, and similar

National Academy of Social Insurance (NASI)   17



collusive agreements; section 2 of the Sherman Act prohibits firms from exploiting monopoly power
to stifle market entry or inhibit competition. The Clayton Act prohibits mergers, tying, and exclusive
dealing arrangements that lessen competition or lead to a monopoly. Finally, the FTC Act created an
independent agency to work with DOJ to enforce federal antitrust laws. 

Federal regulators, state attorneys general, and private plaintiffs, including consumers, all contribute
to antitrust enforcement. Most actions under federal antitrust law are brought by private parties.
While both federal agencies and private parties can bring suit to enforce civil penalties, only federal
agencies can enforce criminal provisions.

Because the two federal enforcement agencies are relatively small and litigating cases can be expensive
and protracted, considerable emphasis has been placed on preliminary reviews of announced mergers.
Pre-merger review under the Hart-Scott-Rodino Act allows the agencies to assess any anticompetitive
consequences of a merger before it is consummated. 

To specify and clarify when agencies are likely to challenge proposed mergers, both the FTC and the
DOJ Antitrust Division have disseminated a variety of materials that offer some enforcement pre-
dictability to would-be merging parties: merger guidelines, public statements upon closing investiga-
tions where there is no enforcement, advisory opinions, amicus briefs in court cases, and, in the case
of health care, a set of Statements on Antitrust Enforcement Policy in Health Care. The Statements
outline the types of hospital mergers, joint ventures, multi-provider networks, and information-shar-
ing agreements between physicians and purchasers that are likely to trigger further antitrust scrutiny. 

The basics of antitrust doctrine are no different when applied to health care than to other industries,
yet certain circumstances of health care — widespread third-party payment that creates so-called
moral hazard, or how behavior changes when people are insured against losses; extensive regulation;
the large role of government purchasers; and a rapid pace of technological change — make the analy-
sis of competition and monopoly power unique. 

Currently, federal agencies operate under the assumption that consolidation among providers is not
justified simply to exercise countervailing power in geographic areas where health plans also are con-
solidated. The agencies have explicitly stated that enforcement against unlawful consolidation of
health plans is preferable to permitting providers to accrue market power simply to counter health
plans’ negotiating power.

Horizontal review includes not only mergers but also such transactions as physician network joint
ventures in which competitors collaborate. The inquiry in each of these transactions compares the
losses in competition against the purported gains in efficiencies, including clinical efficiencies. Under
current guidelines, transactions that involve significant financial risk for patient care, such as global
fees, are more likely than other financial arrangements to avoid enforcement. Finally, the agencies pay
particular attention to whether transactions lead to joint pricing, which preempts price competition,
and whether collaborative pricing is necessary to achieve the proposed efficiencies.
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In recent years, the FTC has aggressively challenged a number of
horizontal mergers by hospitals and health systems that substantial-
ly reduce competition. Perhaps the pivotal case was FTC v.
Evanston, in which the FTC not only ended a seven-case losing
streak but laid out a blueprint for successful litigation going 
forward. The FTC successfully argued that courts should look at
how the merger affects bargaining over networks with health plans
in addition to changes in patient flows.61,62 In the last year, the
agency successfully blocked mergers in Pro-Medica Health v. FTC
and FTC v. St. Luke’s and undid a merger in FTC v. Phoebe Putney.  

Many local geographic markets are already highly concentrated, with either a domi-
nant hospital system or a small number of competitors that each has pricing power. Even with the
courts taking a different view of horizontal mergers, cases are time and resource intensive, and the
government is able to challenge few mergers. Consequently, antitrust policy also should consider 
actions to constrain the exercise of pricing power where providers have achieved monopoly power.

High Prices and Cost Shifting?
One argument for why prices have been rising is that hospitals are simply cost shifting by demanding
higher private payment rates to make up for lower payment rates from Medicare and Medicaid. Price
differences alone are not evidence of cost shifting because different payers may have a different will-
ingness to pay for services. At issue is whether one set of payers (usually private insurers) is paying
more because someone else (usually public payers) is paying less.63

Historically, the evidence of whether and to what extent cost shifting actually occurs in hospitals has
been quite mixed.64 A review of the early literature by the Congressional Budget Office in 2008
found evidence on cost shifting varies over time, depending on the payment system and competitive-
ness of the market.65 In the early 1980s, there was evidence of cost shifting as hospitals were paid
based on their charges, price negotiations with plans were less intense, and there was little selective
contracting. But evidence of cost shifting seemed quite weak after that when health plans aggressively
negotiated payments and established provider networks.66

The notion that high private payment rates are efforts to cost shift assumes that hospitals operate 
under a structure so that any reduction in payment rates from public programs like Medicare must be
made up by increases in private payment rates. There is an alternative theory, advanced by staff at the
Medicare Payment Advisory Committee (MedPAC), that hospitals in concentrated markets with high
private payment rates have negative Medicare margins as a result of higher costs. Weak cost controls
could be caused by the lack of competition in these markets.67 In this scenario, higher payments from
private payers compensate for higher costs rather than for lower payments from public programs. This
MedPAC theory is consistent with findings from the Massachusetts’ Attorney General that higher
prices for health care in the state reflected the hospitals’ higher cost structures but were not necessari-
ly caused by them. 
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This alternative theory advanced by MedPAC is consistent with re-
cent studies demonstrating that private payment rates and market
conditions are related to hospital cost structure. Hospitals in mar-
kets with less competition appear to be less efficient and thus have
higher cost structures; this reduces their overall margins and neces-
sitates higher commercial rates. A study of 61 hospitals participat-
ing in the value-based purchasing initiative of the Integrated
Healthcare Association demonstrated that hospitals in concentrated
markets are more likely to focus on revenue enhancement from pri-
vate payers — cost shifting — while hospitals in competitive mar-
kets are more likely to focus on cost moderation.68 A review of in-
patient payment rates across hospital markets between 1995 and 2009 found that the hospitals most
adversely impacted by Medicare cuts — that presumably had the highest Medicare volumes — did
not make up the shortfall with increased prices from other payers, while those affected the least 
actually increased revenues.69 These studies find that what looks like cost shifting may be inefficient
behavior related to markets lacking competition. 

Key Emerging Trends and Market Power 
Increased scrutiny of high and widely varying prices for health care
services, especially hospital care, has helped raise public awareness
of the lack of price competition and focus policy attention on the
role of provider market power in negotiating prices with insurers.
Although public policy is only now coming to grips with the 
importance of high prices as a major driver of U.S. health care
spending growth, payers and purchasers have been adopting strate-
gies permitted under current market and regulatory conditions to
try to restrain health care cost growth in general and high provider
prices in particular. 

Understanding emerging trends in health care financing and deliv-
ery can help policymakers identify how best to counteract market
power and foster price competition in health care markets. The 
array of emerging trends related to market power includes:

� Fostering consumer price-sensitivity through greater cost
sharing and health plan benefit structures that guide patients to more efficient providers; 

� Launching payment reforms that move from piecemeal fee-for-service methods that reward
volume regardless of quality to methods placing more risk on providers for the cost and 
quality of care; 

� Shifting care from inpatient hospital settings to outpatient care; 

� Encouraging health plan competition in the individual and small-group markets through
state health insurance exchanges; and

� Intervening in markets through state and federal regulatory and antitrust enforcement
actions. 
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Fostering Consumer Price-Sensitivity
For more than a decade, consumer out-of-pocket costs for health care have increased steadily as pur-
chasers and payers resorted to higher deductibles, coinsurance, and copayments to buy down premi-
um increases. A secondary goal has been to encourage consumers to actively shop among alternative
providers based on price considerations and, in some cases, forgo care they don’t really need.

Since many insured consumers are insulated to a large degree from high and rising health care prices,
they have little reason to care about health care prices if they are able to fulfill their cost-sharing 
obligations. Increasingly, however, purchasers and payers are trying to raise consumer awareness and
knowledge of the prices they pay for their care.

Providing transparent and useful information about provider prices remains a challenge, but recently
purchasers and payers have invested in price-transparency tools to raise consumer awareness of wide
price variations among providers for the same or similar services and to help them find lower-price
providers. And, some purchasers and payers have tentatively turned to benefit structures, including
tiered-provider networks, designed to raise consumer awareness of differential prices at the point of
service.

Consumer Out-of-Pocket Costs. 
Insured consumers face two types of out-of-pocket costs for medical care: contributions toward health
insurance premiums and patient cost sharing at the point of service in the form of deductibles, coin-
surance, and copayments. Over time, while the average share of premium contributions for people
with employer coverage has increased slightly, for the most part, worker contributions have remained
relatively stable at about 28 percent for family coverage and 18 percent for single coverage.70

In contrast, patient cost sharing at the point of services has in-
creased steadily over the last decade or longer. For example, the av-
erage general deductible for single employer-sponsored coverage
was $1,217 in 2014 compared to $836 in 2009. The proportion of
workers covered by high-deductible health plans has increased
from 4 percent in 2006 to 20 percent in 2014. In an era of stag-
nant wage growth for large parts of the workforce, these increases
in cost sharing have the potential to significantly reduce access to
care. At a time of growing disparity in wealth, these averages may
mask even larger increases for workers who have less bargaining
power or in sectors where there is greater slack in the labor market. 

Limited-Provider Networks. 
Emerging payer strategies to counter provider pricing power in-
clude developing limited-provider networks that either exclude
high-price pro viders or require greater patient cost sharing to use
non-preferred, in-network providers. Narrow-network plans 
exclude cer tain providers entirely, while tiered-provider networks

…patient cost sharing at

the point of services has

increased steadily over

the last decade or longer.

For example, the average

general deductible for sin-

gle employer-sponsored

coverage was $1,217 in

2014 compared to $836

in 2009. The proportion

of workers covered by

high-deductible health

plans has increased from

4 percent in 2006 to 20

percent in 2014.



Addressing Pricing Power in Health Care Markets22

use quality/efficiency metrics to assign providers to cost-sharing tiers, with the goal of directing 
patients toward more cost-effective providers through financial incentives. A primary goal of limited-
provider networks is to motivate pro viders in non-preferred tiers to reduce prices or improve quality
in exchange for preferred status. 

By limiting network providers, health plans can bargain with providers for lower prices in exchange
for greater patient volume. They potentially can exclude high-price providers entirely. While employ-
ers have moved tentatively to offer narrow-network plans, the ACA exchanges have turned out to be
the epicenter of this trend, with about half of the plans offered having narrow networks.71 Ultimately, 
insurers and employers contend that health plans must have the flexibility to form restrictive networks
to balance negotiating leverage with providers and encourage competition on price and quality. 

Payment Reform
Experimentation with and adoption of alternative public and private payment methods increasingly is
impacting health care prices. This trend reflects the wide recognition that under the existing fee-for-
service payment system, providers are rewarded primarily for the volume of care delivered with little
regard for quality or efficiency. Many believe this piecemeal payment approach contributes to frag-
mented care delivery and an emphasis on acute, episodic care rather than care coordination for people
with chronic conditions, such as diabetes and high-blood pressure, which if treated improperly 
contribute to poor quality and high costs. 

Many private payers and purchasers, even before enactment of the ACA, were experimenting with and
implementing new payment and delivery models, including private versions of accountable care orga-
nizations (ACOs), where a group of providers is rewarded for successfully taking greater responsibility
for the cost and quality of care of a defined group of patients. The precise payment method adopted
affects whether providers have a direct incentive to restrain their prices or not. For example, the most
widely adopted approach — shared savings — typically sets targets for an ACO based on the organi-
zation’s historic spending for patients attributed to the ACO to determine whether the ACO has met
quality and spending targets. In short, this approach accepts the baseline per capita spending of the
ACO but discourages further price increases. Physician-based ACOs have incentives to create referral
arrangements with hospitals and other providers with lower prices to help meet spending targets. 

The ACA has also led to a series of initiatives and demonstrations of new payment and delivery mod-
els in Medicare, including shared-savings ACOs, bundled payments for particular procedures involv-
ing hospitalization, and patient-centered medical homes. 

The major provision that potentially affects provider pricing power is encouraging providers to form
ACOs. At its most basic level, the ACO program encourages providers to integrate care delivery, and
if they are successful in meeting certain cost and quality goals, share a percentage of the savings with
the government. ACOs are seen as a positive step toward preparing providers to assume financial risk
for the cost of care because they move payment incentives away from fee-for-service methods that re-
ward high volume toward payments based on quality and efficiency. A potential downside of promot-
ing Medicare ACOs is that these bigger, more integrated provider organizations may also command
increased bargaining clout that will spill over into negotiations with private health plans.72
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Hospital Inpatient Care
The use of hospital inpatient care continues to decline across multiple payers. Between 2006 and
2012, Medicare experienced 12 percent fewer hospitalizations per beneficiary,73 and privately insured
individuals experienced similar reductions in inpatient care. While inpatient care has declined, 
outpatient care has expanded. Medicare visits per beneficiary increased 28 percent from 2006 to
2012. Moreover, from 2010 to 2011 Medicare prices grew modestly, but they grew more for 
outpatient care than for inpatient care.74

Despite the fact that outpatient care has partially offset the decline in inpatient care, Medicare has not
been a lucrative payer for most hospitals. Medicare payments are lower than estimated hospital costs,
resulting in negative overall hospital margins hovering around -5 to -7 percent since 2007.75 More 
efficient hospitals have performed better and have positive, but small, Medicare margins. In general
hospitals rely on commercial payers to sustain their margins and can face significant financial difficul-
ties when they have few commercial patients. Across all public and private payers, hospital profitability
has increased because commercial price increases have outpaced those of Medicare and Medicaid.76

Hospitals also are affected by the broader shift in health care spending from private payers to public
payers. As more baby boomers age into Medicare and as states expand their Medicaid programs, 
public spending is playing a larger and growing role in financing health care. Consequently, the 
pressure on hospitals is clear — find and follow strategies to counter loss of service volume and low
public-payer margins. 

Health Plan Competition
The longstanding lack of health plan competition in the non-group insurance market — the only
place a significant minority of Americans can buy health coverage — has been the focus of intense
policy intervention to make the market more transparent, functional, and competitive. 

By prohibiting medical underwriting — or basing premiums on people’s health status — standardiz-
ing health plan offerings to some degree, and providing subsidies to make coverage more affordable,
the state and federal health insurance marketplaces created under the ACA are designed to stimulate
health plan competition to gain the business of millions of uninsured Americans. 

More than half of the 17 states and the District of Columbia that chose to establish a state-based 
exchange for 2014 embraced some form of active purchasing to increase the competitiveness of the
local insurance market, including limiting the number of plans an insurer may offer or requiring par-
ticipating insurers to offer standardized plans through the exchange, including a plan with a limited-
provider network. Since the exchanges in particular and the nongroup market more generally account
for a relatively small share of American’s health coverage, adoption of these strategies to encourage
health plan competition would need to be adopted more broadly in employer-sponsored health plans. 

Regulatory and Antitrust Interventions
As market forces fail to promote price competition in health care markets, regulators are beginning to
intervene, for the most part, in limited ways. Continued merger and acquisition activity, along with
other potentially anticompetitive practices, may prompt increased antitrust scrutiny.
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State and Federal Regulatory Efforts. 
A few states have responded to current market conditions with ex-
tensive regulation. Massachusetts, for example, enacted a law peg-
ging statewide health care expenditures to growth in the state’s
overall economy. The state also created an independent Health Pol-
icy Commission to set the health care cost growth benchmark and
certify new payment methods and care delivery models. The com-
mission will track and publicly report on provider and health plan
performance in meeting savings targets. 

On the federal regulatory front, the ACA requires all health plans
— not just exchange plans — to report their medical loss ratios, or
the proportion of premium dollars spent on clinical services and
quality improvement. Additionally, states are required to review
premium increases for plans offered in the exchanges, and plans
must justify increases greater than 10 percent. 

Antitrust Enforcement. 
In recent years, federal antitrust scrutiny of horizontal mergers has increased and is likely to continue.
However, there are potentially other areas of antitrust enforcement that could be pursued by federal
and state authorities, including prohibitions on anticompetitive contracting terms between health
plans and providers. 

Generally, these contracting provisions are aimed at thwarting insurer efforts to adopt narrow- or
tiered-provider networks or new payment incentives that would encourage lower prices or increased
efficiency. Other potentially anticompetitive contract provisions — such as most-favored-nation 
clauses that require providers to give a plan their best price — can create barriers to market entry by
competing health plans.

Overview of Policy Options
In 2013, the Academy convened a diverse study panel of economists, antitrust experts, researchers,
and hospital and insurance executives to think systematically about the shift in negotiating power
from purchasers to health care providers, particularly dominant hospital systems. Recognizing that no
single policy option would be applicable to all local markets — that there is no “silver bullet” to ad-
dress the lack of price competition — the study panel produced a range of policy options. As a result,
the study panel offers these options as a starting point for federal and particularly state policymakers
interested in responding to the issue of competition in local health care markets. 

Some of the policy options are intended to foster or preserve market conditions that support price
competition. These options assume that laws and regulations can help foster competition by imposing
rules of conduct and by addressing barriers to competition. Markets need government to set minimal
regulations — “rules of the game” — to enforce contracts among parties and to create competition-
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enhancing institutions. The Academy’s panel generally favors policy options
that support competitive market mechanisms. But when markets fail, the
study panel recognizes that other types of policy interventions may be 
appropriate. 

This report reflects how the panel grappled with a number of analytical
challenges, primarily the typology to use for describing the policy options.
Labels mean different things to different people and there is no broad 
consensus on how to characterize many policy options. More aggressive 
enforcement of antitrust policy, for example, could be seen as preserving
market competition or government intervention in the market. For many
policymakers, it is difficult to draw bright-line distinctions between these
two policy categories; it is easier, and perhaps more useful, to consider a
broad continuum of policy options, ranging from policies to foster a more
competitive market to those that rely more heavily on direct regulatory 
intervention that limit market outcomes.

These policy options should not be seen as either a packaged set or as 
competing alternatives. Panel members believed it was important to offer
individual options, knowing that some may work better in combination
than individually. They also may interact in ways that increase the effective-
ness of each, depending on local market characteristics and the political and
regulatory environment. Where feasible, policy solutions should be crafted

to reflect local health care market conditions. No one policy is likely to be optimal in all 
markets. 

The result of this work is a set of policy options that follow a continuum based on how vigorously
they intervene in the market from least to most (see box on p.26):
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In addition to the policy options, the study panel also developed a set of principles that identify core
policy values to serve as the foundation for policy development. The principles highlight the impor-
tant role of competition in lowering prices, fostering innovation, allocating resources — and even
forcing poor performing providers to exit the market. The principles also recognize that where market
competition falters or fails, policymakers must intervene in markets to foster competition and, in some
cases, limit or set prices. As with the policy options, the principles are offered as a starting point for
the creation of policies for particular market conditions. 

� Policy Option A: Encouraging Market Entry of Competitors

� Policy Option B:  Greater Price Transparency

1. Collecting and Reporting All-Payer Claims Data

2. Supporting Price-Conscious Consumers

� Policy Option C: Limiting Anticompetitive Health Plan-Provider 
Contracting Provisions

� Policy Option D: Harmonizing Network-Adequacy Requirements with 
the Development of Limited-Provider Networks

� Policy Option E: Active Purchasing by Public Payers

� Policy Option F: Improved Antitrust Enforcement

1. Scrutiny of Hospitals and Insurers with Market Power
and the Foreclosure of Markets to New Entrants

2. Active Review of Vertical Mergers

3. Conduct Remedies and Post-Merger Monitoring

� Policy Option G: Additional Public Oversight and Review

� Policy Option H: Regulating Premium Increases through Strengthened 
Rate Review

� Policy Option I:  Limiting Out-of-Network Provider Charges

� Policy Option J:  Setting Upper Limits on Permissible, Negotiated Provider 
Payment Rates

� Policy Option K: Expanding the Use of All-Payer and Private-Payer 
Rate Setting

Policy Options



CHAPTER TWO
Policy Principles

Crafted by a diverse group of national experts, these principles provide a starting point for a public
discussion about addressing market power in health care markets. There is broad agreement among
the study panel members that these principles also offer a useful framework for crafting policy. 
Substantively, these principles reflect a preference for market solutions and for targeted regulation in
markets that lack competition — in some cases because of provider consolidation — or where new
competitors are unlikely to enter the market. These principles recognize the need for policy to address
broader societal goals — for example, around issues of access and quality — but the panel believes
that meeting these societal goals should explicitly recognize the potential impact on prices and 
competition. Finally, these principles reflect the important role of competition in generating new ideas
about institutions and mechanisms for innovative ways to deliver care that can increase both quality
and efficiency. 

� Market competition is often the best way to motivate providers to increase efficiency, improve
quality, and ensure that health care prices reflect the value of services provided to consumers.
Where unfettered market competition is ineffective, public policy can enhance market compe-
tition or, if that is not likely to be successful, regulate prices directly.

• When they work well, competitive markets weed out providers that fail to efficiently 
deliver services that are valued by consumers. While some inefficient providers may lose
business or even exit the market, consumers benefit from the overall improvements in 
efficiency and quality that emerge from competition. 

• Competitive markets generate prices that reflect the cost and value of services and pro-
mote innovations in health care delivery, including the development of new institutional
mechanisms for the delivery and organization of care. In the long run, these innovations
may provide substantial benefits to patients.

• Health care markets are local, and policy interventions that address market failures should
be tailored to local markets. In many markets, there has been significant hospital consoli-
dation to the degree that unregulated markets are unlikely to generate competition that
will lead to efficient prices or innovation. 

• There is a broad scope of regulatory interventions to foster competition, including 
targeting more aggressive antitrust enforcement, prohibiting providers from demanding
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favorable treatment as a condition of contracting, and directly limiting prices through 
administrative means.

• However, all regulation risks so-called capture — or undue influence — by regulated 
entities. Just as markets may not work in every situation, regulation has costs and benefits
that vary by context. Regulatory capture has in some situations led price regulation to be
only marginally effective, if at all. 

• Along with care for patients, hospitals and physicians often provide additional services
with significant social value, including research, medical training, and uncompensated
care. In a competitive market, prices are unlikely to support these public goods. Increased
competition leads to the additional need for specific policies to support such activities.

� Greater transparency that provides consumers with accurate and timely information about
price, quality, costs, and provider networks likely can help them make better choices and, in
some cases, make markets more competitive. Greater transparency also may improve the func-
tioning of markets by exposing market conditions and market behavior to public scrutiny. At
the same time, policymakers must guard against providers or plans using price information for
collusive purposes.

� The benefits of emerging payment reforms and delivery systems, such as ACOs and other
provider configurations, may improve quality but also can contribute to excessive market 
consolidation. Policymakers should carefully evaluate known costs and benefits before making
exceptions to competition laws to encourage new but unproved payment and delivery 
systems. Forcing highly integrated systems to divest if they do not deliver value is a formidable
challenge. 

� Significant variations in provider prices should reflect real differences in costs related to their
missions or to consumer preferences in well-functioning markets, not vagaries of negotiating
leverage that might produce inequitable prices of services, placing providers in very different
financial circumstances unrelated to their own performance. 
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CHAPTER THREE
Policy Discussion

Policy Option A: Encouraging Market Entry of Competitors
The market entry of new health providers and insurers can potentially spur innovation in care delivery
and price competition. Encouraging new ways of care delivery that challenge the traditional role of
existing providers may benefit consumers. Barriers to provider market entry include licensure and
scope-of-practice requirements, certificate-of-need requirements, and facility licensure requirements.
Conversely, states may be able to structure health insurance exchanges to promote new entry by 
insurers. 

Licensure and Scope-of-Practice Requirements. 
Most states regulate clinicians, including physicians, nurse practitioners, and physician assistants,
through professional licensure. These standards are typically set and enforced through autonomous
professional boards made up of industry participants — often physicians — with an economic interest
at stake. 

Many have suggested broadening membership of such boards to include others with a range of social
science and health services expertise to reduce the likelihood that the licensure process impedes 
competition. Research studies have found that tougher licensure leads to higher prices and reduced
consumer choice. 

Likewise, state scope-of-practice (SOP) laws and regulations dictate the clinical role of nurse practi-
tioners (NPs) and physician assistants (PAs). Motivated primarily by concerns about competency,
quality, and patient safety, scope-of-practice restrictions also reduce the supply of health professionals.
State SOP requirements vary widely, undermining the argument that restrictive scope-of-practice 
requirements protect patients. For example, some states allow NPs to practice independently, while
others limit their authority to diagnose, treat, and prescribe medications to patients without physician
supervision. Removing barriers for nurse practitioners and physician assistants to practice more 
autonomously would increase the supply of primary care clinicians.

Facility and Other Licensure Requirements. 
Over the last decade, both retail clinics and urgent care centers have grown rapidly and appear to offer
lower-cost alternatives to physician offices and emergency departments with comparable quality for
preventive care and simple acute-care needs. 
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State licensure requirements can influence the market entry of retail clinics and urgent care centers.
For example, most states exempt retail clinics from facility licensure, relieving them of size and other
requirements that would raise their costs. Instead, states often rely instead on practitioner licensure by
the applicable state board for oversight. The more physician supervision required by the state, which
varies by frequency, proximity, and the need for medical chart reviews, the more costly the retail clinic
model becomes. 

Many states also use licensure requirements to restrict use of emerging technologies like telemedicine.
For example, some states bar the use of telemedicine by out-of-state providers or require separate 
licensing for remote providers, even for peer-to-peer professional consultation. Such a regulatory
regime reduces patient access and may add to the cost of care. Advocates have suggested uniform 
licensing laws and state compacts that provide reciprocal access. 

Certificate-of-Need Requirements. 
Intended to ensure access, maintain quality, and control capital spending on health care facilities and
services, state certificate-of-need (CON) requirements explicitly restrict market entry. Although no
longer required by federal law, CON requirements remain on the books in more than 30 states, 
despite mixed findings about the effectiveness of CONs in controlling the growth of health expendi-
tures. Some research indicates that the CON process is often used by existing providers to protect
market share and diminish competition. 

State Insurance Exchanges and Policies to Encourage Insurer Market Entry. 
States may be able to promote competition and new entry by health insurers in the nongroup and
small-group markets depending on how they structure their health insurance exchanges. States can
determine how many plans will be offered, whether they must offer standardized plans, and any 
network restrictions. Early data from a handful of states have found evidence of new entry and greater
competition in some states and fewer health insurance competitors in others as a result of how insur-
ance exchanges are structured. Another early study has found that greater competition on the health
exchanges leads to lower premiums.

Additionally, states can encourage entry of health plans by reviewing licensure and capital 
requirements for health plans and discouraging or prohibiting certain contracting provisions, such 
as most-favored-nation pricing clauses, that discourage entry by new insurers. 

Advantages
Eliminating barriers to new entry of competitors is a core tenet of free markets. Existing firms can be
disciplined in their pricing behavior by the threat that new competitors will enter when prices are
high. While encouraging market entry is a long-term strategy to support competition, it is essential to
overcoming the existing market domination by some insurers and provider systems. Licensure, facility,
and exchange regulations can be revisited with a keener eye toward their implications for competition
and permitting entry. Increasing health care competition based on price and quality can foster innova-
tion and more efficient care delivery.
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Disadvantages
Licensure standards are intended to promote quality and patient safety, which could decline if 
standards are eased. Other ways to assure quality and patient safety potentially might be more or less
effective and costly. The cost of monitoring quality and safety must be weighed against the cost asso-
ciated with otherwise lost competition. In the past, many in health care have pointed out that without
price-sensitive buyers, greater competition and new entry by high-tech facilities could lead to a 
medical arms race and higher prices. 

(Sources for this policy option are located on page 49)

Policy Option B: Greater Price Transparency

1.  Collecting and Reporting All-Payer Claims Data 
A fundamental problem in the U.S. health care system is that pricing for services is both technically
complex and seldom disclosed. For example, there are thousands of different codes to describe health
conditions and individual medical services and procedures. And, any two payers or providers may have
very different prices for the same service. This is in contrast to more transparent goods, such as gro-
ceries or gasoline at the pump. 

Establishing state-based all-payer claims databases (APCDs) could provide purchasers, payers, policy-
makers, and consumers with more transparent, consistent, and standardized price information for 
services delivered by hospitals, physicians, and other providers. Typically, APCDs include information
from medical, pharmacy, and dental claims, which are combined with eligibility and provider files
from all public and private payers. Rather than provider charges, APCDs include the actual prices 

private health plans have negotiated with providers, along with information about
Medicare and Medicaid payment rates.

More than a dozen states have APCDs, and many more are exploring the
idea. Most states have initially focused on hospital prices, but APCDs also
can be used to identify prices and practice patterns for other providers, in-
cluding physicians. While some consumers might consult an APCD, the pri-
mary audiences for APCDs are purchasers, payers, and policymakers that can
use price and practice-pattern information to identify lower-price, higher-
quality providers. Large payers operating in a state may already have suffi-
cient information on prices and quality of providers for most services, but
APCDs can benefit potential new entrants.  

For example, Minnesota has used its all-payer claims data to create a
“Provider Peer Groupings” system that compares physician clinics and hos-
pitals on both risk-adjusted price and quality metrics. These publicly report-
ed data can be used by plans and employers to develop provider networks
and benefit structures that reward patients — for example, through lower
cost sharing — for choosing more efficient providers. 
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APCDs also can provide useful information about actual prices and assist policymakers in assessing the
level of price competition in health care markets and what interventions might encourage competi-
tion. Consistent, accurate data about health care prices also can inform policy discussions about large
variations in health care prices and spending. However, policymakers also must consider safeguards to
prevent APCD data from being used for price collusion among competing providers. For example,
access to the information might be limited to specific entities (e.g., purchasers only) or for specific
purposes (e.g., to define episodes of care).  

APCDs are typically funded through general appropriations or industry fee assessments; in some
states, there is an assumption that a portion of future funding will come from data product sales. 
Efforts are underway to encourage states and health plans to establish standardized data collection
practices. Currently, how data are released and to whom varies across states; in some, de-identified,
aggregate data are published on a public website, while detailed data files are limited to certain users,
such as researchers. 

Advantages
By combining data across providers and payers, purchasers, payers, and policymakers have a more
complete picture of price competition in health care markets and are in a better position to develop
spending estimates for entire episodes of care rather than for individual services. This can assist in 
developing new payment models. Additionally, shining a public spotlight on health care prices can 
discourage egregious provider pricing. 

Disadvantages
Claims data are costly to collect, analyze, and report, and methodological challenges may hinder
meaningful comparisons. Without uniformity of state APCD data collection, payers would incur 
additional costs through having to comply with state’s submission specifications. And, providing
greater price information to sellers can potentially harm competition if it discourages providers from
cutting prices to gain market share by making it easier for competitors to match prices. Placing more
price information in circulation may result in a greater need for antitrust agencies to monitor potential
collusive activities. 

2.  Supporting Price-Conscious Consumers
Most major health plans — and some large employers — provide enrollees with some type of online
price transparency tool, whether developed in-house by health plans or through third-party vendors.
Typically, these tools are customized to individual enrollee’s coverage, including cost-sharing obliga-
tions, provider network, and individual claims experience. Consumers can search by condition or 
service type and are shown the estimated consumer out-of-pocket cost based on their benefit struc-
ture and any remaining current-year cost-sharing requirements. 

In some cases, states require consumer price transparency. For example, under Massachusetts law,
each health plan must operate a toll-free number to provide consumers who request information with
estimated prices and cost-sharing amounts for admissions and procedures. The state does not require
online access to this information.
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This type of consumer price transparency is happening mostly without policy interventions. The role
for public policy likely is narrow, for instance, as in the case of Massachusetts mandating a minimum
level of transparency. There also may be a public role in developing best practices, as has been done
with comparative quality reporting.  

Advantages
Payers are in a unique position to tailor out-of-pocket price information to consumers and to make it
available at key decision points. Public policies to promote best practices may accelerate diffusion and
development of these tools. If consumers switch providers after comparing prices, higher-price
providers that are losing market share may lower prices to gain back market share. 

Disadvantages
With little compelling quality data for consumers, additional price data could lead some to seek out
higher-price providers under the mistaken assumption that higher prices signal higher quality, 
especially if their benefit design has only weak incentives to shop for price. Despite the guidance of
tools, consumers may be overwhelmed by many choices for some services and, consequently, resort to
decision shortcuts that are not strongly tied to prices. Such transparency tools may not take into 
account consumers’ individual medical circumstances or help consumers assess treatment alternatives.  

(Sources for this policy option are located on page 49)

Policy Option C: Limiting Anticompetitive Health Plan-Provider
Contracting Practices 
State laws prohibiting anticompetitive contracting practices between health plans and providers can
offer a counterbalance to market power. Generally, these practices protect providers from attempts by
insurers to adopt narrow- or tiered-provider networks or new payment incentives that would encour-
age lower prices or increased efficiency. Other potentially anticompetitive provisions protect insurers
from new health plans entering the market and may result in excessive provider payment rates. 

Anti-Tiering Clauses. 
When health plans develop tiered-provider networks, they lower patient cost sharing to encourage 
patients to use higher-quality, lower-cost providers that are placed on a preferred tier. Sometimes, as a
condition of contracting with a health plan, dominant providers demand placement on the preferred
tier regardless of their performance on cost and quality metrics. Some states, notably Massachusetts,
prohibit providers and plans from relying on such contract provisions. 

Most-Favored Nation (MFN) Clauses. 
Under MFN contracting clauses, health plans require providers to give the plan their best price and to
charge other insurers a higher price. On the one hand, this ensures that a dominant health plan will
receive the benefit of any price concessions that a provider extends to other health plans. On the other
hand, MFNs may discourage hospital discounts. Moreover, they may be used by insurers with signifi-
cant market power to disrupt potential rivals, locking in their competitive advantage and preventing



new competitors from entering the insurance market because they cannot attain the same level of
provider price discounts. States such as Michigan have reacted to the lack of robust competition in
health care by barring MFN clauses sought by health plans.

Tying Agreements. 
Many providers require a health plan to contract for all services or facilities as a condition of 
participating in the insurer’s network. For example, a provider might contract for specialized, 
exclusive services, such as organ transplants or trauma care, only if the plan contracts for the full range
of the provider’s other services. Another form of tying is when a health plan must contract with all
hospitals that are part of a single system. Tying agreements are subject to state and federal oversight,
including antitrust actions, but this has largely been an under-policed area of enforcement. 

Advantages
Prohibiting anti-competitive contracting practices between health plans and providers may encourage
price competition and, in some cases, new market entry. While some contract-
ing provisions can prompt antitrust scrutiny, the antitrust remedies
are cumbersome relative to state legislative action to prohibit these
anticompetitive contract provisions outright. Prohibitions on anti-
tiering and tying agreements can be critical to health plan develop-
ment of benefit designs with narrow-provider and tiered-provider
networks. A number of states have been quite active in limiting 
anticompetitive contracting practices. 

Disadvantages
In more competitive markets, outright bans on MFNs might inter-
fere with competitive forces by restricting the ability of providers to offer insurers dis-
counted prices. Policymakers may be hesitant to ban contract provisions, since their potential impact
depends on the competitive context and can change over time.  

(Sources for this policy option are located on page 51)

Policy Option D: Harmonizing Network-Adequacy Requirements
with Development of Limited-Provider Networks 
Many states have laws to make sure insured consumers have adequate access to covered services. And,
some states have laws that prohibit health plans from excluding certain practitioners from provider
networks. While designed to protect consumers and practitioners, both types of laws can hamper
health plan efforts to exclude providers with practice patterns outside of the mainstream or to develop
limited-provider networks.

Network-Adequacy Requirements. 
Most states require health plans to meet certain standards — known as network-adequacy require-
ments — to ensure enrollees have timely and reasonable access to providers and needed services. For
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example, state regulators may require plans to demonstrate that enrollees are within a minimum dis-
tance or a minimum travel time from hospitals, physicians, and other providers. Plans also may need
to demonstrate minimum provider-enrollee ratios or compliance with minimum appointment waiting
times.

State standards for network adequacy vary greatly. Some states require health plan provider networks
to meet standards set by accreditation organizations, such as URAC, formerly the Utilization Review
Accreditation Commission, or the National Committee for Quality Assurance. Other states have 
numeric network standards, or they use more subjective standards of “reasonableness,” which increase
flexibility but create ambiguity. Additionally, some state standards apply only to commercial HMO
products, while others include PPOs, potentially contributing to consumer confusion and health plan
operational challenges. 

As part of the ACA, qualified health plans in the federal and state insurance exchanges must meet 
network-adequacy standards. Requirements by states for plans outside of exchanges and for Medicaid
and Medicare Advantage plans may differ. Plans with very narrow networks draw concern that 
consumers will be unable to access care at the lower, in-network level of out-of-pocket costs. A key
role for public policy is to ensure that health plans provide transparent and accurate information to
consumers about which providers participate in each health plan network. Provider networks, 
however, are dynamic and keeping consumers updated can be challenging. 

Any-Willing-Provider Laws (AWPs). 
Under AWP laws, plans must include in their networks any provider meeting plan terms and 

conditions. Historically, AWP laws have served more to protect providers (by including
chiropractors and other specific classes of providers in plan networks) than
consumers. 

Overly broad network-adequacy and AWP laws can limit plans’ ability to
trade greater patient volume for price concessions from providers. States will
need to balance competing goals of protecting consumers and practitioners
and enabling health plans to form limited-provider networks. 

Advantages 
Ensuring network-adequacy standards are not overly restrictive can promote
price competition by enhancing plans’ ability to bargain with providers over
network inclusion to obtain lower prices and, in turn, offer lower premiums
to consumers. The presence of AWP interferes with insurers’ ability to 
obtain lower prices and to steer enrollees toward higher-value providers.
Plans are increasingly using broader measures of price, such as spending per
episode, and measures of quality to shape networks so overly restrictive 

network adequacy can interfere with such initiatives. Overly restrictive standards also could preclude
insurance networks built around large delivery systems.   
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Disadvantages 
When networks are not adequate, this can interfere with patient access and saddle patients with larger
than expected financial burdens. Although the problem may be transitional, health plans have been
accused of failing to provide timely and accurate network information to both those considering 
enrolling and existing enrollees. Regulatory attention may be needed to resolve these transparency 
issues more quickly than if left to the health plans. 

(Sources for this policy option are located on page 51)

Policy Option E: Active Purchasing by Public Payers
Public entities play a role in negotiating with or selecting health plans for a large number of people,
including federal, state and municipal employees and participants in state health insurance exchanges.
Sometimes public purchasers are proactive in pushing innovations that can benefit taxpayers and 
employees. In some cases, these innovations can impact health care delivery and payment more
broadly, for example, by increasing price competition, so that other purchasers and consumers might
benefit. For example, the California Public Employees Retirement System, which provides health 
insurance for 1.4 million California state and public agency employees, retirees, and dependents, has
responded to provider pricing power by experimenting with reference pricing, which caps payment
for certain services for in-network providers.  

Public purchasers also can encourage health plan competition by limiting the number of plans offered
to workers in hopes of stimulating price competition among insurers to gain access to a large 
customer base. State-based health insurance exchanges are another example of how states can 
promote health plan competition. Under the ACA, a state exchange can opt for a clearinghouse or
open-market model that allows all health plans meeting minimum requirements to participate. 

Alternatively, states can create an exchange using an active-purchaser model that relies on selective
contracting and price negotiation with health plans with a goal of offering consumers higher-quality
coverage and more affordable premiums. Selective contracting also may affect provider pricing 
because fewer plans on the exchange may give health plans more clout in negotiations with providers
over prices. Likewise, states could combat insurer market power by requiring state employees to 
purchase coverage through exchanges, which would increase the exchanges’ market share and clout
when negotiating with health plans. 

A key health plan tool to counter provider market power and keep costs down is the development of
narrow- and tiered-provider networks. States could require health plans to offer a limited-network
product to ensure lower cost coverage is available. Massachusetts, for example, requires health plans
with at least 5,000 enrollees in the nongroup and small-group health insurance markets to offer either
a narrow- or tiered-network plan with a base premium that is at least 14 percent lower than the 
premium for a similar plan with a broader provider network.

Addressing Pricing Power in Health Care Markets36



Advantages 
Public employers and insurance exchanges that operate as active purchasers can use market forces to
foster competition among insurers and providers on both cost and quality. If health plans are con-
cerned about losing market share, they may try to negotiate better deals with providers that may be
motivated to accept lower payment rates in return for increased patient volume. 

Disadvantages 
There is evidence that less competition in insurance markets increases premiums at least modestly. In
such markets, the largest insurers are likely to be an insurer that the payer or state exchange needs to
ensure adequate enrollee access to a broad range of health care services and geographic areas. Regard-
less, there is evidence that even if insurance market concentration leads to lower provider prices, a
dominant plan may only demand lower prices to the extent that they get a better price than compet-
ing health plans. 

(Sources for this policy option are located on page 53)

Policy Option F: Improved Antitrust Enforcement 

1.  Scrutiny of Hospitals and Insurers with Market Power and the Foreclosure of 
Markets to New Entrants

Federal antitrust scrutiny in the health sector has increased in recent years, as noted previously, and
will likely remain a policy priority for federal and state antitrust enforcers. However, many local 
geographic markets are highly concentrated, with either a dominant hospital system or a small num-
ber of competitors with individual pricing power. Consequently, antitrust policy should also consider
actions to constrain the exercise of pricing power where providers have achieved monopoly power. 

Aside from anti-steering and MFN provisions explained in Policy Option C, hospitals with market
power can engage in practices that stifle market entry or constrain the market share of current 
competitors. Such practices enable hospitals with significant market power to limit price competition. 

One such practice by hospitals with market power is to bundle services where they have greater 
market power with services where they have relatively less market power. This practice, known as 
tying, is designed by the monopolist hospital to reduce competition more broadly. Through exclusive
tying arrangements, monopolist providers can extend their market power and limit entry into health
care markets by competitors. Such illegal tying can be challenged under the Sherman Act and Clayton
Act, and tying enforcement actions could be effective in curtailing the dominance of hospitals with
monopoly power.

Advantages 
Scrutiny of dominant hospitals’ behavior focuses regulatory attention on those geographic areas
where harm to consumers is the most likely and where increasing competition is most crucial. In 
response to concerns raised by antitrust authorities about MFN clauses, insurers in some areas, such as
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North Carolina, have dropped MFN clauses in their contracts with hospitals and other providers. It
also targets dominant providers whose practices have the greatest potential to impose anticompetitive
harm. 

Disadvantages 
Antitrust enforcement targeting anticompetitive conduct is costly because the legal standards are 
difficult to specify and prove empirically. There is little empirical work to support how and when 
certain agreements, such as exclusive agreements, may foreclose entry by potential competitors, and
the legal standards are imprecise. This remains an underexplored area, both empirically and legally. 

2.  Active Review of Vertical Mergers
Vertical integration involves agreements between entities at different stages of the health care delivery
process, including hospitals, physician practices, providers of ancillary services, and insurers. Many
hospital systems, including those with market power, have acquired other providers and have 
articulated a conceptually compelling argument that vertical integration generates efficiencies. First,
vertical integration can lower transaction costs between entities, such as improving monitoring, 
increasing care coordination, decreasing fragmentation, and reducing medical errors. Merging 
organizations may also achieve some efficiencies by implementing new information systems, institut-
ing new compensation models, reducing medical errors, eliminating redundant services, and reducing 
fragmentation. 

Accountable care organizations are a specific form of vertically integrated health care payment and 
delivery established under the ACA. Designed for the Medicare fee-for-service population, some
ACOs also operate in the private insurance market. For both, the payment method usually contains
incentives for the ACO to hold down spending growth. 

For example, under the Medicare shared savings model, ACOs are penalized if their expenditures
grow faster than an established benchmark. From the ACO’s perspective, provider price increases
would make lower growth in expenditures more difficult to achieve. Since ACOs do not negotiate
rates with Medicare, the main concern is the added market power these organizations will have in 
negotiations with private health plans. There are also concerns about an ACO locking up a high share
of the providers, making it difficult for rival ACOs to form. These concerns are heightened where
ventures are exclusive and providers, for example, physicians, are restricted from dealing with payers
or ACOs.

The trend of hospitals and physicians jointly establishing ACOs is expected to continue, and ACO
formation, encouraged by the ACA, carries with it the risk that health care markets will consolidate
further. As the paper by Goldsmith et al. that was commissioned by the study panel noted, there is
virtually no evidence at this time that vertical mergers and consolidation produces any material 
efficiencies. Moreover, some have expressed skepticism that hospital-led ACOs will invest the same 
effort as other ACOs to lower costly utilization, such as emergency department visits or inpatient
readmissions, if payment, for example, is based on volume. In fact, there is good reason to suspect
that physician-based ACOs are likely to direct their hospital referral patterns toward lower-price 
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hospitals and thus are more likely to achieve savings than hospital-based
ACOs. Physician-based ACOs might therefore exert market pressures on
high-cost hospitals to reduce prices.” If physician-lead ACOs are able to
lower costs, this should translate to lower prices, even under standard 
models of monopoly pricing, assuming all other conditions are held equal. 

There are, however, a number of anticompetitive consequences that might
follow when a dominant hospital or insurer vertically integrates with other
providers. Vertical integration can capture and direct patient flow and 
referrals. For example, a hospital with market power might instruct the
physicians it acquires to direct their patients to that hospital, even if it 
provides lower-quality or higher-cost care. Vertical integration can accord-
ingly secure revenue and market share for a dominant system, which in turn
can foreclose markets to entrants or other competitors. In short, ACO 
formation through vertical mergers might achieve efficiencies, but they also
might introduce inefficiencies and strengthen the position of providers with
market power. 

Advantages 
Vertical mergers potentially can create integrated entities comprised of 
hospitals and multispecialty physicians groups capable of providing a full
continuum of care. Antitrust review can help sort out proposed integration
that is designed to achieve efficiencies from integration that could lead to

greater exercise of market power. Communications by the antitrust enforcement agencies are 
important to educate providers on how to integrate legitimately within the boundaries of antitrust
law. Advisory opinions, follow-up letters, statements, and reports permit the agencies to apply the
most up-to-date evidence on efficiencies related to financial integration, clinical integration, the role
of exclusivity and market shares, and likely competitive effects.

Disadvantages 
While most vertical arrangements can be reviewed prior to merger, more lenient criteria sometimes
apply to ACOs. Greater effort is needed to monitor integrated entities after the fact, and if market
power concerns are raised, it is more difficult and costly for the integrated entities to address them.
Much of the evidence on quality and efficiency gains is elusive, particularly for newer integration
arrangements, making their potential difficult to assess beforehand. 

Moreover, existing empirical studies do not provide sufficient guidance to sort out which clinical and
administrative components are necessary to achieve efficiencies — what degree of care monitoring,
decision support through health information technology, dissemination of clinical protocols, etc. De-
spite missing evidence on the best approach to achieving efficiencies, the agencies must make judg-
ments about transactions and whether to challenge them, either before the fact or later when efficien-
cies do not emerge and higher prices result. 
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3.  Conduct Remedies and Post-Merger Monitoring
One option for supervising hospitals with market power or entities that seek to merge is to impose
conduct remedies. Such restrictions might include, for example, creating firewalls that prevent the dis-
semination of information within the newly created entity; requirements to maintain existing health
plan contracts and, for future contracts, to negotiate in good faith with health plans or become sub-
ject to binding arbitration; prohibitions on most-favored-nation provisions and anti-tiering and anti-
steering provisions in contracts with health plans; prohibitions on hospital-based billing of physicians;
maintenance of an open medical staff; and limits on the expansion of services and further acquisitions.
The conditions imposed are case-specific and designed to limit the ability of
the affected providers to use their market power in various ways
that reflect local conditions. Such arrangements can include some
form of periodic reporting by the private party and are typically
time limited.

Conduct remedies are often implemented through consent decrees
that follow an antitrust enforcement action. For example, conduct
remedies might be part of a negotiated settlement to a challenged
merger, where entities are permitted to merge but must adhere to
certain restrictions on their future pricing or market behavior. 
Conduct remedies may also follow a suit against a monopolist, such
as the Department of Justice’s suit against Blue Cross Blue Shield
of Michigan, where the insurer stopped certain contracting practices and 
other anticompetitive conduct. 

In the 1990s, several state legislatures used a regulatory mechanism
called a Certificate of Public Advantage (COPA) that is similar to
conduct remedies in a consent decree. A COPA allows hospitals or
other providers to merge or enter into collaborative agreements on
the condition of significant state oversight of the new entity, includ-
ing limits on contracting, employment, and prices. Similar to 
consent orders signed to settle an antitrust investigation, COPAs
also can be a way for a state to encourage consolidation through its
health planning agencies, guided by a statutory reporting process.
COPAs can shield parties not just from state enforcement but also
federal antitrust laws under the doctrine of state action immunity
when there is a “clearly articulated and affirmatively expressed state
policy to displace competition” and when such agreements are 
actively supervised by the state. 

With Asheville, N.C., for example, the theory was that high costs
kept health care services out of rural areas while antitrust laws prevented a merger of hospital 
competitors that would allow providers to mitigate costs and increase access to services in rural areas.
State health planners encouraged a merger because it was believed that the state oversight that 
followed would impose price discipline on services in lieu of market competition. 
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New York recently passed a COPA law that will extend the state’s antitrust immunity to Nassau
Health Care Corp. to collaborate with other health care providers to achieve improvements in clinical
outcomes, to share services with the goal of reduced procurement costs and back-office functions,
and, finally, to jointly negotiate reimbursement rates with commercial payers. States, such as 
Pennsylvania and Massachusetts, have entered into consent decrees that were not COPAs but 
involved significant oversight of the merging entity’s contracting and pricing practices. 

Advantages
Mergers that might otherwise be blocked entirely can go forward with consent decrees, allowing
providers more freedom to pursue creative integration models while mitigating any likely anticompet-
itive harm. In some cases, conduct remedies allow providers to preserve the full range of hospital 
services in geographic proximity to the communities traditionally served by those facilities. Conduct
remedies can be entered into with limited judicial oversight since the role of the courts can be limited
to specific requirements, such as ensuring that negotiations were adversarial and obligations imposed
on the parties were consistent with the public interest broadly, allowing either side to strike a deal
quickly when the cost of litigation is too high or too uncertain.  

COPAs also may provide an advantage to safety-net facilities that otherwise
would have little to offer in terms of potential partnership. State antitrust
immunity may ensure that these entities grow and that they realize some,
even if not all, of the benefits of competition through savings, improving 
utilization of hospital resources, and avoiding duplication of hospital 
resources. 

Disadvantages
It is difficult to anticipate and prohibit in a consent degree all the ways a
provider might exercise market power and raise prices. For example, the 
entity may avoid price or margin limits in one market by instead imposing
price increases in a related but unregulated, market. As a result, the protec-
tions for payers — both consumers and insurers — may be limited. Though
the state is required to actively supervise the resulting entity, state oversight
often relies on self-reporting by the new entity. Neither courts nor other
agencies are well-equipped to assess the competitive behavior of health care
providers or to evaluate the competitive consequences of mergers. At the
same time, it is easy for such agreements, whether consent decrees or CO-
PAs, to become politicized in a way that forces the executive branch to fight
a constant rear guard battle for the duration of the agreements. 

Regulators seeking to craft a COPA or any other conduct remedy can only
guess at what the health care market would look like “but for” the proposed
merger. Finally, conduct remedies are not a substitute for aggressive efforts
to prevent mergers; private parties are significantly more likely to agree to a
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COPA or other form of consent decree if the state or federal government has a broad theory of what
constitutes a transaction that unfairly restrains competition.

(Sources for this policy option are located on page 53)

Policy Option G: Additional Public Oversight 
and Review
Policymakers can lose sight of the cumulative effect of marketplace changes and how market changes
relate to one another. An independent commission or board charged with monitoring merger 
transactions, competition, and overall health care spending could be used to raise public awareness
about price and quality changes across health care segments. Such an oversight process can establish
the basis for additional policy remedies if voluntary compliance with spending targets is not achieved.  

Public monitoring may be viewed as a middle ground between policies aimed at preserving market
competition and policies that rely on direct government intervention. By reinforcing awareness of
provider and insurer consolidation and rising health expenditures, public monitoring could assist
health care purchasers, payers, and policymakers by providing guidance for the development of 
proposed market-based or regulatory interventions.  

One example of public monitoring is the Massachusetts Health Policy Commission (HPC) a quasi-
independent entity within the executive branch charged with establishing the annual health care cost
growth benchmark and monitoring progress through annual cost trend hearings. Intended as a 
cost-containment measure, the HPC combines exhortation with regulatory threat. As part of its
work, the HPC is required to identify dominant providers that charge comparatively high prices and
that have relatively high costs. The Commission also has the power to compel health care entities that
exceed the cost growth benchmark to file and implement performance improvement plans and may
fine entities that fail to implement them. 

With regard to market consolidation, providers must submit proposed transactions to the 
Commission for review of health care market and expenditure impact. Although the Commission 
cannot block a proposed merger or acquisition, it has the capacity to analyze such transactions and
can, based on its findings, recommend further action to the state attorney general. Finally, the HPC
has certain regulatory authority over ACOs and also distributes grant funding for targeted initiatives
aimed at delivery system reform.  

Massachusetts provides just one example of a commission structure. Clearly, there are many possible
ways to structure a public monitoring board and assign its role and authorities. Such monitoring
would be informed by, but separate from, existing agency activities, such as antitrust scrutiny or 
oversight of premiums by state departments of insurance. With the increasing availability of public
and private claims data across a broad range of providers and payers, monitoring has become a more
viable state strategy.
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Advantages 
An independent commission should be less vulnerable to political pressures
than other state agencies with formal authority to intervene in the market;
this appears to be the case even where such a commission has significant 
analytical capacity and can influence plan-provider negotiations. The powers
and authority of a commission can be tailored to fit the political culture and
the priorities of the particular states considering such an option.

Disadvantages
While an independent commission may serve a different function, its 

activities may overlap with operations of other state agencies, potentially creating diffusion of
responsibility and possibly conflicting policy positions on specific matters that arise. Moreover, the
commission’s influence is only as great as the authority it has been assigned. Without credible 
intervention tools, its impact may be limited. Yet, its presence might serve to preempt consideration
of other, possibly more definitive, approaches. 

(Sources for this policy option are located on page 55)

Policy Option H: Regulating Premium Increases Through
Strengthened Rate Review
In markets with little insurance competition, review of insurers’ rate increases may give health plans
greater negotiating leverage and increase pressure on downstream provider payment rates. Under the
ACA, insurers must publicly disclose and justify rate increases of 10 percent or more for non-
grandfathered plans in the non-group and small-group markets. States that have an effective rate 
review process in place, as defined by federal regulations, have the authority to review rate increases

over 10 percent; for states that lack the authority and/or infrastructure to do so, the
U.S. Department of Health and Human Services (HHS) will conduct rate
reviews. But HHS reviews are nonbinding, and only states have the 
authority to reduce rates.

States could provide their insurance departments with greater authority to
review and limit requested premium increases. However, not all state rate-
review processes are created equal. States that have statutory authority to
approve or disapprove rates before they are implemented (prior approval 
authority) are better positioned to negotiate reductions in rates than states
that use retrospective authority (file and use regulation). File and use 
regulation often requires only a certification that states meet certain stan-
dards and often relies on consumer complaints to identify a problem. 
Currently, some states may be able to issue a determination that a proposed
rate increase is unreasonable but cannot block it since the insurer does not
actually need permission to raise rates. In states without the authority to
deny excessive rate increases, health plans can raise rates as much as they did
before the ACA was enacted.
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In addition, states typically have a standard that guides the review and approval of rates. Most states
use subjective standards, barring rate increases that are “excessive, inadequate, or unfairly discrimina-
tory.” Only a minority of states requires plans to keep rate increases under a prescribed level. Further-
more, state laws may have limited reach. Some states may exempt some plans from rate review. For
example, Pennsylvania exempts for-profit plans, Maine’s rates are deemed approved if they meet 
medical loss ratio standards, and South Carolina allows the formation of out-of-state “trusts” that 
allow many plans to bypass rate review altogether.

Strengthened rate review could potentially take several forms. States could provide their insurance 
departments with expanded authority to review and limit premium increases in tandem with standard-
ized review of requested provider price increases. Rhode Island, for example, has expanded the 
insurance department’s rate-review authority to include limits on annual price increases for inpatient
and outpatient services. States also could regulate the growth of premiums through expenditure
growth targets or soft caps. The impact of this effort on prices is evolving. 

Advantages
Regulating premiums may give insurers leverage to resist provider price demands that they would
otherwise accept and pass on to purchasers and enrollees. It could also benefit consumers by 
constraining plan margins and lead to greater public discourse over premiums and greater transparen-
cy over rate setting methods and insurer justifications for proposed increases.

Disadvantages 
Insurers may respond to premium rate regulation by exiting the market. Since insurer margins tend to
be low, without regulation of downstream provider payment rates, the potential for significant savings
from premium regulation is limited. Although there is anecdotal evidence, for example, from 
Massachusetts, that regulatory pressure on premiums can lead to lower
provider rates, it is unclear whether this approach can be a successful 
long-term strategy. 

Leverage by some providers might actually exacerbate pricing 
differentials across providers. As price increases are permitted for
the more powerful provider systems, the rest of the providers
would be left to absorb the overall pricing pressure from limits on
premium increases. This could increase pricing disparities between
have and have-not providers. Finally, state insurance departments
have an obligation to monitor plan solvency as well as focus on 
premium reduction. Once they are actively engaged, state insurance
departments can become subject to political pressures that distort
the appropriate “actuarially sound” standard. 

(Sources for this policy option are located on page 55)
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Policy Option I: Limiting Out-of-Network Provider Charges
An alternative to directly regulating prices is restricting out-of-network provider

charges. Physicians, hospitals, and other providers that do not contract with
health plans typically bill patients for the full charges of treatment. Depend-
ing on their coverage, patients can be responsible for paying the full amount
charged if their plan does not cover any out-of-network services, or if they
have a plan that covers out-of-network services, they will have to pay any
difference between their health plans’ allowed amounts for out-of-network
care and the providers’ full charges. Known as balance billing, the practice
leaves consumers at risk of paying significant out-of-pocket costs. A survey
comparing charges billed by out-of-network providers to Medicare fees
found that plan members were routinely billed 10 to 20 times Medicare
rates for out-of-network care. 

Limits on balance billing prevent the use of provider market power. Restrictions may be as narrow as
prohibiting additional charges for specific services, such as emergency care or other situations where
consumers have no ability to choose providers, such as an assistant surgeon or an anesthesiologist. 

Alternatively, policymakers might, as the Medicare Advantage program does, generally limit out-of-
network rates to a benchmark rate, such as a percentage of the Medicare rate. Such limits would not
only protect consumers but would also bolster health plans’ ability to negotiate lower payment rates
with hospitals and physicians. 

Advantages
Limiting out-of-network provider charges would protect consumers from significant out-of-pocket
costs, especially when there is no advance notice that a provider is out of network or where circum-
stances do not allow consumers to pursue in-network alternatives. It also helps consumers accurately
assess health plan costs. While the ACA establishes minimal actuarial value for plans sold on 
exchanges, the value of the plan does not include out-of-network care. Limits on charges would also
give insurers more bargaining leverage when negotiating in concentrated provider markets since 
out-of-network care would be less lucrative. This could be seen as a relatively moderate regulatory 
approach compared to setting or limiting overall payment rates.    

Disadvantages 
Such limits create a disincentive for plan members to stay in network, when other reforms to the
health system are intended to create more price-sensitive consumers. Such limits also remove the 
economic rewards for providing higher-quality care. 

(Sources for this policy option are located on page 56)
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Policy Option J: Setting Upper Limits on Permissible, Negotiated
Provider Payment Rates
Across the country, physicians and hospitals negotiate payment rates that are, on average, significantly
higher than Medicare rates. Moreover, there is significant inter-market and intra-market variation in
those rates. One approach to limiting this variation is to address the highest price providers. For 
example, policymakers could impose a ceiling on the payment rates negotiated by a health plan and a
provider, using Medicare as a benchmark. An upper limit on negotiated prices could be set, for 
example, at 200 percent or 250 percent of Medicare. The ceiling would apply to all payers, whether
individuals who self-pay or insurers. An upper limit on what hospitals and physicians can charge gives
insurers important leverage during negotiations, especially when bargaining with dominant providers. 

Though an upper limit on provider rates is a form of rate setting, it is intended to focus on the price
outliers, not all providers. In applying an upper-payment limit, states could choose a ceiling that takes
into account the particular attributes of their local health care markets. If the ceiling were set too
high, there would be little impact on health care prices and outliers would remain unaffected. If it is
set too low and does not cover providers’ reasonable costs, it would jeopardize providers’ financial
stability and potentially lead to lower quality of care. To implement upper-payment limits, states
would need reliable and accurate payment and cost data. 

Advantages 
Setting an upper-payment limit targets providers that can exercise the greatest market power. It may
prod providers to hold down operating costs and even decrease barriers to entry for new health plans,
such as ones started by regional physician groups or local cooperatives. Though an interventionist 
approach, placing an upper limit on provider rates does not require as complex an administrative 
apparatus as all-payer rate setting or other price-setting approaches. To the extent that upper limits are
decided by commissioners or other public officials, there is some measure of accountability. 

Disadvantages 
This policy option may not be compatible with or may at the least be difficult to reconcile with 
delivery systems that are based on bundled or capitated payments, which are seen as a way to 
stimulate integrated and value-based health care systems. This diversity of payment models could
make upper limits hard to administer. Like any kind of regulatory price-setting approach, there is the
risk that interfering with market winners and losers may prevent providers from having the resources
or incentives to adopt new technology, produce societal goods, or provide higher-quality medical 
procedures. Providers also may not have sufficient capital for new technology or revenue to support
teaching and research missions. 

(Sources for this policy option are located on page 56)

Addressing Pricing Power in Health Care Markets46



Policy Option K: Expanding Use of All-Payer and Private-Payer Rate
Setting
Rate setting is the policy instrument most industrialized countries use to address cost control and 
equitable treatment of providers — usually through a form of all-payer rate setting that covers both
hospital and physician services. The most common model for rate setting involves a public agency, 
either in the executive branch or a quasi-independent agency, setting payment rates for providers, 
including payment rates for patients without insurance. Rate setting may include Medicaid, if permit-
ted under state legislation, and Medicare, if a state successfully negotiates a federal waiver. 

During the 1970s and 1980s, seven states enacted some form of hospital rate setting to counter the
inflationary incentives inherent in the then predominant cost-based method of hospital reimburse-
ment. All but two states — Maryland and West Virginia — dropped rate setting as the private 
insurance market moved away from indemnity coverage to  managed care plans with provider 
networks. But some states are reconsidering the approach.

In addition to constraining price growth, rate setting was estab-
lished to address price discrimination, improve hospital financial
stability, ensure adequate and equitable funding for uncompensated
care, and improve access to and quality of care for different 
communities. Since hospitals are encouraged to serve all patients in
need of medical care regardless of their ability to pay, rate setting
ensures that all hospitals participate in funding medical care for 
indigents as well as other programs aimed at providing a social 
benefit (medical education, disaster training, addressing population
health needs) in a manner that is spread across all payers. 

There are different rate setting regimes. One version — the policy
originally adopted by Maryland and in effect for over three decades
— was to have all hospitals bill approved payment rates for service
specific and departmental units. Aggregate payments to hospitals
were capped by an average per case rate based on a version of 

diagnosis-related groups that categorizes patients based on clinically similar conditions, severity of 
illness and mortality risk — all of which are intended to be a proxy for resource use. Similar caps 
applied to outpatient facilities. The payment formula also penalized excess volume growth. A different
payment regime relying on global budgets was applied to rural hospitals. 

It is worth noting that Maryland’s new five-year Medicare demonstration that began in 2014 uses an
updated version of rate setting to undertake comprehensive coordinated care across different settings;
its new focus on population health is based at least initially on global budgets that limit total hospital
spending growth per capita to state GDP growth. Under the new approach, Maryland can allow 
risk-based payment, including the development of ACOs.
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Another approach — the policy adopted by West Virginia — applies only to non-governmental payers
and imposes annual revenue limits based on the average charge per discharge and inflation; higher
rate increases are based on a hospital’s ranking against its peers on costs and charges. There are no 
restrictions on payment methods, but all contract language is reviewed and there is a floor on 
payments based on costs; approval is required for new services and excess revenue must be returned
before the next year’s update is approved. The same authority that sets parameters for rates also grants
certificates of need required for new facilities. 

Several studies have examined the impact of rate setting on cost growth and on hospital quality. These
studies suggest that rate setting contained costs during a time when selective contracting was not the
norm or not permitted but that in the absence of competition may lead to higher prices. American
Hospital Association data indicate that while the ratio of private payer rates to hospital costs has in-
creased nationally, in Maryland it has been fairly steady since the creation of the rate setting system.
Maryland’s cost per admission dropped relative to other states — from significantly above the national
average to just below the national average (although per capita spending on hospital care in a year was
high because of higher hospitalization rates). Previous studies found mixed results with respect to the
impact of rate setting on patient outcomes and the impact of resource constraints on patient health. 

Advantages
In a market where there is no or little competition among hospitals, rate setting may reduce prices
and control costs, allowing a public debate over community needs for services and what configuration
of hospitals can best meet those needs. Rate setting may reduce hospital competition based on payer
mix and provide additional resources to so-called have-not hospitals that serve low-income and 
uninsured individuals. In communities where there are disparities of wealth, ensuring a more 
equitable distribution of resources among hospitals, clinics, and other providers can improve access to
health care and health outcomes, particularly for individuals who may not have the purchasing power
to ensure adequate care. Rate setting also can increase transparency in the health care system by 
providing extensive and timely data. 

Disadvantages
The cost of operating a rate setting system and collecting provider information can be substantial and
the effectiveness of such a system without the inclusion of Medicare and Medicaid is likely to be limit-
ed at best, in part because a system with just private payers does little to increase the market leverage
of public safety-net hospitals. Moreover, rate setting in one sector, such as hospitals, may create 
incentives for providers to shift care to sites where rate setting is not in effect, transforming care in
ways that do not reflect improved efficiency or quality. There also is risk that interfering with market
winners and losers may prevent providers from having the resources or incentive to adopt new tech-
nology, produce societal goods, or provide higher-quality medical procedures. However, it may be
difficult for states to set up a rate setting system that includes Medicare and Medicaid. Waivers are
needed that shift significant power to federal authorities and inclusion would mean higher Medicaid
costs for most states.

(Sources for this policy option are located on page 56)

Addressing Pricing Power in Health Care Markets48



Bibliography
Policy Option A: Encouraging Market Entry of Competitors (page 29).

American Telemedicine Association. 2014 Telemedicine Policy Priorities. 2014. Available at
http://www.americantelemed.org/docs/default-source/policy/ata-federal-policy-priorities.pdf?sfvrsn=36

American Telemedicine Association. Medical Licensure and Practice Requirements. June 2011.Available at
http://www.americantelemed.org/docs/default-source/policy/ata-policy-on-state-medical-licensure-and-practice-
requirements.pdf?sfvrsn=10. 

Collins, Stacy. Strategies for Strengthening Health Care Social Work in the Health Reform Era. Washington, DC:
National Association of Social Workers, 2013. Available at http://www.socialworkers.org/assets/secured/docu-
ments/practice/health/strengtheninghealthcar esocialwork.pdf

Federal Trade Commission. Competition and the Regulation of Advanced Practice Nurses. March 2014. Available at
http://www.ftc.gov/system/files/documents/reports/policy-perspectives-competition-regulation-advanced-practice-
nurses/140307aprnpolicypaper.pdf

Schiff, Maria. The Role of Nurse Practitioners in Meeting Increasing Demands for Primary Care. Washington, DC:
National Governors Association, 2012. Available at 
http://www.nga.org/cms/home/nga-center-for-best-practices/center-publications/page-health-publications/col2-
content/main-content-list/the-role-of-nurse-practitioners.html

Spetz, Joanne, et al. “Scope-Of-Practice Laws For Nurse Practitioners Limit Cost Savings That Can Be Achieved In
Retail Clinics.” Health Affairs 32, no. 11 (2013): 1977-1984. Available at
http://content.healthaffairs.org/content/32/11/1977.full.html

Policy Option B: Greater Transparency (page 31).
Albaek, Svend, Peter Mollgaard, and Per B. Overgaard. “Government Assisted Oligopoly Coordination? A Concrete
Example.” Journal of Industrial Economics 45 no. 4 (1997): 429-443. Available at
http://onlinelibrary.wiley.com/doi/10.1111/1467-6451.00057/abstract

All-Payer Claims Database Council. The Basics of All-Payer Claims Database: A Primer for States. January 2014.
Available at http://apcdcouncil.org/sites/apcdcouncil.org/files/The%20Basics%20of%20All-
Payer%20Claims%20Databases.pdf

Austin, D. Andrew and Jane G. Gravelle. CRS Report for Congress: Does Price Transparency Effect Market Efficiency?
Implications of Empirical Evidence in Other Markets for the Healthcare Sector. Washington, DC: Congressional
Research Service, 2007. Available at http://www.fas.org/sgp/crs/secrecy/RL34101.pdf

Brookings Institution. Bending the Cost Curve Patient-Centered Health Care Reform: A Framework for Improving Care
and Slowing Health Care Cost Growth, 2013. Available at
http://www.brookings.edu/research/reports/2013/04/person-centered-health-care-reform

Brown, Jeffrey R. and Austan Goolsbee. “Does the Internet Make Markets More Competitive? Evidence from the Life
Insurance Industry.” Journal of Political Economy 110 (2002): 481–507. Available at
http://www.nber.org/papers/w7996

Brynjolfsson, Erik and Michael Smith. “Frictionless Commerce? A Comparison of Internet and Conventional
Retailers.” Management Science 46 (2000): 563–585. Available at http://www.heinz.cmu.edu/~mds/papers/fc/

Catalyst for Payment Reform. Price Transparency: An Essential Building Block for a High-Value, Sustainable Health
Care System. 2000. Available at
http://www.catalyzepaymentreform.org/images/documents/CPR_Action_Brief_Price_Transparency.pdf

Catalyst for Payment Reform and the Health Care Incentives Improvement Institute. Report Card on State Price
Transparency Laws. March 2014. Available at 
http://www.hci3.org/content/report-card-state-price-transparency-laws-2014

National Academy of Social Insurance (NASI)   49



Chapter 224 of the Acts of 2012: An Act Improving the Quality of Health Care and Reducing Costs Through
Increased Transparency, Efficiency, and Innovation. M.G.L. ch.176J, §11. Available at 
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleXXII/Chapter176J/Section11

Chevalier, Judith and Austan Goolsbee. “Measuring Prices and Price Competition Online: Amazon.com and
BarnesandNoble.com.” Quantitative Marketing and Economics 1 no. 2 (2003): 203-222. Available at
http://link.springer.com/article/10.1023%2FA%3A1024634613982

Christie, William G. and Paul H. Schultz. “Policy Watch: Did Nasdaq Market Makers Implicitly Collude?” Journal of
Economic Perspectives 9 no. 3 (1995): 199-208. Available at
https://www.aeaweb.org/articles.php?doi=10.1257/jep.9.3.199

Clay, Karen, Ramayya Krishnan, and Eric Wolff. “Prices and Price Dispersion on the Web: Evidence from the Online
Book Industry.” Journal of Industrial Economics 49 (2001): 521–39. Available at
http://www.nber.org/papers/w8271

Danaher, Peter J., Isaac W. Wilson, and Robert A. Davis. “A Comparison of Online and Offline Consumer Brand
Loyalty.” Marketing Science 22 no. 4 (2003): 461–476. 2003. Available at
http://pubsonline.informs.org/doi/abs/10.1287/mksc.22.4.461.24907?journalCode=mksc

Dave, Dhaval M., and Henry Saffer. “The Impact of Direct-to-Consumer Advertising on Pharmaceutical Prices and
Demand.” NBER Working Paper No. 15969. 2010. Available at http://www.nber.org/papers/w15969

Degeratu, Alexandru M., Arvind Rangaswamy, and Jianan Wu. “Consumer Choice Behavior in Online and Traditional
Supermarkets: The Effects of Brand Name, Price and other Search Attributes.” International Journal of Research in
Marketing 17 no. 1 (2001): 55–78. Available at
http://www.sciencedirect.com/science/article/pii/S0167811600000057

Feldman, Leonard S. et al. “Impact of Providing Fee Data on Laboratory Test Ordering a Controlled Clinical Trial.”
JAMA Intern Med. 173 no. 10 (2013): 903-908. Available at
http://archinte.jamanetwork.com/article.aspx?articleid=1678807

General Accounting Office, Lack of Price Transparency May Hamper Hospitals’ Ability To Be Prudent Purchasers of
Implantable Medical Devices. Washington, DC: 2012. Available at http://www.gao.gov/products/GAO-12-126. 

Hibbard, Judith and Shoshanna Sofaer. Best Practices in Public Reporting No. 1: How to Effectively Present Health Care
Performance Data to Consumers. Rockville, MD: Agency for Healthcare Research and Quality, 2010. Available at
http://archive.ahrq.gov/professionals/quality-patient-safety/quality-
resources/tools/pubrptguide1/pubrptguide1.html

Hibbard, Judith H., et al. “An Experiment Shows That A Well-Designed Report On Costs and Quality Can Help
Consumers Choose High-Value Health Care.” Health Affairs 31 no. 3 (2012): 560-568. Available at 
http://content.healthaffairs.org/content/31/3/560.abstract

Hibbard, Judith H. and Edward C. Weeks. “Consumerism in Healthcare: Prevalence and Perspectives.” Med Care 25
no. 11 (1989): 1019-32.

King, Jaime, Morgan Muir, and Stephanie Alessi. Price Transparency in the Healthcare Market. San Francisco: CA.
University of California San Francisco/University of California Hastings Consortium on Law, Science and Health
Policy. 2013. Available at http://www.ucconsortium.org/portfolio-view/price-transparency/

Leventhal, Howard, Robert Singer, and Susan Jones. “Effects of Fear and Specificity of Recommendation upon
Attitudes and Behaviour.” Journal of Personality and Social Psychology 2 no. 2 (1965): 20–29. Available at
http://www.ncbi.nlm.nih.gov/pubmed/14313839

New Hampshire Insurance Department. Report on Hospital Tiering for the Health First Standard Benefit Design For
Calendar Year 2011. 2010. Available at http://www.apcdshowcase.org/node/23

Addressing Pricing Power in Health Care Markets50



Pan, Xing, Brian T. Ratchford, and Venkatesh Shankar. “The Evolution of Price Dispersion in Internet Retail
Markets.”  Advances in Applied Microeconomics 12 (2003): 85-105. Available at
http://www.emeraldinsight.com/doi/abs/10.1016/S0278-0984(03)12004-4

Peterson, Robert A., Bronnenberg Balusubramanian, Bart J. Sridhar. “Exploring the Implications of the Internet for
Consumer Marketing.” Journal of the Academy of Marketing Science 25 no. 4 (1997): 329-346. Available at
http://link.springer.com/article/10.1177%2F0092070397254005

Robert Wood Johnson Foundation. Lessons Learned in Public Reporting Deciding What to Report. 2011. Available at
http://www.rwjf.org/content/dam/web-assets/2011/04/lessons-learned-in-public-reporting

Robinson, James C., et al. “Variability in Costs Associated with Total Hip and Knee Replacement Implants.” The
Journal of Bone and Joint Surgery 94 no. 18 (2012): 1693-8. Available at
http://www.ncbi.nlm.nih.gov/pubmed/22878562

Sengupta, Anirban and Steven N. Wiggins. “Comparing Price Dispersion on and off the Internet Using Airline
Transaction Data.” Review of Network Economics 11 no. 1 (2012): 1-38. Available at
http://econpapers.repec.org/article/bpjrneart/v_3a11_3ay_3a2012_3ai_3a1_3an_3a4.htm

Weimar, Christian. “Doctors Say Future Of Price Transparency Appears Cloudy.” Physician Exec. 34 no. 1 (2008): 12-
7. Available at http://www.ncbi.nlm.nih.gov/pubmed/18257377

White, Chapin, James D. Reschovsky, and Amelia M. Bond. “Understanding Differences between High-and Low-
Price Hospitals: Implications for Efforts to Rein In Costs.” Health Affairs 33 no. 2 (2014): 324-331. Available at
http://content.healthaffairs.org/content/33/2/324

Policy Option C: Limiting Anti Competitive Health Plan-Provider Contracting Practices
(page 33).
Baker, Jonathan B. and Judith A. Chevalier. “The Competitive Consequences of Most-Favored-Nation Provisions.”
Antitrust Spring 2013. Available at http://digitalcommons.wcl.american.edu/cgi/viewcontent.cgi?article=1280&con-
text=facsch_lawrev

Gal-Or, Esther. “Exclusionary Equilibria in Health-Care Markets.” Journal of Economics & Management Strategy 6 no.
1 (1997): 5-43. Available at http://onlinelibrary.wiley.com/doi/10.1111/j.1430-9134.1997.00005.x/abstract

Gal-Or, Esther. “Mergers and Exclusionary Practices in Health Care Markets.” Journal of Economics & Management
Strategy 8 no. 3 (1999): 315-350. Available online at 
http://onlinelibrary.wiley.com/doi/10.1111/j.1430-9134.1999.00315.x/abstract

Havighurst, Clark C., and Barak Richman. “The Provider-Monopoly Problem in Health Care.” Oregon Law Review,
89 (2011): 847-883. Available at http://scholarship.law.duke.edu/faculty_scholarship/2281

Morton, Fiona Scott. “Contracts that Reference Rivals.” Presented at Georgetown University Law Center’s Antitrust
Seminar, April 5, 2012. Available at http://www.justice.gov/atr/public/speeches/281965.pdf

Salop, Steven C. and Fiona Scott Morton. “Developing an Administrable MFN Enforcement Policy.” Antitrust 27(2):
15-19. 2013. Available at
http://www.crai.com/sites/default/files/publications/Developing_An_Administrable_MFN_Enforcement_Policy_Sal
op_ScottMorton_Antitrust_Spring_2013.pdf

Policy Option D: Harmonizing Network-Adequacy Requirements with Development of
Limited-Provider Networks (page 34).
Bauman, Noam, Manish Chopra, and Jenny Cordina. Winning Strategies for Participating in Narrow-Network
Exchange Offerings. McKinsey & Company. 2013. Available at 
http://healthcare.mckinsey.com/winning-strategies-participating-narrow-network-exchange-offerings. 

Capps, Cory, David Dranove, and Mark Satterthwaite. “Competition and Market Power in the Option Demand
Market.” RAND Journal of Economics 34 no. 4 (2003): 737–763. Available at
https://www.kellogg.northwestern.edu/faculty/satterthwaite/Research/2003-0515%20Final%20for%20RAND.pdf

National Academy of Social Insurance (NASI)   51



Carroll, John. “Narrow Networks’ Broader Vision.” Managed Care, March 2004. Available at 
http://www.managedcaremag.com/archives/0403/0403.narrow_networks.html

Chapter 224 of the Acts of 2012: An Act Improving the Quality of Health Care and Reducing Costs Through
Increased Transparency, Efficiency, and Innovation. M.G.L. ch.176J, §11. Available at 
https://malegislature.gov/Laws/GeneralLaws/PartI/TitleXXII/Chapter176J/Section11

Christianson, Jon, Genna R. Cohen, and Ha T. Hu. Managed Care in California: Cost Concerns Influence Product
Design. HSC Issue Brief. Oakland, CA: California HealthCare Foundation, 2009. Available at
http://www.hschange.org/CONTENT/1110/

Cutler, David M., Mark McClellan, and Joseph P. Newhouse. “How Does Managed Care Do It.” Rand Journal of
Economics 31 no. 3 (2000): 526-548. Available at
http://www.jstor.org/discover/10.2307/2600999?sid=21105645716083&uid=2129&uid=4&uid=2&uid=70&uid=
3739256

DeBrantes, Francois, Suzanne F. Delbanco, and Andrea Caballero. Reference Pricing and Bundled Payments. A Match
to Change Markets. Catalyst for Payment Reform and Health Care Incentives Improvement Institute, 2013. Available
at http://www.catalyzepaymentreform.org/images/documents/matchtochangemarkets.pdf  

Dor, Avi, Siran Koroukian, and Michael Grossman. “Hospital Transaction Prices and Managed-Care Discounting for
Selected Medical Technologies.” American Economic Review 94 no. 2 (2004): 352–357. Available at
https://www.aeaweb.org/articles.php?doi=10.1257/0002828041301786

Dranove, David et al. “Is the Impact of Managed Care on Hospital Prices Decreasing?” Journal of Health Economics
27 no. 2 (2008): 362-76. Available at https://www.aeaweb.org/articles.php?doi=10.1257/0002828041301786

Dranove, David, Mark Shanley, and William D. White. “Price and Concentration in Hospital Markets: The Switch
from Patient to Payer-Driven Competition.” Journal of Law and Economics 36 (1993): 179-204. Available at
http://econpapers.repec.org/article/ucpjlawec/v_3a36_3ay_3a1993_3ai_3a1_3ap_3a179-204.htm

Eggbeer, Bill and Dudley Morris. Narrow, Tailored, Tiered and High Performance Networks: An Emerging Trend.
BDC Advisors, 2013. Available at
https://www.wellcentive.com/downloads/Narrow%20Tailored%20Tiered%20and%20High%20Performance%20Netw
orks.pdf

Lechner, Amanda E., Rebecca Gourevitch, and Paul B. Ginsburg. The Potential of Reference Pricing to Generate Health
Care Savings: Lessons from a California Pioneer. HSC Research Brief No. 30. Washington, DC: Center for Studying
Health System Change, 2013. Available at http://www.hschange.com/CONTENT/1397/

Liu, Hau. Closing the Gap: Reducing Price Variance in Health Care with Reference-Based Pricing. Castlight Health
White Paper. 2013. Available at http://content.castlighthealth.com/rs/castlighthealth/images/RBP-White-
Paper_July-2012_draft4.pdf

New Hampshire Insurance Department. Report on Hospital Tiering for the HealthFirst Standard Benefit Design For
Calendar Year 2011. Durham, NH: NHID, 2010. Available at http://www.apcdshowcase.org/node/23

Rinn, Christine C. “Tiered Physician Networks: A New Twist on an Old Issue.” American Health Lawyers Association.
2008. Available at http://www.crowell.com/documents/tiered_physician_networks_ahla_rinnpdf.pdf

Robinson, James C. and Brown, Timothy T. “Increases in Consumer Cost Sharing Redirect Patient Volumes and
Reduce Hospital Prices for Orthopedic Surgery.” Health Affairs 32 no. 8 (2013): 1392-1397. Available at
http://content.healthaffairs.org/content/32/8/1392.full.html

Robinson, James C. and Kimberly MacPherson. “Payers Test Reference Pricing and Centers Of Excellence To Steer
Patients To Low-Price and High Quality Providers.” Health Affairs 31 no. 9 (2012): 2028-2036. Available at
http://content.healthaffairs.org/content/31/9/2028.full.html

Addressing Pricing Power in Health Care Markets52



Scanlon, Dennis P., Richard Lindrooth, and Jon Christianson. “Steering Patients to Safer Hospitals? The Effect of a
Tiered Hospital Network on Hospital Admissions.” Health Services Research 43 no. 5 Pt 2 (2008): 1849-68. Available
at http://onlinelibrary.wiley.com/doi/10.1111/j.1475-6773.2008.00889.x/abstract

Sinaiko, Anna. Tiered Provider Networks as a Strategy to Improve Health Care Quality and Efficiency. Washington, DC:
National Institute of Health Care Management Foundation, 2012. Available at
http://www.nihcm.org/component/content/article/121-publications-expert-voices/587-expert-voices-tiered-
provider-networks-as-a-strategy-to-improve-health-care-quality-and-efficiency

Town, Robert and Gregory Vistnes. “Hospital Competition in HMO Networks.” Journal of Health Economics 20
(2001): 733-752. Available at
http://econpapers.repec.org/article/eeejhecon/v_3a20_3ay_3a2001_3ai_3a5_3ap_3a733-753.htm

Wu, Vivian. “Managed Care’s Price Bargaining with Hospitals.” Journal of Health Economics 28 no. 2 (2000): 350-
360. Available at http://www.sciencedirect.com/science/article/pii/S0167629608001859

Policy Option E: Active Purchasing by Public Payers (page 36).
Corlette, Sabrina and Joanne Volk. Active Purchasing for Health Insurance Exchanges: An Analysis of Options.
Washington, DC: National Academy of Social Insurance, 2011. Available at
http://www.nasi.org/research/2011/active-purchasing-health-insurance-exchanges-analysis-option

Dolan, Rachel. State Reforum: State and Partnership Exchange Policy Decisions Chart. Washington, DC: National
Academy of State Health Policy, 2013. Available at: https://www.statereforum.org/exchange-policy-decisions-chart

Goldman, Dana, Michael Chernew, and Anupam Jena. “Health Insurance Exchanges May Be Too Small to Succeed,”
The New York Times, Economix Blog, November 23, 2012. Available at
http://economix.blogs.nytimes.com/2012/11/23/health-insurance-exchanges-may-be-too-small-to-
succeed/?_php=true&_type=blogs&_r=0

Kaiser Family Foundation. “Establishing Health Insurance Marketplaces: An Overview of State Efforts.”  May 2013.
Available at http://kff.org/health-reform/issue-brief/establishing-health-insurance-exchanges-an-overview-of/. 

Kramer, William. “Why Aren’t State Exchanges Embracing Prudent Purchasing Strategies.” Health Affairs Blog.
March 2012. Available at http://healthaffairs.org/blog/2012/03/19/why-arent-state-exchanges-embracing-pru-
dent-purchasing-strategies/

Pear, Robert. “U.S. Set to Sponsor Health Insurance,” The New York Times. October 27, 2012. Available at
http://www.nytimes.com/2012/10/28/health/us-to-sponsor-health-insurance-plans-nationwide.html

Policy Option F: Improved Antitrust Enforcement (page 37).
Baker, Laurence, M. Kate Bundorf, and Daniel P. Kessler, “Vertical Integration: Hospital Ownership of Physician
Practices Is Associated With Higher Prices and Spending.” Health Affairs 33 no. 5 (2014): 756-763. Available at
http://content.healthaffairs.org/content/33/5/756.abstract. 

“Certificate of Public Advantage Between the State of North Carolina and Mission Health.” North Carolina Choice.
Available at http://www.wncchoice.com/files/copa_docs/1995%20COPA.pdf

Certificate of Public Advantage. N.C. Gen. Stat. §9A-131E-192. Available at
http://www.ncga.state.nc.us/EnactedLegislation/Statutes/HTML/ByArticle/Chapter_131E/Article_9A.html

“Certificate of Public Advantage.” Presentation to the House Select Committee on the Certificate of Need Process
and Related Hospital Issues.” Research Division Staff. North Carolina General Assembly, September 2011. Available
at http://www.ncleg.net/documentsites/committees/HSCCONPRHl/09-14-11/COPA%20Presentation%2009-14-
11.pdf  

“Conduct Remedies: A Major Change in the DOJ Merger Cases.” Law 360. October 4, 2012. Available at
http://webcache.googleusercontent.com/search?q=cache:3yVEJxSKAM4J:www.crowell.com/files/Conduct-
Remedies-A-Major-Change-In-DOJ-Merger-Cases.pdf+&cd=1&hl=en&ct=clnk&gl=us&client=safari

National Academy of Social Insurance (NASI)   53



Denniston, Lyle. “Opinion Recap: A Warning about Competition” SCOTUSblog, February 19, 2013. Available at
http://www.scotusblog.com/2013/02/opinion-recap-a-warning-about-competition/

Dranove, David. Federal Antitrust Enforcement in Health Care. Expert Voices in Health Policy. Washington, DC:
National Institute of Health Care Management Foundation, 2014. Available at
http://www.nihcm.org/component/content/article/876

Federal Trade Commission v. Phoebe Putney Health System, Inc., 133 S. Ct. 1003 (2013). Available at
http://www.supremecourt.gov/opinions/12pdf/11-1160_1824.pdf

“Fitch Upgrades Palmetto Health Alliance – South Carolina – to BBB+; Outlook to Stable”. Business Wire, February
23, 2005. Available at http://www.businesswire.com/news/home/20050223005647/en/Fitch-Upgrades-Palmetto-
Health-Alliance—-South-Carolina—#.U0G8E8ZOW01

Galloro, Vince and Joe Carlson. “Ready for a Resurgence,” Modern Healthcare, January 18, 2010. Available at
http://www.modernhealthcare.com/article/20100118/MAGAZINE/100119986

Greaney, Thomas L. “The Affordable Care Act and Competition Policy: Antidote or Placebo.” Oregon Law Review 89
(2011): 811-845. Available at http://papers.ssrn.com/sol3/papers.cfm?abstract_id=1879462

Greaney, Thomas L. Statement to the House, Judiciary Subcomm. on Regulatory Reform, Commercial and Antitrust
Law. The Patient Protection and Affordable Care Act and the Consequent Impact on Competition in Healthcare.
Hearing, September 19, 2013. (Serial No. 113–51). Available at
http://judiciary.house.gov/index.cfm/hearings?ID=9128AFB3-EA64-611C-A6F0-A3C34EF3C4D7

Havighurst, Clark C. and Barak D. Richman. “The Provider-Monopoly Problem in Health Care,” Oregon Law Review,
89 (2011): 847-883. Available at http://scholarship.law.duke.edu/faculty_scholarship/2281

Jepsen, George, Office of Attorney General, State of Connecticut. “Report of Connecticut Attorney General
Concerning Hospital Physician Practice Acquisitions and Hospital-based Facility Fees.” April 2014. Available at
http://www.ct.gov/ag/lib/ag/press_releases/2014/20140416_oag_report_hospitalmdacquisitions_hospitalbased-
facfee.doc200x.pdf

Leibenluft, Robert, Leigh Oliver, and Lauren Battaglia. “CT AG Leads Charge to Increase Transparency of Hospital-
Physician Acquisition and Facility Fees.” Focus on Regulation. April 2014. Available at
http://www.hlregulation.com/2014/04/21/ct-ag-leads-charge-to-increase-transparency-of-hospital-physician-acqui-
sitions-and-facility-fees/

Marciarille, Anne Marie. “Public Hospitals and State Antitrust Immunity: Do They Really Need a Blanket?” Missouri
State of Mind. December 2013. Available at 
http://delong.typepad.com/annmariemarciarille/2013/12/public-hospitals-and-state-antitrust-immunity-do-they-
really-need-a-blanket.html

Meier, Markus. Norman PHO Advisory Opinion. Federal Trade Commission, February 13, 2013. Available at
http://www.ftc.gov/policy/advisory-opinions/norman-physician-hospital-organization

Miller, Joseph. Statement to the House, Judiciary Subcomm. on Regulatory Reform, Commercial and Antitrust Law.
Competition and Consolidation in the U.S. Health Care System. Hearing, September 19, 2013. Available at
http://judiciary.house.gov/index.cfm/hearings?ID=9128AFB3-EA64-611C-A6F0-A3C34EF3C4D7

Minutes, House Select Committee on Certificate of Need Process and Related Hospital Issues, North Carolina
General Assembly. (September 14, 2011). Available at
http://www.ncleg.net/documentsites/committees/HSCCONPRHl/09-14-11/CON%20Minutes%2009-14-11.pdf

Richman, Barak D. Statement to the House, Judiciary Subcomm. on Regulatory Reform, Commercial and Antitrust
Law. The Patient Protection and Affordable Care Act, Consolidation and the Consequent Impact on Competition in
Healthcare, Hearing, September 19, 2013 (Serial No. 113–51). Available at
http://judiciary.house.gov/index.cfm/hearings?ID=9128AFB3-EA64-611C-A6F0-A3C34EF3C4D7

Rubin, Jonathan. “Regulation-Based Antitrust Quasi-Immunity.” American Antitrust Institute. 2005. Available at
http://www.antitrustinstitute.org/files/401.pdf

Addressing Pricing Power in Health Care Markets54



Singer, Toby G.,  Beth Heifetz, and Phillip A. Proger. Antitrust Alert: U.S. Supreme Court Reverses ‘State Action’
Decision, Confirming Narrow Scope of Immunity. Jones Day Publications, February 2013. Available at
http://www.jonesday.com/antitrust-alert—us-supreme-court-reverses-state-action-decision-confirming-narrow-scope-
of-immunity-02-22-2013/

Taylor, Mark. “COPAing with Antitrust Rules.” Modern Healthcare, February 21, 2005. Available at http://con-
nection.ebscohost.com/c/articles/16314880/copaing-antitrust-rules 

Thrope, Jeffrey and J. Mark Waxman. “New York State Adopts First Post-Phoebe Putney Law Extending State
Antitrust Immunity to a Public Hospital — How It Came About and Potentially Provides a Model for Others.”
Foley & Lardner LLP. October 2013. Available at http://www.foley.com/new-york-state-adopts-first-post-phoebe-
putney-law-extending-state-antitrust-immunity-to-a-public-hospital—how-it-came-about-and-potentially-provides-
a-model-for-others-10-28-2013/

U.S. Department of Justice. Antitrust Division Policy Guide to Merger Remedies. 2011. Available at 
http://www.justice.gov/atr/public/guidelines/272350.pdf

U.S. Department of Justice and the Federal Trade Commission. Improving Health Care: A Dose of Competition. July
2004. Available at 
http://www.ftc.gov/sites/default/files/documents/reports/improving-health-care-dose-competition-report-federal-
trade-commission-and-department-justice/040723healthcarerpt.pdf

U.S. Department of Justice and the Federal Trade Commission. Horizontal Merger Guidelines. 2010. Available at
http://www.justice.gov/atr/public/guidelines/hmg-2010.html

Vistnes, Gregory. “An Economic Analysis of the Certificate of Public Advantage (COPA) Agreement between the
State of North Carolina and Mission Health.” February 2011. Available at
http://www.ncdhhs.gov/dhsr/ncmcc/pdf/copareport.pdf

White, Christine and Heather Good. “PeaceHealth: An Evolutionary Step in the Antitrust Analysis of Bundled
Discounts.” American Health Lawyers Association: Antitrust Group. March 2009. Available at 
https://www.healthlawyers.org/hlresources/Health%20Law%20Wiki/Bundling.aspx

Policy Option G: Additional Public Oversight and Review (page 42).
Gosline, Anna and Elizabeth Rodman. “Summary of Chapter 224 of the Acts of 2012.” Blue Cross Blue Shield of
Massachusetts Foundation. September, 2012. Available at http://bluecrossmafoundation.org/publication/summary-
chapter-224-acts-2012

Mechanic, Robert E., Stuart H. Altman, and John E. McDonough. “The New Era of Payment Reform, Spending
Targets, and Cost Containment in Massachusetts: Early Lessons for the Nation.” Health Affairs 31 no. 10 (2012):
w1-w9. Available at http://content.healthaffairs.org/content/early/2012/09/17/hlthaff.2012.0338.full.html 

Policy Option H: Regulating Premium Increases Through Strengthened Rate Review
(page 43).
Abelson, Reed. “Health Insurers Raise Some Rates by Double Digits,” The New York Times, January 5, 2013.
Available at 
http://www.nytimes.com/2013/01/06/business/despite-new-health-law-some-see-sharp-rise-in-
premiums.html?pagewanted=all

Community Catalyst. Rate Review: A Way to Limit Increases to Health Insurance Premiums. April 2011. Available at
http://www.communitycatalyst.org/docstore/publications/Rate_review_fact_sheet.pdf

Kaiser Family Foundation. Rate Review: Spotlight on State Efforts to Make Health Insurance More Affordable.
December 2010. Available at http://kff.org/health-costs/rate-review-spotlight-on-state-efforts-to/

Kaiser Family Foundation. Quantifying the Effects of Health Insurance Rate Review. October 2012. Available at
http://kaiserfamilyfoundation.files.wordpress.com/2013/01/8376.pdf

U.S. Department of Health and Human Services. Rate Review Annual Report. September 2013. Available at
http://aspe.hhs.gov/health/reports/2013/acaannualreport/ratereview_rpt.cfm

National Academy of Social Insurance (NASI)   55



Policy Option I: Limiting Out-of-Network Provider Charges (page 45).
Hoadley, Jack, Kevin Lucia, and Sonya Schwartz. Unexpected Charges: What States Are Doing About Balance Billing.
Oakland, CA: California HealthCare Foundation, 2009. Available at
http://www.chcf.org/publications/2009/04/unexpected-charges-what-states-are-doing-about-balance-billing

Longley, Dianne. “ACA Consumer Protections and Regulatory Oversight of Network Adequacy, Balance Billing.”
Presentation to the National Health Policy Forum. December 6, 2013. Available at
http://www.nhpf.org/uploads/Handouts/Longley-slides_12-06-13.pdf

Rosenthal, Elisabeth. “After Surgery, Surprise $117,000 Medical Bill From Doctor He Didn’t Know,” New York
Times, September 20, 2014. Available at http://www.nytimes.com/2014/09/21/us/drive-by-doctoring-surprise-
medical-bills.html

Policy Option J: Placing Upper Limits on Permissible, Negotiated Provider Payment Rates
(page 46).
Hansen, David. “The Case for Price Ceilings for Health Services.” The Health Care Blog, July 27, 2009. Available at
http://thehealthcareblog.com/blog/2009/07/27/the-case-for-price-ceilings-for-health-services/

White, Chapin, Amelia M. Bond, and James D. Reschovsky. High and Varying Prices for Privately Insured Patients
Underscore Hospital Market Power. HSC Research Brief No. 27. Washington, DC: Center for Studying Health System,
2013. Available at http://www.hschange.org/CONTENT/1375/

Policy Option K: Expanding Use of All-Payer and Private-Payer Rate Setting (page 47).

Atkinson, Graham. Issue Brief: State Hospital Rate Setting Revisited. New York, New York: The Commonwealth Fund,
2009. Available at
http://www.commonwealthfund.org/~/media/Files/Publications/Issue%20Brief/2009/Oct/1332_Atkinson_state_
hospital_ratesetting_revisited_1015.pdf 

Eibner, Christine E. et al. Controlling Health Care Spending in Massachusetts: An Analysis of Options – RAND Health.
Boston, MA: Commonwealth of Massachusetts Division of Health Care Finance and Policy, 2009. Available at
http://www.mass.gov/chia/docs/r/pubs/09/control-health-care-spending-rand-08-07-09.pdf

Ginsburg, Paul B. “Shopping for Price in Medical Care.” Health Affairs 26 no. 2 (2007): w208-w216. Available at
http://content.healthaffairs.org/content/26/2/w208.full.pdf+html

Hsiao, William C., et al. “What Other States Can Learn from Vermont’s Bold Experiment: Embracing a Single-Payer
Health Care Financing System.” Health Affairs 30 no. 7 (2011): 1232-1241. Available at 
http://content.healthaffairs.org/content/30/7/1232.abstract

Ikegami, Naoki and Anderson, Gerard F. “In Japan, All-Payer Rate Setting Under Tight Government Control Has
Proved To Be An Effective Approach to Containing Costs.” Health Affairs 31 no. 5 (2012): 1049-1056. Available at
http://content.healthaffairs.org/content/31/5/1049.full.html

Medicare Payment Advisory Commission. Report to Congress: Medicare Payment Policy. March 2011. Available at
http://medpac.gov/documents/reports/Mar11_EntireReport.pdf?sfvrsn=0

Murray, Robert. “The Case for a Coordinated System of Provider Payments in the United States.” Journal of Health
Politics, Policy and Law 37 no. 4 (2012): 679-695. Available at
http://jhppl.dukejournals.org/content/37/4/679.citation 

National Conference of State Legislatures. Equalizing Health Provider Rates: All-Payer Rate Setting. No. 7 in series of
NCSL Briefs for State Legislators on Health Cost Containment and Efficiencies (2010). Available at
http://www.ncsl.org/portals/1/documents/health/ALL_PAYER_RATES-2010.pdf

Addressing Pricing Power in Health Care Markets56



Pauly, Mark and Robert Town. “Maryland Exceptionalism? All-Payers Regulation and Health Care System Efficiency.”
Journal of Health Politics, Policy and Law 37 no. 4 (2012): 697-707. Available at 
http://jhppl.dukejournals.org/content/37/4/697.citation 

Reinhardt, Uwe. “A Modest Proposal on Payment Reform,” Health Affairs Blog. July 24, 2009. Available at
http://healthaffairs.org/blog/2009/07/24/a-modest-proposal-on-payment-reform/

Sommers, Anna, Chapin White, and Paul B. Ginsburg. Addressing Hospital Pricing Leverage through Regulation: State
Rate Setting. NIHCR Policy Analysis No. 9. Washington, DC: Mathematica, 2012. Available at
http://www.nihcr.org/1tl92

White, Joseph. Cost Control and Health Care Reform: The Case for All-Payer Regulation. Washington, DC: Campaign
for America’s Future, 2012. Available at http://ourfuture.org/report/white

Additional Sources
America’s Health Insurance Plans. Accountable Care Organizations and Market Power Issues. 2010. Available at
http://www.ahip.org/Issues/ACOs.aspx

Audet, Anne Marie J., et al. Issue Brief: Hospitals on the Path to Accountable Care: Highlights from a 2011 National
Survey of Hospital Readiness to Participate in an Accountable Care Organization. New York, New York: The
Commonwealth Fund, 2012. Available at 
http://www.commonwealthfund.org/publications/issue-briefs/2012/aug/hospitals-on-the-path-to-accountable-care

Auerbach, David I., et al., “Accountable Care Organization Formation Is Associated With Integrated Systems but Not
High Medical Spending.” Health Affairs 32 no. 10 (2013): 1781–1788. Available at
http://content.healthaffairs.org/content/32/10/1781.full.html

Bacher, Gary E., et al. “Regulatory Neutrality Is Essential To Establishing A Level Playing Field For Accountable Care
Organizations.” Health Affairs 32 no. 8 (2013): 1426-1432. Available at:
http://content.healthaffairs.org/content/32/8/1426.full.html 

Bauman, Noa. Winning Strategies for Participating In Narrow-Network Exchange Offerings. McKinsey & Company,
2013. Available at
http://healthcare.mckinsey.com/sites/default/files/793541_Winning_Strategies_in_Network_Exchange.pdf

Berenson, Robert A. Moving Payment from Volume to Value: What Role for Performance Measurement? Washington
DC: Urban Institute, 2010. Available at
http://www.urban.org/uploadedpdf/412344-moving-payment-volume-value-performance-measurement.pdf

Berenson, Robert A., and Rachel A. Burton. Accountable Care Organizations in Medicare and the Private Sector: A
Status Update. Washington DC: Urban Institute, 2011. Available at http://www.urban.org/uploadedpdf/412438-
Accountable-Care-Organizations-in-Medicare-and-the-Private-Sector.pdf

Brewster, Linda R., Leslie A. Jackson, and Cara S. Lesser, Insolvency and Challenges of Regulating Providers that Bear
Risk. Issue Brief No. 26. Washington, DC: Center for Studying Health System Change, 2000. Available at:
http://www.hschange.com/CONTENT/56/

Burns, L. Robert and Mark V. Pauly. “Integrated Delivery Networks: A Detour on the Road to Integrated Care?”
Health Affairs 21 no. 4 (2002): 128-43. Available at http://content.healthaffairs.org/content/21/4/128.full.html

Burns, L. Robert and Muller, Ralph W. Hospital-physician collaboration: Landscape of Economic Integration and
Impact on Clinical Integration. Milbank Quarterly 86 no. 3 (2008): 375-434. Available at
http://onlinelibrary.wiley.com/doi/10.1111/j.1468-0009.2008.00527.x/abstract

Burton, Rachel A. Payment Reform: Bundled Episodes v. Global Payments: A Debate Between Francois de Brantes and
Robert Berenson. Washington, DC: Urban Institute, 2012. Available at
http://www.urban.org/UploadedPDF/412655-Payment-Reform-Bundled-Episodes-vs-Global-Payments.pdf

National Academy of Social Insurance (NASI)   57



Calysn, Maura and Emily O. Lee. Alternatives to Fee-for-Service Payments in Health Care:  Moving from Volume to
Value. Washington, DC: Center for American Progress, 2012. Available at
https://www.americanprogress.org/issues/healthcare/report/2012/09/18/38320/alternatives-to-fee-for-service-
payments-in-health-care/

Catalyst for Payment Reform. From Reference Pricing To Value Pricing. Available at:
http://www.catalyzepaymentreform.org/images/documents/CPR_Action_Brief_Reference_Pricing.pdf 

Centers for Medicare & Medicaid Services. Report to Congress: Physician Group Practice Demonstration Evaluation
Report. 2009. Available at http://www.cms.gov/Medicare/Demonstration-
Projects/DemoProjectsEvalRpts/Downloads/PGP_RTC_Sept.pdf

Chernew, Michael E., et al. “Private-Payer Innovation in Massachusetts: The ‘Alternative Quality Contract’,” Health
Affairs 30 no. 1 (2011): 51-61. Available at http://content.healthaffairs.org/content/30/1/51.full.html 

Colla, Carrie H., et al. “Spending Differences Associated With the Medicare Physician Group Practice
Demonstration.” JAMA 308 no. 10 (2012):1015-1023. Available at
http://jama.jamanetwork.com/article.aspx?articleid=1357260

Cutler, David M. and Fiona Scott Morton. “Hospitals, Market Share, and Consolidation.” JAMA 310 no. 18 (2013):
1964-1970. Available at http://jama.jamanetwork.com/article.aspx?articleid=1769891

Delbanco, Suzanne F., et al., Promising Payment Reform: Risk Sharing with Accountable Care Organizations. New
York, New York: The Commonwealth Fund, 2011. Available at:
http://www.commonwealthfund.org/Publications/Fund-Reports/2011/Jul/Promising-Payment-Reform.aspx

Dranove, David, et al. “Is the Impact of Managed Care on Hospital Prices Decreasing? Journal of Health Economics 27
no. 2 (2008): 362-76. Available at
http://www.scholars.northwestern.edu/pubDetail.asp?t=pm&id=40849112991&o_id=163

Draper, Debra A., Allison Liebhaber, and Paul B. Ginsburg, “High-Performance Health Plan Networks: Early
Experiences.” HSC Issue Brief No. 111. Washington, DC: Center for Studying Health System Change, 2007.
Available at http://www.hschange.com/CONTENT/929/. 

Feder, Judy and David Cutler. Achieving Accountable and Affordable Care: Key Health Policy Choices to Move the
Health Care System Forward. Washington, DC: Center for American Progress, 2010. Available at: https://www.ameri-
canprogress.org/issues/healthcare/report/2010/12/20/8844/achieving-accountable-and-affordable-care/

Federal Trade Commission and Antitrust Division of the U.S. Department of Justice. “Statement of Antitrust
Enforcement Policy Regarding Accountable Care Organizations Participating in the Medicare Shared Savings
Program: Final Policy Statement.” Federal Register 76 no. 209 October 11, 2011: 67026-67032. Available at
http://www.ftc.gov/policy/federal-register-notices/ftc-doj-enforcement-policy-statement-regarding-accountable-care

Goes, Jim, Grant T. Savage, and Leonard Friedman. “Annual Review of Health Care Management: Revisiting the
Evolution of Health Systems Organization.” Advances in Health Care Management, 15 sec. II. 2013. Available at
http://www.emeraldinsight.com/books.htm?issn=1474-8231&volume=15

Goldsmith, Jeff. “Accountable Care Organizations: The Case For Flexible Partnerships Between Health Plans And
Providers.” Health Affairs 30 no. 1 (2011): 32–40. Available at
http://content.healthaffairs.org/content/30/1/32.full.html

Goldsmith, Jeff. “The Future of Medical Practice: Creating Options for Practicing Physicians to Control Their
Professional Destiny.” The Physicians Foundation. 2012. Available at:
http://www.physiciansfoundation.org/uploads/default/Physicians_Foundation_Future_of_Medical_Practices.pdf

Gordon, Jill. Legal Issues in Designing Bundled Payments and Shared Savings Arrangements in the Commercial Payor
Context. Princeton, NJ: Robert Wood Johnson Foundation, 2013. Available at
http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2013/rwjf407662

Addressing Pricing Power in Health Care Markets58



Gottlieb, Scott. Statement to the House Subcomm. on Intellectual Property, Competition, and the Internet of the
Committee on the Judiciary. Healthcare Consolidation And Competition After PPACA, Hearing, May 18, 2012 (Serial
No. 112–121). Available at 
http://judiciary.house.gov/index.cfm/hearings?ID=37A41B33-C98A-8855-B01A-6712A9447CE4

Grossman, Joy, Ha Tu, and Dori Cross. Arranged Marriages: The Evolution of ACO Partnerships in California.
California Health Care Almanac. Oakland, CA: California HealthCare Foundation, 2013. Available at
http://www.chcf.org/publications/2013/09/arranged-marriages-acos

Harvey, H. Benjamin and Glenn Cohen. “The Looming Threat of Liability for Accountable Care Organizations and
What to Do About It.” JAMA 310 no. 2 (2013): 141-142. Available at
http://jama.jamanetwork.com/article.aspx?articleid=1697985

Higgins, Aparna, et al. “Early Lessons from Accountable Care Models in the Private Sector: Partnerships Between
Health Plans and Providers.” Health Affairs 30 no. 9 (2011): 1718-1727. Available at
http://content.healthaffairs.org/content/30/9/1718.full.html

Kavanos, Panos and Uwe Reinhardt. “Reference Pricing for Drugs: Is It Compatible with U.S. Health Care?” Health
Affairs 22 no. 3 (2003): 16-30. Available at http://content.healthaffairs.org/content/22/3/16.abstract 

Larson, Bridget K., et al. “Insights From Transformations Under Way At Four Brookings-Dartmouth Accountable
Care Organization Pilot Sites.” Health Affairs 31 no. 11 (2013): 2395-2406. Available at 
http://content.healthaffairs.org/content/31/11/2395.full.html

Lee, Joy Li-Yueh, et al. “A Systematic Review of Reference Pricing: Implications for US Prescription Drug Spending.”
American Journal of Managed Care 18 no. 11 (2012): e429-e437. Available at 
http://scholar.harvard.edu/nkc/publications/systematic-review-reference-pricing-implications-us-prescription-drug-
spending

Mays, Glenn P., Gary Claxton, and Joseph P. White. “Managed Care Rebound? Recent Changes In Health Plans’
Cost Containment Strategies.” Health Affairs Suppl Web Exclusives W4 (2004): 427-436. Available at 
http://content.healthaffairs.org/content/early/2004/08/11/hlthaff.w4.427.citation 

Medicare Payment Advisory Commission. Medicare Payment Advisory Committee Public Transcript. October 2009.
Available at http://www.medpac.gov/documents/october-2009-meeting-transcript.pdf?sfvrsn=0

Miesen, Mike. “Bending the Cost Curve with Reference Pricing.” The Health Care Blog. June 27, 2013. Available at:
http://thehealthcareblog.com/blog/2013/06/27/bending-the-cost-curve-with-reference-pricing/

Monhait, Jeff. “Baseball Arbitration: An ADR Success.” Harvard Journal of Sports and Entertainment Law 4 no. 1
(2013): 105-143. Available at
http://www.cozen.com/Templates/media/files/Baseball_Arbitration_An_ADR_Success.pdf

Murray, Robert and Suzanne Delbanco. Provider Market Power in the U.S. Health Care Industry: Assessing Its Impact
and Looking Ahead. Catalyst for Payment Reform. 2012. Available at:
http://www.catalyzepaymentreform.org/images/documents/Market_Power.pdf 

Petersen, Mathew, David Muhlestein, and Paul Gardner. Growth and Dispersion of Accountable Care Organizations:
August 2013 Update. Salt Lake City, UT: Leavitt Partners, Center for Accountable Care Intelligence, 2013. Available
at http://leavittpartners.com/aco-publications/

PWC Health Research Institute. Medical Cost Trend: Behind the Numbers 2014. June 2013. Available at
http://www.pwc.com/en_us/us/health-industries/behind-the-numbers/assets/medical-cost-trend-behind-the-num-
bers-2014.pdf. 

Reinhardt, Uwe. “The Sleeper in Health Care Payment Reform.” The New York Times, August 2, 2013. Available at:
http://economix.blogs.nytimes.com/2013/08/02/the-sleeper-in-health-care-payment-reform/ 

Reinhardt, Uwe. “The Pricing of U.S. Hospital Services: Chaos Behind a Veil of Secrecy.” Health Affairs 25 no. 1
(2006): 57-69. Available at: http://content.healthaffairs.org/content/25/1/57.full.pdf+html?sid=a0b24100-3da5-
4abe-b59a-0816c85e43ed

National Academy of Social Insurance (NASI)   59



Robinson, James C. “Hospital Tiers in Health Insurance: Balancing Consumer Choice with Financial Motives.”
Health Affairs Suppl Web Exclusives W3 (2003): 135 – 145. Available at
http://www.nihcm.org/images/pdf/Reference-Pricing-EV-Robinson-10-29-13.pdf

Robinson, James C. Reference Pricing: Stimulating Cost-Conscious Purchasing and
Countering Provider Market Power. Expert Voices in Health Policy. Washington, DC: National Institute of Health
Care Management, 2013. Available at 
http://www.nihcm.org/images/pdf/Reference-Pricing-EV-Robinson-10-29-13.pdf. 

“Towers Watson/NBGH Employer Survey on Purchasing Value in Health Care.” March 2013. Available at:
http://www.towerswatson.com/en-US/Insights/IC-Types/Survey-Research-Results/2013/03/Towers-Watson-
NBGH-Employer-Survey-on-Value-in-Purchasing-Health-Care.

Addressing Pricing Power in Health Care Markets60



Endnotes
1 OECD. OECD Factbook 2014: Economic, Environmental and Social Statistics. (Paris: OECD Publishing, 2014).

Available at  http://dx.doi.org/10.1787/factbook-2014-105-en

2 David A. Squires, The U.S. Health System in Perspective: A Comparison of Twelve Industrialized Nations (New
York: The Commonwealth Fund, 2011). Available at
http://www.commonwealthfund.org/~/media/Files/Publications/Issue%20Brief/2011/Jul/1532_Squires_US_
hlt_sys_comparison_12_nations_intl_brief_v2.pdf

3 OECD. OECD Indicators. (Paris: OECD Publishing, 2013). Available at
http://dx.doi.org/10.1787/health_glance-2013-en. See Victoria Velkoff, Jennifer Ortman, and Sandra Colby
(May 6, 2014). “U.S. Population Will Get Older But Remain Younger Than Most Developed Countries,
Random Samplings,” The Official Blog of the U.S. Census Bureau,. Available at
http://blogs.census.gov/2014/05/06/u-s-population-will-get-older-but-remain-younger-than-most-developed-
countries/

4 Miriam J. Laugesen and Sherry A. Glied, “Higher Fees Paid To US Physicians Drive Higher Spending For
Physician Services Compared To Other Countries.” Health Affairs 30 no. 9 (2011): 1647-1656. Available at
http://content.healthaffairs.org/content/30/9/1647.full.html. Gerard F. Anderson, et al., “It’s the Prices
Stupid: Why the U.S. Is So Different from Other Countries.” Health Affairs 22 no. 3 (2003): 89-105. Available at
http://content.healthaffairs.org/content/22/3/89.full.html. Henry J. Aaron and Paul B. Ginsburg, “Is Health
Spending Excessive? If So, What Can We Do About It?” Health Affairs 28 no. 5 (2009): 1260-1275. Available at
http://content.healthaffairs.org/content/28/5/1260.full.html. 

5 David U. Himmelstein, et al., “A Comparison of Hospital Administrative Costs in Eight Nations: US Costs
Exceed All Others By Far.” Health Affairs 33 no. 9 (2014): 1586-1594. Available at http://content.healthaf-
fairs.org/content/33/9/1586.full.html. 6 Center for Medicare and Medicaid Services (2014). National Health Expenditures: Aggregate and Per Capita
Amounts, Annual Percent Change and Percent Distribution: Selected Calendar Years 1960-2012. Available at
http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-
Reports/NationalHealthExpendData/Downloads/tables.pdf. Paul B. Ginsburg, High and Rising Health Care
Costs: Demystifying U.S. Health Care Spending (Princeton, NJ: Robert Wood Johnson Foundation Synthesis
Project, 2008). Available at http://www.rwjf.org/en/research-publications/find-rwjf-research/2008/10/high-
and-rising-health-care-costs.html. 7 John Holahan and Stacey McMorrow. What Drove the Recent Slowdown in Health Spending Growth and Can It
Continue? (Washington, DC: Robert Wood Johnson Foundation and Urban Institute, May 2013). Andrea M.
Sisko, et al., “National Health Expenditure Projections, 2013-23: Faster Growth Expected with Expanded
Coverage and Improving Economy.” Health Affairs 33 no. 10 (2014): 1841-1850. Available at
http://content.healthaffairs.org/content/early/2014/08/27/hlthaff.2014.0560.full.pdf+html. 

8 Anne Martin, et al., “Recession Contributes to Slowest Annual Rate of Increase in Health Spending in Five
Decades.” Health Affairs 33 no. 1 (2014): 67-77. Available at http://content.healthaffairs.org/con-
tent/30/1/11.full.html. 

9 Ibid.

10 Micah Hartman, et al., “National Health Spending in 2013: Growth Slows, Remains in Step with the Overall
Economy.” Health Affairs 34 no. 1 (2014): 1-11. Available at
http://content.healthaffairs.org/content/early/2014/11/25/hlthaff.2014.1107.

11 Kenneth J. Arrow, “Uncertainty and the Welfare Economics of Medical Care.” The American Economic Review 53
no. 5 (1963): 941-973. Available at: https://www.aeaweb.org/aer/top20/53.5.941-973.pdf.

12 Bradley C. Strunk, Kelley J. Devers and Robert E. Hurley. Health Plan-Provider Showdowns on the Rise, Issue
Brief No. 74. (Washington, DC: Center for Studying Health System Change, 2001). Available at
http://www.hschange.org/CONTENT/641/. Maxim L. Pinkovskiy. The Impact of the Managed Care Backlash
on Health Care Costs: Evidence from State Regulation of Managed Care Cost Containment Practices. (New York,
New York: Federal Reserve Bank of New York, 2013). Available at http://www.newyorkfed.org/research/econo-
mists/pinkovskiy/Impact_of_Political_Backlash_on_Health_Care_Costs.pdf

National Academy of Social Insurance (NASI)   61



13 Kaiser Family Foundation, Health Research & Educational Trust and National Opinion Research Center, 2014
Employer Health Benefits Survey (Menlo Park, CA: Kaiser Family Foundation, 2014). Available at
http://kff.org/health-costs/report/2014-employer-health-benefits-survey/

14 Austin Frakt. The Future of Health Care Costs: Hospital-Insurer Balance of Power (Washington, DC: NIHCM
Foundation, 2010). Available at http://www.nihcm.org/component/content/article/407

15 Matthew B. Frank, et al. “The Impact of a Tiered Network on Hospital Choice,” Health Services Research, forth-
coming at http://www.hsr.org. 

16 Among the notable mergers were Aetna’s purchase of Coventry Health Care in 2012, WellPoint’s acquisition of
Amerigroup in 2012 and Cigna’s takeover of both HealthSpring and Spring Well in that same year. WellPoint had
earlier acquired WellChoice, part of Empire Blue Cross Blue Shield among other companies. United purchased
Sierra Health Services and Oxford Health Plan. Also notable was Group Health’s purchase of HIP. 

17 James C. Robinson, “Consolidation and the Transformation of Competition in Health Insurance.” Health Affairs
23 no. 6 (2004): 11-24. Available at http://content.healthaffairs.org/content/23/6/11.full.html. See also
Leemore Dafny, Mark Duggan and Subrahmaniam, “Paying a Premium on Your Premium? Consolidation in the
US Health Insurance Industry.” American Economic Review. 102 no. 2 (2012): 1161-1185. Available at
https://www.aeaweb.org/articles.php?doi=10.1257/aer.102.2.1161.

18 David A. Balto and James Kovacs. “Consolidation in Health Care Markets: A Review of the Literature.”
(Washington, DC: Law Office of David Balto, 2013). Available at http://www.dcantitrustlaw.com/assets/con-
tent/documents/2013/balto-kovacs_healthcareconsolidation_jan13.pdf.

19 Frakt, The Future of Health Care Costs, note 14. 

20 Dafny, Paying a Premium on Your Premium, note 17. See also Robert A. Berenson, et al., “The Growing Power of
Some Providers To Win Steep Payment Increases From Insurers Suggests Policy Remedies May Be Needed.”
Health Affairs 31 no. 5 (2012): 973-981. Available at
http://content.healthaffairs.org/content/31/5/973.full.html.

21 Glenn A. Melnick, Yu-Chu Shen, and Vivian Wu, “The Increased Concentration of Health Plan Markets Can
Benefit Consumers Through Lower Hospital Prices.” Health Affairs, 30 no. 9 (2011): 1728-1733. Available at
http://content.healthaffairs.org/content/30/9/1728.full.html. 

22 Asako S. Moriya, William B. Vogt, Martin Gaynor, “Hospital Prices and Market Structure in the Hospital and
Insurance Industries.” Health Economics, Policy and Law 5 no. 4 (2010): 459-479. Available at
http://journals.cambridge.org/action/displayAbstract?fromPage=online&aid=7888871&fileId=S174413311000
0083. 

23 Dafny et al., Paying a Premium on Your Premium, note 17.

24 Ibid.

25 Paul B. Ginsburg, Wide Variation in Hospital and Physician Payment Rates Evidence of Provider Market Power,
Research Brief No. 16 (Washington, DC: Center for Studying Health System Change, 2010). Available at
http://www.hschange.com/CONTENT/1162/1162.pdf

26 Examination of Health Care Cost, Trends and Cost Drivers: Report for Annual Public Hearing. (Boston, MA: Office of
Attorney General Martha Coakley, March 16, 2010). Available at http://www.mass.gov/ago/docs/healthcare/2010-
hcctd-full.pdf

27 Chapin White, James Reschovsky and Amelia Bond, Inpatient Hospital Prices Drive Spending Variation for
Episodes of Care for Privately Insured Patients, NIHCR Brief No. 14. (Washington, DC: National Institute for
Health Care Reform, 2014). Available at http://www.nihcr.org/Episode-Spending-Variation. 

28 Ginsburg, Wide Variation in Hospital and Physician Payment Rates, note 25.

29 Ibid. 

30 White, Inpatient Hospital Prices, note 27. 

31 Ginsburg, Wide Variation in Hospital and Physician Payment Rates, note 25. 

32 Because much of the data on private sector payment rates is self-reported and voluntarily contributed, it may not
be a representative sample of the commercial insurance market.

Addressing Pricing Power in Health Care Markets62























































http://www.urban.org/UploadedPDF/412514-Implications-for-the-Affordable-Care-Act.pdf
http://kff.org/uninsured/issue-brief/as-the-economy-improves-the-number-of-uninsured-is-falling-but-not-because-of-a-rebound-in-employer-sponsored-insurance/
http://kff.org/uninsured/issue-brief/as-the-economy-improves-the-number-of-uninsured-is-falling-but-not-because-of-a-rebound-in-employer-sponsored-insurance/
http://kff.org/uninsured/issue-brief/reversing-the-trend-understanding-the-recent-increase-in-health-insurance-coverage-among-the-nonelderly-population/
http://kff.org/uninsured/issue-brief/reversing-the-trend-understanding-the-recent-increase-in-health-insurance-coverage-among-the-nonelderly-population/
http://kff.org/medicaid/issue-brief/changes-in-health-insurance-coverage-in-the/
http://kff.org/medicaid/issue-brief/changes-in-health-insurance-coverage-in-the/
https://www.census.gov/hhes/www/hlthins/data/incpovhlth/2013/CPS_ACS_Trends.pdf
https://www.census.gov/hhes/www/poverty/about/datasources/factsheet.html
https://www.census.gov/hhes/www/poverty/about/datasources/factsheet.html
http://www.ipums.org/
http://data.bls.gov/timeseries/LNS14000000




















http://kff.org/health-reform/report/the-cost-and-coverage-implications-of-the/
http://kff.org/medicaid/report/the-cost-of-not-expanding-medicaid/




















http://kff.org/medicaid/issue-brief/understanding-how-states-access-the-aca-enhanced-medicaid-match-rates/
http://kff.org/medicaid/issue-brief/understanding-how-states-access-the-aca-enhanced-medicaid-match-rates/
http://www.urban.org/health_policy/health_care_reform/taxfilingmethodology.cfm
http://www.urban.org/publications/412154.html
http://kff.org/medicaid/report/the-cost-of-not-expanding-medicaid/
http://kff.org/health-reform/report/the-cost-and-coverage-implications-of-the/
http://kff.org/health-reform/report/the-cost-and-coverage-implications-of-the/
http://www.urban.org/research/publication/health-insurance-policy-simulation-model-hipsm-methodology-documentation
http://kff.org/uninsured/report/uncompensated-care-for-the-uninsured-in-2013-a-detailed-examination/
http://kff.org/uninsured/report/uncompensated-care-for-the-uninsured-in-2013-a-detailed-examination/
http://kff.org/medicaid/issue-brief/recent-trends-in-medicaid-and-chip-enrollment-as-of-january-2015-early-findings-from-the-cms-performance-indicator-project/
http://kff.org/medicaid/issue-brief/recent-trends-in-medicaid-and-chip-enrollment-as-of-january-2015-early-findings-from-the-cms-performance-indicator-project/
http://aspe.hhs.gov/health/reports/2015/uninsured_change/ib_uninsured_change.pdf
http://files.kff.org/attachment/issue-brief-the-effects-of-the-medicaid-expansion-on-state-budgets-an-early-look-in-select-states
http://files.kff.org/attachment/issue-brief-the-effects-of-the-medicaid-expansion-on-state-budgets-an-early-look-in-select-states
http://kff.org/medicaid/issue-brief/the-effects-of-the-medicaid-expansion-on-state-budgets-an-early-look-in-select-states/
http://kff.org/medicaid/issue-brief/the-effects-of-the-medicaid-expansion-on-state-budgets-an-early-look-in-select-states/
http://aspe.hhs.gov/health/reports/2015/MedicaidExpansion/ib_UncompensatedCare.pdf
http://kff.org/health-reform/issue-brief/evolving-picture-of-nine-safety-net-hospitals-implications-of-the-aca-and-other-strategies/
http://kff.org/health-reform/issue-brief/evolving-picture-of-nine-safety-net-hospitals-implications-of-the-aca-and-other-strategies/
http://kff.org/health-reform/issue-brief/how-are-hospitals-faring-under-the-affordable-care-act-early-experiences-from-ascension-health
http://kff.org/health-reform/issue-brief/how-are-hospitals-faring-under-the-affordable-care-act-early-experiences-from-ascension-health
http://www.cha.com/Documents/Press-Releases/CHA-Medicaid-Expansion-Study-June-2014.aspx



























































































































































	3. HEALTH INSURANCE MARKETPLACES 2015 OPEN ENROLLMENT PERIOD- ASPE.pdf
	Appendix Table B1
	Appendix Table B2
	Appendix Table B3
	Appendix Table B4
	Appendix Table B5
	Appendix Table B6
	Appendix Table B7
	Appendix Table B8
	Appendix Table C1
	Appendix Table C2
	Appendix Table C3
	Appendix Table C4
	Appendix Table C5

	2. Survey Says - California Healthcare Foundation.pdf
	Introduction
	Health Insurance Deductibles
California, 2014
	Plan Coverage of Prescription Medication and Copayments
California, 2014
	Doctor Visit Copayments
California, 2014
	Health Insurance Costs, Overall and by Payer
California, 2014
	Quality of Plan Benefits Over Past Year, Overall and by Payer
California, 2014
	Source of Routine Medical Care, by Coverage Type
California, 2014
	Source of Routine Medical Care, by Race/Ethnicity
California, 2014
	Desired Source of Routine Medical Care, by Race/Ethnicity
California, 2014
	Retail Clinics, Likelihood of Use, by Service Type, and Actual Use
California, 2014
	Difficulty Accessing Health Care, by Coverage Type
California, 2014
	Difficulty Getting Health Care, by Coverage Type
California, 2014
	Difficulty Getting Health Care, by Self-Perceived Health Status
California, 2014
	Access to Evening and Weekend Appointments
California, 2014
	Attitudes Toward Access-Related Issues, by Coverage Type
California, 2014
	Discussed Care Preferences with Doctor, Overall and by Age 
California, 2014
	Attitudes on Care Preference Conversations with Doctors
Overall and by Age, California, 2014
	Experience with Team-Based Care
Overall and by Coverage Type and Kaiser Membership, California, 2014
	Delayed Care Due to Costs, Overall and by Health Status
California, 2014
	Delayed Care Due to Costs, by Race/Ethnicity
California, 2014
	Use of Health Information Technology, Overall and by Insurance
California, 2014
	Interest in Doctor Updates via Phone, Text, or Email, by Age
California, 2014
	Attitudes Toward Providers’ Use of Electronic Medical Records
California, 2011 vs. 2014
	Use of Online Personal Health Record
California, 2011 vs. 2014
	Searched for Cost Information Prior to Getting Care
California, 2014
	Price Perceptions
California, 2014
	Perceptions of a Higher-Priced Surgery
California, 2014
	Awareness and Use of Ratings 
California, 2014
	Selected Sources of Quality Ratings
California, 2014
	Helpfulness of Quality Ratings
California, 2014
	Reasons for Looking at Doctors’ Ratings 
California, 2014
	Influences on Choosing a New Doctor
California, 2014
	Helpfulness of Resources in Choosing a New Doctor
California, 2014
	Methodology




